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Keep residents' personal and medical records private and confidential.

22065

Based on observations, interviews, record review, and facility policy review, the facility failed to ensure 2 
(Resident #301 and Resident #11) of 2 sampled residents reviewed for privacy were provided personal 
privacy during the provision of showers.

Findings included:

A review of a facility policy titled Quality of Life - Dignity, revised in October 2009, revealed, Each resident 
shall be cared for in a manner that promotes dignity and enhances quality of life, dignity, respect and 
individuality. The policy contained a Highlight related to Bodily Privacy During Care and Treatment that 
specified, 10. Staff shall promote, maintain and protect resident privacy, including bodily privacy during 
assistance with personal care and during treatment procedures.

1. A review of Resident #301's Admission Record revealed the facility admitted the resident on 12/11/2023 
with diagnoses that included cerebral infarction (stroke), essential hypertension, and unsteadiness on feet.

A review of Resident #301's admission Minimum Data Set (MDS), with an Assessment Reference Date 
(ARD) of 12/17/2023, revealed Resident #301 had a Brief Interview for Mental Status (BIMS) score of 14, 
which indicated the resident was cognitively intact. According to the MDS, the resident was dependent on 
staff for showers and bathing. 

A review of Resident #301's comprehensive care plan revealed a Focus area, initiated on 12/15/2023, that 
indicated the resident had an activities of daily living (ADL) self-care performance deficit. Interventions dated 
12/15/2023 directed staff to shower the resident as scheduled or requested and to provide privacy during 
care. 

During an observation from the hallway of Shower Room A on 01/02/2024 at 9:52 AM, Resident #301 sat 
fully unclothed in a shower chair while Certified Nurse Aide (CNA) #12 gave them a shower. The shower 
room was located next to the elevator on the second floor, and the privacy curtain inside the shower room 
and the door were both open. During the observation, several people were observed coming out of the 
elevator and passing by the shower room door while Resident #301 received their shower. CNA #12 then 
noticed they were being observed and attempted to pull the privacy curtain to block the view of the resident; 
however, CNA #12 failed to completely close the privacy curtain, and Resident #301 remained exposed to 
passers-by in the hallway.

(continued on next page)
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During an interview on 01/05/2024 at 3:14 PM, CNA #12 said staff should provide privacy during showers by 
closing the shower room privacy curtain and the door. CNA #12 reported that he was distracted during 
Resident #301's shower on 01/02/2023, but when he noticed the surveyors in the hallway, he pulled the 
curtain. After the surveyor explained the resident was still visible from the hallway after he pulled the curtain, 
CNA #12 acknowledged he should have also closed the door.

2. A review of Resident #11's Admission Record revealed the facility admitted the resident on 10/19/2017 
with diagnoses that included senile degeneration of the brain, peripheral vascular disease, adult failure to 
thrive, and anxiety disorder.

A review of Resident #11's quarterly MDS, with an ARD of 12/14/2023, revealed a Staff Assessment for 
Mental Status (SAMS) determined Resident #11 had short- and long-term memory problems and severely 
impaired cognitive skills for daily decision making. According to the MDS, the resident was dependent on 
staff for showers and bathing.

A review of Resident #11's comprehensive care plan revealed a Focus area, initiated on 05/04/2020, that 
indicated the resident had a self-care deficit affecting their ability to bathe and shower. An intervention dated 
05/04/2020 directed staff to provide privacy during care.

During an observation on 01/05/2024 at 9:21 AM, CNA #13 transported Resident #11 from their room to the 
shower room in a shower chair. Although CNA #13 draped a sheet around the resident's front side, the 
resident's backside was visible from the opening in the back of the shower chair. 

During a subsequent observation on 01/05/2024 at 9:27 AM, CNA #13 transported Resident #11 from the 
third-floor shower room back to their room in a shower chair. Although the resident was covered by a bath 
blanket from their neck to their feet, a gap remained at the back of the shower chair, which rendered the 
resident's uncovered buttocks visible from the side each time CNA #13 turned a corner at a 90-degree angle. 
Resident #11's uncovered buttocks was visible twice during the transport, once when CNA #13 turned onto 
the resident's hallway and again when CNA #13 turned to enter the resident's room. 

During an interview on 01/05/2024 at 9:40 AM, CNA #13 stated that when they transported residents for 
showers, they completely covered the residents, including their backsides. CNA #13 said that Resident #11 
was a bit combative, but when they put the resident in the chair, they had covered them completely. CNA 
#13 said the resident pulled the blanket around themself and off their legs and speculated that when the 
resident did that, it might have pulled the sheet up in the back. 

During an interview on 01/05/2024 at 3:32 PM, Assistant Director of Nursing (ADON) #6 stated she expected 
CNAs to provide privacy for residents during showers. ADON #6 said CNAs should ensure residents were 
completely covered when taking them through the hallway to the shower room, then close the privacy curtain 
and keep the door closed during the shower.

During an interview on 01/05/2024 at 4:57 PM, the Director of Nursing (DON) stated staff should ensure 
residents' privacy during showers by pulling the privacy curtain and closing the door, unless the resident did 
not want the door closed. The DON verified that unclothed residents should not be visible in the hallways 
during showers and that staff should always close the privacy curtain to maintain privacy.
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During an interview on 01/05/2024 at 8:14 PM, the Chief Executive Officer (CEO) and [NAME] President 
stated staff should pull the privacy curtain and close the door to provide privacy for residents during showers. 
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Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to 
receiving treatment and supports for daily living safely.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42192

Based on observations, interviews, and facility policy review, the facility failed to ensure that 4 of 4 resident 
shower rooms were maintained in a clean and homelike condition.

Findings included:

A review of a facility policy titled Homelike Environment, revised in February 2021, revealed, Residents are 
provided with a safe, clean, comfortable and homelike environment and encouraged to use their personal 
belongings to the extent possible. The policy revealed, 2. The facility staff and management maximizes, to 
the extent possible, the characteristics of the facility that reflect a personalized, homelike setting. These 
characteristics include: a. clean, sanitary and orderly environment.

A review of a facility policy titled Cleaning and Disinfection of Environmental Surfaces, revised in August 
2019, revealed, Environmental surfaces will be cleaned and disinfected according to current CDC [Centers 
for Disease Control and Prevention] recommendations for disinfection of healthcare facilities and the OSHA 
[Occupational Safety and Health Administration] bloodborne pathogens standard. The policy revealed, 9. 
Housekeeping surfaces (e.g. [exempli gratia, for example], floors, tabletops) will be cleaned on a regular 
basis, when spills occur, and when these surfaces are visibly soiled. 10. Environmental surfaces will be 
disinfected (or cleaned) on a regular basis (e.g., daily, three times per week) and when surfaces are visibly 
soiled.

A review of a facility policy titled Maintenance Service, revised in December 2009, revealed that 
Maintenance service shall be provided to all areas of the building, grounds, and equipment. The policy 
revealed, 1. The maintenance department is responsible for maintaining the buildings, grounds, and 
equipment in a safe and operable manner at all times. 2. Functions of maintenance personnel include, but 
are not limited to: a. maintaining the building in compliance with current federal, state, and local laws, 
regulations, and guidelines. b. maintaining the building in good repair and free from hazards.

1. A review of Resident #79's admission Minimum Data Set (MDS), with an Assessment Reference Date 
(ARD) of 10/28/2023, revealed the resident was admitted to the facility on [DATE]. The MDS revealed 
Resident #79 had a Brief Interview for Mental Status (BIMS) score of 14, which indicated the resident was 
cognitively intact. The MDS revealed the resident required moderate assistance from staff with 
showering/bathing.

During an interview on 01/20/2024 at 5:34 PM, Resident #79 stated they were provided a shower once in a 
while and preferred to shower daily. Resident #79 stated the shower rooms looked terrible, were filthy, and 
unclean. Resident #79 stated the shower room had feces in one of the stalls, and they looked run down. 
Resident #79 stated they had not complained to the facility about the shower rooms because the staff should 
know what the shower rooms looked like without having to be told.

On 01/02/2024 at 10:07 AM, an observation of a third-floor shower room by Rooms 324 through 334 
revealed the finish was wearing from the tile on both the walls and the floor. A rust stain was running down 
the tile and grout underneath where the shower head was stored in a metal basket.

(continued on next page)
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On 01/04/2024 at 12:03 PM, an observation of the second-floor women's shower room revealed a musty 
smell, and the door slightly stuck when it was pushed open. The wall directly behind the entrance door 
contained a hole that was the shape, depth, and size of the doorknob on the back of the door. The tile on the 
floor and walls in both rooms was covered with paint, and about 40 percent (%) of the paint had been 
scraped or worn off throughout the room. All the silver shower fixtures contained several areas of severe 
rust, encompassing 25% of the surface. The storage room also contained a discolored sink with a black tube 
sticking out the top of it. The walls, floors, sink, and equipment were all dry, and the room did not appear to 
have been used for several hours. 

Observation of the second-floor men's shower room on 01/05/2024 at 12:49 PM revealed the paint was 
peeling from the floors, and the tile underneath was exposed. Multiple layers of peeling paint were visible. 
The tile above the shower head was dirty, with unknown brown stains. The drop ceiling tiles above the 
shower stalls had visible water damage, and water stains were visible along the wall underneath the vent fan.

Observation of the second-floor women's shower room on 01/05/2024 at 12:52 PM revealed dark blue paint 
on the floor was peeling, revealing approximately 40% of the white tile floor underneath. The paint was 
peeling off approximately 20% of the tile on the walls. Water stains were visible on the drop ceilings, and rust 
coated the shower heads and tubing parts of the shower stalls. A dark stain was visible in the remaining 
paint in the middle of the floor at a low spot in the floor. A wound dressing dated 12/27 was found in the first 
shower stall, and there was hair and a razor cover in the drain. The tiles had visible water damage. Two 
soiled washcloths remained in the shower room. A dark brown substance was visible on the floor of the 
second shower stall near the drain. Visible paint damage ran along the bottom of the storage room walls, 
inside and out. There was a doorknob shaped hole in the wall behind the main entry door. A drop ceiling tile 
was bowed out and did not fit into the frame.

During an interview on 01/05/2024 at 9:40 AM, Certified Nurse Aide (CNA) #13 stated she had been a CNA 
at the facility for six years. She stated she assisted residents with showers, and there were two shower 
rooms on the third floor, one for women on her side of the unit and another for the men on the opposite side 
of the unit. She stated each room had three stalls, large containers of soap, and a few sinks. She stated 
maintenance requests were documented in a logbook at the nurses' station, and any issues were addressed 
quickly by maintenance staff. She stated she would also verbally tell the maintenance staff of any issues if 
she passed them in the facility.

During an observation and interview on 01/05/2024 at 9:50 AM in a women's shower room, CNA #13 stated 
she was unsure how long the paint had been peeling in the shower room, and she acknowledged the grey 
tile underneath the dark-colored paint. CNA #13 stated the metal basket was rusting so bad it was about to 
come detached from the wall, and she would document the concern in the maintenance log. She stated that 
in the six years she had been employed at the facility, the state of the shower rooms had gotten 
progressively worse. She stated the paint on the walls began to chip first, and then the paint on the floor 
began to chip. She stated housekeeping cleaned the shower rooms daily. She stated she would not want to 
take a shower in that women's shower room.
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During an observation and interview on 01/05/2024 at 1:29 PM with CNA #21, while in the second-floor 
men's shower room, CNA #21 stated she had worked at the facility for less than three months. She stated 
she provided showers to residents. She stated that any maintenance requests were documented in the 
maintenance logbooks kept at the nurses' station, and she would also report it to them in person. CNA #21 
stated the men's shower room was in that condition when she started at the facility. She stated both shower 
rooms were used on the second floor. She stated she would not shower in the second-floor men's shower 
room.

During an interview on 01/05/2024 at 1:50 PM with CNA #21, while in the second-floor women's shower 
room, CNA #21 stated the shower room had been in its current condition when she started working at the 
facility. She stated she would not shower in that shower room and, if she could help it, no one else would 
either.

During an interview on 01/05/2024 at 1:57 PM, the Maintenance Manager stated she had been the manager 
for one year. She stated the maintenance department was made aware of issues through the maintenance 
request logbooks on the units and through word of mouth from staff. She stated maintenance requests were 
addressed by urgency and as issues arose. She stated maintenance projects were prioritized by immediacy 
and need. She stated she had been trying to fix the paint in the shower rooms since she started at the 
facility. She stated she had tried sandblasting the paint and painting over it, and neither method worked. 

During an observation and interview on 01/05/2024 at 2:01 PM with the Maintenance Manager, while in the 
second-floor women's shower room, the Maintenance Manager stated she was unaware of the damage to 
the ceiling tiles in the shower room and was unaware what the discoloration on the floor was. She stated the 
paint texture on the floors made them hard to clean. She stated she had tried sandblasting the paint in that 
shower room, and it took three hours to remove the paint from an eight-foot section of wall, and there was 
still paint left on the walls. She stated she had better luck when she took a knife and scraped the paint off. 
She stated there were multiple layers of paint to remove from the tiles. She stated an outside contractor was 
consulted about redoing all the tile in the shower room, but it would be over 10,000 dollars ($) to replace the 
tile in that shower room. She stated they could only work on one shower room at a time to ensure residents 
got showers, but it would cause a back-up in residents needing to get showers.

During an observation and interview on 01/05/2024 at 2:07 PM with the Maintenance Manager, while in the 
second-floor men's shower room, the Maintenance Manager stated she had repainted that shower room in 
hopes of making it look better, but the paint was already peeling. She peeled a large flake of paint from the 
tile on the wall next to her during the interview. She stated there had been some issues with the plumbing up 
on the third floor, and the brown residue on the wall along the ceiling was from when the plumbers came to 
fix the pipes. She stated the paint was mismatched in the shower room and was dark.

During an observation and interview on 01/05/2024 at 2:13 PM with the Maintenance Manager, while in the 
third-floor women's shower room, the Maintenance Manager stated she had not done anything in that 
shower room, but it had the same issues as the other shower rooms. She stated the tile missing from behind 
the door in that shower room was a safety hazard and should be repaired. She stated she spoke with the 
Director of Staff Development (DSD) to educate the nursing staff about documenting work orders in the 
maintenance log. Observation revealed the kick plate on the front of the shower room door was detached 
from the door.
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During an interview on 01/05/2024 at 3:10 PM, the [NAME] President (VP) stated they wanted to make the 
shower rooms nicer, so they painted them. He stated that a month later, the paint started peeling. He stated 
that when he went back to the store and told them what happened, they got a primer and then got paint from 
another store. He stated they painted the shower rooms over a year ago, and it looked nice for a few months, 
then it started peeling. He stated they had repainted the shower rooms a few times so far. He stated the tile 
was fine when it was white, but the staff felt like adding color would help in the shower rooms. He stated the 
tile was white, and they painted it blue, then brown. He stated the tile looked bad because of the paint 
peeling. He stated the tile underneath the paint was fine. He stated quotes from contractors for the tile work 
had only been verbal and were between $50,000 and $60,000 to retile all the shower rooms.

During an interview on 01/05/2024 at 3:38 PM, Assistant Director of Nursing (ADON)/Infection Preventionist 
(IP) #23 stated he had worked at the facility since July 2021. He stated he looked at the shower rooms with 
the VP that day (01/05/2024) and stated the appearance of the shower rooms were not good. He stated he 
would choose a lighter color of paint so staff could identify the presence of mold and dirt. He stated he would 
not take a shower in any of the shower rooms in the facility. He stated a lighter color would look more neat 
and clean.

During an interview on 01/05/2024 at 5:53 PM, the Director of Nursing (DON) stated the shower rooms 
needed to be cleaned after a resident's shower and all trash and debris should be removed. She stated the 
shower rooms should be home-like, with no black stains or peeling paint. She stated the shower rooms 
should be maintained well. She stated she would not take a shower in the facility's shower rooms.

45714

2. On 01/03/2024 at 11:04 AM, an observation of the third-floor men's shower room revealed the floor and 
walls were painted over and had blue and tan peeling paint throughout the shower room. Black and brown, 
wet, and fuzzy substances were observed in each of the three shower stalls on the floors and walls about 4 
feet (ft) long by 4 ft wide. 

On 01/05/2024 at 8:41 AM, an observation of the third-floor men's shower room revealed the floor and walls 
were painted over and had blue and tan peeling paint throughout the shower room. Black and brown, wet, 
and fuzzy substances were observed in each of the three shower stalls on the floors and walls about 4 ft long 
by 4 ft wide.

During an interview on 01/05/2024 at 8:48 AM, Housekeeper/Janitor Employee (HE) #7 stated she was 
responsible for cleaning shower rooms on the third floor. She stated she cleaned the shower rooms two 
times a day. She stated the paint was peeling off the tiles throughout the whole shower room, and the tiled 
floors and walls had brown and black, wet and dirty substances on them. She said she expected the 
bathroom to be in good repair and clean. 

During an observation and interview on 01/05/2024 at 9:57 AM with Certified Nurse Aide (CNA) #13 in the 
third-floor men's shower room, CNA #13 stated the paint had been progressively peeling in that shower 
room. She stated she had not notified maintenance staff about the peeling paint. She stated she would not 
want to shower in that shower room.
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During an interview on 01/05/2024 at 9:44 AM, the Maintenance Manager stated she was aware of the 
chipping paint all over the shower floors and walls. She stated she tried to paint the bathroom with epoxy 
paint, but it started peeling and chipping. She stated she planned to sand the paint off the tiles, but that 
depended on when they had the money to do so due to the facility's budget. She stated the shower room 
had been in the same condition for about a year. She stated she expected residents to reside in a safe, 
clean, and homelike environment in good repair. 

During an interview on 01/05/2024 at 11:11 AM, the Director of Nursing (DON) stated she started working at 
the facility a week ago. She stated she made rounds throughout the facility one to two times a day. She said 
she was aware of the paint peeling in the shower rooms but had not seen the brown and black dirty 
substances on the tiles. She stated housekeeping staff should clean the shower rooms daily, including the 
shower room tiles. She stated she expected a clean and homelike environment. 

During an interview on 01/05/2024 at 1:09 PM, the Assistant Director of Nursing (ADON)/ Infection 
Preventionist #23 stated that housekeeping should be completed daily, and that the maintenance department 
was responsible for monitoring cleanliness. He stated the building should be maintained in good condition, 
and there should not be dirty substances in the shower room. He stated he expected the building to be clean 
and well-maintained and to have a homelike environment for the residents. 

During an interview on 01/05/2024 at 5:53 PM, the DON stated the shower rooms needed to be cleaned after 
a resident's shower and all trash and debris should be removed. She stated the shower rooms should be 
homelike, with no black stains or peeling paint. She stated the shower rooms should be maintained well. She 
stated she would not take a shower in the facility's shower rooms.

During an interview on 01/05/2024 at 3:10 PM, the [NAME] President (VP) stated they wanted to make the 
shower rooms nicer, so they painted them. He stated that a month later, the paint started peeling. He stated 
that when he went back to the store and told them what happened, they got a primer and then got paint from 
another store. He stated they painted the shower rooms over a year ago, and it looked nice for a few months, 
then it started peeling. He stated they had repainted the shower rooms a few times so far. He stated the tile 
was fine when it was white, but the staff felt like adding color would help in the shower rooms. He stated the 
tile was white, and they painted it blue, then brown. He stated the tile looked bad because of the paint 
peeling. He stated the tile underneath the paint was fine. He stated quotes from contractors for the tile work 
had only been verbal and were between $50,000 and $60,000 to retile all the shower rooms.

During an interview on 01/05/2024 at 6:43 PM, the Chief Executive Officer (CEO) stated they had the shower 
rooms painted, and then the paint started coming off after they were painted. She stated they were going to 
have to take the paint off and redo it. She stated the housekeeping employees should be cleaning the 
shower rooms daily. She stated she expected the facility to be clean, homelike, and in good repair.
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PASARR screening for Mental disorders or Intellectual Disabilities

42192

Based on interviews, record review, and facility policy review, the facility failed to include a diagnosis of a 
major mental illness on a Preadmission Screening and Resident Review (PASRR) Level I for 1 (Resident 
#26) of 2 sampled residents reviewed for PASRR screenings.

Findings included:

A review of a facility policy titled Admission Criteria, revised in March 2019, revealed 9. All new admissions 
and readmissions are screened for mental disorders (MD), intellectual disabilities (ID) or related disorders 
(RD) per the Medicaid Pre-Admission Screening and Resident Review (PASARR) process. a. The facility 
conducts a Level I PASARR screen for all potential admissions, regardless of payer source, to determine if 
the individual meets the criteria for a MD, ID or RD. b. If the level I screen indicates that the individual may 
meet the criteria for a MD, ID, or RD, he or she is referred to the state PASARR representative for the Level 
II (evaluation and determination) screening process.

A review of Resident #26's Admission Record revealed the facility admitted Resident #26 on 03/06/2014 with 
a diagnosis that included schizophrenia. Further review of the Admission Record revealed the resident had a 
medical history of diagnoses that also included epilepsy and Parkinson's disease.

A review of Resident #26's quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) 
of 09/20/2023, revealed Resident #26 had a Staff Assessment for Mental Status (SAMS) that indicated the 
resident had short- and long-term memory problems. The MDS revealed the resident had severely impaired 
cognitive skills for daily decision-making. The MDS revealed the resident was totally dependent on staff for 
bed mobility, dressing, eating, toilet use, and personal hygiene. The MDS revealed the resident had 
diagnoses that included schizophrenia, epilepsy, and Parkinson's disease.

A review of Resident #26's care plan revealed a Focus area, with an initiation date of 02/28/2015, that 
indicated the resident had an activity of daily living (ADL) self-care deficit related to schizophrenia, 
Parkinson's disease, epilepsy, torticollis (neck muscles cause the head to tilt).

A review of Resident #26's Order Summary Report for Active Orders As Of 01/02/2024 revealed the 
resident's diagnoses included schizophrenia.

A review of Resident #26's Preadmission Screening and Resident Review (PASRR) Level I Screening 
Document dated 07/03/2018 revealed the PASRR submission was for a Resident Review Status Change. 
The PASRR did not reveal a diagnosis of schizophrenia, and Section V-Mental Illness was left blank.

A review of a PASRR Level I determination letter from the Department of Health Care Services dated 
07/05/2018 revealed, Considering your neurocognitive status additional specialized mental health services 
are not recommended at this time.

(continued on next page)
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During a telephone interview on 01/04/2024 at 4:22 PM, the Administrator stated residents were admitted to 
the facility with a completed PASRR Level I screening from the hospital, where it was completed. He stated 
that if any additional screening was needed, the facility completed the paperwork and requested a PASRR 
Level II evaluation. He stated that in 2018, the facility staff was completing the PASRR Level I screenings for 
residents admitted to the facility. He stated the Assistant Director of Nursing (ADON) #23 or Registered 
Nurse (RN)-MDS #22 would have completed the screening at that time. He stated he was unsure if 
schizophrenia would be indicated on the PASRR Level I screening. He stated he did not know of any 
residents who required a Level II screening that did not have one.

During an interview on 01/05/2024 at 4:36 PM, the Director of Nursing (DON) stated she had been working 
at the facility for one week. She stated that ADON #23 was to double-check the PASRR evaluations that 
came from the hospital for accuracy. 

During an interview on 01/05/2024 at 3:38 PM, ADON #23 stated he had worked at the facility since July 
2021. He stated he checked the PASRR Level I evaluations for accuracy of diagnosis, medications, and the 
condition of the resident. He stated the facility admitted Resident #26 with a diagnosis of schizophrenia and 
stated he did not see it indicated on the Level I screening. He stated that if the state's PASRR office was not 
aware of a mental illness diagnosis, then they would not be able to evaluate the resident for it. 

During an interview on 01/05/2024 at 7:26 PM, the Chief Executive Officer (CEO) said PASRR Level I 
evaluations should be accurate and thorough. She stated the facility's nurses used to complete the Level I 
screenings, but now hospital staff complete them.
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Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

35314

Based on observation, interview, record review, and facility policy review, the facility failed to ensure 
comprehensive care plans reflected all care needs for 1 (Resident #400) of 2 sampled residents reviewed for 
hospice services, 1 (Resident #15) of 1 sampled resident reviewed for clothing preferences, 1 (Resident #86) 
of 1 sampled resident reviewed for behavioral needs, and 1 (Resident #49) of 1 sampled resident reviewed 
for an indwelling urinary catheter. Specifically, the facility failed to ensure:

1. Resident #400's comprehensive care plan accurately reflected the resident's current hospice provider and 
contact information;

2. Resident #15's comprehensive care plan reflected the resident's preference to wear a hospital gown 
instead of personal clothing;

3. Resident #86's comprehensive care plan identified the resident's documented behaviors and directed staff 
how to respond; and

4. Resident #49's comprehensive care plan identified the use of an indwelling urinary catheter and directed 
staff on the care needs associated with the resident's catheter.

Findings included:

A review of a facility policy tilted, Care Plans - Comprehensive, revised in October 2010, revealed, An 
individualized comprehensive care plan that includes measurable objectives and timetables to meet the 
resident's medical, nursing, mental and psychological needs is developed for each resident. The policy 
further specified, 2. The comprehensive care plan is based on a thorough assessment that includes, but is 
not limited to, the MDS [Minimum Data Set]. 3. Each resident's comprehensive care plan is designed to: a. 
Incorporate identified problem areas; b. Incorporate risk factors associated with identified problems; c. Build 
on the resident's strengths; d. Reflect the resident's expressed wishes regarding care and treatment goals; e. 
Reflect treatment goals, timetables and objectives in measurable outcomes; f. Identify the professional 
services that are responsible for each element of care. 

1. A review of an Admission Record revealed the facility admitted Resident #400 on 12/11/2023 with 
diagnoses that included unspecified dementia and encounter for palliative care. 

A review of an admission Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 
12/18/2023, revealed Resident #400 had a Brief Interview for Mental Status (BIMS) score of 3, indicating the 
resident had severe cognitive impairment. According to the MDS, Resident #400 received hospice services 
while a resident of the facility.

(continued on next page)
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A review of Resident #400's Order Summary Report, listing active orders as of 01/01/2024, revealed an 
order dated 12/11/2023 to call Hospice Company #24 for any concerns. The order included contact numbers 
and a fax number. The Order Summary Report also included an order dated 12/21/2023 to admit Resident 
#400 to Hospice Company #24. 

A review of Resident #400's comprehensive care plan revealed a Focus area, initiated on 12/12/2023 and 
revised on 12/31/2023, that indicated Resident #400 was receiving hospice services. An intervention dated 
12/12/2023 noted Hospice Company #25 provided the resident with hospice services. The care plan also 
included the address, phone numbers, and a fax number for Hospice Company #25. 

An observation on 01/03/2024 at 2:27 PM revealed a hospice care binder for Resident #400 was located 
behind the nurses' desk. The binder and its contents reflected Resident #400 was receiving hospice services 
from Hospice Company #24 and not Hospice Company #25 as the care plan reflected. 

During an interview on 01/04/2024 at 3:01 PM, Registered Nurse (RN)/MDS #22 stated the nurses working 
on the floor were responsible for updating residents' care plans, and RN/MDS #22 also updated care plans 
and interventions and removed resolved issues. RN/MDS #22 stated Resident #400's current hospice 
company should be listed on their care plan. 

During an interview on 01/04/2024 at 4:16 PM, the Administrator stated the interdisciplinary team should 
update residents' care plans on an as needed basis. The Administrator said Resident #400's care plan 
should reflect the resident's current hospice provider. 

During an interview on 01/05/2024 at 2:26 PM, Assistant Director of Nursing (ADON)/Infection Preventionist 
(IP) #23 stated residents' care plans were updated by the interdisciplinary team, including ADON/IP #23, the 
Director of Nursing (DON), and RN/MDS #22. ADON/IP #23 said when a resident was receiving hospice 
services, their care plan should always reflect the current hospice provider.

During an interview on 01/05/2024 at 3:31 PM, the DON stated Resident #400's current hospice provider 
should be included on their care plan. The DON said it was important for the care plan to reflect the correct 
hospice company information because facility staff used the information to collaborate with the hospice 
company regarding the resident's care.

45714

2. A review of an Admission Record revealed the facility admitted Resident #15 on 11/14/2023 with 
diagnoses that included chronic kidney disease, muscle wasting and atrophy, and hypertension. 

A review of an admission Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 
11/20/2023, revealed a Staff Assessment for Mental Status (SAMS) determined that Resident #15 had short- 
and long-term memory problems and severely impaired cognitive skills for daily decision making. According 
to the MDS, the resident's family or significant other reported it was very important for the resident to choose 
what clothes to wear. 

A review of Resident #15's comprehensive care plan revealed a Focus area, initiated on 11/14/2023, that 
indicated the resident had a self-care deficit related to dressing and grooming. Interventions initiated on 
11/14/2023 directed staff to encourage the resident to make choices associated with dressing/grooming and 
to provide clean and age-appropriate clothing daily. 

(continued on next page)
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On 01/02/2024 at 10:12 AM, Resident #15 was observed in bed in a hospital gown. 

On 01/03/2024 at 10:51 AM, Resident #15 was observed in bed in a hospital gown. 

During an interview on 01/03/2024 at 11:16 AM, Certified Nurse Aide (CNA) #18 stated Resident #15 did not 
want to wear regular clothes and refused to be dressed in anything other than a hospital gown. 

During an interview on 01/04/2024 at 10:51 AM, CNA #13 stated Resident #15 had refused to put on 
personal clothing daily since the time of admission and preferred to be dressed in a gown. CNA #13 said she 
offered to dress Resident #15, but the resident refused. She stated there was not a way to document 
refusals, but she informed the nurse when the resident refused.

During an interview on 01/04/2024 at 11:03 AM, Registered Nurse (RN) #17 stated the CNAs offered to 
dress Resident #15 during care encounters, but the resident refused. 

During a follow-up interview on 01/05/2024 at 2:26 PM, RN #17 stated she should have updated Resident 
#15's care plan to reflect the resident's refusal to wear personal clothing. She stated the care plan should 
accurately reflect the resident's status. 

During an interview on 01/05/2024 at 11:03 AM, CNA #19 said she offered to put personal clothing on 
Resident #15, but the resident shook their head no and pointed to the gown, so she let the resident wear a 
hospital gown. She stated she informed the nurse when a resident refused care. 

During an interview on 01/05/2024 at 1:33 PM, Assistant Director of Nursing (ADON) #23 stated Resident 
#15's care plan should reflect the resident's preference to wear a hospital gown and refusals to wear 
personal clothing. He stated the nurses should have initiated a care plan. 

During an interview on 01/05/2024 at 5:42 PM, the Director of Nursing (DON) stated that refusing to wear 
personal clothing was a resident-specific preference, so it should have been reflected on the care plan. He 
stated the nurses or any clinical staff should put resident preferences on the care plans. The DON stated he 
expected care plans to include preferences, be accurate, and fully reflect the resident's status. 

During an interview on 01/05/2024 at 6:52 PM, the Chief Executive Officer (CEO) stated that resident 
refusals and preferences should be reflected on care plans. She stated she expected care plans to be 
comprehensive and contain preferences and refusals. 

42192

3. A review of Resident #86's Admission Record revealed the facility admitted Resident #86 on 07/06/2023. 
According to the Admission Record, the resident had a medical history that included diagnoses of cerebral 
infarction (stroke), urinary tract infection (UTI), dysphagia (difficulty swallowing), anemia, encephalopathy (a 
disease affecting the functioning of the brain), chronic obstructive pulmonary disorder (COPD), unsteadiness 
on the feet, weakness, unspecified convulsions, and fracture of the sacrum.

(continued on next page)
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A review of a quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 11/13/2023, 
revealed Resident #86 had a Brief Interview for Mental Status (BIMS) score of 3, indicating the resident had 
severe cognitive impairment. According to the MDS, the resident required substantial/maximal assistance 
with showering or bathing. 

A review of Resident #86's Progress Notes for the timeframe from 07/06/2023 to 12/24/2023 revealed the 
following Licensed Nurse's Notes regarding behaviors displayed by Resident #86:

- A note dated 09/27/2023 indicating that, at 7:05 AM that morning, the resident's room was full of water from 
the resident's bathroom. The resident had put plastics bags, paper towels, and tissue in the toilet and 
clogged the toilet. The resident also put their clothes in the sink and turned the water on and spent two to 
three hours in the bathroom washing their clothes. According to the note, the incidents were getting worse 
because the resident refused to listen to the staff, so the faucet handle was temporarily taken out so that 
staff could find a solution for the resident's behavior of flooding their room. The note indicated the resident 
was provided education on not washing their clothes in the bathroom and that the staff would take their 
clothes to the laundry room, but the resident continued washing their clothes. 

- A note dated 10/15/2023 that indicated the resident entered the shower room unassisted and refused to 
come out. A certified nurse aide (CNA) reported the resident was agitated when redirected but eventually 
agreed to return to their room. According to the note, the resident liked to take a shower every day for one to 
two hours. Resident #86 was educated about their assigned shower days (Monday and Thursday) and the 
facility protocol that no resident should be in the shower room unassisted or without staff present.

- A note dated 10/17/2023 that indicated the resident was not compliant with care. According to the note, 
Resident #86 continued to enter the shower room unassisted, despite having been educated multiple times 
not to go in the shower room without staff. The note further indicated a CNA provided two showers to the 
resident on 10/17/2023, but it was not enough for the resident, as they still wanted to take another shower. 

-A note dated 10/18/2023 at 4:26 AM that indicated the resident was restless and insistent on taking a 
shower. The resident was assisted with a shower and assisted back to their room.

-A note dated 11/01/2023 at 9:11 PM that indicated the resident not only liked to take multiple showers a 
day, but the resident also took plastic cups and whatever items they found in the refrigerator and placed the 
items into the microwave. According to the note, the resident got agitated whenever staff tried to redirect 
them and stopped them from placing the items into the microwave. 

(continued on next page)
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A review of Resident #86's comprehensive care plan revealed a Focus area, initiated on 08/07/2023, that 
indicated the resident had an activities of daily living (ADL) self-care deficit. An intervention dated 08/07/2023 
directed staff to shower the resident as scheduled or requested. Another Focus area, initiated on 08/07/2023, 
indicated Resident #86 was at risk for injury related to deconditioning, a history of falls, a language barrier, 
and non-compliance, including getting up unassisted, not using the call light, and their perceived sense of 
independence. An intervention dated 08/07/2023 directed staff to provide close supervision when resident 
starts showing unsafe behavior. A Focus area, initiated on 10/17/2023, indicated the resident was at risk for 
elopement and wandering related to an episode of trying to get out of the facility but was redirected by staff. 
An intervention dated 10/17/2023 directed staff to address wandering behaviors by walking with the resident, 
attempting to redirect the resident away from inappropriate areas, or by engaging the resident in diversional 
activities. The comprehensive care plan did not identify or address how staff should respond to the 
documented behaviors displayed by Resident #86, including flooding the bathroom in their room, washing 
their clothes in the sink, putting inappropriate items in the microwave, being combative with staff, and taking 
multiple excessively long showers per day. 

On 01/02/2024 at 9:18 AM, Resident #86 was observed exiting a nourishment room on the third floor. The 
resident retrieved something from the microwave and then began making their way up the hallway. At 9:21 
AM, the Director of Staff Development (DSD) saw the resident in the hallway and offered them assistance to 
their room, but the resident resisted her assistance. CNA #10 saw the interaction and went to assist the DSD 
and told her to be careful because the resident could be combative at times. 

During an interview on 01/04/2024 at 1:59 PM, CNA #10 stated if a resident was having behaviors, he would 
try to speak to them and see if they needed anything or try to redirect the resident to something else they 
enjoyed. He stated he would also notify the charge nurse of any behaviors, and the nurse would instruct him 
on any interventions to try. CNA #10 stated he was familiar with Resident #86 and had heard about the 
resident clogging their restroom toilet but was not on shift for that event. He stated the resident always 
wanted to take a shower and would be in there for hours. He stated the resident would enter the shower 
room and lock the door from the inside. He stated the resident was combative with staff, especially female 
staff, whenever they attempted to redirect the resident. 

During an interview on 01/04/2023 at 3:11 PM, Registered Nurse (RN)/MDS #22 stated she completed the 
initial care plans, as well as added or removed goals and interventions for residents as they arose. She 
stated she would come into the facility to see the residents but completed most of the care plans remotely 
using the residents' progress notes and assessments. She stated the nursing supervisors, social workers, 
and the floor nurses should be updating interventions and could initiate goals for residents in the care plan. 
She stated that, upon her last review of Resident #86's care plan, she reviewed the physician's notes and 
progress notes and did not come across any documentation of behaviors. After the surveyor provided 
RN/MDS #22 the dates of the progress notes about the resident's behaviors, she was able to locate and 
review the information. After reviewing the information in the resident's progress notes, she stated Resident 
#86's care plan did not reflect the resident's behaviors of flooding restrooms, being combative with staff, or 
excessively long showers. She stated the resident's behaviors should have been added to the care plan by 
the floor nurses on shift.
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During a telephone interview on 01/04/2024 at 4:22 PM, the Administrator stated care plans were updated by 
the interdisciplinary team (IDT) and should be discussed and updated during care plan meetings. The 
Administrator stated the IDT had discussed Resident #86's behaviors, including combative behavior, long 
showers, and flooding the restroom. He said these behaviors should have been added to the resident's care 
plan. 

During an interview on 01/05/2024 at 9:40 AM, CNA #13 stated she worked with Resident #86 on a regular 
basis. She stated she checked on Resident #86 every 15 minutes and informed the nurse of any behaviors 
during the shift. She stated Resident #86 was independent with ambulation and bed mobility. She stated the 
resident would wash their clothes in their bathroom sink, take long showers, and had flooded their room. She 
stated the flood was so bad the toilet had to be replaced. She stated she had found the resident using the 
microwave multiple times in the nourishment room and would redirect them away and remind them to ask for 
staff assistance with the microwave. She stated behaviors such as those demonstrated by Resident #86 
should be addressed in the resident's care plan.

During an interview on 01/05/2024 at 10:36 AM, Licensed Vocational Nurse (LVN) #14 stated he was able to 
access the residents' care plans and was able to make updates and add new interventions. He stated the 
nursing supervisor would typically create new care plan objectives and the nurses working on the floor would 
update interventions, including behaviors. He stated he was familiar with Resident #86 and was the 
resident's assigned nurse that very day. He stated the resident was a wander risk who used to reside in the 
back of the unit next to a shower room. He stated the resident was moved because of their behaviors of 
flooding the shower room and taking excessively long showers. He stated the resident also had a behavior of 
heating up food in the microwave, but the resident was unaware of how long items should be heated. He 
stated the resident hit a number and was not aware of how long the item was heated or how hot it would be 
when it was done. He stated the staff had to be aware of where the resident was while they were out of their 
room and walking around the unit. He stated after Resident #86 was moved away from the shower room a 
few weeks ago, the resident started doing laundry in their sink and flooding their restroom. He stated the 
resident used a walker for ambulation but would forget to use it. He stated the resident was very strong and 
capable of pushing through staff members.

During an interview on 01/05/2024 at 4:00 PM, LVN #15 stated residents' behaviors were documented in the 
residents' nursing notes and their care plans. She stated interventions and behaviors should be added to the 
care plan when they were first identified, upon a change of condition, and with any changes in behaviors. 
She stated it was important to update the care plan to reflect behaviors and interventions so that staff were 
knowledgeable of the resident and their needs. LVN #15 stated she worked with Resident #86 regularly and 
was familiar with their behaviors, including taking multiple long showers a day without the assistance of staff, 
putting things in the microwave to heat them up, flooding their room, and washing their clothes in the sink. 
She stated the resident started microwaving things a month prior and had been taking long showers for the 
past four or five months. After reviewing Resident #86's care plan, LVN #15 confirmed these known 
behaviors had not been added or documented on the resident's care plan. 
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During an interview on 01/05/2024 at 3:38 PM, Assistant Director of Nursing (ADON) #23 stated care plan 
interventions were specific to the needs of each resident. He stated the IDT, nurses, and social services staff 
updated the care plans, but noted all staff members could make intervention suggestions. He stated behavior 
care plans were added after a change of condition evaluation was completed for a resident. He stated 
residents were referred to the facility psychiatric nurse practitioner ,who would suggest interventions that 
were discussed in IDT meetings, and any decisions were relayed to the medical director and family for 
approval. He stated a behavior should be added to the care plan as soon as a behavior was identified so a 
short-term plan could be enacted and monitored. He stated a short-term plan could become a long-term plan 
and adjusted as needed. ADON #23 stated he was familiar with Resident #86 and their behaviors, including 
taking multiple showers, clogging the sink, flooding their room, and washing their clothes in the sink. He 
stated the resident used to reside closer to the shower room but was moved due to their behaviors. He 
stated the resident was now closer to the nurses' station in a high traffic area away from the shower rooms.

During an interview on 01/05/2024 at 5:53 PM, the Director of Nursing (DON) stated residents' behaviors 
were evaluated and assessed. She stated behaviors could be a short- or long-term issue and should be 
added to the care plan. She stated new behaviors should be added to the care plan as soon as they were 
identified, and additional approaches should be added for recurrence of the behavior. She stated she was 
new to the facility, so she was unfamiliar with Resident #86's behaviors, but confirmed the resident's care 
plan should have been updated to reflect the behaviors when the behaviors first began. 

During an interview on 01/05/2024 at 7:26 PM, the Chief Executive Officer (CEO) stated the facility should 
identify residents' behaviors as they occur and stated the behaviors should immediately be added to the care 
plan. 

28193

4. A review of an Admission Record revealed the facility admitted Resident #49 on 11/02/2018. According to 
the Admission Record, the resident had a medical history that included diagnoses of hemiplegia and 
hemiparesis, urinary tract infection, cystitis, and extended spectrum beta lactamase (ESBL) resistance. 

A review of a quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 11/15/2023, 
revealed a Staff Assessment for Mental Status (SAMS) determined Resident #49 had short- and long-term 
memory problems with severely impaired cognitive skills for daily decision making. According to the MDS, 
the resident had an indwelling urinary catheter. 

A review of Resident #49's Order Summary Report, listing orders for the timeframe from 09/01/2023 to 
01/31/2024, revealed active orders dated 09/14/2023 for an indwelling urinary catheter related to a urinary 
tract infection (UTI) and urinary retention and urinary catheter care every shift.

Review of Resident #49's comprehensive care plan revealed a Focus area, initiated on 12/10/2020, that 
indicated the resident was incontinent of bladder and bowel and had a toileting deficit. Resident #49's 
comprehensive care plan did not address the resident's indwelling urinary catheter or specific care needs 
related to their catheter. 
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On 01/02/2024 at 9:15 AM, during initial tour, an observation was made of Resident #49. The resident had 
an indwelling urinary catheter with a urinary drainage bag in a privacy bag. 

On 01/03/2024 at 3:56 PM, an observation was made of Resident #49. The resident had an indwelling 
urinary catheter with a urinary drainage bag in a privacy bag.

During an interview on 01/05/2024 at 1:43 PM, Assistant Director of Nursing (ADON) #6 stated she expected 
someone with an indwelling urinary catheter to have a care plan addressing how staff should take care of it. 

During an interview on 01/05/2024 at 1:14 PM, the Director of Nursing (DON) stated her expectation was for 
residents with an indwelling urinary catheter to have a care plan addressing how to take care of it. 

During an interview on 01/05/2024 at 7:41 PM, the Chief Executive Officer (CEO) and [NAME] President 
agreed indwelling urinary catheters should be addressed in care plans. 
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Ensure services provided by the nursing facility meet professional standards of quality.

28193

Based on observation, interviews, record review, facility policy review, and Centers for Disease Control and 
Prevention (CDC) guidelines, the facility failed to ensure services provided met professional standards of 
quality for 1 (Resident #50) of 1 resident reviewed for an intramuscular injection. Specifically, Registered 
Nurse (RN) #3 prepared an intramuscular injection by reconstituting the medication and then used the same 
needle to administer the medication to the resident. Furthermore, RN #3 stuck the resident with the needle, 
removed the needle prior to administering the medication, then re-stuck the resident with the same needle 
and administered the medication.

Findings included:

A review of a facility policy titled Intramuscular Injections, revised in March 2011, revealed, 10. Inject needle 
quickly and firmly at a 90-degree angle into muscle. 11. After needle enters the site, grasp the lower end of 
the syringe barrel with nondominant hand. Move dominant hand to end of plunger. Avoid moving the syringe. 
12. Slowly inject medication. 13. Withdraw needle quickly while placing alcohol swab gently above or over 
site. 14. Massage site lightly. 15. Discard uncapped needle and syringe into designated sharps container.

A review of a facility policy titled Conformity with Laws and Professional Standards, revised in April 2007, 
revealed, Our facility operates and provides services in compliance with current federal, state, and local 
laws, regulations, codes and professional standards of practice that apply to our facility and types of services 
provided. The policy further indicated, 3. Our facility's policies, procedures and operational practices are 
developed and maintained in accordance with current accepted professional standards and principles as well 
as current commonly accepted health standards, established by national organizations, boards and councils 
(e.g. [exempli gratia, for example], Centers for Disease Control, boards of nursing, etc. [and so on]).

A review of the CDC website https://www.cdc.gov/injectionsafety/patients.html revealed an article on 
Injection Safety Information for Patients that stated, Healthcare providers (doctors, nurses and anyone 
providing injections) should never reuse a needle or syringe either from one patient to another or to withdraw 
medication from a vial.

A review of Resident #50's Admission Record revealed the facility admitted the resident on 11/08/2023. 
According to the Admission Record, the resident had a medical history that included diagnoses of acute 
pyelonephritis (inflammation of the kidney due to bacterial infection), diabetes mellitus, atherosclerotic heart 
disease (thickening or hardening of the arteries), chronic systolic heart failure (left ventricular weakness), and 
benign prostatic hyperplasia (enlarged prostate).

A review of Resident #50's admission Minimum Data Set (MDS), with an Assessment Reference Date (ARD) 
of 11/14/2023, revealed Resident #50 had a Brief Interview for Mental Status (BIMS) score of 15, which 
indicated the resident was cognitively intact. The MDS revealed the resident had an active diagnosis of 
urinary tract infection (UTI) within the last 30 days of the assessment period.
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A review of Resident #50's Order Summary Report, listing all orders for the timeframe from 11/01/2023 to 
01/31/2024, revealed an order dated 12/31/2023 for ertapenem sodium (antibiotic) injection solution 
reconstituted 1 gram (gm) inject 500 milligrams (mg) intramuscularly one time a day for UTI for four days. 
Directions include to use 3.2 milliliters (ml) of lidocaine (anesthetic) for reconstitution with 1 gm of ertapenem 
and give 1.6 ml (500 mg).

During an observation on 01/04/2024 at 8:17 AM, RN #3 prepared an intramuscular injection for 
administration to Resident #50. RN #3 verified the medication and, with a needle and syringe, added 3.2 ml 
of air into the lidocaine, then withdrew 3.2 ml of lidocaine. RN #3, using the same needle and syringe, added 
the lidocaine to the bottle of ertapenem. She then withdrew the needle, recapped it, and rolled the vial 
between her hands. RN #3 then used the same needle and syringe a second time, aspirated 1.6 ml of the 
ertapenem medication into the syringe, and recapped the needle again. She grabbed a small medication 
tray, laid the same syringe on the tray with two alcohol wipes, and then walked into Resident #50's room. RN 
#3 prepped the resident's right deltoid muscle with an alcohol wipe, removed the cap of the same needle 
(previously used to reconstitute the ertapenem), and quickly inserted the needle approximately one-half the 
way in. Resident #50 flinched their arm and said, Ouch. RN #3 removed the needle from the resident's arm 
prior to administering the medication, reinserted the same needle back into the resident's deltoid muscle, and 
administered the medication.

During an interview on 01/05/2024 at 1:43 PM, Assistant Director of Nursing (ADON) #6 stated there should 
be two needles used, one to draw up the medication and another to administer the medication. She said a 
reused needle would be unclean and dull.

During an interview on 01/05/2024 at 1:14 PM, the Director of Nursing (DON) stated a needle should never 
be used more than one time because that could cause a greater risk of infection and the needle could be 
dull. She said if the needle were dull, the injection could be painful and not go in properly. The DON stated 
one needle should be used to draw up the medication and another to administer the shot.
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Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject to 
physician orders and the resident’s advance directives.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42192

Based on observations, interviews, record review, and facility policy review, the facility failed to ensure each 
resident's electronic health record (EHR) and physical medical chart accurately and consistently reflected 
their treatment wishes, including their decision regarding cardiopulmonary resuscitation (CPR), for 3 
(Residents #39, #12, and #92) of 13 sampled residents reviewed for advance directives. 

Specifically, the facility failed to ensure residents' orders regarding code status (guidance to medical 
providers regarding the resuscitation efforts one would like to receive in the event they were found in cardiac 
arrest or not breathing), physical medical chart, and visual indicator on their chart all matched and reflected 
the resident's treatment wishes as directed by their current Physician Orders for Life Sustaining Treatment 
(POLST). 

Findings included:

A review of a facility policy titled Advance Directives, revised in [DATE], revealed, h. Physician Orders for 
Life-Sustaining Treatment (or POLST) paradigm form- a form designed to improve patient care by creating a 
portable medical order form that records patients treatment wishes so that emergency personnel know what 
treatments the patient wants in the event of a medical emergency, taking the patients current medical 
condition into consideration.

1. A review of Resident #39's Admission Record revealed the facility admitted the resident on [DATE] with 
diagnoses that included cerebral infarction (stroke), Parkinson's disease, and post-traumatic stress disorder. 
The Admission Record listed the resident's Advanced Directive information as, CPR, FULL CODE, LONG 
TERM ARTIFICIAL NUTRITION INCLUDING FEEDING TUBES.; CPR, DNR [Do Not Resuscitate], 
comfort-focused treatment, no artificial means of nutrition including feeding tubes, and CPR, full code, 
long-term artificial nutrition; including feeding tubes. The Admission Record identified the resident's 
responsible party (RP) as RP #30. 

A review of Resident #39's Physician Orders for Life-Sustaining Treatment (POLST), prepared on [DATE] 
and signed by a physician and RP #30, revealed, A copy of the signed POLST form is a legally valid 
physician order. According to the form, if Resident #39 was found in cardiopulmonary arrest, staff should 
Attempt Resuscitation/CPR. The form also specified, Modifying and Voiding POLST *A patient with capacity 
can, at any time, request alternative treatment or revoke a POLST by any means that indicates intent to 
revoke. It is recommended that revocation be documented by drawing a line through Sections A through D, 
writing VOID in large letters, and signing and dating this line. Resident #39's POLST dated [DATE] was not 
noted as VOID.

A review of Resident #39's Physician Orders for Life-Sustaining Treatment (POLST), prepared on [DATE] 
and signed by a physician and Resident #39, revealed the resident elected Do Not Attempt 
Resuscitation/DNR (Allow Natural Death) in the event they were found in cardiopulmonary arrest. 
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A review of Resident #39's annual Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 
[DATE], revealed Resident #39 had a Brief Interview for Mental Status (BIMS) score of 11, which indicated 
the resident had moderate cognitive impairment. According to the MDS, Resident #39 had a POLST form in 
their chart that reflected an order for Attempt resuscitation / CPR.

On [DATE] at 3:44 PM, Resident #39's physical medical chart was observed, and the outside spine was 
labeled with an orange DNR sticker. Within the chart was a section for advance directives that included a 
copy of the resident's POLST dated [DATE].

A review of Resident #39's Order Summary Report, listing active orders as of [DATE], revealed an order 
dated [DATE] for CPR, FULL CODE, LONG TERM ARTIFICIAL NUTRITION INCLUDING FEEDING 
TUBES. The Order Summary Report also reflected an order dated [DATE] for CPR, DNR, Comfort-focused 
Treatment, No artificial means of nutrition; including feeding tubes.

A review of Resident #39's EHR revealed the Clinical information screen reflected, Code Status: CPR, DNR, 
Comfort-focused Treatment, No artificial means of nutrition; including feeding tubes., CPR, FULL CODE, 
LONG TERM ARTIFICIAL NUTRITION INCLUDING FEEDING TUBES.

A review of Resident #39's Progress Notes for the timeframe from [DATE] to [DATE] revealed a 
Psychosocial Note, documented by the Social Services Director (SSD) as a LATE ENTRY on [DATE], that 
indicated the SSD performed an ANNUAL ASSESSMENT of Resident #39. According to the note, the 
resident was encouraged to formulate an advance directive, but the resident refused. The note revealed the 
resident expressed that they wished to continue the code status written on their POLST on file. However, the 
SSD documented the resident's POLST reflected CPR, FULL TREATMENT, LONG TERM ARTIFICIAL 
MEANS OF NUTRITION, INCLUDING FEEDING TUBES, which was not consistent with the most recent 
POLST dated [DATE]. 

During an interview on [DATE] at 3:55 PM, RN #3 stated they worked at the facility on an as-needed basis, 
about once per week. RN #3 reported the residents' charts contained a sticker on the outside, but she looked 
for a POLST form inside the chart under the advance directive section to determine their code status. RN #3 
said if a chart failed to contain a POLST form, she asked someone to help find it. After reviewing Resident 
#39's Clinical information screen in their EHR that reflected Code Status: CPR, DNR, Comfort-focused 
Treatment, No artificial means of nutrition; including feeding tubes., CPR, FULL CODE, LONG TERM 
ARTIFICIAL NUTRITION INCLUDING FEEDING TUBES, RN #3 verified the information was inconsistent 
with Resident #39's POLST in their physical chart. When asked what the resident's code status was, RN #3 
said she did not know where else the information was reflected in the EHR and she would need to ask 
another nurse to be sure. RN #3 said the inconsistent information could result in a mistake, and the 
resident's wishes may not be followed. 

A telephone interview was attempted on [DATE] at 2:58 PM with Resident #39's Responsible Party, RP #30. 
A voicemail was left, and no return call was received.

(continued on next page)
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During a telephone interview on [DATE] at 2:40 PM, the SSD stated she had been the SSD at the facility for 
[AGE] years. She stated as the SSD, she participated in the quarterly care conference meetings in which 
code status was reviewed, and any discrepancies were cleared up with the resident or their RP. She stated 
many residents were admitted from the hospital or another facility with a completed POLST form. She stated 
POLST forms were also reviewed during care conference meetings. She stated the nurses were supposed to 
check the accuracy of the POLST records, including if there were multiple forms because they were kept in 
the resident's paper charts for the floor staff to reference. The SSD stated if a resident had two POLST 
forms, their wishes should be verified with the resident or their RP. She stated the most recent POLST form 
directives should be carried out. She stated she spoke to Resident #39 about their wishes during the meeting 
in [DATE], and the resident refused to participate in the meeting, stating they had a POLST in place. The 
SSD said after she met with Resident #39 in [DATE], she checked their chart, but at the time of the interview 
she did not have her computer with her to verify the accuracy of the resident's POLST information as 
documented in her note. 

2. A review of Resident #12's Admission Record revealed the facility admitted the resident on [DATE] with 
diagnoses that included nontraumatic intracranial hemorrhage (brain bleed), dementia, gastronomy status 
(artificial opening into the stomach), atrial fibrillation, cerebral amyloid angiopathy (a condition causing fragile 
blood vessels in the brain that can manifest as brain bleeds), muscle wasting and atrophy, and dysphagia 
(difficulty swallowing). The Admission Record listed the resident's Advanced Directive information as DNR 
[do not resuscitate], Selective treatment, trial period of artificial nutrition, including feeding tube. The 
Admission Record identified the resident's responsible party (RP) as RP #29.

A review of Resident #12's annual MDS, with an ARD of [DATE], revealed Resident #12 had a BIMS score 
of 0, indicating the resident had severe cognitive impairment. According to the MDS, Resident #39 had a 
POLST form in their chart that reflected an order for Do not attempt resuscitation / DNR.

A review of Resident #12's Physician Orders for Life-Sustaining Treatment (POLST), prepared on [DATE] 
and signed by a physician and RP #29, revealed RP #29 elected for Do Not Attempt Resuscitation/DNR 
(Allow Natural Death) in the event Resident #12 was found in cardiopulmonary arrest and also elected for the 
resident to receive Comfort-Focused Treatment with a primary goal of maximizing comfort in the event they 
were found to still have a pulse or breathing and did not wish for the resident to receive artificial means of 
nutrition. 

A review of Resident #12's Physician Orders for Life-Sustaining Treatment (POLST), prepared on [DATE], 
revealed RP #29 elected for Do Not Attempt Resuscitation/DNR (Allow Natural Death) in the event Resident 
#12 was found in cardiopulmonary arrest and also elected for the resident to receive Selective Treatment 
with a goal of treating medical conditions while avoiding burdensome measures and for the resident to 
receive a Trial period of artificial nutrition, including feeding tubes. The POLST form prepared on [DATE] was 
signed by RP #29 on [DATE] but was not signed by the physician until [DATE].

A review of Resident #12's Order Summary Report, listing active orders as of [DATE], revealed an order 
dated [DATE] for FULL CODE, ATTEMPT CPR-FULL TREATMENT.

A review of Resident #12's EHR revealed the Clinical information screen reflected, Code Status: FULL 
CODE, ATTEMPT CPR-FULL TREATMENT.
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On [DATE] at 2:24 PM, Resident #12's physical medical chart was observed, and the outside spine was not 
labeled with a sticker or other identifier to alert staff of the resident's code status.

During a telephone interview on [DATE] at 3:01 PM, RP #29 stated they participated in care meetings for 
Resident #12, and the resident's code status was on file with the facility. RP #29 said Resident #12 should 
be listed as DNR. They stated the resident's original POLST form was filled out at the hospital before 
admission, and they later updated the resident's POLST form to reflect the acceptance of nutrition through a 
feeding tube, but nothing changed regarding the resident's DNR status. 

3. A review of Resident #92's Admission Record revealed the facility admitted the resident on [DATE] with 
diagnoses that included urinary tract infection, anemia, dementia, chronic kidney disease, hearing loss, 
disorders of bone density and structure, muscle wasting and atrophy, and dysphagia (difficulty swallowing). 
The Admission Record listed the resident's Advanced Directive information as DNR [do not resuscitate]/Full 
treatment/Including feeding tubes. According to the Admission Record, the resident was their own 
responsible party. 

A review of Resident #92's Physician Orders for Life-Sustaining Treatment (POLST), prepared on [DATE] 
and signed by a physician and family member, revealed the family member elected Attempt 
Resuscitation/CPR in the event Resident #92 was found in cardiopulmonary arrest. 

A review of Resident #92's Order Summary Report, listing all orders for the timeframe from [DATE] to 
[DATE], revealed an active order dated [DATE] for DNR [do not resuscitate]/Full treatment/Including feeding 
tubes. 

A review of Resident #92's EHR revealed the Clinical information screen reflected, Code Status: DNR/Full 
Treatment/Including feeding tubes.

During an interview on [DATE] at 4:29 PM, RN #27 stated she had worked at the facility for six years, starting 
as a social worker and became a nurse a year ago. She stated most of the residents had POLST forms 
completed at the hospital before admission. She stated that when a resident was admitted , another POLST 
form was completed to verify the wishes of the resident or their RP. RN #27 stated if the resident was 
responsible for themself, they could sign and make the decision; if they were not, their RP could do it for 
them. She stated POLST forms and information in the EHR was checked during the quarterly 
interdisciplinary team (IDT) care meetings. She stated updates or changes were made when needed. RN 
#27 stated if the POLST and physician's orders did not match, she called the RP or spoke with the resident 
right away. She stated she usually checked the POLST information when residents were admitted , and 
sometimes, in her absence, the nurses missed it. RN #27 stated she had found discrepancies with a 
resident's POLST form. She stated Resident #39 had conflicting code statuses; the RP signed one, and the 
other was signed by the resident. RN #27 was not aware of discrepancies with Resident #12 or Resident 
#92's code statuses. 

During an interview on [DATE] at 5:44 PM, RN #17 said a resident's code status was reflected on their 
POLST form that was obtained at the time of admission, and a copy was also placed in the EHR. RN #17 
further stated once a POLST form was signed, an order matching what was specified on the POLST form 
should be entered into the EHR. 

(continued on next page)
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During an interview on [DATE] at 2:48 PM, the Administrator stated code status and POLST information 
accuracy was important, so the wrong treatment was not provided to a resident, going against their wishes. 
He stated if conflicting orders were found, nursing staff should reference the paper POLST form in the 
resident's paper chart.

During an interview on [DATE] at 4:05 PM, the Director of Nursing (DON) stated that when a resident was 
admitted to the facility their orders were reviewed, and the resident was asked about their POLST and 
advance directive wishes. She stated if a resident was cognitively impaired, their RP discussed and signed 
their POLST form. The DON acknowledged the discrepancies with Residents #39, #12, and #92's code 
status information.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

35314

Based on observations, interviews, record review, and facility policy review, the facility failed to implement 
measures to prevent Resident #76 from having unsupervised access to smoking materials, including lighters, 
cigarettes, and marijuana. This failure affected 1 (Resident #76) of 5 total residents identified by the facility 
as smokers. 

The facility allowed Resident #76 to have unsupervised visits with Visitor #28, who repeatedly provided the 
resident with smoking materials despite having been educated on the facility's smoking policies multiple 
times. After the facility had educated both Resident #76 and Visitor #28 on the facility's smoking policies, the 
resident and visitor continued to be noncompliant. The facility had assessed Resident #76 as requiring 
supervision while smoking and the facility was required to store all of the resident's smoking materials due to 
non-compliance with the facility's smoking policy, including a history of smoking inside the facility and in 
non-designated smoking areas.

It was determined the provider's non-compliance with one or more requirements of participation had caused 
or was likely to cause serious injury, harm, impairment, or death to a resident. The Immediate Jeopardy (IJ) 
was related to the State Operations Manual, Appendix PP, 483.25(d) Accidents, at a scope and severity of J. 

The IJ began on 01/02/2024 at 11:16 AM when Resident # 76 was observed in the hallway of the facility with 
smoking materials, including cigarettes and a lighter, in their possession.

The Administrator and Director of Nursing (DON) were notified of the IJ on 01/21/2024 at 10:55 AM and 
provided a copy of the IJ template on 01/21/2024 at 11:18 AM. A removal plan was requested. The removal 
plan was accepted by the State Survey Agency on 01/22/2024 at 10:05 AM. The IJ was removed on 
01/22/2024 at 4:44 PM after the survey team performed onsite verification that the removal plan had been 
implemented. Noncompliance remained at the lower scope and severity of isolated, no actual harm with 
potential for more than minimal harm that was not immediate jeopardy for F689.

Findings included:

A review of a facility policy titled Smoking Policy - Residents, revised in August 2022, revealed, This facility 
has established and maintains safe resident smoking practices. The policy further indicated, 2. Smoking is 
only permitted in designated resident smoking areas which are located outside of the building, 7. The staff 
consults with the attending physician and the director of nursing services (DNS) to determine if safety 
restrictions need to be placed on a resident's smoking privileges based on the Safe Smoking Evaluation. 8. A 
resident's ability to smoke safely is re-evaluated quarterly, upon a significant change (physical or cognitive) 
and as determined by the staff. 9. Any smoking-related privileges, restrictions, or concerns (for example, 
need for close monitoring) are noted on the care plan, and all personnel caring for the resident shall be 
alerted to these issues, and 14. Residents without independent smoking privileges, may not have or keep 
any smoking items, including cigarettes, tobacco, etc., except under direct supervision. The policy specified, 
This facility maintains the right to confiscate smoking items found in violation of our smoking policies.

(continued on next page)
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A review of Resident #76's Admission Record revealed the facility admitted the resident on 11/19/2021. 
According to the Admission Record, the resident had a medical history that included diagnoses of tobacco 
use, senile degeneration of the brain, delirium due to known physiological condition, and muscle wasting and 
atrophy. 

A review of Resident #76's annual Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 
11/28/2023, revealed Resident #76 had a Brief Interview for Mental Status (BIMS) score of 14, which 
indicated the resident was cognitively intact. 

A review of Resident #76's comprehensive care plan revealed a Focus area, initiated on 11/20/2021 and 
revised on 09/01/2023, that indicated the resident was a smoker and does not follow the scheduled smoking 
times. Very impulsive and screaming at staff to take [him/her] to smoke. The Goals were that Resident #76 
would not suffer injury from unsafe smoking practices and Resident #76 would smoke at the designated area 
through the next review date of 03/13/2024. Resident #76's smoking care plan included the following active 
interventions created on 12/10/2021: 

- Complete smoking assessment. Reassess resident quarterly, annually, and with change of condition,

- Educate resident and family about the facility policy on smoking: locations, times, and safety concerns, 

- Monitor resident's safety during smoking,

- Notify charge nurse immediately if it is suspected resident has violated facility smoking policy, 

- The resident requires SUPERVISION while smoking, and

- The resident's smoking supplies should not be stored at bedside.

A review of Resident #76's quarterly Smoking - Safety Screen, dated 03/12/2023, revealed the resident 
could light their own cigarettes and was safe to smoke without supervision in designated areas. The Smoking 
- Safety Screen indicated the resident had prior episodes of smoking inside the facility, and the facility was to 
store the resident's cigarettes and lighter in the nurses' cart. 

A review of Resident #76's quarterly Smoking - Safety Screen, dated 05/30/2023, revealed Resident #76 
could light their own cigarette but needed supervision and one-on-one assistance. According to the Smoking 
- Safety Screen, the resident was not safe to smoke without supervision, and the resident had a history of 
noncompliance with the designated smoking area and smoking inside the facility. The facility was to store the 
resident's cigarettes and lighter in the nurses' cart. 

A review of Resident #76's medical record revealed a Smoking - Safety Screen had not been completed 
since 05/30/2023. 

A review of Resident #76's Progress Notes revealed the following entries:

(continued on next page)
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- A COMMUNICATION - with Resident note, dated 04/01/2022 and documented by the Social Services 
Director (SSD), that indicated the SSD spoke with the resident to remind them of the facility's smoking policy 
after a nurse found a cigarette in the resident's possession. According to the note, the SSD discussed the 
following information with the resident: 1) [Resident #76] can't keep a cigarette and a lighter on [sic] 
[Resident #76's] possession. It must be kept by the charge nurse and will only be given to [Resident# 76] 
before smoking. 2) There is only one designated smoking area- outside by the end of the driveway/ left end 
side of the building. 3) [Resident #76] will be escorted by the staff for safety monitoring. The note indicated 
the resident understood, denied ever smoking inside the building, and said the cigarette that was found was 
an extra from the previous smoke break.

- A COMMUNICATION - with Resident note, dated 07/01/2022 and documented by the SSD, which indicated 
the SSD spoke with and counseled the resident regarding an incident earlier in the morning on the same day 
in which the resident lit and smoked inside the facility. The SSD informed the resident the incident was a 
major fire safety concern and that their actions could endanger the resident, as well as everyone else in the 
facility. According to the note, the resident was again reminded of the facility's smoking policy, specifically, 1) 
Smoking in any part of the building is strictly prohibited. 2) Smoking should only be in the designated area - 
outside the building by the parking garage 3) Smoking is limited to 3x [times] per day/ one time every shift 
and [he/she] should be escorted depending on the availability of the staff while smoking. 4) [His/her] cigarette 
and lighter should be kept at the nurses' cart and will only be given to [him/her] during smoking schedules. 5) 
Violation of the Smoking Policies will result in the cancellation of [Resident #76's] smoking rights. The note 
indicated the resident understood and agreed. 

- A CARE CONFERENCE OR IDT [interdisciplinary team] NOTES entry, dated 09/28/2022 and documented 
by the SSD, that indicated the SSD facilitated a care conference on 09/27/2022 with Resident #76 in the 
presence of Visitor #28, the Ombudsman, and the Registered Nurse (RN) Supervisor (currently Assistant 
Director of Nursing (ADON)/Infection Preventionist (IP) #23) and discussed the resident's plan of care, and 
the resident's violation of facility house rules. According to the note, they also discussed that the resident 
was verbally aggressive and non-compliant with care, and the resident was continuously violating the house 
rules as far as smoking cigarettes and street drugs (marijuana). The note revealed the resident was again 
reminded of the facility's smoking policy, including that their cigarettes and lighter would be kept by the 
nurse, and the resident would have access only during scheduled smoking times to prevent the resident from 
lighting cigarettes in non-designated smoking areas. The note indicated, This restriction was violated by the 
resident several times despite frequent counseling and reminder. They also reminded Visitor #28 that all 
personal items brought to the facility should be endorsed by facility staff for inventory purposes and would 
allow cigarettes to be supervised and accounted for. The note also indicated the Ombudsman informed 
Resident #76 and Visitor #28 that federal law prohibited organizations such as nursing facilities from allowing 
the use of street/prohibited drugs on their premises. The note revealed the Ombudsman informed the 
resident that this violation was grounds for eviction from the nursing home, and that while smoking was a 
resident's right, the nursing home had the right to make their own rules to accommodate the right to smoke. 
The note also indicated Resident #76 and Visitor #28 were advised to look for alternative placement as soon 
as possible because the resident's physical and medical condition were stable and did not require the 
services provided at the nursing home.
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- A CARE CONFERENCE OR IDT NOTES entry, dated 12/21/2023 and documented by the SSD, that 
indicated the Nursing QA Director, RN Supervisor, SSD, Ombudsman, and Abuse Coordinator met with 
Resident #76 and Visitor #28 to discuss the resident's plan of care and other concerns related to violation of 
the facility's house rules. According to the note, the SSD informed the resident and Visitor #28 that during the 
deep cleaning of the resident's room over the weekend, a significant amount of marijuana cigarettes were 
found on top of [his/her] bedside table and bed by maintenance staff, and the RN Supervisor was informed 
and confiscated the items. The note revealed Resident #76 and Visitor #28 were reminded of the prior 
meeting on 09/28/2022 in which it was discussed that street/illegal drugs were not permitted on the premises 
of the facility per federal law and were grounds for eviction. The note revealed the RN Supervisor also 
reminded Visitor #28 that they had previously discussed that marijuana use could increase the resident's 
heart rate and blood pressure and lead to an increased risk of stroke, heart disease, and other vascular 
diseases, and combined with the resident's ongoing cardiovascular and coagulation issues, could lead to 
death. According to the note, Resident #76 admitted they used marijuana, promised not to do it again, and 
said they would not light and smoke cigarettes inside the building.

On 01/02/2024 at 11:16 AM, Resident #76 was observed in the hallway waiting on the elevator. The surveyor 
rode the elevator to the first floor with the resident, and the resident then wheeled themself to the back door 
with their cigarettes and lighter in their pocket. No staff members were present, and Resident #76 said they 
could go out to smoke on their own and did not need any help. At 11:21 AM, the Chief Executive Officer 
(CEO) was entering the facility through the back door and stopped the resident from going outside. She 
instructed RN #1 to go with Resident #76 outside because the resident needed someone to be always with 
them while smoking. Once outside, Resident #76 pulled their cigarettes and a lighter out of their pocket and 
lit a cigarette. When Resident #76 finished smoking, Resident #76 put their cigarette out on their wheelchair 
tire and threw the cigarette butt onto the ground. RN #1 assisted Resident #76 back into the facility.

During a subsequent interview with Resident #76, on 01/02/2024 at 11:38 AM, the resident's cigarettes and 
lighter were observed on the resident's bedside table. During the interview, the resident stopped a staff 
member and asked for a cup of hot water to make coffee. The staff member returned with the hot water, and 
the resident made a cup of coffee using instant coffee from their drawer and stirred it with the end of their 
cigarette lighter. 

On 01/05/2024 at approximately 2:10 PM, Resident #76 was observed sitting outside in their wheelchair next 
to the gate to the parking lot, not in the designated smoking area, and no staff members were present while 
the resident was smoking.

Continued review of Resident #76's Progress Notes revealed the following entries:
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- A CARE CONFERENCE OR IDT NOTES entry, dated 01/10/2024, that indicated the IDT, including the 
Medical Director (MD), Administrator, DON, ADON #6, ADON/IP #23, SSD, Activity Director, and Director of 
Staff Development (DSD), met to discuss issues and concerns involving Resident #76. The note reflected 
the following, ISSUES AND CONCERNS: Resident is a cigarette smoker. [He/she] has also had episodes of 
smoking illicitdrug [sic] (marijuana). [He/she] was assessed and determined to be unsafe to smoke 
independently, the facility imposed smoking restrictions on [him/her] that [he/she] cannot smoke without 
support and supervision of visitors, family or staff and cannot keep smoking items (cigarette, tobacco, lighter 
or other smoking paraphernalia). Despite the restrictions, resident secretly, continuously and intentionally 
possessing cigarette, illicit drug and lighter to have easy access when needed. On several occasions, 
resident was reminded and counseled about the House Rules particularly Smoking (cigarette and illicit 
drugs) and Alcohol Consumption. Care conferences were conducted several times in the presence of 
[his/her] friend [Visitor #28], Ombudsman and IDT. Resident admitted and acknowledged [his/her] violation of 
House Rules specifically: 1) The use and possession of illicit frug (Marijuana) 2) Smoking inside the building 
(in bed, inside the bedroom, 2nd floor hallway and ground floor hallway) 3) Consumption of alcohol. The note 
revealed During those care conferences and counseling during actual incidents, resident apologized and 
promised that [he/she] will not do it again. However, those promises had never been fulfilled and there was 
no indication of following the facility House Rules. With these serious violations of the facility House Rules, 
the resident was putting [his/her] self and other residents to a [sic] significant danger by causing a potential 
fire in the building. This note reflected the following RECOMMENDATIONS from the IDT: To offer 
accommodation to escort and supervise the resident to the smoking area based on smoking schedules two 
to three times a day, not allow the resident to have possession of cigarettes, illicit drugs, lighter, or any other 
smoking materials, cigarettes and lighter will be under the safekeeping in a medication cart and will only be 
given to the resident during the agreed smoking schedules, the resident's room would be checked regularly 
to ensure that they did not have possession of any cigarette, lighter, and other smoking materials, and a 
30-day discharge notice would be issued if the resident repeatedly violated the smoking policy. 

- A Licensed Nurse's Notes entry and a Psychosocial Note dated 01/13/2024 that indicated Resident #76 
reported to a nurse that their roommate (Resident #404) threatened to hit them. According to the note, the 
nurse went to speak with Resident #404, who reported Resident #76 asked them to buy the resident 
cigarettes, and Resident #404 denied the request. Further, the SSD (via phone) and RN #27 spoke with the 
roommate, and the roommate denied having made such a threat but said Resident #76 kept asking the 
roommate for cigarettes, even at night, and Resident #76 got upset when they did not get one. 

- A Plan of Care Note documented by a physician for a date of service of 01/16/2024 that indicated the 
nurses reported Resident #76 was smoking cigarettes and marijuana outside and inside their room. The note 
revealed nursing staff reported to the physician that there had been a past incident of the resident smoking in 
their room, and they had already had a meeting with the resident, in which the resident admitted they 
violated the facility's policy. The note revealed the nursing staff told the physician that Resident #76 needed 
to be discharged or transferred to another facility. 
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- A CARE CONFERENCE OR IDT NOTES entry, dated 01/18/2024, that indicated the Administrator, SSD, 
and RN# 27 met with Resident # 76 and Visitor #28 to discuss the resident's continued non-compliance with 
the facility's smoking policy and procedure. The note indicated, The resident has been witnessed smoking 
inside the facility, against the facility's policy, jeopardizing the health and safety of other residents. The 
resident was educated several times before and continues to be non-compliant. The facility expressed 
concerns regarding the resident's safety and the health of other residents. The resident agreed to 4 times 
daily smoking schedule with direct supervision of staff. The resident was offered a smoking cessation 
program and refused. The Resident also agreed not to keep any smoking materials on [his/her] person or in 
[his/her] room. 

- A COMMUNICATION - with Resident note documented by the Administrator and a Licensed Nurse's Notes 
entry, dated 01/19/2024, that indicated the Administrator witnessed the resident smoking inside the facility in 
the waiting area on the second floor. The note revealed the resident was immediately stopped, smoking 
materials were confiscated from the resident, and the resident gave verbal consent for their room to be 
searched. Per the note, a room search was conducted by RN# 27 and the Administrator, and no additional 
smoking materials were found. 

- A COMMUNICATION - with Resident note dated 01/20/2024 and documented by the Administrator 
revealed that the Administrator observed Resident #76 holding a cigarette lighter returning from the smoking 
area at approximately 4:45 PM. According to the note, the resident was out on pass and went to the smoking 
area with Visitor #28. The note indicated the Administrator reminded the resident they could not have any 
smoking materials, and the resident agreed to hand over a lighter.

During an interview on 01/19/2024 at 4:02 PM, Resident #404, Resident #76's roommate, stated they had 
been at the facility for about two weeks, and Resident #76 did not follow the rules when it came to smoking. 
Resident #404 said Resident #76 had smoked in their room and had smoking materials in their room. 
Resident #404 further stated staff seemed to allow Resident #76 to do anything the resident liked. 

During an interview on 01/05/2024 at 9:33 AM, Certified Nurse Aide (CNA) #5 said she knew how much 
assistance a resident needed when smoking from the machine on the wall (kiosk), and the resident could 
usually tell her. CNA #5 stated she had not seen Resident #76 smoking independently because she was a 
new employee and took the resident to the smoking area herself when she was assigned to them. 

During an interview on 01/05/2024 at 9:41 AM, CNA #4 stated she stayed with smoking residents the whole 
time they were outside smoking. CNA #4 said she had never seen Resident #76 smoking independently and 
stated residents were not supposed to keep their cigarettes and lighters in their rooms, but some try to sneak 
them. CNA #4 could not recall the date of her last staff training on smoking safety. 

During an interview on 01/05/2024 at 1:14 PM, the DON stated it was her expectation that residents be 
assessed for their smoking capabilities upon admission, with any significant change, and quarterly. She 
stated if the assessments were not done or were not done accurately, residents could be at risk for injury 
while smoking. The DON said residents were educated about smoking safety and the facility's smoking rules 
upon admission. She further stated she thought all residents' lighters and cigarettes were kept at the nurses' 
station and staff members were responsible for returning the smoking materials back to the nurses' station 
after smoke breaks, but she was not sure and indicated ADON #6, the previous DON, would be able to 
clarify.

(continued on next page)
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During an interview on 01/05/2024 at 1:43 PM, ADON #6 stated residents were assessed for smoking safety 
upon admission and then reassessed quarterly, usually around the time of the MDS assessments, because 
they could have had a change in their ability to safely smoke. ADON #6 said two of the three smokers in the 
facility, including Resident #76, were required to have their smoking materials stored at the nurses' station, 
and the other one was independent and could keep their own smoking materials. ADON #6 said for the 
residents whose smoking materials were stored at the nurses' station, they provided them to the residents 
when requested and sent a staff member with them while the residents smoked. ADON #6 said the staff 
member was responsible for returning the smoking materials to the nurses' station so they could be locked 
up until the next smoke break because if they left it up to the residents, they would sneak and keep them. 

During an interview on 01/19/2024 at 4:30 PM, RN #27 stated smoking assessments were completed 
quarterly, during admission, and after significant changes. RN #27 revealed Resident #76 had smoked inside 
the facility, and the facility confiscated the resident's smoking materials. 

During a follow-up interview on 01/20/2024 at 1:46 PM, RN #27 stated she completed smoking assessments 
and confirmed Resident #76 had not been assessed for smoking since May 2023. 

During an interview on 01/19/2024 at 5:43 PM, RN #2 stated she had worked at the facility for six months. 
She stated that cigarettes and lighters were kept with the nurses, locked in a cart. She stated that when they 
went outside to smoke, they gave the residents the cigarettes and lighters and retrieved them when they 
were finished due to safety concerns. 

During an interview on 01/20/2024 at 9:48 AM, CNA #31 stated she had worked at the facility for three 
months and was not aware of any residents smoking in the facility. She stated that Resident #76 was 
allowed to smoke alone and that their family took them. She stated she had seen Resident #76 smoke alone 
about three months ago. 

During an interview on 01/22/2024 at 11:39 AM, CNA #5 stated that she was not sure if Resident #76 was 
allowed to have the smoking items. She stated she had seen the resident smoke in the facility's lobby once. 

During an interview on 01/20/2024 at 10:28 AM, RN #3 stated that she had worked at the facility since 
October 2023. She stated that she was not aware of Resident #76 smoking in the facility. She stated that the 
resident had to be taken down to the smoking area, then she would leave the resident and come back and 
get the resident. She stated she was not sure if the resident was safe alone. RN #3 stated she had not 
received training regarding smoking. She stated she last took Resident #76 to smoke last Saturday. RN #3 
stated she left the resident and told the resident she would be back in 15 minutes.

During an interview on 1/20/2024 at 10:59 AM, ADON/IP #23 stated that the resident had only been 
observed smoking in the facility once. 

(continued on next page)
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During an interview on 01/20/2024 at 2:56 PM, the Administrator stated Resident #76 could not smoke inside 
and stated that the resident had to be supervised when they smoked. He stated the resident could not keep 
smoking materials their self. He stated that when he caught the resident smoking, the resident stated they 
received the smoking materials from Visitor #28. The Administrator stated that Visitor #28 came on 
12/21/2023 and was formally informed not to bring the resident smoking materials. He said he had spoken 
with Visitor #28 at least three times about not allowing the resident to smoke unsupervised and having 
smoking materials. He stated that a family member gave the resident cigarettes today. The Administrator 
stated that he expected facility staff to make sure the resident got to the smoking area, ensure the resident 
was being safe, and ensure the cigarettes were placed in the receptacle. He stated that the staff were 
lighting the cigarettes and that the smoking materials were in the staff's possession. The Administrator stated 
that even after meeting with the resident and family member, the resident continued to be noncompliant. 

On 01/22/2024 at 10:05 AM, a removal plan was submitted by the facility and accepted by the State Survey 
Agency. It read as follows:

Plan of Removal 

F689 - Free of Accident / Hazards

1. How the corrective action(s) will be accomplished for those residents found to have been affected by the 
deficient practice:

1.1 Resident #76 still resides in the facility.

1.2 Resident #76's ability to smoke independently was reassessed on 01/19/2024. The resident requires 
direct supervision to smoke.

 Resident #76's plan of care was updated to include the need for direct supervision during

smoking activity as determined and assigned by the smoking schedule.

1.4 A smoking schedule was implemented on 01/18/2024 for resident #76 by the interdisciplinary team and 
agreed upon by the resident and friend. Long-Term Care Ombudsman was informed.

1.5 The facility issued resident #76 a 30-day discharge notice on 01/21/2024 for non compliance with the 
facility's policy and procedure for smoking.

1.6 The facility implemented new measures for visitation, including requiring direct supervision of each visit 
with Resident #76 by management staff and/or nursing staff.

1.7 Resident #76's attending physician was notified of the resident's non-compliance with the smoking policy.

1.8 The facility implemented new measures for out-on-pass, which include searching the resident upon 
return to the facility for any smoking material in his possession with consent.

(continued on next page)
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2. How the facility will identify other residents having the potential to be affected by the same deficient 
practice and what corrective action was taken;

2.1 The facility audited all five residents who smoke and reassessed their ability to smoke independently.

2.2 The facility updated the plan of care to include each resident's ability to smoke independently and safely.

3. What measures will be put into place or what systemic changes the facility will make to ensure that the 
deficient practice does not recur;

3.1 The Director of Staff Development and Assistant Director of Nursing provided in-service re-education to 
environmental, dietary, nursing, activities, and management staff on 1/20/24 and 1/21 /24 regarding the 
facility's policy and procedure titled 'Smoking Policy - Residents' with an emphasis on Resident #76's 
smoking schedule and interventions due to history of non-compliance. For staff who are not included in the 
initial training, the facility will provide in-service re-education on an ongoing basis. The facility will compare 
the in-service documentation with the staff roster to ensure all appropriate staff receive the training. Staff who 
fail to attend the in-service will be removed from the schedule until completion of the in-service training.

4. How the facility plans to monitor its performance to make sure that solutions are sustained;

4.1 Effective 01/21/2024, the Director of Nursing and/or Designee will complete monthly audits of residents 
who smoke to ensure the Smoking Assessment and care plans are accurate. Any concerns identified will be 
addressed immediately.

4.2 Effective 01/21/2024, the Smoking Monitors, as outlined in the resident's smoking schedule, and/or 
Designee will complete a daily visual audit four times daily to ensure the resident complies with the facility's 
smoking policy. Documentation of this audit will be maintained in a binder. Any concerns identified will be 
addressed immediately.

4.3 The Director of Nursing and/or Designee will report significant trends identified in the monthly smoking 
audit to the QAPI/QAA [quality assurance and performance improvement/ quality assessment and 
assurance] Committee at least quarterly for the purpose of process improvement through root cause analysis 
and committee-recommended interventions to ensure continued compliance with this plan of correction; or, 
for the purpose of terminating this plan of correction when substantial compliance has been achieved.

4.4 The Administrator and/or Designee will report significant trends identified in the daily visual audit to the 
QAPI/QAA Committee at least quarterly for the purpose of process improvement through root cause analysis 
and committee-recommended interventions to ensure continued compliance with this plan of correction or for 
the purpose of terminating this plan of correction when substantial compliance has been achieved.

4.5 Substantial compliance shall be indicated by three consecutive reviews during the QAPI/QAA Committee 
analysis without findings.
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4.6 Allegation of compliance date: 01/21/2024.

Onsite Verification:

The IJ was removed on 01/22/2024 at 4:44 PM after the survey team verified the implementation of the 
facility's removal plan as follows:

1.2 Assessment documented Resident #76's need for supervision during smoking. Verified in chart 
01/22/2024 at 10:11 AM. Verified through interview with the DON and Administrator on 01/22/2024 at 11:34 
AM.

1.3 The care plan documented Resident #76's need for supervision during smoking. Verified in the chart on 
01/22/2024 at 10:11 AM. Verified through interview with the DON and Administrator 01/22/2024 at 11:34 AM.

1.4 Reviewed the smoking schedule provided by the facility; the meeting was documented in progress notes 
and saved by the surveyor. Verified through a telephone interview with Visitor #28 on 01/22/2024 at 10:36 
AM. Visitor #28 stated the facility had provided education regarding bringing smoking materials into the 
facility for Resident #76. The facility had placed Resident #76 on a smoking schedule, allowing the resident 
to smoke four times each day. The facility explained to Visitor #28 that Resident #76 was not allowed to 
smoke without being supervised. Resident #76 was not allowed to smoke in any areas within the facility. 
Verified through telephone interview on 01/22/2024 at 1:58 PM with the Ombudsman, who indicated being 
made aware of the meeting on 01/18/2024 but was unable to attend. The Ombudsman stated they attended 
a care plan meeting last month when the resident's smoking issues were discussed and was aware of the 
resident's behaviors in the facility regarding smoking.

1.5 Review of discharge notice provided to Resident #76 on 01/21/2024 was verified on 01/22/2024 at 11:54 
AM. Verified through interview with the Administrator 01/22/2024 at 11:54 AM. He stated the discharge 
notice had been provided to the resident, but they refused to sign. The discharge notice was signed by two 
witnessing facility staff.

1.6 Reviewed progress notes and social service notes detailing the visitation guidelines and her discussion 
with the resident's friend and their family member. Note dated 01/21/2024. Verified through interview with the 
DON and Administrator 01/22/2024 at 11:34 AM. The Administrator stated the new measures for visitation 
included the activities department will schedule visits and have specific times for visitation. He stated the 
facility staff will directly supervise the resident outside smoking with family to ensure no smoking materials 
are given to the resident.

1.7 The Medical Director was notified on 01/21/2024 at 11:26 AM per a nursing note. Verified on 01/22/2024 
at 10:18 AM. Verified through in[TRUNCATED]
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Ensure that feeding tubes are  not used unless there is a medical reason and the resident agrees; and 
provide appropriate care for a resident with a feeding tube.

28193

Based on observation, interview, record review, and facility policy review, the facility failed to ensure that 1 
(Resident #49) of 2 sampled residents reviewed for tube feedings received appropriate treatment and 
services to prevent potential complications. Specifically, staff failed to check the placement of Resident #49's 
feeding tube prior to the administration of water flushes and medications in accordance with a physician's 
order and the facility's policy. In addition, staff administered Resident #49's water flushes and medications 
dissolved in water by utilizing the plunger of a syringe to push them into the resident's feeding tube instead of 
administering them by gravity flow as directed by the facility's policy.

Findings included:

A review of a facility policy titled Administering Medications through an Enteral Tube, revised in November 
2018, revealed, The purpose of this procedure is to provide guidelines for the safe administration of 
medications through an enteral tube. The policy further indicated, 3. Administer each medication separately 
and flush between medications. The section of the policy outlining the Steps in the Procedure specified, 6. 
Verify placement of feeding tube, 7. Stop feeding and flush tubing with at least 15 mL [milliliters] warm 
purified water (or prescribed amount), 9. Dilute medication: a. Remove plunger from syringe. Add medication 
and appropriate amount of water to dilute. b. Dilute crushed (powdered) medication with at least 30 mL 
purified water (or prescribed amount), 10. Administer each medication separately. 11. Reattach syringe 
(without plunger) to the end of the tubing. 12. Administer medication by gravity flow: a. Pour diluted 
medication into the barrel of the syringe while holding the tubing slightly above the level of insertion. b. Open 
the clamp and deliver medication slowly. c. Begin flush before the tubing drains completely. 13. If 
administering more than one medication, flush with 15 mL warm purified water (or prescribed amount) 
between medications. 14. When the last of the medication begins to drain from the tubing, flush the tubing 
with 15 mL of warm purified water (or prescribed amount).

A review of Resident #49's Admission Record revealed the facility admitted the resident on 11/02/2018. 
According to the Admission Record, the resident had a medical history that included diagnoses of dysphagia 
(difficulty swallowing) following other nontraumatic intracranial hemorrhage and encounter for attention to 
gastrostomy (a procedure in which a tube is inserted through the abdomen and into the stomach).

A review of Resident #49's quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) 
of 11/15/2023, revealed a Staff Assessment for Mental Status (SAMS) determined Resident #49 had short- 
and long-term memory problems with severely impaired cognitive skills for daily decision making. According 
to the MDS, the resident had a feeding tube and received more than 51% of their total calories through 
parenteral or tube feeding and more than 501 cubic centimeters (cc) of fluids per day intravenously or by way 
of tube feeding.

A review of Resident #49's comprehensive care plan revealed a Focus area, initiated on 12/01/2018, that 
indicated the resident required tube feedings related to dysphagia. An intervention dated 12/10/2020 directed 
nursing staff to flush the resident's feeding tube with water as ordered.

(continued on next page)
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A review of Resident #49's Order Summary Report, listing active orders as of 01/03/2024, revealed orders 
dated 11/08/2022 to check the resident's feeding tube placement before each use and to flush the resident's 
feeding tube with at least 30 cc of water before and after administration of medications. The Order Summary 
Report also revealed an order dated 04/22/2023 for vitamin C 500 milligrams (mg) one time a day and an 
order dated 07/25/2023 for amiodarone 100 mg one time a day, both of which were ordered to be given by 
way of the resident's feeding tube.

During an observation on 01/04/2024 at 7:26 AM, Registered Nurse (RN) #2 was observed preparing and 
administering medications to Resident #49 by way of their feeding tube. RN #2 did not check the placement 
of the resident's feeding tube prior to administering water flushes or medications. RN #2 prepared Resident 
#49's amiodarone and vitamin C by crushing the medications, placing them each into a cup containing 120 
cc of water, and stirring them until the medications were dissolved. For the amiodarone administration, RN 
#2 used a syringe with a plunger to push 60 cc of water flush into the resident's feeding tube two separate 
times, then used the syringe with a plunger to push 60 cc of the amiodarone dissolved in water, followed by 
another 52 cc of the amiodarone dissolved in water. For the vitamin C administration, RN #2 used the 
syringe with a plunger to push 60 cc of water flush into the resident's feeding tube two separate times, then 
used the syringe with a plunger to push 60 cc of the vitamin C dissolved in water, followed by another 40 cc 
of the vitamin C dissolved in water. RN #2 used the syringe with a plunger to push the water flushes and 
dissolved medications into the resident's feeding tube, instead of administering them by gravity flow.

During an interview on 01/04/2024 at 3:18 PM, RN #2 stated she should check tube placement prior to 
administering medications by way of a feeding tube and confirmed she had not done so during the 
administration of Resident #49's medications. RN #2 explained that when administering Resident #49's 
medications earlier in the day on 01/04/2024, she used a large syringe and pushed them into the feeding 
tube with the plunger because she wanted to make sure the medications were going into the tube. RN #2 
said that pushing water and medications into a feeding tube using a syringe could lead to gastroesophageal 
reflux disease, an ulcer, or pressure in the stomach. RN #2 further explained that nurses had to administer a 
30 cc water flush before and after medications, but she had administered more to Resident #49 because the 
resident had a urinary tract infection, and she wanted to encourage more fluids.

During an interview on 01/05/2024 at 1:14 PM, the Director of Nursing (DON) stated when giving 
medications by way of a feeding tube, nurses should administer a water flush before administering each 
medication, between each medication, and after the administration of all medications. The DON said the 
water flushes were usually 20 cc to 30 cc, but staff should go by the physician's orders. The DON stated 
nurses should auscultate the feeding tube (auscultation is most often used at the bedside to check for 
appropriate placement of the tube by listening for the sound of air movement) prior to administering water or 
medications because if they did not, it could result in fluid, air, and pressure in the resident's abdomen. The 
DON further stated nurses should administer water and medications by gravity flow instead of pushing them 
into a feeding tube with the plunger of a syringe. The DON explained that using a syringe to push the water 
and medications into the feeding tube could result in administering them too quickly, which could cause 
gastric issues such as too much pressure, air, or residual in the resident's abdomen.
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During an interview on 01/05/2024 at 1:43 PM, Assistant Director of Nursing (ADON) #6 stated when giving 
medications by way of a feeding tube, nurses should administer a water flush before administering each 
medication, between each medication, and after the administration of all medications. ADON #6 said the 
water flushes were usually 30 cc but could sometimes be different. ADON #6 also stated nurses should 
auscultate the feeding tube before they put anything into the tube, including water and medications. She said 
not auscultating to check the placement of the tube could result in staff not realizing the tube was not in the 
stomach and could also result in an infection of the abdomen.
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Ensure medication error rates are not 5 percent or greater.

28193

Based on observations, interviews, record reviews, and facility policy review, the facility failed to ensure the 
medication error rate was not greater than 5 percent (%). There were 2 errors out of 34 opportunities, 
resulting in a medication error rate of 5.8%, affecting 1 (Resident #50) of 10 residents observed during 
medication administration.

Findings included:

A review of a facility policy titled Administering Medications, revised in April of 2019, revealed, Policy 
Statement Medications are administered in a safe and timely manner, and as prescribed. The policy further 
specified, 4. Medications are administered in accordance with prescriber orders, including any required time 
frame, and 10. The individual administering the medication checks the label THREE (3) times to verify the 
right resident, right medication, right dosage, right time and right method (route) of administration before 
giving the medication. 

A review of Resident #50's Admission Record revealed the facility admitted the resident on 11/08/2023. 
According to the Admission Record, the resident had a medical history that included diagnoses of type two 
diabetes mellitus, congestive heart failure, and dysphagia (difficulty swallowing).

A review of Resident #50's Order Summary Report, listing all orders for the timeframe from 11/01/2023 to 
01/31/2024, revealed active orders dated 12/29/2023 for aspirin 81 milligrams (mg) chewable tablet, one 
time a day and oyster shell calcium with vitamin D 250 mg-3.125 micrograms (mcg), one time a day for 
supplement.

A review of Resident #50's January 2024 Medication Administration Record revealed the resident was 
scheduled to receive their chewable aspirin and oyster shell calcium with vitamin D at 9:00 AM each day.

During an observation on 01/04/2024 at 8:17 AM, Registered Nurse (RN) #3 was observed administering 
Resident #50's medications. Instead of administering an aspirin 81 mg chewable tablet, RN #3 administered 
an 81 mg enteric coated aspirin. RN #3 then administered oyster shell calcium 500 mg instead of the oyster 
shell calcium with vitamin D 250 mg-3.125 mcg.

During a concurrent observation and interview on 01/05/2024 at 9:28 AM, RN #3 pulled the enteric coated 
aspirin from her medication cart and stated it was what she administered to Resident #50 on 01/04/2023. 
During the interview, RN #3 reviewed the resident's physician's orders in the resident's electronic health 
record and stated the order was for a chewable 81 mg aspirin, not enteric coated. RN #3 looked through her 
medication cart and located the aspirin 81 mg chewable bottle and stated she must have misread the order 
and acknowledged she gave the wrong medication. RN #3 then pulled the oyster shell calcium bottle out of 
the medication cart and stated it was 500 mg, and it was the only oyster shell calcium located in the 
medication cart. During the interview, RN #3 reviewed the resident's physician's orders in the resident's 
electronic health record and acknowledged she gave the wrong medication. She stated she should have 
tried to locate the correct bottle.

(continued on next page)
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During an interview on 01/05/2024 at 1:14 PM, the Director of Nursing (DON) stated she expected nursing 
staff to administer all medications at the time they are due using the five rights of administration, including 
the right route, right dose, right frequency, right time, and right patient.
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Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

28193

Based on observations, interviews, and facility policy review, the facility failed to ensure all drugs and 
biologicals were secured and accessible by only licensed personnel for 1 of 4 medication carts observed. 
Specifically, Registered Nurse (RN) #3 left the medication cart unlocked and not within their line of sight, with 
medications lying on top of the cart unsecured.

Findings included:

A review of a facility policy titled Storage of Medications, revised in November 2020, revealed, The facility 
stores all drugs and biologicals in a safe, secure, and orderly manner. 1. Drugs and biologicals used in the 
facility are stored in locked compartments under proper temperature, light and humidity controls. Only 
persons authorized to prepare and administer medications have access to locked medications. The policy 
further revealed, 6. Compartments (including, but not limited to, drawers, cabinets, rooms, refrigerators, 
carts, and boxes) containing drugs and biologicals are locked when not in use. Unlocked medication carts 
are not left unattended.

During an observation and interview on 01/04/2024 at 8:17 AM, RN #3 parked her medication cart outside 
the door of Resident #50's room to administer medications. RN #3 prepared an intramuscular injection and 
entered the room. RN #3 did not lock the medication cart and left a vial of antibiotic medication and a bottle 
of lidocaine on top of the medication cart. RN #3 stepped behind the privacy curtain in the patient room 
without the medication cart within her line of sight. She then returned to the cart to continue with the 
medication pass. RN #3 then went to retrieve insulin from the medication room. RN #3 walked down the 
hallway, turned left around the corner, walked to the nurse's station, then turned and walked into the 
medication room and shut the door. The medication cart was not within her line of sight and was unlocked 
during this time. When RN #3 returned to her cart, she stated she forgot to lock her cart and had left the 
medications on the top of her cart.

During an interview on 01/05/2024 at 1:43 PM, Assistant Director of Nursing (ADON) #6 stated the 
expectation was for the nurses to lock the medication cart and to keep the medication cart keys with them. 
She said no medications should be left on top of the medication cart if the nurse could not see the cart the 
whole time they were away from the cart.

During an interview on 01/05/2024 at 1:14 PM, the Director of Nursing (DON) stated the expectation was for 
nurses to lock the medication cart when they walked away from the cart. She said there should be no 
medications or sharp items left on top of the cart and that the nurses needed to be able to see the cart.
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Provide and implement an infection prevention and control program.

35314

Based on interviews, facility document review, and facility policy review, the facility failed to ensure they 
completed a facility-specific risk assessment to identify where Legionella and other opportunistic waterborne 
pathogens could grow and spread in the facility's water system. This failure had the potential to affect all 
residents residing in the facility.

Findings included: 

A review of a facility policy titled Legionella Surveillance and Detection, revised in September 2022, 
revealed, Our facility is committed to the prevention, detection and control of water-borne contaminants, 
including Legionella. Legionnaire's disease is included as part of our infection surveillance activities.

A review of a facility policy titled Legionella Water Management Program, revised in September 2022, 
revealed, 5. The water management program includes the following elements, which included, b. A detailed 
description and diagram of the water system in the facility, including the following: (1) Receiving; (2) Cold 
water distribution; (3) Heating; (4) Hot water distribution; and (5) Waste. c. The identification of areas in the 
water system that could encourage the growth and spread of Legionella or other waterborne bacteria, 
including the following: (1) Storage Tanks; (2) Water heaters; (3) Filters; (4) Aerators; (5) Showerheads and 
hoses; (6) Misters, atomizers, air washers and humidifiers; (7) Hot tubs; (8) Fountains; and (9) Medical 
devices such as CPAP [continuous positive airway pressure] machines, hydrotherapy equipment, etc. 
[etcetera]. The policy further revealed the water management plan included g. A diagram of where control 
measures are applied; h. A system to monitor control limits and the effectiveness of control measures; A plan 
for when control limits are not met and/or control measures are not effective; and j. Documentation of the 
program.

A review of the facility's Water Management Program, documented as last reviewed and approved by the 
facility on 01/17/2023, did not reveal a completed facility-specific risk assessment or water-flow diagram 
indicating areas of the facility at risk of developing Legionella or other waterborne pathogens.

During an interview on 01/05/2024 at 9:37 AM, the Assistant Director of Nursing (ADON)/Infection 
Preventionist (IP) #23 stated that after speaking with the Administrator, the facility had not conducted a risk 
assessment to determine the potential growth of Legionella.

During an interview on 01/05/2024 at 11:13 AM, the Maintenance Manager stated the facility had not 
completed testing of the standing water for the detection of Legionella. She stated the facility completed an 
annual power of hydrogen (PH) testing. She stated that she did not know the layout of the water flow in the 
facility.

During an interview on 01/05/2024 at 3:15 PM, ADON #6, who was the previous Director of Nursing (DON) 
prior to the start of the survey, stated the facility had not completed a risk assessment to determine where 
Legionella could grow in the facility.

(continued on next page)
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During an interview on 01/05/2024 at 3:31 PM, the DON stated the facility had not completed a risk 
assessment to determine the growth of Legionella in the facility. 

During an interview on 01/05/2024 at 7:07 PM, the Chief Operating Officer (CEO) stated that prior to the start 
of the survey, the facility staff did not know they were required to complete a risk assessment of the water 
system and had not completed a risk assessment. She stated the facility staff had not completed any water 
testing and had no previous positive cases of Legionella. 
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Make sure there is a pest control program to prevent/deal with mice, insects, or other pests.

28193

Based on observations, interviews, facility document review, and facility policy review, the facility failed to 
maintain an effective pest control program so that the facility was free of pests, which affected 1 (Resident 
#76) of 21 sampled residents.

Findings included:

A review of a facility policy titled Pest Control, revised in May 2008, revealed, Our facility shall maintain an 
effective pest control program. The policy revealed, 1. This facility maintains an on-going pest control 
program to ensure that the building is kept free of insects and rodents. 2. Pest control services are provided 
by [pest control company]. The policy revealed, 6. Maintenance services assist, when appropriate and 
necessary, in providing pest control services.

A review of Resident #76's Admission Record revealed the facility admitted the resident on 11/19/2021. The 
Admission Record revealed the resident had diagnoses that included tobacco use, senile degeneration of the 
brain, delirium due to known physiological condition, and muscle wasting and atrophy. 

A review of Resident #76's annual Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 
11/28/2023, revealed Resident #76 had a Brief Interview for Mental Status (BIMS) score of 14, which 
indicated the resident was cognitively intact.

During an observation and interview on 01/02/2024 at 11:30 AM in Resident #76's room, a bug was 
observed on the wall near the resident's door frame. Another bug was observed next to it on the wall. A third 
bug was observed on the wall above the television. A fourth bug was observed on the floor near the foot of 
the resident's bed. Resident #76 stated they saw bugs in their room often and saw bugs on the wall by their 
bed all the time. 

During an observation of Resident #76's room on 01/03/2024 at 3:15 PM, four cockroaches were on the floor 
near the resident's bed and bedside dresser, two cockroaches were on a privacy curtain, and one cockroach 
was on a bedside table. Resident #76 had an open container of yogurt, a cup of coffee, a small salad, and 
half of a sandwich on the bedside table. Several pieces of lettuce from the salad were observed on the floor, 
with one cockroach under a piece of lettuce.

A review of a monthly Invoice Customer Services Reports from a pest control vendor, dated 12/20/2023, 
revealed pest activity was found. The document did not reveal any specific rooms that were treated.

During an interview with Certified Nurse Aide (CNA) #5 on 01/05/2024 at 9:33 AM, she stated she had seen 
roaches in the facility and told a nurse. CNA #5 stated they were worse at nighttime. She stated she was 
new but had seen cockroaches a lot in Resident #76's because there was food in there all the time.

(continued on next page)
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During an interview with Registered Nurse (RN) #2 on 01/04/2024 at 3:18 PM, she stated she believed she 
had seen a cockroach at the nurses' station on the second floor and notified the Administrator two to three 
months ago. She indicated a pest control company came to the facility and they were doing deep cleaning 
for each room.

During an interview with the Director of Maintenance on 01/04/2024 at 3:15 PM, she stated they were aware 
of issues with cockroaches in the facility. She stated they were moving the residents around and changing 
their rooms. She stated they had to move the residents within 72 hours after being notified of cockroaches. 
She stated that the maintenance and housekeeping staff were deep cleaning the rooms. She stated they 
used a pest control company who came in monthly and treated the rooms they told them to.

During a subsequent interview with the Director of Maintenance on 01/05/2024 at 2:13 PM, she stated she 
had seen cockroaches in the facility. She stated she had seen them in two rooms, including #76's room. She 
stated when there were reports of cockroaches, she worked on a plan with the CNAs and the Director of 
Nursing (DON). She stated the plans change depending on the residents. She stated some do not want to be 
moved or have their things touched, and they could not force the residents to move. She stated that once 
identified, they moved the residents, examined the window frame and sealed any holes around the window, 
sealed any holes in the ceiling, and checked the outlets to make sure the boxes were in one piece and the 
cockroaches were not getting in that way. She stated when maintenance staff finished the project, she spoke 
with the Housekeeping Supervisor and they would take over cleaning from there. She stated a pest control 
company provided pest control services monthly, during either the first or second week, depending on who 
came in and if residents needed to be moved. She stated facility staff would complete checks, and then the 
pest control company would come to spray; after 24 to 48 hours, housekeeping staff would come in and 
clean. She stated that the chemical they used was effective for several hours after application. She stated 
that when facility staff identified a room, they would clean the adjoining rooms as well. She stated she 
examined the neighboring rooms for cockroach activity to see if it had spread. She stated if cockroaches 
were found in neighboring rooms, they would be closed, and the investigation of the spread would continue. 
She stated they closed all the rooms they could to mitigate the cockroaches.

During an interview with Assistant Director of Nursing (ADON) #6 on 01/05/2024 at 1:43 PM, she stated she 
expected to not have any rodents or pests in the facility, but stated the facility was located in a city and both 
were an issue. She stated she had complaints two months ago about cockroaches. She stated the facility 
sprayed but stated that if they were not fixing the problems, then they came back. She stated that in order to 
fix it or keep them controlled, they would have to stop having food available to the cockroaches in the rooms. 
She stated that two months ago, facility staff started to deep clean the whole building. She stated that 
residents like Resident #76, who keep food in their rooms, make it hard. She stated that she wanted the pest 
control company to use what was needed to kill the pests and to come when they were scheduled so they 
could keep the pests out.

(continued on next page)
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During an interview with the DON on 01/05/2024 at 1:14 PM, she stated that she expected to not have any 
pests or rodents but said she knew the facility had a problem with them. She stated that the building needed 
to be cleaned and sealed so that pests could not come in, and then needed a pest control company to come 
regularly and possibly at additional times. She stated facility staff needed to limit food in the residents' rooms 
unless it was in a container and check the rooms daily. She stated that staff were deep cleaning the rooms. 
She stated that she knew that Resident #76's room had cockroaches, as well as another room two doors 
down from that room. She stated maintenance staff and housekeeping staff were deep cleaning the rooms 
and had moved the residents temporarily to another room. She stated someone told her that morning 
(01/05/2024) that there were roaches in those rooms. She stated they had to work together with preventative 
measures and do it all the time, but they had not. She stated she expected the pest control company to come 
when they were scheduled and when they called them in between scheduled visits to help them get rid of the 
cockroaches.
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