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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** 48100

Residents Affected - Few Based on facility policy review, medical record review, observation and interview, the facility failed to
implement a person centered care plan related to fall interventions for 1 resident (Resident #323) of 3
residents reviewed for falls.

The findings incude:

Review of the facility's undated policy titled, Comprehensive Care Plan Procedures, revealed .The
comprehensive care plan will describe .services that are to be furnished to attain or maintain .highest
practicable .wellbeing .Resident specific interventions that reflect the resident's needs .staff responsible for
carrying out interventions specified in the care plan will be notified of their roles and responsibilities initially
and when changes are made .

Review of the medical record revealed Resident #323 was admitted to the facility on [DATE] and readmitted
on [DATE] with diagnoses including Dementia, Depression, and Lack of Coordination.

Review of the facility's fall investigation for Resident #323 dated 7/28/2024, revealed the fall intervention was
to place a sign in the resident's room to remind the resident to lock his wheelchair brakes.

Review of a quarterly Minimum Data Set (MDS) assessment dated [DATE], revealed Resident #323 scored a
9 on the Brief Interview for Mental Status (BIMS) assessment, which indicated the resident had moderate
cognitive impairment.

Review of a comprehensive care plan for Resident #323 revised 9/18/2024, revealed .provide visual
reminders to lock [the] wheelchair brakes .

During an observation on 10/8/2024 at 1:00 PM, of Resident #323's room, no visual reminders were present
to prompt the resident to lock his wheelchair brakes in the room or bathroom.

During an observation on 10/9/2024 at 10:00 AM, of Resident #323's room and bathroom, there were no
visual reminders present to remind him to lock his wheelchair brakes.

(continued on next page)

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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 445388 Page1 of 13



Department of Health & Human Services Printed: 02/11/2025

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
445388 B. Wing 10/23/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Generations Center of Spencer 87 Generations Drive
Spencer, TN 38585

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

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

F 0656 During an interview on 10/9/2024 at 10:30 AM, the Falls Coordinator and Care Plan Coordinator stated a
sign was placed in Resident #323's bathroom to remind the resident to lock his wheelchair brakes as a fall

Level of Harm - Minimal harm or intervention for the fall that occurred on 7/28/2024. Further interview confirmed the sign was an active

potential for actual harm intervention on Resident #323's care plan.

Residents Affected - Few During an observation and interview in Resident #323's room and bathroom, on 10/9/2024 at 2:00 PM, with

the Care Plan Coordinator, confirmed the visual reminder for the resident to lock his wheelchair brakes was
not present.
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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** 49786

Based on facility policy review, medical record review, observation and interview, the facility failed to revise
the comprehensive care plan for 2 residents (Resident #25 and Resident #323) of 24 residents reviewed for
care plans.

The findings include:

Review of the facility's undated policy titled, Comprehensive Care Plan Procedures, revealed .The
comprehensive care plan will describe .resident specific interventions that reflect the resident's needs .
comprehensive care plan will be reviewed and revised .after each comprehensive and quarterly MDS
[Minimum Data Set] assessment .

Review of the medical record revealed Resident #25 was admitted to the facility on [DATE], with diagnoses
including Alzheimer's Disease, Feeding Difficulty, Anxiety and Delusions.

Review of a quarterly Minimum Data Set (MDS) assessment dated [DATE], revealed Resident #25 scored a
3 on the Brief Interview for Mental Status (BIMS) assessment, which indicated the resident had severe
cognitive impairment.

Review of a care plan dated 7/2/2024, for Resident #25 revealed .Med Pass [nutritional supplement to
promote weight gain] 120 cc's (cubic centimeters) BID (twice a day) .

Review of a physician's order for Resident #25 dated 9/19/2024, revealed . MED PASS 120CC TID (three
times a day) .

Review of the medication administration record (MAR) for Resident #25 dated 10/2024, revealed . MED
PASS 120CC TID (three times a day) .

During an interview on 10/23/2024 at 11:15 AM, the MDS Coordinator confirmed Resident #25's care plan
was not revised to reflect the increase in Med Pass from BID to TID.

Review of the medical record revealed Resident #323 was admitted to the facility on [DATE] and readmitted
on [DATE], with diagnoses including Dementia, Depression, and Lack of Coordination.

Review of the facility's fall investigation for Resident #323 dated 7/14/2024, revealed the fall intervention was
to add a grab bar to the resident's left side of the bed.

Review of a MDS assessment dated [DATE], revealed Resident #323 scored a 9 on the BIMS assessment,
which indicated the resident had moderate cognitive impairment.
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F 0657 Review of a comprehensive care plan for Resident #323 revised 9/18/2024, revealed the resident had a fall
intervention for a grab bar to the resident's left side of the bed which was resolved on the care plan effective

Level of Harm - Minimal harm or 9/18/2024. Further review of the comprehensive care plan revealed the resident had an active fall

potential for actual harm intervention for a geri chair (special wheelchair that reclines the resident's back and elevates the feet) which

was revised on the care plan effective 7/29/2024.
Residents Affected - Few
During an observation in Resident #323's room on 10/8/2024 at 1:00 PM, the resident was in his room,
resting in bed with his eyes closed. The resident's bed had grab bars on the left and on the right side of the
bed. Further observation of the resident's room revealed no geri chair was in the room or the resident's
bathroom.

During an observation in Resident #323's room on 10/9/2024 at 10:00 AM, the resident's bed had grab bars
on the left and on the right side of the bed. Further observation of the resident's room revealed no geri chair
was in the room or the resident's bathroom.

During an interview on 10/9/2024 at 10:30 AM, the Falls Coordinator and Care Plan Coordinator stated the
geri chair intervention was no longer a fall intervention and use of the geri chair was no longer indicated for
Resident #323. The Falls Coordinator and the Care Plan Coordinator also stated Resident #323 had an
active intervention for a grab bar on the left side of the bed. The Care Plan and the Falls Coordinator
confirmed Resident #323's care plan was not updated to remove the geri chair as a fall intervention.

During an observation and interview in Resident #323's room on 10/9/2024 at 2:00 PM, with the Care Plan
Coordinator, showed grab bars present on both the left and right side of the bed. The Care Plan Coordinator
stated the grab bars to the left and right side of the bed were an intervention and confirmed Resident #323's
care plan was not revised to reflect the left and right grab bars placed on the resident's bed.
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41291

Based on facility policy review, medical record review, facility investigation review and interview, the facility
failed to complete a thorough investigation of falls for 2 residents (Resident #67 and #323) of 3 residents
reviewed for falls.

The findings include:

Review of the facility's undated policy titled, ACCIDENTS AND INCIDENTS-INVESTIGATING AND
REPORTING PROCEDURES, revealed .The following data as applicable, shall be included on the report of
incident/accident form .the circumstances surrounding the accident or incident .names .and their accounts of
the accident or incident .Any corrective action taken .Follow-up information .other pertinent data as
necessary or required .

Medical record review revealed Resident #67 was admitted to the facility on [DATE], with diagnoses
including Schizoaffective Disorder, Cerebrovascular Disease, Epilepsy, Disorders of Brain, and Closed
Fractures of the 3rd and 4th Fingers on the Left Hand.

Review of the current comprehensive care plan for Resident #67, revealed the resident had .poor safety
awareness .multiple falls .required extensive assistance with transfers .gait .unsteady .poor balance .
overestimate .ability and continue to attempt to transfer myself this puts .at risk for falls/injuries .
Interventions included .call light .available .answered promptly .fall mat right side of bed .safety reminders .
encourage proper footwear .Provide .assistance as needed .wheelchair for locomotion .keep .available and
in good repair .Monitor .environment for safety. Make changes as needed .report to MD [Medical Doctor] .
ensure .area .is clutter free, well lit .free of spills .Seatbelt with alarm in wheelchair .[all initiated on 4/23/2024]
.1:1 supervision while in any other chair beside my wheelchair .[initiated on 8/7/2024] .[non-slip material] to
wheelchair .assist .to recline .chair, except during mealtime, it is more comfortable for me .relieves .pressure
on my back .buttocks when | am up to my chair .keep bed in lowest position .[initiated on 8/23/2024] .

Review of the facility's fall packet dated 8/7/2024 at 5:30 PM, revealed Resident #67 was observed in the
dining room sitting in the floor on the bottom. The staff member present reported she heard oh shoot and
observed Resident #67 sitting on the floor. The resident had been transferred from a wheelchair to a regular
dining room chair at the start of dinner. Resident #67 denied any pain or injury. The packet revealed staff
were educated that Resident #67 was to remain in the wheelchair with a seatbelt and safety alarm on when
out of bed, but if the resident was removed from the wheelchair and placed in a regular chair, staff were to
remain with the resident. The fall packet did not reveal any witness statements, did not identify who the staff
person was in the dining room, at the time of the fall, and did not identify who the staff person was that
moved Resident #67 from the wheelchair to a regular dining room chair.
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Review of the facility's fall packet dated 8/23/2024, 16 days following the 8/7/2024 fall, revealed Resident
#67 was observed on the floor. The resident reported he was attempting to stand up to use the bathroom
and his lower back was hurting from sitting in the wheelchair. The resident denied pain or injury. Resident
#67 was toileted; a non-slip material was added to the seat of the wheelchair and the resident was assisted
back to the wheelchair. The back of the wheelchair was reclined slightly for comfort. Continued review of the
fall packet did not reveal who found Resident #67 in the floor or the last time the resident was observed or
toileted.

50480

Medical record review revealed Resident #323 was admitted to the facility on [DATE] and readmitted on
[DATE], with diagnoses including Congestive Heart Failure, Vascular Dementia, Depression, Peripheral
Vascular Insufficiency, and Lack of Coordination.

Review of the current comprehensive care plan for Resident #323 revealed the following interventions were
listed prior to 6/16/2024: ensure the resident's area was clutter free, well-lit and free of spills for safety;
ensure the call light was available and answered promptly; give frequent reminders to use the call light for
assistance; observe the resident's environment for safety and make changes as needed and report to the
Medical Doctor (MD). Use a wheel chair for locomotion, keep it available and in good repair. The care plan
revealed the resident had geri chair (a specialized reclining chair); was provided frequent safety reminders
by staff; encouraged the use of proper footwear; provided assistance as needed; and monitored by staff for
changes in balance. The following interventions were added to the comprehensive care plan: bed in lowest
position at all times .| have an electric bed and | do raise it myself . (7/14/2024); provide visual reminders to
lock wheelchair brakes prior to repositioning (7/28/2024); a non-slip material to wheelchair seat (8/13/2024);
anti-thrust cushion to wheelchair seat (8/21/2024).

Review of the facility's fall packet dated 6/16/2024, revealed Resident #323 had an unwitnessed fall while
attempting to transfer self in bathroom. No injuries were noted. The falls packet revealed .CNA [certified
nursing assistant-unknown] entered bathroom to check on him .staff educated to assist resident with toileting
needs and to not leave resident unattended during toileting . The immediate interventions included staff and
resident education and neurological (neuro) checks of the resident per the facility's policy. The fall packet did
not include the identity of the staff member who alerted the nurse of the fall or included how long the resident
had been left in the bathroom unattended.

Review of the facility's fall packet dated 6/21/2024, 5 days after the 6/16/2024 fall, revealed Resident #323
had an unwitnessed fall. The falls packet revealed .Called to resident's room by housekeeping .resident
observed on his left side in the floor .pad in wc [wheelchair] halfway out and floor was wet .resident stated he
slid out of wc .added nonskid material to wheelchair . The falls packet determined the cause of the wet floor
was urine. Review of the fall packet revealed Resident #323 suffered a couple of scratches to the left side of
head, a scratch to the left ear, and had a reddened area to his back. The immediate interventions included
neuro checks and to add a non-slip socks or proper foot ware. The falls packet did not include the
statements of witnesses, who discovered the resident or alerted the nurse, last observation of the resident,
or when the resident was last toileted.
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Review of the facility's fall packet dated 7/14/2024, revealed Resident #323 had an unwitnessed fall .CNA
responded .resident .sitting on the floor .Resident stated was trying to turn over myself, but | slid out of bed .
Resident educated about the importance of waiting for assistance . Continued review showed no injuries
were noted. The immediate interventions included staff and resident education and ensure the bed was in
the lowest position (placed on the care plan 7/14/2024). The fall investigation did not include a statement
from the CNA who responded to the resident.

Review of the facility's fall packet dated 8/14/2024, revealed Resident #323 had an unwitnessed fall from his
wheelchair while seated outside in a secured gated resident courtyard area. The fall packet revealed another
resident had entered the code to the door of the courtyard to allow Resident #323 exit from the door into the
secured courtyard. Resident #323 was sent to the hospital for evaluation and treatments related to the
resident's increased confusion and multiple skin injuries. The review revealed the resident returned to the
facility with an incidental finding on a chest x-ray of pneumonia and was started on antibiotics. A medication
review was performed 8/16/2024 with a reduction of Trazadone (a medication used for depression). The fall
investigation packet did not include who observed the resident outside in the courtyard, details surrounding
the fall or how long the resident had been outside.

During an interview on 10/22/2024 at 2:00 PM, the Director of Nursing (DON) stated the root cause of
Resident #323's fall on 8/14/2024 was the resident fell asleep in his wheelchair while sitting outside on the
secured (gated) courtyard area and fell out of his chair which resulted in injuries (laceration and abrasion to
left forehead, abrasions to 3rd/4th finger on right hand, abrasion to both knees, abrasion to right arm, and
laceration to 2nd/3rd toe on left foot). The DON stated Resident #323 was sent to hospital for an evaluation,
was diagnosed with Pneumonia, and was started on antibiotics. The DON stated the investigation conducted
after the fall on 8/14/2024, revealed Resident #323 had been permitted to sit outside in the secured area with
staff check-ins. The DON stated the resident loved to sit outdoors and at the time of the fall was cognitively
intact. The DON stated prior to the fall occurrence on 8/14/2024, the protocol was for the staff to assist
Resident #323 outside to sit and periodically check in with the resident. The DON further stated upon
physician notification of the fall on 8/14/2024, the facility was given additional orders and interventions for
hourly checks of the resident, laboratory orders, and a medication review.

During an interview on 10/22/2024 at 7:05 PM, Licensed Practical Nurse (LPN) R stated she was the nurse
assigned to Resident #323 on 8/14/2024. LPN stated she had just started her shift and was getting Resident
#323's medication ready for administration when she observed Resident #323 at approximately 6:30
PM-6:45 PM self-propelling his wheelchair down the hallway. LPN R stated she instructed the resident not to
go too far because she would be getting his medications ready for him to take. LPN R stated the resident
acknowledged her and continued down the hall. LPN R stated shortly after talking with the resident, she was
alerted by a staff member (unknown as she heard a yell) to come to the resident's courtyard area. LPN R
stated when she arrived to the courtyard at approximately 7:15 PM, Resident #323 was about 6-12 feet from
the doorway, his wheelchair was in the upright position, and the resident was lying on the ground, on his left
side. LPN R stated the resident had multiple skin tears, abrasion injuries, and was disoriented. LPN R stated
the resident was sent to the ER. LPN R further stated the physician was notified and upon the resident's
return from the ER, the physician ordered hourly checks, laboratory orders, and a medication review. LPN R
stated she met with the staff and it determined the root cause of Resident #323's fall on 8/14/2024 was that
he fell asleep in his wheelchair while sitting outside and fell out of the wheelchair. LPN R stated the resident
loved to sit outdoors and usually sat outside in the evenings with the other residents.
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F 0689 During an interview on 10/22/2024 at 7:25 PM, CNA Q stated she was assigned to provide care for Resident
#323 on 8/14/2024. CNA Q stated she was completing rounds on her hall when she went into Resident
Level of Harm - Minimal harm or #323's room to see if he wanted to go to the bathroom. CNA Q stated when the resident was not in the room,
potential for actual harm she went to the gated courtyard area to check on him. CNA stated Resident #323 frequently went to the
courtyard in the evenings and knew if the resident was not in his room that is where he would be located.
Residents Affected - Some CNA Q stated at approximately 6:55-7:05 PM, she went to the gated area and observed Resident #323

sitting in his wheelchair talking to another resident. CNA Q stated she spoke to the resident and he stated he
was ok and wanted to come back inside the facility around 7:30 PM to get ready for bed. CNA stated at 7:15
PM she heard a yell down the hall that a resident had fell in the courtyard area and help was needed. CNA Q
stated when she got to the courtyard, Resident #323 was close to the doorway, the wheelchair was in the
upright position, and the resident was lying on the ground, on his left side. CNA Q stated the nurse assessed
the resident and the resident was sent to the ER.

Review of the facility's fall packet dated 8/21/2024, revealed Resident #323 had an unwitnessed fall while
attempting to get out of the wheelchair to ambulate without assistance, with no injuries noted. Review of the
packet revealed the intervention was to add an anti-thrust wedge cushion to the wheelchair seat. The fall
packet did not include the statements of witnesses, who discovered the resident, or who had alerted the
nurse.

Review of the facility's fall packet dated 8/25/2024, 4 days after the previous fall, revealed Resident #323
had an unwitnessed fall and reported he rolled out of bed. The resident suffered a hematoma and laceration
to the bridge of his nose. The interventions included to add a grab bar to the left side of the bed, bed bolsters
(added to care plan 8/26/2024), and a fall mat to the left side of the bed (added to care plan 8/25/2024). The
falls packet did not include the statements of witnesses or the resident, who discovered the resident, or who
had alerted the nurse.

Review of the medical record for Resident #323 revealed the resident had no further falls after 8/25/2024.

During an interview on 10/9/2024 at 10:34 AM, the Falls Coordinator revealed when a fall incident occurred
the nursing staff had an incident/accident (fall) packet to complete. The Falls Coordinator reviewed the
packet, documented a summary, and added additional fall interventions, if necessary. The Minimum Data
Set (MDS) Nurse added the interventions to the residents' care plans, if they had not already been added by
the nurse completing the fall packet. The Falls Coordinator stated the falls packet did not always include a
witness statement from the staff working.they are not a required portion [witness statements] of the fall
packet .

During an interview on 10/9/2023 at 5:25 PM, the Falls Coordinator confirmed the fall investigations for
Residents #67 and #323 was not complete and a root cause analysis for the falls was not conducted for
Resident #67.
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

During an interview on 10/23/2024 at 8:30 AM, the Administrator stated the gated, secure, courtyard area
was designated for the residents and promoted a homelike environment. The Administrator stated prior to
Resident #323's fall on 8/14/2024, residents were permitted to sit outside at their leisure with staff approval
and staff frequent monitored the residents. The Administrator stated the residents had to have a BIMS of 9 or
greater to sit outside with staff approval. The Administrator stated after Resident #323's fall on 8/14/2024, the
door code was changed, and signage was placed for staff to not share the code, and to not assist residents
outside without approval. The Administrator stated residents were permiteed to go outside as desired but
now had to be accompanied by a staff member regardless of their BIMS score. The Administrator further
stated the activities department had incorporated more activities for outdoors to aid in the residents' desire to
go outside.

During an interview on 10/23/2024 at 8:45 AM, Falls Coordinator stated when a fall occurred the floor nurses
will call her to go over the fall incident. The Falls Coordinator stated she typically would go over with the
nurses the details of the fall to determine the root cause and discuss interventions to be implemented. The
Falls Coordinator stated she guided the nurses through the fall documentation which needed to completed
for the incident report. The Falls Coordinator stated the next business day she (or designee if she is off work)
reviewed the fall occurrence, evaluated the interventions, and the details of fall during the clinical meeting.
The Falls Coordinator confirmed not all components of the falls packet investigation had been completed for
Residents #67 and #323.
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F 0814 Dispose of garbage and refuse properly.

Level of Harm - Minimal harm or 50480
potential for actual harm
Based on facility policy review, observation and interview, the facility failed to contain garbage and refuse in
Residents Affected - Many a water sealed dumpster for 2 of 2 garbage dumpsters and failed to maintain the garbage storage area in a
safe and sanitary condition.

The findings include:

Review of the facility's undated policy, Waste Disposal Procedure, revealed .All infectious and regulated
waste destined for disposal shall be placed in closable leak-proof containers .All garbage, trash, and other
non-infectious waste shall be stored and disposed of in a manner that shall not permit the transmission of
disease, create a nuisance, provide a breeding place for insects and rodents .

During an observation and interview on 10/7/2024 at 12:00 PM, with the Dietary Manager, showed the facility
had 2 dumpsters for garbage, waste and refuse disposal. The observation revealed 2 of 2 dumpsters were
surrounded by scattered garbage on all four sides which included multiple used exam gloves, multiple
broken plastic cups of various sizes, and multiple pieces of cardboard and paper of various sizes. Further
observation revealed multiple garbage bags in 2 of 2 dumpsters with visible sunlight entering from the bottom
of the dumpster in 2 of 2 dumpsters. Dumpster 1 was observed to have a horizontal crack surrounded with
rust on the bottom of the back side of the dumpster facing away from the building. Dumpster 2 had a waste
drain on the back side of the dumpster facing away from the building without a dumpster plug in place. The
Dietary Manager stated Dumpster 1 and Dumpster 2 were used to dispose of garbage, waste, and refuse.
The Dietary manager confirmed Dumpster 1 and Dumpster 2 were not leak-proof containers and confirmed
the garbage area was not maintained in a safe and sanitary condition.
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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49786

Residents Affected - Few Based on facility policy review, medical record review and interview, the facility failed to maintain an accurate
and complete medical record for 2 residents (Resident #19 and Resident #23) of 24 residents reviewed for
medical records.

The findings include:

Review of the facility's policy, Medical Record, dated 10/10/2023, revealed .all services provided to the
resident .any changes in the residents medical, physical .condition, shall be documented in the resident's
medical record .The medical record should facilitate communication between the interdisciplinary team
regarding the resident's condition .The following information is to be documented .treatment or services
performed .changes in residents condition .documentation will include .date and time treatment/procedure
was provided .Notification of .physician .if indicated .signature and title of the individual documenting .

Review of the medical record revealed Resident #19 was admitted to the facility on [DATE], with diagnoses
including Dementia, Psychotic Disorder with Hallucinations, and Muscle Wasting.

Review of a quarterly Minimum Data Set (MDS) dated [DATE], revealed Resident #19 scored a 9 on the
Brief Interview for Mental Status (BIMS) Assessment which indicated the resident had moderate cognitive
impairment.

Review of the medical record for Resident #19, revealed the resident had a 1 pound weight gain in one
month and a 9 pound weight gain in 6 months.

Review of a physician's order for Resident #19 dated 8/21/2024, revealed Med Pass (nutritional supplement
used to promote weight gain) 120 milliliters (ml's) with medication administration twice a day (BID).

Review of the Medication Administration Record (MAR) for Resident #19 dated 10/2024, revealed the MAR
did not include the order for Med Pass 120ml's with medication administration BID.

Review of a nursing progress note for Resident #19 dated 9/3/2024, revealed .residents [resident's] weight is
stable, trending upward x [times] 3 months .currently ordered Med Pass 120ml PO [by mouth] BID .Nursing
will continue to monitor appetite and intakes .

Review of a dietary note for Resident #19 dated 9/4/2024 revealed, .residents weight is stable trending
upward x months .discussed with the weight meeting committee .continue to monitor dietary manager will
continue to monitor weight, intakes

Review of a dietary note for Resident #19 dated 9/26/2024, revealed . resident's current weight is 133 Ibs
weight continues to slowly increase .receiving a regular diet with fortified foods and 120 ml med pass 2 times
daily . Good acceptance reported .continue to monitor intake and weights .

(continued on next page)
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F 0842

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview on 10/21/2024 at 2:40 PM, Certified Nursing Assistant (CNA) L stated she is familiar with
Resident #19 and stated he received nutritional supplements.

During an interview on 10/21/2024 at 2:50 PM, CNA M stated Resident #19 had previously lost weight and
received nutritional supplements routinely.

During a telephone interview on 10/22/2024 at 7:15 PM, Licenced Practical Nurse (LPN) N stated Resident
#19 had previously lost weight and used to receive Ensure (high calorie nutritional supplement used to
promote weight gain) but was changed about a month ago to the Med Pass supplement. LPN N stated the
last time she worked was Sunday (10/20/2024) and had given Resident #19 Med Pass during her shift.

During a telephone interview on 10/22/2024 at 7:25 PM, Registered Nurse (RN) O stated Resident #19 had
previously lost weight and offered the resident supplements during his shift.

During an interview on 10/23/2024 at 11:20 AM, the Director of Nursing (DON) confirmed Resident #19's
medical record was not complete or accurate because the MAR did not reflect the resident's supplement
order for Med Pass 120 ml BID.

Review of the medical record revealed Resident #23 was admitted to the facility on [DATE] and readmitted
on [DATE], with diagnoses including Schizoaffective Disorder, Dementia, Diabetes, and Chronic Kidney
Disease.

Review of a Significant Change MDS assessment dated [DATE], revealed Resident #23 scored an 11 on the
BIMS assessment, which indicated the resident had moderate cognitive impairment. Further review revealed
the resident had significant weight loss.

Review of the medical record for Resident #23, revealed the resident weighed 274 pounds on 7/3/2024 and
was sent to the hospital on 8/6/2024. Further review revealed upon readmission to the facility, Resident
#23's re-admission weight was 230 pounds, which was a 5.96% weight loss in one month and 16.67%
weight loss in 6 months.

Review of the progress notes for Resident #23 dated 8/27/2024-9/6/2024, revealed no documentation to
reflect the physician notification of the resident's significant weight loss.

Review of a physician visit note for Resident #23 dated 9/6/2024, revealed . resident was sent out to [acute
care hospital] on 8/6/2024 .returned 8/27/2024 with medication changes and a decrease in weight, will
continue to monitor .

During an interview on 10/22/2024 at 11:41 AM, the Restorative Nurse stated she participated in the
management of weight fluctuations of the residents. The Restorative Nurse stated if the resident has had a
significant weight loss or gain, the weight is verified and the DON, dietician, and the doctor is notified
immediately. The Restorative Nurse stated Medical Director K was notified of Resident #19's significant
weight loss when he returned from the hospital and failed to document the notification.

(continued on next page)
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F 0842 During an interview on 10/23/2024 at 11:15 AM, Medical Director K stated it was his expectation to be
notified of resident weight changes once a month and stated the nurses notified him every month of the

Level of Harm - Minimal harm or residents' significant weight loss or gain. Medical Director K stated the facility contacted him regarding

potential for actual harm Resident # 23's weight loss from his recent hospitalization and this significant weight loss had been

monitored since readmission.
Residents Affected - Few
During an interview on 10/23/2024 at 11:20 AM, the DON stated it was the facility's expectation to document
in the medical record doctor notification of resident's change in status, to include weight loss. The DON
confirmed Resident #23's medical record was not complete or accurate when the Restorative Nurse did not
document physician notification of the Resident #23's significant weight loss.
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