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F 0584 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.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44070

Residents Affected - Few Based on observation, resident, resident family member, and staff interview, and medical record review, the
facility failed to maintain a homelike environment for one (#13) of three residents reviewed for environment.
The facility census was 99.

Findings include:

Review of the medical record for Resident #13 revealed an admitted [DATE]. Diagnoses included dysphasia,
muscle disorder, mobility abnormalities, diabetes with foot ulcer, respiratory failure, and dependence on renal
dialysis.

Interview and observation on 02/26/25 at 1:35 P.M. with Resident #13 and Resident #13's family member
revealed the resident's furniture was typically covered in medical supplies, pillows, wound vacuum care
supplies, gloves, incontinence briefs, and blankets. Observation of the resident's room during the interview
revealed a pile of items was three feet high and taller than the back of the armchair. Resident #13's family
stated the resident did not have current orders for a wound vacuum and the resident typically had pillows for
off loading, but did not need the six that were piled up.

Observation and interview on 02/27/25 at 9:15 A.M. with Resident #13 and Certified Nurse Aide (CNA) #55
confirmed Resident #13's chair had a large pile of supplies that should be stored in a supply closet orin a
wardrobe. CNA #55 confirmed it did not appear homelike, and if guests visit they are unable to sit and make
use of the furniture.

Interview on 02/27/25 at approximately 10:30 A.M. with Regional Nurse #200 confirmed the facility shall
ensure resident rooms appear homelike without clutter and items should not be left stacked on resident
furniture by staff to the point where the furniture was not usable.

Review of facility policy titled, Homelike Environment, dated 02/2021, revealed residents shall be provided
with a safe clean comfortable and homelike environment.

This deficiency represents non-compliance investigated under Complaint Number OH00162784.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0677

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44070

Based on observation, resident, resident family, and staff interview, medical record review, and policy review,
the facility failed to ensure residents received assistance with bathing and nail care. This affected three (#13,
#21, and #102) of four residents reviewed for activities of daily living (ADLs) for dependent residents. The
facility census was 99.

Findings include:

1. Review of the medical record for Resident #102 revealed an admitted [DATE] and discharge date of
[DATE]. Diagnoses included amputation of the right foot, diabetes, muscle disorder, end stage renal disease,
epilepsy, and heart failure.

Review of the plan of care dated 11/04/24 revealed Resident #102 had a self-care deficit with interventions
to assist with bathing and shower as needed, and assist with hygiene, grooming, dressing as needed.

Review of the Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #102 was cognitively
intact and required substantial maximum assistance for toileting, bathing, and personal hygiene. Resident
#102 was dependent for transfers from a bed to a chair, required substantial maximum assistance for toilet
transfers, and tub/shower transfers were not attempted during the MDS assessment review period.

Review of Resident #102's medical record revealed no evidence of showers from November or December
2024. Review of shower documentation in January 2025 revealed the resident was bathed on 01/16/25 and
01/19/25. On 01/19/25, the resident was transferred out of the facility to the hospital and did not return.

Interview on 02/27/25 at 10:30 A.M. with Regional Nurse #200 confirmed showers were only documented
twice out of 19 days of Resident #102's stay in January 2025, and confirmed the facility had no
documentation of the resident being bathed in November or December 2024.

2. Review of the medical record for Resident #13 revealed an admitted [DATE]. Diagnoses included
dysphasia, muscle disorder, mobility abnormalities, diabetes with a foot ulcer, respiratory failure, and
dependence on renal dialysis.

Review of the plan of care dated 10/18/24 revealed Resident #13 had a self-care deficit with interventions to
assist with baths and showers as needed, and assist with daily hygiene, grooming, dressing, and oral care
as needed.

Review of the MDS assessment dated [DATE] revealed Resident #13's cognition was not assessed and
resident required substantial maximum assist for toileting and bathing, lower body dressing, partial moderate
assistance for upper body dressing, and supervision touching assistance with personal hygiene. Resident
#13 required substantial maximum assistance for transfers from a bed to a chair, toilet transfers, and
tub/shower transfers.
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0677 Review of cognitive assessment dated [DATE] revealed Resident #13 had intact cognition.
Level of Harm - Minimal harm or Review of Resident #13's medical record revealed the facility provided showers on 02/01/25, 02/03/25,
potential for actual harm 02/05/25, 02/18/25, 02/22/25 with no refusals documented. Further review of the documentation revealed no

indication nail care was completed on any bathing date.
Residents Affected - Few
Interview and observation on 02/26/25 at 1:35 P.M. with Resident #13 and Resident #13's family member
revealed Resident #13 would like her nails timmed. Both Resident #13 and Resident #13's family member
stated the resident had asked facility staff for assistance with trimming her finger nails, but staff have not
assisted her. Resident #13's family member reported the facility had a nail activity each month, but it was
during the resident's dialysis appointments, so the resident missed the activity every time. Observation
during the interview revealed Resident #13's finger nails were untrimmed.

Observation and interview on 02/27/25 at 9:15 A.M. with Resident #13 and Certified Nurse Aide (CNA) #55
confirmed Resident #13's finger nails were long and extended about one to two inches past the nail beds.
Resident #13 was observed telling CNA #55 she wanted her nails trimmed and had trouble getting staff to
assist her.

Interview on 02/27/25 at approximately 10:30 A.M. with Regional Nurse #200 confirmed resident finger nail
care should be offered to residents as needed and on shower days.

3. Review of the medical record for Resident #21 revealed an admitted [DATE]. Diagnoses included chronic
respiratory failure, heart disease, anxiety, heart failure, anemia, and dependence on renal dialysis.

Review of the plan of care dated 01/17/25 revealed Resident #21 had a self-care deficit with interventions to
allow time for the resident to express feelings, and assist with activities of daily living.

Review of the MDS assessment dated [DATE] revealed Resident #21 was cognitively intact, was dependent
for toileting, bathing, upper and lower body dressing, and required partial moderate assistance with personal
hygiene. Resident #21 was dependent for transfers from a bed to a chair, toilet transfers, and tub/shower
transfers.

Review of Resident #21's medical record revealed the facility provided showers on 01/29/25, 01/30/25,
02/13/25, and 02/24/25 with one refusal documented earlier in the day on 01/29/25.

Interview on 02/26/25 at 1:12 P.M. with Resident #21 revealed she was not provided bathing assistance
consistently.

Interview on 02/26/25 at 4:40 P.M. with Regional Nurse #200 confirmed Resident #21's showers were only
documented four times in the past two months. She confirmed staff should be documenting each shower or
bath offered and good hygiene should be maintained.
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F 0677 Review of facility policy titled, Activity of Daily Living, dated 08/2023, revealed residents shall be provided

with care and services to maintain activities of daily living. Residents unable to carry out tasks independently

Level of Harm - Minimal harm or shall receive assistance to maintain good grooming and hygiene including bathing care.
potential for actual harm

This deficiency represents non-compliance investigated under Complaint Number OH00162784.
Residents Affected - Few
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F 0825 Provide or get specialized rehabilitative services as required for a resident.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44070
potential for actual harm
Based on medical record review, resident, resident family, and staff interview, policy review, the facility failed
Residents Affected - Few to ensure physical therapy was provided as ordered. This affected two (#13 and #102) of three residents
reviewed for therapy services. The facility census was 99.

Findings include:

1. Review of the medical record for Resident #13 revealed an admitted [DATE]. Diagnoses included
dysphasia, muscle disorder, mobility abnormalities, diabetes with a foot ulcer, respiratory failure, and
dependence on renal dialysis.

Review of Resident #13's physician orders dated 11/07/24 to 02/10/25 revealed physical therapy was
recommended for skilled treatment five times weekly until 12/11/24. Resident #13 had an order dated
12/06/24 to 02/10/25 for physical therapy recommended for skilled treatment five times weekly until 01/04/25.
Further review reveled a third order for 02/19/25 with no end date for a physical therapy recommended for
skilled treatment five times weekly.

Review of Resident #13's therapy notes dated 12/06/24 to 01/04/25 revealed no evidence of treatment notes
or therapy assessments.

Review Resident #13's progress notes dated 01/27/25 revealed the resident's daughter requested the
resident be screened by therapy to get back in services.

Review of the Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #13's cognition was
not assessed. The resident required substantial maximum assistance for toileting, bathing, and lower body
dressing, and partial moderate assistance for upper body dressing and supervision touching assistance with
personal hygiene. Resident #13 also required substantial maximum assistance for transfers from a bed to a
chair, toilet transfers, and tub/shower transfers.

Review of a cognition assessment dated [DATE] revealed Resident #13 was cognitively intact.

Review of the physical therapy assessment dated [DATE] revealed a recommendation for Resident #13 to
receive therapy five times weekly.

Review of therapy notes revealed Resident #13 was offered or seen by therapy on 02/18/25, 02/21/25,
02/22/25, 02/24/25, and 02/25/25, which equated to two to three times weekly.

Interview on 02/26/25 at 1:35 P.M. with Resident #13 and Resident #13's family member stated the resident
had not received much therapy until recently. Resident #13 had been admitted for rehabilitation, but the first
few months therapy services were not consistent.

Interview on 02/27/25 at 10:30 A.M. with Regional Nurse #200 confirmed all of Resident #13's therapy notes
the facility had were provided for review and acknowledged Resident #13 had no physical therapy notes from
November 2024, December 2024, and January 2025 when the resident was ordered therapy.
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F 0825 Interview on 02/07/25 at 11:57 A.M. with Therapy Manager #250 confirmed the therapy department had no
additional notes or evidence of therapy being provided as ordered for Resident #13.
Level of Harm - Minimal harm or

potential for actual harm 2. Review of the medical record for Resident #102 revealed an admitted [DATE]. Diagnoses included
amputation of the right foot, diabetes, muscle disorder, end stage renal disease, epilepsy, and heart failure.
Residents Affected - Few The resident was discharged on [DATE].

Review of the MDS assessment dated [DATE] revealed Resident #102 was cognitively intact, and required
substantial maximum assistance for toileting, bathing, lower body dressing, and personal hygiene, and partial
moderate assistance for upper body dressing. Resident #102 was dependent for transfers from a bed to a
chair, required substantial maximum assistance for toilet transfers, and tub/shower transfers were not
attempted during the MDS assessment review period.

Review of a physician order dated 11/05/24 to 02/10/25 revealed Resident #102 was ordered physical
therapy recommended for skilled treatment five times weekly until 12/09/24. Review of an additional order
dated 12/10/24 to 01/06/25 for physical therapy recommended for skilled treatment five times weekly was
given.

Review of a physical therapy evaluation dated 11/05/24 revealed Resident #102 was to be seen five times
weekly by physical therapy.

Review of therapy notes revealed Resident #102 was offered or seen by therapy on 11/05/24, 11/06/24,
11/07/24, 11/11/24, 11/12/24, 11/13/24, 11/15/24, 11/17/24, 11/18/24, 11/20/24, 11/21/24, 11/22/24,
11/26/24, 11/30/24, 12/02/24, 12/04/24, 12/06/24, 12/07/24, which equated to two to four times weekly.

Review of a physical therapy evaluation dated 12/10/24 revealed Resident #102 was to be seen five times
weekly by physical therapy.

Review of therapy notes revealed Resident #102 was offered or seen by therapy on 12/09/24, 12/11/24,
12/13/24, 12/16/24, 12/17/24, 12/18/24, 12/20/24, 12/26/24, 12/28/24, and 12/30/24, which equated to two to
four times weekly.

Review of a physical therapy evaluation dated 12/31/24 revealed Resident #102 was to be seen three to five
times weekly by physical therapy.

Review of therapy notes revealed Resident #102 was offered/seen by therapy on 01/03/25, 01/04/25,
01/08/25, 01/09/25, 01/13/25, 01/16/25, 01/17/25, which equated to two to three times weekly.

Interview on 02/26/25 at 11:50 A.M. with Resident #102's family member revealed concerns about the
amount of therapy Resident #102 received in the facility. Resident #102's family member also reported
concerns were confirmed when talking with therapy staff that the facility did not have enough employees in
the therapy department and were unable to keep up with the work load.
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F 0825 Interview on 02/27/25 at 11:57 A.M. with Therapy Manager #250 reported when the facility was bought out,
all therapy staff left. She revealed facility was then having offsite staff copy and paste therapy assessments

Level of Harm - Minimal harm or and tried to see residents as often as possible but acknowledged facility had one physical therapy assistant

potential for actual harm (PTA) and 100 residents admitted to the facility. Therapy Manager #250 acknowledged the facility continued

to admit new residents for skilled services and verified Resident #102 did not receive therapy as ordered.
Residents Affected - Few

Review of facility policy titled, Specialized Rehabilitative Services, from 2024, revealed facility shall provide
rehabilitation services to residents upon the written order of the physician until a resident has met their goals.

This deficiency represents non-compliance investigated under Complaint Number OH00162784.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44070
potential for actual harm
Based on medical record review, staff interview, review of infection control logs, and policy review, the facility
Residents Affected - Few failed to ensure COVID-19 infections were adequately monitored. This affected one (#102) of three reviewed
for COVID-19 infections. The facility census was 99.

Findings include:

Review of the medical record for Resident #102 revealed an admitted [DATE]. Diagnoses included
amputation of the right foot, diabetes, muscle disorder, end stage renal disease, epilepsy, and heart failure.
The resident was discharged on [DATE].

Review of the Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #102 was cognitively
intact.

Review progress notes dated 01/08/25 revealed Resident #102 was evaluated for a transfer to an assisted
living facility, and a COVID-19 test was requested. Resident #102 tested negative and all parties were
updated. Review of a subsequent progress note dated 01/10/25 revealed Resident #102's family was
concerned about a change in condition and a COVID-19 test was ordered. Resident #102's test for
COVID-19 was positive at that time.

Review of Resident #102's physician orders for 01/10/25 revealed an order for a COVID-19 test to be
completed.

Review of infection logs revealed no evidence of Resident #102's positive COVID-19 test from 01/10/25
being included or reviewed as part of the facility's infection control surveillance program.

Interview on 02/27/25 at 10:30 A.M. with Regional Nurse #200 confirmed the facility had no evidence related
to monitoring or tracking Resident #102's COVID-19 infection.

Review of a facility policy titled, Infection Control Prevention Program, dated 11/2022, revealed the facility
shall monitor infections and reports of infections shall be maintained and discussed with infection
preventionist and committee.

This deficiency represents non-compliance investigated under Complaint Number OH00162784.
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