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F 0602 Protect each resident from the wrongful use of the resident's belongings or money.

Level of Harm - Minimal harm 33970
or potential for actual harm
Based on interview and record review the facility failed to ensure one resident (R1) was free from
Residents Affected - Few misappropriation of funds of three residents reviewed for abuse.

Findings Include:

The Facility's Abuse Prevention Program dated 11/28/2016 documents, This facility affirms the right of our
residents to be free from abuse, neglect, misappropriation of resident property, and exploitation as defined
below. This includes, but is not limited to freedom from corporal punishment, involuntary seclusion and any
physical or chemical restraint not required to treat the resident's medical symptoms. This facility therefore
prohibits mistreatment, exploitation, neglect or abuse of its residents, and has attempted to establish a
resident sensitive and resident secure environment. The purpose of this policy is to assure that the facility is
doing all that is within its control to prevent occurrences of mistreatment, exploitation, neglect or abuse of our
residents.

The Facility's Abuse Prevention Program also defines Misappropriation of resident property means the
deliberate misplacement, exploitation, or wrongful, temporary, or permanent use of a resident's belongings or
money without the resident's consent.

On 11/6/24 at 9:30 R1 stated about a week ago she noticed she had not gotten a gift card in the mail that
she had been expecting. R1 stated she also wanted to talk to V14 (Business Office Manager) about opening
her mail. R1 reports she went to V14 and was shown where she (R1) had signed that she wanted her mail
opened by the facility. R1 said, | tore that up right then and there and then told (V14/Business Office
Manager) | was going to (V1/Administrator) because | had not received my gift card yet and | did. The very
next day (V1/Administrator) was down here apologizing and giving me the cash for what was on the card. |
am pretty sure (V14/BOM) got fired, but | don't care. We (residents) don't get much, and no one should be
stealing what we do get.

An undated summary of events presented by V1 (Administrator) documented that R1 expressed concerns
regarding a gift card that she had not received. V14 (Business Office Manager) was sent home and a
business office manager from a sister facility conducted the investigation and upon completion of the
investigation it was determined that (V14/Business Office Manager) had used the gift for personal purchases
and that V14 had admitted to using the card.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm or 50627
potential for actual harm
Based on Observation, Interview and Record review, the facility failed to complete physician ordered wound
Residents Affected - Few treatments daily for one of three residents (R1) reviewed for Wound Care in the sample of three.

Finding Include:

The facility's Health Care Decubitus Care/Pressure Areas policy, dated 1/2018, documents, It is the policy of
this facility to ensure a proper treatment program has been instituted and is being closely monitored to
promote the healing of any pressure ulcer. Complete all areas of the Treatment Administration Record or
Wound Documentation Record. Initiate physician order on the treatment sheet. Documentation of the
pressure area must occur upon identification and at least once each week on the TAR (Treatment
Administration Record) or Wound Documentation Form.

On 11/4/2024, at 11:28 AM, R1 had a surgical wound to left stump that was red where sutures were, with
minimal swelling. Wound was 3cm in length, 2cm in width, and was 1.2cm deep. Wound was bleeding and
had blood dripping on the floor. R1 stated that the wound was sensitive to touch, and hurts when it is
touched, or during wound dressing changes. R1 stated that wound dressing changes were not done daily.

R1's October 2024 Treatment Administration Record (TAR), documents a Physician ordered wound
treatment of L (left) stump-apply NS (normal saline) soaked gauze to open area, wrap with (elastic bandage),
secure with tape, and apply (compression sock) daily. This order has a start date of October 7th, 2024. This
same TAR documents on October 8, 16, 17, 19, 22, 23 ,24, 25, and 31, R1's treatments were not completed.

R1's November 2024 Treatment Administration Record (TAR), documents a Physician ordered wound
treatment of L (left) stump-apply NS (normal saline) soaked gauze to open area, wrap with (elastic bandage),
secure with tape, and apply (compression sock) daily. This same TAR documents on November 1, R1's
treatment was not completed.

On 11/6/2024 at 2:00 PM, V2 (Director of Nursing) stated V2 was not reading the order for R1's wound
change to be done daily and read the order as PRN (as needed). V2 stated, Yes, nursing staff should have
been doing the wound dressing changes daily as ordered.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or 50627
potential for actual harm
Based on observation, interview and record review, the facility failed to follow Enhanced barrier precautions
Residents Affected - Few while performing wound care and follow hand hygiene for one of three residents (R1) reviewed for Wound
Care, and Infection Control in a sample of three.

Findings include:

The Facility's Enhanced Barrier Precautions Policy, dated 7/13/23, documents, Enhance Barrier Precautions
(EBP) should be used when contact precautions do not apply, for residents with any of the following: Open
wounds that require a dressing change. Enhance Barrier Precautions require use of a gown and gloves
during high-contact resident care activities that provide opportunities for the transfer of MDRO's to staff
hands and clothing. EBP is primarily intended to use for care that occurs within a resident's room, when
high-contact resident care activities are bundled together. Outside of a resident's room, EBP should be
followed when performing transfers in the shower/assisting with shower and when assisting a resident with
toileting in common restrooms. High contact care activities include: Wound care (pressure ulcers, diabetic
ulcers, unhealed surgical wounds, chronic venous stasis wounds).

The Facility's Hand Hygiene Policy, dated 8/14/23, documents, All staff will comply with current CDC hand
hygiene guidelines to reduce the incidence of healthcare associated infections. Indications for Hand
Washing-When hands are visibly soiled or contaminated with blood or other body fluids, before and after
eating and using the restroom. Handwashing can also be used routinely in the following clinical situations: 1.
After contact with body fluids, excretions, mucous membranes, non-intact skin and wound dressings. 2.
Before and after direct resident care. 4. When moving from contaminated body site to clean body site during
resident care. 5. After contact with intact skin. 6. After removing gloves. Indications for Alcohol Based Hand
Rub (ABHR)-When hands are not visibly soiled, ABHR may be used for routinely decontaminating hands in
the following clinical situations: 1. Before and after having direct contact with residents. 3. After contact with a
resident's intact skin. 4. After contact with inanimate objects (including medical equipment). 5. After removing
gloves.

On 11/4/2024 at 10:28 AM, V3 (LPN) entered R1's Enhanced Barrier Precautions room without a gown, V3
washed hands, and applied gloves. V3 removed compression wrap, removed tape, removed gauze and
disposed in trash can. Surgical site was red around suture area, with minimal swelling. V3 removed gloves
and went to get a cotton swab stick, along with measuring tape. V3 did not sanitize hands or wash them
before donning new gloves as she reentered the room. On the distal portion of the surgical site there was an
opening wound where the sutures were closed making a wound 3cm in length, 2cm in width, 1.2cm deep.
Wound was bleeding and had blood dripping on the floor. V3 cleansed the wound with wound cleaner,
soaked gauze with wound cleaner, placed gauze around wound. V3 then wrapped gauze around lower leg
and below the knee and secured gauze with tape. V3 removed gloves and labeled tape.

On 11/4/2024 at 10:45 AM, V3 (LPN) stated that she forgot R1 was in Enhanced Barrier Precautions and
explained the reason R1 was in Enhanced Barrier Precautions was maybe due to her oxygen, | need to go
look into that. V3 stated that she realized she did not wear a gown and that she did not practice hand
hygiene when she returned from grabbing the cotton swab on a stick and measuring tape.

(continued on next page)
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F 0880 On 11/6/2024 at 2:00 PM, V2 (Director of Nursing) stated in Enhanced Barrier Precaution rooms, that staff

should be wearing a gown and gloves when having direct contact cares or when changing linens. V2 stated
Level of Harm - Minimal harm or staff should be practicing hand hygiene. V2 stated staff should use hand sanitizer before entering a room,
potential for actual harm and before exiting a room unless the resident is in a contact precaution room or if there is visible soiling then

the staff member should be washing their hands.
Residents Affected - Few
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