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F 0656

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** Based on
record reviews and staff interviews, the facility failed to develop accurate care plans when the
facility wrote care plans for cognitively impaired residents for activity they were unable to consent to
and wrote goals and interventions that would not apply to the residents for 4 of 8 residents whose
comprehensive care plans were reviewed (Resident #10, Resident #12, Resident #101, and Resident
#104). The findings included: a. Resident #10 was initially admitted to the facility on [DATE] with a
readmission date of [DATE]. Resident #10's diagnoses included Alzheimer's disease and unspecified
dementia. Resident #12 resided on the secured memory care unit at the time this care plan was
developed. A review of Resident #10's quarterly Minimum Data Set (MDS) assessment dated [DATE]
revealed Resident #10 was severely cognitively impaired and had no documented behaviors during the
assessment period.A review of Resident #10's active care plan dated [DATE] revealed a focused
area which stated in part: Responsible party gave consent for Resident #10 to have intimate
relationship with consenting resident partner. The stated goal was Resident #10 would have
psychosocial needs and sexual choices/preferences met with dignity and privacy. Interventions
included the following: nursing staff provided education in safe sex practices, to include sexually
transmitted infection prevention & hygiene. Staff would ensure signage on door to private areas used
for intimate activity to ensure privacy and dignity were maintained. Staff would provide private areas
for consensual intimate activities upon request. b. Resident #12 was admitted to the facility on
[DATE] with diagnoses which included neurocognitive disorder with Lewy bodies (a progressive
dementia characterized by accumulation of protein clumps in the brain resulting in cognitive decline).
Resident #12 resided on the secured memory care unit at the time this care plan was developed. A
review of Resident #12's quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed
Resident #12 was severely cognitively impaired and had verbal aggression and wandering behaviors
for 1 to 3 days during assessment period. A review of Resident #12's active care plan dated [DATE]
revealed a focused area which stated in part: Resident #12 wishes to have an intimate relationship
with consenting resident partner. Family has given approval for Resident #12 developing an intimate
relationship with another resident if both residents consent. The stated goal was Resident #12 would
have psychosocial needs and sexual choices/preferences met with dignity and privacy. Interventions
included the following: nursing staff provided education in safe sex practices, to include sexually
transmitted infection prevention & hygiene. Staff would ensure signage on door to private areas used
for intimate activity while residents used it to ensure privacy and dignity were maintained. Staff
would provide private areas for consensual intimate activities upon request. c. Resident #101 was
initially admitted to the facility on [DATE] with a readmission date of [DATE]. Resident #101's
diagnoses included Alzheimer's disease. Resident #101 resided on the secured memory care unit at
the time this care plan was developed. A review of Resident #101's quarterly Minimum Data Set
(MDS) assessment dated [DATE] revealed Resident #101 was severely cognitively impaired and had
verbal aggression, rejection of care, and wandering behaviors 1 to 3 days during assessment period.A
review of Resident #101's active care plan initiated [DATE] and revised [DATE] revealed a focused
(continued on next page)
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area which stated in part: Resident #101 wished to have an intimate relationship with consenting
resident partner. Responsible party was aware and consent given. The stated goal was Resident #101
would have psychosocial needs and sexual choices/preferences met with dignity and privacy.
Interventions included the following: nursing staff provided education in safe sex practices, to include
sexually transmitted infection prevention & hygiene. Staff would ensure signage on door to private
areas used for intimate activity to ensure privacy and dignity were maintained. Staff would provide
private areas for consensual intimate activities upon request. d. Resident #104 was initially admitted
to the facility on [DATE] with a readmission date of [DATE]. Resident #104's diagnoses included
unspecified dementia. Resident #104 resided on the secured memory care unit at the time this care
plan was developed. A review of Resident #104's quarterly Minimum Data Set (MDS) assessment
dated [DATE] revealed Resident #104 was severely cognitively impaired and had verbal aggression
and wandering behaviors for 1 to 3 days during assessment period.A review of Resident #104's active
care plan initiated [DATE] and revised [DATE] revealed a focused area which stated in part:
Resident #104 wished to have an intimate relationship with consenting resident partner. Responsible
party aware and consent given. The stated goal was Resident #104 would have psychosocial needs
and sexual choices/preferences met with dignity and privacy. Interventions included the following:
nursing staff provided education in safe sex practices, to include sexually transmitted infection
prevention & hygiene. Staff would ensure signage on door to private areas used for intimate activity to
ensure privacy and dignity were maintained. Staff would provide private areas for consensual intimate
activities upon request. An interview with the Memory Care Unit Coordinator was conducted on
[DATE] at 1:41 PM. The Memory Care Unit Coordinator stated that some residents held hands,
hugged, and danced but no residents engaged in sexual contact. The Memory Care Unit Coordinator
reported that her understanding was that care plans were in place because the responsible parties
gave consent for residents to hold hands, hug, and dance. An interview was conducted with the MDS
Nurse on [DATE] at 12:12 PM. The MDS Nurse verbalized that she completed resident's care plans
with a focused area of intimate relations. The MDS Nurse stated that corporate instructed her to enter
the intimate relations care plan for residents but could not recall when or who specifically gave her
those instructions. The MDS Nurse verbalized that her understanding was that the residents held
hands or danced together but did not engage in sexual behaviors. The MDS Nurse reported that she
never questioned if the care plan was appropriate for Resident #10, Resident #12, Resident #101, or
Resident #104. An interview was conducted with the Director of Nursing (DON) on [DATE] at 3:15
PM. The DON stated that care plans should be individualized and updated. The DON reported Resident
#10 had a history of holding hands and walking with a peer who was now deceased . Resident #12 and
Resident #101 were known to be together all the time and held hands frequently. Resident #12 also
would hold hands with Resident #104 at times. The care plans were in place because consent from
the responsible party was obtained for the residents to hold hands, hug, and dance. The DON
verbalized that no sexual activity occurred between residents. An interview was conducted with the
Administrator on [DATE] at 4:35 PM. The Administrator stated the care plans should be accurate,
appropriate for each resident, be individualized, and up to date.
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Keep residents' personal and medical records private and confidential.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review, observation, and resident and staff interviews, the facility failed to provide personal
privacy to residents when staff did not knock before entering resident rooms. This deficient practice
affected 2 of 6 residents reviewed for privacy (Resident #94 and Resident #31). The findings
included:a. Resident #94 was admitted on [DATE].Resident #94's admission Minimum Data Set (MDS)
assessment dated [DATE] revealed Resident #94 was cognitively intact.An interview with Resident
#94 was conducted on 3/16/26 at 10:19 AM. Resident #94 stated that staff just barge into my room
without knocking. He reported that if staff did knock, it was one single knock as they were already
entering the room, and they never announced themselves or waited for him to give permission. He
indicated this occurred regardless of whether his door was open or shut. Resident #94 reported that it
made him very angry when staff entered without knocking and he had asked staff several times to
knock before coming into his room. He stated, I have just given up on having any privacy and I feel like
a prisoner with no rights. An observation conducted while sitting with Resident #94 in the resident's
room behind a fully closed door on 3/18/26 at 9:35 AM revealed that Nurse #3 opened the door and
entered the room without knocking or announcing himself.An interview with Nurse #3 was conducted
on 3/18/26 at 10:04 AM. Nurse #3 reported he was not sure why he had walked into Resident #94's
room without knocking and that he didn't realize he had even done it. He reported he had received
education annually on residents' rights and he knew he was supposed to knock before entering the
room for all residents and to wait for permission to enter for residents who were cognitively able to
give permission. He reported knocking and waiting for permission was the resident's right to
privacy.b. Resident #31 was admitted to the facility on [DATE].Resident #31's quarterly MDS
assessment dated [DATE] revealed he was moderately cognitively intact.An observation while sitting
with Resident #31 in the resident's room behind a fully closed door on 3/16/26 at 9:45 AM revealed
that Nurse Aide (NA) #1 opened Resident #31's door without knocking and entered the room
unannounced. Resident #31 began smacking the mattress of his bed and asked NA #1, What the hell
are you doing? Resident #31 was then observed pounding his fist on his leg and repeating knock on
the door several times to NA #1.An interview with Resident #31 was conducted on 3/16/26 at 9:50
AM. Resident #31 reported that staff never knocked on his door before entering his room. He stated he
felt like a child and that the staff had no respect for him. Resident #31 stated staff always came into
his room without knocking and it made him angry.An interview was conducted with NA #1 on 3/19/26
at 10:00 AM. NA #1 reported that he knew he was supposed to knock before entering a resident's
room but stated that when he was in a hurry, he forgot to knock. NA #1 reported that he had received
training on residents' rights, and that part of the training was to knock on residents' doors prior to
entering and to wait for the resident to grant permission to enter if they were able to do so.An
interview with the Director of Nursing (DON) was conducted on 3/19/26 at 11:50 AM. The DON
reported that she expected her staff to do the same thing at the facility as they would do at any home,
which included knocking on the door before entering. She reported that staff received training on
residents' rights upon hire and annually. She explained that she was not sure why any staff would
enter a resident's room without knocking and waiting for permission from residents who were
cognitively able to give that permission.An interview with the Administrator was conducted on
3/19/26 at 4:11 PM. The Administrator indicated that she expected all staff to knock on the door of a
room, announce themselves, and wait for the resident's permission before entering a resident's room.
She reported that staff received training on residents' rights and should know they were required to
knock and wait for permission before entering a resident's room.
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Coordinate assessments with the pre-admission screening and resident review program; and referring
for services as needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review, resident, staff interviews, and Psychiatric Nurse Practitioner (NP) interviews, the
facility failed to submit a request for a Level II Preadmission Screening and Resident Review
(PASRR) evaluation for a resident with a serious mental health diagnosis for 1 of 3 residents
reviewed for PASRR (Resident #5).The findings included:Review of Resident #5's medical record
revealed Level I PASRR was completed on [DATE] prior to Resident #5's admission to the facility on
[DATE] with a recommendation to resubmit paperwork for Level II PASRR if a mental health
diagnosis was suspected or if there was a significant change in the resident's condition. There was
no expiration date.Review of the hospital Discharge summary dated [DATE] revealed Resident #5
was discharged from acute care hospital following recent deep vein thrombosis (DVT) left lower leg
with ulceration and a fall at home. Discharge diagnoses included bipolar disorder. Resident #5's
discharge medications included bupropion XL (an antidepressant extended-release medication) 150
milligrams (mg)/24 hours two tablets daily for mood symptoms of bipolar disorder, duloxetine (an
antidepressant medication) 60 mg delayed response capsule 1 capsule daily for mood symptoms of
bipolar disorder, rivastigmine (medication used to treat mild to moderate dementia) 1.5 mg oral
capsule one (1) capsule twice daily for memory related to dementia and trazodone (an antidepressant
medication) 50 mg every night at bedtime for sleep.Resident #5 was admitted to the facility on
[DATE] with diagnoses which included bipolar disorder, hypertension, heart failure, diabetes mellitus,
and dementia. The admission Minimum Data Set (MDS) assessment dated [DATE] revealed Resident
#5 was cognitively intact, and her current active diagnoses included bipolar disorder. According to the
admission MDS assessment the resident had not been evaluated by Level II PASRR and determined to
have a serious mental illness and/or mental retardation or a related condition and was taking
antidepressant medications.A psychiatry visit note documented by the Psychiatric NP and dated
[DATE] revealed Resident #5 was seen for initial evaluation following recent admission to the facility
on [DATE] with acute embolism and thrombosis of deep vein of left lower extremity. Her medical
history was significant for diabetes mellitus type II, bipolar disorder and dementia. During the
evaluation the resident reported sleeping adequately and described her appetite as fair. Resident #5
denied suicidal and homicidal ideation, auditory hallucinations and visual hallucinations. Mood was
reported by resident as stable with no acute behavioral concerns reported by staff. Current
psychiatric medications included duloxetine 60 mg daily, bupropion XL 300 mg daily, rivastigmine 1.5
mg, and trazodone 50 mg at bedtime, all of which have been tolerated without reported adverse
effects. The plan was for continued psychiatric oversight in the facility to monitor symptom stability,
medication effectiveness, and overall safety. Resident #97's care plan dated [DATE] revealed a
focus area for the resident being on antidepressant medication related to bipolar disorder and
insomnia. The goal was for the resident to be free from discomfort or adverse reactions related to
antidepressant therapy through the review date. The interventions included administering
antidepressant medications as ordered by the physician and monitor/document side effects and
effectiveness every shift, and monitor/document/report as needed adverse reactions to
antidepressant therapy. The care plan also revealed a focus area for the resident having a mood
problem related to bipolar disorder. The goal was for the resident to have improved mood state
through the review date. The interventions included administering medications as ordered and
monitoring for side effects and effectiveness, behavioral health consults as needed,
monitor/document/report as needed, monitor/document/report as needed any risk for harm to self
and monitor/record/report as needed any risk for harming others.Further review of psychiatry visit
notes revealed Resident #5 was seen on [DATE] and [DATE] with noted stability of the resident.
Continued psychiatric management remained medically necessary due to chronic psychiatric illness
(continued on next page)
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and need for structured monitoring in the facility setting. There was no evidence in the medical record
that a request was submitted for a Level II PASRR evaluation.Further review of Resident #5's medical
record revealed a letter dated [DATE] that stated the resident already had a Level I PASRR and that
could be used until it expired but there was no indicated expiration date on the letter.An interview on
[DATE] at 10:14 AM with Resident #5 revealed she could not recall when she was first diagnosed
with bipolar disorder. She stated her symptoms were off and on and that she often noticed them
during the evening when she was tired she experienced increased frustration and closed her self off
from others and didn't want to be around anyone. Resident #5 further stated some days she just sat
and cried all day without really knowing why. She indicated she had lupus and some days were worse
than others with her lupus and that made her feel down on her bad days. Resident #5 indicated her
medication for depression seemed to help and that she was seeing a counselor that helped with her
medications. She explained that she felt stable at present but said she did have bad days that made
her feel down.An interview on [DATE] at 10:40 AM with the Social Work (SW) Director revealed he
and the other SW would be responsible for completing Level II PASRR paperwork for residents. The
SW Director stated it was his understanding that residents were admitted with a Level I PASRR or
Level II PASRR that had been completed prior to admission and said he and the other SW would be
responsible for completing and submitting PASRR paperwork when the resident received a temporary
Level II that required paperwork be resubmitted after 30, 60, or 90 days or if the resident had received
a new mental health diagnosis or had a significant change. The SW Director stated he believed he
would be notified during their morning meetings and from the nursing staff of any resident who had
received a new mental health diagnosis or had a significant change so the Level II PASRR paperwork
could be completed. The SW Director further stated he had submitted paperwork for Resident #5 for a
Level I PASRR evaluation but stated he had not included any progress notes from the Psychiatric NP,
progress notes from the NP or Medical Director and had not sent in a signed FL2 form (medical
document in North Carolina completed by a physician to assess a resident's medical needs,
diagnoses, and medications before admission to a facility) because there was nowhere on the system
to attach the documents. The facility received a letter back on [DATE] that Resident #5 already had
an existing Level I PASRR and that number could be used until it expired. There was no expiration
date included on the letter. The SW Director stated after reviewing Resident #5's mental health
diagnosis, he believed a Level II PASRR evaluation should have been completed. He stated he could
not recall if he was aware of the bipolar disorder diagnosis prior to Resident #5's admission to the
facility on [DATE].An interview on [DATE] at 10:59 AM with the Psychiatric NP revealed she was
currently seeing Resident #5 for bipolar disorder. She stated she was not aware of the exact date of
her bipolar disorder diagnosis but said she was stable at present on her medications. The Psychiatric
NP stated that Resident #5 may have needed to be evaluated for a Level II PASRR due to her bipolar
diagnosis but said her dementia diagnosis superseded the bipolar diagnosis.During an interview on
[DATE] at 4:08 PM with the Administrator, she communicated her understanding that Level II PASRR
evaluation should be completed in a timely manner upon admission of a resident with a mental health
diagnosis and anytime a resident had a change of condition or received a new mental health
diagnosis. The Administrator stated that Resident #5 should have had a Level II PASRR evaluation
submitted when the diagnosis of bipolar disorder was noted on her diagnoses list. The Administrator
further stated that she did not know why the referral for Level II PASRR evaluation was not submitted
for Resident #5.
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Provide appropriate foot care.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, record review, and staff interviews, the facility failed to ensure a resident's toenails
were trimmed and podiatry services were arranged for 1 of 4 resident reviewed for foot care
(Resident #94).The findings included:Resident #94 was admitted to the facility on [DATE] with
diagnoses which included atrial fibrillation and heart failure.Review of the admission nursing
assessment dated [DATE] did not reveal any issues with Resident #94's toenails.Review of Resident
#94's admission Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #94 was
cognitively intact and required moderate assistance with activities of daily living (ADL) and personal
hygiene, and was dependent with bathing and frequently refused care.Review of Resident #94's care
plan dated 2/4/26 revealed he had an activity of daily living performance deficit and required staff
assistance to complete daily tasks and frequently refused care.An observation and interview were
conducted on 3/16/2026 at 10:19 PM. Resident #94's toes revealed long, jagged toenails on both feet.
Resident #94's right great toenail had a brownish coloring at the base of the nailbed which had started
to extend upward to the middle of the toenail. Resident #94 stated he had asked for his toenails to be
trimmed several times and that he had never refused for them to be trimmed. He further reported that
he had been told he was going to be seen by the podiatrist but to his knowledge the appointment had
not been made. He explained that he had not been able to bend down and take care of his toenails and
feet for a long time and that wearing socks was uncomfortable. Review of Resident #94's electronic
medical chart (EMR) 94's revealed no documentation of resident being offered or refusing podiatry or
toenail care. The EMR did reveal documentation of Resident #94 refusing showers and refusing to
have his UNNA boots (compression dressing with zinc oxide paste that treats edema, ulcers and
sores). Resident #94's weekly nursing assessments from 1/29/2026 through 3/19/26 revealed no
notation that his toenails were long and needed trimmed. Review of the facility's podiatry clinic
schedule for February revealed Resident #94 was not seen by the podiatrist and was not on the list to
be seen. Resident #94 was not on March's podiatry schedule at the time of review. There were no
consultation reports or notations in Resident #94's EMR that he was scheduled to see the podiatrist
or that he had been seen by a podiatrist since admission to the facility.An interview was conducted
with Nurse Aide (NA) #1 on 03/19/2026 at 9:19 AM who stated that he often provided care for
Resident #94. NA #1 stated he had noticed Resident #94's toenails were very long and needed to be
trimmed. NA #1 stated he didn't remember if he had told anyone about Resident #94's toenails. NA #1
further explained that he usually reported any concerns or issues to the resident's assigned nurse. NA
#1 reported Resident #94 did refuse care from time to time but was not sure if he had ever refused to
have his toenails trimmed. NA #1 reported he had not asked Resident #1 about getting his toenails
trimmed.An interview was conducted on 3/18/26 at 10:04 PM with Nurse #3. He reported he was
familiar with Resident #94 and remembered that he came in with discoloration on his toenails, and the
toenails were long, especially the one on the right great toe. Nurse #3 reported he was unsure why he
did not document this in the EMR or why he didn't let the provider know. He reported he was also
unsure why he had never attempted to trim the resident's nails. Nurse #3 stated social work (SW) was
responsible for getting residents a podiatry consultation, but the floor nurses would be expected to
tell social work if a resident needed a podiatrist consultation. Nurse #3 stated he had not personally
told social work that Resident #94 needed foot care, he reported he was unsure why he had not told
anyone.An interview was conducted on 3/18/2026 at 10:55 AM with the Social Work Director. He
reported he had spoken with the podiatrist office today to get Resident # 94 on the podiatry list for
March. He reported the nurse on the hall had asked him to include Resident #94 on the list for podiatry
services to get his toenails trimmed. The Social Work Director reported he was unaware of any
podiatry needs for Resident #94 prior to this request. An interview was conducted on 3/19/26 at 3:45
PM with Director of Nursing (DON). The DON stated she was aware of Resident #94's toenails but
(continued on next page)
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Resident #94 refused care a lot, including toenail care. She reported she could not remember which
nurse made her aware of his toenails or when she was made aware. She indicated she thought
Resident #94 had been seen by the podiatrist and was not sure why he had not been seen or his
toenails addressed unless he refused the care. She reported that if he had refused care, it should be
documented in his electronic medical record.An interview was conducted on 3/19/26 at 4:11 PM with
the Administrator. She reported she would expect any resident who had concerns with their feet to be
referred to podiatrist. She stated all residents should be receiving basic foot care to include toenail
care.
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Provide enough food/fluids to maintain a resident's health.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews with staff, Registered Dietician (RD), and the Nurse Practitioner, the
facility failed to initiate a dietary supplement per the RD's recommendation when the resident
experienced a significant weight loss for 1 of 5 residents reviewed for weight loss (Resident #20).The
findings included:Resident #20 was admitted to the facility on [DATE] with diagnoses that included
Alzheimer's disease. Review of Resident #20's care plan dated 4/3/2025 revealed a potential for
nutritional problems related to having a mechanically altered and therapeutic diet, with interventions
that included providing and serving the diet as ordered and having the RD evaluate and recommend
diet changes as needed.Resident #20 had an admission weight of 206 lbs. on 4/3/2025.The RD note
dated 9/24/2025 documented a 7.8% weight loss in 30 days and a BMI of 36.2 (Normal BMI range is
18.5 to 24.9) and noted weight loss might be beneficial due to obese Body Mass Index (BMI); the RD
recommended fortifying foods.On 9/26/2026 Resident #20 had a documented weight of 185 lbs.On
9/29/2025, the physician ordered a fortified nutritional shake 120 milliliters (ml) twice daily for
weight loss. Review of Resident #20's quarterly Minimum Data Set (MDS) dated [DATE] revealed she
was moderately cognitively impaired, weighed 180 lbs., had experienced a weight loss of 5% or more
in the last month or 10% or more in the last 6 months, was not following a physicianˆprescribed
weightˆloss regimen, and was on a therapeutic and mechanically altered diet.On 10/23/2025 Resident
#20 had a documented weight of 186 lbs. On 10/27/2025 the fortified nutritional shake 120 ml twice
daily was discontinued.The RD note dated 10/30/2025 showed weight loss of 10.8% in 90 days and
10.1% in 180 days, a BMI of 35.1, noted weight loss might be beneficial due to obese BMI and that the
resident was up 6 lbs. since last review, and recommended discontinuing the fortified nutritional
shake due to weight gain.On 11/25/2025 Resident #20 had a documented weight of 171 lbs. The RD
note dated 12/1/2025 indicated a 8.1% weight loss in 30 days, 11.2% in 90 days, and 18% in 180 days,
with a BMI of 32.3; the RD noted weight loss might be beneficial due to obese BMI, that Resident #20
was down 15 lbs. since last review, and indicated the resident received the fortified nutritional shake
120 ml twice daily; the RD recommended reˆweigh and monitoring. Review of the December 2025
Medication Administration Record (MAR) showed no active order for the fortified nutritional shake 120
ml twice daily. On 12/3/2025 Resident #20 had a documented weight of 173.5 lbs.The RD note dated
12/8/2025 noted an 8.1% weight loss in 30 days, 11.2% in 90 days, and 18% in 180 days, with a BMI of
32.3; the RD indicated a supplement of fortified nutritional shake 120 ml twice daily and that Resident
#20 was up 3 lbs. since the last review and recommended continuing the plan of care.A progress note
dated 12/8/2025 documented discussion in the risk meeting, noted the resident's weight was
beginning to level out, and directed continuing the fortified nutritional shake and monitoring.Review of
the January 2026 MAR showed no active order for the fortified nutritional shake twice daily.On
1/6/2026 Resident #20 had a documented a weight of 168.5 lbs.The RD annual note dated 1/16/2026
revealed a 9.4% weight loss at 90 days and 19.2% at 180 days, a BMI of 31.8, and indicated Resident
#20 received the fortified nutritional shake 120 ml twice daily; the RD noted weight loss might be
beneficial due to obese BMI and that Resident #20 was down 3 lbs. since last review, and
recommended continuing the plan of care and monitoring.Resident #20's annual MDS dated [DATE]
indicated she was moderately cognitively impaired, weighed 169 lbs., had experienced a weight loss
of 5% or more in the last month or 10% or more in the last 6 months, was not following a
physicianˆprescribed weightˆloss regimen, and was on a therapeutic and mechanically altered diet.On
2/3/2026 Resident #20 had a documented a weight of 161.5 lbs.A progress note dated 2/9/2026
documented discussion in the risk meeting of a 22.4% weight loss in 180 days and recommended
increasing the fortified nutritional shake to 120 ml three times daily.The RD note dated 2/12/2026
documented a 22.4% weight loss at 180 days and a BMI of 30.5; indicated Resident #20 received a the
fortified nutritional shake 120 ml twice daily; noted she was down 7 lbs. since last review; and
(continued on next page)
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recommended increasing fortified nutritional shake to 120 ml three times daily.Review of the February
2026 MAR showed no active order for the fortified nutritional shake twice or three times daily. During
an interview on 3/17/2026 at 1:35 PM, Nurse #1 stated she was familiar with Resident #20 and was
not sure if the resident received a supplement during medication pass. Nurse #1 reviewed active
orders and verified there was no active order for the fortified nutritional shake. She stated if a
resident had an order for a fortified nutritional shake, it appeared on the MAR and nurses administered
it during medication pass. Nurse #1 stated weights were reviewed in the risk meeting and explained
the risk meeting was a management meeting (Director of Nursing and Unit Coordinators), not floor
nurses. She stated she believed supplement orders were entered by the dietician or unit coordinators
present at the risk meeting.During an interview on 3/17/2026 at 3:58 PM, the RD stated she was
familiar with Resident #20 and had been monitoring weight loss. The RD stated Resident #20's BMI
was in the obese range and due to that weight loss could be beneficial, but she monitored Resident
#20 to regulate the rate weight loss. The RD stated Resident #20's fortified nutritional shake should
have been restarted in December 2025, and it should have been increased in February 2026 per her
recommendations. The RD stated the order should have been entered by the RD or the Director of
Nursing (DON) within a couple of days. The RD she stated did not know why the fortified nutritional
shake was listed on the RD note for 12/1/2025, but it should have been restarted on 12/8/2025. The
RD indicated she did not know why the order for the fortified nutritional shake was not entered on
12/8/2025, and that she should have entered the order. During an interview on 3/18/2026 at 9:55 AM,
Nurse #2 stated floor nurses did not normally enter orders for nutritional supplements; those orders
were entered by the dietician or unit coordinator.During an interview on 3/18/2025 at 10:07 AM, the
Memory Care Unit Coordinator stated she believed the dietician entered supplement orders and
normally emailed recommendations to the DON. The Memory Care Unit Coordinator stated it must
have been a communication error Resident #20's fortified nutritional shake was not restarted in
December. She stated during risk meetings the DON read recommendations aloud and unit
coordinators and supervisors present at the meeting typed a progress note but did not verify the order
had been entered.During an interview on 3/19/2025 at 10:00 AM, the Nurse Practitioner (NP) stated
she expected RD recommendations to be followed and entered as orders. The NP stated she expected
supplements to be administered as recommended. The NP stated Resident #20 was noted as weight
loss being beneficial, but recommended supplements should have been ordered and administered. The
NP stated the resident could have experienced more rapid weight loss without supplements, leading
to failure to thrive, but stated Resident #20 was able to walk out of her room when encouraged.During
an interview on 3/19/2025 at 10:59 AM, the Nurse Supervisor stated she participated in risk meetings
and entered progress notes read from RD recommendations. The Nurse Supervisor verified she had
signed the note written for the 2/9/2026 risk meeting but stated she did not verify the orders were
active. During an interview on 3/19/2025 at 2:27 PM, the DON stated she had been in the DON role
since January 2026 and was formerly the Assistant Director of Nursing. The DON stated when the
RD's recommendations were read off during the risk meeting the unit coordinators or nurses present
would enter a progress note, and as ADON she entered a note on 12/8/2025 for Resident #20. She
stated the management team discussed weight loss with the RD during weekly risk meetings. The
DON explained that the RD was present at some meetings and emailed the recommendations when not
at the meeting in person. The DON indicated she thought the dietician normally entered orders for her
recommendations. She stated staff did not verify orders were active when writing progress notes
during the risk meeting and stated missing the order for the fortified nutritional shakes for Resident
#20 was an oversight or miscommunication. The DON stated Resident #20 was now able to walk and
had not had a negative outcome from the weight loss. She stated she expected RD recommendations
to be followed.During an interview on 3/19/2025 at 4:04 PM, the Administrator stated the DON
handled risk meetings with the RD. The Administrator stated she expected RD recommendations to be
followed and administered as recommended.
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