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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48567

Residents Affected - Few Based on medical record review, interview, and review of facility policy, the facility failed to ensure Resident
#2 and Resident #18's comprehensive care plans included all goals and interventions needed to meet the
residents' total care needs. This affected two residents (Resident #2 and Resident #18) of 27 residents
reviewed for comprehensive care plans.

Findings include:

Review of the medical record for Resident #2 revealed an admitted [DATE] with diagnoses including chronic
obstructive pulmonary disease (COPD), diverticulitis, type two diabetes mellitus with metabolic diabetic
polyneuropathy, chronic pain syndrome, atrial fibrillation, gout, major depressive disorder, unspecified
psychosis, mild cognitive impairment, and need for assistance with personal care.

Review of the annual minimum data set (MDS) 3.0 assessment completed on 01/17/25 revealed Resident #2
had moderate cognitive impairment with no behavior, wandering, or rejection of care during the seven-day
look-back period.

Review of the care plan dated 02/19/22 through 05/05/25 revealed Resident #2 had refusal of care as
evidenced by refusal of showers, refusal to get out of bed, refusal of ancillary services, and removal of her
Dexcom sensor (a small wearable sensor that sends real-time blood glucose level readings to an application
on a mobile device). Further review of the care plan revealed there were no related goals or interventions for
Resident #2's listed problem to refusal of care. Review of the care plan revision history revealed the care
plan item indicating Resident #2 had refusal of care was put into place on 09/12/22, revised on 12/21/22 with
verbiage that Resident #2 refused showers, getting out of bed, and ancillary services, and was last updated
on 05/14/25 to reflect Resident #2 removed her Dexcom sensor. The care plan history contained no entries
or edits related to interventions and goals for refusal of care.

Interview on 04/24/25 at 9:39 A.M. with MDS Coordinator #437 confirmed Resident #2 confirmed that
Resident #2 had a history of refusing care and should have had an active care plan which included the
identified problem, goals, and interventions related to her refusal of care behaviors. During the interview,
MDS Coordinator #437 reviewed the active care plan for Resident #2 and confirmed there were no listed
goals or desired outcomes, no interventions, and no updated information regarding her refusal history since
05/14/25.

(continued on next page)
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F 0656 Review of the policy titled Resident Care Planning - Interdisciplinary Team dated 12/03/14 revealed the
comprehensive care plan was to be specific to each resident's needs, problems, and/or strengths and was to
Level of Harm - Minimal harm or be based on the comprehensive resident assessment data, physician orders, resident needs, and resident's
potential for actual harm self-identification of their needs. The care plan was to contain each identified problem, measurable goals and
outcomes, and interventions aimed at meeting the stated goals or mitigating the identified risks. The policy
Residents Affected - Few further revealed care planning was to be an ongoing process and was to be reviewed and updated at least

quarterly and within seven days of the comprehensive assessments.

2. Review of the medical record for Resident #18 revealed an admitted [DATE] with diagnoses including
acute on chronic diastolic congestive heart failure (CHF), respiratory failure with hypoxia and hypercapnia,
depression, chronic obstructive pulmonary disease (COPD), osteoarthritis, left lateral neoplasm of the left
kidney, systemic inflammatory response syndrome of non-infectious origin (SIRS), muscle spasms,
shortness of breath, contracture of the right fingers and right elbow, and constipation.

Review of the quarterly minimum data set (MDS) 3.0 assessment completed on 03/25/25 revealed Resident
#18 had moderate cognitive impairment and was on a scheduled pain regimen. Further review of the MDS
revealed Resident #18 received opioids.

Review of the orders revealed an order dated 11/03/14 for Oxycodone Hydrochloride (HCL) five milligram
(mg) tablets, one tablet by mouth every four hours as needed for pain.

Review of the care plan dated 09/23/20 through 06/25/25 revealed no care plan focus related to opioid use.
The care plan did reveal Resident #18 could experience altered comfort related to a history of a fractured
right humerus, generalized weakness, history of foot pain, and decreased range of motion of the right fingers
and elbow. Further review of the care plan revealed no goals related to remaining free from adverse effects
of opioid use and no interventions related to monitoring Resident #18 for opioid related side effects.

Interview on 04/24/25 at 4:40 P.M. with the Director of Nursing (DON) confirmed residents receiving opioids
should have interventions which included monitoring for adverse effects related to opiod use and that
Resident #18's care plan had no listed goals or interventions specific to monitoring and reporting opioid side
effects.

Review of the policy titled Resident Care Planning - Interdisciplinary Team dated 12/03/14 revealed the
comprehensive care plan was to be specific to each resident's needs, problems, and/or strengths and was to
be based on the comprehensive resident assessment data, physician orders, resident needs, and resident's
self-identification of their needs. The care plan was to contain each identified problem, measurable goals and
outcomes, and interventions aimed at meeting the stated goals or mitigating the identified risks. The policy
further revealed care planning was to be an ongoing process and was to be reviewed and updated at least
quarterly and within seven days of the comprehensive assessments.
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F 0657

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48567

Based on review of the medical record, interview, and review of facility policy, the facility failed to ensure the
care plan for Resident #4 was updated with new fall interventions after a fall with injury. This affected one
resident (Resident #4) of two residents reviewed for accidents. The facility census was 59.

Findings include:

Review of the medical record for Resident #4 revealed an admitted [DATE] with diagnoses including syncope
and collapse, lower back pain, unspecified head injury, dizziness and giddiness, muscle weakness,
unsteadiness on the feet, difficulty walking, and unspecified disorders of bone density and structure.
Additional diagnoses listed with an onset date of 03/03/25 included nondisplaced fracture of the medial wall
of the left acetabulum and unspecified fracture of the left pubis with routine healing.

Review of the quarterly minimum data set (MDS) 3.0 assessment revealed Resident #4 had intact cognition
and required moderate assistance with all transfers. Further review of the MDS revealed Resident #4 had
one fall with major injury since completion of the prior comprehensive assessment.

Review of the assessment titled Fall PN dated 03/03/25 revealed the facility would implement signage to
remind Resident #4 to use the call light to ask for help.

Review of the progress notes revealed a fall progress note dated 03/03/25 at 2:15 P.M. indicating the facility
was to add a new intervention to remind Resident #4 to use the call light to ask for help.

Review of the orders revealed an order dated 03/05/25 for signage to Resident #4's room to remind the
resident to wait for assistance.

Review of the care plan dated 10/15/24 through 07/02/25 revealed Resident #4 was at risk for falls. Further
review of the care plan revealed no care plan updates had been made since 01/07/25 and no new
interventions were added regarding signage to the room to remind Resident #4 to wait for assistance.

Review of the fall investigation alongside the Director of Nursing (DON) on 04/24/25 at 2:55 P.M. revealed
the fall investigation and fall related interdisciplinary team (IDT) meeting post-fall outcome was to add
signage to Resident #4's room to remind her to use the call light. At this time, the DON revealed she could
not provide a copy of the fall investigation to the surveyor. A follow-up interview with the DON on 04/24/25 at
4:35 P.M. confirmed the care plan was not updated and the new intervention had not been added after
Resident #4's fall that occurred on 03/03/25.
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F 0657 Review of the policy titled Resident Care Planning - Interdisciplinary Team dated 12/03/14 revealed the
comprehensive care plan was to be specific to each resident's needs and list all interventions aimed at

Level of Harm - Minimal harm or meeting the residents' needs or mitigating the identified risks. The policy further revealed care planning was

potential for actual harm to be an ongoing process and the care plan was to be reviewed and updated at least quarterly and within

seven days of the comprehensive assessments.
Residents Affected - Few
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F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Level of Harm - Minimal harm or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48567
potential for actual harm
Based on review of the medical record, interview, and review of facility policy, the facility failed to ensure

Residents Affected - Few Resident #2 received assistance with baths and showers per preferences or the care plan. This affected one
resident (Resident #2) of six residents reviewed for activities of daily living (ADL). The facility census was 59.

Findings include:

Review of the medical record for Resident #2 revealed an admitted [DATE] with diagnoses including chronic
obstructive pulmonary disease (COPD), diverticulitis, type two diabetes mellitus with metabolic diabetic
polyneuropathy, chronic pain syndrome, atrial fibrillation, gout, major depressive disorder, unspecified
psychosis, mild cognitive impairment, and need for assistance with personal care.

Review of the annual minimum data set (MDS) 3.0 assessment completed on 01/17/25 revealed Resident #2
had moderate cognitive impairment with no behaviors or rejection of care. Further review of the MDS
revealed Resident #2 required substantial assistance for toileting hygiene and bathing and that it was very
important to this resident to choose between a tub bath, shower, bed bath, or sponge bath.

Review of the physician order dated 01/10/25 revealed Resident #2 was to have a shower schedule per
resident preference or facility protocol.

Review of the care plan dated 02/19/22 through 05/05/25 revealed Resident #2 had communicated
preferences regarding everyday living which included receiving one bed bath per week and one shower per
week. Listed interventions reflected this preference.

Review of the shower schedule revealed Resident #2 was to be bathed on the 3:00 P.M. to 11:00 P.M. shift
on Mondays and receive a COMPLETE SHOWER NO BED BATH BB [bed bath] on the 3:00 P.M. to 11:00 P.
M. shift on Fridays.

Review of the point of care (POC) bathing task documentation in the electronic medical record from the past
30 days (03/25/25 through 04/23/24 at 10:40 A.M.). revealed Resident #2 received a sponge bath in bed on
03/28/25, 04/04/25, 04/14/25, and 04/18/25. There was no POC bathing task documentation Resident #2
received a bed bath or shower, or that Resident #2 refused the bathing task, on 03/31/25, 04/07/25,
04/11/25, or 04/21/25 as scheduled. There were no paper shower sheets for any bathing, or bathing refusals,
after 03/10/25.

Interview on 04/21/25 at 11:41 P.M. with the resident representative and listed power of attorney (POA) for
Resident #2 revealed concerns Resident #2 was not getting showers like she was supposed to and that the
shower in Resident #2's room was often blocked by equipment and staff found it difficult to get Resident #2
in and out of the bathroom for showers.

Observation on 04/22/25 at 1:59 P.M. revealed two wheelchairs lined up in Resident #2's bathroom in front
of the shower.

(continued on next page)
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F 0677

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Interview on 04/23/25 at 3:24 P.M. with Resident #2 confirmed Resident #2 wished to be gotten up to the
shower once a week, but stated she typically received bed baths. During the interview, Resident #2
confirmed bathing was typically only offered on Fridays, usually as a bed bath, and sometimes on Mondays.

Interview on 04/23/25 at 4:50 P.M. with Certified Nurse Aide (CNA) #423 confirmed residents were to be
bathed according to their shower schedules in the shower book, which was pointed out at the time of the
interview, unless the resident refused. CNA #423 further confirmed all shower refusals were to be
documented on the paper shower sheet. During the interview, CNA #423 stated she could not confirm when
Resident #2 was scheduled for bathing because that room was not part of her assignment.

Interview on 04/23/25 at 4:54 P.M. with CNA #416 confirmed resident shower schedules were kept in the
shower book. CNA #416 confirmed that if a resident refused to be bathed, she would make another attempt
and then note the refusal on the paper shower sheet. CNA #416 further stated that Resident #2 mostly gets
a bed bath.

Interview with the Director of Nursing (DON) on 04/24/25 at 4:35 P.M. confirmed there was no
documentation Resident #2 received any showers from 03/25/25 through 04/23/24 and only received a bed
bath on 03/28/25, 04/04/25, 04/14/25, 04/18/25 with no documentation of bathing refusals or why the bed
baths occurred on Fridays instead of the showers per the schedule and as care planned.

Review of the Activities of Daily Living (ADLs), Supporting policy revised March 2018 revealed appropriate
care and services would be provided to residents unable to carry out their own ADLs independently in
accordance with resident consent and the care plan, including bathing, grooming, dressing, and oral care.

This deficiency represents non-compliance related to allegations investigated under Complaint Number
OHO00163622, Complaint Number OH00163171, and Complaint Number OH00163085.
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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48567
potential for actual harm
Based on medical record review, interview, and review of facility policy, the facility failed to ensure Resident
Residents Affected - Few #66's nicotine patch was administered as ordered. This affected one residents (Resident #66) of five
residents reviewed for quality of care.

Findings include:
39969

Review of the closed medical record for Resident #66 revealed an admitted d of 02/05/25. Diagnoses
included spinal stenosis, lumbar region with neurogenic claudication, depression, and anxiety disorder.

Review of the discharge return not anticipated Minimum Data Set (MDS) assessment dated [DATE] revealed
Resident #66 had intact cognition.

Review of the physician orders for February 2025 revealed an order for nicotine transdermal patch 24 hour
21 milligrams (mg)/24 hour (hr.). Apply one patch transdermally one time a day related to tobacco use with a
start date of 02/06/25.

Review of the medication administration record (MARS) for February 2025 revealed on 02/07/25, 02/208/25,
and 02/09/25 a number 9 indicating to see progress note for the nicotine transdermal patch.

Review of the progress notes dated 02/07/25 at 8:53 A.M., 02/08/25 at 8:53 A.M. and on 02/09/25 at 8:30 A.
M. it was noted the nicotine transdermal patch was not available.

Interview on 04/28/25 at 12:36 P.M. with the Director of Nursing (DON) revealed it was her expectation for
the staff to notify the doctor when the medication was unavailable, and she did not see the documentation of
the physician being notified. DON stated it was the same nurse for all three occasions and when she spoke
with the nurse the nurse could not remember. DON stated the nicotine patches were typically house stock
and if she was notified they could have gotten them from the store or ensure something else was in place.
DON stated she was not made aware that the nicotine transdermal patches were not available.
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F 0690

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate
catheter care, and appropriate care to prevent urinary tract infections.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48567

Based on medical record review, interview, and review of facility policy, the facility failed to ensure Resident
#65's care needs were addressed related to a urine sample and the results of the urine analysis were
properly followed up on. This affected one resident (Resident #65) of two residents reviewed for bowel and
bladder continence.

Findings include:

Review of the closed medical record for Resident #65 revealed an admitted [DATE] and a discharge date of
[DATE]. Diagnoses included COVID-19, sepsis, acute respiratory failure, history of cerebral infarction without
residual deficits, polyneuropathy, hypertension, and urge incontinence.

Review of the admission Minimum Data Set (MDS) 3.0 assessment completed on 02/10/25 revealed
Resident #65 was cognitively intact. Further review of the MDS revealed Resident #65 was occasionally
incontinent of bowel and bladder.

Review of the orders for Resident #65 revealed a laboratory order dated 02/17/25 at 11:54 A.M. for a
urinalysis (UA) with culture and sensitivity (C&S). There was no indication/reason for the UA with C&S noted
within the order.

Review of the progress notes from 02/03/25 to 02/19/25 revealed a note dated 02/09/25 dated 9:46 A.M.
stating the family reported to staff that Resident #65's gastrointestinal symptoms experienced on 02/08/25,
which had improved, were typical symptoms Resident #65 exhibited when she had a urinary tract infection
(UTI). The note further revealed the nurse performed an assessment and Resident #65's vital signs were
within normal limits, she was alert and oriented to person, place, and time, and denied any pain or urgency
with urination. There were no progress notes after 02/09/25 related to genitourinary assessments or
concerns, or why a urinalysis with culture and sensitivity was ordered.

Review of the assessments revealed one skilled progress nursing assessment completed on 02/11/24
revealed Resident #65 had no changes in genitourinary function, no alteration in mental status, and no pain.
There were no additional nursing assessments in the medical record.

Review of the February 2025 treatment administration record (TAR) revealed a urine sample was collected
from Resident #65 for the ordered UA C&S during night shift on 02/17/25.

Review of the final laboratory report dated 02/20/25 at 3:24 P.M. revealed Resident #65's urine was turbid
and contained evidence of blood, protein, nitrites, leukocytes, red blood cells, white blood cells, white blood
cell clumps, calcium oxalate crystals, mucous, and bacteria. The culture further showed greater than 100,000
colony forming units (CFU) per milliliter (ml) of Escherichia Coli.

Interview with the Director of Nursing (DON) on 04/24/25 at 4:40 P.M. confirmed there was no evidence that
Resident #65's urine culture results were communicated with Resident #65 or her medical provider. At the
time of this interview, the DON was unable to confirm whether any follow-up to the positive culture occurred.
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F 0690 Interview on 04/28/25 at 11:47 A.M. with Registered Nurse (RN) #434, who confirmed she was primarily
assigned to the 200 hall where Resident #65 resided, confirmed she was unable to recall Resident #65 and
Level of Harm - Minimal harm or had no knowledge as to why she had a urine culture ordered. During the interview, RN #434 revealed that if
potential for actual harm a urine culture returned with positive results after the resident had been discharged , the facility would not be
able to prescribe further treatment, but the responsible thing to do would be to send the lab report to the
Residents Affected - Few resident's primary care physician (PCP) for follow-up.

A follow-up interview on 04/28/25 from11:53 A.M. to 11:57 A.M. with the DON confirmed she could not find
physician, nursing, or other provider notes to indicate why a UA C&S had been ordered and had no personal
recall as to why the urine sample was ordered. The DON also confirmed no recollection or documentation
notifying the PCP or home health agency of the lab results.

Review of the policy titled Change in Resident's Condition or Status last revised 11/19/17 revealed the facility
was to promptly notify the resident, resident's representative, and primary physician of changes in resident
status, which included any changes that indicated a need to alter medical treatment.
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F 0692 Provide enough food/fluids to maintain a resident's health.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39969
potential for actual harm
Based on record review and interview, the facility failed to timely and accurately address and monitor
Residents Affected - Few significant weight loss. This affected one resident (#40) of four residents (#40, #47, #48, and #55) reviewed
for nutrition. The facility census was 59.

Findings include:

Review of the medical record for Resident #40 revealed an admitted [DATE]. Diagnoses included
depression, muscle weakness, severe protein-calorie malnutrition, and type 2 diabetes mellitus with
hyperglycemia.

Review of the physician orders for April 2025 revealed active orders for weight upon admission, then weekly
times four every day shift every Monday for four weeks with start date of 03/28/25 and end date of 04/28/25.

Review of Resident #40's weight history revealed:
02/27/25 187.2 pounds (Ibs.)

03/04/25 169.2 Ibs.

03/13/25 164.2 Ibs.

03/31/25 164.0 Ibs.

04/01/25 166.2 Ibs.

04/08/25 163.2 Ibs.

04/09/25 162.2 Ibs.

04/23/25 164.8 Ibs.

The weight on 03/04/25 had a line drawn through noted to be incorrect documentation by Registered
Dietitian (RD) #404.

Review of the progress notes dated 03/23/25 at 1:17 P.M. revealed Resident #40 was transported via cot by
ambulance to the hospital. Resident family member present for transfer.

Review of the progress note dated 03/28/25 at 5:35 P.M. revealed Resident #40 was returned to the facility.

(continued on next page)
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Review of the comprehensive medical nutrition therapy assessment dated [DATE] revealed Resident #40
was readmitted after hospital stay due to urinary tract infection (UTI) with weakness. Returned on a regular
diet, however, will resume [NAME] diet due to diagnosis of diabetes mellitus. Recommend starting
supplement for weight gain due to 20 pound weight loss which occurred during hospital stay. Resident #40
reporting not eating well since discharge. Resident #40's goal weight was in the 180's. Will start Boost
breeze every day per preference. Will continue to monitor and follow up as needed.

Review of the quarterly minimum data set (MDS) assessment dated [DATE] revealed Resident #40 had
intact cognition and had unplanned weight loss.

Interview on 04/23/25 at 2:45 P.M. with RD #404 revealed she talked with Resident #40 when he had
returned from the hospital, and he told her that he had weight loss while in the hospital. RD #404 stated
nursing would let her know if someone was not eating and if there was a weight change. RD #404 stated she
was not made aware of the weight loss for Resident #40 on 03/13/25. RD #404 stated she crossed the
weight 03/04/25 because she had thought it was inaccurate and had asked for a reweigh. RD #404 stated
sometimes reweigh can take a little while but don't recall that one specifically for 03/04/25 but remember
asking for it. RD #404 stated when Resident #40 returned from the hospital her interventions included weekly
weights. RD #404 verified the weekly weight from last week was not obtained but stated Resident #40 weight
was stabilizing. RD #404 stated she typically print a list of the significant weight changes and gives it to the
physician for notification. RD #404 stated she doesn't always document that she notified the physician of
significant weight changes. RD #404 verified she did not document that she had informed the physician of
Resident #40's weight loss.

Interview on 04/23/25 at 3:39 P.M. with the Director of Nursing (DON) stated nursing does not inform RD
#404 about weights, RD #404 monitors the weights once they are put into the resident electronic medical
record. DON stated RD #404 also informs the physician of any significant weight changes. DON stated when
there is a request for a re-weigh they try to have them done within the day, but it does not always work that
way. DON stated she has Resident #40's weight for 04/21/25 and would put that in his electronic medical
record but was not sure what happened with the weekly weight from previous week.

Follow-up interview on 04/24/25 at 10:51 A.M. with RD #404 and DON revealed they were unable to provide
evidence that Resident #40's significant weight loss that occurred prior to his hospitalization on [DATE] was
addressed and the physician was notified.

Review of the policy Weight Management/Monitoring, dated 10/10/23 revealed any weight change of five
pounds or more since the last weight assessment will be verified with a reweigh. If the weight loss is not
desirable, the dietician will complete an assessment of the Resident. The physician and the multidisciplinary
team will identify conditions and medications that may be causing anorexia, weight loss, or increasing the
risk of weight loss. Under documentation: the physician should be informed of a significant change in weight
and may order nutritional interventions. Physician notification will be documented in the resident's medical
record.
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F 0697 Provide safe, appropriate pain management for a resident who requires such services.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48567
potential for actual harm
Based on review of the medical record, interview, and review of facility policy, the facility failed to ensure
Residents Affected - Few Resident #18 pain medications had proper indications for use, their pain was re-evaluated after
administration of analgesics, and had interventions in place to ensure effective monitoring for adverse effects
of opioid use. This affected one Resident (Resident #18) of five residents reviewed for unnecessary
medications. The facility census was 59.

Findings include:

Review of the medical record for Resident #18 revealed an admitted [DATE] with diagnoses including acute
on chronic diastolic congestive heart failure (CHF), respiratory failure with hypoxia and hypercapnia,
depression, chronic obstructive pulmonary disease (COPD), osteoarthritis, left lateral neoplasm of the left
kidney, systemic inflammatory response syndrome of non-infectious origin (SIRS), muscle spasms,
shortness of breath, contracture of the right fingers and right elbow, and constipation.

Review of the quarterly minimum data set (MDS) 3.0 assessment completed on 03/25/25 revealed Resident
#18 had moderate cognitive impairment and was on a scheduled pain regimen. Further review of the MDS
revealed Resident #18 received opioids.

Review of the orders revealed an order dated 11/01/24 for Acetaminophen 325 milligram (mg) tablets, two
tablets by mouth every six hours as needed for general discomfort. Further review of the orders revealed an
order dated 11/03/14 for Oxycodone Hydrochloride (HCL) 5 mg tablets, one tablet by mouth every four hours
as needed for pain. There was no indication of what type of pain or level of pain severity for which the
Oxycodone was to be administered.

Review of the care plan dated 09/23/20 through 06/25/25 revealed no care plan focus related to opioid use
and no interventions related to monitoring Resident #18 for opioid related side effects. The care plan did
reveal Resident #18 could experience altered comfort related to a history of a fractured right humerus,
generalized weakness, history of foot pain, and decreased range of motion of the right fingers and elbow.
Interventions included monitoring for effectiveness of pain medication and to notify the medical provider of
the medication was ineffective.

Review of the March 2025 Medication Administration record (MAR) revealed Resident #18 received
Acetaminophen 325 mg, 2 tablets by mouth on 03/13/25, 03/19/25, and 03/26/25 for discomfort. The
effectiveness of acetaminophen doses given on 03/13/25 and 03/19/25 were listed as unknown. The linked
electronic medication administration record (eMAR) progress notes contained no follow-up pain
assessments. There were no other assessments that contained documentation of pain re-evaluations dated
03/13/25 or 03/19/25.
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Review of the March 2025 MAR revealed Resident #18 received Oxycodone 5 mg for pain a total of 10 times
between 03/01/25 and 03/31/25. Six of the Oxycodone doses administered, doses given on 03/03/25,
03/09/25, 03/13/25, 03/17/25, 03/22/25, and 03/25/25, included documentation that the effectiveness of the
Oxycodone was unknown. The linked eMAR progress notes for doses given on 03/03/25, 03/09/25,
03/13/25, 03/17/25, 03/22/25, and 03/25/25 listed the effectiveness as unknown and contained no follow-up
pain assessments. There were no nursing assessments or other forms of documentation dated 03/03/25,
03/09/25, 03/13/25, 03/17/25, 03/22/25, or 03/25/25 that included follow-up pain assessments or evidence
Resident #18 had been monitored for adverse effects of opioid analgesic use.

Review of the April 2025 MAR revealed Resident #18 received Oxycodone 5 mg for pain a total of eight
times between 04/01/25 and 04/23/25. Six of the Oxycodone doses administered, doses given on 04/02/25,
04/06/25, 04/07/25, 04/15/25, 04/21/25, and 04/23/25, included documentation that the medication
effectiveness was unknown. The linked eMAR progress notes for doses given on 04/02/25, 04/06/25,
04/07/25, 04/15/25, 04/21/25, and 04/23/25 contained no follow-up pain assessments after pain medication
administration. There were no nursing assessments or other forms of documentation dated 04/02/25,
04/06/25, 04/07/25, 04/15/25, 04/21/25, and 04/23/25 that included follow-up pain assessments or evidence
Resident #18 had been monitored for adverse effects of opioid analgesic use.

Interview on 04/24/25 at 12:07 P.M. with Registered Nurse (RN) #434 confirmed a pain reassessment was to
be performed when any analgesic medication was administered for pain management. RN #434 further
confirmed reassessment of pain directly after administration of the medication would be inappropriate and
that the average appropriate timing for re-evaluating residents' pain medication effectiveness was around
one hour after giving the medication. During the interview, RN #434 denied circumstances when an unknown
response related to effectiveness would be warranted, unless the resident was no longer in the facility, and
stated there was always a method that could be used to assess for indicators of pain. RN #434 also
confirmed there was no place nurses were prompted to assess and document whether residents receiving
opioids experienced adverse effects.

Interview with the Director of Nursing (DON) on 04/24/25 at 4:40 P.M. confirmed any resident who received
pain medication on an as needed basis was required to have their pain level re-evaluated no sooner than 15
minutes after administration. The DON further confirmed that if the nurse reassessed the resident, the
response of Unknown should never be selected, unless the resident had been transferred out of the facility
before it was time to re-evaluate the effectiveness of the administered medication. During the interview, the
DON also confirmed there was no designated place for nurses to document that they were monitoring for
side effects of opioids, and the care plan should have listed an intervention regarding monitoring and
reporting opioid side effects.

Review of the policy titled Administering Pain Medications last revised October 2022 revealed residents
prescribed opioids were to be monitored for medication effectiveness, adverse effects, and potential signs of
overdose. The policy further revealed residents being administered analgesics were to have their pain
re-evaluated 30 to 60 minutes after administration.
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F 0759 Ensure medication error rates are not 5 percent or greater.

Level of Harm - Minimal harm or 37095
potential for actual harm
Based on observation, record review, and interview, the facility failed to administer medications with an error
Residents Affected - Few rate of under 5%. Two medication errors out of 29 opportunities for error, creating a total medication error
rate of 6.9%. This affected two (Resident #5 and #11) of five residents observed for medication
administration.

Findings include:

1. Record review of Resident #5 revealed he had an active order for 12 units of Humalog insulin to be given
with meals dated 02/20/24, and an active order for sliding scale insulin dated 04/10/24.

Observation of an insulin administration for Resident #5 on 04/21/25 at 4:28 P.M. revealed Registered Nurse
(RN) #434 programmed a dose of 21 units of Humalog insulin from a Humalog Kwikpen device (a multi-use
insulin injection syringe). Observation of the syringe revealed it was a previously-opened device labeled as
belonging to Resident #46. Additionally, the nurse did not prime the needle with a two-unit push before
programming the 21 units. The surveyor intervened before the resident was injected.

Interview with RN #434 on 04/21/25 at 4:45 P.M. confirmed the above findings. Following surveyor
intervention, she retrieved a new Humalog insulin vial from storage and used that to medicate the resident.

Record review of the facility's insulin administration policy dated 2017 revealed staff were to follow
manufacturer instructions when using insulin devices.

Review of the manufacturer instructions for Humalog Kwikpen devices dated 07/2023 revealed Humalog
Kwikpens were not to be used for multiple people, as this carried the risk of transmitting a serious infection.
Additionally, the insulin needle was to be primed before each injection with two units of insulin. The
instructions said that if the needle was not primed before injection it could result in too much or little insulin
may be administered.

2. Record review of Resident #11 revealed they had an active order dated 11/29/24 to receive two tablets of
cholecalciferol 1000 units for a total dose of 2000 units once per day.

Observation of a medication administration on 04/23/25 at 9:08 A.M. for Resident #11 by Licensed Practical
Nurse (LPN) #409 revealed one of the medications given was one pill of 1000 units of vitamin D3 (also called
cholecalciferol).

Interview with LPN #409 on 04/23/25 at 11:40 A.M. confirmed she only gave one tablet of cholecalciferol and
the order called for two.

The above two events created two medication errors out of 29 opportunities for error, creating a total
medication error rate of 6.9%.
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F 0812

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Many

Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48565

Based on observation, interview and policy review, the facility failed to have test strips at the three-sink
manual dishwash area to test for proper sanitation levels. This had the potential to affect all 59 of 59
residents receiving dietary services.

Findings include:

On [DATE] at 8:30 A.M. an initial tour of the kitchen revealed Hydrion test strips to test for proper sanitation
levels at the three-sink manual dishwash station expired ,d+[DATE]. An interview at the time of the
observation with Dietary Manager (DM) #448 verified the expired test strips. DM #448 also stated they were
unaware of an expiration date for test strips existed.

A review of the policy titled; General Sanitation of Kitchen dated 2010 revealed the staff shall maintain the
sanitation of the kitchen through compliance with a written, comprehensive cleaning schedule.

A review of the policy titled; Cleaning Dishes-Manual Dishwashing dated 2010 revealed dishes and
cookware will be washed after each meal to assure that all dishes are clean and sanitary. Subpoint six with
in the policy stated to check sanitation sink often using a test strip to assure the level of sanitation solution is
appropriate.

A review of the documents titled; Kitchen Sanitation Audit dated [DATE], [DATE] and [DATE], completed by
Licensed Dietician/Registered Dietician #404 revealed test kits available and staff using appropriately to test
sanitizer level.

A review of the website microessentiallab.com revealed the color chart is marked with the expiration and lot
number for that specific roll. The pH paper will remain accurate until the expiration date listed.
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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** 37095
potential for actual harm
Based on observation, record review, and interview, the facility failed to ensure insulin pens were only used
Residents Affected - Some for one resident and failed to follow infection control precautions for Resident #32 and #73. This affected
Resident #5, Resident #32, and Resident #73 with the potential to affect five residents (#42, #70, #71, #72,
and #73) who resided on the 100 hall. The facility census was 59.

Findings include:

1. Observation of an insulin administration for Resident #5 on 04/21/25 at 4:28 P.M. revealed Registered
Nurse (RN) #434 programmed a dose of 21 units of Humalog insulin from a Humalog Kwikpen device (a
multi-use insulin injection syringe). Observation of the syringe revealed it was a previously-opened device
labeled as belonging to Resident #46. The surveyor intervened before the resident was injected.

Interview with RN #434 on 04/21/25 at 4:45 P.M. confirmed the above findings. Following surveyor
intervention, she retrieved a new Humalog insulin vial from storage and used that to medicate the resident.

Record review of the facility's insulin administration policy dated 2017 revealed staff were to follow
manufacturer instructions when using insulin devices.

Review of the manufacturer instructions for Humalog Kwikpen devices dated 07/2023 revealed Humalog
Kwikpens were not to be used for multiple people, as this carried the risk of transmitting a serious infection.

39969

2. Review of the medical record for Resident #73 revealed and admitted [DATE]. Diagnoses included
Enterocolitis due to Clostridium Difficile (C. Diff). Resident #73 resided on the 100 hall.

Review of the physician orders for April 2025 revealed active orders to maintain contact precautions for C.
Diff.

Review of the care plan dated 04/22/25 revealed Resident #73 required isolation precautions for C. Diff.
Interventions included use appropriate personal protective equipment as indicated by isolation type when
providing care for Resident #73.

Observation on 04/22/25 at 11:24 A.M. revealed Resident #73 sitting in his wheelchair in the hall outside of
his room. On the back of the resident door was a yellow plastic bag with slots that held disposable gowns
and gloves. The door jamb had a sign that read contact precautions: wash hands before entrance/and exit,
gown, and glove. CNA #442 was observed taking Resident #73 into his room and closed the door behind
them without donning gloves or gown. Resident #73's door was opened and CNA #422 brought Resident 73
back out into the hall and then entered Resident #72's room and then come right out.
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Interview on 04/22/25 at 11:26 A.M. with CNA #442 verified she did not don a gown when she took Resident
#73 into his room but stated she put on gloves once she was in his room and lifted him up in his wheelchair.
CNA #442 stated there were gloves in the room in the resident's bathroom. CNA #442 stated she put gloves
on and threw them away in the room and then sanitized her hands. CNA #442 stated she was aware
Resident #73 was on precautions for C. Diff and all he needed was to get lifted up in chair. CNA #442 stated
the sign was only when they had to change him. CNA #442 stated she then went into Resident #72's room
but the resident was not in her room.

Interview on 04/22/25 at 12:49 P.M. with Infection Control Preventionist (ICP) #481 stated the expectation
was to don gown and glove when entering Resident #73's room for any reason and washing hands with soap
and water not hand sanitizer.

Review of the facility census revealed #42, #70, #71, #72, and #73 resided on the 100 hall.

Review of the facility policy Isolation-Categories of Transmission-Based Precautions, revised September
2017 revealed wear gloves when entering the room, while caring for a resident, change gloves after having
contact with infective material, remove gloves before leaving the room and perform hand hygiene. After
removing gloves and washing hands, do not touch potentially contaminated environmental surfaces or items
in the resident's room. Wear a disposable gown upon entering the contact precautions room or cubicle. After
removing the gown, do not allow clothing to contact potentially contaminated environmental surfaces.

3. Review of Resident #32 medical record revealed resident was admitted on [DATE] with diagnosis
including but not limited to aneurysm of carotid artery, insomnia, major depressive disorder, pruritus,
gastro-esophageal reflux disease, difficulty in walking, pain in right leg, need for assistance with/ personal
care, muscle weakness, hemiplegia and hemiparesis following cerebral infraction affecting right dominant
side.

Resident #32's physician orders revealed an order of enhanced barrier precautions dated 04/02/25 for staff
to use Enhanced Barrier Precautions during high contact resident care activities due to (wounds).

Observation on 04/23/25 at 11:55 A.M. of Certified Nursing Assistant (CNA) #442 exiting Resident #32 room
with gloves in hand, mask on and carrying a trash bag.

Interview on 04/23/25 at 12:05 P.M. with CNA #442 revealed she was performing perineal care and Resident
#32 was not on precautions. CNA #442 revealed she threw gloves away outside of room and then sanitized
her hands. CNA #442 revealed for enhanced barrier precautions she wears a mask and gloves. Confirmed
with CNA #442 the enhanced barrier precaution sign on the inside of Resident #32 door and that the sign
says to wear gloves and a gown. CNA #442 confirmed she did not have a gown on while providing care.

Review of the facilities Enhanced Barrier Precautions policy dated August 2022, revealed gloves and gown
are applied prior to performing high contact resident care activities and that personal protective equipment
(PPE) is removed before leaving the resident room.
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