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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure nursing staff documented the reason for residents' 
transfer or discharge in the medical record. The facility failed to record the medically justified reason for 3 
residents who were transported to the hospital after a change in condition (Residents #4, #1, and #10). The 
sample was 20. The census was 127. Review of the facility's Discharge and Transfer-Involuntary policy, last 
reviewed 10/7/21, showed:-Policy: Transfer and discharge includes movement of a resident to a bed outside 
of the facility whether that bed is in the same physical plant or not. Transfer and discharge does not refer to 
movement of a resident to a bed within the same certified facility. The facility must permit each resident to 
remain in the facility and not transfer or discharge the resident from the facility unless specific criteria, as 
outlined below, are met;-Procedure: -1. The facility reserves the right to transfer a resident deemed acutely ill 
by the physician to a hospital or other facility better equipped to meet the resident's health care needs;-2. A 
written or telephone order is required from the attending physician for the discharge of a resident, except in 
emergency situations;-3. The Interdisciplinary team (IDT) and the resident's physician must document in the 
resident record when a resident is transferred or discharged ;-4. The facility will provide sufficient orientation 
to residents to ensure safe and orderly transfer or discharge from the facility including an opportunity to 
participate in the decision of where to transfer;-6. See Discharge Plan/Summary policy for information on the 
Discharge Summary and discharge documents;-7. Before a facility transfers a resident to a hospital or allows 
a resident to go on therapeutic leave, the nursing facility must provide written information to the resident and 
the resident representative or legal representative that specifies the duration of the bed-hold policy and the 
facility's policies regarding bed-hold;-9. The resident's clinical record shall be completed and forwarded to the 
medical records department following the discharge, transfer, or death of the resident. 1. Review of Resident 
#4's face sheet, showed: -admission: [DATE];-Diagnoses included dependence on renal dialysis (the 
process of filtering the blood for individuals with kidney failure), high blood pressure, diabetes, cognitive 
communication deficit, weakness and need for assistance with personal care. Review of the resident's care 
plan, dated 8/20/25, showed: -Focus: The resident needs dialysis three times a week related to renal failure, 
created 8/20/25;-Goal: -The resident will have immediate intervention should and sign or symptoms of 
complications from dialysis occur through the review date, created 8/20/25; -The resident will have no signs 
or symptoms of complications from dialysis through the review date, created 8/20/25;-Interventions: -Check 
and change dressing daily at access site. Document, created 8/20/25; -Encourage resident to go for the 
scheduled dialysis appointments. Resident receives hemodialysis in facility Tuesday, Thursday and 
Saturday, created 8/20/25; -Monitor and document report to physician signs and symptoms of depression. 
Obtain order for mental health consult if needed, created 8/20/25; -Monitor, document and report as needed 
(PRN) any signs and symptoms of infection to access site: Redness, swelling, warmth or drainage, created 
8/20/25; -Monitor, document and report PRN for signs and symptoms of renal insufficiency: changes in level 
of consciousness, changes in skin turgor, oral mucosa (moist, inner lining of mouth), changes in heart and 
lung sounds, created 8/20/25. Review of the resident's progress notes, showed: -On 8/28/25 at 12:53 P.M., 
IDT: Resident receives skilled services physical therapy (PT) occupational therapy (OT). Resident was sent 
to hospital this A.M. and remains there at this time;-On 8/27/25 at 11:36 A.M., skin wound note;-No progress 
note documenting the medical reason resident went to the hospital. Review of the medical record, 
showed:-No situation, background, appearance, review and notify (SBAR) assessment completed;-No 
transfer form completed; -No documentation of the reason why the resident was transported to the hospital. 
Review of the census, dated 8/28/25 at 1:03 P.M., showed resident still active and not discharged . Review 
of the resident's order summary, showed no order on 8/27/25 or 8/28/25 to send resident to the hospital for 
evaluation and treatment. During an interview on 8/29/25 at 9:05 A.M., Certified Medication Technician 
(CMT) A said he/she did not work the previous day so if the resident went to the hospital, he/she did not 
know why the resident was sent to the hospital. CMT A said he/she was not aware the resident went to the 
hospital the previous day. CMT A did not get anything in report about the resident being in the hospital. 
During an interview on 8/29/25 at 9:09 A.M., Licensed Practical Nurse (LPN) B said he/she did not get 
information about the resident in report about the resident going to the hospital or why. LPN B said if a 
resident is sent to the hospital, the nurse calls the physician, the family and Director of Nursing (DON) LPN B 
said the reason and condition of the resident when they are sent out would be documented in the resident's 
progress notes and the notifications would also be documented in the progress notes. LPN B said an SBAR 
and transfer assessment would also be completed on why and when the resident was sent to the hospital. 
During an interview on 8/29/25 at 1:23 P.M., the Director of Nursing (DON) said the resident was sent out on 
night shift due to shortness of breath (SOB). 2. Review of Resident #1's face sheet, showed: -admitted on 
[DATE];-discharged on 6/30/25;-readmitted on [DATE];-discharged on 8/15/25;-Diagnoses included 
dependence on renal dialysis, cognitive communication deficit, weakness and need for assistance with 
personal care. Review of the resident's care plan, dated 6/27/25, showed:-Focus: The resident receives 
hemodialysis (HD, medical treatment for kidney failure that uses a machine to filter waste products and 
excess fluid from the blood) three times a week related to renal (kidney) failure, created 6/27/25;-Goal: The 
resident will have immediate intervention should and sign or symptoms of complications from dialysis occur 
through the review date, created 6/27/25; -The resident will have no signs or symptoms of complications 
from dialysis through the review date, created 6/27/25;-Interventions: -Check and change dressing daily at 
access site. Document, created 6/27/25; -Do not draw blood or take blood pressure in arm with graft, left 
arteriovenous (AV) fistula (a connection that's made between an artery and a vein for dialysis access), 
created 6/27/25; -Encourage resident to go for the scheduled dialysis appointments. Resident receives 
dialysis in facility three times a week, created 6/27/25; -Monitor and document report to physician signs and 
symptoms of depression. Obtain order for mental health consult if needed, created 6/27/25; -Monitor, 
document and report PRN any signs and symptoms of infection to access site: Redness, swelling, warmth or 
drainage, created 6/27/25; -Monitor, document and report PRN for signs and symptoms of renal 
insufficiency: changes in level of consciousness, changes in skin turgor, oral mucosa (moist, inner lining of 
mouth), changes in heart and lung sounds, created 6/27/25. Review of the resident's progress notes, 
showed no progress notes on 6/30/25 when the resident was sent to the hospital. Review of the medical 
record, showed on 6/30/25 an SBAR with unable to determine marked under situation, no vital signs 
documented from 6/30/25, appearance left blank. No medical reason documented on the form on why the 
resident was sent to the hospital. Review of the HD treatment flowsheet completed by dialysis clinic, dated 
6/30/25, showed the resident complained of SOB labored breathing noted, resident lethargic. Resident 
hypoxic (deficiency in the amount of oxygen reaching the tissues) with oxygen saturations (Sp02, measures 
amount of oxygen in the blood, normal SpO2 is between 90 and 100 percent (%)) in the 80's. Treatment 
discontinued at 68 minutes. Resident referred to facility for further evaluation. Review of the resident's order 
summary showed no order on 6/30/25 to send resident to the hospital for evaluation and treatment. 3. 
Review of Resident #10's face sheet, showed:-admitted on [DATE];-discharged on 8/25/25;-Diagnoses 
included cerebral infarction (stroke), posterior reversible encephalopathy syndrome (PRES, rare neurological 
disorder characterized by reversible brain swelling in the back part of the brain), hemiplegia (weakness on 
one side of the body) and hemiparesis following cerebral infarction, anemia (iron deficiency), and muscle 
weakness. Review of the resident's care plan, dated 8/25/25, showed:-Focus: The resident is at risk for falls, 
confusion, and deconditioning;-Goal: The resident will be free of minor injury;-Interventions: Anticipate and 
meet the resident's needs; -Encourage the resident to participate in activities that promote exercise, physical 
activity for strengthening and improved mobility; -Ensure that the resident is wearing appropriate footwear 
when ambulating or mobilizing in wheelchair; -Family request bed to be placed up against wall; -Low bed 
with fall mat; -Review information on past falls and attempt to determine cause of falls. Record possible root 
causes. After remove any potential causes if possible. Educate resident, family, caregiver, Interdisciplinary 
team (IDT) as to causes; -The resident needs activities that minimize the potential for falls while providing 
diversion and distraction. Review of the resident's progress notes, showed:-On 8/22/25 at 6:50 A.M., resident 
noted to have slid out of bed and on to the floor trying to ambulate without assistance. This nurse assessed 
resident for injury, bruising and redness, none noted at this time. Per resident he/she is having pain to left 
arm and right shoulder. New order for x-ray to both extremities. Given Tylenol 325 milligrams (mg) for pain. 
Resident placed back into bed by Certified Nurse Aide (CNA) x 2. Bed locked and lowered for safety. Call 
light in reach;-On 8/22/25 at 6:30 P.M., resident's female family advocate at bedside request information 
regarding resident medication orders. Resident in bed aware/talkative with visitor and stated ok to speak with 
her/him. Resident son also present on the phone to verify information. Request resident to have x-ray left 
arm s/p fall related to complaints of pain. Resident in bed with discomfort noted with care/repositioning. 
Physician made aware. Given new order x-ray lower upper extremities (LUE). X-ray company made 
aware;-On 8/22/25 at 8:01 P.M., X-ray tech here at this time to perform exam. Resident resting in bed. 
Cooperative with care. No acute distress noted;-On 8/23/25 at 7:12 A.M., rested safely/comfy in low bed. 
Aroused easily to stimuli. Voices needs. Continued left side weakness. Positioned comfortably with no acute 
distress noted. G-tube p/i flushed without difficulty. Peri care provided with incontinence. No acute distress 
noted. Head of bed (HOB) elevated. Bed low. Call light in reach. Review of the medical record, showed no 
documentation of the resident transported to the hospital. 4. During an interview on 8/29/25 at 1:33 P.M., the 
Director of Nursing (DON) said staff completes a change in condition form and transfer form when a resident 
is transported to the hospital. They receive orders from the physician and notify the resident representative if 
it is not the resident. If the resident is unresponsive, they will notify the family. She expected there to be a 
progress note. The progress note should include the vital signs and who was notified. If it is not documented 
in real time, they will document what time the resident was transported by Emergency Medical Technician 
(EMT). Most of the time, they do not know where they are transporting the resident. If staff are aware, it 
should be included in the progress note. She expected nursing staff to report if a resident was sent to the 
hospital. 2571345
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide acceptable nursing services by failing to report the 
results of an immediate (STAT) x-ray for one resident (Resident #5) who had complaints of shortness of 
breath (SOB). Two days after the x-ray, the resident requested to go to the hospital, the hospital found a 
large pleural effusion (condition where excess fluid accumulates in the pleural space, the thin membrane that 
separates the lungs from the chest wall) and a chest tube (drains access fluid) had to be placed. Additionally, 
the facility failed to administer intravenous (IV, method of administering fluids, medications, or nutrients 
directly into the bloodstream through a needle or catheter inserted into a vein) medications as ordered for 
two residents (Resident #3 and Resident #12). The census was 127.Review of the facility's Change of 
Condition policy, last reviewed 2/6/25, showed: -Policy: The attending physician/physician extender 
(Physicians, Nurse Practitioners, & Physician's Assistants, or Clinical Nurse Specialist) and the Resident 
Representative (RR) will be notified of a change in a resident's condition, per standards of practice and 
federal and/or state regulations; -Procedure:-1. Guideline for notification of physician and RR (not all 
inclusive):-Significant change in medical or cognitive baseline;-Accident or incident;-Abnormal lab results in 
conjunction with a change in condition;-2. Document in the Interdisciplinary Team (IDT) Notes:-Resident 
change of condition;-Physician/Physician Extender Notification;-Notification of RR. Review of the facility's 
Physician Orders policy, last reviewed 9/28/22, showed: -Policy: To provide guidance and ensure physician 
orders are transcribed and implemented in accordance with professional standards, state and federal 
guidelines;-Procedure: -Physician orders shall be provided by licensed practitioners (Physicians, Nurse 
Practitioners, & Physician's Assistants) authorized to prescribe orders;-Orders must be recorded in the 
medical record by the licensed nurse authorized to transcribe such orders;-Physician orders must be 
documented clearly in the medical record. The required components of a complete order: -Date and time of 
order;-Name of practitioner providing order;-Name and strength of medication or treatment;-Quantity and 
duration;-Dosage and frequency;-Route of administration;-Indication and diagnosis;-Stop Date, if 
indicated;-Physician orders that are missing required components, are illegible or unclear must be clarified 
prior to implementation;-Physician Order Sheet (POS) will be maintained with current physician orders as 
new orders are received. Discontinued (DC) orders will be marked as discontinued with the date, and all new 
orders will be written in the appropriate area on the POS with the date the order was received;-Physician 
orders will be transcribed to the appropriate administration record, Medication Administration Record (MAR) 
or Treatment Administration Record (TAR);-Medications will be ordered from the pharmacy to ensure prompt 
delivery. Medications available from the Emergency Drug Supply (E-Kit) or Automatic Dispensing Unit (ADU) 
shall be utilized for the first dose until a supply arrives from pharmacy, if available. Review of the facility's 
Infusion Therapy Medication Administration policy, dated 12/17, showed: -Procedures:-M. Document in 
Nursing Progress Notes: -1. Date;-2. Time;-3. Flushing agent;-4. Medication, solution;-5. Infusion rate;-6. Site 
assessment, complications, if any;-7. Patient response to procedure;-8. Type of solution and medication;-9. 
Duration of medication infusion;-10. Any untoward reactions. 1. Review of Resident #5's face sheet, showed 
diagnoses included hypertensive heart failure, congestive heart failure, peripheral vascular disease and 
weakness. Review of the resident's care plan, in use during survey, showed:-Focus: Resident prefers 
independent leisure; -History/potential for behavior problem: Alcohol consumption to excess; -The resident is 
at risk for falls, deconditioning, gait/balance problems and episodes of incontinence; -Resident has the 
potential for impaired skin integrity related to a history of wounds. Review of the resident's progress notes, 
showed:-On 8/2/25 at 1:53 P.M., Nurse was called to patient (pt) room related to fall, nurse observed pt 
walker facing the door and pt on the floor behind the walker. Nurse observed wet pull up. Shoes noted on pt. 
When asked what happened, pt replied I was headed to the bathroom when I lost my balance. Range of 
motion completed, aides and nurse used the Hoyer (mechanical lift) to lift pt up to wheelchair. Physician and 
resident representative aware;-On 8/3/25 at 11:06 A.M., Complaints of pain noted, as needed (PRN) oxy 
(pain medication) given as ordered hour later, effective. Patient on incident follow up for fall. Patient alert x 4 
(to person, place, time and situation), walks with walker;-On 8/4/25 at 12:20 P.M., late entry: Resident was 
discussed during the Interdisciplinary Team (IDT) meeting in relation to a recent fall while self-transferring to 
the bathroom. Fall occurred without apparent injury; however, risk for future falls remains a concern. Current 
interventions in place to reduce fallrisk include PT/OT, reeducation on using the call light to ask for 
assistance, and proper footwear. Staff re-educated resident on safety precautions with follow up fall protocol 
in place. Resident's care plan updated accordingly;-On 8/4/25 at 2:32 P.M., Late Entry: Resident on incident 
follow up (IFU) precautions. No complaints of pain or discomfort at this time. Resident is currently resting in 
recliner in room with call light in reach;-On 8/6/25 at 11:30 A.M., Late Entry: Upon assessment resident 
complaint of shortness of breath. Oxygen saturation (sats) read 85% (normal range, 95-100%). Resident 
denies any complaints of pain or chest pains, 2 liters (L) of oxygen was applied to resident and oxygen sats 
increased to 94%. Resident continues to complain of shortness of breath. Physician notified and STAT chest 
x-ray was ordered;-On 8/6/25 at 12:57 P.M., Late Entry: The change in condition reported on this CIC 
Evaluation are/were: Shortness of breath; At the time of evaluation resident/patient vital signs, weight and 
blood sugar were:-Blood Pressure: 129/65 (normal 120/80) on 8/6/2025 at 11:19 A.M. Position: Sitting right 
arm;-Pulse: 69 (normal range, 60-100) on 8/6/2025 at 12:33 P.M.;-Respirations: 16 (normal 12-20) on 
8/6/2025 at 12:33 P.M.;-Pulse Oximetry: O2 97% on 8/6/2025 at 12:32 P.M. Method: Room Air;-Outcomes of 
Physical Assessment: Positive findings reported on the resident/patient evaluation for this change in 
condition were: Respiratory Status Evaluation: Shortness of breath;-Pain Status Evaluation: Does the 
resident/patient have pain? No-Nursing observations, evaluation, and recommendations are: Resident 
complaints of shortness of breath, physician notified. New order received and implemented. STAT chest 
x-ray;-Primary care provider feedback: X-ray;-New intervention Orders: Oxygen (if available);-On 8/6/25 at 
5:30 P.M., Late Entry: The change in condition on this CIC evaluation are/were: shortness of breath. At the 
time of evaluation resident/patient vital signs, weight and blood sugar were: -Blood Pressure: BP 155/91 - 
8/7/2025 10:18 A.M. Position: Lying right arm;-Pulse: 69 on 8/6/2025 at 12:33 P.M. Pulse Type: 
Regular-Respirations: 16.0 on 8/6/2025 at 12:33 P.M.-Weight: 290.0 pounds (lb) on 8/6/2025 5:05 P.M. 
Scale: Standing-Pulse Oximetry: Oxygen 97.0% on 8/8/2025 at 10:00 A.M. Method: Oxygen via Nasal 
Cannula;-Outcomes of physical assessment: respiratory status elevation: shortness of breath;-Primary care 
provider feedback: X-ray;-New intervention Orders: Oxygen (if available);-On 8/6/25 at 7:50 P.M., x-ray 
received, no fractures noted. Physician notified. Power of Attorney (POA) notified, no new orders received at 
this time. Review of the resident's x-ray results, dated 8/6/25, showed:-Procedure: Chest;-Clinical 
information: Shortness of breath;-Findings: AP (Anterior-Posterior) view of the chest submitted. No prior 
studies. Asymmetric density right base (abnormal finding) and possible effusion (abnormal collection of fluid 
in a body cavity) presented view. Left lung without focal opacity by one view (normal finding). No 
pneumothorax (air accumulates in the space between the lining and chest wall). The cardiac silhouette is 
enlarged by AP technique. Left chest pacer;-Impressions: Right basilar opacity (shadow or darkening seen 
on a chest x-ray) one view. Correlate clinically for atelectasis (collapse of whole lung or area of the lung), 
chronic scarring, and/or pneumonia. Review of the resident's progress notes, showed:-On 8/7/25 at 8:48 P.M.
, during rounds, resident did not report any pain or voice any concerns to this nurse. Resident was provided 
with ice water and his/her call light place within reach;-On 8/8/25 at 10:25 A.M., resident complaint of 
shortness of breath this morning. Vital signs taken within normal limits. Resident and family member 
requested transfer to the emergency room for further evaluation. Physician notified. During an interview on 
8/12/25 at 12:10 P.M., the hospital employee reported the nurse at the facility told the son the chest x-ray 
was clear. When the hospital scanned the patient, they noted a large right pleural effusion, and a chest tube 
was placed. The family told the facility nurse the resident needed to go to the hospital due to new use of 
oxygen and sounding gurgly (making a low, bubbling sound). During an interview on 8/28/25 at 1:55 P.M., 
the Assistant Director of Nursing (ADON) said the resident was transported out in the evening. The nurse 
assigned to the resident no longer works at the facility. It was not reported to the ADON the resident had 
shortness of breath. The ADON was aware of the x-ray but believed it due to the fall the resident had. The 
ADON expected staff to notify the physician if the resident continued to have shortness of breath and had a 
continued need for oxygen. During an interview on 8/28/25 at 1:18 P.M., the Director of Nursing (DON) said 
the x-ray results are received by the charge nurse, and they are reported to the physician. She expected staff 
to notify the physician of reports based on what was reported. The results are expected to be reported within 
that shift and attempts to contact the physician are documented. Nursing staff are expected to document in 
real time. The DON reviewed the resident's x-ray results and said the resident might have some pneumonia 
based on what it said. She expected nursing to contact the physician if the resident continued to have 
shortness of breath, requiring the use of oxygen. She expected physician's orders to be followed and for staff 
to be knowledgeable of and follow facilities policies. 2. Review of Resident #3's face sheet, showed his/her 
diagnoses included severe sepsis (systemic (conditions that affect the entire body or multiple organ systems) 
infection) with septic shock (life-threatening condition that occurs when an infection triggers a widespread 
inflammatory response that leads to dangerously low blood pressure and organ failure), diabetes, acute (a 
sudden onset and has a short duration) kidney failure, weakness and cognitive communication deficit. 
Review of the resident's care plan, dated 8/15/25, showed:-Focus: Activities of daily living (ADL, daily 
self-care activities) deficit related to quadriplegia (complete or partial paralysis (partial or complete loss of 
muscle function and movement) of both arms and both legs);-Goal: Resident requires assistance with ADL 
care and mobility. Here on a skilled rehab stay to increase in strength, mobility, endurance and 
independence;-Interventions: -Bed mobility: Totally dependent on staff for repositioning and turning; 
-Dressing: Dependent on staff; -Eating: Dependent one assist; -Personal hygiene and oral care: Dependent 
on staff; -Transfer: Two assist with Hoyer; -Discuss any concerns related to loss of independence, decline in 
function; -Encourage discussion of feelings about self-care deficit as indicated. Review of the resident's 
MAR, dated 8/14/25 through 8/16/25, showed:-Ertapenem Sodium (antibiotic) Solution Reconstituted (the 
process of adding a liquid diluent to a dry ingredient to make a specific concentration of liquid) one gram 
(gm). Use one gm intravenously (IV) every 24 hours for infection for five days, order date 8/14/25 at 8:00 P.M.
; -On 8/14/25 at 11:22 P.M., Not Administered See Nurses Note (NA); -On 8/15/25 at 7:44 P.M., NA. Review 
of the resident's progress notes, dated 8/14/25 through 8/16/25, showed no progress notes regarding the 
ertapenem not being administered. No notifications to the physician or RR the ertapenem was not 
administered as ordered. During an interview on 8/29/25 at 9:55 A.M., Pharmacy Representative (PR) said a 
one-day supply of ertapenem was sent to the facility on 8/14/25. The remaining four-day supply was sent on 
8/15/25. Review of the resident's hospital Emergency Department (ED) record, dated 8/16/25, showed: 
-Resident presents to ED via Emergency Medical Services (EMS) from the facility with hypotension (low 
blood pressure) and dizziness on 8/16/25;-Resident was admitted on [DATE] with hypotension and 
unresponsive. Resident was transferred to the intensive care unit (ICU) for septic shock for urinary tract 
infection (UTI). Resident was treated with meropenem (antiobotic) for seven days for gram neagitive sepsis. 
A Peripherally Inserted Central Catheter (PICC, a thin, flexible tube inserted into a vein in the upper arm and 
threaded into a larger vein near the heart) was placed in left upper extremity (UE) prior to discharge to facility 
on 8/14/25 so the resident could continue the antibiotic for three days. Resident reported he/she did not 
receive any infusions through his/her PICC line since his/her discharge from the hospital. Attempts were 
made to obtain medical records from the facility ended in the facility staff hanging up on the 
hospital;-Resident was started on vancomycin (antiobotic) and cefepime (antiobotic) in ED. Will continue 
overnight pending infectious disease (ID) consult. 3. Review of Resident #12's face sheet, showed his/her 
diagnoses included human herpes virus 6 encephalitis (HHV-6, brain inflammation caused by the human 
herpes virus), epilepsy (seizures), diabetic, heart failure, weakness and need for assistance with personal 
care. Review of the resident's care plan, dated 8/8/25, showed:-Focus: Resident requires IV therapy 
acyclovir (antiviral medication used to treat infections) three times a day through 8/13/25;-Goal: Will not have 
complications or adverse reactions when receiving IV therapy for 30 days;-Interventions: -Administer IV 
therapy as ordered, explain procedure to the resident; -Change dressing to insertion site as ordered/ 
indicated; -Observe for possible side effects- report abnormal symptoms to physician; -Observe the IV site 
for edema (swelling), redness, drainage, etc. Report abnormal findings to physician. Review of the resident's 
MAR and progress notes, dated 8/7/25 through 8/26/25, showed:-Acyclovir powder, use 730 milligrams (mg) 
IV three times a day for viral infection until 08/13/25, order date 8/7/25 at 5:37 P.M., DC 8/10/25 at 12:39 A.M.
; -On 8/7/25 at 10:00 P.M., blank (no documentation); -On 8/8/25 at 6:00 A.M., blank; -On 8/8/25 at 2:00 P.M.
, blank; -On 8/8/25 at 10:00 P.M., blank; -On 8/9/25 at 6:00 A.M., blank; -On 8/9/25 at 2:00 P.M., blank; -On 
8/9/25 at 10:00 P.M., blank;-Progress note dated 8/11/25 at 10:03 A.M., Pharmacy called and relayed 
problem with acyclovir IV medication. Due to dosage, storage and reconstitution needed, pharmacy would 
like the physician to be called and possibly change the dosage to ensure integrity of medication. Please 
follow up with pharmacy about new order;-Progress note dated 8/11/25 at 10:56 A.M., Nurse verified 
Acyclovir dose with physician per pharmacy inquiry, give 1000 mg IV three times a day. Call placed to 
pharmacy to provide updated order;-Acyclovir powder, use 1000 mg IV three times a day for viral infection, 
order date 8/11/25 at 10:48 A.M., DC on 8/12/25 at 1:59 P.M.: -On 8/12/25 at 6:00 A.M., NA;-Progress note, 
dated 8/13/25 at 3:03 P.M., IDT Risk Meeting held today regarding the resident is currently receiving 
Acyclovir prophylaxis (action taken to prevent disease) without a designated stop date related to a viral 
infection/outbreak. Resident is compliant with the medication regimen and tolerating it well with no reported 
side effects at this time;-Progress note, dated 8/13/25 at 10:43 P.M., Resident still remains on ABT for viral 
outbreak. No adverse reactions noted at this time;-Acyclovir powder, use 750 mg IV every eight hours for 
viral infection until 08/18/25, order date 8/14/25 at 10:53 A.M.; -On 8/15/25 at 6:00 A.M., NA; -On 8/15/25 at 
2:00 P.M., NA; -On 8/15/25 at 10:00 P.M., NA; -On 8/16/25 at 6:00 A.M., NA;-Progress note, dated 8/16/25 
at 10:32 P.M., Resident remains on ABT Acyclovir 750mg intravenously. No adverse reaction noted;-No 
progress notes regarding missed doses of IV ABT;-No progress notes with notification to physician and RR 
regarding missed doses of IV ABT. During an interview on 8/29/25 at 9:55 A.M., PR said the acyclovir was 
first sent out on 8/11/25 and the last time it was sent to the facility was on 8/15/25. The pharmacy sent out a 
seven-day supply total to the facility. 4. During an interview on 8/28/25 at 1:18 P.M., the DON and 
Administrator said they expected staff to follow physician orders. They expected staff to be knowledgeable of 
and to follow the facility policies. They expected if staff documented NA in the resident's MAR for a progress 
note to be entered on why the medication was not administered. On 8/29/25 at 1:23 P.M., the DON and 
Administrator said if an IV ABT was not administered as ordered, they expected notifications to the physician 
and RR to be documented in the resident's progress notes. 2593947
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, 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 a 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 hitting their head for one 
resident (Resident #10). The facility failed to complete incident follow up documentation (IFU) for 72-hours. 
The facility also failed to update the resident's care plan timely. The facility failed to offer as needed (PRN) 
pain medications post fall. The facility also failed to ensure x-rays were completed for the resident's right 
extremities in accordance with physician's orders. The facility failed to document the resident's transfer to the 
hospital for further assessment following the fall. The sample was 20. The census was 127.Review of the 
facility's Accident and Incident Documentation and Investigation, dated 8/30/18, showed:-Policy: Accidents 
and/or Incidents involving Residents will be investigated and documented on an Incident Report entry in the 
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: 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, 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;-If the incident/accident is related to a visitor; documentation in the medical record 
will not be applicable;-Notification and documentation: The Licensed Nurse shall document the incident and 
notify the supervisor and Director of Nursing for follow through as needed (not applicable with visitor 
Incident);-The Licensed Nurse may complete a nurses' note and update the Resident Care Plan as needed 
(not applicable with visitor incident);-The Nurse's notes may contain the following documentation:-Clear 
objective facts of what occurred;-An Evaluation of the resident's condition at the time of the accident/incident 
may include a description of the resident, vital signs, 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 signature, date, & time of the documentation;-Note: If a Visitor 
accident/incident occurs, medical record documentation will not apply.-The Administrator/ Director of Nursing 
will notify the State Department of Health in accordance with Reporting Guidelines in the event the 
accident/incident is a reportable occurrence;-Accidents/Incidents will be reviewed as part of Quality 
Assurance and Quality Improvement (QAPI);-Report completion: Incident Report will be completed in the 
Electronic Medical Record (EMR);-In the event the computer is down paper copies of an incident report will 
be available. Review of Resident #10's face sheet, showed:-admitted on [DATE];-discharged on 
8/25/25;-Diagnoses included cerebral infarction (stroke), posterior reversible encephalopathy syndrome 
(PRES, rare neurological disorder characterized by reversible brain swelling in the back part of the brain), 
hemiplegia (weakness on one side of the body) and hemiparesis following cerebral infarction, anemia (iron 
deficiency) and muscle weakness. Review of the resident's nursing admission evaluation and baseline care 
plan, dated 8/21/25, showed:-General appearance: Blank;-Vital signs: Blank;-Head, eyes, ears, nose and 
throat (HEENT): Blank;-Respiratory/chest: Blank;-Cardiac/circulation: Blank;-Gastrointestinal/bowel: 
Blank;-Genitourinary/bladder: Blank;-Skin: Blank;-Pain: Blank;-Extremities/Range of motion: 
Blank;-Functional abilities/self care: Blank;-Functional abilities/mobility: Blank;-Mobility devices: 
Blank;-Health conditions/special treatments: Blank;-Medications: Blank;-Medical conditions: Blank;-Physician 
orders: Blank;-Dietary/nutritional status: Blank;-Therapy: Blank;-Social Services: Blank;-Plan of care: 
Blank;-Baseline care plan review: Blank. Review of the resident's admission fall risk assessment, dated 
8/21/25, showed:-Level of consciousness/mental state: Blank;-History of falls (past three months): 
Blank;-Ambulation/elimination status: Blank;-Vision status: Blank;-Gait/ balance: Blank;-Systolic blood 
pressure: Blank;-Medication: Blank;-Predisposing disease: Blank. Review of the resident's pain interview 
assessment, dated 8/21/25, showed:-Have you had pain or hurting at any time in the last five days: 
Yes;-How much of the time have you experienced pain or hurting over the last five days: Occasionally;-Pain 
effect on sleep: Occasionally;-Over the past five days, how often have you limited your participation in 
rehabilitation therapy sessions due to pain: Rarely or not at all;-Pain interference with day to day activities: 
Rarely or not at all;-Please rate your worst pain over the last five days on a zero to ten: Three out of 
Ten;-Please rate the intensity of your worst pain over the last five days: Mild;-Frequency with which resident 
complains or shows evidence of pain or possible pain: Indicators of pain (1 to 2 days);-Received scheduled 
pain medication regimen: No;-Received as needed (PRN) pain medications or was offered and declined: 
No;-Describe administration patterns, any side effects and effectiveness: Resident given PRN 
Tylenol;-Received non-medication intervention for pain: No;-Signed by Licensed Practical Nurse (LPN) on 
8/29/25. Review of the resident's nursing evaluation, dated 8/21/25, showed:-Did the resident have major 
surgery during the 100 days prior to admission: No;-Recent surgery requiring active SNF care: 
No;-Persistent vegetative state/no discernible consciousness: No;-Ability to express ideas and wants, 
consider both verbal and non-verbal expression: No;-Understanding verbal content, however able (with 
hearing aid or device if used): Usually understands;-Does this resident have one or more unhealed pressure 
ulcers/injuries: No;-Skin and ulcer/injury treatments: Pressure reducing device for bed;-Respiratory status: 
Regular/unlabored;-The resident presents diagnosis of hemiplegia: -Right sided deficit/weakness: blank; 
-Left sided deficit/weakness: blank;-Has the resident had any falls since admission/entry or re-entry or the 
prior assessment: Yes;-Fall interventions in place: Yes;-Special treatments and programs: None;-Additional 
services provided: Observation/assessment; -Management and evaluation of resident care plan; 
-Therapy-Signed by LPN on 8/29/25. Review of the resident's Physician's Orders Sheet (POS), dated August 
2025, showed:-An order, dated 8/21/25, acetaminophen tablet 325 mg, give one tablet via nasogastric tube 
(NG tube, thin, flexible tube inserted through the nose and into the stomach);-An order, dated 8/21/25, pain 
scale 1-10 every shift, document pain;-An order, dated 8/22/25, x-ray left arm and right shoulder, one time 
only for fall for two days;-An order, dated 8/22/25, portable x-ray left shoulder, humerus, forearm, wrist, 
elbow related to pain due to physical limitations;-An order, dated 8/22/25, acetaminophen tablet 325 
milligram (gm), give one tablet by mouth every six hours as needed for pain. Review of the resident's 
progress notes, showed:-On 8/22/25 at 6:50 A.M., resident noted to have slid out of bed and on to the floor 
trying to ambulate without assistance. This nurse assessed resident for injury, bruising and redness, none 
noted at this time. Per resident he/she is having pain to left arm and right shoulder. New order for x-ray to 
both extremities. Given Tylenol 325 mg for pain. Resident placed back into bed by Certified Nurse Aide 
(CNA) x2. Bed locked and lowered for safety. Call light in reach;-On 8/22/25 at 6:30 P.M., resident's female 
family advocate at bedside request information regarding resident medication orders. Resident in bed 
aware/talkative with visitor and stated ok to speak with her/him. Resident son also present on the phone to 
verify information. Request resident to have x-ray left arm status/post (s/p) fall related to complaints of pain. 
Resident in bed with discomfort noted with care/repositioning. Physician made aware. Given new order x-ray 
lower upper extremities (LUE). X-ray company made aware;-On 8/22/25 at 8:01 P.M., X-ray tech here at this 
time to perform exam. Resident resting in bed. Cooperative with care. No acute distress noted;-On 8/23/25 at 
7:12 A.M., rested safely/comfy in low bed. Aroused easily to stimuli. Voices needs. Continued left side 
weakness. Positioned comfortably with no acute distress noted. G-tube flushed without difficulty. Peri care 
provided with incontinence. No acute distress noted. Head of bed (HOB) elevated. Bed low. Call light in 
reach;-No IFU progress note each shift for 72 hours. Review of the resident's medical record on 8/28/25 and 
8/29/25, showed no documentation of neuro checks, skin assessment completed after the resident's fall, or 
completed x-ray of the resident's right extremities. Review of the resident's Neurological Evaluation, dated 
8/22/25, provided by the facility on 9/3/25 at 3:12 P.M. by email, 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: -8/22/25, 6:45 A.M., completed; -8/22/25, 7:00 A.M., completed; -8/22/25, 7:15 A.M., 
completed; -8/22/25, 7:30 A.M., completed;-Q 30 minutes X one hour: -8/22/25, 7:45 A.M., time incorrect, 
should be 8:00 A.M.; -8/22/25, 8:00 A.M., time incorrect, should be 8:30 A.M.;-Q Hour X two hours: -8/22/25, 
10:00 A.M., time incorrect, should be 9:30 A.M.; -8/22/25, 12:00 P.M., time incorrect, should be 10:30 A.M.
;-Q two hours X eight hours: -8/22/25, 9:00 P.M., time incorrect, should be 12:30 P.M.; -8/23/25, 5:00 A.M., 
date and time incorrect, should be 8/22/25 at 2:30 P.M.; -8/23/25, 1:00 P.M., date and time incorrect, should 
be 8/22/25 at 4:30 P.M.; -8/23/25, 9:00 P.M., date and time incorrect should be 8/22/25 at 6:30 P.M.;-Q four 
hours X 12 hours: -8/24/25, 9:00 A.M., date and time incorrect should be 8/22/25 at 10:30 P.M.; -8/24/25, 
9:00 P.M., date and time incorrect should be 8/22/25 at 2:30 A.M.; -8/25/25 9:00 A.M., date and time 
incorrect should be 8/23/25 at 6:30 A.M.;-Q shift X 72 hours: -Blank: Should have been completed on 
8/23/25 day shift (7:00 A.M. - 3:00 P.M.); -Blank: Should have been completed on 8/23/25 evening shift (3:00 
P.M. - 11:00 P.M.); -Blank: Should have been completed on 8/23/25 night shift (11:00 P.M. - 7:00 A.M.); 
-Blank: Should have been completed on 8/24/25 day shift; -Blank: Should have been completed on 8/24/25 
evening shift; -Blank: Should have been completed on 8/24/25 night shift; -Blank: Should have been 
completed on 8/25/25 day shift. Review of the resident's x-ray results, dated 8/22/25, showed:-History: Post 
fall;-Left elbow, two views: No acute fracture or dislocation;-Left humerus, 2+ views: No acute fracture or 
dislocation;-Left forearm, two views: No acute fracture or dislocation;-Left wrist, two views: No acute fracture 
or dislocation;-Left shoulder, complete 2+ views: No fractures or dislocation;-No documentation of x-ray 
result for the right extremities. Review of the resident's Medication Administration Record (MAR), dated 
August 2025, showed:-An order, dated 8/21/25, pain scale 1-10 every shift: -On 8/22/25 during 7:00 A.M. to 
3:00 P.M. shift, 3; -On 8/22/25 during 3:00 P.M. to 11:00 P.M. shift: blank; -On 8/22/25 during 11:00 P.M. to 
7:00 A.M. shift: blank; -On 8/23/25 during 7:00 A.M. to 3:00 P.M. shift, 3; -On 8/23/25 during 3:00 P.M. to 
11:00 P.M. shift, 0; -On 8/23/25 during 11:00 P.M. to 7:00 A.M. shift, 0;-An order, dated 8/22/25, 
acetaminophen tablet 325 mg, Give one tablet by mouth every six hours as needed for pain, showed the 
medication was not administered between 8/22/25 through 8/28/25; -On 8/28/25, the medication was 
discontinued;-An order, dated 8/21/25, acetaminophen tablet 325 mg. Give one tablet via NG tube every six 
hours as needed for pain, showed the medications was not administered 8/21/25 through 8/22/25; -On 
8/22/25, the medication was discontinued. Review of the progress notes, showed no entries for 8/24/25 and 
8/25/25. Review of the resident's care plan, dated 8/25/25, showed:-Focus: The resident is at risk for falls, 
confusion, and deconditioning;-Goal: The resident will be free of minor injury;-Interventions: Anticipate and 
meet the resident's needs; -Encourage the resident to participate in activities that promote exercise, physical 
activity for strengthening and improved mobility; -Ensure that the resident is wearing appropriate footwear 
when ambulating or mobilizing in wheelchair; -Family request bed to be placed up against wall; -Low bed 
with fall mat; -Review information on past falls and attempt to determine cause of falls. Record possible root 
causes. After remove any potential causes if possible. Educate resident, family, caregiver, Interdisciplinary 
team (IDT) as to causes; -The resident needs activities that minimize the potential for falls while providing 
diversion and distraction. Review of the hospital emergency room record, dated 8/25/25, showed:-Alert and 
oriented;-Reported he/she fell Friday (8/22/25) and today;-Hematoma/abrasion on left forehead;-Patient 
reports headache and room is spinning. During an interview on 8/29/25 at 9:24 A.M., LPN C said if a resident 
had a fall, neuro checks are completed, regardless if it was witnessed or not. The Assistant Director of 
Nursing (ADON) makes sure it is completed. He/She believed it would be scanned into the medical record. 
They also complete pain and skin assessments. If there is an open area, they will notify the physician and 
receive treatment orders. During an interview on 8/29/25 at 9:29 A.M., the Administrator said neuro checks 
are completed on paper. Once the neuro checks are completed, it is scanned into the medical record. During 
an interview on 8/29/25 at 1:33 P.M., the Director of Nursing (DON) said she expected the fall assessment to 
be completed upon admission. The admitting nurse on the floor is responsible. She expected falls to be 
documented and neuro checks are expected to be completed immediately regardless if it was witnessed or 
unwitnessed. The skin and pain assessments are on the form called the fall risk assessment. It should be 
completed. The neuro checks are scanned in. It is not in the medical record, it was not scanned in. She 
expected staff to offer PRN pain medications and document in the medical record. She expected physician's 
orders to be followed and for staff to be knowledgeable of and follow facilities policies. 2599861
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Based on interview and record review, the facility failed to follow their policy for four sampled residents who 
received dialysis (the process of filtering the blood for individuals with kidney failure). Resident #18 had an 
inconsistent order for dialysis days, with the order showing Monday, Wednesday and Friday and the resident 
received dialysis on Tuesday, Thursday and Saturday, and the care plan did not list the scheduled chair time 
and location for dialysis treatment. Additionally, the facility failed to contact and document the notification to 
the physician and resident representative (RR) when his/her dialysis treatment ended early. Resident #2 did 
not have physician orders that included the location for the dialysis services and the scheduled dialysis chair 
time and failed to ensure the dialysis services had been addressed on the resident's individual care plan. 
The facility failed to complete the dialysis communication forms (vital signs taken prior to dialysis treatment 
and vital signs taken after treatment with communications from the dialysis clinic) for each treatment for 
Resident #19 and failed to document the scheduled chair time on his/her care plan. The facility failed to 
document Resident #4's scheduled chair time on his/her care plan. The census was 127.Review of the 
facility's Hemodialysis (HD, the process of filtering the blood for individuals with kidney failure) Protocol 
policy, not dated, showed: -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;-Protocol:-The facility will assure that each resident receives care and 
services for the provision of hemodialysis and/or peritoneal dialysis consistent with professional standards of 
practice. This will include:-1. The ongoing assessment of the resident's condition and monitoring for 
complications before and after dialysis treatments received at a certified dialysis facility;-2. Ongoing 
assessment and oversight of the resident before, during and after dialysis treatments, including monitoring of 
the resident's condition during treatments, monitoring for complications, implementation of appropriate 
interventions, and using appropriate infection control practices, and;-3. Ongoing communication and 
collaboration with the dialysis facility regarding dialysis care and services;-Compliance Guidelines:-1. 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;-2. The facility will coordinate and collaborate with the dialysis 
facility to assure that:-a. The resident's needs related to dialysis treatments are met;-b. The provision of the 
dialysis treatments and care of the resident meets current standards of practice for the safe administration of 
the dialysis treatments;-c. Documentation requirements are met to assure that treatments are provided as 
ordered by the nephrologist (kidney doctor), attending practitioner and dialysis team, and;-d. There is 
ongoing communication and collaboration for the development and implementation of the dialysis care plan 
by nursing home and dialysis staff;-3. 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;-4. 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:-a. Timely medication administration (initiated, held or 
discontinued) by the nursing home and/or dialysis facility; -b. Physician/treatment orders, laboratory values, 
and vital signs; -c. Advance Directives and code status; specific directives about treatment choices; and any 
changes or need for further discussion with the resident/representative, and practitioners; -d. Nutritional/fluid 
management including documentation of weights, resident compliance with food/fluid restrictions or the 
provision of meals before, during and/or after dialysis and monitoring intake and output measurements as 
ordered; -e. Dialysis treatment provided and resident's response, including declines in functional status, falls, 
and the identification of symptoms that may interfere with treatments; -f. Dialysis adverse 
reactions/complications and/or recommendations for follow up observations and monitoring, and/or concerns 
related to the vascular access site; -g. Changes and/or declines in condition unrelated to dialysis; -h. The 
occurrence or risk of falls and any concerns related to transportation to and from the dialysis facility;-5. The 
facility will immediately contact and communicate with the attending physician, resident/representative, and 
designated dialysis staff (i.e. nephrologist, registered nurse) any significant changes in the resident's status 
related to clinical complications or emergent situations that may impact the dialysis portion of the care 
plan;-6. The facility will assure that arrangements are made for safe transportation to and from the dialysis 
facility;-7. The nurse will monitor and document the status of the resident's access site(s) upon return from 
the dialysis treatment to observe for bleeding or other complications;-8. The facility will communicate with the 
dialysis facility, attending physician and/or nephrologist any significant weight changes, nutritional concerns, 
medication administration or withholding of certain medications prior to the dialysis treatment and document 
such orders;-9. The facility will communicate with the attending physician, dialysis facility and/or nephrologist 
of any canceled or postponed dialysis treatments and document any responses to the changes in treatment 
in the medical record. The facility will coordinate with the dialysis facility for rescheduling of the resident's 
dialysis treatment if canceled;-10. The facility will ensure that the physician's orders for dialysis include: -a. 
The type of access for dialysis (e.g. graft, arteriovenous shunt, external dialysis catheter) and location; -b. 
The dialysis schedule; -c. The nephrologist name and phone number; -d. The dialysis facility name and 
phone number; -e. Transportation arrangements to and from the dialysis facility; -f. Any medication 
administration or withholding of specific medications prior to dialysis treatments; -g. Any fluid restriction if 
ordered by the physician. Review of the facility's Change of Condition policy, last reviewed 2/6/25, 
showed:-Policy: The attending physician/physician extender (Physicians, Nurse Practitioners, & Physician's 
Assistants, or Clinical Nurse Specialist) and the Resident Representative (RR) will be notified of a change in 
a resident's condition, per standards of practice and federal and/or state regulations;-Procedure:-1. Guideline 
for notification of physician and RR (not all inclusive):-Significant change in medical or cognitive 
baseline;-Refusal to take prescribed medications;-2. Document in the Interdisciplinary Team (IDT) 
Notes:-Resident change of condition;-Physician/Physician Extender Notification;-Notification of RR. 1. 
Review of Resident #18's face sheet, showed his/her diagnoses included dependence on renal dialysis, 
weakness, abnormalities of gait and mobility, need for assistance with personal care, cognitive 
communication deficit and high blood pressure. Review of the resident's care plan, dated 8/10/25, 
showed:-Focus: The resident receives hemodialysis three times a week in facility related to renal 
failure;-Goal: -The resident will have immediate intervention should any signs or symptoms of complications 
from dialysis occur through the review date; -The resident will have no signs or symptoms of complications 
from dialysis through the review date;-Interventions: -Encourage resident to go for the scheduled dialysis 
appointments. Resident receives dialysis (specify frequency); -Monitor and document report to physician 
signs and symptoms of depression. Obtain order for mental health consult if needed;. -Monitor, document 
and report PRN any signs and symptoms of infection to access site: Redness, swelling, warmth or drainage; 
-Monitor, document and report PRN for signs and symptoms of renal insufficiency: changes in level of 
consciousness, changes in skin turgor, oral mucosa (moist, inner lining of mouth), changes in heart and lung 
sounds;-The care plan did not list the scheduled chair time or the days of the week the resident received 
dialysis. Review of the resident's order summary, showed receives dialysis at the facility, dialysis days: 
Monday, Wednesday and Friday, chair time 6:00 A.M., order date 8/14/25. Review of the resident's dialysis 
communication forms, dated 8/12/25 through 8/30/25, showed:-The resident receiving dialysis on Tuesday, 
Thursday and Saturday;-On 8/16/25, Patient's condition or events during/post (after) dialysis: Resident cut 
treatment time by 40 minutes. Complaints of pain in buttocks;-On 8/26/25, Patient's condition or events 
during/post dialysis: Resident cut treatment time by 70 minutes due to blood pressure never below 100 
systolic (SBP, top number in blood pressure reading, normal is below 140). Review of the resident's progress 
notes, dated 8/9/25 through 8/29/25, showed no notifications to the physician or RR when the resident's 
treatment ended early on 8/16/25 and 8/26/25. 2. Review of Resident #2's face sheet, showed his/her 
diagnoses included dependence on renal dialysis, respiratory failure with hypoxia (insufficient oxygen), heart 
failure and high blood pressure. Review of the resident's care plan, dated 8/8/25, showed no identification of 
the resident's dialysis. Review of the resident's order summary, showed dialysis days Monday, Wednesday 
and Friday, order date 8/8/25. The order did not show the location the resident would receive dialysis or the 
scheduled chair time. 3. Review of Resident #19's face sheet, showed his/her diagnoses included 
dependence on renal dialysis, kidney failure, weakness, abnormalities of gait and mobility, heart failure and 
high blood pressure. Review of the resident's care plan, dated 7/9/25, showed:-Focus: The resident receives 
hemodialysis three times a week in facility Monday, Wednesday and Friday related to renal failure;-Goal: The 
resident will have immediate intervention should any signs or symptoms of complications from dialysis occur 
through the review date;-Interventions: -Check and change dressing daily at access site. Document; -Monitor 
and document report to physician signs and symptoms of depression. Obtain order for mental health consult 
if needed; -Monitor, document and report PRN any signs and symptoms of infection to access site: Redness, 
swelling, warmth or drainage;-Monitor/document/report PRN for signs and symptoms of the following: 
Bleeding, hemorrhage (bleeding from a broken blood vessel, either inside or outside the body), bacteremia 
(presence of bacteria in bloodstream), septic shock (life-threatening condition that occurs when an infection 
triggers a widespread inflammatory response that leads to dangerously low blood pressure and organ 
failure);-The care plan did not list the scheduled chair time. Review of the resident's dialysis communication 
forms, showed the facility was missing sheets for the following dates, 7/18/25, 7/23/25, 7/25/25, 7/30/25, 
8/4/25, 8/11/25, 8/15/25, 8/18/25, 8/22/25, 8/25/25, 8/27/25 and 8/29/25. 4. Review of Resident #4's face 
sheet, showed his/her diagnoses included dependence on renal dialysis, high blood pressure, diabetes, 
cognitive communication deficit, weakness and need for assistance with personal care. Review of the 
resident's care plan, dated 8/20/25, showed: -Focus: The resident needs dialysis three times a week related 
to renal failure;-Goal: -The resident will have immediate intervention should any sign or symptoms of 
complications from dialysis occur through the review date; -The resident will have no signs or symptoms of 
complications from dialysis through the review date;-Interventions: -Check and change dressing daily at 
access site. Document; -Encourage resident to go for the scheduled dialysis appointments. Resident 
receives hemodialysis in facility Tuesday, Thursday and Saturday; -Monitor and document report to 
physician signs and symptoms of depression. Obtain order for mental health consult if needed; -Monitor, 
document and report as needed (PRN) any signs and symptoms of infection to access site: Redness, 
swelling, warmth or drainage; -Monitor, document and report PRN for signs and symptoms of renal 
insufficiency: changes in level of consciousness, changes in skin turgor, oral mucosa (moist, inner lining of 
mouth), changes in heart and lung sounds;-The care plan did not list the scheduled chair time. 5. During an 
interview on 8/28/25 at 1:18 P.M., the Administrator and Director of Nursing (DON) said they expected staff 
to be knowledgeable of and to follow the facility policies. They expected physician orders to be followed. 
They expected the dialysis communication forms to be completed each day a resident went to dialysis. They 
expected the completed dialysis communication forms to be scanned into the resident's medical record. 
They expected residents who receive dialysis to have orders and a care plan that lists the location the 
resident attends dialysis, the chair time the resident would attend dialysis and the days of the week the 
resident would attend dialysis. 2571345
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