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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, medical record review, email correspondence review, observation, and interview, the 
facility failed to protect the residents' right to be free from neglect for 3 of 14 (Resident #6, Resident #1, and 
Resident #12) sampled residents reviewed for abuse and neglect. Resident #6, a vulnerable, cognitively 
impaired, totally dependent resident who required enteral feeding (method of delivering nutrition directly into 
the gastrointestinal tract) for nutrition was reviewed for neglect. On 3/20/2025, the nurse documented 
Resident #6 had a tear on the side of the feeding port of the percutaneous endoscopic gastrostomy (PEG) 
tube which caused leakage of the feeding onto the bed. Resident #6 did not receive a new PEG tube until 
4/7/2025, 19 days after the tear was found, which allowed for leakage of the enteral nutrition for 19 days. 
Resident #6's weight was 137 pounds (lbs.) on 3/14/2025 and decreased to 117 lbs. on 4/3/2025. Resident 
#6 sustained a severe weight loss of 14.59 percent (%) in 20 days which delayed healing on her current 
Stage 3 pressure ulcer/injury (a deep wound that involves full-thickness tissue loss) on the Left Ischial 
Tuberosity (the bony prominence on the posterior bottom left part of the pelvis). Resident #6 was noted to 
have a new in-house acquired blister on 4/8/2025, on her right lower back. On 4/16/2025 a new Stage 2 
pressure ulcer/injury (partial thickness skin loss involving the epidermis and or dermis) to her coccyx was 
identified. On 4/30/2025, a new Deep Tissue Injury (DTI) (a pressure-related injury to the soft tissue under 
the skin) on her left heel was identified. The Registered Dietician confirmed the tear in the feeding tube 
contributed to Resident #6's severe weight loss Resident #1, a vulnerable, cognitively impaired resident who 
required 2-person, mechanical lift assistance for transfers sustained a left, distal femur fracture (a break in 
the lower part of the left thigh bone, just above the knee joint) when staff transferred her without the use of 
the mechanical lift on 7/4/2025. Resident #1 had a prior improper transfer without the use of the mechanical 
lift which resulted in a toe fracture (broken bone). The Certified Nursing Assistant (CNA) found Resident #1 
sitting in her wheelchair screaming with excruciating pain on 7/4/2025 and attempted to stand Resident #1 
up to transfer her to the bed without notifying the nurse for evaluation of Resident #1's pain, which resulted in 
increased pain. The CNA then picked Resident #1 up and placed her in bed, without the use of the 2-person 
mechanical lift. The nurse's assessment completed after Resident #1 was placed in the bed revealed 
bruising and swelling of her left knee. An X-Ray was obtained which revealed Resident #1 had a left distal 
femur fracture. The facility's failures resulted in Immediate jeopardy for Resident #1 and Resident #6. The 
facility also neglected to maintain and provide the ordered enteral feeding as scheduled for Resident #12's 
continuous enteral feed on 8/20/2025. Immediate Jeopardy (IJ) (a situation in which the provider's 
noncompliance with one or more requirements of participation has caused, or is likely to cause, serious 
injury, harm, impairment, or death to a resident) was identified related to the facility's failure to provide 
necessary goods and services to Resident #1 and Resident #6. The Administrator and the Director of 
Nursing (DON) were notified of the Immediate Jeopardy (IJ) of F-600 on 8/14/2025 at 10:53 AM. An 
amended template for F-600 was given to the Administrator and the DON on 8/20/2025 at 11:53 AM, in the 
Conference Room. The facility was cited at F-600 at a scope and severity of J, which constitutes 
Substandard Quality of Care. A partial extended survey was conducted from 8/20/2025 through 8/22/2025. 
An acceptable Removal Plan, which removes the immediacy of the Jeopardy for F-600 was received on 
8/22/2025. The Removal Plan was validated onsite by the surveyor on 8/22/2025 through audit review, 
medical record review, observation, review of education records, and staff interviews. The IJ began on 
3/20/2025 and was removed on 8/23/2025. The facility's noncompliance at F-600 continues at a scope and 
severity of D for monitoring of the effectiveness of the corrective actions. The facility is required to submit a 
Plan of Correction. The findings include: 1.Review of the facility policy titled, Abuse Prevention Program 
F600, dated 8/2024 revealed, .Residents have the right to be free from abuse, neglect.resulting physical 
harm, pain.Abuse also includes the deprivation by an individual, including a caretaker, of goods and services 
that are necessary to attain or maintain, physical, mental or psychological well-being.Neglect means the 
failure of the facility, its employees or service providers to provide goods and services to a resident that are 
necessary to avoid physical harm, pain, mental anguish or emotional distress.The facility administration and 
employees are committed to protecting residents from abuse by anyone including, but not necessarily limited 
to.facility staff.Identification of occurrences and patterns of potential mistreatment/abuse.The reporting and 
filing of accurate documents relative to incidents of abuse.The implementation of changes to prevent future 
occurrences of abuse.The current .components of the CMS [Centers for Medicare and Medicaid Services] 
directed Abuse Condition of Participation .Reporting to the state is per state guidelines. Review of the 
undated policy titled, KARDEX, revealed .the KARDEX is a vital section that outlines each resident's 
individualized daily care plan. It provides detailed instructions on various aspects of care, including the 
resident's daily activities.includes information on the resident's mobility.specific safety needs.and transfer 
methods.It notes whether the resident can ambulate independently. Review of the facility policy titled, 
Assessing Falls and Their Causes Guidelines, dated 10/2024, revealed, .The purposes of this procedure are 
to provide guidelines for assessing a resident after a fall and to assist staff in identifying causes of the fall.
Residents must be assessed in a timely manner for potential causes of falls.Relevant environmental issues 
should be addressed promptly.If a resident has just fallen.nursing staff will record.and evaluate for possible 
injuries to the head, neck, spine, and extremities.nursing staff will provide appropriate first aid.Documentation 
will include any observed signs or symptoms of pain, swelling, bruising.An incident report must be completed 
for residents falls. The incident report form should be completed by the nursing supervisor on duty at the time.
no later than 24 hours after the fall occurs. Review of the facility policy titled, .Abuse Prevention Program, 
Recognizing Signs and Symptoms of Abuse/Neglect (Identification), dated 10/2024, revealed .Neglect occurs 
when the facility is aware of, or should have been aware of goods and services that a resident (s) requires 
but the facility fails to provide them to the resident (s), resulting in, or may result in, physical harm, pain.Signs 
of / Actual Physical Neglect.unexplained weight loss.Possible signs/symptoms.Inconsistent injury 
explanation. Review of the facility policy titled, .Comprehensive Care Plans, dated 3/2025, revealed .An 
individualized comprehensive person centered care plan that includes measurable objectives and time 
frames to meet the resident's medical, nursing, mental cultural and psychological needs is developed for 
each resident.The comprehensive care plan is based on a thorough assessment that includes, but is not 
limited to, the MDS and physicians [physician's] orders. Assessments of residents are ongoing and care 
plans are revised as information about the resident and the resident's condition change.Each resident's 
comprehensive care plan is designed to.Incorporate identified problem areas.The Care 
Planning/Interdisciplinary Team is responsible for the periodic review and updating of care plans.At least 
quarterly.The IDT [Interdisciplinary Team] will outline services in the comprehensive care plan that meet 
professional standards of quality or accepted standards of clinical practice. Review of the facility policy titled, 
Enteral Nutrition ., dated 5/2025, revealed .Adequate nutritional support through enteral feeding will be 
provided to residents as ordered.A dietitian will assess residents who are receiving enteral feedings, and will 
make appropriate recommendations for interventions to enhance tolerance and nutritional adequacy of 
enteral feedings and to prevent complications associated with enteral feedings and to prevent complications 
associated with enteral feedings.Enteral feeding orders will be written to ensure consistent volume infusion. 
The following information will be included to ensure that the full volume will be infused, regardless of any 
interruption of feeding.Rate of infusion.Total calories per day.Total daily volume to be infused (number of ml 
(milliliter) per day).Central supply or Food Service Manager will be responsible for ordering all tube feeding 
supplies. Review of the facility policy titled, Wound Care Guidelines, dated 6/2025, revealed .The purpose of 
this procedure is to provide guidelines for the care of wounds and to promote healing. Review of the facility 
policy titled, Exercise of Rights/Resident Rights ., dated 11/2024, revealed .Our residents have the right to a 
dignified existence.access to persons and services inside and outside the facility.Our residents have equal 
access to quality care.Treated with dignity means the resident will be assisted in maintaining and enhancing 
his or her self-esteem and self-worth.Staff shall treat cognitively impaired residents with dignity and 
sensitivity. Review of the facility policy titled, Change in a Resident's Condition or Status ., dated 10/2024, 
revealed .The facility staff shall promptly notify the resident, his or her Attending Physician, and resident 
representative of changes in the resident's medical.condition and/or status.The Nurse Supervisor/Charge 
Nurse will notify the resident's Attending Physician or On-Call Physician.A need to alter the resident's 
medical treatment significantly.A need to transfer the resident to a hospital/treatment center.There is change 
in the resident's level of care status. Review of the facility policy titled, Pressure Injury/Skin 
Breakdown-Clinical Guidelines, dated 6/2025, revealed .The nursing staff will complete an evaluation of the 
skin.Based upon need and the results of the evaluations the staff will implement interventions for the 
prevention and care of skin issues.Nutritional supplementation should be based on realistic appraisal of need 
and identification of medical conditions and factors that affect.weight.and overall nutritional balance. Review 
of the facility policy titled, Quality of Life-Activities of Daily Living ., dated 4/2025, revealed .The community 
environment and staff behaviors are directed toward assisting the resident in maintaining and/or achieving 
independent functioning, dignity and well-being.Residents whom are unable to carry out activities of daily 
living receive the necessary care and services to maintain good nutrition.Residents are provided with 
appropriate care.Utilize ADL [activities of daily living] reports, paper or electronic to assess ADL decline.
Update care plan appropriately and interventions as needed. Review of the facility policy titled, Accidents 
and Incidents - Investigating and Reporting ., dated 10/2024, revealed .All accidents or incidents involving 
residents, employees.The Nurse Supervisor/Charge Nurse and/or the department director or supervisor shall 
promptly initiate and document investigation of the accident or incident.The following data, as applicable, 
shall be included.nature of the injury.circumstances surrounding the accident or incident.condition of the 
injured person.disposition of the injured.Any corrective action taken.The Director of Nursing.shall review and 
complete.The Administrator shall review. 2. Review of the medical record revealed Resident #6 was admitted 
on [DATE], with diagnoses which included Encephalopathy, Aphasia, Dysphagia, and Cognitive 
Communication Deficit. Review of the Medication Administration Record (MAR) dated 3/2025, revealed 
Resident #6 had scheduled continuous enteral feed for Jevity (calorically dense, fiber-fortified nutrition that 
provides balanced nutrition for long term tube feeding) 1.5 at 55 milliliter (ml)/Hour via (by way of) PEG tube. 
Resident #6's enteral feed order revealed to turn off the pump at 11:00 AM and turn the pump back on at 
1:00 PM.�� Review of the Weights and Vitals Summary revealed Resident #6 weighed 137 lbs. on 
3/14/2025.�� Review of the Progress Notes for Resident #6 dated 3/20/2025, revealed .Peg [PEG] tube.
needs to be replaced due to tear on the side at the port. Tape use [used] to secure the spike [the end of the 
tubing connected to the residents PEG tube] into the port.� Review of the Skin & (and) Wound Evaluation 
for Resident #6 dated 3/24/2025, revealed a Stage 2 pressure ulcer to the Resident's Left Ischial Tuberosity 
which measured 2.0 centimeter (cm) in Length (l) by 2.5 cm width (w) by 0 depth (d) which equaled a total 
area of 3.7 cm2 (centimeter squared a unit used in the measurement of area). Review of the Weights and 
Vitals Summary revealed Resident #6 weighed 117 lbs. on 4/3/2025.�� Review of the Progress Notes for 
Resident #6 dated 4/3/2025, revealed .NP [Nurse Practitioner] spoke with this residents' RP [Resident's 
Responsible Party] regarding weight loss and slow decline in status.� Review of Hospital #3's After Visit 
Summary dated 4/7/2025 revealed Resident #3's Peg tube was replaced. Review of the significant change 
Minimum Data Set (MDS) assessment dated [DATE], revealed Resident #6 had poor short term and 
long-term memory. Resident #6 was dependent on staff for all activities of daily living. Resident #6 had an 
unplanned weight loss during the assessment reference period.� Resident #6 received all nutrition through 
her PEG tube. Resident #6's pressure ulcer declined from Stage 2 to a Stage 3.�� Review of the medical 
record revealed Resident #6 was diagnosed with Abnormal Weight loss and Protein-Calorie Malnutrition on 
4/8/2025.�� Review of the MAR dated 4/2025, revealed Resident #6 had scheduled continuous enteral 
feed for Jevity 1.5 at 55 ml/hour via PEG tube from 4/1/2025 through 4/8/2025. Resident #6's enteral feed 
was changed on 4/8/2025 to Jevity 1.5 at 65 ml/hour via PEG tube. Resident #6's enteral feed order 
revealed to turn off pump at 11:00 AM and turn pump back on at 1:00 PM��� Review of the NP Progress 
Notes dated 4/8/2025, revealed .Follow up.Prior unintended weight loss of 20lbs [20 lbs] .Patient [Resident 
#6] was found to have a dysfunctional PEG tube and it has since been replaced. She has also been moved 
to a room closure [closer] to nursing station for closer monitoring.Abnormal weight loss: PEG tube replaced. 
Will continue to monitor intake and feeding schedule .� Review of the Skin & Wound Evaluation for 
Resident #6 dated 4/8/2025, revealed a new in-house pressure ulcer on her right lower back measuring 1.0 
cm (l) by 1.5 cm (w). Review of the Nutrition Note dated 4/8/2025, revealed .A nutritional assessment was 
completed on this date for [Named Resident #6]. Resident's current weight.117.2 - 4/4/2025.Resident has 
had a weight change over the last 30 days. weight down 20# [20 lbs.] in 30 days, 14.5 % loss significant. 
Resident's current diet order .NPO [nothing by mouth] .Resident has stage II [2] pressure injury [ulcer] .per 
most recent skin report.Resident has skin concern(s) per most recent skin report.Enteral regimen has been 
unchanged since January and weight had been stable with gradual gain noted. Prostate [liquid protein].was 
added in March. Multiple pressure wounds noted, new area noted today. Labs reviewed.Peg tube was 
replaced 4/7 [4/7/2025] d/t [due to] split in tube.Rec [recommendation] to increase enteral [feeding] to Jevity 
1.5 @ [at] 65ml/hr [hour] x [times] 22 hours.�� Review of the Skin & Wound Evaluation for Resident #6 
dated 4/9/2025, revealed the pressure ulcer to the Left Ischial Tuberosity had progressed to a Stage 3 area. 
The Stage 3 pressure area had increased in size to 2.9 cm (l) by 3.2 cm (w) by 1.3 cm (d) which equaled a 
total area of 7.1 cm2. Review of the Skin & Wound Evaluation for Resident #6 dated 4/16/2025, revealed a 
new in- house acquired Stage 2 pressure ulcer on the coccyx that measured 2.9 cm(l) by 6.3 cm (w) by 0.1 
cm (d) which equaled a total area of 13.1 cm2. Review of the Order Summary Report for Resident #6 
revealed, .May substitute feeding formula as needed. Jevity 1.2 for 1.5.active.4/26/2025. Review of the Skin 
& Wound Evaluation for Resident #6 dated 4/30/2025, revealed a new in-house acquired Deep Tissue Injury 
(intact skin that is purple or maroon in color, with a blood-filled blister or other evidence of damage) on the 
left heel that measured 3.8 cm (l) by 2.5 cm (w) by 0 cm (d) which equaled a total area of 7.1 cm2. Review of 
an email sent by the Director of Nursing to the Director of Food Hospitality and Nutrition dated 7/17/2025, 
revealed .I have had a third feeding pump to malfunction. I notified the manufacturer a few months ago. I 
sent two back. The issues I have found have been inaccurate history recordings and not infusing properly. A 
return email from [Named Supply Company Representative] dated 7/30/2025, revealed, .I'm doing a day trip.
tomorrow. I can be at your facility between 10-10:30 to dive into the pump issue. � During an interview on 
8/15/2025 at 11:45 AM, CNA U stated, .[Named Resident #6 ] is total assist with everything.she doesn't eat 
by mouth she has a feeding tube.she has had weight loss.the tube would not stay connected and the feeding 
would be all over the bed.they [nursing staff] tried to say the resident was doing it but I don't think she is 
capable of doing that.the tube had a split in it so there was no suction to it.I had brought it to the nurses 
attention that it was going all over the bed.I know it went on for over a month. � Call placed to Licensed 
Practical Nurse (LPN) V (nurse who noted the tear in the PEG on 3/20/2025) on 8/15/2025 at 11:54 AM, left 
message for a return call. �LPN V did not return the call. During a telephone interview on 8/18/2025 at 
12:09 PM, Wound Care Nurse #2 stated, .[Named Resident #6] had a stage one [pressure ulcer] on 
admission to her coccyx.she started losing weight because the feeding would not stay connected.feeding 
would be on the bed, I would have to find a CNA to help me clean her up when I went to do wound care.
about a month before the facility sent her out to get the tube fixed.a PRN [as needed] nurse documented that 
the tube had a slit in it and the tube was being taped.the Unit Manager was made aware.losing weight 
developing more wounds.the family came up there [to the facility] often they were very unsatisfied with her 
care and talked to the DON.� During a telephone interview on 8/18/2025 at 12:23 PM, the Registered 
Dietician (RD) stated, .she [Resident #6] had a significant weight loss on my 4/8/2025 [referring to her 
progress note] review.20 lbs. in 30 days.she had her PEG tube replaced.and her weight started going up.the 
PEG tube had a split in the tube.it is possible formula was leaking out.I seen the split noted in the nurse note 
for 3/20/2025, so the PEG tube needed replaced.PEG was replaced on 4/7/2025.I don't know why it took that 
long.since the tube was replaced, her weight has improved.I don't remember no [a] formal meeting about her 
weight loss .prior to the significant weight loss, her weight had been pretty stable without any significant loss.
4/8 [4/8/2025] note I do note a pressure wound and on 3/14/2025, I added a protein supplement for her.�� 
During an interview on 8/18/2025 at 1:30 PM, LPN S stated, .[Named Resident #6] had a split in her peg 
tube .I don't recall why it wasn't changed sooner .I think once they found out they got it fixed .� During a 
telephone interview on 8/18/2025 at 2:03 PM, CNA T stated, .she [Resident #6] had some weight loss, yes .
we were out of Jevity 1.5 we were going all over the building trying to find some .they gave her Glucerna 
[nutritional supplement for diabetics] .the Unit Manager poured the Glucerna in the Jevity bottle .I don't know 
when her peg tube was taped up .her brother is the one that brought it to everyone's attention, he took 
pictures of it .�� During an interview on 8/18/2025 at 3:10 PM, the Unit Manager stated, .they [RD/NP] 
assumed the weight loss was from the feeding and they changed her [Resident #6] feeding .[Named LPN V] 
never told anybody about the tear in the PEG tube .she forgot to say anything .[Family Member (FM) W] 
found the hole in her tube and the tape wrapped around it .he showed me .we got her sent out to get it [tube] 
replaced that same day .the order is on 4/7/2025 to send her out, I thought we sent her out before then .the 
DON reviews the nurses notes .[Named LPN V] taped it [slit in tube] up .it was never reported to me .[FM W] 
said it was leaking and it did have tape on it .it did have a hole in it .the slit was actually in the tube .from 
what I saw .[LPN V] was only one reported .I don't know how long it had been that way .the DON was told 
she [Resident #6] does have a slit in it [tube] and it had been leaking .� During a telephone interview on 
8/18/2025 at 3:50 PM, NP #1 stated, .the PEG tube, the fluid wasn't running through it .wasn't getting her 
[Resident #6] nutrition .I do recall that .she had a couple of issues with her tubing .I don't remember exactly .
that was contributing to the weight loss .the machine [feeding pump] was beeping a lot .I don't know how 
long that went on .I don't recall the nurse that told me about it .there were a lot of wounds .the enteral feed 
was noted on the bed . � During an interview on 8/18/2025 on 4:08 PM, FM W stated, .in October 2024 she 
[Resident #6] had one bed sore on her bottom, the wound nurse then healed it up .she kept getting bed 
sores .I walked in and found the tube leaking, feeding all over the bed .the cover was brown .I found it [slit in 
tube] in April it was taped up all around .they moved her closer to the desk .the [Named DON & 
Administrator] put her on 1 on 1 for a month .during that time she didn't have a bed sore or anything .they 
were switching her feedings around and I could tell because the feeding would be a different color when I 
came in .�During the interview FM W showed this surveyor a picture dated 4/7/2025 at 10:32 AM of 
Resident #6's PEG tube which revealed a hole in the connection at the end of her tube. During an interview 
on 8/18/2025, at 5:15 PM, the MDS Coordinator was asked why Resident #6 had a significant change 
assessment completed on 4/8/2025. The MDS Coordinator stated, .due to weight loss .the reason was 
unknown until they [facility] done [did] an investigation .monitored the [Named feeding pump] pumps and 
ordered new ones .we had faulty pumps .labs [laboratory values checked] were done to look for an 
underlying cause .sent her out to get a new [feeding] tube it was leaking .I am not sure when the leaking 
started .they were unsure about the weight loss but thought that may have had something to do with it .she 
had a stage 2 pressure ulcer that declined to a stage 3 pressure ulcer .� During an interview on 8/18/2025, 
at 5:24 PM, the DON was asked if the damaged feeding tube contributed to Resident #6's weight loss. The 
DON stated, .4/3 [2025] the Restorative CNA weighed her and it [Resident #6's weight] was 117 lbs .she did 
look thinner, we reweighed her again the weight was the same .I had been auditing the pumps .Friday we 
have PAR [Patient at Risk] days .I would audit the pump .the first time I saw the split was on 4/3/2025 .the 
nurses never notified me the PEG was leaking .she is a nurse why didn't she notify the physician, no need to 
call me .new PEG tube on 4/7 [2025] . The DON was asked if she observed the split on 4/3/2025, why did it 
take until 4/7/2025 for Resident #6 to get a new PEG tube. The DON stated, .we got her out as soon as we 
could . The DON was asked if a resident's PEG tube should have a hole/tear in it. The DON stated, .
Absolutely not, it was so minute .one CNA had said it was leaking .where you connect the tubing .nothing 
about it not flushing that I recall .I missed it in the notes .4/3 [2025] was when I first knew .I did not think it 
contributed to her weight loss .it could leak some of her nutrition out but it was so minute . The DON was 
asked if a different enteral formula was ever used for Resident #6. The DON stated, .the Unit Manager was 
on the floor late one afternoon and she poured Jevity 1.2 in it .I got on to her about it .I think we got a doctor 
order to substitute with the other Jevity .I done [did] an investigation about this .because it was a large weight 
loss .the nurse put in the notes about the slit in the tubing 3/20/2025 . The DON was asked if the family had 
ever called her about the feeding color looking different. The DON stated, .he called me at midnight .the 
feeding came in late that night .4/25 [2025] we replaced the pumps, 4 times I had voiced a complaint to the 
company about them .[Named LPN V] did not report it [slit in the tube] to the oncoming nurse [on 3/20/2025] .
4/3/2025 is when we knew .I will have to look at that on why she didn't go out right then .we got right on it . 
Observation in Resident #6's room on 8/19/2025 at 8:20 AM, revealed the Resident's enteral feed bottle of 
Jevity 1.5 was completely empty and the enteral tubing line was clear without any feeding in the line.�� 
During an interview on 8/19/2025 at 8:30 AM, RN F stated, .I normally catch it [referring to the enteral feed 
for Resident #6] in time .�� During an interview on 8/21/2025 at 10:30 AM, CNA U stated, .her wounds 
were smaller, but they became larger when she was losing weight .�� During an interview on 8/21/2025 at 
4:50 PM, Regional Director of Clinical Services #1 was asked if the facility had an Intake and Output (I & O) 
for Resident #6. She stated, I will look. Regional Director of Clinical Services #1 came back to the surveyor 
and stated, .We didn't have an I & O for [Named Resident #6] .� During an interview on 8/27/2025 at 11:12 
AM, the Unit Manager reviewed the picture FM W had provided. The Unit Manager stated, .that is not the 
area where I seen [saw] the tape .I seen the tape around the tubing, around another hole in the tubing below 
that area . � During a telephone interview on 8/27/2025 at 2:22 PM, the Medical Director (MD) was asked 
what a nurse should do if a resident has a tear in their feeding tube. The MD stated, .report it to us, send [the 
resident] to the ER [Emergency Room] . The MD was asked if Resident #6's weight loss was discussed in 
the Quality Assurance Performance Improvement (QAPI) meeting. The MD stated, .Yes, yes, right and we 
changed the tube to solve the problem . � 3. Review of the medical record revealed Resident #1 was 
admitted to the facility on [DATE], with diagnosis which included Major Depressive Disorder, Hypertension, 
Dysphagia, Abnormalities of gait and mobility, Psychosis, and other lack of coordination.�� Review of the 
Physical Therapy evaluation and Plan of Treatment for Resident #1 dated 5/1/2025 revealed impaired 
physical mobility and total dependence with transfers. Review of the Annual MDS dated [DATE], revealed 
Resident #1 had a BIMS score of 6, which indicated severe cognitive impairment. Resident #1 was 
dependent on staff for toileting, bathing, lower body dressing, sit to stand, chair/bed-to chair transfer, and 
walking 10 feet was not attempted. Resident #1's MDS did not reflect the use of a mechanical lift. Resident 
#1 had impairment to one side of her lower extremity. Resident #1 had no falls since the prior assessment. 
Review of the care plan revealed, .Focus.[Named Resident #1] has an ADL Self Care Performance Deficit r/t 
[related to] Stroke and Hemiplegia.Revision on: 05/05/2025.Interventions.TRANSFER: [Named Resident #1] 
requires times 2-person total Mechanical.lift with medium sling for transfers. Date Initiated: 05/08/2014 
Revision on: 05/13/2025.� Review of the Incident Description for Resident #1 dated 7/4/2025, revealed .
10:00 [AM].Nursing Description.bruise noted on l [left] knee, pt [patient] reported pain when positioned to 
perform peri [perineal] care.Injury Type.Abrasion.Injury Location.Left Knee (front).� Review of the facility 
investigation revealed a written statement completed by RN F dated 7/4/2025, which stated, .CNAs asked 
me to look at patient [Named Resident #1]. I walked to her room and she was yelling Ow it hurts. Swelling of 
left knee, light bruise noted on assessment. Pt repositioned w/[with] pillows under knee. Call [Named on call 
company].Hospice, DON, Manager.� Review of the Radiology Results Report for Resident #1 
dated7/5/2025, revealed .KNEE 1 OR 2 VIEWS.Reason for Study.PAIN IN LEFT KNEE.FINDINGS: There is 
a moderately displaced fracture of the distal femoral metaphysis [portion of the thigh bone located just below 
the knee joint] with adjacent soft tissue swelling.There are moderate degenerative changes. Bones are 
osteopenic. CONCLUSION: Fracture of the distal femur.� Review of the MAR for Resident #1 dated 7/2025, 
revealed Morphine Sulfate Oral Solution 10 milligram (mg)/ 5 ml (milliliter) with a start date of 7/5/2025. The 
nurse noted a pain level of 10 on 7/5/2025 (pain scale 1-10 with 10 being the highest level of pain). Review 
of the care plan revealed, .Focus.Potential for pain R/T fx [fracture] left femur.Place overbed table away from 
resident's leg. Put water on bed side table with in reach.Date Initiated: 07/05/2025.� Review of the facility 
investigation completed by the Administrator dated 7/5/2025, revealed, .DESCRIPTION OF INCIDENT.
[Named Resident #1] responds to name. Disoriented to time, place, and situation. Long and short term 
memory are impaired. Communicates with simple words.Does not speak much. Requires assistance of one 
person to shower, dress, and have personal hygiene needs met.Requires assistance of two people to 
transfer by mechanical lift now. She did transfer with one person assist as she was able to stand and pivot.
12 falls since her admission in 2014.On 7/4/25 [2025] at 10:01 AM, resident c/o [complained of pain] when 
staff was changing brief. [Named RN F] was summoned to the room to assess resident.observed edema to 
left knee.called the NP to report findings. New orders given for ice and pain medication.notified [Hospice #1].
Hospice nurse enroute to the facility to assess resident at 10:20 [AM] on 7/5/24 [2024]. The x-ray results 
were received and it indicated a fracture of the left distal femur.She has had several fractures in the past. 
Left femur fracture with repair, exact date unknown.Upon observation of [Resident #1] in the bed as she was 
positioned the day the pain began, I, [Named DON], observed the over bed table next to her bed. The left 
knee was on the side of the bed next to the over bed table. The corner of the table lined up with the bruise 
and abrasion on her left knee. If a staff member pushed the table over her unaware that they hit her knee, it 
would hit her knee and possible [possibly] cause a fracture of the left femu
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, medical record review, and interview, the facility failed to develop and implement a 
person-centered care plan for 1 of 3 (Resident #3) sampled residents reviewed. The findings include: 1.
Review of the undated facility policy titled, KARDEX revealed, .the KARDEX is a vital section that outlines 
each resident's individualized daily care plan. It provides detailed instructions on various aspects of care, 
including the resident's daily activities.includes information on the resident's mobility.specific safety needs.
and transfer methods.It notes whether the resident can ambulate independently. Review of the facility policy 
titled, F 656, F 657, F 658 Comprehensive Care Plans, with an effective date of 3/2025 revealed, .An 
individualized comprehensive person centered care plan that includes measurable objectives and time 
frames to meet the resident's medical, nursing, mental cultural and psychological needs is developed for 
each resident. Assessments of residents are ongoing and care plans are revised as information about the 
resident and the resident's condition change.Each resident's comprehensive care plan is designed to.
Incorporate identified problem areas.The IDT [Interdisciplinary Team] will outline services in the 
comprehensive care plan that meet professional standards of quality or accepted standards of clinical 
practice. Review of the facility policy titled, Safe Lifting and Movement of Residents, with an effective date of 
10/2024 revealed, .to protect the safety and well-being of staff and residents, and to promote quality care, 
this facility uses appropriate techniques and devices to lift and move residents.Manual lifting of residents 
shall be eliminated when feasible.Staff will document resident transferring and lifting needs in the care plan.
assessment shall include.Resident's mobility.Weight-bearing ability.Cognitive status. 2.Review of the medical 
record revealed Resident #3 was admitted to the facility on [DATE], with diagnoses which included Chronic 
Obstructive Pulmonary Disease (COPD- group of lung diseases that make it difficult to breathe), Dementia, 
History of falling, Drug Induced Subacute Dyskinesia (disorder that causes involuntary movements), and 
Anxiety. Review of the Significant Change Minimum Data Set (MDS) assessment dated [DATE] revealed 
Resident #3 had a Brief Interview for Mental Status (BIMS) score of 5, which indicated severe cognitive 
impairment. Resident #3 was coded 1 dependent for all Functional Abilities which included eating, bathing, 
dressing, hygiene, and toileting. Resident #3 was dependent for all bed mobility and transfers. Review of the 
comprehensive care plan for Resident #3 dated 4/27/2025 revealed, .risk for falls r/t [related/to] confusion.
Interventions.Anticipate and meet [Named Resident #3]'s needs.requires activities that minimize the potential 
for falls while providing diversion and distraction.Due to increased alertness staff to check resident at end of 
shift.Move all furniture out of room. Leave bed and mattress only.[Named Resident #3] has potential for 
respiratory complications r/t Emphysema [lung disease that damages the lungs and makes it difficult to 
breathe]/ COPD.Interventions.Head of bed to be elevated.or out of bed upright in a chair during episodes of 
difficulty breathing.Monitor/document for anxiety [worry, nervousness, restlessness, sleep disturbances].
[Named Resident #3] has potential.impairment to skin integrity r/t fragile skin, constant movement while 
awake.Interventions.Use caution during transfers and bed mobility.[Named Resident #3] has potential for 
acute/chronic pain r/t impaired physical status.Interventions.Monitor for and report to charge nurse s/s of 
pain-facial grimacing, moaning, groaning, resistive to movement. Review of the Skin and Wound Evaluation 
for Resident #3 dated 5/5/2025 revealed, .Skin Condition.Redness.Sacrum blanchable redness sacral area.
no other new skin issues noted. Review of the Incident Report for Resident #3 dated 5/6/2025 at 8:50 AM 
revealed, .Bruise.CNA [Certified Nursing Assistant-] entered the room to provide care.observed bruises on 
the resident.front left lateral [outside] medial [inside] leg.inner [inside] left lateral [outside] knee.front left 
lateral leg.front of left lateral knee.front of the left lower leg.front of the right knee.right shin.right outer elbow.
right shoulder.right cheek.left chin.left side of neck.left shoulder.left upper arm.left inner elbow.resident sent 
to ED [Emergency Department] for evaluation.police presence.Predisposing Physiological [related to the 
mind] Factors.Impaired Memory.Incontinent.Agitated/Anxious.Confused.Decreased safety awareness.
Delusions.Hallucinations.Impulsive.Involuntary Movements.Receives Antipsychotics [Seroquel-rare, very low 
probability meaning most people will not experience the side effect of increased bruising].Predisposing 
Situation Factors.A cna [CNA BB] new to [Named Facility] assigned to resident last night [5/5/2025 to 
5/6/2025]. Review of a Progress Note for Resident #3 dated 5/6/2025 at 9:58 AM revealed, .Resident 
[Resident #3] noted to have discoloration to right side of her face.Nodule noted right side forehead with 
discoloration.Under left chin dark blackish looking discoloration quarter size.both shoulders notes to have 
purplish [purple] discoloration, both arms.several new areas of discoloration.both tops of hands with new 
areas of discoloration.legs with new areas of discoloration. Behind right ear small new area of discoloration.
order to send resident to ER [Emergency Room]. Review of the Incident Report for Resident #3 dated 
5/6/2025 at 12:00 PM revealed, .Fall: Known Cause.Incident Description. [CNA BB] assigned to resident last 
night 7pm 7am [5/5/2025 to 5/6/2025] reported.resident was on her floor mattress multiple times last night.
resident was on the floor multiple times last night up against the night stand, with her legs under the bed, 
lying on her side with face on floor.Resident with multiple bruising to body.[CNA BB] said she placed resident 
on the mat and in the bed multiple times last night. Review of CNA BB‘s handwritten signed statement dated 
5/6/2025 revealed, .The going [CNA] gave me a walk through.on who does what, Incontinent or not.showed 
me when [where] the linen and garbage was.I checked on her [Resident #3].changed her.left the room. Later 
I heard her Really loud so I went Back in the Room she was hanging on the side of the Bed So I sled [slid] 
her down on the mat BC [because] I couldn't continue to put her Back in the Bed.I know I went In there at 
least 7-8 time [times] due to her loudness I went I [in] there one time she was on her side by the dressers I 
place her Back on the mat.me lifting on her trying to get her Back on the mat all night long.All night she was 
hollering .constantly moving all over the room off the mat.she have a bruise by her foot Is due to her Being 
on the mat. During an interview on 8/25/2025 at 4:24 PM the Director of Nursing (DON) stated .[Named 
CNA] said she picked up [Named Resident #3] 6 or 7 times during the night [5/5/2025-5/6/2025].[CNA] said 
she picked [Resident #3] up by putting her arms under [Resident #3's] arms and put her back on the bed or 
mattress on the floor beside the bed.that is how she got the bruises to her shoulders. The rest of the bruising 
came from falling off the low bed and bumping into things in the room while crawling around. The DON was 
asked if there was furniture in Resident #3's room. The DON responded, Yes, a bed, a bedside table and an 
over the bed table. The DON was asked if Resident #3 required a two person assist with mechanical lift for 
transfers. The DON responded, Yes. The DON reviewed Resident #3's comprehensive care plan and 
confirmed Resident #3 was care planned for falls with interventions which included move all furniture out of 
room, leave mattress and bed only. The DON also confirmed Resident #3 should have been care planned for 
two-person with mechanical lift transfer assistance and was not. During a telephone interview on 8/27/2025 
at 9:35 AM, CNA BB stated 5/5/2025 was her first shift on the Memory Care Unit and she had no orientation 
other than paperwork/computer lessons on the job since being hired. CNA BB stated she did not get report 
on the residents at shift change and she did not know how to access the resident's care plan on the 
computer. CNA BB stated Resident #3 had fallen off the bed on to a cushioned mat several times during the 
night and also crawled around in the floor. CNA BB was asked if Resident #3 required a two-person assisted 
mechanical lift for transfers. CNA BB replied, .I really don't know what she required, I was told it was normal 
to leave her on the mat all night. CNA BB confirmed she pulled Resident #3 up and put her back on the bed 
multiple times without assistance and without using a mechanical lift. CNA BB was asked if she had reported 
Resident #3's falls to Licensed Practical Nurse (LPN) Y. She replied, .No, I figured she knew because she 
was sitting in the hall outside of her [Resident #3's] room all night.I figured it was something she [Resident 
#3] do [does] all the time, since the nurse didn't say anything. During an interview on 8/27/2025 at 6:16 PM 
the MDS Coordinator stated per facility policy residents who cannot bear weight require a two person assist 
with a mechanical lift. The MDS Coordinator reviewed Resident #3's comprehensive care plan and confirmed 
a care plan was not developed and implemented for transfer assistance. The MDS Coordinator stated 
Resident #3 was unable to bear weight and should have had a care plan for transfers using 2 person assist 
with the use of a mechanical lift.
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