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F 0574 The resident has the right to receive notices in a format and a language he or she understands.

Level of Harm - Potential for 45448
minimal harm
Based on observation and interview, the facility failed to post a list of names and contact information for state
Residents Affected - Many regulatory and advocacy groups, the State Survey Agency or State licensure office, or include information for
residents wishing to file a complaint with the State Survey Agency. This deficient practice had to potential to

affect all residents, resident representatives, or staff wishing to view or know the information. Findings
include:

During an observation on 2/12/25 at 7:26 a.m., the bulletin board next to the nurses' station contained a
posting of contact information for the state Ombudsman. It did not contain a posting with the names and
contact information for required state regulatory or advocacy groups.

During an interview on 2/12/25 at 1:28 p.m., NF4 stated the facility had been provided a laminated poster by
the state ombudsman office that contained all the required information.

During an interview on 2/12/25 at 1:39 p.m., a resident council meeting was conducted in the facility.
Resident council members were not aware of the location of a sign that contained information on contacting
the state regulatory agency or ombudsman.

During an interview on 2/12/25 at 2:38 p.m., staff member F stated the sign was removed when the nurses'
station had undergone renovations. The posting had not been replaced following the renovations.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0577 Allow residents to easily view the nursing home's survey results and communicate with advocate agencies.

Level of Harm - Potential for 45448
minimal harm

Based on observation and interview, the facility failed to post the results of the most recent recertification
Residents Affected - Many survey in an area readily accessible to residents, family members, and residents' legal representatives, or
staff. This deficient practice had the potential to affect all residents or resident representatives wishing to
view the most recent recertification survey results. Findings include:

During an observation on 2/12/25 at 7:26 a.m., no binder containing the most recent recertification survey
results were found within the long-term care area of the facility.

During an interview on 2/12/25 at 1:39 p.m., a resident council meeting was conducted in the facility.
Resident council members were not aware of the location of a binder that contained the most recent
recertification survey results.

During an interview on 2/12/25 at 2:38 p.m., staff member F stated the survey information was removed
when the nurses' station had undergone renovations. The survey information had not been replaced
following the renovations.
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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

Level of Harm - Minimal harm or
potential for actual harm 51133

Residents Affected - Some Based on interview and record review, the facility failed to ensure residents were free from resident to
resident abuse incidents, and failed to provide protection before or following each event to prevent further
resident to resident abuse, by resident #19, who was the aggressor; and, the abuse resulted in injury for 1
(#10) of 17 sampled residents and affected many others. Findings include:

Review of resident #19's, electronic medical record showed the following resident to resident altercations
between #19 and other residents, and #19's various behaviors exhibited towards others:

a. Effective Date: 06/22/2024 12:57 Type: Behavior Note, Note Text: (resident #19) is very unsafe in her
wheelchair unattended. She has the ability to run people over with her wheelchair with no regard for safety of
self or others. Today she almost ran into another resident walking down the hall while she was mobile in her
wheelchair. [sic]

b. Effective Date: 07/03/2024 15:22 Type: Behavior Note, LATE ENTRY Note Text: this resident was in her
wheel chair wondering the halls when she ran into another resident whom was walking in the day room. this
resident what rolling fast and hit the other residents walker on the left side, hitting the walking residents
fingers and almost knocking her over. this incident was witnessed by activity staff. staff said that this
residents was intentionally trying to run over the walking resident as this resident saw walking resident from
across the room and quickly made her was to her. [sic]

c. Effective Date: 07/03/2024 16:40 Type: Behavior Note, LATE ENTRY Note Text: this resident was trying to
hit another resident [unidentified resident initials] with a recliner remote. [unidentified resident initials] was not
sitting close enough for this resident to make contact and staff was able to remove the remote from this
residents hands before she hit anyone with it but when staff stepped in the resident did laugh, looked over to
[unidentified resident initials] and said 'i almost gotchya'. this incident was witness by activity staff. [sic]

d. Effective Date: 7/04/2024 09:35 Type: Behavior Note, LATE ENTRY Note Text: This resident was
wondering in a wheelchair when she wondered into the dining room where staff was leading a scheduled
group activity. this resident went to a attending resident [unidentified resident initials] and tried to group her
supplies. when [unidentified resident initials] put her hand on the supplies to prevent this resident from taking
them, this resident reached out and grabbed [unidentified resident initials] face. This resident was able to get
ahold of [unidentified resident initials] left eye brow and did create a open area above [unidentified resident
initials] left eye brow. activity staff withessed this and said that this behavior was intentional, due to the fact
that this resident was angry that [unidentified resident initials] was not letting her take the supplies and did
yell at [unidentified resident initials]. CNA staff notified of this incident. [sic]

(continued on next page)
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F 0600 e. Effective Date: 07/10/2024 15:35 Type: Behavior Note, LATE ENTRY Note text: this resident was roaming
in her wheelchair during a scheduled daily activity and she started to torment another resident [unidentified

Level of Harm - Minimal harm or resident initials]. this resident entered into the dining room where the activity was taking place and

potential for actual harm intentionally found [unidentified resident initials], started to poke her aggressively on [resident initials] left
shoulder and back. [Unidentified resident initials] asked her to stop because it was hurting and this resident

Residents Affected - Some laughed, continuing to poke. staff had to remove this resident from the area in order for her to stop bothering

[resident initials]. 5 minutes later this resident returned to the dining room, seeking out [unidentified resident
initials]. this resident tried to take [unidentified resident initials] walker from her by grabbing the bars and
dragging it away from [unidentified resident initials]. [Unidentified resident initials] asked this resident to give
her walker back in order to use it for walking. staff had to step in and try to getthe walker back, when staff
was able to get [resident initials] walker out of the hand of this resident, this resident began to swear and yell
at staff. resident was taken out of the area in order to not disturb other residents. [sic]

f. Effective Date: 07/10/2024 15:55 Type: Behavior Note, LATE ENTRY Note Text: resident was wondering
in her wheelchair and entered into the dining room, another resident [unidentified resident initials] that this
resident had been separated from because of previous behaviors, was moved to a new location which this
resident could not get to with her wheelchair. after trying to work her way around the dining table to get to
[unidentified resident initials] and not being able to maneuver to reach her, this resident then went over to the
wall and started to take hanging pictures off the wall and tossed them on the ground. this resident also went
to side tables and other dining tables where she would take anything that she could reach/grab or move and
started to throw items on the ground while she made crying sounds. while staff tried to pick those items up,
this resident began running into staff with her wheelchair and laughed. before items could safely be picked
back up. this resident had to be relocated out of the area so that staff was not being ran into by this resident.
[sic]

g. Effective Date: 07/17/2024 14:10 Type: Behavior Note, Note Text: resident was running into other
residents while in her wheelchair while wondering the halls, when this resident ran into another one of these
residents [unidentified resident initials], began to yell and told this resident to 'go away, move away from me,
leave me alone' this residentthen swung at [unidentified resident initials] head and spit at her. residents were
separated by staff. [sic]

h. Effective Date: 07/27/2024 13:30 Type: Behavior Note, LATE ENTRY Note Text: resident was wondering
around in her wheelchair in the activity room when she got close to another resident [unidentified resident
initials] and then this resident reach over and pinched [unidentified resident initials] on her right arm a few
times before staff was able to separate the residents. [unidentified resident initials] did say 'ouch'. nurse
notified by staff. [sic]

i. Effective Date: 07/31/2024 13:50 Type: Behavior Note, LATE ENTRY Note Text: this resident was
grabbing onto another residents arm [resident #10 initials], and trying to pull her down to the ground while
she was wondering the halls. [Resident #10 initials] started yelling 'Hey Stop, Ouch that hurts, staff was able
to separate the residents and bring [resident #10 initials] to a safe spot to sit down. [sic]

(continued on next page)
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F 0600

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

j- Effective Date: 08/02/2024 13:52 Type: Behavior Note, LATE ENTRY Note Text: resident was sitting in a
recliner next to another resident [unidentified resident initials] and this resident took the recliner remote and
used it to hit [unidentified resident initials] on the right arm multiple times. staff heard [unidentified resident
initials] yelling out 'ouch, that hurts' as well as 'stop it'. staff was able to remove the remote from this
residents hand. at that time this resident grabbed staffs arm and tried to bite the staff member. [sic]

k. Effective Date: 08/03/2024 15:57 Type: Behavior Note, LATE ENTRY Note Text: this resident was
wondering down the hall in her wheelchair. another resident was walking down the hallway as well [resident
#10 initials] and this resident came up behind her and grabbed [resident #10 initials] arm the proceeded to try
to pull her down to the floor. staff witnessed this and was able to get to this resident quickly and separate this
residents hand from [resident #10 initials]. at that time this resident took her other hand and grabbed
[resident initials] shirt and pulled on the shirt to try to pull [resident #10 initials] to the ground. staff was able
to remove this residents hand from the shirt quickly. [sic]

|. Effective Date: 08/03/2024 17:02 Type: Behavior Note, LATE ENTRY Note Text: This resident was
wondering in her wheelchair in the activity room when she went over to another resident [unidentified
resident initials] and slapped the other residents right arm. staff heard [unidentified resident initials] start to
yell at this resident. staff also witnessed this resident hit [unidentified resident initials] on her chest and grab
the front of [unidentified resident initials] shirt, pulling on it back and forth hitting this residents chest with her
fist. Staff was able to separate these residents but staff needed to remain with this resident because if the
staff let go of this residents wheelchair, she headed back to [resident initials]. [sic]

m. Effective Date: 08/12/2024 13:13 Type: Behavior Note, LATE ENTRY Note Text: this resident was
wondering in and out of the activity room in her wheelchair when she ran onto the back of another resident
[unidentified resident initials] while she was walking to a activity. this was witnessed by staff and before staff
could reach this resident to redirect her, she was able to back up slightly and run into the back of the other
resident [resident initials] again. [unidentified resident initials] became unbalanced and almost fell but staff
was able to hold her arm and stabilize her again so she didn't fall. this resident was then redirected away
from [unidentified resident initials].

n. Effective Date: 08/15/2024 11:22 Type: Behavior Note, LATE ENTRY Note Text: this resident was
wondering in the hallway in her wheelchair when she ran into the back of another resident while she was
walking to an activity [unidentified resident initials]. this resident then grabbed the back of this residents shirt
and pulled her shirt back and forth, hittingthe resident back with her fist. staff withessed and was able to
reach the residents. staff was able to separate the residents and when they removed this residents hand
from [resident initials] shirt, this resident started making crying shouldn't and continued to try and hit staff. [sic]

o. Effective Date: 08/15/2024 16:00 Type: Behavior Note, LATE ENTRY Note Text: this resident was
wondering in her wheelchair in the activity room when she went over to another resident [unidentified
resident initials] and started to pull on the back of the other residents wheelchair. [Unidentified resident
initials] and started to pull on the back of the other residents wheelchair. [Unidentified resident initials] started
to yell at this resident saying 'Stop it' and then this resident began to hit the back of [unidentified resident
initials] head and pull [unidentified resident initials] hair. staff witnessed this and was able to separate the
residents. [sic]
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F 0600 p. Effective Date: 08/16/2024 Type: Behavior Note, Note Text: This resident was wondering down the halls in
her wheelchair when she went up to another resident who was also wondering the hallway [resident #10
Level of Harm - Minimal harm or initials]. this resident grabbed the clean laundry cart and continued to push the cart into the other resident
potential for actual harm [resident #10 initials]. [Resident #10 initials] tried to walk about her but this resident continued to wheel
Infront of [resident #10 initials] so she could not walk around her and this resident continued to push the
Residents Affected - Some laundry cart into [resident #10 initials]. Staff witnessed this and was able to reach these resident and

separate them. [sic]

During an interview on 2/12/2025 at 11:49 a.m., staff member P said resident to resident altercations did
happen with resident #19. Staff member P said resident #19 doesn't comprehend very well and will run into
people and other days she will focus on a specific resident.

During an interview on 2/12/2025 at 3:25 p.m., staff member P stated resident to resident abuse is when
another resident purposefully hurts another resident. Staff member P said resident to resident abuse had
occurred in the past. She further stated when resident to resident abuse was witnessed a progress note was
written and it was reported to the nurse.

During an interview on 2/12/2025 at 4:13 p.m., staff member F stated abuse was harm to a resident that was
mental, physical, or sexual that was unwanted. Staff member F stated resident to resident abuse becomes a
gray area for cognitively impaired residents because it was difficult to determine if they were meaning to do
it. Staff member F stated she was unaware of resident to resident abuse as it was not reported to her.

During an interview on 2/13/2025 at 8:50 a.m., staff member F said the notes in resident #19's EHR related
to resident to resident altercations were written by staff member P. Staff member F stated she had identified
a progress note she was concerned about in September 2024 that was written by staff member P and
restricted staff member P's access to write progress notes in the medical record.
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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm or

potential for actual harm 51133

Residents Affected - Some Based on interview and record review, the facility failed to report resident to resident abuse allegations to the

State Survey Agency within the required reporting period, for 1 (#19) of 17 sampled residents. The events
occurred over many months and involved different residents, without staff taking appropriate action for
reporting the events. Findings include:

Review of resident #19's EHR showed many resident to resident interactions, to include ones of abuse, in
which the resident acted out on others, often in a purposeful manner or targeting residents. Refer to F600
Abuse, for detail related to the different resident to resident incidents of abuse not reported to the State
Survey Agency.

Review of four Facility Reported Incidents, forwarded to the State Survey Agency, for 2024, showed no
reports of resident to resident abuse allegations involving resident #19.

During an interview on 2/12/25 at 3:25 p.m., staff member P stated resident to resident abuse was when one
resident purposefully hurts another resident. Staff member P stated in her opinion, resident to resident abuse
had occurred in the past. Staff member P said when she witnessed resident to resident abuse, she would
write a progress note and report it to the nurse. When asked who could report abuse, staff member P stated,
It goes up the chain of command, and | would assume that anyone can report abuse.

During an interview on 2/12/2025 at 4:13 p.m., staff member F stated she was the abuse coordinator and
had access to the reporting portal. Staff member F stated she had provided education to staff multiple times
about abuse reporting. Staff member F said there was a call log posted with staff phone numbers to contact
for abuse reporting. Staff member F said she was not aware of resident to resident abuse allegations for
resident #19.

During an interview on 2/13/2025 at 8:15 a.m., staff member L stated she was not aware of any resident to
resident abuse allegations for resident #19.

During an interview on 2/13/2025 at 8:50 a.m., staff member F said the notes in resident #19's EHR related
to resident to resident altercations were written by staff member P. Staff member F stated she had identified
a progress note she was concerned about in September 2024 that was written by staff member P and
restricted staff member P's access to write progress notes in the medical record.

Review of the facility's policy, Abuse, Neglect & Exploitation of Elderly and Disabled, last approved 01/2025,
showed:

Policy: [Facility Name] prohibits the mistreatment, neglect, and abuse of its patients and the misappropriation
of patient's property. Furthermore, the use of verbal, mental, sexual, or physical abuse, corporal punishment,
or involuntary seclusion is prohibited by [Facility Name] .

. Reporting: All health care providers are required by law to report known abuse or neglect or suspicion of
abuse or neglect immediately .

(continued on next page)
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F 0609 . When in doubt, err on the side of protecting the elderly or developmentally disabled Patient or Resident

until further investigation or evidence can confirm or deny the suspicion .
Level of Harm - Minimal harm or
potential for actual harm . Notify the appropriate supervisor and Social Worker of any report make to DPHHS Adult Protective
Services for any necessary follow up for the Patient or Resident .

Residents Affected - Some
‘Immediately' means as soon as possible but ought not to exceed 24 hours after the discovery of the
incident. This report can be preliminary notification that complete report will follow. This report can be faxed.
Results of investigation must be reported to State agency within 5 business day of incident. [sic]

FORM CMS-2567 (02/99) Event ID: Facility ID:
Previous Versions Obsolete

If continuation sheet
275107 Page 8 of 30



Printed: 05/28/2025
Form Approved OMB
No. 0938-0391

Department of Health & Human Services
Centers for Medicare & Medicaid Services

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
275107 B. Wing 02/13/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Clark Fork Valley Nursing Home 10 Kruger Rd
Plains, MT 59859

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm or 51133
potential for actual harm
Based on interview and record review, the facility failed to recognize abuse and thoroughly investigate the
Residents Affected - Some potential for abuse; and failed to take appropriate action to prevent and protect other residents from further
resident to resident abuse events which occurred repeatedly over a period of time, for 1 (#19) of 17 sampled
residents, and the resident acted out aggressively towards others to include causing minor injuries. Findings
include:

Review of resident #19's EHR showed many resident to resident altercations. Refer to F600 and F609
related to the concerns of abuse initiated by resident #19.

Review of the four Facility Reported Incidents, sent to the State Survey Agency, in 2024, showed no reports
of resident to resident abuse allegations involving resident #19.

During an interview on 2/12/2025 at 4:13 p.m., staff member F said if she was aware of resident to resident
altercations concerning abuse, she would have investigated the situation 'for sure.'

During an interview on 2/13/2025 at 8:50 a.m., staff member F said the notes in resident #20's EHR related
to resident to resident altercations were written by staff member P. Staff member F stated she had identified
a progress note she was concerned about in September 2024 that was written by staff member P and
restricted staff member P's access to write progress notes in the medical record.

A request was made for social service notes related to resident to resident incidents involving resident #19
and any notes from social service for potential victim follow-up. No documentation was received prior to the
end of survey.

Review of the facility's policy, Abuse, Neglect & Exploitation of Elderly and Disabled, last approved 01/2025,
showed:

Policy: [Facility Name] prohibits the mistreatment, neglect, and abuse of its patients and the misappropriation
of patient's property. Furthermore, the use of verbal, mental, sexual, or physical abuse, corporal punishment,
or involuntary seclusion is prohibited by [Facility Name] .

.Investigative Process:

1. All alleged violations involving mistreatment, neglect or abuse, including injuries of unknown source and
misappropriation of Patient or Resident property, shall be reported to the administration of the facility to
include unit Manager, Chief Nursing Officer (CNO), and the Chief Executive Officer (CEO) and other officials
in accordance with State law (including to the State survey and certification agency).

2. All alleged violations involving resident to resident and resident to staff will be investigated.

3. The facility will thoroughly investigate all alleged violations through established procedures .

(continued on next page)
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F 0610 4. The results of investigation will be reported to the Administrator (including the Unit Manager, CNO and the

CEO and to other officials in accordance with State law (including the State Survey and Certification Agency)
Level of Harm - Minimal harm or within five working days of the incident .
potential for actual harm

Residents Affected - Some
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F 0641 Ensure each resident receives an accurate assessment.

Level of Harm - Minimal harm or 47752
potential for actual harm
Based on observation, interview, and record review, the facility failed to complete MDS assessments
Residents Affected - Some accurately for restraint use for 3 (#s 8, 16, and 24), and accurately identify an antidepressant medication for
1 (#10) of 17 sampled residents. Findings include:

1. During an observation and interview on 2/10/25 at 3:19 p.m., resident #24 was sitting up in her bed,
coloring. Resident #24's bed had a narrow side rail attached to the right side of her bed. Resident #24 had
grabbed the side rail and repositioned herself in the bed. Resident #24 stated the side rail helped her
reposition herself in bed, but also helped her stand when she wanted to get out of bed. Resident #24 stated
the side rail did not restrict her movement.

During an observation and interview on 2/10/25 at 3:40 p.m., resident #8 was seated in a recliner in her
room. A small narrow side rail was attached to the right side of resident #8's bed. Resident #8 stated the side
rail on her bed was to help her reposition and get in and out of the bed. Resident #8 stated the side rail did
not restrict or restrain her to the bed. Resident #8 stated if she wanted to get up she could.

During an observation and interview on 2/10/25 at 3:57 p.m., resident #16 was sitting on the edge of his bed.
He had a small, narrow side rail attached to the right side of his bed. Resident #16 stated he used the side
rail to help him get out of bed and to reposition himself. Resident #16 grabbed the side rail and stood up from
the bed. Resident #16 stated the side rail does not restrict his movement; it helped him stay more
independent.

Review of resident #8's Quarterly MDS assessment, dated, 1/31/25, showed section P011 was marked for
daily use of restraints.

Review of resident #16's Annual MDS assessment, dated 12/25/24, showed section P011 was marked for
daily use of restraints.

Review of resident #24's Quarterly MDS assessment, dated 1/23/25, showed section P011 was marked for
daily use of restraints.

A request was made on 2/11/25 for an MDS policy. No policy was received prior to the end of the survey.

During an interview on 2/11/25 at 10:38 a.m., staff member F stated, We do not have a specific policy for
MDS, no written policy, we follow the RAI guidelines.

During an interview on 2/12/25 at 4:11 p.m., staff member C stated she thought she had to code the side
rails as restraints on the MDS. Staff member C stated she was just told by staff member F that she did not
have to code the side rails as a restraint.

51133

(continued on next page)
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F 0641 2. Review of resident #10's January 2025, Medication Administration Record showed, traZODone HCI Tablet

100 MG Give 100 mg by mouth at bedtime for insomnia -Start Date- 11/16/2022 0800.
Level of Harm - Minimal harm or

potential for actual harm Review of resident #10's Significant change MDS, with an ARD dated 1/9/2025, showed under section,
N0415 - High-Risk Drug Classes: Use and Indication, 1. Is taking .C. Antidepressant? The response was
Residents Affected - Some marked, No .

During an interview on 2/12/2025 at 2:35 p.m. staff member C stated Trazadone is an anti-depressant and it
(Trazadone) was not coded on the Significant change MDS with an ARD dated 1/9/25 for resident #10.
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F 0656

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

47752

Based on observation, interview, and record review, the facility failed to ensure a comprehensive care plan
reflected a high risk medication and side effects for 1 (#8), and account for the sleeping preferences for 1
(#20) of 17 sampled residents. Findings include:

During an observation and interview on 2/11/25 at 7:44 a.m., resident #8 was sitting in a recliner and a small,
dime sized brownish, yellow bruise was noted to the back of her left hand. Resident #8 stated she bumped
her hand on her bedside table. Resident #8 stated she bruised easily, and always had bruises, but
sometimes she was not sure where they came from.

During an interview on 2/11/25 at 1:50 p.m., staff member H stated resident #8 would bruise easily. Staff
member H stated there was nothing noted on the care plan about anticoagulant use or side effects of
anticoagulant use.

Review of resident #8's physicians orders, dated November 2024-February 12, 2025, showed resident #8
had an order for apixaban, an anticoagulant.

Review of resident #8's comprehensive care plan failed to show any focus, goals, or interventions related to
the use of a daily anticoagulant.

Review of a facility document titled, Care within Long Term Care Unit, with a last approved date of 6/2023,
showed:

The Long Term Care Manager, shall ensure that the Long Term Care unit accomplishes a comprehensive,
accurate, standardized, and reproducible assessment of each long term care resident's capacity and
provides at minimum:

. M. A description of the resident's drug therapy. [sic]

51133

During an observation on 2/10/25 at 3:16 p.m., resident #20 had no blankets, sheets or pillows on her bed in
her room.

During an interview on 2/11/25 at 9:08 a.m., staff member P stated resident #20 liked to sleep in a recliner in
the common area.

During an observation and interview on 2/12/25 at 7:32 a.m., resident #20 was observed sleeping in a
recliner in the common area. Staff member Q stated, This is where she (resident #20) sleeps at night.

During an interview on 2/12/25 at 7:58 a.m., staff member K said resident #20 sleeps in a recliner in the
common area, She doesn't like being in her room because it makes her feel claustrophobic.

(continued on next page)
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F 0656 During an interview on 2/12/25 at 2:50 p.m., resident #20 stated, | have claustrophobia, and | hate being

locked in my room. | like the pictures and stuff in my room, but | don't like being in there, and | sleep in a
Level of Harm - Minimal harm or recliner in here (common area).
potential for actual harm

Review of resident #20's care plan lacked any documentation related to the resident's preference to sleep in

Residents Affected - Few a recliner in the common area or feelings of claustrophobia when being in her room.

FORM CMS-2567 (02/99) Event ID: Facility ID:

If continuation sheet
Previous Versions Obsolete

275107 Page 14 of 30



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 05/28/2025
Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

IDENTIFICATION NUMBER: COMPLETED
A. Building

275107 B. Wing 02/13/2025

NAME OF PROVIDER OR SUPPLIER

Clark Fork Valley Nursing Home

STREET ADDRESS, CITY, STATE, ZIP CODE

10 Kruger Rd
Plains, MT 59859

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0657

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

47752

Based on interview and record review, the facility failed to ensure a care plan was revised to include comfort
care for 1 (#22) of 17 sampled residents. This deficient practice increased the risk of the resident's needs to
be unmet by facility staff. Findings include:

Review of resident #22's physician orders, dated 10/2/24, showed an order was written for resident #22 to be
on Comfort Care.

Review of resident #22's care plan, with an initiation date of 7/25/24, showed no revision had been made to
resident #22's care plan to include focus, goals, or interventions, related to comfort care.

A request was made on 2/11/25 at 9:58 a.m., for a comfort care policy. The policy was not received prior to
the end of the survey.

During an interview on 2/11/25 at 10:38 a.m., staff member F stated there was not an actual comfort care
policy or procedure. Comfort care was based on conversations with the family and resident.

During an interview on 2/12/25 at 10:36 a.m., staff member N stated she was the one who would talk with the
residents and the families about comfort care. Staff member N stated there was not always an order put in
for comfort care, but she would order the comfort care medications. Staff member N stated there was not a
policy for comfort care that she knew of. Staff member N stated, | will do comfort care with residents after a
conversation with them and the family, | individualize it to the person and their needs, because | know these
residents.
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F 0690 Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate

catheter care, and appropriate care to prevent urinary tract infections.
Level of Harm - Minimal harm or

potential for actual harm 47752

Residents Affected - Few Based on interview and record review, the facility failed to ensure a program was in place to maintain or
restore bladder function for 2 (#s 8 and 18) of 17 sampled residents. This deficient practice had the potential
to cause an increase in urinary incontinence. Findings include:

During an interview on 2/12/25 at 9:10 a.m., staff member K stated resident #8 and 18 are frequently
incontinent of urine, and they (the residents) are not on a set toileting program or schedule. Staff member K
stated both residents can independently take themselves to the bathroom, but there was no set time where
staff would go in and toilet the residents. Staff member K stated she had access to the care plans, but they
did not address a toileting schedule or program.

Review of a facility assessment titled, Bowel and Bladder Program Screener, dated 1/24/25, showed resident
#8 had a score of 19 and was a Good candidate for retraining, and had the Ability to get to the BR/transfer to
toilet/commode/urinal, adjust clothing and wipe etc. independently with reasonable speed.

Review of a facility assessment titled, Bowel and Bladder Program Screener, dated 2/1/25, showed resident
#18 had a score of 14 and was a candidate for scheduled toileting (timed voiding).

A request was made on 2/11/25 at 2:38 p.m., and 2/12/25 at 9:25 a.m., for a bladder/incontinence policy or
bladder retraining program. No policy was received prior to the end of the survey.

During an interview on 2/11/25 at 4:33 p.m., staff member F stated they did not have a bladder retraining
program or have any written policies.
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F 0692 Provide enough food/fluids to maintain a resident's health.

Level of Harm - Minimal harm or 47752
potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure weights were accurate and
Residents Affected - Few correct in the medical record and failed to ensure a process was in place and followed for re-weights, for 1
(#24) of 17 sampled residents. Findings include:

During an observation and interview on 2/11/24 at 8:10 a.m., resident #24 was in her room eating breakfast.
Resident #24 stated the food was good but had lost some weight since she was admitted .

During an interview on 2/11/25 at 10:03 a.m., NF2 stated resident #24 had lost weight since she had been
admitted , but she was eating her meals.

Review of resident #24's monthly weights showed the resident weighed 190.2 pounds on 11/4/24 and 164.0
pounds on 2/4/25, representing a 13.77 percent weight loss in three months.

During an interview on 2/11/25 at 2:56 p.m., staff member C stated the weights in resident #24's chart were
not accurate. Staff member C stated, There was a time when resident #24 had a lot of edema and that may
have contributed to the weight changes. Staff member N was not concerned about resident #24's weight and
she did not want a diuretic, so there was no need to weigh her more frequently than monthly. | get the
weights from the CNAs, go through them and let them know if a re-weight is needed. A re-weight is done if
there is a greater than 5-pound weight gain or loss. If there is a concern | will email staff member M. Staff
member M is only here one day a week. Staff member C could not verbalize why a re-weight was not
completed.

During an interview on 2/12/25 at 10:44 a.m., staff member N stated it was her expectation for staff to notify
her of any weight gains or losses. Staff member N stated, | review all resident weights monthly. | know these
residents and that is how | care for them, it's all individualized. A re-weight should have been gotten
especially if there is an excessive loss or gain.

During an interview on 2/12/25 at 2:33 p.m., staff member M stated she was not sure if there was a weight
policy. Staff member M stated she had verbally addressed her concerns with staff members C and F about
needing a re-weight on resident #24. Staff member M stated her concerns were not addressed by staff
members C and F. Staff member M stated, When | have concerns or recommendations, | will write them
down and give them to staff members C and F to forward to the physician, | am not sure that even happened.

Review of resident #24's physician progress notes, from November 2024-February 2025, did not address a
weight gain or loss, edema, or resident #24's refusal for a diuretic.

Review of resident #24's monthly weights showed:
- On 9/10/24 resident #24 weighed 179.0 pounds,
- 10/4/24 resident #24 weighed 194.2 pounds,
- 11/4/24 resident #24 weighed 190.2 pounds,

(continued on next page)
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F 0692 - 12/10/24 resident #24 weighed 168.6 pounds,
Level of Harm - Minimal harm or - 1/7/25 resident #24 weighed 163.2 pounds, and

potential for actual harm
- 2/4/25 resident #24 weighed 164.0 pounds.

Residents Affected - Few
No re-weights were documented during this time frame.

Review of a facility document titled, Long Term Care Weight Management Orders, undated, showed:
Weight Loss, . add to weekly weights x4 weeks for 5%, add weights twice a week for 10%

Weight Gain, . add to weekly weights x 4 weeks and notify Dr and Dietician .

A request for a weight loss policy or procedure was requested on 2/11/25 at 9:58 a.m., and was not received
prior to the end of the survey.

During an interview on 2/11/25 at 10:38 a.m., staff member F stated they did not have a formal policy or
procedure for weight loss or gain .
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F 0699

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide care or services that was trauma informed and/or culturally competent.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47752

Based on interview and record review, the facility failed to identify and address past trauma for a resident;
and provide trauma informed care, within professional standards that accounted for a resident's experiences
and preferences, for 1 (#24) of 17 sampled residents. Findings include:

During an interview on [DATE] at 3:19 p.m., resident #24 stated she had many traumatic experiences in her
life, starting as a child. Resident #24 stated, My horrible life started when | was a child. My mother was a
drug addict and slept around. There was always a new man in the house every night. This went on for most
of my childhood. When | became an older teenager or young adult | found my mother dead with a needle in
her arm. When | got married, | ended up marrying a man that beat me for years, | never left him because |
was too scared to get away. | was with him until he died . | took years of physical beatings and emotional
abuse from him. There was one Christmas Eve when | found out that my sister had been murdered by her
husband. These are all very painful memories. | get angry and sad when | think about it, and lately | seem to
be thinking about my past a lot. | have never been talked to by a social worker or therapist since my family
moved me here. | have talked with some of the girls that take care of me, but | feel like no one believes me.

During an interview on [DATE] at 10:03 a.m., NF2 stated resident #24 did have a very traumatic life and had
suffered a lot. NF2 stated he did not think anyone had every talked to her about her past experiences and
knew she had never seen a counselor or therapist since being moved to Montana. NF2 stated he was not
sure if resident #24 had ever talked to anyone about her experiences.

During an interview on [DATE] at 9:10 a.m., staff member K stated she had taken care of resident #24. Staff
member K stated, Resident #24 is very vocal about her past trauma. It is so sad; she has been through a lot.
Staff member K stated she had not received education from the facility on trauma informed care.

During an interview on [DATE] at 9:20 a.m., staff member H stated resident #24 talks about her past
frequently and about the multiple issues that happened in her life. Staff member H stated resident

#24 would benefit from talking to someone about her trauma and was not sure if anyone had ever talked with
the resident. Staff member K stated she had received some education on trauma informed care, and stated
there was nothing on the care plan about resident #24 having past traumatic experiences.

During an interview on [DATE] at 11:58 a.m., staff member L stated, If a patient or resident has any past
trauma and it is known to us, we will go and speak with them, and set them up for resources, if they want.
We do have a behavioral counselor on site we can refer to. We do a depression assessment on everyone. |
am not sure if resident #24 was ever assessed for trauma, | am not sure if there is a trauma care plan in
place. Staff member L stated she could not find any Social Services notes on resident #25. Staff member L
stated, | will go down and talk with the resident, and all | can do is start from here.

Review of a facility document titled, September Staff meeting, diet review-liquids, new staff onboarding,
dated [DATE] showed, education post-traumatic stress disorder was provided. The staff sign in sheet
showed staff member K was not present for the education.
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F 0699 Review of resident #24's progress notes, dated [DATE]-February 12, 2025, showed no social services notes.
Level of Harm - Minimal harm or A request was made on [DATE] at 9:25 a.m., for a trauma informed care or post-traumatic stress disorder
potential for actual harm policy and procedure. The policy was not received prior to the end of the survey.

Residents Affected - Few During an interview on [DATE] at 10:55 a.m. staff member F stated there was not a policy or procedure for

trauma informed care or post-traumatic stress disorder.
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F 0744 Provide the appropriate treatment and services to a resident who displays or is diagnosed with dementia.
Level of Harm - Actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 51133
Residents Affected - Few Based on interview and record review, the facility failed to address the aggressive and intrusive behavior of a

resident with dementia toward others, and she was involved in many resident-to-resident abuse events. The
resident's MDSs showed various declines occurred over the period of time, and the resident's mobility, pain,
incontinence level, and mood/behaviors changed during the time many of the events were identified. The
facility did not report the events as abuse or investigate the events fully (Refer to F609 and F610). The
facility failed to assess the resident's individualized behaviors and antecedents to them, in a proactive
attempt to prevent future events or alleviate the resident's anger/frustration. The facility failed to implement
person-centered, individualized interventions, and staff were not successfully protecting others and being
practice to prevent events before they occurred, for 1 (#19) of 17 sampled residents. Findings include:

Review of resident #19's electronic health record showed the resident had a diagnosis of DEMENTIA IN
OTHER DISEASES CLASSIFIED ELSEWHERE, MODERATE, WITHOUT BEHAVIORAL DISTURBANCE,
PSYCHOTIC DISTURBANCE, MOOD DISTURBANCE, AND ANXIETY (F02.BO0).

A record review of resident #19's nursing notes showed that from April 2024 to January 2025, she displayed
the following behaviors, almost all directed toward other residents, and more were documented from April
2024 to July 2024:

Targeting others, pulling hair, seeking others out to [NAME] against them, attempting to bite staff, pinching a
resident, pushing residents, taking the other resident's walkers, hitting other residents with her wheelchair,
punching a resident, taking others' belongings, yelling, spitting, knocking pictures off walls and taking items
off tables to throw them, caused a skin tear to a resident's eye area when she grabbed her, and almost
knocked several residents over by running into them with her wheelchair.

A review of resident #19's Quarterly MDS, with an ARD of 4/19/24, showed:

- The resident was coded as being cognitively impaired, and she rarely understood others.

- She had minimal depression and scored a 2 on her depression assessment but displayed a poor appetite
and short temper. The resident took an antidepressant for 7 days of the 7-day assessment period but did not
take an antipsychotic or anti-anxiety medication.

- Under section E, for behaviors, the resident was coded as disturbing others 1 to 3 days a week.

- #19 was independent with eating, but she was independent to max assist for mobility.

- The resident had as-needed pain medications but did not display nonverbal indicators of pain.

A review of resident #19's Annual MDS, with an ARD of 7/23/24, showed changes occurred with the
resident, and:

(continued on next page)
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F 0744 - The resident's mood slightly deteriorated, although still considered minimal depression.

Level of Harm - Actual harm - She displayed behavior towards others in two categories showing 4 to 6 days of the look-back period she
was affecting others, which was a decline from the prior assessment.
Residents Affected - Few

- She continued to take her antidepressant but did not have any other meds for her mood/behavior.

- The resident had no scheduled pain medications, but she had as-needed pain medications provided. She
displayed pain in her facial expressions, her body movements, and her nonverbal indicators of pain, and this
was 1-2 days in the look-back period. This was a decline from the prior assessment.

- The resident was coded as being Frequently incontinent for bladder and bowel.
A review of resident #19's Quarterly MDS, with an ARD of 10/23/24, showed:

- Resident #19 did not have a change in her pain; she slightly declined in her mood but still coded as having
minimal depression. Her self-care and mobility areas of care declined, and she required substantial to
maximum assistance for ADLs and mobility. She was coded as being Always Incontinent. The resident now
displayed hallucinations, and her behaviors toward others remained the same.

A review of resident #19's Quarterly MDS, with an ARD of 1/23/25, showed:

The resident displayed hallucinations and delusions, and her depression declined to a score of 7, mild
depression. She displayed behaviors toward others in section E of the MDS 4 to 6 days in the look-back
period. She was dependent for all ADL and mobility care and was now always incontinent. The resident also
displayed non-verbal indicators of pain, although she did not have scheduled pain medication. The resident
has lost a great deal of independence over the last ten months and her behaviors worsened.

Review of resident #19's care plan showed a focus of | have aggressive behaviors physically and verbally
with staff when they are trying to assist with care. | also have a history of sexual behaviors . Interventions:
intervene as necessary to protect the rights and safety of others. Date initiated 07/24/2023. The care plan
failed to show that the facility adequately identified the different individualized behaviors and assessed,
planned, and implemented interventions to prevent the behaviors towards others and to assist with protecting
the resident herself. The resident's care plan did not have person-centered interventions for specific
dementia related behaviors displayed in the medical record or address the decline the resident experienced
with her behaviors and loss of independence.

During an interview on 2/12/25 at 11:40 a.m., staff member P stated resident #19 gets over-stimulated very
quickly and resident #19 needs to be removed from the environment. Staff member P said interventions for
aggressive behaviors were short lived and she (staff member P) will sit and talk to her (#19) for a little bit.

During an interview on 2/12/25 at 3:25 p.m., staff member P stated interventions for resident #19's
aggressive behaviors were a medication change maybe . re-guide her somewhere else. These interventions
were shown to be unsuccessful in deterring the behaviors over time.
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F 0744

Level of Harm - Actual harm

Residents Affected - Few

During an interview on 2/12/2025 at 4:13 p.m., when asked about interventions for resident #19, staff
member F stated, When | was aware (of aggressive behaviors) we did some medication reviews . if she was
constipated, then she would be agitated.

A review of the resident's medical record showed she had ongoing negative and or abusive incidents with
other residents from April 2024 to the date of the survey (refer to F600 - Abuse for the events). The
documentation for the behaviors did not show staff sufficiently took action to protect other residents or
provide ongoing behavioral assessments, or that interventions were identified, implemented, and monitored
in an attempt to ease the resident's behaviors, stress, or anger toward others while protecting the others
residing around the resident, to include:

- Effective Date: 07/03/2024 15:22 Type: Behavior Note, LATE ENTRY Note Text: this resident was in her
wheel chair wondering the halls when she ran into another resident whom was walking in the day room. this
resident what rolling fast and hit the other residents walker on the left side, hitting the walking residents
fingers and almost knocking her over . staff said that this residents was intentionally trying to run over the
walking resident . [sic]

- Effective Date: 07/03/2024 16:40 Type: Behavior Note, LATE ENTRY Note Text: this resident was trying to
hit another resident [unidentified resident initials] with a recliner remote . when staff stepped in the resident
did laugh, looked over to [unidentified resident initials] and said 'i almost gotchya'.

- Effective Date: 7/04/2024 09:35 Type: Behavior Note, LATE ENTRY Note Text: This resident was
wondering in a wheelchair . this resident reached out and grabbed [unidentified resident initials] face. This
resident was able to get ahold of [unidentified resident initials] left eye brow and did create a open area
above [unidentified resident initials] left eye brow . behavior was intentional, due to the fact that this resident
was angry that [unidentified resident initials] was not letting her take the supplies and did yell at [unidentified
resident initials].

- Effective Date: 07/10/2024 15:35 Type: Behavior Note, LATE ENTRY Note text: this resident . started to
torment another resident [unidentified resident initials]. this resident entered into the dining room where the
activity was taking place and intentionally found [unidentified resident initials], started to poke her
aggressively on [resident initials] left shoulder and back. [Unidentified resident initials] asked her to stop
because it was hurting and this resident laughed, continuing to poke . 5 minutes later this resident returned
to the dining room, seeking out [unidentified resident initials]. this resident tried to take [unidentified resident
initials] walker from her by grabbing the bars and dragging it away from [unidentified resident initials].
[Unidentified resident initials] asked this resident to give her walker back in order to use it for walking. staff
had to step in . this resident began to swear and yell at staff . [sic]

- Effective Date: 07/10/2024 15:55 Type: Behavior Note, LATE ENTRY Note Text: . this resident then went
over to the wall and started to take hanging pictures off the wall and tossed them on the ground. this resident
also went to side tables and other dining tables where she would take anything that she could reach/grab or
move and started to throw items on the ground while she made crying sounds .
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F 0744 - Effective Date: 07/17/2024 14:10 Type: Behavior Note, Note Text: resident was running into other residents
while in her wheelchair while wondering the halls . then swung at [unidentified resident initials] head and spit
Level of Harm - Actual harm at her . [sic]

Residents Affected - Few - Effective Date: 07/27/2024 13:30 Type: Behavior Note, LATE ENTRY Note Text: resident . reach over and
pinched [unidentified resident initials] on her right arm a few times before staff was able to separate the
residents. [unidentified resident initials] did say 'ouch'. nurse notified by staff. [sic]

- Effective Date: 07/31/2024 13:50 Type: Behavior Note, LATE ENTRY Note Text: this resident was grabbing
onto another residents arm [resident #10 initials], and trying to pull her down to the ground . [Resident #10
initials] started yelling 'Hey Stop, Ouch that hurt' staff was able to separate the residents and bring [resident
#10 initials] to a safe spot to sit down. [sic]

- Effective Date: 08/02/2024 13:52 Type: Behavior Note, LATE ENTRY Note Text: resident . took the recliner
remote and used it to hit [unidentified resident initials] on the right arm multiple times . yelling out 'ouch, that
hurts' as well as 'stop it'. [sic]

- Effective Date: 08/03/2024 15:57 Type: Behavior Note, LATE ENTRY Note Text: this resident . came up
behind her and grabbed [resident #10 initials] arm the proceeded to try to pull her down to the floor . at that
time this resident took her other hand and grabbed [resident initials] shirt and pulled on the shirt to try to pull
[resident #10 initials] to the ground. staff was able to remove this residents hand from the shirt quickly. [sic]

- Effective Date: 08/03/2024 17:02 Type: Behavior Note, LATE ENTRY Note Text: This resident . went over
to another resident [unidentified resident initials] and slapped the other residents right arm . staff also
witnessed this resident hit [unidentified resident initials] on her chest and grab the front of [unidentified
resident initials] shirt, pulling on it back and forth hitting this residents chest with her fist . [sic]

- Effective Date: 08/15/2024 11:22 Type: Behavior Note, LATE ENTRY Note Text: this resident . grabbed the
back of this residents shirt and pulled her shirt back and forth, hitting the resident back with her fist . [sic]

- Effective Date: 08/15/2024 16:00 Type: Behavior Note, LATE ENTRY Note Text: this resident . began to hit
the back of [unidentified resident initials] head and pull [unidentified resident initials] hair . [sic]

- Effective Date: 08/16/2024 Type: Behavior Note, Note Text: This resident was wondering down the halls in
her wheelchair when she went up to another resident . grabbed the clean laundry cart and continued to push
the cart into the other resident [resident #10 initials] . continued to push the laundry cart into [resident #10
initials] . [sic]
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F 0745 Provide medically-related social services to help each resident achieve the highest possible quality of life.

Level of Harm - Minimal harm or 47752
potential for actual harm
Based on interview and record review, the facility failed to provide medical social services for 1 (#24) of 17
Residents Affected - Few sampled residents. This deficient practice had the potential to negatively impact the resident's mental
well-being. Findings include:

During an interview on 2/10/25 at 3:19 p.m., resident #24 stated she had many traumatic experiences in her
life, starting as a child. Resident #24 stated, My horrible life started when | was a child. Resident #24 went on
to describe her traumatic events (Refer to F699 for more information), and stated, | get angry and sad when |
think about it, and lately | seem to be thinking about my past a lot. | have never been talked to by a social
worker or therapist since my family moved me here. | have talked with some of the girls that take care of me,
but | feel like no one believes me.

During an interview on 2/11/25 at 10:03 a.m., NF2 stated resident #24 did have a very traumatic life and had
suffered a lot. NF2 stated he did not think anyone had every talked to her about her past experiences.

During an interview on 2/12/25 at 11:58 a.m., staff member L stated, If a patient or resident has any past
trauma and it is known to us, we will go and speak with them, and set them up for resources, if they want.
We do have a behavioral counselor on site we can refer to. We do a depression assessment on everyone. |
am not sure if resident #24 was ever assessed for trauma, | am not sure if there is a trauma care plan in
place. Staff member L stated she was not sure if there was a trauma policy and did not know what it was if
there was one. Staff member L stated she could not find any Social Services notes on resident #24. Staff
member L stated, | will go down and talk with the resident, and all | can do is start from here.

Review of a facility document titled, Care within Long Term Care Unit, with a last approved date of 6/2023,
showed:

. Social Service function provides medically-related services to long term care residents, to allow them to
attain or maintain the highest practicable level of physical, mental and, psychological well-being. Such social
services will be made available . [sic]
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F 0758

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Implement gradual dose reductions(GDR) and non-pharmacological interventions, unless contraindicated,
prior to initiating or instead of continuing psychotropic medication; and PRN orders for psychotropic
medications are only used when the medication is necessary and PRN use is limited.

47752

Based on interview and record review, the facility failed to ensure an as needed antianxiety medication was
limited to 14 days, or provide a rationale for continued extension of the medication, for 1 (#24) of 17 sampled
residents. Findings include:

During an interview on 2/10/25 at 3:19 p.m., resident #24 stated at one point she was getting a medication
that would make her feel out of it. Resident #24 stated it was not her pain medication but thought it may have
been an anxiety medication. Resident #24 stated she was not sure why she would be on something like that
and she did not like how it made her feel.

Review of resident #24's medication orders, dated 9/17/24, showed an order for Ativan 0.5 mg by mouth
every 4 hours as needed for anxiety, and a D/C order was received on 12/18/24.

Review of resident #24's medication administration record showed resident #24 received 1 dose of Ativan in
September 2024, 2 doses of Ativan in October 2024, 3 doses in November 2024, and 1 dose of Ativan in
December 2024, for a total of 7 doses in a three-month period.

Review of a facility document titled, Consultant Pharmacist's Progress Note, dated 9/1/24, 9/27/24, 11/1/24,
and 12/1/24 showed:

. The resident is taking the following psychoactive medications: Lorazepam (Ativan) 0.5 mg every 4 house
as needed for anxiety. Effective November 28, 2017, new orders for PRN antipsychotic drugs beyond 14
days will require a resident evaluation to determine if a new order is appropriate. Other PRN psychotropic
drug orders beyond 14 days must be accompanied by documentation in the medical record of the duration
for extended use.

Review of resident #24's physician's progress notes, dated 10/23/24, showed no documentation for the
continued use of Ativan as needed.

During an interview on 2/12/25 at 10:36 a.m., staff member N stated resident #24 was being seen by a
different provider and could not speak to the Ativan order.

During an interview on 2/12/25 at 10:50 a.m., staff member C stated when the medication regimen reviews
are received, they are placed in a folder for the physician to review. Staff member C stated if the physician
agrees with the recommendations, they will place an order to continue or discontinue the medication.

Review of a facility document titled, Psychotropic Medication -Long Term Care, with a last approved date of
6/2023, showed:

. G. Orders for PRN psychotropic medications will be time limited (14 days) and only for specific clearly
documented circumstances and rationale must be provided.
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F 0761 Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments, separately
Level of Harm - Minimal harm or locked, compartments for controlled drugs.

potential for actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45448
Residents Affected - Some
Based on observation, interview, and record review, the facility failed to dispose of expired stock medication,
and ensure the medication cart was secure prior to leaving the area where the medication cart was located.
This deficient practice had the potential to affect residents receiving medications dispensed from the
medication cart. Findings include:

During an observation and interview on [DATE] at 8:29 a.m., staff member G provided access to the
medication cart stock medications. Staff member G was unable to provide information on the process for
handling expired medication because she was a travel nurse and had not been at the facility very long. The
following medications were found to be expired:

- Senna Plus Tablets with an expiration date of ,d+[DATE].

- Acetaminophen Suppositories with an expiration date of ,d+[DATE].

- Glucagon Injection, Gvoke Hypopen, with an expiration date of ,d+[DATE].

Record review of a facility policy, Medication Outdates, with a review date of ,d+[DATE], showed:

.2. Expiration dates are to be monitored on a monthly basis. Areas to be monitored include:

Medication Refrigerator, Locked Medication Cupboard, Medication Cabinet, Medication Cart & Locked
Narcotic Drawers, and Treatment Cart.

3. If outdated medications are found, the nurse will list the name of the expired medication on the medication
expiration sheet and fax sheet and return medications to the designated local pharmacy.

47752

During an observation on [DATE] at 8:11 a.m., staff member G was in the activity/dining room area with the
medication cart. Staff member G walked away from the medication cart, left the activity/dining room, and
walked down the main hallway. The medication cart was left unlocked and unattended. Staff member G
returned to the medication cart at 8:16 a.m. The top drawer of the medication cart had two white paper cups
with medications in them.

During an interview on [DATE] at 8:17 a.m., staff member G stated, | did not lock the cart because it was
parked in the corner, and nobody should bother it. Staff member G stated she should have locked the
medication cart prior to leaving the room.

Review of a facility document titled, Medication Administration, with a last approved date of ,d+[DATE],
showed:
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F 0761

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

. The focus of medication administration is to ensure the process if performed correctly, safely and without

errors while maintaining the security of the medication .
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F 0880

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Many

Provide and implement an infection prevention and control program.
45448

Based on observation, interview, and record review, the facility staff failed to complete proper hand hygiene
during resident medication pass, and use proper PPE when transporting dirty housekeeping equipment, to
the washing machine. This deficient practice had the potential to spread infection to all residents in the
facility receiving care. Findings include:

During an interview and observation on 2/11/25 at 8:29 a.m., staff member G was observed while dispensing
medications to the facility residents. Staff member G stated she was confused as to the correct process for
when to perform hand hygiene. She said she was told to perform hand hygiene after she touched all high
touch surfaces and between each resident. Staff member G said she would usually perform hand hygiene
when she was dispensing the medication into the medication cup. Staff member G was observed to dispense
medication to a facility resident and then approached another facility resident, without performing proper
hand hygiene, and took the resident's heart rate. Staff member G returned to the medication cart,
documented the medications dispensed, then performed hand hygiene prior to dispensing medication into
the medication cup for the next resident.

Record review of a facility policy, Hand Hygiene, last review date 11/2024, showed:

.7. Clean hands:

a. Before touching any patient

. c. After touching any patient

. e. After touching items in patient rooms

f. After touching items outside patient rooms (telephones, keyboards, etc.

47752

2. During an observation and interview on 2/12/25 at 8:25 a.m., staff member | walked into the dirty side of
the laundry area with a clear, plastic bag which contained a dirty mop head. Staff member | walked over to
the washing machine and placed the mop head into the washing machine. Staff member | did not don gloves
or any other PPE equipment prior to putting the dirty mop head into the washing machine. Staff member |
stated he should have put on the required PPE and gloves prior to putting the dirty mop head in the washing

machine, and he had been educated on infection control practices.

Review of a facility document titled, Handling Guidelines, Infectious Wastes, Sharps Containers, Blood Spills,
and Contaminated Laundry, with a last approved date of 11/2024, showed:

. Contaminated Laundry
1. Contaminated laundry is to be handled as little of possible .
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F 0880

Level of Harm - Minimal harm or
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Residents Affected - Many

2. All laundry personnel involved in sorting and/or handling contaminated laundry are to wear appropriate

personal protective equipment.
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