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F 0580 Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room,
etc.) that affect the resident.

Level of Harm - Minimal harm
or potential for actual harm Based on interview, observation and record review, the facility failed to notify the Physician of a resident's
new pain for 1 of 1 residents reviewed for pain. (Resident 49)

Residents Affected - Few
Finding includes:

During an interview on 5/19/2025 at 9:30 A.M., Resident 49 indicated his Foley catheter (indwelling urinary
catheter) was causing him pain and he rated the pain as a 7 out of 10, with 0 being no pain and 10 being the
worst pain. He pulled his brief down and exposed his catheter. The leg strap of the catheter was stuck to the
tip of Resident 49's penis with a dime size amount of blood noted on the catheter strap.

During an observation and interview,on 5/19/2025 at 9:34 A.M., the Unit Manager (UM) put on gloves and
assessed Resident 49's Foley catheter. Resident 49 again reported his pain as a 7 out of 10. The UM put the
leg strap onto the resident's leg and repositioned the Foley catheter tubing. The UM indicated Resident 49
had scheduled pain medications ordered, but did not have any pain medication ordered for breakthrough
pain. The UM indicated she had requested an as needed (PRN) pain medication to be added to Resident
49's orders, but the Hospice provider had not yet ordered a PRN medication.

During an interview on 5/19/2025 at 11:05 A.M., Resident 49 indicated his Foley catheter was still hurting
and rated his pain as an 8 out 10. Resident 49 indicated he had not received any pain medication since his
morning medication pass.

Resident 49's record review was completed on 5/21/2025 at 9:26 A.M. Diagnoses included, but were not
limited to: neurogenic bladder, schizophrenia, anxiety disorder, dysphagia, and major depressive disorder.

A Quarterly Minimum Data Set (MDS) assessment indicated Resident 49 had moderate cognitive impairment
and was able to understand others and make himself understood.

A current Physician's order indicated Resident 49 received Hospice services.

Resident 49's record lacked the documentation that the Physician had been contacted on 5/19/2025
regarding the new pain Resident 49 was having related to his Foley catheter.

(continued on next page)
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F 0580 A review of Resident 49's Hospice binder was completed on 5/21/2025 at 9:40 A.M. Resident 49 had been
seen by the Hospice Nurse (HN) on 5/20/2025, but the HN had not addressed the penile pain caused by the
Level of Harm - Minimal harm or indwelling catheter.

potential for actual harm
During an observation of catheter care on 5/21/2025 at 10:00 A.M., Resident 49 indicated his Foley catheter
Residents Affected - Few was still causing him pain. CNA 3 indicated the nurse was aware of the resident's pain and continued with
the Foley catheter care without asking Resident 49 if she could continue the catheter care.

During an interview with the Clinical Educator (CE) on 5/21/2025 at 10:05 A.M., the CE indicated Resident
49's pain had been reported to a nurse, but not the nurse that was taking care of Resident 49. She indicated
Resident 49's pain had not been assessed and the Foley catheter care should not have been continued until
he had been assessed by his nurse.

During an interview with the UM on 5/21/2025 at 11:03 A.M., the UM indicated Resident 49 had not
complained of Foley catheter pain in the past and she had called Hospice after Resident 49's catheter care
had been completed on, 5/21/2025, to report his pain and requested a nurse visit for that day. The UM
indicated Resident 49's pain had not been assessed on 5/21/2025, after the resident had reported his pain to
the nursing staff. The UM indicated she had called Hospice on 5/19/2025 but had forgotten to add a note to
the record. The UM indicated she had added a late entry note for 5/19/2025 on 5/22/2025. The note
indicated Hospice had been notified of the new pain. The UM was unable to provide the name of Hospice
employee she had spoken with at the Hospice provider's office on 5/19/2025. The UM indicated the Hospice
provider had not given any new orders and had not been to the facility to see Resident 49 since the new pain
(pain with the Foley catheter) had started and was reported to them on 5/19/2025. The UM indicated she had
had conversations with the Hospice nurses about adding a PRN pain medication in the past, but no PRN
pain medication order had been provided by Hospice.

During an interview with a Business Office Associate (BOA) of the Hospice company on 5/21/2025 at 12:50
P.M., the BOA indicated she had reviewed the notes and call logs related to Resident 49 and could not find
an entry or a call logged from the facility on 5/19/2025. The BOA indicated Resident 49 had been seen by
the Hospice Nurse on 5/22/2025 in the facility.

During an interview with a Hospice Nurse (HN), on 5/21/2025 at 2:00 P.M., she indicated Resident 49 had
been seen by Hospice on 5/20/2024 and the facility had not reported any new or worsening pain related to
Resident 49's Foley catheter or requested any PRN pain medication. The HN indicated Resident 49 had not
complained of pain with the Foley catheter in the past to her. The HN reported the new pain to the Hospice
Physician and obtained an order for a PRN pain medication for Resident 49.

During an interview with the Hospice Director of Operations (HDO) on 5/21/2025 at 2:04 P.M., the HDO
indicated she had reviewed the call logs to the Hospice office and there was no logged calls from the facility
on 5/19/2025 nor did she locate any notes that the facility had called about Resident 49's complaint of penile
pain due to his catheter prior to 5/21/2025. A HN had visited Resident 49 on 5/20/2025 and staff had not
reported any pain related to the Foley catheter to the HN. The HDO indicated Hospice had not received any
requests from staff to include a PRN pain medication. The HDO indicated the facility should have reported
the new pain on 5/19/2025 and before they provided catheter care on 5/21/2025 so Resident 49 did not have
any unnecessary pain.

(continued on next page)
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F 0580 On 5/21/2025 at 1:03 P.M., the DON provided an undated policy titled, Pain Management, and identified it as
the policy currently used by the facility. The policy indicated, .The facility must ensure that pain management
Level of Harm - Minimal harm or is provided to residents who require such services . Recognition: 1. In order to help a resident attain or
potential for actual harm maintain his/her highest practicable level of physical, mental and psychosocial well-being and to prevent or
manage pain, the facility will: . b. Evaluate the resident for pain and the cause upon admission, during
Residents Affected - Few ongoing scheduled assessments, and when a significant change in condition or status occurs (e.g. after a
fall, change in behavior or mental status, new pain or an exacerbation of pain.) .2 . j. Facility staff will notify
the practitioner, if the resident's pain is not controlled by the treatment regimen
3.1-5 (a)(2)
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F 0582 Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.
Level of Harm - Minimal harm or Based on interview and record review, the facility failed to ensure a Skilled Nursing Facility-Advanced
potential for actual harm Beneficiary Notice Form (SNF-ABN) was provided timely following the end of Medicare skilled services for 2

of 3 residents who were discharged from Medicare services. (Resident 64 & 178)
Residents Affected - Few

Finding includes:

1. During a review of Resident 64's SNF-ABN form, on 5/22/2025 at 2:05 P.M., the SNF-ABN document
indicated Resident 64's Medicare coverage had ended on 4/1/2025. An undated Notice of Medicare
Non-Coverage (NOMNC) form had been provided to Resident 64 and she had signed the document, but
there was no date indicating when the resident had been informed.

During an interview on 5/22/2025 at 1:34 P.M., the Business Office Manager (BOM) indicated she was
unaware Resident 64 needed to have been given the SNF-ABN and NOMNC documents to sign and
Resident 64 had not been given the SNF-ABN or NOMNC documents 48 hours before her had therapy
ended.

2. During a review of SNF-ABN form, on 5/22/2025 at 2:07 P.M., the SNF-ABN document indicated Resident
178's Medicare coverage had ended on 1/28/2025. An undated NOMNC form had been provided to Resident
178 and he had signed the document, but there was not a date to indicate when the resident had been
informed.

During an interview on 5/22/2025 at 1:35 P.M., the Business Office Manager indicated she was unaware
Resident 178 needed to have been given the SNF-ABN and NOMNC documents to sign and Resident 178
had not been given the SNF-ABN or NOMNC document 48 hours before his therapy ended.

On 5/22/2025 at 2:54 P.M., the Director of Nursing provided an undated policy title, Advance Beneficiary
Notices, and identified it as the policy currently used by the facility. The policy indicated, .7. To ensure that
the resident, or representative, has enough time to make a decision whether or not to receive the services in
question and assume financial responsibility, the notice shall be provided at least two days before the end of
a Medicare covered Part A stay .

3.1-4(f)(2)
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F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or bed-hold
policies.

Level of Harm - Minimal harm or
potential for actual harm Based on interview and record review, the facility failed to notify the Long Term Care (LTC) Ombudsman in a
timely manner of resident discharges for 3 of 5 residents reviewed for discharges. (Residents 32, 75 and 76)
Residents Affected - Some

Findings include:
1. On 4/17/2025 Resident 75 was discharged to home after completing therapy and meeting goals.

On 5/23/2025 at 1:42 P.M. a list of LTC Ombudsman discharge notifications for February, March and April
2025 were requested from the ED.

During an interview on 5/27/2025 at 9:11 A.M. the ED indicated she received an email from the LTC
Ombudsman with the discharges for February and March 2025 but not April. The email indicated the LTC
Ombudsman had not received any documentation of discharges for April 2025. The ED indicated April 2025
discharges should have been sent on May 1, 2025 but had not been sent.

2. During an interview on 5/19/2025 at 10:35 A.M., Resident 32 indicated he had been sent to the hospital in
March.

Resident 32's record review was completed on 5/23/2025 at 1:25 P.M. Diagnoses included, but were not
limited to: chronic obstructive pulmonary disease, emphysema, major depressive disorder and generalized
anxiety disorder.

A Nursing Note dated, 3/8/2025 at 2:32 P.M., indicated Resident 32 had been admitted to the hospital for
pneumonia.

A review of the March 2025 Ombudsmen notification list was completed on 5/27/2025 at 9:45 A.M. Resident
32's name was not on the list.

During an interview with Executive Director (ED) on 5/27/2025 at 8:45 A.M., the ED indicated Resident 32's
name was not on the Ombudsmen notification list for March 2025.

3. Resident 76's record review was completed on 5/23/2025 at 12:57 P.M. Diagnoses included, but were not
limited to: dementia, dysphagia, fracture of right femur, cellulitius and rhabdomyolysis.

A Change in Condition note, dated, 2/21/2025 at 2:41 A.M., indicated Resident 76 had been sent to the
hospital.

Resident 76 was discharged from the facility on 2/22/2025 and was not readmitted .

A review of the February 2025 Ombudsmen notification list was completed on 5/27/2025 at 9:46 A.M.
Resident 76's name was not on the list.

During an interview with Executive Director (ED) on 5/27/2025 at 8:46 A.M., the ED indicated Resident 76's
name was not on the Ombudsmen notification list for February 2025.

(continued on next page)
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F 0628 On 5/27/2025 at 9:00 A.M., the ED provided an undated policy title, Transfer and Discharge and identified it

as the policy currently used by the facility. The policy indicated, . 5. The facility will maintain evidence that the
Level of Harm - Minimal harm or notice was sent to the Ombudsman

potential for actual harm
3.1-12 (a)(6)(iv)
Residents Affected - Some
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F 0656

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

Based on record review and interview, the facility failed to ensure an individualized plan of care was created
for a resident with an Activity of Daily Living (ADL) self-care performance deficit for 1 of 21 residents
reviewed for care plans. (Resident 65)

Finding includes:

The clinical record of Resident 65 was reviewed on 5/20/2025 at 2:50 P.M. The residents' diagnoses
included but were not limited to: local infection of skin and subcutaneous tissue, falls, anxiety, depression,
hypertension, bipolar disorder, sepsis and dysphagia.

An admission Minimum Data Set (MDS) assessment, dated 4/9/2025, indicated the resident was severely
cognitively impaired and required substantial assistance with upper and lower body dressing, putting on
footwear, personal hygiene, toileting, showering and bathing.

A current Care Plan, initiated 4/23/2025, indicated Resident 65 had an ADL self-care performance deficit and
required assistance by one staff but failed to document the type and frequency of bathing preferred by the
resident.

During an interview, on 5/22/2025 at 2:08 P.M., the Director of Nursing (DON) indicated resident care plans
were completed with an interdisciplinary approach. Social Services completed their portion of the care plan
and other disciplines completed their care plans. The DON indicated an aide would have known Resident 65
was an assist of one for bathing or showering but the resident preference on the type or frequency of bathing
and the care plan should have been included in the care plan.

On 5/22/2025 at 2:30 P.M., the DON provided a policy titled, Comprehensive Care Plans, dated 2025 and
indicated the policy was the one currently used by the facility. The policy indicated .develop and implement a
comprehensive person-centered care plan for each resident .that includes measurable objectives and
timeframes to meet a resident's medical, nursing, and .ALL services that are identified in the resident's
comprehensive assessment .

3.1-35(a)
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F 0657 Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

Level of Harm - Minimal harm or
potential for actual harm Based on interview, observation and record review, the facility failed to update a care plan with interventions
put into place after a fall for 1 of 1 resident reviewed for falls. (Resident 2)

Residents Affected - Few

Finding includes:

A record review was completed on 5/22/2025 at 11:24 A.M. for Resident 2. Diagnoses included, but were not
limited to: acute and chronic respiratory failure with hypoxia and depression.

A Quarterly Minimum Data Set (MDS) assessment, dated 4/29/2025, indicated Resident 2's cognition was
severely impaired, was dependent for toileting, bed mobility and transfer needs and had had no falls since
admission.

On 5/22/2025 at 1:52 P.M. a current Care Plan, initiated on 1/8/2025, indicated Resident 2 was at risk for
falls. Interventions included: call light within reach and anticipate and meet the resident's needs.

A Nursing Progress Noted indicated on 4/14/2025 at 8:20 A.M., Resident 2 fell out of bed and sustained an
injury to her head. The post-fall evaluation, completed on 4/14/2025, indicated a fall mat was placed by the
bed, the resident was placed in a low bed and the interventions would be placed on the Care Plan.

However, the Care Plan was not updated to reflect the interventions until 5/20/2025 when the fall mat was
added. The low bed was not added to the Care Plan.

During an interview on 5/22/2025 at 2:29 P.M., the DON indicated the care plan should have been updated
at the time of the fall with the new interventions.

On 5/22/2025 at 2:29 P.M. a current policy, dated August 2024 and titled, Care Plan Revisions Upon Status
Change was provided by the DON. The policy indicated, .The care plan will be updated with the new or
modified intervention

3.1-35(e)
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F 0692 Provide enough food/fluids to maintain a resident's health.

Level of Harm - Minimal harm or Based on observation, record review and interview, the facility failed to follow a Physician's order related to
potential for actual harm providing nutritional supplements for 1 of 1 resident who was reviewed for nutrition. (Resident 53)
Residents Affected - Few Finding includes:

During meal observations, Resident 53 did not have a health shake on his lunch meal tray on the following
dates:

-5/20/2025
-6/21/2025
-6/22/2025

Resident 53's record review was completed 5/22/2025 at 2:15 P.M. Diagnoses included, but were not limited
to: dysphagia, rhabdomyolysis, protein-calorie malnutrition, starvation and sacral pressure ulcer.

A current Physician's order, dated, 2/28/2025, indicated Resident 53 was to receive a health shake at lunch
and dinner.

However, a review of the May 2025 Medication Administration Record (MAR) indicated Resident 53 was
documented as having received his lunch health shake on 5/20, 5/21 and 5/22/2025 even though there was
no health shake served to Resident 53.

During an interview on 5/23/2025 at 1:30 P.M., LPN 4 indicated Resident 53 had drank all of his lunch health
shake on 5/23/2025. LPN 4 indicated the kitchen was responsible for providing the health shake and the
nurse was responsible for documenting the intake.

During an interview on 5/23/2025 at 1:37 P.M., Dietary Aide (DA) 5 indicated Resident 53's meal tickets
showed a standing order for him to receive a health shake on his lunch tray. DA 5 indicated it was the
kitchen's responsibility to provide the health shake, but if the health shake was missing, the nurse should
should have contacted the kitchen.

On 4/23/2025 at 2:24 P.M., the Director of Nursing (DON) provided an undated policy titled, Nutritional and
Dietary Supplements and identified it as the policy currently used by the facility. The policy indicated, . 2. The
facility will provide nutritional and dietary supplements to each resident, consistent with the resident's
assessed needs

3.1-46 (a)(2)
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F 0697

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide safe, appropriate pain management for a resident who requires such services.

Based on interview, observation and record review, the facility failed to notify the address a resident's pain
timely and effectively for 1 of 1 residents reviewed for pain. (Resident 49)

Finding includes:

During an interview on 5/19/2025 at 9:30 A.M., Resident 49 indicated his Foley catheter (indwelling urinary
catheter) was causing him pain and he rated the pain as a 7 out of 10, with 0 being no pain and 10 being the
worst pain. He pulled his brief down and exposed his catheter. The leg strap of the catheter was stuck to the
tip of Resident 49's penis with a dime size amount of blood noted on the catheter strap.

During an observation and interview,on 5/19/2025 at 9:34 A.M., the Unit Manager (UM) put on gloves and
assessed Resident 49's Foley catheter. Resident 49 again reported his pain as a 7 out of 10. The UM put the
leg strap onto the resident's leg and repositioned the Foley catheter tubing. The UM indicated Resident 49
had scheduled pain medications ordered, but did not have any pain medication ordered for breakthrough
pain. The UM indicated she had requested an as needed (PRN) pain medication to be added to Resident
49's orders, but the Hospice provider had not yet ordered a PRN medication.

During an interview on 5/19/2025 at 11:05 A.M., Resident 49 indicated his Foley catheter was still hurting
and rated his pain as an 8 out 10. Resident 49 indicated he had not received any pain medication since his
morning medication pass.

Resident 49's record review was completed on 5/21/2025 at 9:26 A.M. Diagnoses included, but were not
limited to: neurogenic bladder, schizophrenia, anxiety disorder, dysphagia, and major depressive disorder.

A Quarterly Minimum Data Set (MDS) assessment indicated Resident 49 had moderate cognitive impairment
and was able to understand others and make himself understood.

A current Physician's order indicated Resident 49 received Hospice services.

Resident 49's record lacked the documentation that the Physician had been contacted on 5/19/2025
regarding the new pain Resident 49 was having related to his Foley catheter.

A review of Resident 49's Hospice binder was completed on 5/21/2025 at 9:40 A.M. Resident 49 had been
seen by the Hospice Nurse (HN) on 5/20/2025, but the HN had not addressed the penile pain caused by the
indwelling catheter.

During an observation of catheter care on 5/21/2025 at 10:00 A.M., Resident 49 indicated his Foley catheter
was still causing him pain. CNA 3 indicated the nurse was aware of the resident's pain and continued with
the Foley catheter care without asking Resident 49 if she could continue the catheter care.
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During an interview with the Clinical Educator (CE) on 5/21/2025 at 10:05 A.M., the CE indicated Resident
49's pain had been reported to a nurse, but not the nurse that was taking care of Resident 49. She indicated
Resident 49's pain had not been assessed and the Foley catheter care should not have been continued until
he had been assessed by his nurse.

During an interview with the UM on 5/21/2025 at 11:03 A.M., the UM indicated Resident 49 had not
complained of Foley catheter pain in the past and she had called Hospice after Resident 49's catheter care
had been completed on, 5/21/2025, to report his pain and requested a nurse visit for that day. The UM
indicated Resident 49's pain had not been assessed on 5/21/2025, after the resident had reported his pain to
the nursing staff. The UM indicated she had called Hospice on 5/19/2025 but had forgotten to add a note to
the record. The UM indicated she had added a late entry note for 5/19/2025 on 5/22/2025. The note
indicated Hospice had been notified of the new pain. The UM was unable to provide the name of Hospice
employee she had spoken with at the Hospice provider's office on 5/19/2025. The UM indicated the Hospice
provider had not given any new orders and had not been to the facility to see Resident 49 since the new pain
(pain with the Foley catheter) had started and was reported to them on 5/19/2025. The UM indicated she had
had conversations with the Hospice nurses about adding a PRN pain medication in the past, but no PRN
pain medication order had been provided by Hospice.

During an interview with a Business Office Associate (BOA) of the Hospice company on 5/21/2025 at 12:50
P.M., the BOA indicated she had reviewed the notes and call logs related to Resident 49 and could not find
an entry or a call logged from the facility on 5/19/2025. The BOA indicated Resident 49 had been seen by
the Hospice Nurse on 5/22/2025 in the facility.

During an interview with a Hospice Nurse (HN), on 5/21/2025 at 2:00 P.M., she indicated Resident 49 had
been seen by Hospice on 5/20/2024 and the facility had not reported any new or worsening pain related to
Resident 49's Foley catheter or requested any PRN pain medication. The HN indicated Resident 49 had not
complained of pain with the Foley catheter in the past to her. The HN reported the new pain to the Hospice
Physician and obtained an order for a PRN pain medication for Resident 49.

During an interview with the Hospice Director of Operations (HDO) on 5/21/2025 at 2:04 P.M., the HDO
indicated she had reviewed the call logs to the Hospice office and there was no logged calls from the facility
on 5/19/2025 nor did she locate any notes that the facility had called about Resident 49's complaint of penile
pain due to his catheter prior to 5/21/2025. A HN had visited Resident 49 on 5/20/2025 and staff had not
reported any pain related to the Foley catheter to the HN. The HDO indicated Hospice had not received any
requests from staff to include a PRN pain medication. The HDO indicated the facility should have reported
the new pain on 5/19/2025 and before they provided catheter care on 5/21/2025 so Resident 49 did not have
any unnecessary pain.

On 5/21/2025 at 1:03 P.M., the DON provided an undated policy titled, Pain Management, and identified it as
the policy currently used by the facility. The policy indicated, .The facility must ensure that pain management
is provided to residents who require such services . Recognition: 1. In order to help a resident attain or
maintain his/her highest practicable level of physical, mental and psychosocial well-being and to prevent or
manage pain, the facility will: . b. Evaluate the resident for pain and the cause upon admission, during
ongoing scheduled assessments, and when a significant change in condition or status occurs (e.g. after a
fall, change in behavior or mental status, new pain or an exacerbation of pain.) .2 . j. Facility staff will notify
the practitioner, if the resident's pain is not controlled by the treatment regimen
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F 0880 Provide and implement an infection prevention and control program.
Level of Harm - Minimal harm or Based on observation, record review and interview, the facility failed to wear personal protective equipment
potential for actual harm (PPE) while providing Foley catheter (indwelling urinary catheter) care for 1 of 4 residents reviewed for

Enhanced Barrier Precautions (EBP). (Resident 49)
Residents Affected - Few

Finding includes:

During an observation on 5/19/2025 at 9:34 A.M., the Unit Manager (UM) put on gloves, but did not put on a
gown and assessed Resident 49's urinary catheter. The UM put the leg strap onto the resident's leg and
repositioned the catheter. There was an Enhanced Barrier Precaution sign hanging on Resident 49's door
and a three drawer cart with PPE supplies noted outside of the resident's room.

Resident 49's record review was completed on 5/21/2025 at 9:26 A.M. Diagnoses included, but were not
limited to: neurogenic bladder, schizophrenia, anxiety disorder, dysphagia, and major depressive disorder.

A current Physician's order, dated, 5/23/2025, indicated Resident 49 was in EBP related to an indwelling
catheter and gown and gloves should be worn for high contact resident care.

During an interview with the UM on 5/21/2025 at 11:03 A.M., the UM indicated she had only worn gloves
while repositioning the resident's Foley catheter and should have worn a gown as well.

On 5/27/2025 at 10:30 A.M., the Director of Nursing (DON) provided an undated policy, titled, Enhanced
Barrier Precautions and identified it as the policy currently used by the facility. The policy indicated, .b. an
order for EBP will be obtained for residents with any of the following: Wounds and/or indwelling medical
devices (central lines, urinary catheters, feeding tubes, tracheostomy/ventilator tubes) even if the resident is
not known to be infected or colonized with a MDRO . 4. High-contact resident care activities include: . g.
Device care or use: central lines, urinary catheters

3.1-18 (a)
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F 0921 Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the
public.

Level of Harm - Minimal harm or

potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, record review and interview, the facility failed to provide a safe and sanitary environment for 7 of

Residents Affected - Some 19 rooms reviewed for the environment. ( room [ROOM NUMBER], 112, 114, 115, 117, 118 and 119)

Findings include:

On [DATE], beginning at 10:30 A.M., the following was observed on the 100 Unit:

Room105 had multiple gouges in the wall near the baseboard behind the bed of the resident nearest to the
window.

room [ROOM NUMBER] had 4 to 5 gouges on the north wall, basketball sized. The window blinds had 3
horizontal slats that were broken and partially missing.

room [ROOM NUMBER] had a broken closet door.

room [ROOM NUMBER] had a broken closet door.

room [ROOM NUMBER] had a broken closet door and the window blinds were non-functional.

room [ROOM NUMBER] had a broken closet door.

room [ROOM NUMBER] had a broken closet door.

During an interview, on [DATE] at 2:28 P.M., the Area Maintenance Director indicated 24 rooms a month
were toured to identify problems. The Area Maintenance Director indicated the facility utilized a TELS
(technilogial system to streamline building maintence) system to submit work orders and all staff should have
been submitting requests (regarding the broken and damaged items above). The Area Maintenance Director
indicated the damaged and disrepaired items needed to be repaired and remedied.
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F 0921 On [DATE] at 10:08 A.M., the Director of Nursing (DON) provided a policy titled, Facility Maintenance
Guidelines and Procedure, undated and indicated the policy was the one currently used by the facility. The
Level of Harm - Minimal harm or policy indicated .provide a clean, comfortable environment .Maintenance will attempt to repair items as soon
potential for actual harm as possible .
Residents Affected - Some 3.1-19 (e)
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