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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure one resident, identified as high risk for 
falls, received adequate supervision to prevent accidents (Resident #1). Staff placed the resident near the 
nurses' station for close observation in a locked wheelchair. Staff left the area, during which time Resident #1 
attempted to get up and fell from the wheelchair, resulting in a fractured wrist. In addition, the facility failed to 
ensure fall prevention interventions for three residents who were identified as high risk for falls, were 
consistently and accurately documented across the care plan, physician orders, and progress notes, as 
required by the facility's Fall Management Policy and Incident Documentation and Investigation Policy 
(Residents #1, #3 and #4). The sample size was three. The census was 91.Review of the facility's policy 
entitled, Fall Management, dated 2/28/23, showed:-Policy: is to provide an environment that remains as free 
of accident hazards as possible. The facility will complete a Morse Fall Scale Evaluation on residents to 
determine who are at risk for falling and to develop appropriate interventions to provide supervision and 
assistive devices to prevent to minimize further falls and/or reduce injuries.-Procedure (Risk 
Identification/Evaluation): Residents shall be evaluated for fall risk upon admission/re-admission, post-fall, 
quarterly, annually and significant change using Morse Fall Scale Evaluation. Identify risks factors should be 
address in the resident's care plan to ensure individualized interventions to reduce the risk are implemented.
-Steps: Charge nurse will evaluate for injury; complete neurological evaluation post-fall on residents with 
potential head injury or unwitnessed fall; notify Primary Care Physician (PCP), resident representative; 
implement interventions to reduce further occurrences; document in resident's medical record Electronic 
Medical Records (EMR)/ Point Click Care (PCC); complete incident report; implement post-fall evaluation 
and documentation; the care plan should be reviewed after every fall and updated with a new intervention. 
Review of the facility's policy entitled, Accident & Incident Documentation & Investigation, dated 4/26/23, 
showed:-Policy: Accidents and/or Incidents involving residents will be investigated and documented on an 
Incident Report entry in the EMR.-Procedure: 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; The license 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; Incident Report will be completed in the EMR. 1. Review of Resident #1's annual Minimum Data 
Set (MDS), a federally mandated assessment instrument completed by facility staff, dated 9/16/25, showed: 
-Diagnoses included hemiplegia following cerebral infarction affecting right dominant side (paralysis on one 
side of body caused by stroke), unsteadiness on feet, dysphagia-oropharyngeal phase (trouble swallowing 
during the mouth and throat stage of swallowing); -Severe cognitive impairment;-No behaviors; -Functional 
abilities showed walker, wheelchair; supervision or touching assistance with toileting and sit to stand; partial 
to moderate assistance with the ability to wheel at least 150 feet in corridor. Review of the resident's care 
plan, in use during the survey, showed:-Focus: limited physical mobility;-Goal: will remain free of 
complications relate to immobility, fall related injury through the next review date;-Interventions: Provide 
supportive care, assistance with mobility as needed Document as needed. -Focus: Resident has a history of 
falls and is at risk for further falls with confusion, impaired mobility, incontinence;-Goal: Resident will be free 
of falls through the review date; -Interventions: Resident to be sitting at nurse's station for direct observation 
until safety deemed established per nursing discretion; on 10/2/25 fall mat at beside; on 10/6/25 provide 
activity apron; resident needs activities that minimize the potential for falls while providing diversion and 
distraction. Bed positioning is not addressed. Review of the Physician Order Sheet (POS), showed an order, 
dated 10/2/25, for floor mats; no order for low bed. -Progress notes showed:-10/6/25 at 7:20 A.M., Resident 
up throughout the night, resident at nurse station for observation, resident self-propels in wheelchair, as 
desires, nurse later observed resident on floor in sitting position, no pain voiced, resident has history of 
dementia and could not recall event. Noticed swelling to left wrist and hand. X-ray ordered.-10/6/25 at 3:13 P.
M., Small hematoma (raised area with skin discoloration and swelling) noted to left forehead and bruising 
noted around left eye. X-ray results came back, impression stated acute distal radius and ulna fracture (the 
two forearm bones: the radius and ulna, close to the wrist). Spoke with Nurse Practitioner, received order to 
send resident to emergency room (ER) for further evaluation;-10/9/25, Interdisciplinary Team (IDT) risk 
meeting held today, care plan reviewed and interventions in place, resident alert and not acute changes 
noted. Interventions applied: low bed with floor mats, chair dump and activity apron. -10/11/25, at 3:30 P.M., 
resident was readmitted to facility from hospital with brace to left wrist.-Review of Facility's Incident Report on 
10/9/25 showed resident had interventions applied: low bed with floor mats, chair dump and activity apron. 
Review of Neurological evaluation was not kept in the resident's EMR, the neurological evaluations were 
only available upon request that were kept in a filing cabinet behind the nurse's station. Observation and 
interview on 10/21/25 at 11:20 A.M., showed the resident sat in his/her wheelchair, with both wheel breaks 
on, in his/her room visiting with a family member. The resident wore a brace on his/her left forearm that was 
propped up on a pillow. The resident said he/she was asleep when the fall happened, so the resident does 
not know how it happened. The resident's family member said the facility still has not explained how the 
resident fell, and he/she is very concerned because the most recent fall on 10/6/25 makes the fourth fall 
since June at this facility. Observation on 10/22/25, showed:-At 6:55 A.M., resident sat in wheelchair with 
both wheels locked on the 600-hall television room with no staff members in view. Resident was observed 
fiddling with left wrist brace; the brace was up twisted with the thumb hole positioned at the back of the hand. 
The resident was fully dressed and not wearing his/her activity apron. -11:41 A.M., resident sat in wheelchair 
with right wheel locked and left wheel unlocked on the 600-hall television room with no staff members in 
view. The resident wore a brace on his/her left wrist and was calmly fiddling with the pillow that laid on 
his/her lap; activity apron was not present. During interviews on 10/22/25 at 9:30 A.M. and at 10:35 A.M., 
Registered Nurse (RN) I said the resident never sleeps and is normally up all night and unruly. RN I said the 
staff know to make sure when resident is in bed, the bed is in low position with the floor mats on both sides 
of the bed. RN I said on the night of 10/6/25, the resident was very restless and continued to try to get out of 
his/her wheelchair, so he/she placed the resident at the nurses' station with the wheelchair wheels locked so 
staff could watch the resident. RN I had to start passing out other residents' medications and the Certified 
Nurse Aide (CNA) had to start with morning care. They walked away from the desk, leaving the resident at 
the nurse's station. It was a short time later he/she saw the resident on the floor. RN I said neither he/she nor 
the CNA witnessed the resident fall out of the wheelchair. During an interview on 10/22/25 at 7:00 A.M., CNA 
E said the resident stays up all night. CNA E said the resident continues to attempt to get out of his/her 
wheelchair and his/her bed, so the resident has to be watched. CNA E said he/she makes sure the resident's 
floor mat is on the floor and the bed is in low position. During an interview on 10/22/25 at 7:10 A.M., 
Graduate Practical Nurse (GPN) F said the resident does not sleep much throughout the night. GPN F said 
the resident is very confused but does not demonstrate combative behavior. The resident is on fall 
precautions and has a floor mat and the bed must be in low position. During an interview on 10/22/25 at 
11:05 A.M., CNA H said he/she tries to always keep the resident in an open area because the resident is a 
fall risk. CNA H said when the resident is in bed, he/she has to make sure the bed is low position, and the 
floor mats are down on both sides. CNA H said he/she also checks on the resident every 10 minutes 
because the resident continues to try to get out of the bed. CNA H said the resident has an activity apron to 
help keep him/her calm and occupied. CNA H said the resident should use the activity apron, but he/she just 
forgot to give it to the resident. 2. Review of Resident #3's annual MDS, dated [DATE], showed:-Diagnoses 
included hemiplegia and hemiparesis following cerebral infarction affecting right dominant side (stroke with 
right side paralysis), anxiety disorder and dysphagia;-Severe cognitive impairment;-Moderate severe 
depression. Review of the resident's care plan, in use during the survey, showed:-Focus: Resident has 
history of falls, poor balance, unsteady gait and at risk for falls;-Goal: will resume usual activities without 
further incident and free of falls through the review date;-Interventions: On 10/7/25 fall mat placed. On 
10/13/25 frequent rounding and follow fall protocol. The bed positioning is not addressed. Review of the 
resident's POS, showed no order for floor mat or low bed. Review of the resident's progress notes, 
showed:-On 10/9 and 10/16/25 Interdisciplinary Team (IDT) fall meeting and care plan and intervention in 
place; fall mats. -On 10/13/25 resident in bed in low position with interventions in place. Review of Facility's 
Incident Report, showed:-10/9/25, IDT fall risk meeting held, care plan reviewed and intervention(s) in place: 
fall mats, frequent rounding and have resident up for meals and activities; low bed not addressed.-10/12/25, 
incident description of resident was witnessed on the floor on mat. The incident was not reflected in the 
resident's progress notes. -Review of Neurological evaluation was not kept in the resident's EMR, the 
neurological evaluations were only available upon request that were kept in a filing cabinet behind the 
nurse's station. 2. Review of Resident #4's annual MDS, dated [DATE], showed:-Diagnoses included 
metabolic encephalopathy (brain function is disturbed due to a chemical imbalance or metabolic problem in 
the body), acute kidney failure and unsteadiness on feet;-Intact cognition;-Hoyer lift (mechanical full body 
lift); two persons assist. Review of the resident's care plan, in use during the survey, showed:-Focus: 
Resident is at risk for falls due to reduced physical mobility, weakness, history of seizures;-Goal: Resident 
will be free of falls through the review date;-Interventions; Resident's call light is within reach.-The care plan 
did not reflect the resident's fall on 10/7/25 or interventions. Review of the facility's Incident Report, dated 
10/7/25, showed resident was assisted, neuro checks done and vital signs obtained. No interventions noted 
at this time. Review of the progress notes, showed:-10/10/25, showed the resident alert oriented, uses Hoyer 
lift with transfers, self-propels in wheelchair, feeds self, encourage to use call light, resident observation falls 
interventions in place.-10/16/25 IDT fall risk meeting held, care plan reviewed and intervention(s) in place: 
will apply roll bars to back of wheelchair and educated the resident on the importance of using the call light 
for assistance. Review of Neurological evaluation was not kept in the resident's EMR, the neurological 
evaluations were only available upon request that were kept in a filing cabinet behind the nurse's station. 
Observation and interview on 10/21/25 at 11:50 A.M., showed the resident laid in bed on top of a Hoyer sling 
with the bed approximately 4 feet from the ground. The resident was not wearing a fall bracelet. The 
resident's call light laid on the floor between the bed and the wall. The resident said he/she was unable to 
reach the call light and would yell out if he/she needed anything. Observation on 10/22/25 at 7:15 A.M., 
showed the resident sat in his/her room in a wheelchair. The wheelchair had no roll bars on the back of 
wheelchair. The resident's call light laid on the floor between the bed and the wall. During an interview on 
10/21/25 at 10:15 A.M., CNA D said the residents who are a fall risk are identified by a fall risk bracelet. CNA 
D said those residents with the bracelet should have their beds in low position and have a floor mat. During 
an interview on 10/21/25 at 3:45 P.M., the Director of Nursing (DON) said she expected staff to follow the 
facility's Fall Management Policy and Accident and Incident Documentation and Investigation policy. The 
DON expected the medical records to accurately reflect the residents' plan of care consistently and 
accurately documented across the care plan, physician orders and progress notes. During an interview on 
10/22/25 at 11:40 P.M., Licensed Practical Nurse (LPN) J said residents who are high risk will have fall mats, 
low beds and pillow wedges. The residents who are high fall risk will have their wheelchairs locked and are 
kept at the nurses' station or in a common area to keep them safe. Staff know who is high risk because the 
resident wears a high risk bracelet and is noted in the resident's care plan. During an interview on 10/22/25 
at 1:40 P.M., the MDS Coordinator said after every resident fall, the resident's intervention(s) are placed on 
the individuals care plan. The MDS Coordinator expected interventions such as floor mats, low bed, anti-roll 
backets be reflected on a resident's care plan. During an interview on 10/22/25 at 2:45 P.M., the 
Administrator said she expected staff to follow the facility's Fall Management Policy and Accident and 
Incident Documentation and Investigation policy. 2636245
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Ensure that feeding tubes are  not used unless there is a medical reason and the resident agrees; and 
provide appropriate care for a resident with a feeding tube.
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Based on observation, interview and record review, the facility failed to ensure staff followed the facility's 
policy regarding gastronomy tube (g-tube, a small rubber tube surgically inserted through the abdomen in to 
the stomach to administer nutrition, fluids and medications) feedings by not recording on the bag the name of 
the formula, the date and time hung and the resident's name, failed to accurately determine the amount of 
food and fluid consumed per meal and also failed to follow physician orders for two residents (Residents #3 
and #40) out of three sampled residents. The facility also failed to ensure staff correctly positioned a resident 
who received tube feedings (Resident #3). The census was 96.Review of the facility's Tube Feeding policy, 
undated, showed:-Gastric enteral tube feeding involves delivery of a liquid feeding formula directly to the 
stomach via an enteral tube (providing nutrition directly into the digestive system through a tube);-Verify the 
practitioner's order;-Position the patient with the head of the bed elevated to at least 30 degrees or upright in 
a chair to prevent aspiration (accidental inhalation of foreign material, such as food, liquid, or saliva, into the 
lungs);-Make sure that the enteral formula container is labeled with the patient's identifiers; formula name 
(and strength if diluted); date and time of formula preparation; date and time the formula was hung; 
administration route; rate of administration; administration duration (if cycled or intermittent); initials of who 
prepared, hung, and checked the enteral formula against the order; expiration date and time; dosing weight 
(if appropriate); and notation ENTERAL USE ONLY.1. Review of Resident #3's care plan, undated, 
showed:-Problem: Activities of daily living (ADL) self-care performance deficit. Interventions included: Totally 
dependent on staff for repositioning and turning, dependent on staff for personal hygiene/oral care. 
ADL-Eating;-Problem: History of dehydration or potential fluid deficit related to tube feeding. Interventions 
included: Monitor and document intake and output as per facility policy and as needed for assistance with 
fluid intake in order to meet daily requirements;-Problem: Nutritional problem or potential nutritional problem. 
Interventions included: Provide and serve diet as ordered and Nutrition - Amount Eaten.Review of the 
resident's electronic health medical record (EHMR), showed:-The resident's medical diagnoses included: 
hemiplegia (paralysis on one side of the body) affecting right dominant side, moderate protein-calorie 
malnutrition, diabetes mellitus, dysphagia (difficulty swallowing) and gastrostomy (g-tube, a tube surgically 
inserted into the stomach to provide hydration, nutrition and medications). Review of the resident's Brief 
Interview for Mental Status (BIMs) evaluation, dated 10/6/25, showed the resident had severe cognitive 
impairment, with a score of 5 out of 15. Review of the resident's Physician Order Sheet (POS), showed:-An 
order, dated 10/6/25, for mechanical soft diet, mechanical soft texture, thin consistency, mechanical soft diet 
for pleasure. Feeding assistance for diet;-An order, dated 10/9/25, for head of bed (HOB) elevated every shift 
for tube feeding (TF);-An order, dated 10/9/25, for Jevity 1.2 (calorically, dense fiber fortified therapeutic 
nutrition for long or short term tube feeding) 65 milliliters (ml) an hour (hr), 150 water flushes (water flushes 
for resident hydration and to prevent g-tube from clogging) every 4 hours. Give TF in the evening;-An order, 
dated 10/9/25, for Jevity 1.2, give a bolus (single large dose of a substance) of 240 ml if less than 50% of 
meal consumed, three times a day. Review of the resident's nutritional report, dated 10/10/25, 
showed:-Assessment: The resident was on a mechanical soft diet, oral intake was 25% with an order for 
Jevity 1.2, 65 ml/hr, at night from 6:00 P.M. to 6:00 A.M., with an order for 240 ml bolus of Jevity 1.2 if 
consumed less than 50% of meal;-Goals: Adequate tube feeding and tolerance and greater than 75% intake 
at meals. Review of the resident's nutrition history, dated 10/14/25, showed:-Diet order: Nothing by mouth 
(NPO)/pleasure diet mechanical soft;-Assistance was not required.Review of the resident's progress notes, 
dated 10/16/25, at 2:17 P.M., showed the resident required full assistance with ADLs and the resident 
received continuous feeding via g-tube site. Review of the resident's ADL documentation for amount eaten, 
dated 10/5/25 through 10/21/25, showed:-No documentation after 10/16/25 showing the percentage of the 
meal the resident consumed. Review of the resident's ADL documentation for fluid, dated 10/5/25 through 
10/21/25, showed:-No documentation after 10/16/25 showing the amount of fluid the resident consumed. 
Review of the resident's discharge evaluation progress note, dated 10/17/25 at 2:54 P.M., showed:-Reason 
for evaluation was discharge;-Self Care evaluation dates for 3-day window: 10/15/25 through 10/17/25 with 
collaboration from Licensed Nurse and MDS Nurse;-Eating: Discharge performance: Dependent. 
Observation on 10/21/25 at 8:44 A.M., showed the resident lay in his/her bed, asleep, with a feeding pump at 
bedside, not connected to the resident and not running. The resident's bedside table was pushed against the 
wall, on the right side of the resident's bed, with several absorbent pads stacked in a pile and a pink cup 
placed on top of the table. Review of the resident's Medication Administration Record (MAR), dated 10/21/25 
at 11:28 A.M., showed:-An order, dated 10/9/25, for Jevity 1.2 65 ml/hr and 150 water flush every four hours, 
give in evening from 4:00 P.M. through 7:00 P.M. Documentation showed the staff administered per the 
order on 10/20/25;-An order, dated 10/9/25, to elevate HOB every shift for TF was documented as completed 
on 10/21/25 at 7:00 A.M.;-An order, dated 10/9/25, to give a bolus of 240 ml of Jevity 1.2, if less than 50% of 
meal consumption, three times a day. Documentation showed the staff administered 240 ml of Jevity 1.2 on 
10/21/25 at 8:00 A.M., 12:00 P.M., and 5:00 P.M. Observation on 10/21/25 at 11:45 A.M. showed:-The 
resident's bedside table was pushed against the wall, on the right side of the resident's bed, with several 
absorbent pads stacked in a pile and a pink cup placed on top of the table.-The resident lay in his/her bed, 
not connected to the feeding pump;-The resident's HOB was elevated to approximately 30 degrees. 
Observation on 10/21/25 at 12:39 P.M., showed:-The resident's bedside table was pushed against the wall, 
on the right side of the resident's bed, with several absorbent pads stacked in a pile and a pink cup placed 
on top of the table.-The resident lay in his/her bed, with a feeding tube connected to his/her g-tube;-The 
feeding pump was turned on and running;-A bottle of Jevity 1.2 was hung on the feeding pump, labeled hung 
on 10/21/25 at 12:18 P.M., run at 65 ml/hr;-The resident's head of his/her bed was elevated approximately 
15 degrees;-During the observation, the feeding pump began beeping. During an interview on 10/21/25 at 
12:40 P.M., the resident said:-He/She did eat breakfast in his/her room;-The nurse did not administer any 
water flushes through his/her g-tube yet that day;-He/She did not receive his/her lunch yet. Observation on 
10/21/25 at 12:45 P.M., showed:-Licensed Practical Nurse (LPN) A entered the resident's room;-LPN A 
silenced the feeding pump, assessed the feeding pump TF tube (tube that is connected to the Jevity 1.2 TF 
bottle, ran through the feeding pump and connected to the resident's g-tube), corrected the problem and 
turned the feeding pump back to on to resume the TF to the resident;-The resident's HOB was elevated to 
approximately 15 degrees. Observation on 10/21/25 at 1:10 P.M., showed staff passing lunch trays out to 
residents in their rooms on the resident's hall. Observations on 10/21/25 at 1:11 P.M, 1:16 P.M., 1:23 P.M, 
1:40 P.M. and 2:00 P.M., showed:-The resident lay in his/her bed, asleep, with the feeding pump on, 
administering Jevity 1.2 at 65 ml/hr;-The resident's HOB was elevated to approximately 15 degrees;-The 
resident's bedside table was pushed against the wall, on the right side of the resident's bed, with several 
absorbent pads stacked in a pile and a pink cup placed on top of the table. During an interview on 10/21/25 
at 2:33 P.M., LPN A said:-He/She was the nurse assigned to the resident from 7:00 A.M. through 7:00 P.M.
;-The resident required a bolus TF if he/she did not consume 50% or more of his/her meals;-The resident 
was on a continuous TF of Jevity 1.2;-LPN A started the resident's TF of Jevity 1.2 at 10:33 A.M. that 
day;-When residents received TF, their HOB was expected to be raised to 45 degrees or higher to prevent 
aspiration (accidental intake of food/liquid into the lungs);-He/She was not sure how to find if a resident 
needed assistance with feeding in residents' EHMR;-LPN A would ask a CNA if a resident required feeding 
assistance;-Nurses were responsible for informing CNAs when a resident required feeding assistance, to 
ensure residents were getting their meals with feeding assistance, and ensuring residents' HOB was raised 
to at least 45 degrees while receiving TF;-LPN A gave the resident a bolus TF after breakfast because the 
resident only consumed 30% of his/her meal;-LPN A was not sure if the resident was eating food for 
pleasure or if the resident was served a lunch tray;-CNA B told LPN A the resident consumed less than 20% 
of his/her lunch, at an unknown time. During an interview on 10/21/25 at 3:05 P.M., CNA B, said:-He/She 
was responsible for the resident's care that day;-He/She did not give a meal tray to the resident during 
lunch;-He/She was asked by an unknown staff member how much the resident consumed during lunch and 
CNA B could not answer as he/she did not know if the resident had eaten lunch;-LPN A did not ask CNA B 
how much the resident consumed during lunch and CNA B did not report to LPN A how much the resident 
consumed during lunch;-CNA B was not told which residents on his/her assignment required feeding 
assistance;-CNA B expected the nurse to inform him/her of any residents who needed feeding 
assistance;-Residents who received TF needed their HOB elevated high to prevent any complications such 
as aspiration or choking. During an interview on 10/21/25 at 3:19 P.M., Minimum Data Set (MDS, a federally 
mandated assessment instrument completed by facility staff) Coordinator said:-He/She was a LPN;-He/She 
did not assist feeding any residents during lunch;-He/She helped pass lunch trays out to residents on the 
resident's hall;-He/She picked up the resident's lunch tray, went to the resident's room and gave the lunch 
tray to LPN A, who was already in the resident's room;-LPN A took the resident's lunch tray from the MDS 
Coordinator and the MDS Coordinator left the room;-The MDS Coordinator did not know if LPN A stayed to 
provide feeding assistance to the resident;-The MDS Coordinator did not know if the resident required 
feeding assistance and he/she did not pick up the resident's lunch tray at the end of meal time.Review of the 
resident's progress notes, dated 10/22/25 at 12:57 P.M., showed no documentation as to whether the 
resident received TF on 10/21/25 during the day. 2. Review of Resident's #4's EHMR, showed his/her 
diagnoses included dysphagia, diabetes mellitus, lack of coordination, cognitive communication deficient, 
hemiplegia affecting left non-dominant side, and a percutaneous endoscopic (PEG) gastrostomy (PEG tube 
is a thin, flexible tube inserted directly into the stomach through a small incision in the abdominal wall). 
Review of the resident's care plan, undated, showed:-Problem: ADL self-care performance deficit. 
Interventions included: Totally dependent on staff for repositioning and turning, dependent on staff for 
personal hygiene/oral care. ADL-Eating;-Problem: Has a PEG tube placed due to a failed swallow study and 
diet is mechanical soft and nectar consistency. Interventions included: Registered Dietician to evaluate 
quarterly and as needed to monitor caloric intake, estimate needs and make recommendations for changes 
to tube feeding as needed. Review of the resident's POS, showed:-An order, dated 8/22/25, to record meal 
intake three times a day for meal consumption;-An order, dated 10/5/25, for TF, give Jevity 102, at 50 ml/hr 
every night shift on at 7:00 P.M. and off at 7:00 A.M.;-An order, dated 10/7/25, for regular diet, regular texture 
with nectar thick consistency for fluids. Review of the resident's BIMs score, dated 10/10/25, showed the 
resident was cognitively intact with a score of 15. Review of the resident's Registered Dietician monthly 
review, dated 10/16/25 at 12:32 P.M., showed:-Regular diet with nectar thick liquid and Jevity 1.2, give 
50ml/hr from 7:00 P.M. to 7:00 A.M., and 150 ml of water flush every four hours;-Recommend to discontinue 
TF and monitor oral intake. Review of the resident's ADL documentation for amount eaten, dated 10/5/25 
through 10/21/25, showed:-No documentation after 10/19/25 with the percentage of the meal the resident 
consumed. Review of the resident's ADL documentation for fluid, dated 10/5/25 through 10/21/25, 
showed:-No documentation after 10/19/25 with the amount of fluid the resident consumed. Review of the 
resident's progress notes, showed no documentation documenting food or fluid intake daily. Review of the 
resident's MAR, dated 10/25, showed:-An order for TF, Jevity 1.2, give 50 ml/hr via g-tube every night shift 
from 7:00 P.M., through 7:00 A.M. Documentation showed the facility administered the TF as ordered on 
10/20/25 and 10/21/25. Observation on 10/21/25 at 11:51 A.M., showed:-The resident lay in his/her bed, fully 
clothed with tennis shoes on his/her feet, with his/her upper body slumped over to the left side of the bed and 
his/her pillow half covering his/her right side his/her face;-The HOB was elevated to approximately 45 
degrees;-There was a feeding pump present at the foot of the bed, not running, with a bottle of Jevity 1.2 
with no documentation showing the date and time when it was hung or the rate the Jevity 1.2 was ordered to 
run per hour;-A pink mug filled with regular, thin consistency water on the resident's bedside table, within 
reach. During an interview on 10/21/25 at 11:52 A.M., the resident said:-He/She received TF at 
night;-He/She was told by staff he/she did not swallow properly;-He/She did not get any breakfast that 
morning;-The resident demonstrated how he/she could reach the pink mug filled with regular, thin 
consistency water. Observation on 10/21/25 at 12:38 P.M., showed:-The resident lay in his/her bed, fully 
clothed with tennis shoes on his/her feet, with his/her upper body slumped over to the left side of the 
bed;-The HOB was elevated to approximately 45 degrees;-There was a feeding pump present at the foot of 
the bed, not running, with a bottle of Jevity 1.2 with no documentation showing the date and time when it was 
hung or the rate the Jevity 1.2 was ordered to run per hour;-A pink mug filled with regular, thin consistency 
water was on the resident's bedside table, within reach. Observation on 10/21/25 at 1:12 P.M., showed:-The 
resident lay in bed with a lunch tray in front of him/her, placed on a bedside table;-The resident's meal tray 
ticket said regular diet and nectar thick liquids;-The resident had two cups of unidentified liquids covered in 
plastic wrap, both contained thickened liquids-The resident's HOB was elevated approximately 45 degrees. 
During an interview on 10/21/25 at 1:38 P.M., the resident said:-A staff member just picked up his/her meal 
tray;-He/She ate most of his/her lunch;-The liquids were thick. 3. During an interview on 10/21/25 at 2:33 P.M.
, LPN A said:-He/She was assigned to care for both Residents #3 and #4 during his/her shift from 7:00 A.M. 
through 7:00 P.M.;-He/She followed dietary orders found on the resident's POS;-CNAs and nurses were 
responsible to ensure residents' dietary orders matched the food served to the residents;-CNAs were 
ultimately responsible for ensuring residents received the correct dietary orders;-He/She expected CNAs to 
report to the nurse and document the amount of food and/or fluid residents consumed after meals;-LPN A 
expected CNAs to inform him/her of how much residents consumed during their lunch by 1:00 P.M. to 1:30 P.
M.;-Nurses were ultimately responsible for ensuring residents food and/or fluid was documented in the 
EHMR in the MAR;-Nurses were expected to follow physician orders. During an interview on 10/22/25 at 
11:27 A.M., the Director of Nursing (DON) said:-She expected nursing staff to have knowledge of and follow 
facility policies;-She expected nursing staff to know resident's diet order;-She expected nursing staff to know 
if residents needed feeding assistance;-She expected nurses to look at residents' POS to find dietary orders, 
if feeding assistance was required;-She expected CNAs to find dietary orders on residents' meal tray tickets 
found on residents' meal trays;-She also expected CNAs or other nursing staff to ask the nurses if they were 
unsure of residents' dietary orders or feeding status; -She expected nursing staff to follow dietary orders 
when passing water to residents;-She expected CNAs to thicken the water if that was a requirement on a 
residents' diet order;-Nurses were ultimately responsible to ensure diet orders are followed and feeding 
assistance was given to residents if required;-She expected nursing staff to follow physician 
orders;-Residents were at risk of an adverse reaction if physician orders were not followed, such as choking 
if a diet order was not followed;-She expected nurses to verify orders at admission, after any change of 
condition, and before administering the medication;-The DON was responsible for reading any nutritional 
reports/assessments, to report the Registered Dietician's recommendations to the Primary Care Provider 
(PCP), put in any new orders into residents' EHMR, notify the Dietary Manager and MDS Coordinator and 
document all that was done in a progress note in residents' EHMR;-The Dietary Manager was responsible for 
updating the dietary orders on the meal tray tickets;-She expected the nursing staff to follow the care plan, 
and utilize the interventions because they may help the residents;-The MDS Coordinator was responsible to 
ensure care plans and interventions are utilized;-She expected residents' HOB to be elevated to 30 or 45 
degrees while they received TF to lower the risk of aspiration. It was ultimately the nurses' responsibility to 
ensure residents' HOB was elevated to the correct position;-She expected nurses and the CNAs to round on 
residents every two hours who were actively receiving TF, to look for signs and symptoms of aspiration, 
vomiting, labored breathing, flushes, or any other abnormalities. -She expected nurses to accurately 
document what they did/administered in the resident's medical record as it affects the plan of care. 
Physicians, Registered Dieticians, and other medical providers use the information found in the resident's 
medical record to determine the next action in the plan of care. During an interview on 10/22/25 at 12:00 P.M.
, the Administrator said:-She expected staff to have knowledge of and to follow facility policies;-She expected 
nursing staff to know a resident's diet order;-She expected nursing staff to know if residents needed feeding 
assistance;-She expected nurses to find dietary orders and if feeding assistance was required in residents' 
care plans and POS;-She expected nurses to inform the CNAs of their assigned residents' dietary orders, 
feeding assistance requirements and any care plan interventions;-She expected nursing staff to follow 
physician orders;-Residents were at risk of any number of adverse affects, even death, if their plan of care 
and/or physician orders were not followed;-Residents were at risk of aspiration, allergic reactions and/or 
choking if their diet orders were not followed;-The DON was responsible for reading the nutritional 
assessments from Registered Dieticians, notifying the PCP of the recommendations and putting in the orders 
and informing the rest of the Interdisciplinary Team (IDT) during daily morning meetings;-The MDS 
Coordinator was responsible for updating the care plans;-The purpose of a care plan was to ensure we 
translated what was needed to take care of the residents;-She expected staff to used care plan interventions 
which were specific and personalized to the resident. Interventions were determined if they were appropriate 
by observing whether or not they worked;-She expected nurses to document in progress notes intervention 
failure so IDT would know to change it. Interventions were put in care plans and expected to be used, they 
were not recommendations;-She expected nursing staff to follow care plan interventions, such as monitor 
and document intake and output as per facility policy; -All nursing staff was responsible for following 
physician orders and residents' plan of care;-Management was responsible to oversee nursing staff and to 
follow up to ensure physician orders and residents' plan of care was followed; -Residents receiving TF were 
expected to have their HOB elevated to 45 degrees to lower the risk of aspiration;-She expected nurses to 
round frequently on when a resident is actively getting TF to monitor for signs and symptoms of aspiration 
and to ensure the residents' HOB was in the correct position;-She expected any staff who passed ice water 
to residents to know their diet orders and to provide thickened water if that was the requirement of their diet 
order;-She expected nursing staff to accurately document what they did/administered in the resident's 
medical record as it affected the plan of care. Physicians, Registered Dieticians and other medical providers 
use the information found in the resident's medical record to determine the next action in the plan of care. 
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