
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

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.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

025025 12/24/2025

Centennial Post Acute 9100 Centennial Drive
Anchorage, AK 99504

F 0582

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.

(continued on next page)

025025 17

03/16/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

025025 12/24/2025

Centennial Post Acute 9100 Centennial Drive
Anchorage, AK 99504
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

.Based on record review and interview, the facility failed to ensure the Notice of Medicare Non-Coverage 
(NOMNC - an official notice, issued by Medicare-certified healthcare facilities to inform beneficiaries when 
their coverage will end, with appeal right information) was provided to and signed by the resident's legally 
authorized Power of Attorney (POA) for 1 Resident (#113), out of 2 discharged residents reviewed. The 
resident had a documented POA with authority over insurance and government benefit decisions. The facility 
obtained the resident's signature on the NOMNC but failed to include the POA's signature, did not document 
review of the notice with the POA, and did not ensure the POA was informed of appeal rights prior to 
discharge. This failure denied the POA the opportunity to exercise Medicare appeal rights, resulting in the 
loss of a protected procedural right .Findings:Resident #113Record review on 12/14-24/25 revealed Resident 
#113 was admitted to the facility with diagnoses that included dementia, without behavioral disturbance 
(cognitive decline affecting memory, thinking, and problem solving which did not include agitation or 
aggression), fracture of the right femur (thigh bone), infection following the surgical procedure to fix the 
femur, and muscle weakness. Resident #113 also had diagnoses with depression and anxiety.Further review 
Resident #113 had a Power of Attorney (POA) legal document, dated 9/3/25, and this document indicated 
the POA had the power to decide about insurance transactions, benefits from government programs, and all 
other matters.Resident #113's POA was documented as Resident #113's agent in his/her medical record.
Review of Resident #113's NOMNC form, Form CMS-10123-NOMNC (Approved 12/31/2011) OMB approval 
0938-0953, revealed: . Medicare A stay for Skilled Nursing Facility Services Will End: 11/5/25. Further review 
revealed that despite having documented dementia, the facility had Resident #113 signed this form on 
11/3/25, however the resident did not sign with his/her legal name (last name was not correct). Resident 
#113's POA did not sign this NOMNC form.During an interview on 12/16/25 at 1:00 PM, the Director of 
Social Services (DSS) and the Social Services Coordinator (SSC) stated that the Social Services department 
at the facility would issue a NOMNC within 48 hours of a resident's last covered day. This NOMNC would be 
reviewed with a resident (if they were their own decision maker,) or with the family, POA, or guardian (if 
applicable). When asked how this was completed for a resident with a POA, the DSS and SSC stated they 
would have the POA come into the facility, if they were local, review the form to include the appeal rights, 
and have them sign it. If they were not local, they would conduct the review over the phone. The DSS and 
SSC stated if a resident had a POA, the resident would not sign the form.During an interview on 12/17/25 at 
11:24 AM, Resident #113's POA stated the facility did not provide the NOMNC paperwork to him/her prior to 
the resident's discharge. The POA was not aware of appeal rights and would have considered this option as 
he/she felt the resident's discharge was not appropriate.During an interview on 12/17/25 at 12:03 PM, the 
DSS acknowledged that Resident #113's signature was on the NOMNC, dated 11/3/25, and not the POA. 
The DSS stated that the SSC had told her that the NOMNC was provided to the POA, but this was not 
documented.Review of the Centennial Post Acute. Notice of Medicare Non-Coverage document, dated 
11/3/25, revealed: Your Right to Appeal This Decision. You have the right to an immediate, independent 
medical review (appeal) of the decision to end Medicare coverage of these services. Your services will 
continue during the appeal. If you choose to appeal, the independent reviewer will ask for your opinion. The 
reviewer also will look at your medical records and/or other relevant information. You do not have to prepare 
anything in writing, but you have the right to do so if you wish. How to Ask for an Immediate Appeal. You 
must make your request to your Quality Improvement Organization (also known as a QIO). A QIO is the 
independent reviewer authorized by Medicare to review the decision to end these services. Your request for 
an immediate appeal should be made as soon as possible, but no later than noon of the day before the 
effective date indicated above.
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Note: The nursing home is 
disputing this citation.

Ensure the transfer/discharge meets the resident's needs/preferences and that the resident is prepared for a 
safe transfer/discharge.
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Note: The nursing home is 
disputing this citation.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .Based on 
interview and record review, the facility failed to ensure that residents were discharged in a manner that 
protected health, safety, and psychosocial well-being, as required. The facility failed to develop and 
implement an effective discharge planning process for 2 residents (#'s 112 and 113) out of 2 residents 
reviewed for discharge, resulting in an unsafe and inappropriate discharges.Specifically, the facility failed 
to:1. Identify and address each resident's post-discharge care needs;2. Ensure required services, referrals, 
and equipment were arranged prior to discharge;3. Assess and confirm caregiver availability, capacity, and 
training;4. Involve resident representatives in discharge planning and decision-making;5. Incorporate PASRR 
(Pre-admission Screening and Resident Review - (a federally mandated pre-admission screening to ensure 
individuals placed in a long-term care facility had appropriate services) Level II findings and required 
specialized services;6. Reassess and resolve changes in condition prior to discharge; and7. Ensure 
discharge destinations met the residents' health and safety needs.These failures resulted in residents being 
discharged to unsafe environments without adequate support, services, or coordination, causing actual 
physical compromise and psychosocial harm, and placing residents at continued risk for injury, decline, and 
loss of dignity:This failed practice resulted in the discharge of Resident #112 to a known unsafe and 
inaccessible home environment without adequate caregiver support, without required services in place, and 
without safe access into the residence. As a result, the resident experienced distress and emotional harm, 
required fire department assistance to enter the home, he/she fell after discharge, lacked necessary wound 
care and nursing services, and relied on unplanned third parties for essential care. The resident's ability to 
maintain safety, dignity, and highest practicable physical and psychosocial well-being was compromised.This 
failed practice resulted in the discharge of Resident #113 despite unresolved acute behavioral changes, 
cognitive impairment, documented need for nursing facility level care, and required specialized mental health 
services identified through PASRR Level II. The discharge occurred without required referrals, without 
representative involvement, and without addressing a documented change of condition on the day of 
discharge. As a result, the resident experienced distress, confusion, and loss of security, and required the 
POA (Power of Attorney) to assume unplanned caregiving responsibilities to prevent harm.This citation 
utilizes the reasonable person concept for determination of psychosocial harm. A reasonable person in the 
position of either resident would experience fear, distress, and loss of dignity when discharged under these 
circumstances. These outcomes constitute actual psychosocial harm .Findings:During an interview on 
12/16/25 at 1:00 PM, the Director of Social Services (DSS) and Social Service Coordinator (SSC) stated 
currently, the facility had no documented set of standards for their discharge planning process. The DSS 
stated that there were expectations, however they were only verbalized throughout the social service 
department (SSD).When asked to explain the standards used, the DSS and SSC stated that the SSD would 
have a care conference with new admissions, about two or three days from admission. This first care 
conference would be to identify needs of the admission and discharge goals when ready.Then, the SSD 
would have another care conference about two weeks prior to discharge. The DSS stated that, currently, 
these were the only care conferences conducted, however this was self-identified as a need to improve 
upon, and it was a goal to initiate more care conferences throughout a resident's admission in the future.
When asked to describe how the facility prepared for a discharge, the DSS and SSC stated during the care 
conference prior to discharge, the facility would identify where the resident would discharge to, and which 
services would be needed upon discharge. Examples of needs and services that would be reviewed 
included, but not limited to:1. Durable medical equipment (DME - wheelchair, walker, hospital bed, or other 
equipment);2. PCA (Personal Care Assistant) services (where a certified nursing assistant, or CNA, would 
help in the house with ADLs, activities of daily living such as bathing);3. Primary Care Provider (PCP) 
follow-up (the goal would be to have a 2-week follow-up appointment made prior to leaving the facility);4. 
Home health services;5. Physical Therapy (PT), Occupational Therapy (OT), and/or Speech Therapy (SP);6. 
Wound Care;7. Skilled Nursing (where a Licensed Nurse, or LN, would come to the house for assistance); 
and/or8. Meals on Wheels.The DSS and SSC further stated the care conference would include the resident 
and resident representatives or family (if applicable), and referrals would be coordinated after the care 
conference for the identified discharge needs. The expectation would be to have the referrals ordered, by 
sending a fax to each referral, two to three days before the resident left the facility. For DME, it was the 
expectation that this would be available at the facility on the day of discharge. The DSS and SSC stated a 
Discharge Summary form would be completed after this care conference which showed what services were 
identified and when the services were ordered.When asked what would occur if resident or resident 
representative voiced concerns during this care conference about the discharge plan, the DSS and SSC 
state they would collaborate with the facility's leadership team and they would attempt to accommodate 
additional needs prior to discharge.When asked what would occur if concerns were voiced that the house 
wasn't wheelchair accessible or the house was not ready to accommodate the resident, the DSS and SSC 
stated they would re-review the discharge plan. When asked if home visits occurred prior to a resident 
discharging to a home, the DSS stated this had not been completed prior and was something that the facility 
had self-identified as a concern. Currently, they are in the process of looking into adding in-home visits to 
their discharge planning process.Resident #112Record review on 12/14-24/25 revealed Resident #112 was 
admitted to the facility on [DATE] with diagnoses that included aftercare following joint replacement surgery, 
infection due to right hip prosthesis, and arthritis due to bacteria in the hip joint.During an interview on 
12/16/25 at 1:44 PM, Resident #112's family member stated the resident had been hospitalized for quite a 
while, prior being admitted to the facility, for an infection in his/her hip replacement joint socket (an artificial 
hip). The resident had multiple surgeries while in the hospital and was being treated for a MRSA infection 
(Methicillin-resistant Staphylococcus aureus - a type of staph infection) with I.V. (intravenous) antibiotics 
(administered through a small catheter inserted in a blood vessel). Once out of the hospital, the resident was 
admitted to the facility for recovery, wound care, and continued antibiotic therapy. Resident #112's family 
member stated while at the facility, the resident had a fall on 7/31/25 which resulted in a fractured femur 
(thigh bone), which required surgery. The artificial joint needed to be removed from the resident's hip, and 
this was replaced with a spacer device to support the joint area until the resident was well enough to have 
another joint replacement procedure. Resident #112's family member stated once the resident returned to 
the facility (on 8/18/25), attempts were made to have the resident go to follow-up appointments with his/her 
surgeon to plan for the new hip replacement surgery, however those appointments were inconsistent, or for 
whatever reason would not be arranged (at one point the resident would go for an appointment to be told that 
there was no appointment).Resident #112's family member further stated as the resident's stay progressed, 
the Medicare benefits were starting to run out and the facility started contacting him/her to discharge the 
resident. Resident #112's family member explained that he/she was estranged from the resident and lived in 
a different state and only began to get involved in the resident's care due to the resident's need for support. 
Resident #112's family member began guardianship procedures and started attending care conference 
meetings. Resident #112's family member stated that a pastor from the resident's church was helping out as 
well and would also attend the care conference meetings. Resident #112's family member stated the 
resident lived alone in a house that had multiple stories, which was in disrepair, and full of rodents. The 
facility was made aware of the state of the house during the care conferences, but despite this information, 
the facility moved forward with a discharge plan to have the resident return home.Wound Care 
TreatmentReview of Resident #112's Treatment Administration Record (TAR), dated 11/2025, revealed the 
resident had two separate sacrum (tailbone) MASD (moisture associated skin disease) dressing treatment 
orders, which originally started on 10/28/25. These wound orders were changed on 11/7/25 and remained in 
effect up to discharge.Discharge DocumentationReview of Resident #112's Resident Centered Social History 
and Discharge Planning Assessment, dated 8/28/25, revealed: . This assessment supports the development 
of a comprehensive social history, goals of care, and includes information on the residents discharge plan. 
Most recent admission: [DATE]. Responsible Party/Legal Guardian: Not applicable, resident responsible for 
self. Other family and friend relationships: [Resident #112 family member] [and] [pastor from church]. 
Cognitive Patterns. BIMS [brief interview for mental status] score 13 [which indicated intact or normal 
thinking and memory]. Discharge Assessment, Goals, and Preferences. Prior living situation before 
admission to the facility: community without support/independent. Comments: lived at home alone. Does the 
resident prefer to involve any of the following in the decisions about their care and treatment. Family 
member(s) [was checked]. Resident or resident representative discharge goal/plan: return to community. 
Expected discharge timeframe: greater than 30 days[.] Does the resident have family or other support to 
provide assistance post-discharge? No.Review of Resident #112's Social Services Note, dated 9/9/25 - 
11/19/25, revealed:- 9/9/25: Had a care conference today with resident and [his/her] [family member] and 
[his/her] Pastor. [family member] was speaking. about having a possible [second] hip surgery. it was 
unknown if [his/her] surgeon wanted [him/her] to come in for a [second] surgery. Talked about what 
discharge plans would look like if resident did not have [his/her] [second] surgery. Nothing is planned at this 
time. Awaiting further instructions from surgeon as to having a second surgery.- 11/11/25: Met with resident 
today to discuss [his/her] discharge options. Residents 100 Medicare Days will be exhausted 11/18/25. 
Resident is awaiting to see if [he/she] will be having a secondary surgery. Talked with Pastor. will send 
[him/her] PCA service information along with ADRC [aging and disability resource center] resources. Pastor. 
to build a ramp, [Resident] has 3 steps that leads into [his/her] home. [Resident] will need a small wheelchair, 
raised toilet seat and PT from Home Health.- 11/18/25: Patient is scheduled to DC [discharge] 11/19, 
transport set up for 2pm . Called pastor. for pick up time and [he/she] stated the patient needs too much help 
and should be in an assisted living facility or have 24 hour care. I explained private care giving does cost 
money out of pocket but we are setting up home healthcare which is covered by the insurance and [he/she] 
will have a wheelchair. I spoke with the patient afterthis and [he/she] was in tears saying pastor. has been 
telling [him/her] the whole time [he/she] has been here that [he/she] will get a ramp installed for [him/her] 2 
steps into the house so [he/she] wouldn't have issues using the wheelchair. Patient also showed me a video 
of the inside of [his/her] house which is an open floor plan to maneuver a wheelchair easily. Patient is A&Ox4 
[alert and oriented to person, place, time and situation], [his/her] own representative and is desiring to return 
home 11/19.- 11/19/25: Resident set to d/c [discharge] today. Spoke to Pastor. who will be at. residence 
upon [his/her] discharge. Pastor. will call the fire department for the lift assist. Resident is alert and oriented x 
4 and wished to discharge home with the help of home health and PCA services. Social services to reach out 
to Bright Star for nursing and PCA services. Enhabit Home Health for PT, and ordered a wheelchair and 
bedside commode through Procare [transport service] is set to transport this resident to [his/her] home.
Review of Resident #112's Provider Progress Note, dated 11/10/25, revealed: . found to have DVT [deep 
vein thrombosis, blood clot] RLE [right lower extremity, however documentation later in the note indicated left 
leg]. Had been more active, but said [he/she] had fallen some weeks back and had been laying in bed more. 
Reimplant/removal spacer was being planned. discussed unlikely to have surgery for 6 months now due to 
DVT. 11/11: note appear that ortho would like to take out spacer and do R THA [right total hip arthroplasty - 
hip replacement]. Assessment and Plan. Therapies: PT. Plan: discharge to home. Labs: weekly labs due to 
anemia/recent septic hip. LLE [lower left extremity] thrombus: Occlusive [blocking blood vessels] and nearly 
occlusive thrombus noted throughout entire left lower leg extremity, [blood thinner] started. 6 months end 
date. Right hip: spacer in place, able to participate in rehab. HOME HEALTH The patient will need continued 
home health/PT/OT for continued conditioning to maintain or improve on current level of functioning and 
mobility. For strengthening and reconditioning. Also, to prevent falls and further injury and debility. 
WHEELCHAIR The patient will need a wheelchair at home. The patient has mobility limitations that impair 
their ability to participate in toileting, feeding, dressing, grooming, and bathing. These mobility ADL issues 
cannot be resolved by an appropriately fitted cane or walker. Additionally, the patient is willing and able to 
use the wheelchair in the home and will have caregivers available, willing, and able to assist using the 
wheelchair. The home provides adequate access between rooms, maneuvering space, and surfaces for use 
of the manual wheelchair provided.Further review revealed of the Provider's note did not document the need 
for wound care.Review of Resident #112's REHAB - Functional Abilities V2.0, dated 11/18/25, revealed:1. 
Mobility: Resident #112 was independent with rolling left and right in bed; sit to lying; lying to sitting on side 
of bed, however, Resident #112 needed supervision or touching assistance to sit to stand and for 
chair-to-bed-to-chair transfer.Further review revealed car transfer; walk 10 feet; walk 50 feet with two turns; 
walk 150 feet; walking 10 feet on uneven surfaces; 1 step (curb); 4 steps; 12 steps; and picking up object 
from the floor were not attempted due to medical condition or safety concerns.Further review revealed the 
assessment identified the resident used a manual wheelchair and required supervision or touching 
assistance to wheel 50 feet with two turns and wheel 150 feet.2. Self-care: Resident #112 was independent 
with eating; oral hygiene; toileting hygiene and personal hygiene (excluding baths or showers).Further review 
revealed shower/bathe self and tub/shower transfer required partial/moderate assistance. Upper body 
dressing required setup or clean-up assistance and lower body dressing and putting on/taking off shoes and 
toilet transfer required supervision or touch assistance.Review of Resident #112's Notice of Proposed 
Transfer/Discharge - V4.0, dated 11/19/25 [day of discharge], revealed: Type of Assessment. Transfer 
[return expected]. Effective Date of. discharge: [DATE]. Reason for. Discharge. The transfer or discharge is 
appropriate because the resident's health has improved sufficiently so the resident no longer needs the 
services provided by the facility. Comments: Resident has exhausted [his/her] Medicare benefit days. 
Resident would like to discharge home with the help of Home Health PT and the help of PCA services. 
[He/she] will have Meals on Wheels set up. Pastor. to assist with building a ramp to go over the 2 steps 
[he/she] has to get into [his/her] house with [his/her] wheelchair. Home Care will call to assist/set-up in care 
services for resident. Upon discharge to the home, resident and or family to call non-emergency dispatch line 
for Lift assist. Notifications . Resident Notification. [Resident #112]. Further review revealed the family 
member and the Pastor were not listed as being notified.Review of Resident #112's Discharge Summary and 
Post-Care Instructions V2.0, dated 11/19/25, revealed: . Discharge Information. Date. 11/19/25. Discharge 
location. Home/Community. Reason for Discharge. Resident's health has improved sufficiently so the 
resident no longer needs the services provided by the facility.Further review of the Discharge Summary 
revealed the following post-discharge services, referrals, and equipment were listed: . Primary Care 
Physician Name. Resident does not have a Primary Care Provider. List of resources provided. [Facility 
Provider] for Centennial Post Acute will follow home health orders until resident is established with PCP. 
Home Health Services Agency Name and Contact Information. Bright Star Care - Nursing and PCA. Other 
Services and Referrals Ordered. Nursing and Physical Therapy. Enhabit Home Health. Durable Medical 
Equipment (DME). 3-in-1 commode (bedside toilet)[.] wheelchair. Procare. Community Support Services . 
In-home support services[.] Meal Service. Meals on Wheels[.] Bright Star Care.Further review of the 
Discharge Summary revealed the resident did not have access into or out of his/her residence placing 
him/her at risk of being trapped in the house: . Recapitulation of Stay. Social Services Summary. Resident is 
alert and oriented x 4, resident is upset that that ramp over [his/her] steps did not get built like promised. 
Additional Comments about Discharge. Pastor. to be at the house upon discharge and to call the fire 
dispatch in order to get a lift assist to get the resident inside [his/her] home.Further review of the Discharge 
Summary revealed the following nursing clinical summary which was inconsistent with the resident's current 
status: . Physical Function and Structural Problems. Physical Function - Activities of Daily Living (ADLs). 
requires some assistance. Is this an improvement from baseline? Yes. Physical Function: Mobility. requires 
some assistance. Is this an improvement from baseline? Yes. Functional Limitations. No limitation in ROM 
[range of motion]. Special Treatments, Devices and Procedures. fall risk[,] skin breakdown risk. Further 
review revealed no documentation for the need for continued wound care.Further review revealed this 
Discharge Summary stated the Pastor would be the resident's caregiver which was not accurate. Further 
review revealed there was no determination how often the Pastor would be available to help the resident: . 
Home Caregiver Training: Is a home caregiver available? Yes. Name and relationship: [Pastor]. Number of 
hours available to provide assistance each day: TBD [to be determined]. Has training been provided and 
verbalizes understanding with (as applicable) return demonstration? No. Is there any follow-up training 
needed? No.Further review of the Discharge Summary revealed no mention of resident's blood clot, the 
need for weekly labs, or the need to follow up with his/her surgeon on when hip surgery could be scheduled. 
Further review revealed there was no referral need for wound care.During an interview on 12/16/25 at 2:05 
PM, Resident #112's Pastor stated he/she felt Centennial shouldn't have discharged the resident. The Pastor 
stated he/she told the discharge team the resident should not discharge, but they did it anyway and put 
him/her down as the resident's caregiver, but I am just a pastor, not [his/her] caregiver. The Pastor stated 
he/she was at the house when the facility transported the resident home because if he/she hadn't been there 
they would have left the resident on the sidewalk in the cold. The Pastor stated he/she had to call the fire 
department to get the resident lifted into his/her house because it was not wheelchair accessible.During an 
interview on 12/16/25 at 1:44 PM, Resident #112's family member stated that a member of the fire 
department, who showed up at the resident's house to assist him/her inside, saw the state of the resident's 
house and the inaccessibility of wheelchair access inside the house. The fireman and his wife (who were 
strangers prior) have been assisting the resident since the discharge due to the level of care the resident 
needed.During an interview on 12/18/25 at 2:20 PM, the Fireman's Wife stated they had been helping the 
resident since the day of discharge. The conditions of [his/her] home are horrible. The Fireman's Wife stated 
the house was a multilevel home and there was a rodent infestation within it. She described the house as 
being wheel chair inaccessible and the resident was now limited to one level of the house; the bathroom door 
needed to be removed so the resident's wheelchair could access the room; all of the rugs needed to be 
removed from the house so the resident could maneuver in the home; and there was no bed on the one level 
so the resident was sleeping in a recliner. The Fireman's Wife stated they had to use their own money to buy 
a new recliner for the resident because he/she was falling out of the old one. The Fireman's Wife stated the 
resident would not be able to survive alone in that house and required nursing home level care. They were 
doing the best they can, through the help of strangers and people from his/her church to assist whenever 
they can. They have tried to make the resident's kitchen accessible, however it was not possible with how 
the kitchen was structured. The Fireman's Wife stated the last person that was there during the day 
attempted to clear the paths of the house and put food within reach of the resident for the night, otherwise 
the resident would not be able to eat.The Fireman's Wife further stated the resident was not able to walk at 
all. She stated the resident could transfer to the wheelchair but had fallen in the home since discharging and 
this was a safety risk if alone in the house as the resident could not get off the floor independently. The 
Fireman's Wife stated they did what they can, but there was no one available to be in the house 24/7.
Referral ReviewReview of Resident #112's medical record for referral documentation of services, referrals, 
and equipment listed in the Discharge Summary and Post-Care Instructions V2.0, dated 11/19/25, 
revealed:1. A referral for a wheelchair, through Procare, was completed on 11/13/25, prior to the resident's 
discharge;2. A referral was documented to Enhabit Home Health to provide PT services. This referral was 
made on the day of discharge, 11/19/25. Further review revealed nursing was not checked on the referral as 
a service that was needed as documented on the Discharge Summary;3. A referral was documented to 
Ancora Home Health to provide home health services (and not Bright Star Care as documented in the 
Discharge Summary). Further review revealed this referral was dated 11/13/25, but not faxed until 11/17/25.
Further review of the Ancora referral revealed: Primary Physician: Anchorage Neighborhood Health. 
Follow-up [Appointment] Date/Time: Resident to Schedule. This information was not on the Discharge 
Summary for the resident to complete.4. A referral to Procare was completed on 11/21/25 (2 days after 
discharge) for a bedside commode.5. There was no referral to Bright Star Care for in-home services as 
documented on the Discharge Summary.6. There was no referral for wound care.During an interview on 
12/16/25 at 1:44 PM, Resident #112's family member stated no referral information was provided when the 
resident discharged from the facility. The family member stated when he/she called the facility about the 
referrals, and he/she was told the facility had tried to call the referrals and doctors to attempt to get services 
set up, but they couldn't get a response.During an interview on 12/18/25 at 2:20 PM, the Fireman's Wife 
stated regarding in-home services, they only have PCA services setup for once a week so the resident could 
have a bath.During an interview on 12/17/25 at 12:03 PM, after reviewing Resident #112's medical record, 
the DSS stated the paperwork did indicate the stair ramp was not installed prior to the resident's discharge, 
but the resident wanted to go home so the fire department was contacted to assist the resident into the 
home. When asked if this was an appropriate discharge, the DSS agreed that despite the resident's wishes 
this was not a safe discharge.Resident #113Record review on 12/14-24/25 revealed Resident #113 was 
admitted to the facility on [DATE] with diagnoses that included dementia without behavioral disturbance 
(cognitive decline affecting memory, thinking, and problem solving which did not include agitation or 
aggression), fracture of the right femur (thigh bone), infection to surgical site to fix the femur, metabolic 
encephalopathy (a brain disorder caused by a chemical imbalance from an underlying illness leading to 
impaired brain function, confusion, memory issues, and personality changes), and muscle weakness.Review 
of Resident #113's hospital Discharge Summary, dated 10/8/25, revealed the resident had a lengthy 
hospitalization from a fall that resulted in the femur fracture requiring surgical repair. Further review revealed: 
Acute toxic/metabolic encephalopathy/delirium/[cognitive] impairment. [he/she] has marginal capacity to 
make medical decisions. [Resident #113] is discharging to Centennial SNF [skilled nursing facility].Further 
review of Resident #113's medical record revealed the resident had a Power of Attorney (POA). Review of 
the legal document, dated 9/3/25, revealed this document indicated the POA had the power to decide about 
insurance transactions, benefits from government programs, and all other matters.Resident #113's POA was 
documented as Resident #113's agent in his/her medical record.Review of Resident #113's 01. Nursing - 
Admission/readmission Evaluation/Assessment, dated 10/8/25, revealed: . Reason for admission: physical 
therapy and wound care. Orientation. Cognition. Confused. Short-term memory loss. Mood Behavior: Mood 
and behavior patterns. Disorganized thinking. Sad. resident upset and disoriented. Keeps saying [he/she] 
wants to go home. Summary Note. very anxious and upset to be here and not at home. needs reoriented 
frequently. Unable to make needs known.Physical Therapy admission Assessment\Review of Resident 
#113's Physical Therapy Medicare PT Evaluation [and] Plan of Treatment, dated 10/9/25, revealed 
restorative/rehabilitation exercises were planned for strengthening to improve in transfers, ambulating, and 
wheelchair use: Frequency: 5 time(s)/week. Duration: 4 weeks. Risk Factors: Due to the documented 
physical impairments and associated functional deficits, without skilled therapeutic intervention, the patient is 
at risk for: increased pain, increased dependency upon caregivers, further decline in function and falls.
Wound Care TreatmentReview of Resident #113's TAR, dated 10/2025, revealed the resident was receiving 
daily wound care to his/her right knee from 10/15/25 to 10/26/25, and to his/her right outer thigh which 
started on 10/29/25 and remained in effect up to discharge.Mental Health NeedsRecord review also revealed 
Resident #113 had diagnoses of depression and anxiety.Review of Resident #113's PASRR Level 1, which 
was in the resident's medical record and dated 9/4/25, revealed the resident had diagnoses of delirium, 
encephalopathy, anxiety, and depression. Further review revealed: . Based on the information reviewed. the 
following determination is made. If admission. for this individual is approved, all services as identified by 
PASRR Level II evaluation must be provided. to meet the individual's nursing and disability-specific needs. 
Level II PASRR evaluation needed. Date referred for Level II evaluation: 9/5/25. Date Level II report 
received: 9/18/25.Further review of Resident #113's medical record revealed no PASRR Level II report was 
present.During an interview on 12/17/25 at 12:03 PM, when asked to provide Resident #113's PASRR Level 
II report, the DSS stated Resident #113's PASRR Level II report was not in the resident's medical record and 
was retrieved on 12/17/25 from the facility's PASRR Coordinator. The DSS stated this Level II report was not 
available during Resident #113's admission or reviewed during discharge planning.Review of Resident 
#113's Behavioral Health Level II Pre-admission Screening and Resident Review (PASRR) Assessment, 
dated 9/18/25, revealed: . Summary Narrative of Functional Assessment. [Resident's POA] stated [Resident 
#113] would need help performing all ADLs. Per PASRR Level I request, [Resident #113] experiences 
challenges with practical skills, including occupational skills, safety, schedule/routines, mobility, travel, and 
transportation. experiences challenges with completion of tasks, needs assistance to complete tasks, lack 
persistence, and has difficulty concentrating. demonstrates socially inappropriate behaviors, including 
challenges with independent living. Self-monitoring of health status. [Resident #113] would need help with 
self-monitoring of [his/her] health status. Self-administering of medical treatment. [Resident #113] would 
need help tracking [his/her] appointments, making [his/her] appointments, as well as tracking, obtaining, and 
remembering to take [his/her] medication. Self-monitoring of nutritional status. [Resident #113] would need 
help with self-monitoring of [his/her] nutritional status. [Resident #113] wants to cook [his/her] own food but 
[his/her] cooking ‘was becoming a safety concern'. Determination. Nursing facility services. are needed. 
Mental Illness. Individual has mental illness. Specialized services. are needed. [Resident #113] would benefit 
from continuing to receive medication management following discharge from Providence Alaska Medical 
Center.Further review revealed: Additional PASRR Determination Information. A level II evaluation was 
completed. on 9/18/25. The evaluator found that [Resident #113] would benefit from nursing facility services 
and required specialized services (SS) for mental health needs. If the LTC [long-term care] facility chooses to 
admit [Resident #113], but finds they can no longer safely meet [his/her] care needs, please consider the 
options listed below: The LTC facility can pursue placement at an ALH [assisted living home] that offers more 
mental health supports (may obtain list from the Division of Behavioral Health)[;] The LTC facility can issue a 
formal 30-day discharge notice to the client, stating they cannot safely meet the client's care needs. If this 
occurs, a copy of the discharge notice should be submitted to SDS [Senior and Disabilities Services] in 
Harmony [an electronic data base][;]
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .Based on 
record review and interview, the facility failed to comply with PASRR Pre-admission Screening and Resident 
Review - requirements by not incorporating the PASRR Level II determination into the resident's 
assessment, care planning, and discharge planning for 1 Resident (#113), out of one resident reviewed for 
PASRR documentation. The PASRR Level II evaluation identified the need for continued nursing facility 
services and required specialized mental health services. The facility did not ensure the Level II report was 
available at admission, did not initiate specialized services during the stay, did not revise the care plan to 
reflect PASRR findings, and discharged the resident without addressing PASRR-identified needs or following 
recommended discharge options. This failure resulted in an untreated and escalating behavioral symptoms, 
increased psychotropic medication use, and discharge without appropriate mental health supports, 
constituting psychosocial harm by reasonable person concept .Findings:Record review on 12/14-24/25 
revealed Resident #113 was admitted to the facility on [DATE] with diagnoses that included dementia without 
behavioral disturbance (cognitive decline affecting memory, thinking, and problem solving which did not 
include agitation or aggression), fracture of the right femur (thigh bone), infection to surgical site to fix the 
femur, metabolic encephalopathy (a brain disorder caused by a chemical imbalance from an underlying 
illness leading to impaired brain function, confusion, memory issues, and personality changes), and muscle 
weakness.Further review revealed Resident #113 also had diagnoses of depression and anxiety.Review of 
Resident #113's PASRR Level 1, which was in the resident's medical record and dated 9/4/25, revealed the 
resident had diagnoses of delirium, encephalopathy, anxiety, and depression. Further review revealed: . 
Based on the information reviewed. the following determination is made. If admission. for this individual is 
approved, all services as identified by PASRR Level II evaluation must be provided. to meet the individual's 
nursing and disability-specific needs. Level II PASRR evaluation needed. Date referred for Level II 
evaluation: 9/5/25. Date Level II report received: 9/18/25.Further review of Resident #113's medical record 
revealed no PASRR Level II report was present.During an interview on 12/17/25 at 12:03 PM, when asked to 
provide Resident #113's PASRR Level II report, the Director of Social Services (DSS) stated Resident #113's 
PASRR Level II report was not in the resident's medical record and was retrieved on 12/17/25 from the 
facility's PASRR Coordinator. The DSS stated this Level II report was not available during Resident #113's 
admission or reviewed during discharge planning.Review of Resident #113's Behavioral Health Level II 
Pre-admission Screening and Resident Review (PASRR) Assessment, dated 9/18/25, revealed: . Summary 
Narrative of Functional Assessment. [Resident's POA] stated [Resident #113] would need help performing all 
ADLs [Activities of Daily Living]. Per PASRR Level I request, [Resident #113] experiences challenges with 
practical skills, including occupational skills, safety, schedule/routines, mobility, travel, and transportation. 
experiences challenges with completion of tasks, needs assistance to complete tasks, lack persistence, and 
has difficulty concentrating. demonstrates socially inappropriate behaviors, including challenges with 
independent living. Self-monitoring of health status. [Resident #113] would need help with self-monitoring of 
[his/her] health status. Self-administering of medical treatment. [Resident #113] would need help tracking 
[his/her] appointments, making [his/her] appointments, as well as tracking, obtaining, and remembering to 
take [his/her] medication. Self-monitoring of nutritional status. [Resident #113] would need help with 
self-monitoring of [his/her] nutritional status. [Resident #113] wants to cook [his/her] own food but [his/her] 
cooking ‘was becoming a safety concern'. Determination. Nursing facility services. are needed. Mental 
Illness. Individual has mental illness. Specialized services. are needed. [Resident #113] would benefit from 
continuing to receive medication management following discharge from Providence Alaska Medical Center.
Further review revealed: Additional PASRR Determination Information. A level II evaluation was completed. 
on 9/18/25. The evaluator found that [Resident #113] would benefit from nursing facility services and 
required specialized services (SS) for mental health needs. If the LTC [long-term care] facility chooses to 
admit [Resident #113], but finds they can no longer safely meet [his/her] care needs, please consider the 
options listed below: The LTC facility can pursue placement at an ALH [assisted living home] that offers more 
mental health supports (may obtain list from the Division of Behavioral Health)[;] The LTC facility can issue a 
formal 30-day discharge notice to the client, stating they cannot safely meet the client's care needs. If this 
occurs, a copy of the discharge notice should be submitted to SDS [Senior and Disabilities Services] in 
Harmony [an electronic data base][;] The LTC facility can send the client to the emergency room for 
assessment, if interventions and PRN medications are not effective in managing behavioral concerns.Review 
of Resident #113's medical record revealed:1. No specialized services were ordered during his/her 
admission;2. Resident's care plan was initiated on 10/12/25. Interventions for anxiety, dementia, and 
depression were not initiated until 10/27/25 (15 days later). Interventions did not include specialized 
services;3. Resident was on daily doses of fluoxetine (Prozac - an antidepressant), which started on 10/9/25; 
Mirtazapine (Remeron - a second antidepressant), which started on 10/8/25; Quetiapine (Seroquel - an 
antipsychotic), which started on 10/8/25.Further review revealed the facility's Provider initiated further 
medications due to resident's increase in aggressive behaviors:- Depakote (a mood stabilizer), which started 
on 10/21/25; and- Olanzapine (Zyprexa - an antipsychotic) for an as needed, or PRN, medication for 
agitation and/or anxiety, which started on 10/14/25. This medication was stopped on 10/28/25, however it 
was restarted on 10/31/25 due to increase in behaviors.4. Review of resident #113's nursing progress notes, 
10/17/25 through 11/6/25, revealed multiple episodes of aggression, combativeness, and non-compliance 
with staff and services being offered (showers, PT, wound care, etc.).Review of Resident #113's Discharge 
Summary and Post-Care Instructions V2.0, dated 11/3/25, revealed no documentation of the required need 
for specialized services for mental health treatment, as listed in the PASSR Level II report, nor did the 
discharge plan follow the recommended Level II discharge options for the resident. During an interview on 
12/17/25 at 12:03 PM, after reviewing Resident #113's medical record, the DSS stated there was not 
adequate documentation in the record to show that the discharge planning was sufficient and there were 
concerns about how this resident was discharged . Regarding the PASRR Level II report, the DSS stated 
had they had this information and its recommendation for long-term care services, this would have affected 
the discharge planning for this resident.Review of the facility policy PASRR Process, dated 3/2025, revealed: 
Upon admission to the facility the Admissions Coordinator, Medical Records Director or designee will ensure 
that a PASRR Level I is included in the admission paperwork. The Social Service Director will ensure that a 
care plan is initiated related to the mental health diagnosis with initial, person centered approaches. Once a 
Level II Evaluation is complete, the Social Service Director will give to the Medical Records Director to be 
placed in the EHR [electronic health record]. Additionally, the Social Service Director will expand the care 
plan to include recommended approaches noted on the PASRR II evaluation as well as through observations 
and interviews by not only the Social Services Director but all member[s] of the IDT [interdisciplinary Team].
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .Based on 
record review and interview, the facility failed to ensure comprehensive, person-centered care plans were 
developed and implemented to address identified needs for 2 residents (#'s 27 and 111) out of 2 residents 
reviewed for comprehensive care plans. Specifically, the facility failed to develop and implement 
dementia-related care plan interventions for Resident #27 and failed to develop and implement 
fall-risk-specific care plan interventions for Resident #111. These failed practices placed Resident #27 at risk 
for unmet cognitive and behavioral needs and placed Resident #111 at risk of injury Findings: Resident 
#27Record review on 12/14-24/25 revealed Resident #27 was admitted to the facility with diagnoses that 
included unspecified dementia, unspecified severity, with other behavioral disturbance (cognitive decline of 
unclear cause and severity, accompanied by behavioral symptoms), and mild cognitive impairment of 
uncertain or unknown etiology.Review of Resident #27's MDS (Minimum Data Set- a federally required 
assessment) Comprehensive Assessment, dated 10/24/25, revealed, under Section I-Active Diagnosis, 
Resident #27 was not coded for dementia. Review of the MDS's Section V - Care Area Assessment (CAA) 
Summary revealed the care area of cognitive loss/dementia had not been triggered and had not been 
addressed in the resident's care plan. Review of Resident #27's physician orders revealed: [Order Date 
12/11/25 at 12:51 PM] RisperiDONE [atypical antipsychotic medication used to treat psychosis, mood 
disorders, and behavioral symptoms by helping balance neurotransmitters in the brain] Oral Tablet 1 MG 
(Risperidone) Give 2 mg by mouth at bedtime for Hallucinations F03.91: Unspecified dementia, unspecified 
severity, with behavioral disturbance.Review of the [Provider] Progress Note, dated 10/21/25, revealed: Chief 
Complaint: New admit.History of Presenting Illness: .pmh [primary medical history sig [significant] for 
dementia.Past Medical History: dementia.Review of the [Provider] Progress Note, dated 10/28/25, revealed: 
History of Presenting Illness: . sig for dementia. cognitive impairment: tests done in hospital M-ACE 
[Mini-Addenbrooke's Cognitive Examination]: 21/30 [suggests mild cognitive impairment] .MoCA [Montreal 
Cognitive Assessment] 18/22 [suggests mild cognitive impairment]. noted to have been rx'ed [prescribed] 
risperdal for dementia with behavioral disturbance.Review of Resident #27's care plan, last reviewed 
10/24/25, revealed: Resident requires antipsychotic medication related to hallucinations as evidenced by 
auditory hallucinations. Further review revealed no care planning for dementia.During an interview on 
12/17/25 at 10:13 AM, Resident Care Manager (RCM) #2 and RCM #3 stated Resident #27's diagnosis of 
dementia was added to the electronic health record (EHR) but not added to the MDS as it was not identified 
on admission. RCM #3 further stated Resident #27's diagnosis of dementia will be added to the next 
quarterly MDS.Review of the facility's Dementia-Clinical Protocol policy, revised 11/2018, revealed: 
Assessment and Recognition.5. The staff and physician will review the current physical, functional, and 
psychosocial status of individuals with dementia, and will summarize the individual's condition, related 
complications, and functional abilities and impairments.Treatment/Management.1. For the individual with 
confirmed dementia, the IDT [Interdisciplinary Team] will identify a resident-centered care plan to maximize 
remaining function and quality of life.5. The IDT will Identify and document the residence condition and level 
of support needed during care planning and review changing needs as they arise. A. Resident needs will be 
communicated to direct care staff through care plan conferences, during change of shift communications and 
through written documentation (nurses' notes and documentation tools) .Monitoring and Follow-Up.2. The 
IDT will adjust interventions and the overall plan depending on the individual's responses to those 
interventions, progression of dementia, development of new acute medical conditions or complications, 
changes in resident or family wishes, and other relevant factors. Resident #111Record review on 
12/14-24/25 revealed Resident #111 was admitted to the facility on [DATE] with diagnoses that included 
radiculopathy (compression or irritation of a spinal nerve root) and spinal stenosis (spaces within the spine 
narrow, placing pressure on the spinal cord or nerves) followed by a lumbosacral spinal fusion (surgical 
procedure that joins two or more vertebrae in the lower spine to stabilize the spine, reduce pain, and correct 
spinal instability or deformity).Review of Resident #111's Morse fall assessment [a standardized assessment 
tool used to evaluate a patient's risk of falling based on factors such as history of falls, mobility, mental 
status, and use of assistive devices], dated 8/14/25 at 1:50 PM, revealed: Description: Admission. Category: 
Moderate Risk of Falling.Gait.Impaired-difficulty rising from chair, uses chair arms to get up, bounces to rise- 
keeps head down when walking, watches the ground - grasps furniture, person or aid when ambulating. 
Cannot walk unassisted.Impaired.Review of Resident #111's 02. NURSING - FALL RISK 
OBSERVATION/ASSESSMENT - V [version] 2.0 dated 8/15/25 at 5:27 AM, revealed: Admission.Category: 
High Risk.Balance: Non-ambulatory / wheelchair for locomotion.Continence: 6. Dependent and Incontinent.
Mobility: Non-ambulatory / wheelchair for locomotion. Confined to chair / geri-chair [padded reclining chair 
with wheeled bases to assist those with limited mobility] .Yes.Review of Resident #111's Medicare PT 
[Physical Therapy] Evaluation & Plan of Treatment dated 8/16/25, revealed: Sit [to] Stand. Total Dependence 
without attempts to initiate.Current Referral:.Patient referred to PT due to decline in decrease in strength, 
decrease in functional mobility, decrease in transfers, reduced ability to safely ambulate, reduced balance, 
reduced functional activity tolerance, increased need for assistance from others, reduced ADL [Activities of 
Daily Living] participation and pain.Precautions: Fall Risk.Risk Factors: Due to the documented physical 
impairments and associated functional deficits, without skilled therapeutic intervention, the patient is at risk 
for: falls and further decline in function.Review of Resident #111's MDS admission Assessment, dated 
8/21/25, revealed, under Section GG-Functional Abilities, Resident #111 was coded as requiring 
substantial/maximal assistance for toileting hygiene, shower/bathe self and upper body dressing. Further 
review revealed Resident #111 was coded as dependent - where a helper does all the effort and the resident 
does none of the effort to complete the activities such as lower body dressing and putting on/taking off 
footwear. Review of the MDS's Section V - Care Area Assessment (CAA) Summary revealed the care area 
of falls had triggered and had been addressed in the resident's care plan.Review of Resident #111's care 
plan revealed there was no documentation, to include interventions, for risk of falls.Review of Resident 
#111's Alert Note, dated 9/4/25 at 11:31 PM revealed: This LN [Licensed Nurse] and CNA [Certified Nursing 
Assistant] heard a bang coming from room.Resident found lying on floor next to bathroom door. I was trying 
to go to the bathroom. I tried walking backwards and missed my step. I didn't hit my head, but my right hip 
hurts radiating down my leg. Resident assessed per RN [Registered Nurse]. Resident able to move all 
extremities with pain to right hip noted. Resident assisted back to bed via hoyer lift. On call provider notified 
and received verbal order to send to ER [emergency room] for further evaluations and resident agreed.
Review of the ED [Emergency Department] Provider Notes, dated 9/4/25 revealed: [Resident #111] presents 
today via ambulance from Centennial Extended Care with right hip and low back pain status post a 
mechanical fall from standing about 30 minutes ago. The medics report the patient has been cared for at 
Centennial since a lumbar spinal fusion . about a month ago. They state the patient was ambulating to the 
bathroom using a walker when [he/she] fell to the ground onto laminate flooring, landing on [his/her] right 
buttock and low back. The medics report 3.5/10 pain, and state they brought the patient in due to concern by 
[his/her] caregivers over [his/her] recent spinal surgery. Further review revealed: CT [Computed Tomography 
Scan] also shows right.impaction fracture of [thoracic] T11. [he/she] does not currently have focal tenderness 
at the site I do not suspect this is truly an acute fracture.Review of the facility's investigative final report, 
dated 9/10/25 at 11:44 AM, revealed: Resident Interview: [Resident #111] was interviewed at the time of the 
fall. [He/she] reported going to toilet [himself/herself] and fell. The resident was using a walker at the time 
and reported that [his/her daughter/son] had brought it in for [him/her] in preparation for [his/her] discharge 
the next day. The resident was asked if [he/she] is aware that [he/she] should have called for assistance and 
[he/she] reported [he/she] understood. Staff Interviews: The staff was interviewed who were working with the 
resident at the time of the incident. The staff said that they heard the resident fall. [He/she] was alert and let 
them know what happened. The staff had checked in on the resident throughout the shift and no concerns 
were noted. The resident was excited about [his/her] discharge home the next day . The staff did not see any 
environmental factors that could have resulted in the fall. Interventions: Upon return from the ER , the 
resident appeared comfortable. [He/she] was educated on calling for assistance with toileting. [He/she] was 
also evaluated for safety at the ER per providers call to the facility. The resident was asked to stay longer at 
the facility due to potential injury but [he/she] declined. The self-directed discharge happened as planned 
with a follow up with [his/her] surgeon and PCP [primary care provider].During an interview on 12/18/25 at 
11:04 AM, RCM #2 stated every resident upon admission was assessed for fall risk using a Morse Fall 
Assessment. RCM #2 further stated if a resident was identified as a moderate fall risk they should be care 
planned for risk of falls. Review of the facility's Fall Risk and Neurological Assessment policy, revised 
11/6/23, revealed: .It is the policy of the center that residents are evaluated for their risk of falls upon 
admission. A plan of prevention is initiated, as appropriate, for identified risks.PROCEDURE: 1. The Morse 
Fall Risk Scale is completed on admission. 2. The Kardex includes interventions based on the results 
identified in the Morse fall scale and includes specific interventions for fall prevention. 3. The MDS including 
Care Area Assessments (CAA) is utilized to further evaluate resident's risk of falls and development of the 
comprehensive care plan. 4. History and physicals are reviewed to identify fall history, if applicable, and 
contributing diagnosis and other factors this information is utilized to initiate individualized interventions to 
prevent or reduce risk of falls and identify need for referral to other disciplines, including but not limited to PT, 
OT, ST, pharmacist, optometrist . Review of the facility's Care Plans, Comprehensive Person- Centered 
policy, revised 3/2022, revealed: .A comprehensive person-centered care plan that includes measurable 
objectives and timetables to meet the resident's physical, psychosocial and functional needs is developed 
and implemented for each resident. 3. The care plan interventions are derived from a thorough analysis of 
the information gathered as part of the comprehensive assessment.7. The comprehensive, person-centered 
care plan: .e. reflects currently recognized standards of practice for problem areas and conditions. 8. 
Services provided for or arranged by the facility and outlined in the comprehensive care plan are:.c. trauma 
informed.9. Care plan interventions are chosen only after data gathering, proper sequencing of events, 
careful consideration of the relationship between the resident's problem and their causes, and relevant 
clinical decision making .
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Provide appropriate treatment and care according to orders, resident’s preferences and goals.

.Based on record review, interview, and observation, the facility failed to ensure treatment and care was 
provided, based on physician orders and comprehensive person-centered care plans, for 2 residents (#23 
and #27), out of 20 sampled residents. This failed practice had the potential to diminish overall health and 
wellbeing, placing Resident #23 at risk for unrecognized blood pressure instability related to antihypertensive 
therapy and Resident #27 at risk for impaired skin integrity due to failure to implement ordered offloading and 
pressure reduction measures Findings: Resident #23Record Review on 12/14-24/25 revealed Resident #23 
was admitted to the facility with diagnoses that included hypertension (elevated blood pressure), heart failure 
(condition in which the heart pumps ineffectively) and history of transient ischemic attack (stroke).Review of 
Resident #23's electronic health record (EHR) revealed a physician's order, dated 6/18/25: .Vital signs daily. 
Further review revealed an order for blood pressure medication, dated 9/12/25: .Coreg Oral Tablet 6.25 MG 
(Carvedilol). Give 1 tablet by mouth two times a day for HTN (hypertension - elevated blood pressure).
Review of Resident #23's Care Plan Report, last reviewed 10/8/25, revealed: .Goal. Will exhibit a therapeutic 
effect related to the use of the medication. Interventions/Tasks. Vital signs as ordered.Review of Resident 
#23's vital signs flowsheets dated 6/18/25-12/14/25 revealed only two documented vital sign assessments 
(9/1/25 and 9/11/25), with no documentation of daily vital signs for the remaining 177 days.During an 
interview with the facility's acting Director of Nursing (DON) on 12/17/25 at 9:30 AM, the DON confirmed that 
the facility should have been checking vital signs daily on Resident #23.Review of the facility policy Vital Sign 
Monitoring, last revised 3/2025, revealed: .It is the policy of this facility to monitor the resident's vital signs. 
Vital signs will be monitored for residents receiving medications including but not limited to 
anti-hypertensives and psychotropics. Vital signs, to include temperature, blood pressure, pulse and 
respirations are done no less often than monthly, unless physician's orders or the plan of care specifies 
differently. Resident #27Record Review from 12/14-24/25 revealed Resident #27 was admitted to the facility 
with diagnoses that included weakness, mild cognitive impairment of uncertain or unknown etiology and 
osteoarthritis.An observation on 12/14/25 at 10:00 AM, revealed Resident #27 was laying supine (on back) in 
bed, with both heels of his/her feet on the mattress. Further observation revealed his/her feet and heels were 
covered by non-skid socks.Review of Resident #27's EHR revealed two wound care orders:1.Left heel 
(vascular). leave open to air. Start Date. 11/9/2025,2.offloading boots to LLE (left lower extremity). Start 
Date. 11/3/2025.Review of Resident #27's Care Plan Report, last reviewed 10/24/25, revealed: .Focus. Skin: 
Resident is at risk for skin breakdown related to immobility, and central cord syndrome, and malnutrition. 
Goal. Will prevent or delay skin breakdown to the extent possible given risk factors. Interventions. Keep skin 
clean and dry to the extent possible. Further review revealed no interventions to keep Resident #27's left 
heel open to air or for the use of offloading boots.During an interview on 12/14/25 at 1:00 PM, when asked if 
Resident #27 should have been wearing heel boots, Licensed Nurse (LN) #12 agreed that there was an 
order to have heel boots in place.Review of the facility provided policy Care Plans, Comprehensive 
Person-Centered, last revised 3/2022, revealed: .The comprehensive, person-centered care plan. describes 
the services that are to be furnished to attain or maintain the resident's highest practicable physical, mental, 
and psychosocial well-being. reflects currently recognized standards of practice for problem areas and 
conditions.
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .Based on 
record review and interview, the facility failed to ensure necessary treatment and services, consistent with 
professional standards of practice, were provided for the treatment of pressure ulcers. Specifically, the facility 
failed to ensure a resident with a facility acquired pressure ulcer received appropriate treatment 
interventions, to include timely higher level of care, for 1 Resident (#110), out of 3 residents with pressure 
ulcers reviewed. These failed practices contributed to Resident #110 being hospitalized with sepsis and 
passed away from this complication Findings:Resident #110Record review on 12/14-24/25 revealed 
Resident #110 was admitted to the facility on [DATE] with diagnoses that included end stage renal disease 
and type 2 diabetes. Resident #110 required routine dialysis.Resident #110 was admitted to the facility for 
physical therapy (PT), occupational therapy (OT), and dialysis assistance.Resident #110's dialysis was 
converted to hemodialysis (filtration of the blood using a machine with a special filter called a dialyzer, acting 
like an artificial kidney. A port in the arm called a fistula, a connection between an artery and vein in the arm, 
was used during dialysis to filter waste products and excess fluid from the body) while at the facility. The 
facility transported the resident to a dialysis center every Monday, Wednesday, and Friday for treatment.
Resident #110's skin assessment on admission, dated 3/10/25, revealed there was redness to his/her 
sacrum (central position of the hips directly below spine, at area above buttocks crease) that was blanchable 
(turns white when pressure applied, and returns to original color after pressure released which indicated 
good circulation), however had no wounds to his/her sacral area upon admission.Further record review 
revealed Resident #110 had a fall in the facility on 4/8/25 which caused a fracture of the right femur (thigh 
bone) at the neck, or top, of the bone. According to the notes, this required hospitalization and surgical repair.
Review of Resident #110's Admission/re-admission Summary Note, dated 4/14/25, revealed: This resident is 
readmitted this afternoon following hip repair surgery. [His/her] ADL [activities of daily living] had declined 
since [his/her] discharge to the hospital, returning [he/she] has difficulty standing and transferring well as bed 
mobility and dressing.Review of Resident #110's nursing SBAR (situation, background, assessment, and 
recommendation) note, which was completed by nurses when a change in condition occurred with residents, 
dated 5/6/25, revealed: New pressure injury to the [left] [iliac] crest [the left hip bone's upper, outer edge]. 
Stage II [a shallow wound involving partial skin loss] . Further review revealed the wound measured 2.2 
centimeters (cm) long by 1.5 cm wide by 0.1 cm deep. Further review revealed Provider #1 ordered for the 
facility's SNF (skilled nursing facility) wound care team assess the resident on 5/7/25.Review of Resident 
#110's first SNF Wound Care note was dated 5/14/25 (7 days after the order was written) and completed by 
Wound Care Physician Assistant (PA) #5. Review of this note revealed Resident #110 now had two diabetic 
wounds:1) A right sacral area (right side of lower back, to the right of the upper buttock crease) measuring 3.
0 cm long by 1.0 cm wide by 0.2 cm deep. This wound was described as an open diabetic wound (a 
slow-healing open sore or lesion, that develops in people with diabetes due to nerve damage and poor 
circulation) that was not infected; and2) A left sacral area (left side of lower back, to the left of the upper 
buttock crease) measuring 2.0 cm long by 0.5 cm wide by 0.2 cm deep. This wound was described as an 
open diabetic wound that was not infected.Further review revealed: . Please change dressing after 
shower/bed bath/soilage to avoid leaving on wet/moist dressings. Change positions often to keep pressure 
off the wound, and spread body weight evenly with cushions, mattresses, pillows, foam wedges, or other 
pressure-relieving devices. Complicating factors include the patient's limited mobility status, nutritional status, 
and underlying medical conditions as noted and reviewed in Past Medical History.In addition, the SNF 
Wound Care note stated: Overall treatment goals include a decrease in wound size, preventing 
infection/inflammation, maceration, excessive drainage, malodor, and discomfort/pain for continued 
day-to-day activities of daily living. If the patient has any complications, please contact me or the office. I will 
be visiting this patient as needed every week until all wounds heal or are otherwise specified. This 
documentation for goals of treatment was the same on every SNF Wound Care note reviewed, 5/14/25 
through 8/11/25, throughout the resident's admission.Review of Resident #110's provider/nursing progress 
notes, dated 5/6-14/25, revealed no documentation of the right sacral wound.Review of Resident #110's 
Treatment Administration Record (TAR), dated 5/2025, revealed a standing order was placed by nursing on 
5/6/25: Left iliac crest Stage 2 pressure injury: Cleanse with normal saline/wound cleanser, pat dry, skin prep 
peri wound [a wipe or spray protective barrier on intact skin around a wound], apply [nickel] depth pluro gel 
[wound gel that creates a moist wound healing environment] and cover with optifoam [a multi-layered foam 
dressing with a silicone adhesive border that absorbs wound drainage] q [every] 3 days and PRN [as 
needed] if soiled or dislodged. One time a day every 3 days for wound care.Further review revealed this 
order remained in effect after the SNF wound care team assessed Resident #110 on 5/14/25.Further review 
of Resident #110's TAR, dated 5/2025, revealed no wound care treatment orders for the resident's right 
sacral wound assessed on 5/14/25.Review of Resident #110's second SNF Wound Care note, dated 5/21/25 
and completed by Wound Care PA #5, revealed Resident #110's right sacral wound had improved in length 
measurement slightly, while the left sacral wound had markedly grown in size and was now infected:1) The 
right sacral wound measured 2.1 cm long by 1.2 cm wide by 0.3 cm deep and was not infected. The wound 
condition was assessed as stable. The wound care plan was documented as: Cleanse with wound cleanser, 
barrier cream to peri-wound, followed by honey and alginate to the wound bed, and cover with border foam 
daily or as needed for soilage.2) The left sacral wound now had maceration (where skin becomes softened, 
white, and wrinkly due to prolonged exposure to moisture) and measured 7.0 cm long by 6.9 cm wide by 0.1 
cm deep and was now infected. The wound condition was assessed as stable despite its growth and decline. 
The wound care plan was documented as: Cleanse with wound cleanser, apply barrier cream for peri-wound, 
followed by fungal powder and as needed for soilage.Review of Resident #110's TAR, dated 5/2025, 
revealed the planned wound care treatment order for the right sacral wound documented in the 5/21/25 SNF 
Wound Care note was not ordered.Further review revealed the standing order for dressing changes for the 
left iliac crest remained unchanged and differed from the planned wound care treatment documented in the 
5/21/25 SNF Wound Care note. No order for fungal powder was ordered.Review of Resident #110's 
Medication Administration Record (MAR), dated 5/2025, revealed no medications were ordered for the 
infected wound.An attempt to interview Wound Care PA #5 regarding these discrepancies was not possible 
as Wound Care PA #5 no longer worked for SNF Wound Care at the time of survey and was unavailable.No 
documentation could be found in Resident #110's medical record to determine if this was a planned 
alteration in care.Review of Resident #110's second SNF Wound Care note, dated 5/28/25 and completed 
by Wound Care PA #5, revealed Resident #110's right sacral wound was resolved, while the left sacral 
wound had improved in size, however remained infected and antibiotic treatment was initiated:1) . Wound 1: 
Right sacral area, diabetic wound. Resolved.2) The left sacral wound measured 2.5 cm long by 1.9 cm wide 
by 0.3 cm deep and had purulent (thick, often yellowish, greenish, or brownish pus) drainage. The wound 
care plan was documented as, Cleanse with wound cleanser, apply barrier cream for peri-wound, followed 
by fungal powder, then cover with border foam daily or as needed for soilage. Start doxycycline (an 
antibiotic) 100 milligrams (mg) twice daily for 28 doses.Review of Resident #110's TAR, dated 5/5025, 
revealed the standing order for dressing changes for the left iliac crest was discontinued on 5/28/25. Further 
review revealed the following order that started on 5/29/25: Right [should be left] posterior iliac crest: cleanse 
daily with normal saline/wound cleanser, pat dry, skin prep peri wound, apply Santyl [an ointment, helps 
remove necrotic tissue] to wound bed and cover with a foam dressing QD [every day]. One time a day for 
wound care.Further review revealed no fungal powder was ordered as documented in the SNF Wound Care 
note from 5/28/25.Review of Resident #110's MAR, dated 5/2025, revealed doxycycline started on 5/28/25: 
Doxycycline 100 mg. give 1 tablet by mouth at bedtime for wound cellulitis for 14 days until finished.This 
antibiotic was not ordered twice a day as documented in the SNF Wound Care note from 5/28/25.An attempt 
to interview Wound Care PA #5 regarding these discrepancies was not possible as noted prior.No 
documentation could be found in Resident #110's medical record to determine if this was a planned 
alteration in care.Further review of the 5/28/25 SNF Wound Care note revealed there were two more skin 
injuries being treated, a left forearm trauma wound (hit arm on the grab bar of bed on 5/22/25 causing a skin 
tear) and a left fifth toe diabetic wound.Continued Wound Evaluation HistoryReview of Resident #110's 
medical record revealed weekly documentation of continued wound evaluations, dated 6/4/25 - 8/11/25, 
showing little to no improvement with wound healing and multiple rounds of different antibiotics that had little 
effect, and at times ordered and administered at the inappropriate times for subtherapeutic effect:1. 
6/4/25:Review of Resident #110's second SNF Wound Care note, dated 6/4/25 and completed by Wound 
Care PA #5, revealed the left sacral wound measured 4.0 cm long by 2.6 cm wide and was unable to 
determine depth. The wound remained infected. Further review revealed the wound care plan: Cleanse with 
wound cleanser, apply barrier cream for peri-wound, followed by santyl and alginate to the wound bed, then 
cover with border foam daily or as needed for soilage. Continue doxycycline 100 mg tab orally twice a day 
#28 pills.Review of Resident #110's TAR, dated 6/2025, revealed the following wound care order started on 
6/5/25: Right [should be left] posterior iliac crest: cleanse daily with normal saline/wound cleanser, pat dry, 
skin prep peri wound, apply Santyl to wound bed and cover with calcium alginate with silver and cover with 
foam dressing QD. One time a day for wound care.Review of Resident #110's MAR, dated 6/2025, revealed 
the doxycycline remained at the same dose, 100mg by mouth at bedtime, and not twice a day as 
documented in the SNF Wound Care note dated 6/4/25.An attempt to interview Wound Care PA #5 
regarding these discrepancies was not possible as noted prior.No documentation could be found in Resident 
#110's medical record to determine if this was a planned alteration in care.Further review of the 6/4/25 SNF 
Wound Care note revealed the left forearm trauma wound, now diagnosed as a diabetic wound, and the left 
fifth toe diabetic wound were still being treated.Review of Resident #110's care plan revealed it was originally 
initiated on 3/13/25, however additions for wound care interventions were not added until 6/4/25 (21 days 
after wounds were first identified):- FOCUS: ADL/Mobility: Resident is at risk for ADL/Mobility decline and 
requires assistance related to recent fall and surgery [initiated 3/13/25]. Interventions added on 6/4/25: Bed 
Mobility: Assist of (Substantial/maximal assistance). Monitor for changes in condition or declines in ability to 
participate in ADLs, decreased strength, increased weakness, or changes in cognition. Notify Physician if 
occurs. Toileting: Assist of (Partial or Moderate Assistance). Transfer: Assist of (Partial or Moderate 
Assistance).- FOCUS: Skin: Resident is at risk for skin breakdown related to immobility secondary to 
fall/recovery; surgery [initiated 3/13/25]. Intervention. Assist to turn and reposition as indicated/tolerated 
[initiated 3/13/25].- FOCUS: Skin: Resident has impaired skin integrity as evidenced by pressure ulcer to 
sacrum, scab to toe, redness to groin [initiated 6/4/25]. Interventions that were initiated 6/4/25. Administer 
treatments as ordered and monitor for effectiveness [6/4/25]. Educate resident on avoiding skin injuries. 
Encourage good nutrition and hydration to promote healthier skin. identify potential causative factors and 
eliminate/resolve when possible.2. 6/11/25:Review of Resident #110's second SNF Wound Care note, dated 
6/11/25 and completed by Wound Care PA #5, revealed the left sacral wound measured 2.1 cm long by 1.3 
cm wide and was unable to determine depth. The wound remained infected. Further review revealed the 
wound care plan: Cleanse with wound cleanser, apply barrier cream for peri-wound, continue antibiotics 
prescribed last week, doxycycline 100 mg orally twice a day for another week, and cover the wound with 
bordered foam daily or as needed for soilage.Review of Resident #110's TAR, dated 6/2025, revealed the 
wound treatment order that started on 6/5/25 had not changed to reflect the planned wound care treatment 
documented in the 6/11/25 SNF Wound Care note (different peri-wound order, no santyl or calcium alginate, 
different dressing).Review of Resident #110's MAR, dated 6/2025, revealed the doxycycline that started on 
6/11/25 was not twice a day as documented in the 6/11/25 SNF Wound Care note: Doxycycline. 100 mg. 
Give 1 tablet by mouth at bedtime for wound cellulitis for 8 days until finished.An attempt to interview Wound 
Care PA #5 regarding these discrepancies was not possible as noted prior.No documentation could be found 
in Resident #110's medical record to determine if this was a planned alteration in care.3. 6/18/25:Review of 
Resident #110's second SNF Wound Care note, dated 6/18/25 and completed by Wound Care PA #5, 
revealed the left sacral wound measured 4.0 cm long by 2.7 cm wide and was unable to determine depth. 
This note documented the wound was not infected, however antibiotics continued for infection. Further 
review revealed the wound care plan: Cleanse with wound cleanser, apply barrier cream for peri-wound, 
followed by santyl and alginate, then cover with border foam daily or as needed for soilage. Continue 
doxycycline tablets. twice a day for another seven days.Review of Resident #110's TAR, dated 6/2025, 
revealed the wound treatment order that started on 6/5/25 had not changed to reflect the planned wound 
care treatment documented in the 6/18/25 SNF Wound Care note (different peri-wound order, different 
dressing).An attempt to interview Wound Care PA #5 regarding this discrepancy was not possible as noted 
prior.No documentation could be found in Resident #110's medical record to determine if this was a planned 
alteration in care.Review of Resident #110's MAR, dated 6/2025, revealed the order for doxycycline that 
started on 6/18/25 was now ordered for twice a day: Doxycycline. 100 mg. Give 1 tablet by mouth every 
morning and at bedtime for wound infection for 7 days.4. 6/25/25:Review of Resident #110's second SNF 
Wound Care note, dated 6/25/25 and completed by Wound Care PA #5, revealed the left sacral wound 
measured 3.5 cm long by 2.0 cm wide and was unable to determine depth. The wound remained infected 
and pain was now associated with wound care. Further review revealed the wound care plan remained 
unchanged from the last assessment: Cleanse with wound cleanser, apply barrier cream for peri-wound, 
followed by santyl and alginate to the wound bed, then cover with bordered foam daily. Continue the 
prescribed antibiotic.Further review revealed: . The patient is noncompliant, the patient is staying prolonged 
in one position and refusing to be changed, and for this condition, decline is inevitable.Review of Resident 
#110's TAR, dated 6/2025, revealed the wound treatment order that started on 6/5/25 had not changed to 
reflect the planned wound care treatment documented in the SNF Wound Care notes (different peri-wound 
order, different dressing).An attempt to interview Wound Care PA #5 regarding this discrepancy was not 
possible as noted prior.No documentation could be found in Resident #110's medical record to determine if 
this was a planned alteration in care.Review of Resident #110's TAR, dated 6/18-25/25, revealed the left iliac 
crest dressing change was completed every day with exception to 6/20/25 when it was documented the 
resident was unavailable.Review of Resident #110's MAR, dated 6/2025, revealed the order for doxycycline 
that started on 6/25/25 was ordered again: Doxycycline. 100 mg. Give 1 tablet by mouth every morning and 
at bedtime for wound infection for 7 days.Review of Resident #110's nursing progress notes, dated 6/12/25 - 
6/25/25, revealed no documentation for non-compliance or refusal to be changed per the SNF Wound Care 
note, except for one dressing change refusal on 6/15/25.Further review of Resident #110's medical record 
revealed: - No documentation that Certified Nursing Assistants (CNAs) informed nurses that the resident had 
been noncompliant;- No Risk Versus Benefits form to document noncompliance and care planning needs; 
and- No additions or changes were made to the resident's care plan to reflect new interventions to assist with 
noncompliance.Review of the standard Lippincott Nursing Procedures ninth edition, dated 2023, revealed: . 
work with the patient and multidisciplinary team to implement regular repositioning routine. adapt position 
changes to the patient's situation. Emphasize the importance of position changes to the patient and family, 
and encourage their participation in the treatment and prevention of pressure injuries.5. 7/2/25:Review of 
Resident #110's second SNF Wound Care note, dated 7/2/25 and completed by Wound Care PA #5, 
revealed the left Sacral wound measured 3.9 cm long by 2.5 cm wide by 1.2 cm deep and now had tunneling 
(a deep channel that forms under the skin surface, extending from the main wound, creating dead space 
where infection can thrive) at 12 o'clock of 1.1 cm and 11 o'clock 1.9 cm. The wound's overall condition was 
assessed as stable despite this new development, as well as, remaining infected after several round of 
antibiotics. Further review revealed the wound care plan remained unchanged from the last two 
assessments: Cleanse with wound cleanser, apply barrier cream for peri-wound, followed by santyl and 
alginate, then cover with border dressing daily. Antibiotics were continued despite not being documented in 
the note.Further review revealed: .The patient is noncompliant. The patient is staying prolonged in one 
position in bed and refuses to be turned.Review of Resident #110's TAR, dated 6/2025, revealed the wound 
treatment order that started on 6/5/25 had not changed to reflect the planned wound care treatment 
documented in the SNF Wound Care notes (different peri-wound order, different dressing).Review of 
Resident #110's TAR, dated 6/26/25 through 7/2/25, revealed all left iliac crest dressing changes were 
completed with the exception of 6/26/25, which was documented as a refusal despite being documented in 
the 6/26/25 Daily Skilled Charting Form Summary as being completed due to being soiled.Review of 
Resident #110's MAR, dated 7/2025, revealed an order for doxycycline that started on 7/2/25 was ordered 
again: Doxycycline. 100 mg. Give 1 tablet by mouth every morning and at bedtime for wound infection for 7 
days extend 7 more days.Review of Resident #110's nursing progress notes, dated 6/26/25 - 7/2/25, 
revealed no non-compliance or refusal to be turned per the SNF Wound Care note's documentation.Further 
review of Resident #110's medical record revealed:- No documentation that Certified Nursing Assistants 
(CNAs) informed nurses that the resident had been noncompliant;- No Risk Versus Benefits form to 
document noncompliance and care planning needs; and- No additions or changes were made to the 
resident's care plan to reflect new interventions to assist with noncompliance.6. 7/8/25:Review of Resident 
#110's second SNF Wound Care note, dated 7/8/25 and completed by Wound Care PA #5, revealed the left 
sacral wound measured 5.5 cm long by 4.6 cm wide, unable to determine depth and continued to have 
tunneling at 12 o'clock of 1.1 cm and 11 o'clock 1.9 cm. The wound remained infected. Further review 
revealed the wound care plan remained unchanged from the last three assessments: Cleanse with wound 
cleanser, apply barrier cream for peri-wound, followed by santyl and alginate, then cover with border foam 
daily. The patient is currently on oral antibiotics that were prescribed by his primary care.Further review 
revealed: .The patient is noncompliant.Review of Resident #110's TAR, dated 6/2025, revealed the wound 
treatment order that started on 6/5/25 had not changed to reflect the planned wound care treatment 
documented in the SNF Wound Care notes (different peri-wound order, different dressing).Review of 
Resident #110's TAR, dated 7/3-8/25, revealed all left iliac crest dressing changes were completed.Review 
of Resident #110's MAR, dated 7/2025, revealed the doxycycline order was discontinued early on 7/7/25 and 
he/she was started on a different antibiotic, Bactrim DS (double strength), on 7/7/25: Bactrim DS tablet 
800-160 mg (Sulfamethoxazole-Trimethoprim) Give 1 tablet by mouth every 12 hours for Wound infection for 
7 days. This medication was given on 7/7/25 and 7/8/25.Review of Resident #110's nursing progress notes, 
dated 7/3/25 - 7/8/25, revealed no non-compliance per the SNF Wound Care note's documentation.Further 
review of Resident #110's medical record revealed:- No documentation that CNAs informed nurses that the 
resident had been noncompliant;- No Risk Versus Benefits form to document noncompliance and care 
planning needs; and- No additions or changes were made to the resident's care plan to reflect new 
interventions to assist with noncompliance.7. 7/15/25:Review of Resident #110's second SNF Wound Care 
note, dated 7/15/25 and completed by Wound Care PA #5, revealed the left sacral wound measured: 6.3 cm 
long by 2.8 cm wide by 1.5 cm deep and increase in tunneling at 12 o'clock of 1.3 cm, 3 o'clock 0.6 cm, 6 
o'clock 2.0 cm, and 9 o'clock 1.8 cm. The wound's overall condition was assessed as stable despite the 
increase in size and tunneling. This assessment also documented that the wound was not infected although 
continuing to be treated with antibiotics for infection. Further review revealed the wound care plan remained 
unchanged from the last four assessments: Cleanse with wound cleanser, apply santyl followed by alginate 
on the wound bed and cover with border foam daily.Further review revealed: . The patient is noncompliant. 
The patient is staying in one position all the time and often refuses to be repositioned.Review of Resident 
#110's TAR, dated 6/2025, revealed the wound treatment order that started on 6/5/25 had not changed to 
reflect the planned wound care treatment documented in the SNF Wound Care notes (different peri-wound 
order, different dressing).Review of Resident #110's TAR, dated 7/9-15/25, revealed all left iliac crest 
dressing changes were completed with the exception of 7/14/25, where it was documented that resident was 
out at dialysis.Review of Resident #110's MAR, dated 7/2025, revealed on 7/9/25 the Bactrim DS antibiotic 
order was changed to regular strength Bactrim: Bactrim 400-80 mg (sulfamethoxazole-Trimethoprim) Give 1 
tablet by mouth one time [at 7:00 AM] a day for skin infection for 7 days.During an interview on 12/17/25 at 
4:25 PM, Provider #1 stated a lot of medication could be given with dialysis, like doxycycline, and didn't 
require order changes, however it was recommended that Bactrim be given after dialysis. In reviewing 
Resident #110's records, Provider #1 stated it appeared the Bactrim order did not get ordered for after 
dialysis.Review of the facility-provided administration times for when the Bactrim doses were given to 
Resident #110 revealed:- 7/9/25 dose was given at 8:26 AM;- 7/10/25 at 10:18 AM;- 7/11/25 at 8:14 AM;- 
7/12/25 at 7:53 AM;- 7/13/25 at 8:25 AM; and- 7/14/25 at 8:28 AM.Review of Resident #110's dialysis 
schedule revealed he/she received dialysis after 10:30 AM on 7/9/25, 7/11/25, 7/14/25. These three doses, 
out of the six doses given, would have been subtherapeutic due to being dialyzed out of the resident's blood, 
resulting in reduced effectiveness to treat infection.Review of Resident #110's nursing progress notes, and 
Nurse's Note notes, dated 7/9/25 - 7/15/25, revealed no non-compliance per the SNF Wound Care note's 
documentation.Further review of Resident #110's medical record revealed:- No documentation that CNAs 
informed nurses that the resident had been noncompliant;- No Risk Versus Benefits form to document 
noncompliance and care planning needs; and- No additions or changes were made to the resident's care 
plan to reflect new interventions to assist with noncompliance.Resident Fall at Dialysis on 7/16/25Review of 
Resident #110's Alert Charting, dated 7/16/25 at 5:10 PM, revealed: fall at dialysis and being sent to ER 
[emergency room].Review of Resident #110's Alert Charting, dated 7/16/25 at 7:43 PM, revealed: Nurse 
writer spoke with [Resident Representative (RR)] regarding bed hold. [RR] asked if [Resident #110] was on 
any antibiotics currently. Explained to [him/her] [Resident #110] was due to [his/her] wound culture results. 
[RR] said ok good I will let the ED [emergency department] know.During an interview on 12/16/25 at 1:25 
PM, Resident #110's Resident Representative (RR) stated that on 7/16/25, Resident #110 was at dialysis 
and fell. The Dialysis center called for an ambulance and had the resident go to the E.R. for medical 
clearance prior to returning to the facility and the RR went to the E.R. The RR stated the E.R. Provider told 
him/her that Resident #110's wound care was not adequate, and he would like to refer the resident to 
outpatient wound care at Providence.Review of Resident #110's After Visit Summary from Providence 
Alaska Medical Center (PAMC), dated 7/16/25, revealed: The wound on the left buttock does appear to have 
mild infection superficially. CT scan was reassuring. I think it is reasonable to complete a course of 
antibiotics. In this case I spoke with the pharmacist and we agree Keflex would be a reasonable choice. This 
is 7 days of antibiotics. [He/she] takes it only once per day because of [his/her] renal failure. On days of 
dialysis please be sure and take it after dialysis has been completed. Please continue dialysis. I sent a 
referral for wound care here at Providence. Please return for worsening symptoms. Please plan to follow-up 
with primary care in 3 to 5 days. Further review revealed the discharge diagnosis for Resident #110 was 
cellulitis and Schedule an appointment with VA Clinic as soon as possible for a visit in 3 days (around 
7/19/25).Review of Resident #110's Nurse's Note, dated 7/16/25 at 11:20 PM, revealed: [Resident #110] 
arrived to [facility] from PAMC via medical transport stretcher. Dressings C/D/I [clean/dry/intact]. ED placed a 
referral to outpatient WC [wound care] and [son/daughter-in-law] mentions several [appointments] needing 
transportation. States [he/she] will reach out to. RCM once [he/she] has the [appointments] scheduled. 
(Optometrist, AK heart, VA PCP [primary care provider]). New Rx [prescription]: Keflex 500mg capsule ‘take 
2 capsules by mouth daily for 7 days. On days that you have dialysis please take the ABX [antibiotics] 
AFTER dialysis.'.Review of Resident #110's medication orders revealed Provider #1 ordered: Cephalexin 
[Keflex] Oral Tablet 500mg Give 1000mg by mouth in the morning for superficial wound infection for 7 days.
Review of Resident #110's MAR, dated 7/2025, revealed this order was transcribed and scheduled for 9:00 
AM administration. There was no notation within the order to administer the antibiotic after dialysis.During an 
interview on 12/17/25 at 4:25 PM, Provider #1 stated Keflex would need to be given after dialysis. In 
reviewing Resident #110's records, Provider #1 stated it appeared the Keflex order did not get ordered for 
after dialysis. When asked if the referral to PAMC for outpatient wound care was reviewed and initiated, 
Provider #1 stated he didn't recall looking at the ED discharge summary and stated nursing staff would 
normally have initiated an SBAR to alert him to make the order for referral.Review of the facility-provided 
administration times for when the Keflex doses were given to Resident #110 revealed:- 7/17/25 dose was 
given at 4:17 PM;- 7/18/25 at 8:29 AM;- 7/19/25 at 8:36 AM;- 7/20/25 at 8:28 AM;- 7/21/25 at 8:07 AM;- 
7/22/25 at 9:21AM; and- 7/23/25 at 8:58 AM.Review of Resident #110's dialysis schedule revealed he/she 
received dialysis on 7/18/25, 7/21/25, and 7/23/25. These three doses, out of the seven doses given, would 
have been subtherapeutic due to being dialyzed out of the resident's blood, resulting in reduced 
effectiveness to treat infection. This was the last round of antibiotics the resident received.Review of 
Resident #110's medical record revealed no SBAR documented for initiation of the referral for outpatient 
wound care at PAMC or the need for a VA follow up appointment.Further review revealed no documentation 
that the resident ever went out for wound care at PAMC, nor was the resident transported to any VA PCP 
follow-up appointment.During an interview on 12/16/25 at 1:25 PM, Resident #110's RR stated 
communication with the facility in an attempt to make the outpatient wound care at PAMC and the VA PCP 
follow up appointment was through phone conversations and did not get initiated. The RR stated the facility 
told him/her because Resident #110 was VA the family had to coordinate the appointment if the family 
wanted the VA to pay for it. The VA told the RR that the facility needed to put in the referral. The facility 
never did this despite the RR requesting them to do so. To the RR's knowledge, he/she stated Resident 
#110 was never taken to PAMC for outpatient wound care or the VA follow up appointment.Review of 
Resident #110's medical record revealed no documentation that the facility talked with the RR about the 
referrals, the steps the facility took to initiate referrals, or guidance/education the facility provided to the RR 
to initiate the referrals.8. 7/23/25:Review of Resident #110's second SNF Wound Care note, dated 7/23/25 
and completed by Wound Care PA #5, revealed the left sacral wound measured 6.1 cm long by 3.8 cm wide 
by 1.3 cm deep and had tunneling at 12 o'clock of 1.2 cm, 3 o'clock 0.5 cm, 6 o'clock 2.0 cm, and 9 o'clock 2.
1 cm. Further review revealed the wound care plan changed: Cleanse with wound cleanser, apply barrier 
cream to peri-wound, followed by pluro gel to the wound bed and wound VAC every three days. Continue the 
prescribed antibiotics as per primary care provider.Further review revealed: .The patient is noncompliant.
Review of Resident #110's TAR, dated 6/2025, revealed the wound treatment order that started on 6/5/25 
had not changed to reflect the planned wound care treatment documented in the 7/23/25 SNF Wound Care 
notes (different peri-wound order, changing from santyl and alginate to pluro gel, different dressing).Review 
of Resident #110's TAR, dated 7/16-23/25, revealed all left iliac crest dressing changes were documented as 
completed with the exception of 7/17/25 and 7/23/25 where it was documented Other/See Nurses Note and 
7/22/25 whe
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .Based on 
record review and interview, the facility failed to ensure a resident on wander guard elopement precautions 
received adequate supervision for 1 Resident (#90), out of 2 residents reviewed for wander guard 
supervision. This failed practice contributed to the resident's ability to leave the facility in a cab, become 
stranded at a local store, and returned to the facility by entering a stranger's privately owned vehicle, placing 
him/her at risk for abuse, exploitation, and/or death .Findings:Record review on 12/14-24/25 revealed 
Resident #90 was admitted to the facility on [DATE] with diagnoses that included a displaced fracture of 
medial wall of left acetabulum (a fracture in the socket part of the left hip joint where the bone fragments are 
moved out of their normal alignment), chronic kidney disease, schizophrenia (a mental disorder that disrupts 
how a person thinks, feels, and behaves, causing them to lose touch with reality), and anxiety.Further review 
revealed Resident #90 left the faciity on [DATE] by calling a cab around 3:00 PM. Facility personnel became 
aware that the resident was not in the facility around 5:30 PM (2 1/2 hours after the resident left). Once 
aware, facility personnel began to search the facility, notify leadership, and were about to call the police 
when the resident was returned to the facility by a man and woman who found the resident at [NAME] (a 
local grocery store six miles away from the facility).Elopement EvaluationReview of Resident #90's 
Elopement Risk Evaluation, dated 9/17/25, revealed: . Mental status. Is the resident cognitively impaired with 
poor decision making skills (i.e., poor decision cues, intermittent confusion, inattention, and disorganized 
thinking)?. Yes. Is the resident an elopement risk? . Yes.Further review revealed Resident #90 scored 15 on 
this evaluation, which indicated he/she was a high risk to wander.Review of Resident #90's physician orders, 
revealed an order dated 9/17/25: Wander guard [a discreet wearable tag that triggers an alarm at doors 
providing staff alerts that a resident has left through a door]: check placement every shift.Review of Resident 
#90's provider note, dated 9/23/25, revealed: . cannot make [his/her] own decisions. Elopement 
BehaviorsReview of Resident #90's progress notes, dated 9/28/25 through 11/15/25, revealed the following 
wander guard monitoring and elopement-type behaviors:- 9/17/25: . earlier part of the shift [he/she] wants to 
go home and smoke outside.- 9/28/25: . frequently asks for someone to take [him/her] shopping at Walmart.- 
10/2/25: . [he/she] is fixated on leaving to go shopping today and is working on staff to call [him/her] a cab.- 
10/13/25: . wander guard functioning well on Left wrist.- 10/19/25: [he/she] wishes to go to Walmart. Cab 
service ordered by another resident[,] refuses due to not being handicap ready. [Resident #90] transfers on 
[his/her] own.- 10/31/25: . Wander guard is intact on [his/her] wheelchair.During an interview on 12/16/26 at 
4:10 PM, Licensed Nurse (LN) #3 stated he/she was the nurse working Resident #90's court on 11/15/25. LN 
#3 stated that Resident #90 had left through the front door of the facility that day, and the wander guard 
alarm did go off when he/she exited. LN #3 and others on the court questioned each other if that was an 
alarm, however LN #3 stated they did not respond to the alarm. LN #3 stated that apparently no one was at 
the front desk at that time, so the resident was able to leave. LN #3 stated he/she didn't realize Resident #90 
was not on the unit when he/she attempted to deliver Resident #90's afternoon medications and meal. This 
was when a search started and leadership was notified. LN #3 stated he/she was about to call the police 
when Resident #90 was returned to the facility by a couple who happened to be at the store. LN #3 stated 
Resident #90 had told the staff that he/she went to see a friend at the store, however this friend left him/her 
at the store when the line he/she was in took too long, and the resident couldn't get back to the facility.
Review of Resident #90's care plan, initiated on 9/18/25, revealed: . FOCUS: Elopement: Resident is at risk 
for elopement/exit seeking/wandering related to wanders aimlessly. GOAL: Resident's safety will not be 
endangered related to behaviors. Will have reduced episodes of exit-seeking behaviors. Will not leave the 
facility without a responsible person. Will not wander out of the facility. INTERVENTIONS: Administer 
medications as ordered. Allow wandering in safe areas within the facility. Approach in calm, non-threatening 
manner. Check exit, stairwell and door alarms on a routine schedule for operability. Check function of 
wander alarm per manufacturer recommendations. Check placement of wander alarm every shift. Document 
and notify physician if behavior interferes with daily functioning. Elopement risk assessment per facility policy.
During an interview on 12/28/25 at 6:38 PM, when asked if the facility had made any changes to Resident 
#90's care plan after this elopement, LN #7 stated they added a goal for the resident to notify staff when 
he/she would like to go to the store.Review of Resident #90's revised care plan, dated 11/20/25, revealed the 
addition of this goal: resident will notify staff when [he/she] would like to go to the store. Further review 
revealed no other interventions were included to help mitigate future elopements.Review of the facility policy 
Wanderguards/Elopement Prevention Systems, dated 2/2025, revealed: It is the policy of this facility that 
residents will be safe and secure in their environment. Those residents, who have been identified as exit 
seeking, will have a wanderguard or similar device placed on their person, to assist in preventing them from 
wandering out of the facility and potentially being harmed. Risk for elopement will be placed on the care plan, 
along with interventions, to include wanderguard.Review of the facility policy Elopement/Wandering, dated 
10/2025, revealed: . Upon return to the center, the licensed nurse completes the following. Review and 
update care plan and in room care plan/Kardex - Update interventions.Facility policies failed to define staff 
roles and required actions when a wander guard alarm activated, resulting in delayed response and resident 
elopement
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .Based on 
record review and interview, the facility failed to ensure continuity of rehabilitative services for 1 resident 
(#111) reviewed for rehabilitative services. Specifically, the facility failed to ensure physical therapy services 
were provided as ordered when the facility's physical therapist went on leave. This failed practice resulted in 
an interruption of ordered rehabilitative services and placed the resident at risk of negative impacts to their 
functional status and rehabilitation outcomes Findings:Record review on 12/14-24/25 revealed Resident 
#111 was admitted to the facility on [DATE] with diagnoses that included radiculopathy (compression or 
irritation of a spinal nerve root, leading to pain, numbness, tingling, or weakness that radiates along the path 
of the affected nerve), spinal stenosis (spaces within the spine narrow, placing pressure on the spinal cord or 
nerves and causing pain, numbness, or weakness) and lumbosacral spinal fusion (surgical procedure that 
joins two or more vertebrae in the lower spine to stabilize the spine, reduce pain, and correct spinal instability 
or deformity).During an interview on 12/17/25 at 4:20 PM, Resident Representative (RR) stated Resident 
#111 was not making progress while he/she was at the facility because he/she was not receiving physical 
therapy (PT). RR further stated the physical therapist went on leave.Review of the Minimum Data Set (MDS- 
a federally required assessment), admission Assessment, dated 8/21/25, revealed, under Section 
GG-Functional Abilities, Resident #111 was coded as requiring substantial/maximal assistance for toileting 
hygiene, shower/bathe self and upper body dressing and dependent -where a helper does all the effort and 
the resident does none of the effort for lower body dressing and putting on/taking off footwear. Further review 
revealed Resident #111 was coded as requiring substantial/maximal assistance for sitting on side of bed to 
lying flat on the bed, lying on the back to sitting on the side of the bed with no back support, getting on and 
off a toilet and getting in and out of a tub/shower and dependent - where a helper does all the effort and the 
resident does none of the effort to complete the activities of coming to a standing position from sitting in a 
chair, wheelchair, or on the side of the bed and transferring to and from a bed to a chair.Review of Resident 
#111's Medicare PT Evaluation & Plan of Treatment, dated 8/16/25, revealed: Plan of Treatment.Frequency: 
5/time(s)/week Duration 4 week(s) Intensity: Daily.Review of Resident #111's Physical Therapy Treatment 
Encounter Note(s) revealed Resident #111 had PT sessions on 8/16/25, 8/18/25 and 8/19/25 and no PT 
services for 12 calendar days (8 business days) until 9/1/25, 9/3/25 and 9/4/25.Review of the physician's 
orders revealed: PT Clarification: Continue skilled PT 5x [5 times] a week for 4 weeks: PLAN OF CARE may 
include: gait training 97116, ther ex [therapeutic exercise] 97110, ther act [therapeutic activity] 97530, neuro 
re-ed [neuromuscular reeducation] 97112, group therapy 97150, sensory integration 97533, manual therapy 
97140. TXDX [Treatment Diagnosis] . muscle weakness. LTG [Long Term Goals]: Able to negotiate 8 stairs 
to return to split level home of [family member], safely and with CGA [contact guard assistance]. THE 
THERAPY CLARIFICATION ORDER SERVES AS THE PHYSICIAN CERTIFICATION FOR THE THERAPY 
PLAN OF CARE. [Start Date] 8/16/25. [End Date] 9/12/25. Further review of the medical record revealed no 
modifications, discontinuation, or suspension of the physical therapy orders during the lapse in services.
During an interview on 12/16/25 at 2:00 PM, the Director of Rehabilitation (DOR) stated the facility's physical 
therapist went on leave on 8/20/25. DOR stated that, during that time, PT services were not provided, and 
the facility was attempting to secure replacement PT coverage. The DOR further stated PT services resumed 
on 9/1/25 after a temporary physical therapist was obtained. When asked how the lapse in PT services was 
communicated to residents, the DOR stated it may have been discussed with residents during care 
conferences, however no documentation was available to verify this. The DOR stated PT services were 
routinely provided on weekdays and were not offered on weekends. The DOR further stated he believed the 
physician was notified of the lapse in services but was not aware of any corresponding physician order 
changes or care plan revisions during the period PT services were not provided.During an interview on 
12/16/25 at 4:00 PM, the Regional Director of Clinical Nursing Services (RDCNS) stated that during the 
lapse in PT services, the facility did not update care plans or modify physician orders for residents receiving 
PT services. The RDCNS further stated the facility discussed plans to hold Interdisciplinary Team (IDT) 
conferences to notify residents of service interruptions in the future. The Regional DON stated these 
discussions occurred during morning rounds; however, there was no documentation available to confirm the 
discussion during morning rounds.Review of the Centennial Post Acute Facility Assessment, updated 
11/25/25, revealed: We provide long-term care and short-term care to include rehab. 2. Services we utilize to 
provide care for our residents include physical, occupational and speech therapies. Our rehab staff provide 
services in our facility in a manner to meet the needs of the residents and the facility. We are proficient with 
and continue to learn new telehealth platforms to utilize provider services to meet the needs of our residents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** .Based on 
record review, interview, and observation, the facility failed to develop, implement, and maintain an effective 
Quality Assurance and Performance Improvement (QAPI) program that identified, analyzed, and corrected 
systemic quality deficiencies. The facility failed to use available data to identify trends, failed to prioritize 
high-risk issues, and failed to implement and sustain corrective actions.Specifically, the facility failed to 
identify and/or address ongoing patterns of deficient practice related to staffing, grievance process, clinical 
care, activities, medication management, therapy services, discharge planning, environmental conditions, 
and care planning. These issues were evident through internal reports, resident council concerns, medical 
record documentation, staffing data, and direct observation, yet were not recognized and/or effectively acted 
upon through the QAPI process.These failed practices placed all residents (based on a census of 97) at risk 
of receiving less than optimal care and poor quality of life Findings:During an interview on 12/18/25 at 4:34 
PM, the Regional Director of Clinical Nursing Services (RDCNS) and the Administrator stated the QAPI 
committee collected data from different metrics. When asked to clarify what metrics were used, the RDCNS 
stated for clinical metrics that they look into were electronic health record, corporate dashboard, HR (human 
resources) reporting work day, maintenance through TELS (a maintenance software) that track and 
document activities, sanitation rounding in the kitchen, activities, resident council minutes, feedback from 
residents and staff. The RDCNS stated data from the metrics were brought into the QAPI meeting. The 
RDCNS stated the committee prioritized patient safety, resident and staff satisfaction, maintenance, 
activities, impacts quality of life such as high risk, adverse events. They also had a quick review of accidents 
and events, and post incident interventions. The RDCNS also stated the team would come up with a plan 
based on the prioritized data.When asked about their monitoring process, the RDCNS stated a 
sub-committee would be assigned to look into the root cause of the issue then a PIP (Performance 
Improvement Project) would be created. She explained that the PIP lead would report to the QAPI 
committee, then the QAPI committee would give their feedback if the plan would be updated or sustained. 
She further stated that currently the QAPI committee had Infection control and skin integrity PIP.Low 
Weekend Staffing Review of the Payroll Based Journal (PBJ) Staffing Data Report (a mandatory electronic 
staffing data submission system created by the Centers for Medicare & Medicaid Services [CMS]) for the 
fourth quarter (7/1/25 to 9/30/25) revealed: Excessively Low Weekend Staffing was triggered.Review of the 
facility provided Centennial Post Acute Facility Assessment, updated on 11/25/25, revealed: . The facility is 
struggling with securing FT [full time] staff for nurses and CNAs. The assessment indicated staffing should 
include: . 6 nurses on day/eve[[NAME]] shift and minimum of 3 on NOC/night shift.12-15 CNAs on day 
shift/eve shift and 9-12 on NOC/night shift. 2 restorative aides daily.Review of 12 randomly selected 
weekend staffing schedules for the fourth quarter (7/1/25-9/30/25) revealed staffing consistently fell below 
the facility assessment's established levels. Specifically:- On 8/9/25, 2 LNs were scheduled, the established 
minimum was 3.Dayshift, CNAs, the established minimum was 12:- On 7/5/25, 10 day shift CNAs were 
scheduled;- On 7/6/25, 11 day shift CNAs were scheduled;- On 7/12/25,11 day shift CNAs were scheduled; 
and- On 7/13/25, 9 day shift CNAs were scheduled.Nightshift, CNAs, the established minimum was 9:- On 
7/5/25, 7 night shift CNAs were scheduled;- On 7/6/25, 8 night shift CNAs were scheduled;- On 7/13/25,6 
night shift CNAs were scheduled; and- On 9/6/25, 7 night shift CNAs were scheduled.Restorative Aides 
(RAs) - established minimum was 2 daily:- On 7/5/25, 1 RA was scheduled;- On 7/6/25, 0 RAs were 
scheduled;- On 7/12/25,1 RA was scheduled;- On 7/13/25,1 RA was scheduled;- On 8/9/25,1 RA was 
scheduled;- On 8/10/25,1 RA was scheduled;- On 8/23/25,1 RA was scheduled;- On 8/24/25,1 RA was 
scheduled;- On 9/6/25, 1 RA was scheduled;- On 9/7/25, 1 RA was scheduled;- On 9/27/25, 0 RAs were 
scheduled; and- On 9/28/25, 1 RA was scheduled.Resident #48Record review on 12/14-24/25 revealed 
Resident #48 was admitted to the facility with diagnoses that included quadriplegia (paralysis of all four 
limbs). The resident fully relied on staff to dress and get the resident up and out of bed.During an interview 
and concurrent observation on 12/14/25 at 11:11 AM, Resident #48 stated that he/she had called for staff 
around 9:00 a.m. to assist with getting out of bed and was still waiting. The resident remained in bed with a 
Hoyer lift positioned beside the bed and the wheelchair near the doorway. The resident stated that he/she 
had requested to be out of bed by 9:30 a.m. and reported that long waits had been common since 
admission, expressing concern that the facility seemed very short-staffed. Staff assisted Resident #48 out of 
bed at 11:23 a.m., a total wait time of 2 hours and 23 minutes. During an interview on 12/18/25 at 4:15PM 
CNA #2 stated residents who are wanting to get out of bed would have to wait longer if other residents need 
to use the restroom. CNA #2 stated there wasn't enough staff to be everywhere at the same time. 
Sometimes there would only be one CNA assigned to a court and there would be another staff assigned to 
float between several courts.Resident #77During an interview and concurrent observation on 12/14/25 at 
9:19 AM, Resident #77's room had an odor of urine. The resident was in bed with an open urinal about 
one-quarter full hanging from the bed rail. When asked how long it had been there, the resident said about 
an hour. The resident explained staff were busy and would empty it eventually, noting they were always 
helpful but short-staffed.Further observation revealed Resident #77 was on enhanced barrier precautions 
(EBP, an infection control measure that requires staff to wear gowns and gloves during high-contact care 
activities for residents with wounds, indwelling devices, or multidrug-resistant organisms, to prevent the 
spread of infections). It was noted there were no gowns available to use for Resident #77's room.During an 
interview on 12/14/25 at 10:02 AM, when asked about EBP gowns for Resident #77, CNA #5 stated the night 
shift must have used them up and didn't have time to replace them. The CNA further stated the urinals would 
be taken care of when they rounded on the resident, however, if the CNA was helping other residents, it can 
be difficult to round regularly.Resident CouncilDuring an interview on 12/17/25 at 3:00 PM, with those who 
attended Resident Council meetings, Resident #95 reported long delays in staff response when residents 
needed help. They stated on weekends, only one CNA was assigned to a unit while another floated between 
units, causing further delays if both staff were occupied or if the float staff was in another unit. Resident #95 
stated, There's just not enough people to help us. Resident #25 added that CNAs sometimes forgot to return 
after answering call lights. All seven attendees (Resident #'s 25, 35, 47, 69, 74, 95, and 102) agreed 
response times were slow due to not enough staff. When asked how the facility responded to the Resident 
Council's concern regarding staffing issues, the group stated they were told that the staff was being 
educated and that the facility was working on staffing, however, they did not see any improvement. Review 
of the Resident Council Meeting Minutes revealed:- Minutes from the 8/18/25 meeting: . Nursing: Concern: 
CNA's are leaving pee containers in rooms and they are starting to smell. Response from Manager: Nursing 
Staff will be educated. ;- Minutes from the 9/8/25 meeting: . Nursing: CNA's are clearing call lights and telling 
residents they'll get back to them and forgetting to get back with them. Concern Response from Manager: 
Nursing staff will be educated. ;- Minutes from the 10/13/25 meeting: . old business. CNA's are clearing call 
lights and telling residents they'll get back to them and forgetting to get back with them. There were no facility 
responses recorded in the minutes regarding this matter. ;- Minutes from the 11/10/25: . old business. CNA's 
call lights are not being answered in a timely manner. Nursing: Concern: Need more staff. Response from 
Manager: We are working on it. ;- Minutes from the 12/8/25 meeting: . old business. CNA's call lights are not 
being answered in a timely manner. There were no facility responses recorded in the minutes regarding this 
matter.During an interview on 12/17/25 at 1:07 PM, the Administrator stated he was not aware of the low 
weekend staffing, and that the staffing reports generated from their party vendor showed the facility was 
meeting their Patient Per Day (PPD) goals, which were based on the nursing union and California standards.
Further review of the facility provided Centennial Post Acute Facility Assessment, updated on 11/25/25, 
revealed: . The facility assessment should drive staffing decisions. to carry out facility functions.During an 
interview on 12/18/25 at 4:34 PM, the Administrator stated the facility was adequately staffed in the weekend 
following the Patient Per Day (PPD) 4.0 and 5.0. He further stated the union guideline was 1 Certified Nurse 
Assistant (CNA) was to 9 residents (1:9) per night shift and 1:7 day shift. One nurse on each court and 
majority of nurses were RNs (Registered Nurse).He further stated the committee was not aware of the low 
weekend staffing. He stated their PBJ (Payroll Based Journal) report was directly reported from their 
clocking-in system. The Administrator further stated he would look deeper into the staffing issue.Grievance 
processDuring random observations from 12/14-18/25, the grievance procedure notice was observed posted 
throughout residents' courts. The notice indicated that residents and others could submit complaints or 
grievances anonymously, either orally or in writing, with grievance forms available in the Social Services 
Office. The notice stated that all concerns would be addressed within a reasonable timeframe and that the 
Grievance Officer should be notified immediately of any suspected resident abuse, neglect, misappropriation, 
or exploitation. The notice identified the designated Grievance Officer as Grievance Officer (GO) #1 and 
listed the following contact information: 9100 Centennial Circle, Anchorage, AK 99504; email: [name of 
GO#1]@centennialpa.com; phone number: [PHONE NUMBER]. The notice further stated that a copy of the 
Grievance Policy or a written grievance decision was available upon request.During an interview on 12/17/25 
at 10:00 AM, the Social Services Director (SSD) stated that she currently serves as the facility's Grievance 
Officer (GO #2), a role she assumed upon starting her position in November 2025. The SSD was unsure of 
the exact departure date of the previous Grievance Officer (GO #1). She stated that residents were informed 
about the grievance process through admission packets, grievance forms located on each court and outside 
of the Social Services Office, and locked grievance boxes collected daily. Upon reviewing the admission 
packets, the SSD noted that they did not include written information identifying the Grievance Officer or 
providing contact details, and no additional written notification of her role had been provided to residents or 
their representatives. The SSD also stated that she had not yet introduced herself at Resident Council 
meetings, believing attendance requires an invitation, but she planned to introduce herself to residents when 
possible. Upon reviewing the grievance procedure notice posted throughout the facility, the SSD also noted 
that the contact information should no longer be for the GO #1, not accurately reflecting the change in 
grievance officers.During the Resident Council meeting on 12/17/25 at 3:08 PM, Residents (#25, #35, #47, 
#69, #74, #95, #102) stated they did not know who the new GO was. The council reported they were aware 
the former GO had left in September, but the new GO had not approached the council for an introduction.
Record review of Resident Council meeting minutes, dated 9/8/25, revealed complaints regarding missing 
laundry, with the facility response documented as: .We will try and educate the staff.Record review of 
Resident Council meeting minutes, dated 10/13/25, revealed the introduction of the new Activities Director 
and Admissions Director. The minutes also documented discussion of old business related to missing 
laundry and Certified Nurse Assistants (CNA) clearing call lights and failing to return to residents.Record 
review of Resident Council meeting minutes dated 11/10/25, revealed discussion of new business noting 
many newly hired CNAs; there was no mention of a new Grievance Officer. Old business again included 
missing laundry and call light concerns.Record review of Resident Council meeting minutes, dated 12/8/25 
revealed no discussion regarding a new Grievance Officer. Old business continued to include missing 
laundry and call light concerns.Review of RESIDENT GRIEVANCE FORM, undated, posted on each court's 
entrance board near a locked wooden box, revealed a structured document that included fields for the date 
and time of the grievance or concern, the resident's name and room number, and the name of the person 
completing the form. It provided a section to describe the nature of the grievance, followed by areas for 
investigation findings and interventions/action taken. The form also included a section for the date follow-up 
to resolution occurred, with signature lines and dates for the person conducting follow-up (by whom), the 
administrator, the grievance officer, and the resident. No additional instructions were provided regarding how 
or where to submit the completed form.Review of the policy and procedure titled Grievance, last revised 
3/2015 revealed: .the facility will have a designated Grievance Officer who is responsible for overseeing the 
grievance process, receiving, investigating, tracking grievances through to their conclusion and maintain the 
confidentiality of all information associated with grievances.Notifying resident individually or through postings 
in prominent locations throughout the facility of the right to file grievances orally (meaning spoken) or in 
writing; the right to file grievances anonymously; the contact information of the grievance official with whom a 
grievance can be filed, that is, his or her name, business address (mailing and email) and business phone 
number; a reasonable expected time frame for completing the review of the grievance; the right to obtain a 
written decision regarding his or her grievance. PROCEDURE: 1. The Social Services Director/Designee 
should assure that residents and/or their representative(s) receive a review of their rights and responsibilities 
upon admission. 2. The Activities Director/Designee should complete a grievance form when a global issue 
is raised at a Resident Council Meeting. 3. The Social Services Director/Designee or ANY staff member 
should assist concerned resident(s), resident representative(s), other family member(s), or advocate that 
have issues or concerns to complete a Grievance/Concern Form.Review of the posted document RESIDENT 
RIGHTS, undated, revealed: Choice, Medical Care, Privacy & Confidentiality, Free from Abuse & Restraint, 
Visitors & Association, Activities & Work, Personal Possessions, Grievances & Complaints, Financial Affairs, 
Transfer & Discharge. A detailed document of the above Resident Rights Summary is available from the 
admission Office or Social Worker.During an interview on 12/18/25 at 4:34 PM, the RDCNS stated the facility 
would provide the residents with a folder that contained the grievance process. She added that a signage 
was posted in the facility that would alert the residents of the information of the grievance officer. She further 
stated the Social Services Director (SSD) was the grievance officer (GO) #2.Activities not being provided for 
the residentsResident #12Record Review from 12/14-24/25 revealed Resident #12 was admitted to the 
facility with diagnoses that included a fracture of the left femur, and major depressive disorder (a mental 
disorder characterized by low moods, low self-esteem, and loss of interest in or pleasure in normally 
enjoyable activities).During an interview with Resident #12 on 12/15/25 at 9:34 AM, when asked about which 
activities the resident enjoyed at the facility, Resident #12 stated no one came to offer him/her activities.
Review of Resident #12's ACTIVITY ASSESSMENT., dated 7/29/25, revealed the resident had interests that 
included cooking, birthday parties, happy hour and beauty days.Review of Resident #12's Care Plan Report, 
last reviewed 7/30/25, revealed: I know I have the right to do what I want. Will have daily socialization with 
staff or visitors as desires. cooking, birthday parties, happy hour, beauty days. Encourage autonomy and 
independence with preferred activity pursuits. Support choices for preferences regarding customary routine 
and activities.ActivitiesSeptember:Review of Resident #12's Activities Flowsheet, dated 9/1-30/25, revealed 
the activities staff interacted with Resident #12 twice for the month of September (9/12/25 and 9/30/25).
November: Review of Resident #12's Activities Flowsheet dated 11/1-30/25, revealed the activities staff 
interacted with Resident #12 once for the month of November (11/4/25).December:Review of Resident #12's 
Activities Flowsheet dated 12/1-16/25 revealed the activities staff interacted with Resident #12 once for the 
month of December (12/2/25).Resident #27Record Review from 12/14-24/25 revealed Resident #27 was 
admitted to the facility with diagnoses that included weakness, mild cognitive impairment of uncertain or 
unknown etiology and osteoarthritis (chronic degenerative joint disease characterized by the progressive 
breakdown of joint cartilage and underlying bone).During an interview with Resident #27 on 12/14/25 at 
10:30AM, when asked about the activities that had been offered, he/she stated: I've never been offered to 
participate in any activities, and I don't recall ever attending an activity. It would be nice if something like that 
existed.Review of Resident #27's ACTIVITY ASSESSMENT., dated 10/15/25, revealed the resident had 
interests that included walks, investment banking, and being with animals and pets.Review of Resident #27's 
Care Plan Report, last reviewed 10/14/25 revealed no activities care planning.ActivitiesOctober:Review of 
Resident #27's Activities Flowsheet dated 10/14-31/25 revealed the resident participated in activities on 
seven dates (10/15-16/25, 10/20-23/25, and 10/29/25), with no additional documentation indicating the 
resident was offered or participated in activities for the remaining 12 days.November:Review of Resident 
#27's Activities Flowsheet, dated 11/1-30/25 revealed the resident participated in activities on two dates 
(11/3-4/25), with no additional documentation indicating the resident was offered or participated in activities 
for the remaining 28 days.December: Review of Resident #27's Activities Flowsheet dated 12/1-16/25 
revealed no documentation that the resident was offered or participated in any activities.Resident #67Record 
Review from 12/14-24/25 revealed Resident #67 was admitted to the facility with diagnoses that included 
depression and adult failure to thrive (condition characterized by a decline in overall health and function, 
marked by social and psychosocial withdrawal, reduced engagement in activities or interactions, decreased 
motivation, and diminished ability to meet basic physical and emotional needs, often accompanied by 
functional decline or poor nutritional intake).Review of Resident #67's Care Plan Report, last revised 
12/12/25 revealed the following activities care planning: .Resident will maintain current 
cognitive-communication skills to delay further decline. Coordinate with activities staff for participation in 
cognitive stimulation activities. My preferred activities are arts/crafts (drawing, sewing, and coloring), 
education (jeopardy, wheel of fortune), cooking/baking, gardening, listening to country music, family visits, 
pet therapy, reading magazines, reminiscing, horse racing, taking naps, socializing with staff, and beauty 
break. Staff will continue to encourage resident to participate in activities of stated interest.
ActivitiesJanuary:Review of Resident #67's Activities Flowsheet, dated 1/1-31/25 revealed the resident 
participated in activities on one date (1/1/25), with no additional documented activity participation or offers for 
the remaining 30 days.February:Review of Resident #67's Activities Flowsheet, dated 2/1-28/25 revealed the 
resident participated in activities on five dates (2/8/25, 2/15/25, 2/25/25, and 2/28/25), with no additional 
documentation indicating the resident was offered or participated in activities for the remaining 23 days.
March:Review of Resident #67's Activities Flowsheet, dated 3/1-31/25 revealed the resident participated in 
activities on one date (3/6/25), with no additional documented activity participation or offers for the remaining 
30 days. April:Review of Resident #67's Activities Flowsheet, dated 4/1-30/25 revealed the resident 
participated in activities on two dates (4/1/25 and 4/7/25), with no additional documented activity participation 
or offers for the remaining 28 days.May:Review of Resident #67's Activities Flowsheet dated, 5/1-31/25 
revealed the resident participated in activities on one date (5/7/25) with no additional documented activity 
participation or offers for the remaining 30 days.June:Review of Resident #67's Activities Flowsheet, dated 
6/1-30/25 revealed no documentation that the resident was offered or participated in any activities.
July:Review of Resident #67's Activities Flowsheet, dated 7/1-31/25 revealed the resident participated in 
activities on one date (7/21/25), with no additional documented activity participation or offers for the 
remaining 30 days.August:Review of Resident #67's Activities Flowsheet, dated 8/1-31/25 revealed the 
resident participated in activities on two dates (8/23/25 and 8/27/25), with no additional documented activity 
participation or offers for the remaining 29 days.September:Review of Resident #67's Activities Flowsheet, 
dated 9/1-30/25 revealed the resident participated in activities on two dates (9/5-6/25), with no additional 
documented activity participation or offers for the remaining 28 days.October:Review of Resident #67's 
Activities Flowsheet, dated 10/1-31/25 revealed the resident participated in activities on two dates (10/16/25 
and 10/18/25), with no additional documented activity participation or offers for the remaining 29 days.
November: Review of Resident #67's Activities Flowsheet, dated 11/1-30/25 revealed the resident 
participated in activities on one date (11/3/25), with no additional documented activity participation or offers 
for the remaining 29 days.December:Review of Resident #67's Activities Flowsheet, dated 12/1-17/25 
revealed the resident participated in activities on one date (12/15/25) with no additional documented activity 
participation or offers for the remaining 16 days.During an interview with the Activities Director on 12/16/25 at 
1:30 PM, she stated that if a resident participated in an activity, or was offered to participate in an activity, it 
would be documented on the Activities Flowsheet. She further stated that if documentation was not present 
on the Activities Flowsheet, it meant the resident was not offered to participate in an activity. When asked 
how she tracked which residents had not participated in activities she stated that it was done by memory.
Record review of the facility policy Activity Programs, last revised 6/2018 revealed: .2. Activities offered are 
based on the comprehensive resident-centered assessment and the preferences of each resident. 3. The 
activities program is ongoing and includes facility-organized group activities, independent individual activities 
and assisted individual activities. 6. Activities are scheduled 7 (seven) days a week and residents are given 
an opportunity to contribute to the planning, preparation, conducting, cleanup and critique of the programs. 9. 
Activities are documented in the resident's medical record. 13. Residents are encouraged, but not required, 
to participate in scheduled activities.During an interview on 12/18/25 at 4:34 PM, the RDCNS stated there 
were no complaints about the activities not being provided to the residents. This was something QAPI would 
look at.Review the facility's QAPI committee minutes of the meeting, dated 7/2025, revealed: .For the month 
of July, we aimed to focus the non-performing residents to address social isolation and distribute the minutes 
of the monthly resident council meeting in every department.outcome some of the feedback noted during 
one-on-one visits and resident council meeting are as follows: they are happy to have developed social 
interactions. It helped them cope up with loneliness and boredom.Review of the facility's QAPI committee 
minutes of the meeting, dated 10/2025, revealed activities department concerns and issues were not 
discussed.Narcotic reconciliationDuring an interview on 12/18/25 at 10:07 AM, Licensed Nurse (LN) #3 
stated that during shift change, both the incoming and outgoing nurses were required to conduct a narcotic 
count together. LN #3 further stated this process was documented on the Shift Audit Record, located in the 
narcotic tracking books and required four total signatures:- Two signatures in the section labeled Signature of 
Nurse Leaving Shift, and- Two signatures in the section labeled Signature of Nurse Coming on Shift.Record 
review on 12/14-24/25 revealed that 3 out of 3 reviewed narcotic logbooks ([NAME] Court, Cedar Court, and 
Spruce Court) for the period October through December 2025 contained incomplete narcotic count 
documentation, evidenced by missing required signatures on the Shift Audit Record on the following days: 
[NAME] Court October 2025: 10/10, 10/19, 10/20, 10/22 November 2025: 11/1, 11/2, 11/3, 11/11, 11/12, 
11/14, 11/15, 11/16, 11/19, 11/20, 11/24, 11/26, 11/27, 11/28, 11/29, 11/30 December 2025: 12/4, 12/5, 
12/11, 12/13Cedar Court October 2025: 10/25, 10/26, 10/30 November 2025: 11/4, 11/17, 11/22, 11/23 
December 2025: 12/1, 12/2, 12/9 Spruce Court October 2025: 10/1, 10/2, 10/5, 10/6, 10/8, 10/9, 10/10, 
10/12, 10/13, 10/14, 10/18, 10/19, 10/20, 10/22, 10/27, 10/28, 10/31 November 2025: 11/2, 11/4, 11/6, 11/9, 
11/10, 11/11, 11/13, 11/17, 11/18, 11/20, 11/21, 11/23, 11/24, 11/25, 11/26, 11/27, 11/28, 11/30 December 
2025: 12/1, 12/3, 12/4, 12/5, 12/7, 12/9, 12/10, 12/11, 12/17 During an interview on 12/22/25 at 9:30 AM with 
the PharMerica (Centennial's contracted pharmacy services provider) Manager , when asked about the 
narcotic tracking books, she stated that PharMerica provided the narcotic tracking books, however it was the 
responsibility of the facility to handle all tracking and documentation in the books. Review of the facility 
provided Pharmacy Services Agreement, signed on 7/29/24, revealed: .Obligations of the client [Centennial]. 
Client shall, or require the Customer to, as the case may be . Store and handle all Medications in accordance 
with Applicable Law . Upon Client's request, Pharmacy shall provide the following and any other additional 
consulting services . Perform random quarterly audits of medication carts or audit medication storage areas 
for controlled and non-controlled medications . Perform on-site audits of Medical Records, contents of 
medication carts and/or Resident treatment charts, if provided by pharmacy. During an interview on 12/24/25 
at 1:00 PM with the Director of Nursing (DON) , she stated that counting narcotics from each unit's 
medication cart was to occur each shift. She further stated: We have had a lot of turnover and maybe I just 
need to re-implant that policy and procedure to everyone. The DON further stated that the pharmacy came to 
the facility once a month to perform audits of narcotic tracking books, medication carts, and medication 
rooms, however she was not made aware of missed signatures in the narcotic tracking books. Review of the 
facility provided policy Pharmacy Services Overview, undated, revealed: .Medications are received, labeled, 
stored, administered and disposed of according to all applicable state and federal laws and consistent with 
standards of practice . The consultant pharmacist, in collaboration with the dispensing pharmacy and the 
facility, oversees the development of procedures related to pharmacy services, including (but not limited to) . 
(1) Receipt, labeling and storage of medications; (2) Reconciliation of medications from the pharmacy; (3) 
Control of medications from point of receipt to secured storage areas; (4) Facility staff roles and 
responsibilities during the receipt and storage of medication . d. Disposition of medications . f. 
Documentation of processes, as applicable.During an interview on 12/18/25 at 4:34 PM, the RDCNS stated 
narcotic reconciliation was a new concern.Review of the QAPI Minutes of the Meeting, dated 4/30/25, 
revealed: .Pharmacy/Nurse Report: Narcotics documentation issues: signed out in book but not documented 
in MAR [Medication Administration Record] (2 events were [where] nurse destroyed narcotics without second 
signature).Physical therapy (PT) not provided to the residentRecord review on 12/14-24/25 revealed 
Resident #111 was admitted to the facility on [DATE] with diagnoses that included radiculopathy 
(compression or irritation of a spinal nerve root, leading to pain, numbness, tingling, or weakness that 
radiates along the path of the affected nerve), spinal stenosis (spaces within the spine narrow, placing 
pressure on the spinal cord or nerves and causing pain, numbness, or weakness) and lumbosacral spinal 
fusion (surgical procedure that joins two or more vertebrae in the lower spine to stabilize the spine, reduce 
pain, and correct spinal instability or deformity).During an interview on 12/17/25 at 4:20 PM, Resident 
Representative (RR) stated Resident #111 was not making progress while he/she was at the facility because 
he/she was not receiving physical therapy (PT). RR further stated the physical therapist went on leave.
Review of the Minimum Data Set (MDS- a federally required assessment), admission Assessment, dated 
8/21/25, revealed, under Section GG-Functional Abilities, Resident #111 was coded as requiring 
substantial/maximal assistance for toileting hygiene, shower/bathe self and upper body dressing and 
dependent -where a helper does all the effort and the resident does none of the effort for lower body 
dressing and putting on/taking off footwear. Further review revealed Resident #111 was coded as requiring 
substantial/maximal assistance for sitting on side of bed to lying flat on the bed, lying on the back to sitting on 
the side of the bed with no back support, getting on and off a toilet and getting in and out of a tub/shower and 
dependent - where a helper does all the effort and the resident does none of the effort to complete the 
activities of coming to a standing position from sitting in a chair, wheelchair, or on the side of the bed and 
transferring to and from a bed to a chair.Review of Resident #111's Medicare PT Evaluation & Plan of 
Treatment, dated 8/16/25, revealed: Plan of Treatment.Frequency: 5/time(s)/week Duration 4 week(s) 
Intensity: Daily.Review of Resident #111's Physical Therapy Treatment Encounter Note(s) revealed Resident 
#111 had PT sessions on 8/16/25, 8/18/25 and 8/19/25 and no PT services for 12 [NAME]
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