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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35317

Residents Affected - Few Based on interview and record review, the facility failed to ensure care plan meetings were conducted
quarterly for 2 of 24 residents reviewed for care plan meetings (Residents 19 and 30).

Findings include:

1. During an interview, on 6/17/24 at 2:06 p.m., Resident 19 indicated he did not remember being invited to
or attending a care plan meeting recently. He indicated it had been a while since he had one.

Resident 19's record was reviewed on 6/19/24 at 9:48 a.m. A quarterly Minimum Data Set (MDS)
assessment, dated 5/12/24, indicated the resident was cognitively intact.

Census information indicated the resident was admitted to the facility on [DATE].

A Care Plan note, dated 3/20/24 at 4:20 p.m. indicated a care plan meeting was conducted on this day for
Resident 19.

Resident 19's record lacked documentation of additional quarterly care plan meetings being conducted for
the last year from June 2023 to June 2024. The resident had one care plan meeting for the entire year.

During an interview, on 6/19/24 at 11:07 a.m., the Regional Nurse Consultant indicated she could not find
where Resident 19 had additional quarterly care plan meetings for the last year. She indicated the facility did
not have a Social Service Director at this time and she wasn't sure how long she had been gone. She
indicated the care plan meetings should be conducted quarterly.

48226

2. 0On 6/18/24 at 9:43 a.m., during observation and interview Resident 30 indicated he had not participated in
a care plan meeting.
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(X4) 1D PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0657 On 6/19/24 9:59 a.m., the medical record of Resident 30 was reviewed. The resident was admitted to the
facility on [DATE]. The record indicated a care plan was established with goals and interventions. The record

Level of Harm - Minimal harm or indicated two care plan meetings were completed from May 2023 to June 2024. The medical record lacked

potential for actual harm documentation of additional quarterly care plan meeting.

Residents Affected - Few A quarterly MDS assessment, dated 4/25/24, indicated the resident was cognitively intact.
On //2024 at 0:00 p.m., the Regional Nurse Consultant provided a document, titled, Baseline Care Plan
Assessment/Comprehensive Care Plans, dated 9/18/18, and indicated it was the policy currently being used
by the facility. The policy indicated, .2. Within 72 hours following the admission of the resident .Social
services or designee will schedule a summary of the Base Line Care Plan .c) In the event that the resident
and/or representative refuses to participate in the care plan meeting or refuses to sign the summary; the
MDS coordinator or designee will document the refusal in the medical record .6. The facility Social Service
Director or designee will notify the resident of their scheduled care plan conference and will invite and
encourage the resident to attend .These notifications will be documented for reference .9. The
Comprehensive Care Plans will be reviewed and updated every quarter at a minimum
3.1-35(e)
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F 0684

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.
35317

Based on observations, record reviews, and interviews, the facility failed to ensure that a physician was
notified of a resident's change in condition related to edema for 1 of 1 resident's reviewed (Resident 46).

Finding includes:

On 6/17/24 at 11:04 a.m., Resident 46 was observed sitting up on the right side of his bed, the resident had
edema (swelling) to his bilateral feet and ankles. The resident indicated he had noticed some swelling off and
on to his feet and ankles and he tried to elevate his legs in bed as much as he could. The resident indicated
he was not taking a diuretic (helps reduce fluid buildup in the body) and wasn't sure if the staff had noticed
the swelling.

On 6/18/24 at 1:30 p.m., Resident 46 was observed sitting up in his wheelchair in his room. Edema was
noted to his bilateral feet and ankles.

On 6/19/24 at 2:30 p.m., Resident 46 was observed sitting up in his wheelchair in his room and was watching
tv. Edema was noted to his bilateral feet and ankles.

On 6/20/24 at 1:56 p.m., Resident 46 was sitting in his wheelchair across from the nurse's station. Edema
noted to his bilateral feet and ankles. The resident indicated he was tired, and his legs felt weak from working
with physical therapy.

Resident 46's record was reviewed on 6/19/24 at 8:57 a.m. The profile indicated the resident's diagnosis
included, but were not limited to, malignant neoplasm of prostate (a disease in which malignant [cancer] cells
form in the tissues of the prostate), and atrial fibrillation (an irregular, often rapid heart rate that commonly
causes poor blood flow).

An admission Minimum Data Set (MDS) assessment, dated 4/5/24, indicated the resident was cognitively
intact and required assistance of two people for personal hygiene, bed mobility, and transfers. The
assessment indicated the resident was not on a diuretic.

A care plan, dated 4/15/24, indicated the resident had a diagnosis of atrial fibrillation. Interventions included,
but were not limited to, observe for signs and symptoms of atrial fibrillation such as, fatigue, edema, and
weight gain.

A Hospital discharge note, dated 5/17/24, indicated to notify physician of increased swelling in
feet/ankles/legs and consistent weight gain of 2 pounds in one day. The record lacked documentation of the
physician being notified of recent weight gain in the last 30 days and lacked documentation of edema to
bilateral feet and ankles.

A practitioner encounter assessment, dated 5/29/24, indicated the resident had no edema in his extremities.

A physician's order, dated 6/3/24, indicated record weekly weight every dayshift on Monday.

(continued on next page)
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F 0684 Review of resident 46's weights were documented as follows:

Level of Harm - Minimal harm or 6/17/24 - 143.6 pounds
potential for actual harm
6/3/24 - 130.8 pounds
Residents Affected - Few
5/22/24 -126.8 pounds

5/16/24 - 121.8 pounds
5/4/24 - 113.3 pounds
4/16/24 - 118.0 pounds
4/3/24 - 117.0 pounds

Resident 46's record lacked documentation of a weight being obtained on 6/10/24 as ordered. The record
lacked documentation of the physician being notified of recent weight gain in the last 30 days.

A dietary progress note, dated 6/13/24 at 4:09 p.m., indicated Resident 46 had gained 15.4% in weight over
the last 30 days and it was a desirable outcome due to the resident's low BMI (body mass index). No
recommendations given at this time.

A physical, medicine, and rehabilitation progress note, dated 6/13/24 at 4:47p.m., indicated the resident had
no edema and was receiving physical and occupational therapy.

A physical, medicine, and rehabilitation progress note, dated 6/18/24 at 4:49 p.m., indicated the resident had
no edema and was receiving physical and occupational therapy.

During an interview, on 6/20/24 at 2:12 p.m., the Regional Nurse Consultant indicated the resident had
notable edema to his bilateral feet and ankles and she would have the nurse perform an assessment and
notify the doctor and family representative of the edema.

During an interview, on 6/20/24 at 2:36 p.m., Physical Therapist (PT) 19 indicated she hadn't noticed any
swelling to Resident 46's bilateral feet and ankles. She indicated she only sees him once or twice a week for
therapy.

During an interview, on 6/20/24 at 2:56 p.m., Certified Nurse's Assistant (CNA) 20 indicated she had noticed
Resident 46's swelling off and on and would just put him in bed and elevate his legs to help the swelling go
down.

On 6/20/24 at 2:44 p.m., the Regional Nurse Consultant provided an undated document titled, Change in
Resident's Condition or Status, and indicated it was the policy currently being used by the facility. The policy
indicated, .It is the policy of the facility to ensure the resident's attending physician and representative are
notified of changes in the resident's condition or status .there is a significant change in the resident's
physical, mental or psychological status .6. The nurse will record in the record any changes in the resident's
medical condition or status

(continued on next page)
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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm or

potential for actual harm 34525

Residents Affected - Few Based on observation, record review, and interview, the facility failed to ensure a resident was supervised

while administering her medications for 1 of 1 residents reviewed for accidents (Resident 104).
Findings include:

During the initial pool observation, on 6/17/24 at 11:21 a.m., Resident 104 was observed administering her
own medication from her medication cup. The resident's nurse was not present in the room at the time of the
observation. At the same time, the resident indicated the nurses often would just leave her medication cup
with her medications, in her room for her to take.

During a random observation, on 6/18/24 at 8:59 a.m., the resident was observed with an empty medication
cup sitting in front of her on her overbed table. At the same time, the resident indicated the nurse had
brought her medications to her, again this morning, and had not stayed in the room while she was taking
them. She could not remember ever being evaluated for taking her medication without supervision.

Resident 104's record was reviewed on 6/19/24 at 11:05 a.m. The profile indicated the resident's diagnoses
included, but were not limited to, nonrheumatic aortic valve stenosis (occurs when the aortic valve [allows
blood to flow from the heart into the aorta] narrows and blood cannot flow normally), congestive heart failure
(a serious condition in which the heart doesn't pump blood as efficiently as it should), chronic kidney disease
(when the kidneys are damaged and can't filter blood the way they should), and need for assistance with
personal care.

An admission Minimum Data Set (MDS) assessment, dated 6/17/24, was still in progress. The assessment
lacked documentation of the resident's ability to self-administer her medications.

The resident's care plans lacked documentation of the resident's ability to self-administer her medications.

The profile lacked documentation of the resident having been assessed for the self-administration of
medications.

The physician orders lacked documentation of an order for self-administration of medications.

The resident's June 2024 Medication Administration Record (MAR) indicated the resident received the
following morning medications:

a. Allopurinol (used to prevent or lower high uric acid levels in the blood) 300 milligrams (mg) tablet by mouth
at 9:00 a.m. daily for Gout (a type of inflammation caused by an elevated amount of uric acid, either because
a person's kidneys do not adequately remove uric acid from their body, or because their body simply makes
too much of it).

(continued on next page)
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

b. Amlodipine besylate (used to treat hypertension [high blood pressure]) 5 mg tablet by mouth at 9:00 a.m.,
daily.

c. Bumetanide (used to remove excess fluid from the body) 1 mg tablet by mouth at 9:00 a.m., daily for
edema (medical term from swelling).

d. Centrum (multivitamin with minerals) 1 tablet by mouth at 9:00 a.m., daily for supplement.

e. Clopidogrel bisulfate (medication to prevent formation of blood clots) 75 mg tablet by mouth at 9:00 a.m.,
daily.

f. Cyanocobalamin (to treat and prevent vitamin B12 [keeps body's blood and nerve cells healthy) deficiency
anemia 1000 microgram (mcg) tablet by mouth at 9:00 a.m., daily for supplement.

g. Cymbalta (used to treat depression) 60 mg capsule by mouth at 9:00 a.m., daily for depression.
h. Gemtesa (used to treat overactive bladder) 75 mg tablet by mouth at 9:00 a.m., for urine retention.

i. Isosorbide mononitrate (used to treat hypertension) 30 mg tablet by mouth at 9:00 a.m., daily for
hypertension.

j- Losartan potassium (used to treat hypertension) 25 mg tablet by mouth at 9:00 a.m., daily for hypertension.
k. Metoprolol tartrate (used to treat hypertension) 25 mg tablet by mouth at 9:00 a.m., daily for hypertension.

I. Montelukas sodium (used to treat allergy symptoms, such as trouble breathing, tight chest, wheezing,
coughing, and runny nose) 10 mg tablet by mouth at 9:00 a.m., daily for allergies.

m. Oxybutynin chloride ER (used to treat overactive bladder) 10 mg tablet by mouth at 9:00 a.m., daily for
overactive bladder.

n. Potassium chloride ER (used to treat low potassium) 20 milliequivalent (meq) tablet by mouth daily at 9:00
a.m., for supplement.

Review of the June 2024 MAR indicated Licensed Practical Nurse (LPN) 3 had administered the resident's
medication on 6/17/24, and LPN 4 had administered the medications on 6/18/24.

During an interview, on 6/19/24 at 10:33 a.m., the Regional Nurse Consultant indicated the nurses should
never leave medications for a resident to take without supervision.

During an interview, on 6/19/24 at 12:22 p.m., LPN 4 indicated she had taken the medications into Resident
104's room and had been notified that the pharmacy had arrived. She left the room to meet the pharmacy
representative. She understood that she should have stayed with the resident when she administered her
medications.
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FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID:

155262

If continuation sheet
Page 7 of 18




Department of Health & Human Services Printed: 08/28/2024

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
155262 B. Wing 06/21/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Waters of Sullivan Nursing Facility, The 505 W Wolfe St
Sullivan, IN 47882

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

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0689 On 6/19/24 at 10:50 a.m., the Regional Nurse Consultant provided a document, dated March 2023, titled,

Drug Administration-General Guidelines, and indicated it was the policy currently being used by the facility.
The policy indicated, .Procedure: 1. Medications are .administered .only by licensed nursing .3. Residents
are allowed to self-administer medications when specifically authorized by the attending physician in
accordance with facility procedures for self-administration of medications

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few
3.1-45(a)(2)
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F 0695

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.
49068

Based on observation, record review, and interview, the facility failed to ensure respiratory equipment was
stored in a plastic bag, and failed to ensure a physician order for continuous positive airway pressure (CPAP)
settings was obtained for 1 of 1 resident reviewed for respiratory (Resident 22).

Findings include:

During initial interviews on 6/18/24 at 10:08 a.m., observed Resident 22's continuous positive airway
pressure (CPAP) machine (wearable respiratory device that uses mild air pressure to keep breathing airways
open while you sleep) with a partially filled humidification chamber on the bedside table. The tubing and
mask were unbagged and undated. Resident 22 indicated she required assistance from staff to put it on and
take off, and the equipment had not been bagged since she moved in.

During random observation on 6/19/24 at 11:54 a.m., Resident 22's CPAP mask and tubing were observed
to be unbagged and undated.

During random observation on 6/20/24 at 10:28 a.m., Resident 22's CPAP mask and tubing were observed
to be unbagged and undated.

On 6/20/24 09:36 a.m., Resident 22's record was reviewed. Her diagnoses included, but were not limited to,
Parkinson's disease (a brain disorder that causes unintended or uncontrollable movements, such as shaking,
stiffness, and difficulty with balance and coordination) and obstructive sleep apnea (repeated stop and start
of breathing when the throat muscles relax and block the airway many times during sleep).

A physician order, dated 4/27/24, indicated the CPAP to be worn at bedtime and for naps every shift. The
chart lacked documentation of an order for the settings level or humidification.

A care plan, dated 5/1/24, indicated resident had obstructive sleep apnea with interventions that included,
but were not limited to, observe for signs and symptoms of difficulty breathing, observe for signs and
symptoms of low oxygen, and treatment as ordered.

An admission Minimum Data Set assessment, dated 5/3/24, indicated Resident 22 was cognitively intact,
and used a non-invasive mechanical ventilator (CPAP).

During an interview on 6/20/24 at 10:47 a.m., Licensed Practical Nurse (LPN) 21 indicated they were to
follow the same protocol for CPAP's as they do oxygen tubing, any tubing should be bagged and dated. She
observed Resident 22's CPAP tubing and mask to be unbagged and undated, she indicated no storage bag
was in the resident's room.
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F 0695 During an interview on 6/20/24 at 11:30 a.m., observed Resident 22's CPAP equipment with LPN 21. She
indicated that the mask and tubing were not bagged or labeled, but it should have been. LPN 21 indicated
Level of Harm - Minimal harm or the machine settings read that it was set at four. Resident 22 indicated she thought it was supposed to be set
potential for actual harm at three. LPN 21 indicated that she was not familiar with the machine and would need to find out what the
settings were supposed to be. When she checked the electronic medical record, she indicated that the
Residents Affected - Few physician orders only read to put the CPAP on and off at bedtime and when napping, it did not include

settings or humidification, so she needed to contact the physician about the orders.

On 6/20/24 at 11:20 a.m., the Regional Nurse Consultant provided an undated document, titled, Continuous
Positive Airway Pressure (CPAP), and indicated it was the policy currently being used by the facility. The
policy indicated, .Purpose: To improve ventilation on patients with obstructive sleep apnea (OSA), airway
obstruction and upper airway resistance .Guideline: CPAP therapy must have a written physician's order.
The order must include the level of CPAP, FIO2 if needed, and humidifier if needed. 2. The patient should be
assessed before and after therapy has been initiated for any hazards or adverse effects such as
pneumothorax and gastric distention. 3. Continuous positive airway pressure, CPAP, provides positive
pressure to the airways of a spontaneously breathing patient, maintaining a continuous pressure during
expiration and inspiration permitting the airways to remain open allowing for improved ventilation .Procedure:
1. Verify physician's order in the patient's chart. The order must include the level of CPAP, e.g. 5cmH20 .15.
When that CPAP machine is not in use the face mask is stored in a plastic bag at the bedside

3.1-47(a)(6)
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F 0757 Ensure each resident’s drug regimen must be free from unnecessary drugs.

Level of Harm - Minimal harm or 34525
potential for actual harm
Based on record review and interview, the facility failed to ensure physician documentation to justify a
Residents Affected - Few declination of a pharmacy recommendation for 1 of 5 residents reviewed for unnecessary medications
(Resident 8).

Findings include:

Resident 8's record was reviewed on 6/18/24 at 2:28 p.m. The profile indicated the resident's diagnoses
included, but were not limited to, neuromuscular dysfunction of the bladder (when the nerves and muscles
don't work together very well. which results in the bladder may not fill or empty correctly).

A pharmacy recommendation, dated 6/11/23, indicated to consider discontinuing the resident's Vesicare (a
medication (med) indicated to treat an overactive bladder with urinary incontinence, urgency, and frequency).
The physician disagreed with the recommendation and documented Continue med. The form lacked
documentation of any further justification.

During an interview, on 6/19/24 at 10:33 a.m., the Regional Nurse Consultant indicated she was unable to
find any physician documentation to justify the declination for discontinuing the resident's Vesicare.

On 6/19/24 at 10:50 a.m., the Regional Nurse Consultant provided an undated document, titled, Distribution
of Medication Regimen Review Report, and indicated it was the policy currently being used by the facility.
The policy indicated, .Procedure: .4 .If the physician disagrees with the recommendation or no change is
being made, the physician must document rationale in the resident's medical record. 5. The Director of
Nursing will follow-up with any nursing actions needed relative to the physician's response

3.1-48(a)(3)

3.1-48(a)(4)
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F 0773 Provide or obtain laboratory tests/services when ordered and promptly tell the ordering practitioner of the
results.

Level of Harm - Minimal harm or

potential for actual harm 34525

Residents Affected - Few Based on record review and interview, the facility failed to ensure physician ordered lab tests had been

completed for 1 of 5 residents reviewed for unnecessary medications (Resident 42).
Findings include:

Resident 42's record was reviewed on 6/18/24 at 3:11 p.m. The profile indicated the resident's diagnoses
included, but were not limited to, congestive heart failure (a serious condition in which the heart doesn't
pump blood as efficiently as it should), atrial fibrillation (AFIB-caused by extremely fast and irregular
heartbeats), type 2 diabetes (a condition that happens because of a problem in the way the body regulates
and uses sugar as a fuel), hypertension (high blood pressure), hyperlipidemia (when the body has too many
lipids [fats] in your blood), and gastro-esophageal reflux disease (GERD- a chronic gastrointestinal disorder
characterized by the regurgitation of gastric contents into the esophagus).

A pharmacy recommendation, dated 12/6/23, indicated to recommend lab testing related to medications
ordered, included, but were not limited to:

a. A Digoxin (a medication used to manage and treat heart failure and certain arrhythmias) level every 6
months. The physician approved the recommendation.

b. Hemoglobin (Hgb) A1C (lab test used to evaluate a person's level of glucose [blood sugar]control) related
to insulin (medication to lower glucose) use every 3 months. The physician approved the recommendation.

c. A BMP (basic metabolic panel-lab test to check the body's fluid balance and levels of electrolytes, and see
how well the kidneys are working), every 6 months. The physician approved the recommendation.

d. Magnesium (specific type of electrolyte found in cells and bones) level every 6 months. The physician
approved the recommendation.

e. Lipid (fats in the blood) profile (measures the amount of lipids in the blood), every 6 months. The physician
approved the recommendation.

f. CBC (complete blood count- used to test for, diagnose, and monitor many different conditions), every 6
months. The physician approved the recommendation.

A physician's order, dated 12/21/23, indicated the following labs were ordered: Hgb A1C and BMP every 4
month(s) starting on the 17th.The record lacked documentation of the order having been completed.

(continued on next page)
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F 0773 A physician's order, dated 12/21/23, indicated the following labs were ordered: CMP, CBC, Magnesium level,
and Digoxin level every 6 month(s) starting on the 17th for regular monitoring. The record lacked
Level of Harm - Minimal harm or documentation of the order having been completed.

potential for actual harm

A physician's order, dated 1/17/24, indicated the following labs were ordered: Lipid panel every 12 month(s)
Residents Affected - Few starting on the 17th. The record lacked documentation of the order having been completed.

A physician's order, dated 1/23/24, indicated the hospital was to draw Digoxin level, BMP, Magnesium level,
Lipid profile, and CBC every 6 months (January and June) starting on the 23rd for 1 day(s) for medication
monitoring. The record lacked documentation of the order having been completed.

A physician's order, dated 1/23/24, indicated the hospital was to draw Hgb A1C every 3 months (January,
April, July, October) every 3 month(s) starting on the 23rd for 1 day(s). The record lacked documentation of
the order having been completed.

A physician's order, dated 3/18/24, indicated draw Hgb A1C every 3 months for medication monitoring, every
night shift every 3 month(s) starting on the 18th for 1 day(s). The record lacked documentation of the order
having been completed.

A physician's order, dated 3/18/24, indicated draw Digoxin level, and CBC every 6 months for medication
monitoring, every night shift every 6 month(s) starting on the 18th for 1 day(s). The record lacked
documentation of the order having been completed.

During an interview, on 6/19/24 at 10:25 a.m., the Regional Nurse Consultant indicated they were unable to
locate any documentation of the lab results for the time period of the lab orders.

On 6/19/24 at 10:50 a.m., the Regional Nurse Consultant provided an undated document titled, Distribution
of Medication Regimen Review Report, and indicated it was the policy currently being used by the facility.
The policy indicated, .Procedure: . 5. The Director of Nursing will follow-up with any nursing actions needed
relative to the physician's response

3.1-49(f)(1)

3.1-49(g)
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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49068

Residents Affected - Some Based on observations, interviews, and record reviews, the facility failed to discard expired items, failed to
maintain completed temperature logs, failed to maintain and monitor sanitizer concentration levels, failed to
label and date food items that were received without a manufacturer's expiration date, and failed to store
food at a minimum of six inches from the floor for 1 of 2 kitchen observations.

Findings include:

1. During an initial kitchen tour with [NAME] 11 on [DATE] at 9:48 a.m., observed the walk-in refrigerator
temperature logs to lack a.m. and p.m. temperature documentation for [DATE].

On [DATE] at 10:05 a.m., observed the walk-in freezer temperature logs to lack p.m. temperature
documentation for [DATE], and lacked a.m. and p.m. temperature documentation for [DATE] and [DATE].
[NAME] 11 indicated it was typically the responsibility of the cook to complete the temperature logs and
should be completed each shift.

On [DATE] at 1:23 p.m., the Regional Nurse Consultant provided a document, dated ,d+[DATE], titled,
Storage of Refrigerated/Frozen Foods,, and indicated it was the policy currently being used by the facility.
The policy indicated, .Monitoring of food temperatures and functioning of the refrigeration/freezer units will be
in place

2. During the initial kitchen tour with [NAME] 11 on [DATE] at 9:48 a.m., observed thawed raw chicken with a
date of [DATE]. She indicated it should have been thrown out and were normally on top of that but have
been short staffed.

During an interview on [DATE] at 10:28 a.m., the Dietary Director indicated frozen food was to be dated for
the day it was pulled from the freezer to be thawed, and believed it thaws for seven days. Staff were
expected to check for expired and undated items daily.

On [DATE] at 8:30 a.m., the Administrator provided an undated document, titled, Policy: Food Safety,, and
indicated it was the policy currently being used by the facility. The policy indicated, .Food will be labeled and
dated to monitor food safety .Food or beverage items that have exceeded manufactures expiration date will
be discarded. Food items that do not have a manufacturer's expiration date will be labeled and dated with a
received and use by date. All food items should be consumed or discarded after 3 days

On [DATE] at 11:24 a.m., the Dietary Director provided an undated document, titled, Refrigerator/Freezer
Storage Chart, and indicated it was the policy currently being used by the facility. The policy indicated, .
Clean your refrigerator regularly to reduce food odors. Remove spoiled foods immediately so decay cannot
pass to other foods .Use foods quickly. Don't depend on maximum storage time

(continued on next page)
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F 0812

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

On [DATE] at 11:24 a.m., the Dietary Director provided a document, dated ,d+[DATE], titled, Food Safety &
Sanitation .Policy: First In First Out (FIFO), and indicated it was the policy currently being used by the facility.
The policy indicated, .stock must be used before the expiration date. ltems not used by the expiration date
will be discarded

On [DATE] at 1:23 p.m., the Regional Nurse Consultant provided a document, dated ,d+[DATE], titled,
Storage of Refrigerated/Frozen Foods, and indicated it was the policy currently being used by the facility.
The policy indicated, .Foods in the refrigerator will be covered, labeled and dated. Foods will be used by its
use-by-date, frozen or discarded

3. During the initial kitchen tour with [NAME] 11, on [DATE] at 10:05 a.m., observed the dry storage bread
rack. No manufacturer expiration dates or dates items were received located on any of the bread items. She
indicated they did not date the bread, but they went through it quickly. She did not know when the bread
expired or when it had been received.

During an interview on [DATE] at 11:08 a.m., the Dietary Director indicated they received bread shipments
every week, stored it in the freezer for no longer than two weeks, and pulled bread to thaw the night before
use. She indicated the bread should have had an expiration date printed on it, but when she observed the
packaging, she indicated none of them had manufactured or expiration dates printed on them like she
thought. She was not sure what the related facility policy was.

On [DATE] at 8:30 a.m., the Administrator provided an undated document, titled, Policy: Food Safety, and
indicated it was the policy currently being used by the facility. The policy indicated, .Food will be labeled and
dated to monitor food safety .Food or beverage items that have exceeded manufactures expiration date will
be discarded. Food items that do not have a manufacturer's expiration date will be labeled and dated with a
received and use by date. All food items should be consumed or discarded after 3 days

On [DATE] at 1:23 p.m., the Regional Nurse Consultant provided a document, dated ,d+[DATE], titled,
Storage of Refrigerated/Frozen Foods, and indicated it was the policy currently being used by the facility.
The policy indicated, .Foods in the refrigerator will be covered, labeled and dated. Foods will be used by its
use-by-date, frozen or discarded

4. During the initial kitchen tour on [DATE] at 9:48 a.m. with [NAME] 11, observed a box of broccoli cuts and
a box of sheet cakes on the floor of the walk-in freezer, she indicated the boxes should not be on the floor.

During an interview on [DATE] at 10:28 a.m., the Dietary Director indicated the boxes on the walk-in freezer
should not have been there, but staff just put things wherever they wanted.

On [DATE] 1:23 p.m., the Regional Nurse Consultant provided a document, dated ,d+[DATE], titled, Storage
of Dry Foods/Supplies and indicated it was the policy currently being used by the facility. The policy
indicated, .Foods and goods shall be stored at a minimum of 6 off the floor and 18 from the ceiling and clear
of ceiling sprinklers, sewer pipes and vents

(continued on next page)
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F 0812 On [DATE] at 1:23 p.m., the Regional Nurse Consultant provided a document, dated ,d+[DATE], titled,
Storage of Refrigerated/Frozen Foods, and indicated it was the policy currently being used by the facility.

Level of Harm - Minimal harm or The policy indicated, .Monitoring of food temperatures and functioning of the refrigeration/freezer units will be

potential for actual harm in place .Foods in the refrigerator will be covered, labeled and dated. Foods will be used by its use-by-date,

frozen or discarded. Foods should be stored at a minimum of 6 from the floor
Residents Affected - Some
5. During the initial kitchen tour on [DATE] at 10:15 a.m., Dietary Assistant 13 indicated they tried to test
sanitizing solution concentration levels regularly but did not maintain a testing log.

On [DATE] at 10:24 a.m., Dietary Assistant 13 tested a bucket of sanitizer solution, she held the strip in the

water for thirty seconds, read the result to be 500 ppm, and indicated she believed it should be at 500 ppm.

She filled a new bucket with sanitizing solution and read the instructions on the test strip container. The test
strip container label indicated to submerge the strip for ten seconds, remove, and read. She submerged the
test strip and counted for 10 seconds, looked at it, put it back in the water, and repeated the dipping process
3 times before taking it out to read it at 400 ppm.

During an interview on [DATE] at 10:28 a.m., the Dietary Director indicated where she worked before had a
sanitation chemical testing log, but she had yet to find one for the facility but believed they test throughout
the day

On [DATE] at 10:48 a.m., the Dietary Director provided a document, dated ,d+[DATE], titled, Policy:
Sanitizing Buckets, and indicated it was the policy currently being used by the facility. The policy indicated, .
The facility will follow manufacturer's recommendation on the amount of sanitizing solution used. Sanitizer
concentrations are recommended and use of test strips to monitor accuracy of the sanitizer .Quats .Sanitizer
concentration range XXX,d+[DATE] ppm

3XXX,d+[DATE](i)(2)

3XXX,d+[DATE](i)(3)
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or 48226
potential for actual harm
Based on observation, record review, and interview the facility failed to maintain infection prevention
Residents Affected - Few measures during meal service administration for 2 of 2 meal service observations, failed to maintain infection
prevention measures for 2 of 2 residents observed during medication administration (Residents 16 and 49),
and failed to ensure staff washed hands for at least 20 seconds for 3 of 3 random observations of staff hand
hygiene.

Findings include:

1. On 6/17/24 at 12:30 p.m., the noon meal dining service was observed in the main dining room. Observed
Certified Nurse Aide (CNA) 7 passing ice to the residents. The CNA touched her ear and hair and continued
passing ice to a resident. The CNA then placed the ice scoop into the ice bucket. The CNA failed to sanitize
her hands after touching her ear and hair.

On 6/17/24 at 12:43 p.m., CNA 7 adjusted oxygen tubing for Resident 7 then continued to assist another
resident with meal service. The CNA failed to sanitize hands prior to assisting another resident with meal
service.

On 6/20/24 at 1:31 p.m., during an interview CNA 7 acknowledged the ice scoop was to be placed in a
container on the cart. She acknowledged she placed the ice scoop in the ice bucket instead of the
designated container. The employee indicated when assisting a resident, she would normally use hand
sanitizer or wash hands between residents.

On 6/21/2024 at 11:50 a.m., the Regional Nurse Consultant provided an undated document, titled, Policy
and Procedure Meal Service, and indicated it was the policy currently being used by the facility. The policy
indicated, .Procedure .6. Staff providing direct resident care by passing meals/trays will wash their hands
before serving the food .Staff will wash their hands after .assisting another resident with their meal/tray
delivery and set up. Those authorized to deliver/serve trays will refrain from touching their own person such
as face/hair or clothes during the serving of trays. This action would require hand hygiene prior to serving the
next tray

On 6/20/2024 at 2:45 p.m., the Regional Clinical Director provided a document, titled, Handling Ice, dated
2/12/15, and indicated it was the policy currently being used by the facility. The policy indicated, .Ice Scoop .
The ice scoop should be stored according to state and local regulations

2. On 6/20/24 at 11:25 a.m., Licensed Practical Nurse 8 prepared to check the blood sugar of Resident 16.
The LPN washed her hands and applied gloves. She then pricked the finger of the resident to obtain blood
sample to check the resident's blood sugar. Once completed she removed and discarded gloves.

On 6/20/24 at 11:37 a.m., LPN 7 prepared to check the blood sugar of Resident 49. The LPN applied gloves
and pricked the resident's finger, obtained blood sample and completed blood sugar test. The LPN failed to
wash her hands between Residents 16 and 49.

(continued on next page)
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F 0880 On 6/20/24 at 11:45 a.m., during an interview LPN 7 acknowledged she did not wash her hands or use hand
sanitizer between residents.
Level of Harm - Minimal harm or

potential for actual harm On 6/21/2024 at 10:41 a.m., the Regional Nurse Consultant provided a document, titled, 5.2 Medication
Administration, dated March 2023, and indicated it was the policy currently being used by the facility. The
Residents Affected - Few policy indicated, .Before the medication pass .2. Cleanse your hands before beginning and before contact

with each resident
35317

3. During a random observation, on 6/17/24 at 11:14 a.m., the Certified Nurse's Assistant (CNA) 7 entered
the bathroom (leaving the door open) by the nurses' station and washed her hands for less than 20 seconds
and turned off the water faucet with her bare hands. She then left the bathroom and went to the linen closet
to obtain linens. She then proceeded into a resident's room to provide care.

During a random observation, on 6/17/24 at 11:42 a.m., the Licensed Practical Nurse (LPN) 14 entered the
bathroom (leaving the door open) by the nurses' station and washed her hands for less than 20 seconds and
turned off the water faucet with her bare hands. She then left the bathroom and went to her medication cart
down the hallway.

During a dining observation, 6/17/24 at 12:08 p.m., CNA 7 entered the bathroom (leaving the door open) by
the nurses' station and washed her hands for less than 20 seconds and turned off the water faucet with her
bare hands. She then left the bathroom and went to the beverage cart and prepared an iced tea for a
resident. She placed the iced tea on a lunch tray for a resident. She served the tray to a female resident
sitting in the small dining area across from the nurse's station.

During an interview, on 6/20/24 at 1:35 p.m., LPN 3 indicated staff should scrub their hands with soap and
water and never touch the water faucet with their bare hands. The staff should use a dry paper towel to turn
off the faucet.

During an interview, on 6/20/24 at 1:37 p.m., CNA 18 indicated staff should scrub their hands with soap and
water and never touch the water faucet with their bare hands. The staff should use a dry paper towel to turn
off the faucet. The entire process should take at least 60 seconds.

On 6/20/24 at 2:44 p.m., the Regional Nurse Consultant provided an undated document, titled, Hand
Hygiene Guidelines, and indicated it was the policy currently being used by the facility. The policy indicated, .
ii. Apply generous amount of soap to hands and run hands together vigorously for at least 20 seconds .iv .dry
thoroughly with a disposable towel .v. Use towel to turn off faucet and exit area .vi. The duration of the entire
procedure should be approximately 40-60 seconds, per evidenced based

practice

3.1-18())
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