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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, interviews, review of facility documentation and policies, the facility failed to protect the 
rights of one resident (# 76) to be free from verbal abuse by a staff member (Staff # 30). The deficient 
practice has the potential to violate the resident's right to safety and prevent further harm. Based on clinical 
record review, interviews, review of facility documentation and policies, the facility failed to protect the rights 
of one resident (# 76) to be free from verbal abuse by a staff member (Staff # 30). The deficient practice has 
the potential to violate the resident's right to safety and prevent further harm. Findings include,Resident #76 
was originally admitted to the facility on [DATE], with the most recent admission date being July 19, 2025, 
with diagnoses that included cerebral infarction, unspecified; legal blindness, as defined in USA; chronic pain 
syndrome, adjustment disorder with mixed anxiety and depressed mood, other bipolar disorder, restlessness 
and agitation, and unspecified otitis externa, right ear. A care plan revealed the following areas of 
focus:Communication Impairment care plan, related to a hearing deficit and slurred speech, initiated on April 
10, 2025, revealed interventions focused on maintaining the resident's current level of communication. These 
interventions included making sounds, using appropriate gestures, and responding to yes/no questions. In 
addition, staff are directed to anticipate and meet the resident's needs to support effective communication 
and overall comfort.Impaired Cognitive Function and Dementia Care Plan, initiated April 10, 2025, revealed 
interventions focused on supporting the resident's ability to communicate basic needs through daily activities, 
including following one-to-three step instructions, navigating their room, reading, doing puzzles, 
administering medications, and communicating with staff and family regarding the resident's capabilities.A 
quarterly Minimum Data Set (MDS) assessment, dated October 7, 2025, revealed a Brief Interview for 
Mental Status (BIMS) score was 11, indicating moderate cognitive impairment. The assessment indicated 
the resident had minimal difficulty with hearing, defined as difficulty in some environments, such as when a 
person speaks softly or the setting is noisy. A Behavior Management care plan, with the revised date of 
November 11, 2025, addressed behaviors related to impaired cognitive function and safety awareness 
related to the resident exhibition of physical and verbal behaviors.A nursing progress note, dated November 
11, 2025, revealed that the resident was referred to telepsychology services due to increased agitation.A 
pharmacist medication regimen review form, dated November 12, 2025, identified an increase in the 
resident's distressed behaviors. The review noted that behaviors documented in the progress notes 
(self-isolation and delusions) did not align with those being tracked for medication orders. The pharmacist 
advised the facility to update the target behavior tracking, prior to making any medication changes. 
Additionally, the pharmacist requested documentation of non-pharmacological interventions to address these 
behaviors.A Tracking Target Symptoms/Behavior order, dated November 16, 2025, called for the number of 
false accusations made to be tracked every shift.Resident council minutes dated November 18,2025 
included that Certified Nursing Assistant's (CNA) need to be more respectful. A Psychiatric follow-up note 
dated November 18, 2025, revealed the resident experienced pain and distress after falling on two separate 
occasions while being assisted by staff. The note also commented that the resident expressed overall 
dissatisfaction with quality of life at the facility. In addition, the note referenced that the resident's family 
member filed a complaint with the facility in regards to the injuries sustained. However, grievance logs 
submitted by the facility revealed no evidence of the concerns from the resident's representative. A behavior 
progress note, dated November 18, 2025 at 1:30 p.m., revealed that a nurse heard the resident yell and 
scream while CNAs attempted to provide care. The note indicated that the resident called the CNA's stupid 
fucking bitch, and they were unable to diffuse the situation after multiple attempts. A nursing progress note, 
dated November 19, 2025, indicated that throughout the shift, the resident repeatedly called for the nurse 
and CNA, and used the call light inappropriately. The note further revealed the resident directed profane 
language toward staff and was noted to be difficult to redirect. Staff interventions were documented as 
continuing to follow the resident's established plan of care to manage these behaviors.A Treatment 
Administration Record (TAR) dated November 19-21, 2025 revealed that the resident made 10 false 
accusations during that time.Review of the clinical record revealed no evidence of verbal abuse by staff on 
November 19, 2025. However, facility investigations revealed that a student nurse (#1) reported observations 
of verbal abuse on November 20, 2025 related to Resident #76 and Staff #30.A police report for the incident 
dated November 19, 2025, revealed law enforcement was contacted by the Executive Director (ED/Staff # 
84) on November 19, 2025 at 12:24 p.m. to report a civil offense. The report stated that CNA # 30 was 
accused of yelling at a resident to Shut the Fuck up!. The report further stated that the allegation was 
investigated internally, and that the facility wanted documentation that supported police involvement. A 
five-day report, dated November 25, 2025, concluded the allegation of staff-to-resident verbal abuse was 
inconclusive/undetermined. The investigation indicated that the facility was unable to identify a specific 
incident in which verbal abuse occurred. The report included an interview with CNA / Staff #30, in which, she 
denied yelling at the resident in the hallway, and did not argue with residents, but rather conversed with 
them. However, the report acknowledged that the CNA /Staff #30 was observed arguing with the resident in 
the hallway and speaking loudly. The report also indicated the facility could not verify whether yelling or 
profanity was used even though the investigation provided firsthand accounts of staff hearing CNA/ Staff #30 
argue with the resident in the hallway and the resident's room.Further review of the facility's investigation 
revealed most witnesses reportedly could not substantiate verbal abuse; however, the report included that a 
student staff member (staff #100) reported overhearing Staff #30 tell the resident to shut the fuck up and 
observed yelling between Staff #30 and the resident in the hallway. Another interview conducted by the 
Social Worker on November 24, 2025, at 11:32 a.m., reported that the resident told her that Staff #30 yelled 
the phrase shut the fuck up to the resident. The report also included an interview with the resident conducted 
by the Director of Nursing, which that the resident confirmed that a staff member told her to shut the fuck up 
but could not identify the staff involved, the time, or surrounding circumstances. The interview also revealed 
the resident redirected to an unrelated situation during this interview. The 5-day report, revealed that Staff 
#30 was on leave pending investigation and was eligible for reinstatement The facility 5-day report, 
concluded that the resident required staff to speak loudly due to a hearing deficit.Review of Inservice 
Training and sign-in sheets dated August 25, 2025 through December 9, 2025, revealed no evidence that 
staff #33 attended.An observation of the resident was conducted on December 9, 2025 at 10:55 a.m. The 
resident was lying in bed and was able to respond readily and appropriately without assistance from the staff 
or by the surveyor. An interview was conducted with Resident #76 on December 9, 2025, at 10:55 a.m. 
During the interview, the resident reported ongoing concerns regarding staff interactions to the Executive 
Director (ED/staff #42), and facility management, stating that CNAs frequently yell at her and use profanity. 
The resident also revealed that CNA (staff # 30), always yell and cuss at me! and that the latest occurrence 
was nothing new!. The resident continued, alleging that a CNA (staff #30) told her to shut the fuck up and 
stated revealed the yelling and profanity was not an isolated event, but rather frequent occurrence they talk 
to me like that all the time. The resident was able to respond readily and appropriately without assistance, 
without difficulty hearing, during the conversation.An interview was conducted on December 9, 2025, at 1:06 
p.m. with a student Certified Nurse Assistant (Staff #1). The student reported that on December 18, 2025, 
while near Resident #76's room, she overheard an argument in which Staff #30 yelled at the resident, Shut 
the Fuck Up. The student stated that she was unsure as to how to respond to that type of interaction, and felt 
uncomfortable reporting the incident with staff #30 still in the unit, so she kept the incident to herself. The 
student stated that Staff #30 arguing with the resident and using profanity was inappropriate, and reported 
feeling bothered and upset so she checked-in on the resident throughout the remainder of the day. The 
student also stated that later while at the nursing station, she heard Staff #30 say Shut the fuck up., while 
residents were in close proximity to the nurse station. The student reported disclosing the incident to her 
instructor and four other students during a class debriefing at end of day. An interview was conducted on 
December 9, 2025 at 1:26 p.m., with the student Certified Nurse Assistant's (Staff # 1) instructor (Staff # 88). 
The instructor stated that the student did not report anything to her until the end of the day, and that looking 
back she should have gathered more information about the students' concern at the class debriefing session. 
The instructor stated that after speaking further with the student the next day, she determined that the 
situation of CNA/Staff # 30 cussing at a resident, could be considered abuse and needed to be reported to 
the abuse coordinator for follow up. The instructor stated that resident # 76 is quite difficult to care for and is 
known for resistance to care, and yelling at staff. However, the instructor stated that staff should never yell or 
cuss at residents, as that is very unprofessional and disrespectful. An attempt was made to contact 
CNA/Staff #30 on December 9, 2025, at 1:47 p.m.; a voicemail was left. No response was received from the 
staff member by the conclusion of the complaint survey investigation period.An interview was conducted on 
December 9, 2025, at 2:09 p.m. with the Social Worker Director (Staff #99). The social worker stated that it 
was not acceptable for staff to demean residents in public or in private, as the facility's role is to help, not 
harm, residents. She explained that demeaning behavior, such as staff arguing with residents, compromises 
resident dignity and rights and is unprofessional and should be reported immediately. The director further 
stated that when disagreements occur between staff and residents, staff are expected to separate from the 
resident and immediately notify their nurse supervisor or management. She noted that situations involving 
staff verbal outbursts could be considered verbal abuse, and reiterated that if staff witness such actions, they 
should intervene by separating the individuals, securing the resident's safety, and reporting the event to 
management. She continued that if a staff member yelled at or cussed at a resident that would be verbal 
abuse because you are talking in anger. The social worker revealed that if a staff member told a resident to 
shut the f up, that would constitute verbal abuse, and an extreme lack of professionalism. The social worker 
stated that if staff at risk for frustration are encouraged to take a break or request reassignment if necessary. 
The social worker stated that residents with a history of behavioral concerns that include making false 
accusations, using derogatory language toward staff or other residents, and refusing care are at increased 
risk for abuse and may be more vulnerable because their allegations may not be taken seriously. The social 
worker described her familiarity with CNA (Staff #30's) performance, characterizing it as less than exemplary, 
and stated that Staff #30 failed to meet expectations for resident attentiveness and displayed a significant 
negative attitude when asked to perform additional tasks. The social worker verbalized having the 
responsibility for conducting safety interviews following allegations of abuse. She stated these interviews 
assess the resident's sense of safety, concerns about staff, and concerns involving other residents. The 
social worker recalled interviewing Resident #76 for the Facility's 5-day investigation report, regarding the 
allegation of verbal abuse against CNA/Staff #30 and documented accurately recorded the resident's 
response.An interview was conducted with CNA (Staff #94) on December 9, 2025, at 2:30 p.m. The CNA 
stated that abuse and neglect are addressed in facility training and conducted every few months and when 
abuse was witnessed or suspected, staff are instructed to notify one of the three abuse coordinators. The 
CNA reported that the incident between CNA/Staff #30 and Resident #76 began when the resident 
requested that CNA/Staff #30 help her lay her down. The CNA stated while leaving the area, she overheard 
Staff #30 decline the request, and left the resident in the wheelchair. The CNA stated not being able to hear 
everything between CNA/Staff # 30 and resident # 76, but heard both parties arguing with each other. The 
CNA revealed that CNA/ Staff #30 spoke loudly and argued with residents and staff pretty often at work, so 
the argument was not unusual. The CNA reported that, to her knowledge, no one reported CNA/Staff #30's 
behavior to management, as the incident was considered typical behavior for CNA/Staff #30. The CNA 
stated that they did not report the interactions to the abuse coordinators because the resident and the CNA 
did not escalate into anything physical. The CNA further stated that the behavior of cussing and yelling at 
residents was a lack of professionalism, rather than reportable abuse. The CNA stated that it is not 
acceptable for staff to argue with residents, and if staff feel the need to argue with a resident, that staff 
member should step away, involve another staff member, and report any problems to their nurse. The CNA 
also stated that arguing with a resident can be considered verbal abuse depending on the intent, as words 
may cause harm.An interview was conducted on December 9, 2025, at 2:5 8 p.m. with Registered Nurse 
(RN/Staff #51). The RN described CNA/Staff #30 as generally able to complete assigned tasks, and provide 
assistance when requested but was not consistently a team-focused employee. The RN stated that Resident 
#76, was upset frequently, difficult to work with, and demonstrated limited patience when in a bad mood. The 
RN further stated that when the resident was in a positive mood, interactions with staff and other residents 
could be playful. The RN stated that staff should not argue with residents, stating that every resident has the 
right to express autonomy and that staff are responsible for providing care in a professional manner. The RN 
stated that verbal abuse is defined as any behavior intended to harm, belittle, or demoralize a resident. If an 
allegation of abuse is received, staff are instructed to contact the facility's abuse coordinators. The RN 
confirmed that, in the event of an imminent threat or abuse allegation, the resident would be removed from 
the situation to ensure safety. The nurse did not view what was transpiring between the staff and resident as 
verbal abuse, but rather staff #30 had the need to speak louder because of the resident's hearing deficit. The 
RN stated that the event involved Staff #30 and Resident #76, regarding the resident's request to be laid 
down. The RN further stated that the resident had an upcoming appointment and transportation was in-route, 
so the CNA/Staff # 30 informed the resident that the request could not be accommodated at that time. The 
RN also heard the CNA/ Staff #30 speaking loudly at the nurses' station, but stated the CNA did not appear 
to be yelling in a malicious manner and that it sounded more explanatory. The RN stated that the nurses' 
station is was a fair distance from the resident's room and was not an optimal vantage point from which to 
hear everything that was said. An interview was conducted on December 9, 2025 at 3:30 with the 
Environmental Services Manager (ESM/Staff # 8). The environmental services manager, stated they receive 
abuse training at the facility upon hire and throughout the year. The ESM stated that if a staff member was 
yelling and cussing at a resident, he would report it to the Executive Director . The ESM vocalized that yelling 
and cussing at a resident is considered verbal abuse, and is very unprofessional. An interview was 
conducted on December 9, 2025, at 3:56 p.m. with the Director of Nursing (Staff #24). The DON stated that 
while it is acceptable to raise one's voice to be heard by a resident with a hearing deficit, it is never 
acceptable to raise one's voice in a malicious manner. The DON stated that staff should never use profanity 
toward residents and that any such behavior must be reported immediately. The DON reported that the 
instructor notified management the morning after the incident. At that time, the instructor indicated a student 
CNA had informed the group that Staff #30 had been rude to a resident, but further details were not provided 
until the next day. The DON acknowledged that the instructor/Staff # 88, should have followed up to obtain 
additional information when initially revealed, but noted that once all details were known, the instructor did 
report the allegation per facility policy. The DON stated the facility conducted a full investigation into the 
allegation of abuse but was unable to determine if the allegation occurred. The DON reported that Staff #30 
was released from employment for violations of professional conduct. Review of Staff #30's employment 
records revealed an Annual Performance Evaluation, dated September 18, 2025, revealed the facility 
encouraged the CNA to focus on the tone and delivery of her communication and stated sometimes it's not 
what you say, but how you say it makes the greatest impact. In addition, a Corrective Action Form, dated 
November 24, 2025, indicated that the CNA was terminated for violations of professional conduct. The 
corrective action documented two incidents involving Staff #30. The first incident occurred on November 17, 
2025, when the employee was witnessed by a family member yelling at a co-worker about the removal of 
trays and a change in the scheduled feeding time. The second incident took place on November 18, 2025, 
when Staff #30 was observed on camera arguing with a resident at the nurse's station. The facility found 
both incidents to be in direct violation of the Professional Conduct and Workplace Violence Zero Tolerance 
policies.The facility's Caring Professional Handbook Workplace Violence Zero-Tolerance policy, states that 
intentional demeaning, intimidating, or harassing behavior of any kind, including but not limited to stalking, 
swearing, or shouting, is strictly prohibited. Violations of this policy will result in immediate disciplinary action, 
up to and including termination, and may be subject to civil prosecution.The facility's Caring Professional 
Handbook Harassment Zero-Tolerance policy, revealed that caring professionals hold the strict responsibility 
to avoid any action or conduct that could be viewed or construed as harassment of any kind. The policy 
further continues that unwelcomed jokes, language, and comments, or any act that causes the undue burden 
of harassment outside of the normal scope of social interaction and the expected differences that occur in a 
business setting are strictly prohibited. The facility's Resident Rights/Dignity: Abuse, Neglect, Exploitation 
and Misappropriation Prevention Program policy, effective January 1, 2024; dictates the facility to establish 
and maintain a culture of compassion and caring for all residents particularly those with behavioral, cognitive 
or emotional problems. In addition, the facility is directed to implement measures to address factors that may 
lead to abusive situations, for example: a. adequately prepare staff for caregiving responsibilities.The 
facility's Resident Rights/Dignity: Resident Rights policy, effective January 1, 2024, establishes that 
employees shall treat all residents with kindness, respect, and dignity. The facility's Personnel: Disciplinary 
Action policy, effective January 1, 2024, revealed anything less than professional behavior is not only 
inappropriate but is a hinderance to the wellbeing of all concerned. The facility's Personal Care: Hearing 
Impaired Resident-Care of policy, effective January 1, 2024, directs the staff when dealing with the hearing 
impaired, to enunciate clearly, slowly, and in a normal tone. The facility was to also provide pencil and paper 
or tablet to communicate in writing, if the resident is able. The facility's Personnel/Staffing: In-Service 
Training, All Staff policy, effective January 1, 2024, revealed that all staff are required to participate in regular 
in-service education. The facility's Personnel/Staffing: Staffing, Sufficient and Competent Nursing policy, 
effective January 1, 2024, revealed that competent staff must demonstrate the skills and techniques 
necessary to care for the resident needs including (but not limited to) the following areas: resident rights, 
behavioral health, person-centered care; and communication.
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
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Based on observations, interviews, facility documentation, and policy, the facility failed to ensure that 
safeguards and systems were in place to ensure accurate reconciliation and accounting for all controlled 
substances for one of three medication carts sampled. The deficient practice could result in inventory loss 
and potential diversion. A medication cart observation was conducted on December 9, 2025, at 10:24 a.m. 
with Licensed Practical Nurse (LPN/Staff # 46). Photographic images were obtained, with Staff # 46 present, 
of the Progressive Care Units (PCU) Narcotic Count Reconciliation Sheets. The narcotic sheets were 
reviewed with Staff # 46 for the months of October 2025 to December 2025. Staff #46 identified multiple 
entries with either no nurse signatures or only one nurse signature. The review of the Narcotic Count 
Reconciliation Sheet was conducted for two weeks, October 1-14, 2025 revealed the following:-Two nurses' 
signatures were not present on 2 shifts between October 1 and 14, 2025.-One nurse's signature was not 
present on 9 shifts between October 1 and 14, 2025.Review of the Narcotic Count Reconciliation Sheet for 
October 27- 31, 2025, revealed:- One missing nurse signature, October 27, 2025- Two missing nurse 
signatures, October 28, 2025- Two missing nurse signatures, October 29, 2025- Three missing nurse 
signatures, October 30, 2025- Four missing nurse signatures, October 31, 2025 Review of the Shift Change 
Sign-off Sheet for November 1-15, 2025, revealed:-Four missing nurse signatures on November 1, 2025.
-One missing nurse signature on November 2, 2025. Review of the Narcotic Count Reconciliation Sheet for 
November 1-15 revealed:- One missing nurse signature on November 1, 2025.- Three missing nurse 
signatures on November 2, 2025.- Three missing nurse signatures on November 7, 2025.- November 6-7, 
2025, has no entries.- November 8-15 has no entries. Review of the Shift Change Sign-Off Sheet for 
November 1-15 revealed-One missing nurse signature on November 4, 2025- Two missing nurse signatures 
on November 6, 2025- One missing nurse signature on November 7, 2025.- Two missing nurse signatures 
on November 8, 2025.- One missing nurse signature on November 10, 2025.-One missing nurse signature 
on November 11, 2025.-Two missing nurse signatures on November 13, 2025.-One missing nurse signature 
on November 15, 2025.Review of the Count Reconciliation Sheet for December 1- 8, revealed: No entries.
Review of the Shift Change Sign-Off Sheet for December 1-8, 2025, revealed:- Two missing nurse 
signatures on December 1, 2025.- One missing nurse signature on December 2, 2025.- One missing nurse 
signature on December 3, 2025.- Two missing nurse signatures on December 4, 2025.- Two missing nurse 
signatures on December 6, 2025.- Two missing nurse signatures on December 7, 2025.- Two missing nurse 
signatures on December 8, 2025A surveyor request, dated December 9, 2025, at 4:10 p.m., called for copies 
of medication cart logs for 3 months for all 3 medication carts, including the shift change sign-off sheet and 
the narcotic count logs. The facility only submitted Shift Change Sign-Off sheets.Review of a follow-up e-mail 
correspondence, dated December 11, 2025, with the facility's Pharmacist representative revealed that 
nurses should be doing a count together at shift change for an accurate reconciliation. An interview was 
conducted on December 9, 2025, at 10:24 a.m. with LPN staff # 46 revealed that there are two nurses 
required to count and sign off each shift. The LPN revealed not knowing why so many entries were missing, 
but stated her is signed off today. The purpose of two nurse signatures is to verify their narcotic count 
accuracy, but they do have two different narcotic count sheets; some nurses sign on one form, and some 
sign on the other. Upon reviewing the PCU narcotic log, Staff #46 identified multiple entries with missing 
signatures and stated that the missing signatures did not meet facility expectations. An interview was 
conducted on December 9, 2025, at 2:49 p.m. with Registered Nurse/Staff #51. Staff #51 stated that the 
narcotic count process involves both the day shift and night shift nurses conducting the count together to 
verify accuracy. Staff #51 further stated that if a discrepancy is identified, the procedure is to notify one of the 
nurse supervisors. Staff #51 explained that the purpose of a dual-nurse count is to ensure narcotic counts 
are accurate and that any discrepancies are identified promptly. Staff #46 stated that the established 
procedure is to complete the narcotic count immediately after shift report and then sign the narcotic log. The 
nurse further explained that the off-going nurse references the narcotic log while the oncoming nurse counts 
the medication cards and narcotics.An interview was conducted on December 9, 2025, at 3:41 p.m. with the 
Director of Nursing (DON/Staff #24). Regarding the missing entries present on narcotic count sheets, the 
DON revealed that any missing entry does not meet the facility's expectations. The DON stated the 
expectation is for both nurses to count and sign to avoid the possibility of missing medications.The facility's 
Medications: Controlled Substances policy, effective January 1, 2024, dictates that the nurse receiving the 
medication, along with the person delivering the medication, must count the controlled substances together. 
Both individuals sign the designated controlled substance record. In addition, the consultant pharmacist or 
designee routinely monitors controlled substance storage records.
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Provide and implement an infection prevention and control program.
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Haven of Safford 1933 Peppertree Drive
Safford, AZ 85546

F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on a review of records and staff interviews, it was revealed that the facility failed to follow infection 
control guidelines for laundry services, medication preparation, and medication storage. This deficient 
practice can result in the failure to prevent and control infection transmission amongst a vulnerable 
population.Findings include:-Regarding the Laundry AreaRe: Laundry RoomAn observation of the facility's 
laundry room was conducted on December 9, 2025, at 10:15 a.m., with a laundry services employee (Staff 
#16). During the observation, the following deficiencies were identified on the dirty (soiled) side of the laundry 
department:1. The linen cart designated for dirty items contained loose articles of clothing that were 
uncovered.2. Two folded white blankets with visible debris and areas of dark soiling were located underneath 
both the washer and dryer.3. A blue and white fitted sheet was uncovered inside a gray mobile storage 
container.4. Two of the three yellow mobile storage containers were uncovered, containing soiled laundry. 
The third yellow container had its lid inverted on top, not fully closing the container, with colored laundry 
protruding beneath the inverted lid.5. A gray mobile storage container, positioned near the sink and the 
dryer, was uncovered and overfilled beyond its intended capacity. A blue blanket and a gray, white, and 
black patterned blanket were placed on top of other soiled laundry within the container.6. A gray storage 
container, underneath the yellow Laundry Trash Only!!! sign, had trash that reached the top of the container. 
A dark gray lid was present beside the wall on the floor, next to the container. A complaint received 
September 5, 2025, on the online Arizona Department of Health Complaint portal, revealed concern that the 
facility was not following infection control guidelines, in order to provide residents with a safe environment 
from infectious diseases. A review of a maintenance work order dated November 16, 2025, revealed the 
facility's washing machine required a new seal on the appliance's door. A review of a maintenance work 
order, dated December 10, 2025, repeated the request for the facility's washing machine seal replacement, 
the day after the survey exit. An interview was conducted with laundry personnel (Staff #16) on December 9, 
2025, at 10:05 a.m. Staff #16 stated uncertainty regarding whether dirty laundry was required to be covered 
in the dirty area of the laundry room and indicated they would clarify this with management. However, Staff 
#16 stated that trash cans should be covered to avoid contamination.Staff #16 continued that a work order 
had been placed for a leaking washing machine and that a blanket was placed on the floor to keep it dry and 
prevent slips. Staff #16 further stated that the gray container with the blankets on top in the dirty section of 
the laundry room was not covered because it had just been unloaded from the washer while the staff 
member prepared the next load. The washed laundry was placed in the gray container until the dryer 
became available.An interview was conducted on December 9, 2025, at 2:28 p.m. with CNA (Staff #94). Staff 
#94 stated that when dirty laundry is removed from a resident's room, it is bagged, tied, and placed inside 
the large laundry bin. Staff #94 explained that laundry is bagged to prevent contamination and reduce the 
spread of illness within the facility.An interview was conducted on December 9, 2025, at 2:58 p.m. with 
RN/Staff # 51. Staff # 51 revealed dirty laundry can spread infection, so it is important to follow infection 
control guidelines. Staff #51 stated having no need to go to the soiled utility area, but knows that laundry, 
when transported down the hallway, has to be bagged and tied to decrease the spread of infection. An 
interview was conducted on December 9, 2025, at 3:20 p.m. with the Environmental Services Director (Staff 
# 77). Staff # 77 revealed that trash cans in the laundry room are expected to be covered to prevent 
contamination and smells. Staff #77 revealed the expectation for CNAs is to make sure laundry is bagged 
and contained properly before placing the bag in the dirty laundry bin. Staff # 77 continued that while in the 
laundry area, the dirty laundry is covered at all times to avoid an infection control issue. When the laundry is 
being sorted, Staff #77 revealed that the staff is required to wear Personal Protective Equipment (PPE) to 
also decrease the risk of contamination. Staff # 77 also stated that clean laundry should never be stored in 
the dirty side of the laundry area, in order to avoid cross-contamination.Staff #77 stated that the washing 
machine leak was a new issue, and that blankets were placed on the floor to prevent the drainage from 
spreading. Staff #77 explained that whenever the blanket becomes wet or soiled, Staff #16 would replace it 
with a clean one. Staff #77 noted that having the blanket on the floor near the washing machine and dryer 
posed a risk of contaminating clean laundry if it came into contact with the dirty blanket.Staff #77 stated that 
Staff #16 reported placing a load of laundry that completed the wash cycle in the gray container while waiting 
for the dryer, as the next load needed to start. Staff # 77 stated this practice was problematic because wet 
laundry can stagnate, develop odors, and host bacteria. In addition, Staff # 77 stated clean laundry should 
not be left in the dirty area; instead, once the laundry has completed the dry cycle, it is placed in the clean 
bin and immediately covered for transport to the clean area of the laundry area. Staff #77 reported providing 
immediate education to the laundry assistant regarding deficiencies discovered during the laundry area tour 
today. Immediate plans also include ongoing education and audits for housekeeping staff to ensure the 
laundry department minimizes the risk of infection transmission within the facility.An interview was conducted 
on December 9, 2025, at 3:41 p.m. with the Director of Nursing (Staff #24), who also serves as the facility's 
Infection Preventionist (IP). The DON reviewed photographic evidence of the laundry room and identified 
laundry handling practices that failed to meet infection control expectations. The DON/Staff #26 stated that 
when staff bring soiled articles to the laundry area, the dirty laundry should be bagged at the source and tied 
individually to avoid contamination when going down the hallway. This process, as well as keeping dirty 
laundry covered and separate from the clean area, is intended to prevent contaminants from spreading 
throughout the facility. Staff #26 further stated that trash cans in the laundry room are expected to have lids 
to reduce the risk of cross-contamination. Staff #26 also indicated that dirty blankets on the floor are never 
acceptable and can cause cross-contamination. Staff #26 continued that wet blankets-whether wet from 
water or bodily fluids-are not acceptable, as moisture can stagnate and increase the risk of contamination. 
Staff # 26 concluded infection control practices in the laundry services area did not meet expectations, which 
could contaminate or spread illness in the facility. Regarding Medication Preparation and Storage- A facility 
observation was conducted on December 9, 2025, at approximately 10:31 a.m., in the Progressive Care Unit 
(PCU)medication cart with LPN (Staff #12). An open multi-dose vial of Insulin Glargine (expiration January 
2027), with the handwritten date of November 17, 2025, was observed without any resident identifiers.A 
facility observation was conducted on December 9, 2025, at approximately 10:39 a.m., during an East Cart 
check with Registered Nurse (Staff #51). Two insulin pens were observed in the medication cart without 
patient identifiers: a Lantus Solostar pen (100 units), with a handwritten date of November 29; expiration July 
21, 2027; and an Insulin Multi-Dose pen dated November 15, 2025, expiration May 31, 2027. During the 
observation, the Registered Nurse demonstrated to the surveyor how unused insulin syringes are used to 
draw insulin from the pen cartridges after the tops of the cartridges are cleaned with alcohol at the facility.
Continued observation of the East Cart's bottom drawer revealed a cluttered gray basin with medication 
bottles and a pill organizer stored together without the minimum facility label requirements. A rainbow�
colored, 7�day multi�compartment pill organizer with labeled days and AM/PM sections contained various 
pills and was surrounded by multiple prescription and over�the�counter medication bottles.An interview 
was conducted on December 9, 2025, at approximately 10:31 a.m. with Licensed Practical Nurse (LPN/Staff 
# 46). The LPN stated being unable to identify which resident the unlabeled multi�dose insulin pen 
observed in the PCU medication cart belonged to. The LPN verbalized immediate plans to dispose of the 
unlabeled multidose pen. The LPN revealed that all medications in the cart are supposed to be labeled with 
resident identifiers to prevent accidents. The LPN also stated that having a used multi-dose insulin pen, 
without any resident identifiers, could also present an infection control issue, so the pen cannot be used on 
any other resident.An interview was conducted on December 9, 2025, at 10:39 a.m. with RN/Staff #51. The 
RN explained that because house stock vials of insulin were not available, staff had been using insulin pens 
as a replacement source of insulin. The RN stated, We do not use the needle on the pen; we swab the top of 
the pen cartridge and draw the insulin from the multi�use cartridge into an unused insulin syringe. The 
insulin drawn into the syringe is then administered to the resident as normal. The RN added that the multi�
use pen itself never touches the resident, so infection control protocols are maintained. The RN further 
stated that nurses were introduced to this practice in December 2024 and referred to it as common practice. 
The RN described being taught that multi�dose for single use only meant the pen could be used multiple 
times in a single setting, and that multi�dose pens were acceptable replacements for insulin vials.An 
interview was conducted on December 9, 2025, at 2:28 p.m. with Certified Nurse Assistant (CNA/Staff #96). 
The CNA stated that, although their job responsibilities do not include administering medications, they were 
aware that medications without correct labeling could result in mix�ups and potentially harm a resident.An 
interview was conducted on December 9, 2025, at 3:41 p.m. with the Director of Nursing (DON/Staff #24). 
The DON stated that staff were never approved to draw insulin from multi-use pens due to infection control 
risks. The DON further revealed that any insulin pens stored in a drawer should have been labeled with the 
resident's name and the date opened to prevent mix-ups.Staff #24 also stated that Resident #99's home 
medications were initially stored in the medication room but were moved to the medication cart due to that 
area undergoing renovations. The DON acknowledged that the resident's son was contacted to retrieve the 
home medications, but this was not completed. The DON stated that unlabeled home medications should not 
be stored in a nurse's cart due to safety risks and infection control concerns.The facility's Infection Control 
Program policy, copyrighted 2013, set the expectation that the infection control program had the focus to 
provide a safe, sanitary, and comfortable environment to help prevent the development and transmission of 
disease and infection.The facility's Medication Labeling and Storage policy, effective January 1, 2024, 
revealed that medications and biologicals must be stored in the packaging, containers, or other dispensing 
systems in which they are received, and that only the issuing pharmacy is authorized to transfer medications 
between containers. The policy further states that medication labels must include, at a minimum, the 
medication name (generic and/or brand), prescribed dose, strength, expiration date (when applicable), 
resident's name, route of administration, and appropriate instructions and precautions. If medication 
containers have missing, incomplete, improper, or incorrect labels, staff are directed to contact the 
dispensing pharmacy for instructions regarding returning or destroying these items. In addition, the policy 
restricts medications from being transferred between containers. The facility's Medications: Administering 
Medications policy, effective January 1, 2024, specifies that vials labeled as single dose or single use are to 
be used for one resident in a single procedure only. The policy further requires that repackaging unopened 
single-use vials for use for more than one resident or procedure must comply with USP <797> standards, 
and that the consultant pharmacist be contacted if repackaging is necessary. The policy also states that 
insulin pens containing multiple doses of insulin are for single-resident use only; changing the needle does 
not make them safe for use on more than one resident. Insulin pens must be clearly labeled with the 
resident's name or other identifying information, and the nurse must verify the correct insulin pen is used for 
each resident prior to administration.
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