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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to 
receiving treatment and supports for daily living safely.

47510

Based on observation and interview the facility failed to provide a comfortable and homelike environment for 
6 (R #4, R #31, R #36, R #45, R #46, and R #110) of 8 (R #4, R #31, R #36, R #45, R #46, R #64, R #109, 
and R #110) residents sampled for environment, when they failed to:

 1. Repaint and match the existing paint from scuff marks and damage on the walls and doors.

 2. Keep air/heat vents clean and uncovered with plastic. 

 3. Keep resident's commode in safe working condition.

 4. Keep crash carts (a wheeled container carrying medicine and equipment for use in emergency 
resuscitations) free of bugs.

These deficient practices could likely cause residents to feel like they are not living in a comfortable 
home-like environment and like they are not valued. The findings are:

R # 4

A. On 09/17/24 at 2:25 PM, during an observation of R #4's room, revealed the blinds on the window were 
broken and in disrepair. Slats were broken and bent, and the blinds could not be lifted or lowered. The blinds 
were stuck.

B. On 09/27/24 at 9:35 AM, during an interview, the Maintenance Director confirmed R #4's blinds were 
broken and not working.

R #31

C. On 09/16/24 at 2:55 PM, during an observation of R #31's room revealed scuff marks on all the walls and 
a different color of paint was under the scuff mark. The wall behind the head of R #31's bed was a 4' (foot) x 
(by) 4' area that looked like something had been repaired and the repair areas was not painted to match the 
main color of the room. 

(continued on next page)
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D. On 09/27/24 at 9:33 AM, during an interview, the Maintenance Director confirmed the paint on R #31's 
walls were scuffed, and he further confirmed the area behind the head of R #31's bed was not painted. 

R #36

E. On 09/17/24 at 2:45 PM, during an observation of R #36's restroom and interview, the vent was covered 
with plastic, aluminum foil and duct tape and the plastic and aluminum foil was halfway falling off. R #36 
stated it gets cold in the restroom and the vent has been covered for one year.

F. On 09/20/24 at 12:54 PM, during an interview with the administrator, she confirmed there was plastic, 
aluminum foil, and duct tape on R #36's restroom vent and the plastic and aluminum foil was halfway falling 
off. The administrator said that the residents get cold so they covered the vents.

R #45

G. On 09/16/24 at 2:40 PM, during an observation of R #41's bathroom the toilet was turned at an angle, 
which made it harder to sit on the toilet. The window was covered with plastic.

H. On 09/27/24 at 9:37 AM, during an interview, the Maintenance Director confirmed R #41's toilet was at an 
angle and was not sitting straight. The Maintenance Director confirmed the plastic over the bathroom window 
and said it was because it gets cold. 

R #46

I. On 09/18/24 at 9:17 AM, during an observation of R #46's bedroom, the air vent above R #46 head was full 
of lent and dust. 

J. On 09/18/24 at 9:17 AM, during an interview with R #46, he stated the air vent above was full of lent and 
dust and lent falls on his face.

R #110

K. On 09/16/24 at 3:17 PM, an observation of R #110's room. the vent was covered with plastic and duct 
taped to the vent. The duct tape was coming off and the plastic was torn and tattered.

L. On 09/16/24 at 3:19 PM, during an interview, CNA #8 confirmed that there was plastic over the vent and 
that the tape was coming off in R 110's room. 

M. On 09/30/24 at 11:02 AM, during an observation of the Dementia unit crash cart, the crash cart had black 
dead bugs. 

N. On 09/30/24 at 11:03 AM, during an interview with LPN #24, she stated confirmed there were black dead 
bugs on the crash cart. 
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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49313

Based on interview and record review, the facility failed to keep residents free from abuse for 3 (R #12, R 
#94, R #117) of 3 (R #12, R #94, and R #117) residents sampled for abuse when staff failed to:

 1. Prevent staff from being verbally abusive to R #12.

 2. Prevent R #94 from being physically abused, which caused injuries to R #94 face, neck, and hands.

 3. Prevent R #117 from being fearful of staff who provide care.

These deficient practices likely resulted in physical harm to the residents and psychosocial distress 
(unpleasant emotions associated with a highly stressful situation). The findings are:

R #12

A. On 09/17/24 at 10:55 AM, during an interview with R #12, the following was stated:

 1. About five weeks before the interview, she had fallen twice in the restroom.

 2. R #12 fell because CNA #16 told her she was lazy and can do more, so R #12 went to the restroom by 
herself.

 3. R #12 does not want CNA #16 to help her.

B. Record review of Abuse Questionnaire (questions the facility staff use to ask residents to determine if they 
have been abused), dated 08/09/24, revealed R #12's sister told staff that [Name of CNA #16] speaks loudly 
not because resident is hard of hearing, but it's her tone, it's bossy, not right.

C. Record review of Abuse Questionnaire, dated 08/09/24, revealed that R #66 (R #12's roommate) told staff 
that she does not like CNA #16 because she is mean and doesn't talk nice to R #12. 

D. Record review of the Complaint Narrative Investigation Follow-Up Report (5-day), dated 08/21/24, 
revealed the following:

 1. The facility investigation determined that CNA #16 told R #12 that she was lazy because the resident 
stated she could not stand.

 2. CNA #16 was attempting to encourage the resident to do as much for herself as possible.

 3. CNA #16 has a direct, loud approach which seems bossy to the residents.

(continued on next page)
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 4. The facility substantiated that there was verbal abuse by CNA #16.

E. On 09/25/24 at 3:32 PM, during an interview with CNA #17, the following was revealed:

 1. R #12 is not supposed to transfer by herself.

 2. R #12 is selective about which CNAs she will allow to help her.

 3. R #12 does not like CNA #16 helping her.

 4. R #12 has told him that CNA #16 had called her lazy (was unsure of date).

 5. R #12 is more likely to get up without assistance when CNA #16 is working because she doesn't want 
CNA #16's help.

 6. Several residents have told him that CNA #16 is mean to them and they don't like her. 

 7. A couple of months prior to the interview (he was unsure of the date) he told RN #16 and another LPN 
who no longer worked at the facility about CNA #16 calling the residents lazy 

 8. He was unsure what was done after he reported the allegations to the nurses.

F. On 09/25/24 at 3:49 PM, during an interview with RN #16, the following was stated:

 1. On 08/13/24, R #12 told her CNA #16 had told her she was lazy and needed to do things for herself.

 2. On 08/13/24, RN #16 reported to the DON or ADON what R #12 said of CNA #16 telling R #12 she was 
lazy.

 3. Administration made sure that CNA #16 does not work with R #12 anymore. 

 4. She had not been notified about any other incidents of CNA #16 telling residents that they were lazy prior 
to the report by R #12 on 08/13/24 

 5. She was not aware of any other residents who have had issues with CNA #16.

G. On 09/26/24 at 1:24 PM, during an interview with R #66 (R #12's roommate), she stated CNA #16 is rude 
and she heard CNA #16 call R #12 lazy (resident was unsure of the dates). 

H. On 09/26/24 at 4:14 PM, during an interview with the DON, the following was confirmed:

 1. Staff calling a resident lazy would be considered abuse.

 2. She became aware of CNA #16 calling R #12 lazy after speaking with R #12's sister and after R #12 fell 
on [DATE].

(continued on next page)
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 3. Prior to speaking with R #12's sister on 08/13/24, she had not been made aware of CNA #16 being rude 
or calling residents lazy 

 4. After the complaint from R #12's sister, she completed a training with CNA #16 on what verbal abuse 
looks like and being more approachable. 

I. On 09/30/24 at 10:57 AM, during an interview with the Administrator, the following was stated:

 1. She completed the abuse questionnaires from R #12's sister.

 2. She complete the abuse questionnaires from R #66 on 08/09/24 (prior to the complaint from R #12's 
sister on 08/13/24).

 2. She became aware of CNA #16 calling R #12 lazy after R #12's sister called her to report it on 08/13/24.

 3. She was not aware of any concerns about CNA #16 prior to the complaint made by R #12's sister on 
08/13/24.

R #117

J. Record review of R #117 admission record revealed the following:

 1. R #117 was admitted to the facility on [DATE].

 2. R #117 was diagnosed with unspecified psychosis not due to a substance or known physiological 
condition and other specified disorders of brain. 

K. On 09/19/24 at 2:56 PM, during an interview with CNA #24, he stated the following: 

 1. On 09/11/24 at 10 PM, he was walking out the Dementia unit and noticed RN #24 yelling at R #117 in an 
aggressive tone being confrontational and disrespectful. 

 2. CNA #24 saw RN #24 dragged R #117 off the dining room chair and yelled at her, told her You can't 
sleep here; you need to go to your room. 

 3. He reported the incident to the unit manager on 09/12/24.

L. On 09/20/24 at 9:52 AM, during an interview with R #117, she stated the following: 

 1. On multiple occasions RN #24 has hit me on my face, body, and nobody said anything because of 
repercussions (an unintended consequence occurring some time after an event or action, especially an 
unwelcome one). 

 2. She feels that RN #24 degraded her by telling her she had no value, and she was useless. R #117 did not 
provide detail of how many times this has happened.

(continued on next page)
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 3. She was asleep on the dining room chair and RN #24 pulled her up and told her You will not be falling 
asleep here and sat her back down. R #117 did not provide further information.

M. Record review of the facility's Abuse Questionnaire to the residents completed by facility staff on 09/24/24 
revealed R #117 stated I have a threat from staff, she has not worked a shift with me, it's been addressed, 
this woman is dangerous [referring to RN #24]. 

N. On 09/24/24 at 8:34 AM, during an interview with the unit manager, she stated staff did not report the 
incident with R #117 and she did not know anything about the incident.

O. On 09/24/24 at 2:38 PM, during an interview with CNA #24, he stated the following: 

 1. He reported the incident between R #117 and RN #24 to the unit manager during his shift on 09/12/24 at 
2 PM.

 2. He was told by the unit manager to complete a written statement, he completed the statement, and turned 
it in to the unit manager on 09/12/24 around 2:30 PM. 

 3. On 09/12/24 during his 2 PM shift, R #117 told him Last night she (RN #24) dragged me off the chair. R 
#117 was having behaviors and would not allow staff to provide care telling them I don't trust you all on 
09/12/24.

R #94

P. Record review of R #94's admission record revealed the following:

 1. R #94 was admitted to the facility on [DATE].

 2. R #94 was diagnosed with unspecified Dementia (diagnosis given a person has dementia but it can't be 
classified as a specific type) unspecified severity, without behavioral disturbance, psychotic disturbance, 
mood disturbance, and anxiety. 

Q. Record review of R #94's nursing progress notes revealed the following: 

 1. On 9/12/2024 at 6:36 AM, note written by RN #24 stated [Name of R #94] became very agitated while 
being changed, hitting, scratching, kicking, and trying to bite staff, very combative and yelling that we were 
trying to kill her. She had pulled off her nasal cannula and became more combative while staff put it back in 
place thrashing her head back and forth and screaming. She sustained skin tears to both hands and one on 
her left wrist. Skin tears cleaned and dressed with her resisting care and trying to tear the dressings back off. 

 2. According to nurse's progress note written by RN #24 revealed no other staff was present at time of the 
incident.

(continued on next page)
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 3. On 09/12/24 at 1:11 PM, note written by LPN #24 stated, during morning report, night nurse reported 
[Name of R #94] was being combative during brief change and [Name of R #94] had obtained skin tears to 
bilateral (both) hands and left wrist. [Name of R #94] was medicated with as needed medications for pain 
and anxiety by night nurse. [Name of R #94] slept through breakfast. CNA went to get [Name of R #94] up for 
lunch and noted large bruise to right side of face and reported to nurse. [Name of R #94] was assessed for 
further injuries and noted to bruises to right calf. Skin tears cleansed and wrapped and covered with gauze. 
Medicated [Name of R #94] with morphine as needed. Called Power of Attorney (POA) and notified of 
change in condition, called Hospice twice and no response. Notified physician about change in condition. 

 4. Staff did not document any other progress notes in the previous months of R #94 being combative with 
any staff except for RN #24 on 09/12/24 during brief change. 

R. On 09/19/24 at 12:42 PM, during an interview with R #94's Power of Attorney (POA) she stated the 
following:

 1. Family Member (FM) was informed by LPN #24, that R #94 was hitting and biting. 

 2. R #94 obtained some small cuts on her hands.

 3. R #94 obtained a small bruise on her cheek. 

S. On 09/19/24 at 12:51 PM, during an interview with R #94's FM, the following was stated:

 1. POA notified FM (unknown date) R #94 was combative during brief change and asked him to check on R 
#94.

 2. The bruise and the scratches were not small at all and looked big. 

 3. R #94 had a bruise to her face and to her neck. 

T. On 09/19/24 at 2:47 PM, during an observation of R #94 the following was revealed: 

 1. R #94's index finger and middle finger on her left hand had a two-inch cut and an abrasion (a superficial 
injury to the skin or other body tissue caused by rubbing or scraping). 

 2. R #94's right hand had a cut between the thumb and the index finger in a U shape. 

 3. R #94's right cheek and right side of her neck had a purplish and green bruise about two inches in width 
and five inches in length. 

U. On 09/20/24 at 9:21 AM, during an interview with LPN #24 she stated the following:

 1. On 09/12/24 she came into her shift from 6 AM to 2 PM.

 2. During shift change approximately between 6 AM and 6:30 AM, RN #24 informed her R #94 became 
combative during brief change.

(continued on next page)
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 3. R #94 obtained skin tears to both of her left and right hand (bilateral).

 4. RN #24 medicated R #94 with morphine and lorazepam and dressed her wounds.

 5. R #94 slept through breakfast and was checked on by a CNA.

 6. The CNA saw the bruises and injuries on R #94, and she (LPN #24) assessed R #94 and reported the 
incident to the unit manager, the administrator and the DON on 09/12/24 at 12:15 PM.

V. On 09/20/24 at 10:42 AM, during an interview with CNA #25 she stated the following: 

 1. On 09/12/24 (between 5:00 am-6:00 am), CNA #25 was told by RN #24 hurry up and get in here in R #94 
room.

 2. CNA #25 walked into R #94's room and saw blood everywhere; bed sheets, shirt and floor and on RN #24 
hands and upper arms.

 3. CNA #25 asked RN #24 what happened and was told by RN #24 I have to do wound care on her and RN 
#24 did not provide more information. 

 4. RN #24 and herself CNA #25 worked the night shift when incident happened.

 5. CNA #25 did not report what she observed to anyone. 

W. On 09/24/24 at 8:34 AM, during an interview with the unit manager, she stated when LPN #24 reported 
the incident to the unit manager, she instructed LPN #24 to contact the administrator and start a report for R 
#94 [she did not elaborate on time frames or follow up].

X. Record review of the facility's Abuse Questionnaire to the residents completed by facility staff on 09/24/24 
revealed R #51 stated the tall nurse at night hurt my roommate (R #94), she caused the blue on her arms, 
she did that. I forgot to tell. 

The above findings resulted in an Immediate Jeopardy that was called on 10/28/24 at 6:15 PM

The facility submitted a final plan of removal on 10/28/24 at 6:39 PM which replicated effort previously made 
and verified for the F609 IJ on 09/25/24. 

Plan of Removal .The following identification/corrections will be completed by 09/25/24:

-A full abuse investigation will occur within the facility with staff, residents and families of those who are 
unable to speak for themselves to ensure no other residents have witnessed abuse or been abused. 
Descriptors of abuse will be updated on the Facility Abuse Questionnaires to include simplified examples of 
abuse as needed, so that residents understand or are able to answer questions. 

-If any further potential abuse, neglect, exploitation, or mistreatment are brought forward the facility will 
immediately remove the resident from the situation, and ensure they are safe, and reportable filed with the 
state. If a staff member is identified as the alleged perpetrator, they will be suspended immediately, pending 
a thorough investigation. 

(continued on next page)
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-A quiz will be given to all staff members after education to ensure the abuse process is retained. The quiz 
will include who the staff notifies upon alleged abuse identification (the abuse coordinator or DON), and 
when they notify (immediately).

-Staff will be provided the corporate compliance telephone number to anonymously report allegations or 
suspected abuse if they are afraid to report to the abuse coordinator or DON.

-An audit of current memory care residents' skin will occur to ensure that there are no unidentified signs of 
injury or abuse. If any concerns are noted, the change in condition process will be followed and notifications 
to the provider, family and abuse coordinator will occur to ensure monitoring occurs. A report to the state 
agency will occur as necessary.

-The nurse in question was placed on Administrative leave at 10:30 am on September 12, 2024 and was not 
permitted back on site. She was terminated on September 16th after the investigation was complete .
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41755

Recite from 06/20/24

Based on observation, record review, and interview the facility failed to report alleged allegations of abuse to 
the State Agency for 4 (R #12, R #16, R #94 and R #117) of 5 (R #12, R #16, R #94, R #117 and R #133) 
residents sampled for abuse, when they failed to; 

 1. Report R #12's allegation of abuse within 2 hours. 

 2. Submit R #16's 5 day follow-up report to the state agency within 5 working days.

 3. Report R #94's allegation of abuse within 2 hours 

 4. Report R #117's allegation of abuse within 2 hours

If the facility fails to report allegations of abuse and the results of the investigations to the State Survey 
Agency, then corrective action may not be taken, and residents could likely suffer serious bodily injury. The 
facility's failure to report witnessed abuse of R #117 by RN #24 likely resulted in RN #24 being able to 
physically abuse R #94 a few hours later. The findings are: 

R #12

A. On 09/17/24 at 10:55 AM, during an interview with R #12, the following was stated:

 1. About five weeks before the interview, she had fallen twice in the restroom.

 2. She fell because CNA #16 told her she was lazy and could do more, so she went to the restroom by 
herself. 

 3. She does not want CNA #16 to help her.

B. Record review of Abuse Questionnaire (questions the facility staff use to ask residents to determine if they 
have been abused), dated 08/09/24, revealed that R #12's sister told staff that CNA #16 speaks loudly not 
because resident is hard of hearing, but it's her tone, it's bossy, not right.

C. Record review of Abuse Questionnaire, dated 08/09/24, revealed that R #66 (R #12's roommate) told staff 
that she does not like CNA #16 because she is mean and doesn't talk nice to R #12. 

D. Record review of Abuse Questionnaire, dated 08/09/24, revealed that R #5 told staff that CNA #16 was 
not helpful and bossed her around.

E. On 09/25/24 at 3:32 PM, during an interview CNA #17, the following was stated:

 1. R #12 is not supposed to transfer by herself.

(continued on next page)
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 2. R #12 is selective about which CNAs she will allow to help her.

 3. R #12 does not like CNA #16 to help her.

 4. R #12 has told him that CNA #16 had called her lazy (was unsure of date).

 5. R #12 is more likely to get up without assistance when CNA #16 is working, because she doesn't want 
CNA #16's help.

 6. Several residents have told him that CNA #16 is mean to them and they don't like her.

 7. R #73 told him that CNA #16 had called her lazy (was unsure of date). 

 8. A couple of months prior (unsure of the date) to the interview he told RN #16 and another LPN who is no 
longer working at the facility about CNA #16 calling the residents lazy. 

 9. He was unsure what was done after he reported the allegations to the nurses.

F. On 09/25/24 at 3:49 PM, during an interview with RN #16, the following was stated:

 1. On 08/13/24, R #12 told her that CNA #16 had told her she was lazy and needed to do things for herself.

 2. On 08/13/24, RN #16 reported to the DON or ADON what R #12 said of CNA #16 telling R #12 she was 
lazy.

 3. Administration made sure that CNA #16 did not work with R #12 anymore. 

 4. She had not been notified about any other incidents of CNA #16 telling residents that they were lazy prior 
to the report by R #12 on 08/13/24 

 5. She was not aware of any other residents who have had issues with CNA #16.

G. On 09/26/24 at 4:14 PM, during an interview with the DON, the following was confirmed:

 1. Staff calling a resident lazy would be considered abuse.

 2. She became aware of CNA #16 calling R #12 lazy after speaking with R #12's sister after R #12 fell on 
[DATE].

 3. Prior to speaking with R #12's sister on 08/13/24, she had not been made aware of CNA #16 being rude 
or calling resident's lazy 

 4. If she had been made aware of CNA #16 calling resident's lazy prior to 08/13/24, the facility would have 
reported it to the SA, CNA #16 would have been suspended until her or the administrator completed an 
investigation.

(continued on next page)
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 5. Staff were expected to report any allegations of abuse to their charge nurse, unit manager, DON, or 
Administrator.

 6. The expectation was for any nurse or unit manager who received an allegation of abuse to report it to the 
DON or Administrator.

H. On 09/30/24 at 10:57 AM, during an interview with the Administrator, the following was revealed:

 1. She had completed the abuse questionnaires from R #12's sister, R #66, and R #5 on 08/09/24 due to 
allegation of abuse. 

 2. She became aware of CNA #16 calling R #12 lazy after R #12's sister called her to report it on 08/13/24. 

 3. Prior to the report by R #12's sister on 08/13/24, she had not been made aware of CNA #16 calling 
residents lazy

R #16

I. On 09/18/24 at 11:44 AM, during an interview, R #16 stated approximately one month ago (unsure of exact 
date) his ex-roommate hit him with a cane. R #16 stated that staff intervened during the incident, and his 
roommate was moved to another room. 

J. Record review of R #16's progress note dated 09/07/24 at 2:32 PM revealed R #16 and roommate had a 
physical altercation at approximately 8:45 AM, R #16 was hit in the face and head by roommate On 
assessment, resident has small area of localized inflammation (swelling to a confined area) to right 
zygomatic arch (cheek bone) and temple, and small area of tenderness and redness to the bridge of his 
nose. No open injuries or breaks to the skin . 

K. Record review of the facility's incident report revealed that the altercation between R #16 and his 
roommate was reported to the State Survey Agency on 09/07/24 at 10:05 AM.

L. Record review of the facility's 5 day follow-up report (no date) revealed that R #16's roommate was moved 
to another room on 09/07/24 after the incident. The 5 day follow-up report was not sent to the State Survey 
Agency until 09/18/24 at 1:55 PM. 

M. On 09/27/24 at 10:35 AM, during an interview with the DON, she confirmed that the 5 day follow-up report 
for R #16's incident on 09/07/24 was sent to the State Survey Agency on 09/18/24 and was not sent within 5 
working days of the incident. 

R #117

N. Record review of R #117 admission record revealed the following:

 1. R #117 was admitted to the facility on [DATE].

 2. R #117 was diagnosed with unspecified psychosis not due to a substance or known physiological 
condition and other specified disorders of brain. 

(continued on next page)
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O. On 09/19/24 at 2:56 PM, during an interview with CNA #24 he stated the following: 

 1. On 09/11/24 at 10 PM, he was walking out the Dementia unit and noticed RN #24 yelling at R #117 in an 
aggressive tone being confrontational and disrespectful. 

 2. CNA #24 saw RN #24 drag R #117 off the dining room chair and yelled at her, told her You can't sleep 
here; you need to go to your room. 

 3. He reported the incident to the unit manager on 09/12/24.

P. On 09/20/24 at 9:52 AM, during an interview with R #117, she stated the following: 

 1. On multiple occasions RN #24 has hit me on my face, body, and nobody said anything because of 
repercussions (an unintended consequence occurring some time after an event or action, especially an 
unwelcome one). 

 2. She feels that RN #24 has degraded her by telling her she had no value, and she was useless. R #117 
did not provide detail of how many times this has happened.

 3. She was asleep on the dining room chair and RN #24 pulled her up and told her You will not be falling 
asleep here and sat her back down. R #117 did not provide further information.

Q. Record review of the facility's Abuse Questionnaire to the residents completed by facility staff on 09/24/24 
revealed R #117 stated I have a threat from staff, she has not worked a shift with me, it's been addressed, 
this woman is dangerous [referring to RN #24]. 

R. On 09/24/24 at 8:34 AM, during an interview with the unit manager, she stated staff did not report the 
incident with R #117 and she did not know anything about the incident.

S. On 09/24/24 at 2:38 PM, during an interview with CNA #24, he stated the following: 

 1. He reported the incident between R #117 and RN #24 to the unit manager during his shift on 09/12/24 at 
2 PM.

 2. He was told by the unit manager to complete a written statement, he completed the statement and turned 
it in to the unit manager on 09/12/24 around 2:30 PM. 

 3. On 09/12/24 during his 2 PM shift, R #117 told him Last night she (RN #24) dragged me off the chair. R 
#117 was having behaviors and would not allow staff to provide care telling them I don't trust you all on 
09/12/24.

R #94

T. Record review of R #94's admission record revealed the following:

 1. R #94 was admitted to the facility on [DATE].

(continued on next page)
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 2. R #94 was diagnosed with unspecified Dementia (diagnosis given a person has dementia but it can't be 
classified as a specific type) unspecified severity, without behavioral disturbance, psychotic disturbance, 
mood disturbance, and anxiety. 

U. Record review of R #94's nursing progress notes revealed the following: 

 1. On 9/12/2024 at 6:36 AM, note written by RN #24 stated [Name of R #94] became very agitated while 
being changed, hitting, scratching, kicking, and trying to bite staff, very combative and yelling that we were 
trying to kill her. She had pulled off her nasal cannula and became more combative while staff put it back in 
place thrashing her head back and forth and screaming. She sustained skin tears to both hands and one on 
her left wrist. Skin tears cleaned and dressed with her resisting care and trying to tear the dressings back off. 

 2. According to nurse's progress note written by RN #24 revealed no other staff was present at time of the 
incident.

 3. On 09/12/24 at 1:11 PM, note written by LPN #24 stated, during morning report, night nurse reported 
[Name of R #94] was being combative during brief change and [Name of R #94] had obtained skin tears to 
bilateral (both) hands and left wrist. [Name of R #94] was medicated with as needed medications for pain 
and anxiety by night nurse. [Name of R #94] slept through breakfast. CNA went to get [Name of R #94] up for 
lunch and noted large bruise to right side of face and reported to nurse. [Name of R #94] was assessed for 
further injuries and noted to bruises to right calf. Skin tears cleansed and wrapped and covered with gauze. 
Medicated [Name of R #94] with morphine as needed. Called Power of Attorney (POA) and notified of 
change in condition, called Hospice twice and no response. Notified physician about change in condition. 

 4. Staff did not document any other progress notes in the previous months of R #94 being combative with 
any staff except for RN #24 on 09/12/24 during brief change. 

 V. On 09/19/24 at 12:42 PM, during an interview with R #94's Power of Attorney (POA) she stated the 
following:

 1. Family Member (FM) was informed by LPN #24, that R #94 was hitting and biting. 

 2. R #94 obtained some small cuts on her hands.

 3. R #94 obtained a small bruise on her cheek. 

W. On 09/19/24 at 12:51 PM, during an interview with R #94's FM, the following was stated:

 1. POA notified FM (unknown date) R #94 was combative during brief change and asked him to check on R 
#94.

 2. The bruise and the scratches were not small at all and looked big. 

 3. R #94 had a bruise to her face and to her neck. 

X. On 09/19/24 at 2:47 PM, during an observation of R #94 the following was revealed: 

(continued on next page)
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 1. R #94's index finger and middle finger on her left hand had a two-inch cut and an abrasion (a superficial 
injury to the skin or other body tissue caused by rubbing or scraping). 

 2. R #94's right hand had a cut between the thumb and the index finger in a U shape. 

 3. R #94's right cheek and right side of her neck had a purplish and green bruise about two inches in width 
and five inches in length. 

Y. On 09/20/24 at 9:21 AM, during an interview with LPN #24, she stated the following:

 1. On 09/12/24, LPN #24 came onto her shift from 6 AM to 2 PM.

 2. During shift change meeting approximately between 6 AM and 6:30 AM, RN #24 informed her R #94 
became combative during brief change.

 3. R #94 obtained skin tears to both of her left and right hand (bilateral).

 4. RN #24 medicated R #94 with morphine and lorazepam and dressed her wounds.

 5. R #94 slept through breakfast and was checked on by a CNA.

 6. The CNA saw the bruises and injuries on R #94, and she (LPN #24) assessed R #94 and reported the 
incident to the unit manager, the administrator and the DON on 09/12/24 at 12:15 PM.

Z. On 09/20/24 at 10:42 AM, during an interview with CNA #25 she stated the following: 

 1. On 09/12/24 (between 5:00 am-6:00 am), CNA #25 was told by RN #24 hurry up and get in here in R #94 
room.

 2. CNA #25 walked into R #94's room and saw blood everywhere; bed sheets, shirt and floor and on RN #24 
hands and upper arms.

 3. CNA #25 asked RN #24 what happened and was told by RN #24 I have to do wound care on her and RN 
#24 did not provide more information. 

 4. RN #24 and herself CNA #25 worked the night shift when incident happened.

 5. CNA #25 did not report what she observed to anyone. 

AA. On 09/24/24 at 8:34 AM, during an interview with the unit manager, she stated when LPN #24 reported 
the incident, she instructed LPN #24 to contact the administrator and start a report for R #94 [she did not 
elaborate on time frames or follow up].

BB. Record review of the facility's Abuse Questionnaire to the residents completed by facility staff on 
09/24/24 revealed R #51 stated the tall nurse at night hurt my roommate (R #94), she caused the blue on her 
arms, she did that. I forgot to tell. 

The above findings resulted in an Immediate Jeopardy that was called on 09/24/24 at 5:48 PM

(continued on next page)
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The facility submitted a final plan of removal on 09/25/24 and implementation was verified onsite. 

Plan of Removal .The following identification/corrections will be completed by 09/25/24:

-A full abuse investigation will occur within the facility with staff, residents and families of those who are 
unable to speak for themselves to ensure no other residents have witnessed abuse or been abused. 
Descriptors of abuse will be updated on the Facility Abuse Questionnaires to include simplified examples of 
abuse as needed, so that residents understand or are able to answer questions. 

-If any further potential abuse, neglect, exploitation, or mistreatment are brought forward the facility will 
immediately remove the resident from the situation, and ensure they are safe, and reportable filed with the 
state. If a staff member is identified as the alleged perpetrator, they will be suspended immediately, pending 
a thorough investigation. 

-A quiz will be given to all staff members after education to ensure the abuse process is retained. The quiz 
will include who the staff notifies upon alleged abuse identification (the abuse coordinator or DON), and 
when they notify (immediately).

-Staff will be provided the corporate compliance telephone number to anonymously report allegations or 
suspected abuse if they are afraid to report to the abuse coordinator or DON.

-An audit of current memory care residents' skin will occur to ensure that there are no unidentified signs of 
injury or abuse. If any concerns are noted, the change in condition process will be followed and notifications 
to the provider, family and abuse coordinator will occur to ensure monitoring occurs. A report to the state 
agency will occur as necessary .
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Ensure each resident receives an accurate assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41755

Based on record review and interview, the facility failed to ensure the Minimum Data Set Assessment (MDS, 
part of the U.S. federally mandated process for clinical assessment of all residents in Medicare or 
Medicaid-certified nursing homes. It is a core set of screening, clinical and functional status elements, 
including common definitions and coding categories, which forms the foundation of a comprehensive 
assessment) was accurate for 2 (R #12 and R #14) of 10 (R #12, R #13, R #14, R #20, R #23, R #40, R #60, 
R #81, R #118 and R #292) residents review for MDS assessment accuracy. This deficient practice could 
likely result in the facility not having an accurate assessment of the residents' needs. The findings are: 

R #12

A. On 09/17/24 at 10:50 AM, during an interview with R #12, she stated that she had a Urinary Tract 
Infection (UTI) for the past couple of months. 

B. Record review of R #12's physician orders revealed the following: 

 1. Order date 04/16/24, ciprofloxacin HCL (antibiotic) 500 mg every 12 hours for suspected UTI for 5 days. 

 2. Order date 04/19/24, Macrobid (antibiotic) 100 mg every 6 hours for UTI for 5 days.

C. Record review of R #12's Annual MDS dated [DATE], revealed staff did not document R #12 had a UTI 
within the past 30 days.

D. On 09/26/24 at 3:53 PM, during an interview with the DON, she confirmed the following:

 1. R #12 had orders for ciprofloxacin on 04/16/24 and Macrobid on 04/19/24 to treat a UTI. 

 2. Staff documented in the Annual MDS, dated [DATE], that R #12 did not have a UTI within the previous 30 
days.

 3. Staff should have documented in the Annual MDS dated [DATE], that R #12 had a UTI within the previous 
30 days.

R #14

E. On 09/21/24 at 10:21 AM, during an interview with R #14, she stated she had a feeding tube 
(Percutaneous Endoscopic Gastrotomy Tube/PEG; medical procedure in which a tube is passed into a 
patient's stomach through the abdominal wall, most commonly to provide a means of feeding when oral 
intake is not adequate).

F. Record review of R #14's physician's orders (multiple dates) revealed the following: Order date 07/15/24, 
flush PEG tube twice daily with 60 ml of water. 

(continued on next page)
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G. Record review of R #14's Medicare 5-day MDS assessment dated [DATE], revealed that staff did not 
document that R #14 received fluid via her PEG tube. 

H. On 09/27/24 at 9:50 AM, during an interview with RN #1, she confirmed R #14 had a PEG tube since her 
initial readmission on 08/10/24. 

I. On 09/27/24 at 10:40 AM, during an interview with the MDS LPN, she confirmed that R #14's PEG tube 
flushes were not captured on her readmission (Medicare 5-day) MDS assessment.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41755

Based on record review and interview the facility failed to develop and implement a comprehensive 
person-centered care plan for 2 (R #14 and R #123) of 8 (R #14, R #16, R #29, R #40, R #118, R #123, R 
#292 and R #293) residents reviewed for care plans. Failure to develop and implement a resident centered 
care plan may result in staff's failure to understand and implement the needs and treatments of residents 
possibly resulting in worsening of medical condition. The findings are:

R #14

A. On 09/21/24 at 10:21 AM, during an interview with R #14, she stated she had a feeding tube 
(Percutaneous Endoscopic Gastrotomy Tube/PEG; medical procedure in which a tube is passed into a 
patient's stomach through the abdominal wall, most commonly to provide a means of feeding when oral 
intake is not adequate)

B. Record review of R #14 Admission Record (no date) revealed the following.

 1. Initial admitted [DATE].

 2. Readmitted [DATE].

 3. Diagnosis: Gastrostomy status (presence of an artificial opening to the stomach).

C. Record review of R #14's physician's orders revealed an order dated 07/15/24, flush PEG tube twice daily 
with 60 ml of water. 

D. Record review of R #14's care plan dated 07/08/24 revealed the care plan did not contain a care plan for 
care of R #14's PEG tube. 

E. On 09/27/24 10:04 AM, during an interview with the DON, she confirmed that R #14's care plan did not 
include care for the PEG tube. 

R #123

F. Record review of R #123's Admission Record (no date) revealed an admitted [DATE].

G. Record review of R #123's Admission MDS (comprehensive assessment) dated 06/11/24 revealed R 
#123 had two unstageable deep tissue injuries (pressure ulcer or bed sore where the depth of the wound is 
obscured by a layer of dead tissue). 

H. Record review of R #123's care plan dated 06/10/24 revealed the care plan did not contain a plan in for 
care of R #123's unstageable deep tissue injuries. 

I. On 09/27/24 10:09 AM, during an interview with the DON, she confirmed that R #123's care plan did not 
include care for R #123's unstageable deep tissue injuries. 

4519325047

02/11/2025



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

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

325047 10/28/2024

Casa DE Oro Center 1005 Lujan Hill Road
Las Cruces, NM 88005

F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41755

Recite from 06/20/24

Based on record review, observation, and interview, the facility failed to ensure care plans were reviewed 
and revised for 9 (R #4, R #12, R #45, R #60, R #81, R #109, R #110, R #111, and R #118) of 9 (R #4, R 
#12, R #45, R #60, R #81, R #109, R #110, R #111, and R #118) residents reviewed for care plans when 
they failed to:

 1. Have the required Interdisciplinary Team (IDT, team members from different disciplines working 
collaboratively, with a common purpose, to set goals, make decisions and share resources and 
responsibilities) members participate in the care plan meeting for R #4, R #45, R #60, R #81, and R #109. 

 2. Have the care plan meeting within seven days after the completion of the Minimum Data Set assessment 
(MDS, part of the U.S. federally mandated process for clinical assessment of all residents in Medicare or 
Medicaid-certified nursing homes. It is a core set of screening, clinical and functional status elements, 
including common definitions and coding categories, which forms the foundation of a comprehensive 
assessment) for R #60 and R #81. 

 3. Revise the care plan with the most current resident information for R #4, R #12, R #81, R #110, R #111, 
and R #118. 

These deficient practices could likely result in the care plan not being updated with the most current resident 
conditions and appropriate interventions, staff being unaware of changes in care provided, and residents not 
receiving the care related to changes in their health status or healthcare decisions. The findings are:

IDT Team

R #4 

A. Record review of R #4's care plan meeting note, dated 07/23/24, revealed the staff that were present for 
the meeting were: UM #16, the Activities Director (AD), and the Social Services Assistant (SSA).

R #45

B. Record review of R #45's care plan meeting note, dated 07/03/24, revealed the staff that were present for 
the meeting were: UM #16, LPN #40, AD, and the SSA, and the SSD.

R #60

C. Record review of the care plan meeting note, dated 06/20/24, revealed the staff that were present for the 
meeting were: UM #16, the AD, the SSD, and the SSA.

(continued on next page)
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R #81

D. Record review of the care plan meeting note, dated 06/06/24, revealed the staff that were present for the 
meeting were: UM #16, the AD, the SSD, and the SSA.

R #109

E. Record review of R #109's care plan meeting note dated 08/22/24, revealed the staff that were present for 
the meeting were: UM #16, the DON, the AD, the SSD, and the SSA.

F. On 09/26/24 at 3:39 PM, during an interview with the DON, the following was stated:

 1. The SSA attended the care plan meetings as a CNA.

 2. The SSA works all the floors in the facility.

 3. The UM does not provide direct resident care.

 4. Providers do not attend the care plan meetings unless the resident or their representative request their 
attendance.

G. On 09/30/24 at 11:40 AM, during an interview with the SSA, the following was confirmed:

 1. She is a CNA.

 2. She attended the care plan meetings as the SSA, not a CNA.

 3. She has worked one of the halls in the facility but has not worked the other halls.

 4. She was not familiar with the daily care of the residents who are on halls other than the hall she works.

H. On 09/30/24 at 11:44 AM, during an interview with the SSD, the following was confirmed:

 1. UM #16 attended the care plan meeting as the nurse and provides the information about the resident's 
care.

 2. The providers are not invited to the care plan meeting unless the resident or their representative request 
for the provider to be present.

 3. They do not contact the providers for input prior to the care plan meetings. 

I. On 09/30/24 at 11:52 AM, during an interview with UM #16, the following was confirmed:

 1. She attended the care plan meetings as the nurse.

 2. She pulled notes from resident records to provide information at the care plan meetings. 

(continued on next page)
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 3. She would not be familiar with changes in the resident status and daily care if it was not documented in 
the medical record. 

Care Plan Timing

R #60

J. Record review of R #60's admission record, no date, revealed R #60 was admitted to the facility on 
[DATE].

K. On 09/17/24 at 11:10 AM, during an interview with R #60, she stated she didn't think she had been invited 
or attended a care plan meeting since admission. 

L. Record review of R #60's MDS assessments, multiple dates, revealed the following:

 1. Staff completed a quarterly MDS assessment for R #60 on 03/04/24.

 2. Staff completed a quarterly MDS assessment for R #60 on 05/30/24.

 3. Staff completed an annual MDS assessment for R #60 on 08/26/24.

M. Record review of progress notes, dated 01/01/24 through 09/20/24, revealed the following:

 1. Staff did not complete a care plan meeting after R #60's quarterly MDS assessment was completed on 
03/04/24.

 2. R #60 had a care plan meeting on 06/20/24 (not within 7 days of the quarterly MDS assessment 
completed on 05/30/24).

 3. Staff did not complete a care plan meeting after R #60's annual MDS assessment was completed on 
08/26/24.

N. On 09/26/24 at 3:39 PM, during an interview with the DON, the following was confirmed:

 1. Care plan meetings are expected to occur within 7 days of the completion of the MDS assessment.

 2. R #60 should have had a care plan meeting after the completion of the MDS assessment on 03/04/24.

 3. R #60 had one care plan meeting on 06/20/24 which was not within 7 days after the MDS assessment 
that was completed on 05/30/24.

 4. R #60 should have had a care plan meeting after the completion of the MDS assessment on 08/26/24.

R #81

(continued on next page)
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O. Record review of R #81's admission record, no date, revealed R #81 was admitted to the facility on 
[DATE].

P. On 09/16/24 at 2:55 PM, during an interview with R #81, she stated she had not been invited or attended 
a care plan meeting since admission. 

Q. Record review of R #81's MDS assessments, multiple dates, revealed the following:

 1. Staff completed a quarterly MDS assessment for R #60 on 03/05/24.

 2. Staff completed a quarterly MDS assessment for R #60 on 05/28/24.

 3. Staff completed an annual MDS assessment for R #60 on 08/27/24.

R. Record review of progress notes, dated 01/01/24 through 09/20/24, revealed the following:

 1. Staff did not complete a care plan meeting after R #60's quarterly MDS assessment was completed on 
03/05/24.

 2. R #81 had a care plan meeting on 06/06/24 (not within 7 days of the quarterly MDS assessment 
completed on 05/28/24).

 3. R #81 had a care plan meeting on 09/05/24 (not within 7 days of the quarterly MDS assessment 
completed on 08/27/24).

S. On 09/26/24 at 3:45 PM, during an interview with the DON, the following was confirmed:

 1. Care plan meetings are expected to occur within 7 days of the completion of the MDS assessment.

 2. R #81 had two care plan meetings:

 a. R #81 should have had a care plan meeting after completion of the MDS assessment on 03/05/24.

 b. A care plan meeting was held on 06/06/24 which was not within 7 days after the MDS assessment that 
was completed on 05/28/24.

 c. A care plan meeting was held on 09/05/25 which was not within 7 days after the MDS assessment 
completed on 08/27/24.

Care Plan Revisions

R #4

T. Record review of R #4's admission record revealed R #4 was admitted to the facility on [DATE].

U. Record review of R #4's physician's orders dated 12/19/23 revealed oxygen, 2 liters via nasal canula as 
needed.

(continued on next page)
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V. Record review of R #4's care plan dated 07/08/24 revealed the oxygen and interventions for the oxygen 
are not care planned for.

R #12

W. On 09/17/24 at 10:52 AM, during an observation and interview with R #12, the following was revealed:

 1. She had frequent diarrhea that doesn't give her time to go to the restroom.

 2. She takes a liquid medication in the morning to stop the diarrhea. 

 3. Sometimes she has trouble using the restroom because she has constipation. 

 4. She had a bandage to her right heel.

 5. She was unsure how frequently staff change the dressing to her heel.

X. Record review of R #12's physician orders (multiple dates), revealed the following:

 1. An order dated 02/02/24 through 07/14/24, for Miralax (a laxative that can treat occasional constipation) 
daily for constipation. 

 2. An order dated 07/11/24, for Metamucil (a fiber supplement that supports digestive help and maintains 
bowel regularity) to be given daily for intermittent diarrhea and constipation.

 3. An order dated 07/14/24, for Miralax as needed for constipation.

 4. An order dated 09/24/24, to apply heel protectors to bilateral feet or elevate feet with pillow at all times 
while in bed.

Y. Record review of R #12's skin assessments multiple dates, revealed the following:

 1. On 08/16/24, R #12 had bruising to her right heel.

 2. On 09/10/24, R #12 had bruising to her right heel.

Z. On 09/25/24 at 3:20 PM, during an interview with RN #16, the following was stated:

 1. R #12 had a deep tissue injury on her right heel. 

 2. The wound looks like she had a blister that burst, and it is dry. 

 3. Staff are cleansing wound and placing Mepilex (an absorbent foam dressing to manage a wide range of 
chronic and acute wounds) to cover the closed wound. 

 4. Confirmed R #12 does not have any orders for wound care. 

(continued on next page)
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 5. She was instructed to place a pillow under R #12's legs to prevent her heels from touching bed.

 6. R #12 frequently puts pillow under her knees and rests heels on the bed.

AA. Record review of R #12's care plan, dated 09/16/24, revealed the following:

 1. Staff did not revise R #12's care plan to include interventions for constipation and diarrhea.

 2. Staff did not revise R #12's care plan to include that R #12 had bruising to her right heel and interventions 
that were in place to heal or prevent worsening of the injury.

BB. On 09/26/24 at 4:04 PM, during an interview with the DON, she confirmed the following:

 1. R #12 was receiving care for intermittent diarrhea and constipation.

 2. R #12's care plan did not include that R #12 was being treated for intermittent constipation and diarrhea.

 3. R #12's care plan should have been revised to include that she was being treated for constipation and 
diarrhea. 

 4. R #12's care plan did not include that R #12 had bruising to her right heel and that she had an order for 
pressure relieving boots.

 5. R #12's care plan should have been revised to include that R #12 had bruising to her right heel and staff 
were supposed to apply pressure relieving boots when in bed.

R #81

CC. On 09/16/24 at 3:03 PM, during an interview with R #81, the following was stated:

 1. She had been constipated for 14 days.

 2. Staff gave her medications, but the medication did not work.

DD. Record review of R #81's physician's orders (multiple dates), revealed the following:

 1. An order dated 11/21/23, for Milk of Magnesia (laxative that can treat constipation, upset stomach, and 
heartburn) as needed for constipation if not bowel movement in 3 days.

 2. An order dated 11/21/23, for Dulcolax suppository (a stimulant laxative for fast relieve of constipation), 
insert one suppository rectally as needed for constipation if no result from Milk of Magnesia or Miralax 
(laxative that can treat occasional constipation) by next shift.

 3. An order dated 09/14/24 for a Kidneys Ureters and Bladder (KUB) x-ray.

 4. An order dated 09/16/24, for Miralax Oral Powder one time a day for constipation.

(continued on next page)
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 5. An order dated 09/17/24, for sennosides-docusate sodium (stimulant laxative that helps to cause 
movement in the intestines) tablet one time a day for constipation for 14 days.

EE. Record review of R #81's care plan, revised 09/16/24, revealed staff did not revise her care plan to 
include her diagnosis of constipation and the interventions in place to relieve her constipation.

FF. On 09/26/24 at 3:33 PM, during an interview with the DON, the following was confirmed:

 1. R #81 had a diagnosis of constipation.

 2. R #81 had medications ordered to treat constipation.

 3. Staff did not revise R #82's care plan to include her diagnosis of constipation and the interventions that 
were in place.

 4. Her expectation is for staff to update the care plan with any new diagnoses and interventions that are 
being provided.

R #110 

GG. On 09/17/24 at 1:16 PM, during an interview, R #110 stated she is a smoker.

HH. Record review of R #110's care plan dated 09/06/24 revealed R #110's smoking was not care planned 
for.

II. On 09/23/24 at 11:04 AM, during an interview, the DON stated R #110's care plan should document that R 
#110 does smoke. 

R #111 

JJ. Record review of R #111's admission record, no date, revealed that R #111 has a diagnosis of type 2 
diabetes mellitus (a chronic disease that occurs when the body doesn't produce enough insulin or use it 
properly, resulting in high blood sugar levels), chronic kidney disease stage 3 (kidneys have mild to 
moderate damage, and they are less able to filter waste and fluid out of your blood) and a dependence on 
renal dialysis (a condition where a person's kidneys are no longer functioning properly and they require 
regular dialysis treatment to survive).

KK. On 09/23/24 at 10:49 AM, during an interview, R #111 said that she did not go to her last two dialysis 
appointments because she didn't feel like going. 

LL. Record review of R #111's care plan dated 07/22/24, revealed the care plan did not contain any 
documentation of R #111 had refused to go to dialysis.

MM. On 09/23/24 at 11:04 AM, during an interview, the DON stated R #111's refusal of care should be care 
planned for.

R #118 

(continued on next page)
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NN. Record review of R #118's Admission Record (no date) revealed the following.

 1. admitted [DATE].

 2. Diagnosis: Obstructive and reflex uropathy (blockage that prevents urine from flowing naturally through 
the urinary system).

OO. Record review of R #118's physician's orders revealed: Order date 07/03/24, replace drainage system if 
disconnections or leakage occur as needed for foley care (process of caring for a Foley catheter, a flexible 
tube that drains urine from the bladder). 

PP. Record review of R #118's progress notes revealed:

 1. Nurse note dated 09/17/24 11:40 AM, R #118 reported pain in peri area (perineum, area of the body 
between the anus and the genitals). Urinary catheter was set up for flush (procedure that involves rinsing out 
a catheter to remove debris and keep it clean) using aseptic technique (method used to prevent 
contamination with microorganisms). When attached to flush catheter was very resistant. Catheter was not 
able to be flushed due to resistance, catheter was removed. Catheter insertion was attempted using sterile 
technique, attempt failed.

 2. Nurse note 09/17/24 10:04 PM catheter not in. 

 3. Nurse note 09/18/24 6:58 AM no foley catheter in place 

 4. Nurse note 09/18/24 1:56 PM no foley in place.

 5. Nurse note 09/18/24 9:03 PM does not have foley catheter at this time.

 6. Nurse note 09/19/24 5:08 AM does not have foley catheter at this time. 

QQ. Record review of R #118's care plan dated 06/28/24 revealed R #118 required indwelling (medical 
devices that are left inside the body to perform a function such as draining urine) foley catheter. 

RR. On 09/27/24 10:14 AM, during an interview with the DON, she confirmed that R #118's care plan should 
have been updated when R #118's foley catheter was removed to show that she no longer had a foley 
catheter in place. 
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Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41755

Based on record review and interview, the facility failed to meet professional standards of care for 1 (R #293) 
of 1 (R #293) residents reviewed for wound care when they failed to complete wound care as ordered. This 
deficient practice could likely result in delays in wound healing or worsening of wound condition. The findings 
are:

A. Record review of R #293's Admission Record (no date) revealed an admitted [DATE].

B. Record review of R #293's physician's orders revealed: Order date 07/03/24 cleanse outer side and 
bottom of left foot with wound wash, pat dry, apply Skin-prep (liquid or wipe used as part of wound treatment 
to protect skin and prepare it for medical devices or adhesives) and apply MediHoney (medical-grade honey 
dressing used to treat wounds) and calcium alginate (highly absorbent wound dressing made from a natural 
polymer derived from brown seaweed that helps wounds heal) to wound bed (base or open area of a 
wound), cover with non-adherent (non-stick)dressing, cast padding, kerlix (gauze bandage rolls) and ace 
bandage long, stretchable cloth that's used to provide support and compression daily every day shift. 

C. Record review of R #293's treatment administration record ((TAR) spreadsheet where nurse's initial 
indicating completion of treatment) for July 2024 revealed the following:

 1. On 07/05/24, staff did not initialed the TAR to indicate wound care was completed. 

 2. On 07/09/24, staff did not initialed the TAR and was marked as NN (NN; indicated see nurse notes for 
additional information). 

 3. On 07/11/24, staff did not initialed the TAR and was marked as NN. 

D. Record review of R #293's nurse progress notes revealed: 

 1. Staff did not document whether wound care was completed on 07/05/24. 

 2. LPN note dated 07/09/24 at 1:25 PM stated wound care will be completed tomorrow also pending 
clarification if wound care needs to be done daily or not.

 3. Staff did not document notes regarding whether they attempted to contact the provider to determine 
frequency of wound care. 

 4. LPN note dated 07/11/24 at 12:28 PM stated wound care will be completed tomorrow. 

E. On 09/27/24 10:17 AM, during an interview with the DON, she stated that her expectation is that wound 
care would be completed daily as ordered and that the TAR is documented on daily to confirm that wound 
care was completed. She stated that staff should document in the progress notes any attempts to contact the 
provider regarding questions on wound care orders. 
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49313

Based on observation, record review, and interview, the facility failed to ensure residents received care and 
treatment for pressure ulcers (an injury to skin and underlying tissue resulting from prolonged pressure on 
the skin) in accordance with professional standards of care (reasonable degree of care a person should 
provide to another person, typically in a professional or medical setting) for 1 (R #12) of 2 (R #12 and R #23) 
residents reviewed for pressure ulcers, when staff failed to:

 1. Notify the provider that R #12 had a pressure injury to her right heel.

 2. Document in the medical record interventions, staff provided to heal or prevent worsening of the pressure 
injury to R #12's right heel. 

These deficient practices could likely result in the provider being unaware of the resident's current condition 
leading to inconsistent interventions and worsening of pressure ulcers. The findings are:

A. Record review of R #12's medical record, no date, revealed the following:

 1. R #12 was admitted to the facility on [DATE].

 2. R #12 had the following diagnoses:

 a. Encephalopathy, unspecified (a general term for a brain disorder or disease that can have many causes 
and can cause confusion, memory loss, personality changes, etc).

 b. Unspecified dementia, unspecified severity, with psychotic disturbance (a chronic condition that causes a 
gradual decline in cognitive abilities, such as thinking, remembering, and reasoning).

B. On 09/17/24 at 10:52 AM, an observation and interview with R #12 revealed the following:

 1. R #12 had a bandage on her right heel. 

 2. R #12 stated she was unsure what kind of wound she had on her right heel.

 2. R #12 stated she was unsure how frequently staff changed the dressing to her heel.

C. Record review of R #12's skin assessment's, multiple dates, revealed the following:

 1. On 08/16/24, staff documented during a skin assessment that R #12 had bruising to her right heel (staff 
did not document the measurements or description of bruising).

 2. On 09/10/24, staff documented during a skin assessment that R #12 had bruising to her right heel (staff 
did not document the measurements or description of bruising). 

D. Record review of R #12's progress notes, from 08/13/24 through 09/24/24, revealed the following:

(continued on next page)
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 1. On 08/13/24, staff documented that R #12 fell twice.

 2. On 09/10/24, staff documented that R #12 had a stage one pressure injury (a pressure ulcer 
characterized by a reddened area of skin that does not turn white when pressed, usually appearing over a 
bony prominence) to her right heel and placed a foam dressing to prevent skin breakdown. Resident and 
CNA's were instructed to ensure R #12's right heel was offloaded (allow the weight of the leg to settle on the 
offloading device (pillow, wedge, boot) to prevent pressure on the heel) while in bed at all times.

 3. Staff did not document wound measurements.

 4. Staff did not document that they notified the provider about R #12's bruising or pressure injury to her right 
heel.

 5. Staff did not document any other interventions that were being provided to heal or prevent worsening of 
the bruising to R #12's right heel.

E. Record review of R #12's provider progress notes, dated 08/13/24 through 09/24/24, revealed the 
following:

 1. On 08/14/24, the provider documented that R #12 had fallen twice on 08/13/24 and had erythema and 
ecchymosis to the top of her right foot and her right ankle.

 2. On 08/19/24, the provider documented that R #12's x-rays indicated she had osteoarthritis (degenerative 
joint disease that causes the cartilage and bone in joints to breakdown over time) and the provider suspected 
R #12 had a right ankle sprain (a stretching or tearing of ligaments that connect bones and joints).

 3. The provider did not document that R #12 had bruising or a pressure injury to her right heel.

F. Record review of R #12's physician orders, multiple dates, revealed the following:

 1. The record did not contain a wound care order for R #12's right heel from 08/16/24 through 09/23/24.

 2. An order, dated 09/24/24, to apply heel protectors to bilateral feet (both feet) or elevate feet with pillow at 
all times while in bed (over a month after bruising to right heel documented on 08/16/24, order was entered 
under NP #16). 

 3. An order, dated 09/25/24, to cleanse right heel with normal saline, apply Mepilex (an absorbent foam 
dressing to manage a wide range of chronic and acute wounds) for added protection, and off-load (minimize 
or remove weight placed on the foot to help prevent and heal ulcers) externally while in bed (over a month 
after bruising to right heel documented on 08/16/24, order was entered under NP #16).

 4. An order, dated 09/27/24, for a referral to wound care for evaluation and treatment of R #12's right heel.

(continued on next page)
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G. Record review of R #12's care plan, dated 09/16/24, revealed the care plan did not include documentation 
R #12 had a pressure injury, and interventions were not in place to heal or prevent worsening of the injury.

H. On 09/25/24 at 3:20 PM, during an interview, RN #16 stated the following:

 1. The nurses working on the unit complete skin assessments and wound treatments for R#12.

 2. R #12 fell twice on 08/13/24.

 3. After R #12 fell on [DATE], she hurt her leg and did not want to get out of bed.

 4. R #12 developed a deep tissue injury (DTI, a type of pressure ulcer that occurs when the soft tissue 
beneath the skin is damaged by pressure or shear forces) on her right heel. 

 5. The wound looked like she had a blister that burst and it was dry. 

 6. Staff cleaned the wound and placed Mepilex to cover the closed wound. 

 7. R #12 did not have an order for wound care until 09/25/24.

 8. She instructed R #12 to place a pillow under her legs to prevent her heels from touching bed.

 9. R #12 frequently put a pillow under her knees and rested her heels on the bed. 

 10. She did not document the reeducation to R #12 (resident has diagnosis of dementia). 

 11. She did not document she placed Mepilex on R #12's right heel.

I. On 09/26/24 at 10:54 AM, during an interview, NP #16 stated the following:

 1. Bruising on a resident's heel could be from hitting the heel on something or it could be a pressure injury.

 2. If the wound was a pressure injury, then she would order to off-load the resident's heels.

 3. Sometimes she ordered Mepilex as a cushion bandage to help with a pressure injury. 

 4. When staff notified her about a wound or pressure ulcer, she ordered a wound care consult.

 5. R #12 had injured her right ankle on 08/13/24 and had bruising to her foot, but that was over a month 
before, so the bruising to her heel couldn't have been from that injury.

 6. Staff did not notify her that R #12 had bruising or a pressure injury to her right heel.

 7. She did not give an order for Meplilex (order for Mepilex on 09/25/24 was entered under NP #16 after 
interview). 

(continued on next page)
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 8. She did not remember giving and order for heel protectors (order for heel protectors was entered under 
NP #16 on 09/24/24).

J. On 09/26/24 at 3:56 PM, during an interview, the DON stated the following:

 1. When staff observe any wound, pressure injury, or bruise on a resident, they are expected to measure it, 
document it, and report it to the provider and the DON.

 2. She was aware that R #12's bruising to her right heel was a DTI and was unstageable (when the stage of 
the pressure injury is not clear. In these cases, the base of the wound is covered by a layer of dead tissue 
that may be yellow, grey, green, brown, or black. The doctor cannot see the base of the wound to determine 
the stage). 

 3. She was unsure when or how she became aware of the DTI to R #12's heel. 

 4. Staff off-loaded R #12's heels to keep pressure off the heel. 

 5. Staff were expected to document any interventions they did to heal or prevent worsening of wounds or 
pressure injuries.

 6. On 09/10/24, staff documented that R #12 had a pressure injury on her right heel, placed a foam dressing 
to the right heel, and educated the resident and CNA's to off-load R #12's right heel.

 7. Staff should not put Mepilex on a resident without an order.

 8. On 09/24/24, staff entered an order from NP #16 for heel protectors. 

 9. On 09/25/24, staff entered an order from NP #16 to cleanse R #12's right heel with normal saline and 
apply Mepilex for added protection.

 10. Prior to the order on 09/24/24, there was no documentation that the provider was notified about the 
pressure injury to R #12's right heel.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49313

Based on observation, interview, and record review, the facility failed to keep residents free from accidents 
for 1 (R #12) of 1 (R #12) residents reviewed for falls, when staff failed to identify and implement 
interventions to prevent R #12 from falling.

This deficient practice could likely result in residents being at risk of serious harm or injury. 

The findings are:

A. Record review of R #12's admission record, no date, revealed the following:

 1. R #12 was admitted to the facility on [DATE].

 2. R #12 had the following diagnoses:

 a. Encephalopathy (a broad term for any brain disease that alters brain function or structure).

 b. Type 2 diabetes mellitus (a long-term condition in which the body has trouble controlling blood sugar and 
using it for energy).

 c. Morbid obesity due to excess calories (a disorder that involves having too much body fat, which increases 
the risk of health problems).

 d. Unspecified dementia, unspecified severity, with psychotic disturbance (a loss of cognitive functioning, 
thinking, remembering, and reasoning, to such an extent that it interferes with a person's daily life and 
activities).

B. On 09/17/24 at 10:55 AM, during an interview, R #12 stated the following:

 1. She fell in the restroom twice about five weeks ago. 

 2. The CNA left her in the restroom alone one time and she fell when she tried to put on her brief and get in 
her wheelchair and the wheelchair moved.

 3. The second time she fell when staff did not come when she rang the call bell so she went to the restroom 
by herself.

C. Record review of R #12's nursing progress note, dated 08/13/24 at 10:00 AM, revealed the following:

 1. R #12 fell in the restroom.

 2. CNA told R #12 that she was going to help another resident and advised R #12 to call for assistance 
when she was finished using the restroom. 

(continued on next page)
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 3. R #12 thought the CNA had left.

 4. R #12 tried to pull up her pants and reached for the wheelchair. The wheelchair moved and caused the 
resident to fall.

 5. R #12 reported pain to her right mid-lower back.

 6. X-rays were ordered.

D. Record review of R 12's nursing progress note, dated 08/13/24 at 4:23 PM, revealed the following:

 1. R #12 fell in the restroom for the second time that day.

 2. R #12 told the nurse that she attempted to toilet herself independently. The resident stated her left leg 
was not strong enough, and she fell .

 3. R #12 reported pain in both knees.

 4. Staff educated R #12 to use the call light at all times when transferring herself.

E. Record review of R #12's quarterly MDS assessment, dated 07/30/24, revealed the following functional 
abilities:

 1. Sit to stand: Supervision or touching assistance (Helper provides verbal cues and/or touching/steadying 
and/or contact guard assistance as resident completes activity) needed.

 2. Chair/bed-to-chair transfer: Supervision or touching assistance needed.

 3. Toilet transfer: Supervision or touching assistance needed.

F. Record review of R #12's care plan, revised on 08/15/24, revealed the following: 

 1. On 04/28/23, staff revised R #12's care plan to include that she was at risk for falls. 

 a. Staff revised R #12's care plan interventions to include that staff are to provide the following verbal cues 
for safety and sequencing (arrange in a specific order) when needed (staff did not include what verbal cues 
or sequence staff are to use).

 b. Staff did not document that R #12's was expected to use the call light when transferring.

 2. On 04/29/23, staff revised R #12 care plan to include that R #12 required assistance for mobility. 

 a. The following interventions were in R #12's care plan related to mobility.

(continued on next page)
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 i. Provide resident/patient with (specify: independently, with set-up, supervision, partial assist, substantial 
assist) assistance to move from sitting on side of bed to laying flat on bed (staff did not specify what level of 
assistance R #12 required).

 ii. Provide resident/patient with assistance (specify: independently, with set-up, supervision, partial assist, 
substantial assist) to safely move from laying on the back to sitting on the side of the bed with feet flat on the 
flat and no back support (staff did not specify what level of assistance R #12 required).

 iii. Provide resident/patient with assistance (specify: independently, with set-up, supervision, partial assist, 
substantial assist) to safely transfer to and from a bed to a chair (or wheelchair) (staff did not specify the level 
of assistance R #12 required).

G. Record review physiatry (a branch of medicine that aims to enhance and restore functional ability and 
quality of life to people with physical impairments or disabilities) progress note, dated 07/01/24, revealed the 
resident was a fall risk.

H. On 09/25/24 at 3:32 PM, during an interview, CNA #17 stated the following:

 1. R #12 was not supposed to transfer by herself.

 2. R #12 was selective about what CNAs she would allow to help her.

 3. R #12 did not like CNA #16 to help her.

 4. R #12 told him CNA #16 called her lazy (was unsure of date).

 5. R #12 was more likely to get up without assistance when CNA #16 worked because she did not want 
CNA #16's help. 

I. On 10/02/24 at 1:51 PM, during an interview, the DON stated the following:

 1. R #12's fall prevention interventions that were in place for R #12 prior to her fall on 08/13/24 were:

 a. Keep her bed in a low position.

 b. Provide verbal cues and sequencing.

 c. Keep R #12 in the dining area with staff.

 d. Encourage R #12 to attend activities.

 e. Was unable to state what verbal cues or sequence staff are expected to use for R #12.

 f. On 08/15/24, staff revised R #12's care plan to include staff to encourage R #12 to use the call light prior 
to transferring.

(continued on next page)
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 g. Prior to her fall on 08/13/24, R #12 was expected to use her call light when she wanted to transfer.

 h. Prior to her fall on 08/13/24, R #12's care plan should have included the intervention for her to use her 
call light when she wanted to transfer.
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Ensure that feeding tubes are  not used unless there is a medical reason and the resident agrees; and 
provide appropriate care for a resident with a feeding tube.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41755

Based on observation, record review, and interview, the facility failed to ensure proper management of 
enteral tubes (a device utilized to provide liquid nutrition, hydration and medications via a tube into the 
stomach or intestine) for 2 (R #13 and R #14) of 2 (R #13 and R #14) residents reviewed for tube feeding 
when they failed to:

 1. Administer R #13's feeding during the times ordered by the physician.

 2. Provide care for R #14's enteral tube insertion site (percutaneous endoscopic gastrostomy/PEG; medical 
procedure in which a tube is passed into a patient's stomach through the abdominal wall, most commonly to 
provide a means of feeding when oral intake is not adequate). 

These deficient practices could likely lead to malnutrition, weight loss, and infection. The findings are:

R #13

A. Record review of R #13's admission record, no date, revealed the following:

 1. R #13 was admitted to the facility on [DATE].

 2. R #13 had the following diagnoses:

 a. Multiple sclerosis (a disease in which the immune system eats away at the protective covering of nerves).

 b. Adult failure to thrive (syndrome of weight loss, decreased appetite and poor nutrition, and inactivity, often 
accompanied by dehydration, depressive symptoms, impaired immune function, and low cholesterol).

 c. Dysphagia, oropharyngeal phase (swallowing problems occurring in the mouth and/or throat).

 d. Hemiplegia (paralysis on one side of the body) and hemiparesis (one-sided weakness that can limit 
movement and affect all basic activities) following unspecified cerebrovascular disease (conditions affecting 
blood flow to the brain) affecting right dominant side.

B. Record review of R #13's physician's orders, multiple dates, revealed the following:

 1. An order dated 10/17/22, staff may use Jevity 1.5 (calorically dense, fiber-fortified therapeutic nutrition 
that provides complete, balanced nutrition for long- or short-term tube feeding), 1 carton bolus feed every 3 
hours if Jevity 1.5 or 1.2 bottles are not available.

 2. An order dated 05/21/24, for R #13's enteral feed to run at 75 ml per hour from 3:00 PM to 11:00 AM.

(continued on next page)
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C. Record review of R #13's care plan, revised on 03/06/24, revealed staff were to administer feeding 
through the PEG tube as ordered.

D. On 09/17/24 at 8:40 AM, during an observation of R #13's room, the resident's tube feeding machine was 
off and the room did not have any bottles or cartons of feeding in the room.

E. On 09/18/24 at 8:30 AM, during an observation of R #13's room, the resident's tube feeding machine was 
off and the room did not have any bottles or cartons of feeding in the room.

F. On 09/18/24 at 8:32 AM, during an interview, LPN #16 stated the following:

 1. R #13's tube feeding was not currently running, because he turned it off about 15 minutes ago. He stated 
he was planning to hang it at 3:00 PM. 

 2. He was unsure what time R #13's feeding was supposed to be stopped, but he believed it was supposed 
to be stopped at 9:00 AM. 

 3. He confirmed he was R #13's nurse on 09/17/24 and stopped her feeding prior to 8:30 AM on 09/17/24. 

 4. He confirmed R #13 had orders for her tube feeding to run until 11:00 AM and restarted at 3:00 PM. 

G. On 09/26/24 at 3:36 PM, during an interview, the DON stated the following:

 1. R #13 had an order for tube feeding to be hung at 3:00 PM and turned off at 11:00 AM.

 2. Staff were expected to follow the physician's orders and ensure the tube feeding ran during the ordered 
times.

 3. Not running the tube feeding as ordered could lead to the resident not meeting her nutritional 
requirements and weight loss. 

R #14

H. On 09/21/24 at 10:21 AM, during an interview with R #14, she stated she had a PEG tube 

I. On 09/27/24 at 9:50 AM, during an interview with RN #1, she stated R #14 was readmitted on [DATE] and 
had a PEG tube. 

J. Record review of R #14's care plan dated 07/08/24 revealed the care plan did not have care of R #14's 
PEG tube in place. 

K. On 09/27/24 at 10:05 AM, during an interview with NP #1, she stated she saw R #14 approximately 15 
minutes ago and noted R #14 did not have a dressing in place over her PEG tube site. She stated the area 
at the PEG tube site appeared crusty. NP #1 stated she gave RN #1 an order today (09/27/24) for PEG tube 
site care to be performed daily. 

(continued on next page)
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L. Record review of the physician's orders revealed:

 1. An order for PEG tube dressing changes was not ordered prior to 09/27/24.

 2. Order dated 09/27/24, for PEG tube dressing change. Cleanse wound with normal saline, pat dry, and 
apply split gauze (precut gauze pads) to PEG tube insertion site, secure with tape one time daily. 

M. On 09/27/24 10:33 AM, during an interview with the DON, she confirmed R #14 did not have orders in 
place for the care of her PEG tube site prior to 09/27/24. 

49313
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Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.

49313

Based on observation, record reviews and interviews, the facility failed to ensure the facility had sufficient 
staff to meet the needs of 2 (R #12 and R #66) of 2 (R #12 and R #66) residents reviewed for staffing when 
staff failed to: 

 1. Get R #12 up and ready on the morning of 09/30/24. 

 2. Answer R #12's call bell within a timely manner.

 3. Offer baths or showers to R #66 as scheduled. 

These deficient practices are likely to cause residents psychological distress, make them feel as if they are 
not valued, and negatively impact resident comfort. The findings are:

R #12

A. On 09/30/24 at 11:11 AM, during an observation and interview with R #12, the following was revealed:

 1. R #12 lay in bed and wore her pajamas.

 2. R #12 stated staff did not get her out of bed yet.

 3. R #12 stated she pressed the call bell for staff to change her wet brief and get her up (she was unsure 
how long she had been waiting). 

 4. R #12's call light was off.

 5. She stated sometimes staff turned off the call bell, but did not ask her what she needed (she was unsure 
if staff had turned off her call light).

 6. She stated she was currently wet (she was unsure how long she had been wet). 

 7. She stated it made her feel horrible and alone when she pressed the call bell and the staff did not 
respond.

 8. R #12 pressed her call light at 11:12 AM.

 9. Nursing Assistant (NA) #16 responded to the call light at 11:36 AM.

B. On 09/30/24 at 11:36, during an interview, NA #16 stated the following:

 1. R #12 usually gets up around 8:30 AM or 9:00 AM in the morning.

(continued on next page)
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 2. She did not get R #12 up that morning, because they were short staffed and busy.

 3. She stated there should be three CNA's working on R #12's unit, but that day there was only her and a 
CNA.

R #66

C. On 09/26/24 at 1:07 PM, during an interview, CNA #18 stated the following:

 1. The unit R #66 was on should have four CNAs working on it, but lately the facility only staffed three 
CNAs. One CNA was out on leave so there were two CNAs working on the unit during the 6:00 AM to 2:00 
PM shift.

 2. Residents frequently did not get showers, because the facility was short staffed.

 3. They were short staffed on the unit that day. Residents on the unit who were scheduled for showers in the 
morning would not receive showers, because only he and a new NA were working the unit.

D. On 09/26/24 at 1:18 PM, during an interview, R #66 stated the following:

 1. Her showers were scheduled in the mornings on Mondays and Thursdays. 

 2. She was scheduled for a shower that morning.

 3. The NA told her she would not get a shower that day, because she (NA) was busy.

 4. When she missed a shower, she had to wait until her next scheduled shower day (09/30/24). 

 5. When there were only two CNAs working, they did not give the residents showers.

 6. She frequently missed showers due to short staffing.

E. Record review of R #66's shower sheets revealed the following:

 1. Staff did not document R #66 received a shower or bath on 09/19/24.

 2. Staff did not document R #66 received a shower or bath on 09/26/24.

F. On 09/30/24 at 1:26 PM, during an interview, the DON stated the following:

 1. Staff were expected to respond to call lights promptly.

 2. Residents should not wait longer than 10 to 15 minutes after they pressed the call bell. 

 3. Residents should not miss showers unless they refused a shower, and staff should document it on the 
shower sheet. 

 4. CNAs are expected to notify the nurse when they are unable to perform resident care. 

(continued on next page)
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 5. The nurses are expected to step in and assist with resident care if the CNAs were unable to complete it.
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

47510

Based on record review and interview, the facility failed to ensure pharmaceutical services (the direct, 
responsible provision of medication-related care) were met for 1 (R #133) of 3 (R #6, R #31, and R #133) 
residents reviewed for medications when they failed to provide routine medication for a resident. This 
deficient practice could likely lead to unresolved medical issues. The findings are: 

A. Record review of R #133's Physician orders revealed the following:

 1. An order, dated 08/06/24, for Lyrica ( used to treat fibromyalgia, diabetic nerve pain, spinal cord injury 
nerve pain, and pain after shingles in adult patients) Give 50 mg by mouth one time a day for pain.

 2. An order, dated 08/06/24, for Nephro-Vite oral tablet (B-Complex with Vitamin C, and folic acid), 1 MG. 
Give one tablet by mouth one time a day for dietary supplement.

B. Record review of R #133's MAR, dated August 2024, revealed staff did not document they administered 
Lyrica and Nephro-Vite to R #133 as ordered from 08/02/24 through 08/07/24. 

C. On 09/20/24 at 12:44 PM, during an interview, CMA #8 stated the Lyrica and Nephro-Vite was not 
available until after the resident left the facility. R #133 was sent to the hospital on 08/07/24.

D. Record review of R #113's progress notes, no date, revealed staff did not document any communication 
with the pharmacy regarding the Lyrica or Nephro-Vite. 

E. On 09/25/24 at 2:43 PM, during an interview, the DON confirmed there was not documentation in R 
#113's record regarding the Lyrica or Nephro-Vite. The DON stated the facility was responsible to ensure the 
resident received the Lyrica or Nephro-Vite since it was a physician's order. 
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41755

Based on record review and interview, the facility failed to ensure medical records were complete and 
accurate for 1 (R #40) of 8 (R #14, R #16, R #29, R #40, R #118, R #123, R #292 and R #293) residents 
reviewed for documentation accuracy. This deficient practice has the potential to negatively impact the care 
staff provide to meet residents' needs due to missing or inaccurate records and resident information. The 
findings are:

A. Record review of R #40's Admission Record, no date, revealed the following:

 1. R #40 was admitted to the facility on [DATE].

 2. R #40's diagnoses as follows: protein-calorie malnutrition (not consuming enough protein and calories to 
meet the body's needs), bipolar disorder (serious mental illness characterized by extreme mood swings, that 
can include extreme excitement episodes or extreme depressive feelings), and major depressive disorder 
(mental health condition characterized by persistently low or depressed mood). 

B. Record review of R #40's physician's orders revealed: 

 1. Order date 08/12/24, Percutaneous Endoscopic Gastrotomy Tube (PEG tube; medical procedure in which 
a tube is passed into a patient's stomach through the abdominal wall, most commonly to provide a means of 
feeding when oral intake is not adequate) care. Cleanse area with normal saline or wound wash, apply split 
gauze, and secure with tape one time a day. 

 2. Order date 07/11/24, aripiprazole (antipsychotic medicine that works by changing the effects of chemicals 
in the brain used to treat mental/mood disorders such as schizophrenia or bipolar disorder) Give 7.5 mg at 
bedtime for major depressive disorder.

C. Record review of R #40's treatment administration record (TAR, spreadsheet where nurses initial to 
indicate the completion of a treatment), for August and September 2024, revealed the order for PEG tube 
care was not listed, and staff did not document that PEG tube care was completed. 

D. Record review of R #40's physician progress notes, for visit date 06/21/24, revealed the following: 
Diagnosis, assessment, and plan. Bipolar disorder. Patient without recent mania (condition of abnormally 
elevated mood, activity or behavior) or depressive episode. Continue aripiprazole.

E. On 09/27/24 at 10:33 AM, during an interview the DON confirmed the following:

 1. There was not documentation of R #40's PEG tube care. Staff entered the PEG tube care order 
incorrectly, and the order did not make it on to the TAR for nursing staff to document the completion of care. 
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 2. The DON stated the Doctor that completed the visit for R #40 on 07/11/24 was not the resident's regular 
doctor. The DON stated she was unsure if the antipsychotic medication was for the resident's bipolar 
disorder which is normally treated with an antipsychotic medication rather than for major depression which is 
not normally treated with an antipsychotic. 

 3. The DON confirmed that the documentation for R #40's use of antipsychotic was not clear. 
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