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jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interviews, and record reviews, the facility failed to ensure that residents receive treatment and 
care in accordance with professional standards of practice, the comprehensive person-centered care plan, 
and the residents' choices for two of two residents reviewed for quality of care.The facility failed to provide 
Resident #1 with post-surgery pain medication for more than 48 hours after admission, provide enteral 
feeding and hydration for more than 19 hours after admission, and provide colostomy/ileostomy (an opening 
in the abdomen for feces to leave the body) care to avoid fecal leakage, skin breakdown, and hospitalization.
The facility failed to provide Resident #2 with the proper care and assessment to identify an injury of 
unknown origin that resulted in a large bruise across her chest and breasts.An IJ was identified on 
11/18/2025. The IJ template was provided to the facility on [DATE]. While the IJ was removed on 
11/23/2025, the facility remained out of compliance at a scope of pattern and a severity level of four because 
documentation practices do not reflect the proper care and treatment to prevent harm to residents.These 
failures could place residents at risk of starvation, uncontrolled pain, an unidentified significant injury, and up 
to and including death. The findings included: A record review of Resident #1's face sheet dated 11/18/2025 
reflected at [AGE] year-old female admitted to the facility on [DATE] at 4:40 PM and transferred on 11/1/2025 
at approximately 12;00 PM to acute care hospital on for a rash on her stomach Her diagnoses included 
Surgical Aftercare Following Surgery on the Digestive System (an opening in the abdomen for feces to leave 
the body) , Sepsis (serious microorganisms in the blood, can cause death), Type 2 Diabetes (the body's 
inability to produce insulin), Chronic Obstructive Pulmonary Disease (damage to the lungs), Ulcerative Colitis 
(chronic bowel disease), Acute Kidney Failure (kidney's cannot filter waste), Nonrheumatic Aortic Stenosis 
(narrowing of the aortic valve), and Cerebral Infarction (stroke). A record review of Resident #1's MDS dated 
[DATE] reflected no BIMS was available, as the resident resided was in the facility less than 72 hours. A 
record review of Resident #1's admission care plan dated 10/31/2025 reflected the following: Focus Area: 
The resident requires tube feeding. Interventions: Check for tube placement and gastric contents/residual 
volume per facility protocol and record. Hold feed if greater than (X) cc aspirate. The resident is dependent 
on tube feeding and water flushes. Focus Area: Resident has a diet order other than Regular and is at risk 
for unplanned weight loss or pain. Interventions: Determine food preferences and provide dietary limitations. 
Encourage meal completion and document amount consumed. Focus Area: The resident has a potential for 
uncontrolled pain. Interventions: Anticipate the residents' need for pain relief and respond immediately to any 
complaint of pain. Evaluate the effectiveness of pain interventions. Review for compliance, alleviating 
symptoms, dosing schedules and resident satisfaction with results, impact on functional ability, and impact 
on cognition. A record review of Resident #1's admission Nurse Note dated 10/29/2025 at 5:36 PM reflected 
the following: A. Does the resident require her medications to be crushed? Answer: Yes G. Gastrointestinal 
4. Bowel Control. Answer: Ostomy I. Mobility/Safety 7. Eating/Drinking - How much assistance does the 
resident require? Answer: NPO J. Oral / Nutrition - How does resident receive nutrition/hydration? Answer: 
Enteral Feeding K. Pain - Have you had pain or hurting any time in the last 5 days? Answer: Yes How much 
of the time have you experienced pain or hurt over the last 5 days? Answer Frequently Please rate your 
worst pain over the last 5 days, 0-10 scale. Answer: 6 A record review of Resident #1's admission paperwork 
from the transferring SNF was attempted on 11/19/2025 at 1:45 PM and again on 11/20/2025 at 10:30 AM. 
The RCN said all admission documents were in PCC. A record review of Resident #1's referral document 
from the transferring SNF dated 10/29/2025 at 9:17 AM reflected the following: Continuous Infusions: PRN 
Meds: oxycodone; no specific dosage or instructions were documented. Recommendations: 1.TF formula 
changed to Nepro 10/17 due to elevated potassium. Continue Nepro at45 ml/hour for 24 hours to provide 
1752 kcals, 80 gm protein and 720 ml free water (Calculations based on 22 hours for anticipated 
interruptions.)2. Free water flushes per physician. 3.Continue/adjust insulin regimen as medically appropriate 
per physician. Goal blood sugars 140-180 mg/dL on nutrition support. 4.Adjust Imodium per physician. Goal 
ileostomy output <800-1000 ml/day.5.Once medically appropriate, may consider resuming standard diabetic 
enteral formula. Recommend 1440 ml Glucerna 1.2 daily (60 ml/hour uninterrupted goal rate) to provide 
1728 kcals, 86 gm protein and 1159 ml free water. A record review of Resident #1's Narcotic Count Log 
reflected Oxycodone/APAP 5-325 MG, give two tablets by mouth every four hours as needed. The Narcotic 
Count Log and the two coinciding medication blister packs were discovered by the RNC on 11/18/2025 in the 
DON's office. LVN - A signed out 1 tablet on 10/30/2025 at 11:45 PM. Remaining count was 59. LVN - B 
signed out 1 tablet on 10/31/2025 at 8:00 AM. Remaining count was 58. LVN - B signed out 2 tablets on 
10/31/2025 at 12:00 PM. Remaining count was 56. LVN - B signed out 2 tablets on 10/31/2025 at 5:00 PM. 
Remaining count was illegible. ADON - signed out 2 tablets on 11/1/2025 at illegible time. Remaining count 
was 51. ADON - signed out 2 tablets on 11/1/2025 at 6:03 AM. Remaining count was 49. LVN - C signed out 
2 tablets on 11/1/2025 at 11:30 AM. Remaining count was 47. There was a discrepancy with the remaining 
count. There were 12 tablets signed out and the remaining count was 47 of the initial 60 on the blister pack. 
A record review of Resident #1's orders reflected an order dated 10/31/2025 for Oxycodone Oral Tablet 
5-325 MG (Oxycodone w/Acetaminophen) Give two tablets via G-Tube every 4 hours as needed for pain. An 
additional order dated 10/31/2025 for Tramadol HCI Oral Tablet 50 mg, give 1 tablet every 6 hours as 
needed for pain. A record review of Resident #1's medication administration record reflected Oxycodone 2 
tablets via G-Tube every 4 hours for pain was administered on 10/31/2025 at 5:10 PM by LVN-B. There was 
no documentation that Tramadol was administered to Resident #1. Medical records for Resident #1 were 
requested from the acute care hospital on from the SNF for Resident #1 was requested on 11/19/2025 at 
8:32 AM and from the SNF on 11/19/2025 at 2:11 PM. The records were not received. A telephone call was 
placed to the SNF on 11/19/2025 at 8:54 AM and on 11/20/2025 at 2:17 PM.During an interview on 
11/18/2025 at 8:36 AM, Resident #1's RP stated Resident #1 passed away on 11/16/2025 while at the 
hospital. He said she never recovered from her stay at the facility. He said, I visited her the day after she was 
admitted to the facility and her colostomy bag had been leaking all night and it was not changed. The area 
looked infected. They did not feed her until 10/30/2025 and did not give her any pain medication until 
10/31/2025. During an interview on 11/18/2025 at 8:54 AM, the NP stated she received a call from the facility 
on 10/30/2025 at 12:24 PM requesting an order for Oxycodone for Resident #1. The original orders were for 
Tylenol. She said, I was unaware Resident #1 did not receive pain medication until 10/31/2025 at 5:00 PM.
During an interview on 11/18/2025 at 1:28 PM with the ADON, she stated, I am unsure why Resident #1 
went more than 24 hours post admission without receiving pain medication. She said pain meds for Resident 
#1 were administered as ordered. During an interview and observation on 11/18/2025 at 2:02 PM, the RCN 
said, Resident #1 got medication by mouth. While reviewing PCC on her computer she stated, No one 
documented, so I cannot follow it [the sequence of events].During an interview on 11/19/2025 at 1:45 PM, 
the RCN stated the admitting nurse was responsible for reconciling the medication orders. She said ADON 
and DON were responsible for auditing the narcotics log for discrepancies. A record review of the physicians' 
orders for Resident #1, reflected the following order dated 10/30/2025 for a Clear Liquid Diet, clear liquid 
texture, honey consistency. An order dated 10/20/2025 for Enteral Feeding every shift related to 
Gastroesophageal Reflux Disease. Head of bed up at least 30 degrees during administration of enteral 
formula or water.A record review of the medication administration record for Resident #1, reflected the 
following, on 10/30/2025 at 12:00 PM, Resident #1 received enteral feeding via bolus administered by 
LVN-C. During an interview on 11/18/2025 at 1:28 PM with the ADON, she stated, There was no excuse why 
she did not receive nutrition until the day after admission. She said, they made sure the formula was at the 
facility, and they spoke with the NP about a continuous feeding pump.[SP35] [SR36] During an interview and 
observation on 11/18/2025 at 2:02 PM, the RCN stated while reviewing PCC on her computer she stated, No 
one documented, so I cannot follow it Where is the order to hold the enteral feeding? Where is the order to 
resume enteral feeding? She said, the documentation reflected the order for enteral feeding had a stop date 
of 10/31/2025 at 12:00 AM, the residents' last feeding was on 10/31/2025 at 8:00 PM and she discharged on 
11/1/2025 at 12:00 PM. During an interview on 11/20/2025 at 7:58 AM, LVN-A stated she looked for the 
paper orders/admission packet for Resident #1 because the admitting nurse was supposed to double-check 
the orders for accuracy. She said she was told they were locked in the DONs office, and she never saw them 
She said, I put in a note to hold Bolus feedings. Per record review of Resident #1's orders, there was no 
order to hold bolus feeding.A Record Review of Resident #1's Progress Notes and a note by LVN-C 
reflected, Resident #1 was transferred to a hospital on [DATE] at 12:20 PM related to the residents' new 
colostomy that is hard to keep in place and has leaked out causing red rash around the entire stoma. There 
was no additional documentation related to the stoma and ill-fitting ostomy bag.During an interview with the 
NP on 11/18/2025 at 8:45 AM, she stated she was unaware of issues with Resident #1's stoma and the bag 
leaking.Record Review of Resident #2's Face Sheet dated 11/18/2025, reflected an [AGE] year-old female 
admitted to the facility on [DATE] and transferred to anotherfacility on 11/5/2025. Her diagnoses included 
Unspecified Dementia with Anxiety (memory issue with fear and inability to remain calm, Difficulty 
Walking(unsteady on feet, risk of falls), History of Falling (has fallen in the past), Muscle Wasting and 
Atrophy (shrinking of the muscle mass).A record review of Resident #1's MDS dated [DATE] reflected a 
BIMS score of one (1), which indicated severely impaired cognition.During an interview on 11/18/2025 at 
8:51 AM, Resident #1's RP stated, I was notified on 10/31/2025 that she had bruising across her chest, the 
size of two adulthands. She also had a bruise on her right elbow, and they thought there might be a fracture 
on her right arm. She was transferred to the emergency room on11/1/2025 for an x-ray, and it was not 
fractured. She returned to the facility the same day and sustained further bruising under her arm and on her 
breasts. She saidshe thought it was significant that no one at the facility noticed or reported this to anyone. 
She said she never observed the staff using a mechanical lift and she wasnot concerned about this. A record 
review on 11/18/2025 at 10:00 AM of photos provided by Resident #1's RP, reflected visible bruises across 
the residents' entire chest. The bruises were invarious stages of healing. There was yellow/green bruising 
across her breasts and moving up halfway to her chin. The yellow bruise was approximately 12 incheswide 
and approximately 8 inches in height. On each breast, was a dark blue/purple bruise approximately 2 inches 
by 3 inches. The RP said she took the photos on11/1/2025 when she arrived at the facility. record review on 
11/20/2025 at 5:33 PM of a photo provided by the hospice case manager reflected the resident wearing a 
red shirt and the shirt was pulleddown to reveal her chest area. The bruises were visible bruises across the 
residents' entire chest and extending behind her shirt. The bruises were in various stagesof healing. There 
was yellow bruising across her breasts and moving upwards approximately 3-4 inches below her chin. On 
each breast, there were darkblue/purple bruises approximately 2 to 3 inches wide. The hospice case 
manager said she received the photo from the hospice aide.A record review of Resident #1's Skin 
assessment dated [DATE] and completed by LVN - C reflected no new skin concerns were identified in this 
assessment. A record review of Resident #1's CNA Task Profile in PCC for reporting new skin changes to 
charge nurse, treatment nurse, ADON or DON when identified. Thetask profile for 10-25-2025 at 8:38 AM 
through 11/1/2025 at 2:11 PM reflected check marks where CNA acknowledged the task. The check 
markacknowledgement indicates no identified skin issues. A record Review of the Event Nurses' Note 
completed by RCN on 10/31/2025 at 3:30 PM reflected Resident #2 had a bruise/injury across her entire 
chest andbilateral breasts. The colors were coded as Blue/Purple and Yellow/Green. When Resident #2 was 
asked what happened, she said, I don't know. Record Review of the Injury Nurses' Note completed by LVN - 
C for Resident #2 dated 11/01/2025 at 8:50 AM reflected a blue/purple bruise, and a possiblefracture to left 
elbow, sent to emergency room for x-ray.During an interview on 11/18/2025 at 7:40 AM, the ADM stated, On 
10/28/2025 I saw Resident #2 from my office while she was in the doorway of the lobby andthe dining room. 
Resident #2 slumped over the arm of her wheelchair. Her hand was almost touching the floor. At that time, 
the DS hollered for me to call a CNA to readjust her in her wheelchair. I called for the CNA - A to come assist 
with the resident. She re-adjusted the resident from behind the wheelchair andplaced her arms under the 
resident's armpits. I was unaware of any bruising until 10/31/2025 when the hospice CNA reported it to us. 
He said they investigatedthe bruising incident, and staff did not witness anyone abusing Resident #2, did not 
witness or report any falls, and there were no incidents with the mechanical lift.He interviewed other 
residents and there were no reports of abuse from staff or other residents, and they reported feeling safe in 
the facility. He said the onlyexplanation for the bruises is it was possibly related to the incident on10/28/2025. 
He was aware of the RP concerns and the RP stated she would be contacting thestate to investigate the 
concern. During an interview on 11/20/2025 at 3:45 PM, CNA - E stated on 10/28/2025 the ADM requested 
her assistance to help reposition Resident #2, who was slumpedto the left side and hanging over the arm of 
her wheelchair. She said, I cannot recall who assisted me in repositioning her. Her wheelchair was tilted 
back, and wedid not have to apply any physical touch. We used the mechanical lift. Her hospice shower days 
were Monday, Wednesday, and Thursday. I know that she did nothave any bruises on 10/28/2025, the day 
of that incident. I change her into her clothes every day and I would have noticed the bruises. During an 
interview on 11/20/2025 at 3:56 PM, the hospice case manager stated, On Friday, 10/31/2025 the hospice 
CNA sent me photos of the bruises on the resident. It almost looked like a CPR situation, but we know that 
did not happen. She said it was possible the bruises were not present on Wednesday, whenthe hospice CNA 
bathed Resident #1. She said Resident #2 may have sustained the bruises by leaning up against something 
for an extended time, but that she couldnot speculate, with any certainty, how the resident sustained the 
bruises. During an interview on 11/20/2025 at 4:18 PM, LVN-RB stated when conducting skin assessments, 
she looked at the residents' legs, arms, and bottom. She said, If the residents' are in the shower and then I 
could complete a thorough assessment of the entire body. She said, I cannot recall if Resident #2 was lying 
in bedwhen I did the assessment. I do not recall if there was bruising on her elbow. During an interview on 
11/21/2025 at 4:07PM, CNA - B stated, When I put the resident to bed on 10/30/2025, I noticed the bruising 
and I reported it to LVN - A.The bruising had just started, and it was purple under her arms and green across 
her chest. She said, Resident #2 requires a mechanical lift. However, I come intowork occasionally and the 
resident would be in her chair with no mechanical lift sling underneath, the Resident #2. This was determined 
to be an Immediate Jeopardy (IJ) on 11/20/2025 at 12:07 PM. The ADM, RCN, ROM, and DON were 
notified. The ADM was provided the IJ template on 11/20/2025 at 12:07 PM. The following Plan of Removal 
submitted by the facility was accepted on 11/21/2025 at 5:19 PM. F684 Quality of Care1. The facility failed to 
ensure Resident #1 received pain medication.2. The facility failed to provide Resident #1 with the physician 
ordered enteral feeding and failed to order free water for hydration.3. The facility failed to provide Resident 
#1 with the required colostomy/ileostomy care and supplies.All residents with enteral feedings, received pain 
meds, or have ostomies have the potential to be affected by the deficient practice. Interventions:1. Resident 
#1 discharged to ER on [DATE] by facility via EMS and no longer resides in the facility as of 11/20/25.2. An 
audit of all admissions and readmissions in the last 30 days was completed by the Regional Compliance 
Nurse and DON to ensure all orders were reconciled and implemented. No additional negative findings were 
noted. Completed on 11/20/25.3. All residents in the facility were assessed for pain by the DON, ADON and 
Charge Nurses. No new onset or worsening pain was assessed for any residents. Completed 11/20/25.4. An 
audit of all controlled and non-controlled pain medication was performed by the Regional Compliance Nurse, 
DON, and ADON for adequate supply on the med carts and the emergency kit. All residents ordered pain 
medication had an adequate amount of supply on hand. There was inconsistencies with documentation that 
were addressed in the in-services. Completed 11/20/25.5. New Process: The DON, ADON or MDS 
Coordinator will review all new referrals prior to admission to determine the need for any prescriptions, 
supplies, or equipment such as enteral pumps or formula. All prescriptions, equipment and supplies will be 
ordered prior to admission to facilitate continuity of care. If there are any issues with supplies or equipment, 
the DON or designee will notify the MD or appropriate departments for alternative options or place the 
admission on hold until all physician orders can be implemented timely. The DON, ADON or designee will 
review all admissions and readmissions daily in the morning clinical meeting to ensure all orders have been 
transcribed and implemented timely. The administrator will be responsible for the monitoring of this process 
daily. Training on this new process provided by Regional Compliance Nurse and ADO. A post-test was 
provided by the Regional Compliance Nurse, and ADO to confirm understanding. Completed 11/20/25.New 
Process: DON/ADON/Designee will review the PCC dashboard and medication administration report daily to 
ensure that all pain medications are administered timely as ordered or requested by the residents. If 
medications are not administered timely, the MD will be notified for further guidance. The PCC dashboard 
monitors timeliness of medication administration. The PCC dashboard shows PRN medications administered 
to check with the residents and verify documentation.6. The DON, ADON or designee will review all 
admissions and readmissions daily in the morning clinical meeting to ensure all orders have been transcribed 
and implemented timely. The administrator will be responsible for the monitoring of this new process. 
Training on this new process provided by Regional Compliance Nurse and ADO. Completed on 11/20/257. 
The Administrator, DON, and ADON were in-serviced 1:1 on the following policies / new processes by the 
Regional Compliance Nurse and Area Director. A post-test was provided by the Regional Compliance Nurse 
and ADO to confirm understanding. Completed on 11/20/25.a. Abuse and Neglect- to include the failure to 
initiate MD orders timely such as enteral feedings, pain medication, and ileostomy care can result in a 
resident not receiving adequate nutrition, experiencing unnecessary pain, not receiving appropriate care, and 
will be considered neglect.b. Enteral Feeding Policy- to include following MD orders upon admission. Charge 
Nurses are to notify the MD and DON immediately if orders cannot be implemented or a resident misses a 
scheduled feeding.c. Notification of Change in Condition: notify the Charge Nurse, MD, and RP of all 
changes in conditions such as new onset or worsening pain. If pain medication is not available upon 
admission, the MD will be notified immediately for further guidance.d. Pain management Policy- to assess 
any new onset or worsening or uncontrolled pain. Timely administration for pain medication upon admission 
or readmission. This in-service includes recognizing verbal and non-verbal signs of pain such as verbal 
expressions of pain, crying, groaning, facial expression, grimacing, frowning, protecting body movements, 
guarding, and clutching.e. admission Policy- to include the review and implementation of orders such as 
enteral feeding, pain medication and supplies needed specified by the physician. admission referrals should 
be reviewed prior to admission with the coordination of prescriptions, supplies, and equipment to facilitate 
continuity of care.f. Medication Administration- 5 Rights of Medication Administration. This includes 
documenting the administration of all medications in medical record.g. Medication Reconciliation Policy- the 
charge nurse and nurse management should perform medication reconciliation every time a resident is 
admitted or readmitted to the facility. If there are any issues with ordering, receiving, or administering 
medication, the DON, MD, or Pharmacy should be notified immediately.h. New Process: The DON, ADON or 
MD Coordinator will review all new referrals prior to admission to determine the need for any prescriptions, 
supplies, or equipment such as enteral pumps, formula or ostomy supplies. All prescriptions, equipment and 
supplies will be ordered prior to admission to facilitate continuity of care. If there are any issues with supplies 
or equipment, the DON or designee will notify the MD or appropriate departments for alternative options or 
place the admission on hold until all physician orders can be implemented timely. The DON, ADON or 
designee will review all admissions and readmissions daily in the morning clinical meeting to ensure all 
orders have been transcribed and implemented timely. The administrator will be responsible for the 
monitoring of this process daily.The Medical Director was notified of the immediate jeopardy citation on 
11/20/25 by the DON.An ADHOC QAPI meeting was completed on 11/20/25 to review the immediate 
jeopardy citations and subsequent plan of removal. In-services:The Regional Compliance Nurse, 
Administrator, DON, and ADON will provide an in-service for all staff on the following topics below. All staff 
who were not present for the in-services will not be allowed to work their next shift until the in-services are 
complete. All new hires will be in-serviced during orientation prior to working their shift. Staff will sign the 
in-service sheet to verify that they acknowledge and understand the facility directive. All agency staff will be 
in-serviced prior to assuming scheduled shift. A post-test was provided by DON and ADON to confirm 
understanding. Completed 11/20/25.a. Abuse and Neglect- to include the failure to initiate MD orders timely 
such as enteral feedings, pain medication, and ileostomy care can result in a resident not receiving adequate 
nutrition, experiencing unnecessary pain, not receiving appropriate care, and will be considered neglect.b. 
Notification of Change in Condition: notify the Charge Nurse, MD, and RP of all changes in conditions such 
as new onset or worsening pain. If pain medication is not available upon admission, the MD will be notified 
immediately for further guidance.The Regional Compliance Nurse, Administrator, DON, and ADON will 
in-service all Med Aides and Charge Nurses on the following topics below. All staff that were not present for 
the in-services will not be allowed to work their next shift until the in-services are complete. All new hires will 
be in-serviced during orientation prior to working their shift. Staff will sign the in-service sheet to verify that 
they acknowledge and understand the facility directive. All agency staff will be in-serviced prior to assuming 
scheduled shift. A post-test was provided by DON and ADON to confirm understanding. Completed 11/20/25.
a. Abuse and Neglect- to include the failure to initiate MD orders timely such as enteral feedings, pain 
medication, and ileostomy care can result in a resident not receiving adequate nutrition, experiencing 
unnecessary pain, not receiving appropriate care, and will be considered neglect.b. Enteral Feeding Policy- 
to include following MD orders upon admission. Charge Nurses are to notify the MD and DON immediately if 
orders cannot be implemented or a resident misses a scheduled feeding.c. Notification of Change in 
Condition: notify the Charge Nurse, MD, and RP of all changes in conditions such as new onset or worsening 
pain. If pain medication is not available upon admission, the MD will be notified immediately for further 
guidance.d. Pain management Policy- to assess any new onset or worsening or uncontrolled pain. Timely 
administration for pain medication upon admission or readmission. This in-service includes recognizing 
verbal and non-verbal signs of pain such as verbal expressions of pain, crying, groaning, facial expression, 
grimacing, frowning, protecting body movements, guarding, and clutching.e. admission Policy- to include the 
review and implementation of orders such as enteral feeding, pain medication and supplies needed specified 
by the physician. admission referrals should be reviewed prior to admission with the coordination of 
prescriptions, supplies, and equipment to facilitate continuity of care.f. Medication Administration- 5 Rights of 
Medication Administration. This includes documenting the administration of all medications in medical record. 
The charge nurses involved in documentation errors were in-serviced 1:1 by the Regional Compliance Nuse 
on 11/20/25.g. Medication Reconciliation Policy- the charge nurse and nurse management should perform 
medication reconciliation every time a resident is admitted or readmitted to the facility. If there are any issues 
with ordering, receiving, or administering medication, the Charge Nurse, DON, MD, or Pharmacy should be 
notified immediately. Immediate Jeopardy Monitoring: A record review of Resident #1's Face Sheet in PCC 
dated 11/18/2025, reflected the resident was discharged on 11/1/2025. A record review of audits completed 
on 11/20/2025 for the six residents admitted and/or readmitted between 10/31/2025 and 11/19/2025. All 
orders were reconciled and implemented accordingly, and no concerns were identified. The audits were also 
reviewed by DON, ADON, and RCN. A record review of pain assessments in PCC for 28 sampled residents 
revealed they were assessed for pain on 11/20/2025 and there were no concerns.A record review of audit 
checklist for 23 residents whose pain medications were reviewed. A sample of 3 residents reflected pain 
medications were ordered and administered as prescribed. No concerns were identified. During an interview 
on 11/21/2025 at 3:30 PM, the ADM stated all new referrals will be reviewed during the morning clinical 
meeting and tracked on the Hospital Transfer Form. A record review of the Hospital Transfer Form reflected 
a multi-page spreadsheet that outlined the responsibilities for the ADM and DON. A record review of the 
in-service Training Roster for Admission/Re-Admissions dated 11/19/2025, instructed by RCN. DON, ADON 
and ADM signed as attendees. A record review of the Post Test for New Process reflected completion and 
comprehension for the MDS Nurse 11/21/2025, DON 11/20/2025, ADON 11/20/2025, and ADM 11/20/2025. 
During an interview on 11/21/2025 at 3:30 PM, the ADM stated he will review the tracker after the ADON and 
DON have reviewed all the orders, they will track what was being done each day to ensure accuracy.During 
an interview on 11/21/2025 at 3:30 PM, the ADM stated he received an in-service on 11/20/2025 and he will 
review the tracker after the DON and ADON have reviewed all orders, and they will track what has been 
done to ensure accuracy. A record review of the post-tests dated 11/20/2025 for New Process reflected 
completion and comprehension for the ADM, DON, and ADON. A record review of the Abuse/Neglect 
in-service date 11/20/2025 reflected the following would be considered neglect: failure to initiate MD orders 
timely, this includes enteral feedings, pain medications and ileostomy care which could have resulted in the 
resident not receiving adequate nutrition, experiencing unnecessary pain, and not receiving appropriate care.
A record review of the Enteral Feeding in-service dated 11/20/2025 reflected the charge nurses were 
required to notify the MD and DON immediately if orders were not implemented and a resident missed a 
scheduled feeding. A record review of the Pain Management in-service dated 11/20/2025 reflected how to 
assess new onset or worsening pain, and to recognize verbal and non-verbal signs of pain, which included 
verbal expressions of pain, crying, groaning, facial expression, grimacing, frowning, protecting body 
movements, and guarding and clutching. It also included timely administration of pain medication upon 
admission and/or readmission.A record review of the Admissions in-service dated 11/20/2025 reflected a 
required review and implementation of physician orders such as enteral feeding, pain medication and 
supplied needed. admission referrals should be reviewed prior to admission with the coordination of 
prescriptions, supplies, and equipment to facilitate continuity of care.A record review of the Medication 
Administration in-service dated 11/20/2025 reflected a review of the Five Rights of Medication 
Administration: Right Patient, Right Dose, Right Route, Right Drug and Right Time. It also included the 
requirement to document all administered medication in PCC.A record review of the Medication 
Reconciliation in-service dated 11/20/2025 reflected the requirement for the charge nurses and nurse 
management to conduct medication reconciliation every time a resident is admitted or readmitted to the 
facility. Record Review of the ADHOC QAPI Meeting agenda dated 11/20/2025, reflected a review of the 
immediate jeopardy citations and subsequent plan of removal. During an interview on 11/22/2025 at 1:05 
PM, CNA/CMA - G stated she received Abuse and Neglect, Enteral Feeding, Change of Condition, Pain 
Management, Medication Administration, and Medication Reconciliation training on 11/21/2025. She cited 
examples of ANE as yelling at a resid[TRUNCATED]
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