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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47336

Based on interviews, clinical record review, and facility Human Resources documentation, the facility failed 
to ensure residents were treated in a dignified manner while speaking to residents and during incontinent 
care for 1 of 3 residents reviewed (Resident #50). The facility reported a census of 59 residents. 

Findings include:

The Minimum Data Set (MDS) assessment, dated [DATE], revealed Resident #50 scored a 15 out of 15 on 
the Brief Interview for Mental Status (BIMS), which indicated intact cognition. The MDS assessed the 
resident dependent on staff for assistance with toileting hygiene and frequently incontinent of bowel and 
bladder. 

The Care Plan, dated [DATE], revealed a focus area to address grieving related to the unexpected loss of 
her husband. The Interventions included encourage the resident to live one day at a time and encourage the 
resident to recognize grief situations. 

Staff H, Certified Nursing Assistant (CNA) personnel file revealed the following information: 

a. Documentation of termination on [DATE]. Reason indicated - outcome related to facility investigation of 
abuse accusations. 

b. Mandatory Reporter training for Dependent Adult Abuse completed on [DATE].

c. Training completed on the importance of effective communication in health care on [DATE] and [DATE].

d. Training on Resident's Rights completed on [DATE].

e. Signed acknowledgement of CNA job description dated [DATE]. 

f. Signed acknowledgement form stating understand the obligation to report potential abuse, and 
received/discussed the Abuse Prevention, Identification and Reporting Policy [[DATE]] on [DATE]. 

Per the undated, Facility Investigation documents regarding the incident involving Resident #50: 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

a. On [DATE], Resident #50 reported to the ADON (Assistant Director of Nursing), Staff H, CNA talked to her 
in an aggressive accusatory manner about a relationship with a peer. Resident #50 claimed Staff H stated 
It's disgusting, your husband has only been dead for 2 weeks. Resident #50 claimed Staff H refused to 
answer the call light and jabbed a finger at her when talking. Resident #50 claimed Staff H made comments 
about her incontinence and with an aggressive, raised voice questioned her why she didn't use her call light 
to use the bed pan. Resident #50 did state she yelled at Staff H to shut up and get out. Resident #50 stated 
Staff H shut the call light off and said she can't help her and walked out of the room. Resident #50 reported 
Staff I, CNA was in the room during this incident. Resident #50 reported Staff H pushed her to propel her 
own wheelchair and told other staff not to help her. Resident #50 reported she felt intimidated by Staff H and 
denied any previous problems with Staff H. 

b. Staff H, during an interview for the facility investigation, confirmed she had a disagreement with Resident 
#50. Staff H reported Resident #50 asked her opinion on the relationship she formed with another resident. 
Staff H reported she told Resident #50, it was a bad idea, but they are both adults and can make their own 
decisions. At that time Staff H claimed Resident #50 yelled at her to shut up and get out, as Staff H left the 
room the nurse walked in and finished assisting with the transfer. Staff H went on to say that her and 
Resident #50 didn't mesh well and she felt that therapy encouraged her to encourage the resident to do 
more for herself it created animosity with the resident. Staff H stated that she removed herself from the 
situation. Staff H reported the day after the incident, she went into the room to shut off the call light and let 
her know staff was on lunch break and she wasn't allowed in the resident's room. In initial interview Staff H 
stated she wanted to report how Resident #50 treated her and she wanted to report what the resident done 
to her too. Staff H then stated the resident was going to get Staff H kicked on her hall and demanded the 
resident be moved to a different hallway. 

c. Staff I, during an interview for the facility investigation, could not verify if Staff H or Resident #50 
commented first but Staff H commented on Resident #50 deceased husband and that she thought Resident 
#50 moving to fast with another resident. Staff I stated both Staff H and Resident #50 raised their voices. 

 d. Investigation documentation revealed on [DATE], Staff H sent home and placed on administrative leave 
pending further investigation. No previous discipline in file for Staff H noted. No incident report or nurses note 
on topic and after thorough investigation the allegation of abuse considered substantiated, the employee 
terminated from the facility. Abuse isolated to one employee, no root cause analysis necessary.

During an interview on [DATE] at 3:07 PM, Resident #50 stated she felt like she had a target on her back 
with Staff H worked at the facility. Resident #50 stated Staff H babbled about the resident and her tablemate 
and said she saw the tablemate kissing Resident #50 up and down the arm and Resident #50 should be 
ashamed of herself since her husband died 2 weeks ago. Resident #50 stated she felt angry, then upset, and 
then didn't know what to do. Resident #50 stated she didn't entirely feel safe and requested Staff H not to 
take care of her. Resident #50 stated she felt like Staff H was verbally abusive to her. 

(continued on next page)
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potential for actual harm

Residents Affected - Few

During an interview on [DATE] at 4:44 PM, Staff H, CNA stated before she was terminated she didn't go into 
Resident #50 room or speak to her. She stated her and Staff J, CNA switched residents. Staff H stated she 
didn't chart on Resident #50 or answer her call light. Staff H stated Resident #50 asked her about a 
relationship she had with another resident and Staff H kept saying she didn't want to get into it but Resident 
#50 persisted so Staff H told her she thought it was inappropriate and not respectful to her husband who died 
2 weeks prior. Staff H stated Resident #50 told her to shut up and get out of her room so Staff H had Staff I 
come into the room and take over cares. Staff H stated a week and half or two weeks later she was called to 
the office and told she was verbally abusive and suspended. Staff H stated according to therapy Resident 
#50 needed to push herself and sometimes Resident #50 had full blown bowel movements or urinary 
incontinence and didn't even try to push the call light. Staff H stated when she found the big messes, she 
asked Resident #50 why she didn't use her call light, like she was supposed to do. 

During an interview on [DATE] at 5:35 PM, Staff K, RN (Registered Nurse) stated Staff H and Resident #50 
didn't get along. Staff K stated the last incident with Staff H and Resident #50, she was called into the room 
and Staff H came out and Resident #50 stated she didn't want Staff H in her room anymore. Staff K stated 
immediately Staff H and Staff J traded residents and Staff K thought the issue solved. Staff K thought the 
incident happened a few weeks prior to the DON (Director of Nursing) questioning her. Staff K stated Staff H 
came to her and told Staff K that she didn't think the relationship between Resident #50 and another resident 
appropriate. Staff K stated she told her they were adults and could do what they wanted. 

During an interview on [DATE] at 9:29 AM, Staff J, CNA stated she had resident tell her staff were rough with 
them. Staff J stated the residents named Staff H. Staff J stated one weekend she worked with Staff H and 
Staff H asked her to switch residents with her because Staff H thought Resident #50 a b word. Staff J stated 
Resident #50 told her Staff H told Resident #50 she was being inappropriate with another resident. Staff J 
also stated that Staff H stated Resident #50 asked for her opinion so she gave it. Staff J stated that her and 
Staff H went to the ADON (Assistant Director of Nursing) after the incident and told her they switched 
residents and the ADON thought it an appropriate alternative to keep the staff member and resident apart. 
Staff J stated the situation got worse because Staff H refused to take care of Resident #50 and would turn off 
her call light while Resident #50 on the bed pan so she reported it to the DON. 

During an interview on [DATE] at 11:47 AM, Staff D, CNA stated Resident #50 told her that Staff H didn't 
speak to her very politely and refused to do cares on her. Staff D stated she witnessed Staff H refuse cares 
for Resident #50 when they worked Hall 4 together and Staff D would go and help Resident #50. 

During an interview on [DATE] at 12:24 PM, Staff I, CNA stated she witnessed an incident when Staff H 
found out about Resident #50 talking with another resident and Staff H went into Resident #50 room and in a 
loud voice told Resident #50 she should be ashamed of herself and should be grieving for her husband. Staff 
I stated she witnessed another incident when Staff H performed incontinent cares on Resident #50 and 
asked the resident why she didn't use the bed pan and Staff H told the resident if they could work a phone, 
they could use a bed pan. Staff I stated after the comment, Resident #50 told Staff H to shut up and get out 
of her room and from then on Staff H refused to do cares on Resident #50. Staff I stated a week or two later, 
Staff H was suspended. Staff H stated a few times after the incident Resident #50 asked what she did to 
deserve care like that. 

(continued on next page)
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potential for actual harm

Residents Affected - Few

During an interview on [DATE] at 1:10 PM, the ADON stated when she interviewed Resident #50, the 
resident stated Staff H refused to answer her call light and accused her of being inappropriate for giving her 
husband's ring to someone else. The ADON stated Resident #50 expressed she didn't feel comfortable with 
Staff H doing her cares anymore. The ADON stated during her investigation, the staff mentioned Staff H 
could be short and abrasive with people. The ADON stated when she interviewed Staff H initially, Staff H 
called Resident #50 a curse word and stated she was going to get her fired. The ADON stated her 
conclusion at the end of the investigation stated the knew they didn't want Staff H taking care of their 
residents anymore and Staff H bedside manner not appropriate. 

During an interview on [DATE] at 4:06 PM, the DON stated Staff H exhibited behaviors were not appropriate 
for the facility and she wished the staff would of came to her sooner. The DON stated Resident #50 became 
very upset and crying when she spoke to her after the incident. 

During an interview on [DATE] at 4:22 PM, the Interim Administrator stated her conclusion of the 
investigation was Staff H could no longer work at the facility. She stated she was a huge advocate for their 
residents and even if a resident was not being nice, the staff needed to be nice to them. 

The Certified Nurse Aide Job Description, signed on [DATE], included the following essential functions: 

a. Provide resident cares in a manner that promoted resident comfort and security while allowed time for the 
resident participation and rehabilitation.

b. Follow resident rights policies at all times
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop and implement policies and procedures to prevent abuse, neglect, and theft.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47336

Based on clinical record review, facility policy review, and staff interviews, the facility failed to follow their 
abuse policy when staff did not notify management of concerns with potential abuse of 1 of 2 residents 
reviewed (Resident #50). The facility reported a census of 59 residents.

Findings include:

The Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #50 scored a 15 out of 15 on 
the Brief Interview for Mental Status (BIMS) exam, which indicated cognition intact. The MDS revealed 
resident dependent with toileting hygiene and frequently incontinent of bowel and bladder. 

A review of facility investigation notes revealed on 5/28/24, Resident #50 reported to the Assistant Director 
Nursing (ADON) Staff H, Certified Nursing Assistant (CNA) talked to her in an aggressive, accusatory manor 
in regards to a discussion about a relationship with another peer. 

The investigation revealed:

a. Staff H confirmed she had a disagreement with Resident #50. 

b. Staff I, CNA stated Staff H and Resident #50 raised their voices during the disagreement.

c. Staff H sent home on 5/28/24 and placed on administrative leave pending further investigations. 

The facility submitted a Self Report on 5/28/24 at 2:08 PM revealed the following information:

a. Reporting Type: Allegation of Abuse

b. Approximate Date Time Occurred: 5/28/24 at 12:10- PM

c. Location occurred: Resident's Room

d. Date Aware: 5/28/24

e. Incident Summary: Resident reported to ADON that the CNA assigned to the hall she lived on wasn't nice 
to her. Stated that the CNA had told her that it was disrespectful to her husband who had only been dead 2 
weeks and you already have a new boyfriend. Resident stated that this CNA had told other CNAs not to 
come and help her because she needed to exercise.

f. Corrective Action Description: CNA has been suspended pending our investigation

During an interview on 6/17/24 at 3:11 PM, Resident #50 stated she felt Staff H verbally abusive to her for a 
good 2 to 3 months and it really bothered her what Staff H said about her husband of [AGE] years. Resident 
#50 stated she just put up with it and then told staff after it happened. 

(continued on next page)
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Residents Affected - Few

During an interview on 6/19/24 at 5:35 PM, Staff K, RN (Registered Nurse) stated Staff H and Resident #50 
didn't get along. Staff K stated the last incident with Staff H and Resident #50, she was called into the room 
and Staff H came out and Resident #50 stated she didn't want Staff H in her room anymore. Staff K stated 
immediately Staff H and Staff J traded residents and Staff K thought the issue solved. Staff K thought the 
incident happened a few weeks prior to the DON (Director of Nursing) questioning her. 

During an interview on 6/19/24 at 5:57 PM, Staff G, CNA stated she reported to her nurse Staff H aggressive 
with a resident in Hall 4. She stated the resident had an accident in his pants and she yelled at him. Staff G 
stated Staff H called the resident a butt hole and refused to lay him down so she told the nurse. Staff G 
stated she didn't know the nurse's name and they worked for agency staffing. 

During an interview on 6/20/24 at 9:29 AM, Staff J, CNA stated she had resident tell her staff were rough with 
them. Staff J stated the residents named Staff H. Staff J stated one weekend she worked with Staff H and 
Staff H asked her to switch residents with her because Staff H thought Resident #50 a b word. 

Staff J stated that her and Staff H went to the ADON (Assistant Director of Nursing) after the incident and 
told her they switched residents and the ADON thought it an appropriate alternative to keep the staff member 
and resident apart. Staff J stated the situation got worse because Staff H refused to take care of Resident 
#50 and would turn off her call light while Resident #50 on the bed pan so she reported it to the DON. 

During an interview on 6/20/24 at 11:47 AM, Staff D, CNA stated Resident #50 told her that Staff H didn't 
speak to her very politely and refused to do cares on her. Staff D stated she witnessed Staff H refuse cares 
for Resident #50 when they worked Hall 4 together and Staff D would go and help Resident #50. 

During an interview on 6/20/24 at 12:24 PM, Staff I, CNA stated she worked with Staff H she witnessed an 
incident when Staff H found out about Resident #50 talking with another resident and Staff H went into 
Resident #50 room and in a loud voice told Resident #50 she should be ashamed of herself and should be 
grieving for her husband. 

Staff I stated she witnessed another incident when Staff H performed incontinent cares on Resident #50 and 
asked the resident why she didn't use the bed pan and Staff H told the resident if they could work a phone, 
they could use a bed pan. Staff I stated after the comment, Resident #50 told Staff H to shut up and get out 
of her room and from then on Staff H refused to do cares on Resident #50. Staff I stated she helped Staff H 
with a mechanical lift with a resident and Staff H called the resident lazy because he needed to stand up and 
needed their help. Staff I stated Staff H knew what she did because she made comments not to say anything 
to anyone because Staff H didn't want moved from her hall. Staff I stated she never told anyone until she 
was pulled into the office because she thought it couldn't have been the first time Staff H spoke to the 
resident that way. Staff I stated this was her first CNA job and didn't know what to say and maybe she was 
wrong. 

(continued on next page)
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potential for actual harm

Residents Affected - Few

During an interview on 6/20/24 at 4:06 PM, the DON stated Staff H exhibited behaviors were not appropriate 
for the facility and she wished the staff would of came to her sooner. The DON confirmed she would of liked 
the staff to come to her soon and they completed education on abuse and even if the staff unsure if abuse to 
still report it. She stated the staff knew how to report and to report as soon as possible.

The Facility Abuse Policy dated 7/19 revealed the following information: 

a. All allegations of resident abuse, neglect, exploitation, mistreatment, injuries of unknown origin and 
misappropriation should be reported immediately to the charge nurse. The charge nurse responsible for 
immediately reporting the allegations of abuse to the Administrator, or designated representative. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

45338

Based on staff interview, clinical record review, and facility policy review, the facility failed to ensure 
documented assessment of pain and symptoms timely upon presentation for one of one resident reviewed 
for professional standards of practice (Resident #109). The facility reported a census of 59 residents. 

Findings include: 

Review of the Minimum Data Set (MDS) assessment for Resident #109 revealed the resident was rarely to 
never understood. Per the mobility section of the MDS assessment, Resident #109 was dependent for 
chair/bed-to-chair transfer. 

The Care Plan dated 9/24/21 revealed the resident has impaired cognitive function/dementia or impaired 
thought processes r/t (related to) Alzheimer's. 

The Progress Note authored by Staff K, Registered Nurse (RN), dated 5/10/24 at 12:36 PM revealed, CNA's 
(Certified Nursing Assistants) notified this nurse that resident's right knee swollen. Upon assessment 
resident's knee swollen without redness or warm to the touch.

The Health Status Note dated 5/10/24 at 12:37 PM revealed, [Name Redacted] ARNP (Advanced Registered 
Nurse Practitioner) notified of resident's right knee swollen without redness or warmth to the touch. No new 
orders. 

Review of the Encounter Note by the Nurse Practitioner, date of service 5/13/24, revealed, Patient being 
evaluated today with concerns of swelling in her right knee and now apparent bruising. It was reported on 
5/10 it was mildly edematous without redness or warmth. Patient was not exhibiting any pain behaviors at 
that time. 

The Health Status Note dated 5/10/24 at 12:38 PM revealed, [Name Redacted], resident's daughter/POA 
(Power of Attorney) notified of resident's swollen knee. [Name Redacted] voices understanding.

Review of the ED (Emergency Department) Note-Physician dated 5/13/24 at 5:06 PM documented, in part, 
[Family] report noticing increasing right knee swelling and patient acting off since since Friday. 

On 6/19/24 at 5:45 PM, Staff K, Registered Nurse (RN) explained she worked with the resident on Friday, 
Saturday, and Sunday. Per Staff K, she worked that weekend and we noticed Resident #109's knee was 
swollen. Staff K explained she got ahold of [ARNP name redacted]. Per Staff K, the resident seemed to be in 
some discomfort and was not herself. Staff K further explained on Saturday, there was very light purple 
bruising up on the resident's thigh, and on Sunday it was a little more discolored. Staff K explained on 
Saturday the resident didn't seem to be in as much discomfort as Friday, on Sunday was more herself, and 
on Sunday the resident even ate. Staff K explained on Friday the resident did not eat, and the resident ate 
some on Saturday, and on Sunday the resident ate and seemed more herself and did not seem to be in 
discomfort. 

(continued on next page)
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Staff K further explained on Saturday and Sunday the resident's knee was not as swollen as on Friday. Per 
Staff K, on Friday they noticed her knee was swollen and in discomfort, which was when assessment done 
and [ARNP name redacted] notified. When queried if the resident fell on Staff K's shift Friday, Saturday, or 
Sunday, Staff K responded no. Per Staff K, the resident hadn't fallen for a long time. When queried if 
anything had been reported to Staff K from midnight to day shift (Staff K's shift), Staff K responded no, not 
that she recalled. 

On 6/20/24 at 3:52 PM, the facility's Director of Nursing queried when the resident first started to have pain, 
and explained she would need to look at the notes. When queried where she would look, the DON 
responded the progress notes. When queried if that was where staff would chart the pain, the DON 
responded yes. When queried about a pain score, the DON responded if giving pain medicine would do that, 
and the DON's standard would be if having pain to treat the pain. The DON explained effectiveness of pain 
medicine would not be charted if scheduled medication, and would be done if PRN (as needed). 

Review of the Registered Nurse Job Description, undated, revealed, 17. Perform and document 
comprehensive assessments of each resident. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide enough food/fluids to maintain a resident's health.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48374

Based on clinical record review, observations, and staff interviews review the facility failed to ensure 
residents maintained acceptable nutritional standards and identify a weight loss, for one resident (Resident 
#31) out of three residents reviewed for weight loss. The facility reported a census of 59 residents.

Findings include:

The Minimum Data Set (MDS) assessment dated [DATE] for Resident #31 identified a Brief Interview for 
Mental Status (BIMS) score of 99 indicating a severe cognitive impairment. The MDS revealed the resident 
required supervision and set up assistance with eating and drinking. The MDS documented diagnoses that 
included unspecified dementia, severe, without behavioral disturbance, metabolic encephalopathy, and acute 
kidney failure. The MDS revealed the resident requires supervision or touching assistance when eating 
including verbal cues and/or touching, steadying and/or contact guard. 

The Care Plan, dated 5/6/2024, included a focus area to maintain adequate nutritional status as evidenced 
by maintaining weight, no signs or symptoms of malnutrition and consuming at least 50% of at least 3 meals 
daily through the review date. The directives for staff included to monitor/record/ report to MD as needed for 
signs or symptoms of malnutrition, emaciation, muscle wasting, significant weight loss: 3 lbs (pounds) in a 
week, >5% in 1 month, >7.5% in 3 months, >10% in 6 months. Obtain resident weights per facility protocol, 
provide assistance with meals as needed and to provide and serve diet as ordered and to monitor intake and 
record each meal.

On 6/19/24, a review of Weights and Vitals documentation revealed the following results: On 4/30/24, 
Resident #31 weighed 152.3 pounds, and on 5/27/24 the same resident weighed 141.4 which is a 7.16% 
weight loss in one month.

During an observation on 06/19/24 at 5:44 PM, Resident #31 sat in the dining area with other residents. The 
resident took small bites of her meal on her own. Staff M, Licensed Practical Nurse (LPN), revealed 
sometimes the resident will eat on her own, it depends what mood she is in. Sometimes verbal prompting 
works and other times she needs to be fed. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During an interview on 06/19/24 at 5:55 PM, the Director of Nursing, (DON) stated she does not believe 
there are any weight loss concerns with Resident #31. Upon review of the Resident #31's file the DON stated 
the weight loss did not trigger in the facility notes and it should have triggered since it was over a 5% weight 
loss in one month. The DON then checked dietician notes and did not see anything about a weight loss 
concern. She stated she was now able see there was a significant loss in that one month period. Sometimes 
she eats sometimes she doesn't. Sometimes we put the food on the silverware for her and sometimes she 
won't eat that way either. The resident gets a snack at night. The resident is not on any supplementals. The 
DON advised a change of 3 pounds either direction needs to be reported to the nurse for reweigh. Somehow 
we missed this. The DON shared they had started to see some outliers with resident's weights and they have 
implemented weighing all residents on the same scale and if the resident is high risk for weigh loss or has a 
weight loss concern they are now weighed more frequently. They have also implemented weekly weight loss 
meetings and anyone triggering as a concern or any resident they have weight loss concerns with are 
discussed at the meeting. The DON stated she is upset that this resident's weigh loss was not caught. We 
have a system that didn't trigger and staff didn't catch it either. 

During an interview on 06/20/24 at 8:40 AM, the facility Registered Dietitian, (RD) stated she had been with 
the facility since October of 2023. Upon request, she was able to review her documentation and advised she 
was not aware of a weight loss concern with this resident. The RD advised most of her work is done offsite 
but she does come to the facility on a quarterly basis and is present remotely for the weekly weight meeting. 
She has never met this resident. If for some reason the facilty electronic health record (EHR) system does 
not trigger a significant weight loss, more than 5% in one month, she stated she would think someone would 
catch it when they enter the weights. 

During an interview on 06/20/24 at 1:18 PM, the Dietary Manager, (DM) stated his spreadsheets will trigger if 
a resident is outside of the normal or acceptable guidelines for weight gain or weight loss. During our weekly 
weight meetings we go through any triggers that have come up in the EHR. If there is a weight loss or gain 
greater than 5 percent that resident would be discussed in the weekly weight loss meetings. The DM advised 
he believes this resident's weight loss had been discussed in a previous weight loss meeting but is unable to 
locate any documentation regarding this. He then advised somehow we must of her of missed her. The DM 
is not sure how a situation like this would be handled if it didn't automatically trigger in the facility's system. 

During an interview on 06/20/24 at 2:15 PM, the Director of Nursing stated she now realized the system had 
triggered the significant weight loss for Resident #31 and she had somehow inadvertently deleted it in error.

The facilty lacked a policy regarding weight loss. 

2411165227

09/27/2024



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

165227 06/20/2024

Birkwood Village of Fort Madison 1702 41st Street
Fort Madison, IA 52627

F 0725

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45338

Based on observation, clinical record review, and staff interview, the facility failed to ensure adequate 
number of staff to assist residents with dining for two of two residents reviewed for dining assistance 
(Resident #20, Resident #40). The facility reported a census of 59 residents. 

Findings include: 

a. Review of the Minimum Data Set (MDS) assessment dated [DATE] for Resident #20 revealed the resident 
had severely impaired cognitive skills for daily decision making, and required partial/moderate assistance for 
eating.

b. Review of the MDS assessment for Resident #40 dated 4/18/24 revealed the resident scored 5 out of 15 
on a Brief Interview for Mental Status (BIMS) exam, which indicated severely impaired cognition. Per this 
assessment, the resident required supervision or touching assistance for eating. 

Observation conducted on 6/19/24 in the dining room closest to the front of the facility revealed the following: 

a. 8:38 AM: Resident #20 and Resident #40 present in the dining room without assistance or food present. 
The residents did not have staff present at their table. 

b. 8:43 AM: Resident #20 and Resident #40 at table without staff present, 

c. 8:44 AM: Resident #20 and Resident #40 both appeared to be resting in their chairs at the table. 

d. 8:52 AM: Resident #40 requested some chocolate milk. Staff N, Dietary Staff, asked another staff who 
was assisting another resident if she could get the resident chocolate milk, and response provided was to 
wait. 

g. 8:55 AM: Resident #40 at table with no food or drink in front of them.

h. 8:56 AM: Resident #20, present at the table with Resident #40, had a glass in front of them, and nothing 
else. 

i. 8:59 AM: Staff N provided a drink to Resident #40, then walked away. The resident did not have food at the 
time of observation. 

j. 9:04 AM: Staff N asked Resident #40 if they wanted their glass thrown away, and took the resident's glass. 

k. 9:09 AM: Resident #20 served food, and a staff member got a clothing protector for Resident #20. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

l. 9:11 AM: Resident #20 observed with food in front of them, but staff not present. At 9:12 AM, a staff 
member asked Resident #20 if they were hungry. Resident #40, present at the same table, did not have food 
or drink and looked toward Resident #20. 

m. 9:14 AM: Staff N provided another drink to Resident #40. 

n. 9:15 AM: Resident #40's tray delivered to the resident. 

On 6/19/24 at 6:10 PM, Staff G, Certified Nursing Assistant (CNA) queried about staffing during dining, and 
responded it was horrible. Staff G responded it was overwhelming because of a lot of people and hard to get 
everyone attended to. Per Staff G, they used to be able to take a stool and scoot back and forth, but 
currently when sit needed to stay at one spot. Per Staff G, some days it was very hard and some days it was 
easier. Staff G acknowledged this (dining assistance) as the hardest part of the day. Staff G explained they 
normally would assist two people, and used one hand for one person and one for another. Staff G explained 
being told if residents not fed for awhile, told to put the residents in the activity room and turn the television 
on. 

On 6/20/24 at 10:30 AM, Staff E, CNA queried if there were enough staff to assist with dining, and responded 
sometimes. When queried about wait time for residents who needed assist, Staff E responded they felt like 
10 to 15 minutes was too long sometimes, and sometimes once residents were gotten up, sometimes they 
were put in the activity room before the table, and sometimes they were put at the table. Per Staff E, some 
residents did have behaviors if they came up too early. 

On 6/20/24 at 11:09 AM, Staff F, CNA queried about dining staffing. Per Staff F, the current week was an 
odd week, and it usually was not like that, usually more. Per Staff F, the current week was odd, and usually 
everyone helped out. When queried about enough staff to help in the dining room, Staff F responded there 
was a quirk in one of the days, and someone went home sick. 

On 6/20/24 at 3:46 PM when queried as to a time frame for residents to sit at the table without food, drink, or 
help to eat, the Director of Nursing (DON) explained there was a resident who liked to sit in the dining room 
early. When queried how long was too long, the DON responded an hour to two hours. Per the DON, 
concerns with dining staffing had not been reported to her. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Implement gradual dose reductions(GDR) and non-pharmacological interventions, unless contraindicated, 
prior to initiating or instead of continuing psychotropic medication; and PRN orders for psychotropic 
medications are only used when the medication is necessary and PRN use is limited.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47336

Based on clinical record review, interviews, and facility policy review the facility failed to ensure targeted 
behaviors and triggers are identified for the antipsychotic medication olanzapine for 1of 5 residents reviewed 
for unnecessary medications (Resident #4). The facility reported a census of 59 residents. 

Findings include: 

The Minimum Data Set (MDS) assessment dated [DATE] for Resident #4 listed a Brief Interview for Mental 
Status (BIMS) score of 15 out of 15, indicating intact cognition, The MDS listed diagnoses included: 
unspecified dementia, unspecified severity, without behavioral disturbance, psychological disturbance, mood 
disturbance, or anxiety; non-Alzheimer's Disease; anxiety disorder, and depression. The MDS revealed 
resident took antipsychotic and antidepressant medications. 

The Care Plan, revision date of 4/30/24, included a Focus area to address psychotropic medications, 
antidepressant, and antipsychotic related to major depressive disorder, generalized anxiety disorder, 
dementia, adjustment disorder, and unspecified mood disorder. The Interventions included monitoring for 
[medication] side effects, and notification to the nurse or medical doctor for antidepressant and antipsychotic 
effects. 

The Care Plan, dated 8/9/21, included a Focus Area regarding a diagnosis of depression. The Interventions 
listed included encourage resident to attend activities; the resident enjoyed word searches, coloring, feeding 
the birds, reading books, playing cats and dogs, and watching squirrels; utilized laptop; enjoyed playing 
Bingo; and liked spending time outdoors looking at flowers when nice outside; and enjoyed watching 
sitcoms, westerns, and the Olympics. 

The Care Plan lacked information identifying triggers and behaviors with interventions indicating a need for 
prescribed antipsychotic medications. 

The Electronic Medical Record (EMR) revealed the following diagnoses: 

a. Unspecified dementia, unspecified severity, without behavioral disturbance, psychotic disturbance, mood 
disturbance, and anxiety.

b. Adjustment disorder, unspecified.

c. Major depressive disorder, recurrent, severe with psychotic symptoms.

d. Other persistent mood disorders

e. Adjustment disorder with depressed mood

f. Generalized anxiety disorder 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The EMR Physician Orders revealed the following medications: 

a. topiramate oral tablet 25 mg (milligrams)- give 1 tablet by mouth one time a day 

b. topiramate oral tablet 50 mg- give 1 tablet by mouth at bedtime 

c. olanzapine oral tablet 2.5 mg- give 1 tablet by mouth at bedtime every 2 day(s) 

d. sertraline HCl (hydrochloride) oral tablet 100 mg- give 1.5 tablet by mouth at bedtime 

During an interview on 6/19/24 at 12:05 PM, Staff C, LPN (Licensed Practical Nurse) stated Resident #4 
would get upset and yell at staff. She stated the resident got upset when the staff didn't do what she wanted 
them to do and something she wanted the staff to do, they couldn't. Staff C stated she went and spoke to 
Resident #4 when she got upset and explained the CNA were trying to help her, they just couldn't do what 
she asked because it was not in their job classifications. Staff C stated they documented behaviors every 
time the resident displayed them on the EMR. Staff C stated the resident got more angry than cried, and 
when you let the resident vent, the residents behaviors improved. 

During an interview on 6/20/24 at 11:03 AM, the MDS Coordinator queried if the resident's behaviors care 
planned and she stated they went off the residents symptoms. She stated Resident #4 didn't show any 
issues or behaviors at this time. 

During an interview on 6/20/24 at 1:00 PM, the MDS Coordinator stated the olanzapine started prior to 
admission and they attempted GDR (Gradual Dose Reduction) but didn't know the response. The MDS 
Coordinator stated the resident struggles to socialize and stayed in her room a lot. She stated the resident 
visited with staff. The MDS Coordinator asked if the resident displayed any triggers or behaviors and she 
stated she didn't know off the top of her head but the nurses charted them when the resident displayed them. 
The MDS Coordinator asked if the behaviors were addressed in the Care Plan stated they looked for trends 
and if they didn't see any behaviors in the 14 day window and since the resident didn't have any behaviors 
presently, they didn't Care Plan for them. 

During an interview on 6/20/24 at 4:03 PM, the DON (Director of Nursing) queried on the resident's 
prescription for olanzapine and asked if the behaviors and triggers needed Care Planned and the DON 
stated it depended on why they took the medication. The DON queried on the resident's diagnosis of major 
depressive disorder with psychosis and what the facility looked when with the diagnosis and she stated they 
looked for self isolation, confusion, paranoia. The DON confirmed the nurses only charted for behaviors 
when the resident displayed them or had medication changes they needed to monitor. The DON asked if the 
resident displayed behaviors what interventions the staff did and she stated they would give her space, talk 
things out with the resident, or do a 1 on 1. The DON confirmed the interventions should be on the Care 
Plan. 

The Facility Anti-Psychotics Policy updated 1/23 lacked documentation for antipsychotic to be addressed on 
the Care Plan for behaviors and interventions. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure medication error rates are not 5 percent or greater.

45338

Based on observation, staff interview, and record review, the facility failed to ensure a medication error rate 
less than five percent when two medication errors were observed from a total of thirty-two opportunities for 2 
of 3 residents reviewed for medication administration (Resident #36, Resident #41). The facility reported a 
census of 59 residents.

Findings include: 

1. Review of the Minimum Data Set (MDS) assessment for Resident #41 dated 3/6/24 revealed the resident 
scored 12 out of 15 on a Brief Interview for Mental Status (BIMS) exam, which indicated moderately impaired 
cognition. 

The Physician Order dated 2/10/24 revealed, Senna Oral Tablet 8.6 mg (milligram) with instructions to give 2 
tablets by mouth one time a day every other day. 

On 6/19/24 at approximately 7:20 AM, Staff A, Licensed Practical Nurse (LPN), prepared two Senna Plus, 
which contained Senna and Docusate Sodium, tabs to administer to the resident. The medications were 
administered to Resident #41. 

2. Review of the MDS assessment for Resident #36 dated 5/23/24 revealed the resident scored 12 out of 15 
on a BIMS exam, which indicated moderately impaired cognition. 

The Physician Order dated 6/18/24 revealed, Furosemide (also called Lasix) oral tablet 40 mg with 
instruction to give 1 tablet by mouth two times a day for edema for 3 Days AND Give 1 tablet by mouth one 
time a day for edema. 

On 6/19/24 at approximately 7:36 AM, Staff B, Registered Nurse (RN), prepared Lasix 20 mg to administer to 
the resident, and administered Resident #36's medications. On 6/19/24 at 7:46 AM, Staff B queried about the 
resident's Lasix, responded he needs two, prepared another medication, and administered the medication to 
the resident. 

On 6/20/24 at 3:42 PM, the facility's Director of Nursing (DON) explained Resident #36 just had a recent 
increase of the medication. When queried as to how staff verified the correct medication, the DON explained 
need to compare the pharmacy label on the medication, and if the prescription matched what was in [the 
electronic health record]. Per the DON, if stock, read the stock bottle to make sure matched the order in the 
[electronic health record system]. 

The Facility Policy titled Medication Administration effective 10/10/19 revealed the following: Medications 
shall be administered per physician order. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide or obtain dental services for each resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48374

Based on clinical record review, resident and staff interviews the facility failed to ensure timely dental care for 
1 of 1 residents (Resident #6) reviewed. The facility reported a census of 59 residents.

Findings include: 

The Minimum Data Set, (MDS) assessment dated [DATE] Brief Interview for Mental Status (BIMS) score of 
13 out of 15, indicating cognitively intact. The MDS diagnoses included Non-surgical 
Orthopedic/Musculoskeletal, unilateral primary osteoarthritis and chronic diastolic heart failure.

A Health Status Note on 9/9/2023 documented the following: This nurse performed Heimlich maneuver on 
resident at lunch choking on an onion. After resident was able to breath it took 30 minutes of intervention to 
get the onion to dislodge. Residents' lungs are currently clear, and she is functioning normally. Checks for 
aspiration are being placed per shift. Dentures are currently missing for the event and are being searched 
for. PCP has been notified of the event and received new orders for swallow study and to make mechanical 
soft until test results. POA voicemail left to return call.

The Care Plan revised on 3/18/24 did not address dental care, dentures or denture replacement.

On 06/18/24 at 9:59 AM an interview with Resident #6 was conducted. The resident stated she choked on a 
long piece of onion and while she was coughing and vomiting staff told her to take her dentures out and then 
they lost them. Resident #6 reported staff members looked all over and couldn't find them. The resident 
shared it was her top dentures only. She can not wear bottom dentures because there is not enough 
bridge/bone to support them. Resident #6 stated she never the left dining table and they disappeared that 
quickly. The resident reported she was unable to chew so they put her on a pureed diet and she started 
losing weight. Resident #6 stated it has been at least a year that she has been without her dentures. The 
resident stated she has since been changed back to a regular texture diet and has gained some weight back. 

During an interview on 06/19/24 at 7:54 AM, the Director of Nursing, (DON) stated Resident #6 had lost her 
dentures and had a change in diet. The DON stated the resident put her dentures in a tissue when she was 
choking and the dentures disappeared from there. The DON advised, from a medical standpoint it would be 
common practice to remove the dentures when someone is choking because it a loose object in the 
resident's mouth. The resident only wore top dentures. The DON stated they have been working with area 
dentists to get new dentures but no one will accept State benefits. Just recently they found a dental company 
that will come to the facility to see the residents and she believes Resident #6 is scheduled to see them. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During an interview on 06/20/24 at 12:34 PM, the Social Service Coordinator stated the facility recently 
started using an outside dental agency that will come to the facility to see the residents. The dental agency 
started in March 2024 and they were at the facility in March, April, and May. The dentist does all of the 
dentures and the fillings for the facility. The Social Service staff advised Resident #6 was seen by the dentist 
in March and an oral cancer screen and gums cleaning was completed. In April, they did impressions for her 
bottom dentures. On 6/12/24 there was a note from the dentist advising the resident has very little bone 
density for lower dentures so an impression was made for upper dentures. The Social Service staff member 
advised Resident #6 has seen the dentist all three times they have been to the facility. Prior to March 2024 
there was no dental care on site and she believes the resident would have had to go offsite for any dental 
care.

During an interview on 06/19/24 at 12:36 PM, Staff C, Licensed Practical Nurse (LPN) stated she was 
present when Resident #6 started choking. Resident #6 had taken her dentures out and set them on the 
table. After the incident the resident finished eating. Before the resident left the table and the dining room her 
dentures were missing. She believes dietary staff had already cleared the table. At that time numerous staff 
members looked everywhere for the dentures and were unable to locate them. The resident was upset that 
they were missing. Staff advised the resident had been trying to get new dentures prior to the incident and 
had been asking staff about new ones. 

During an interview on 06/20/24 at 9:02 AM, the Registered Dietician, (RD) stated Resident #6 is currently on 
a general diet, with added mashed potatoes for added nutrition supplement. She advised the resident 
typically eats only what she wants to. She will not drink the supplements. There was some weight fluctuation. 
The RD advised when she started at this facility in December 2023 the resident was on a mechanical soft, 
thin liquids at that time because of the chocking incident and not having her dentures. The RD shared she 
thinks staff were working on a program to help cover for her dentures. Some of the resident's weight 
fluctuation was likely due to not having dentures. 

The facility lacked a policy on dentures. 

2418165227

09/27/2024



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

165227 06/20/2024

Birkwood Village of Fort Madison 1702 41st Street
Fort Madison, IA 52627

F 0804
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Ensure food and drink is palatable, attractive, and at a safe and appetizing temperature.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47336

Based on observations, clinical record review, facility policy review, and staff interviews the facility failed to 
ensure adequate food temperatures prior to service and hold an appropriate after delivering of food to the 
resident for 2 of 2 dietary services reviewed for food temperatures and for 1 of 1 residents reviewed for food. 
The facility reported a census of 59 residents.

Findings include:

During an observation on 6/17/24 Staff B, Dietary [NAME] took food temperatures with the following results:

a. At 11:31 AM - 142 degrees Fahrenheit (F) for the breaded pork chop

b. At 11:39 AM - 127 degrees F for the ground up pork 

c. At 11:45 AM - 165 degrees F after putting the pureed pork on the steam table 

Post temperatures taken by Staff B on 6/17/24 at 12:23 PM were as follows: 

a. 139.5 degrees F for the breaded pork chop

b. 139.4 degrees F for the fish fillet 

c. 150.2 degrees F for the pureed pork

The Minimum Data Set (MDS) assessment dated [DATE] listed Resident #29 Brief Interview for Mental 
Status (BIMS) score as 13 out of 15 on the exam, indicating intact cognition. The MDS revealed the resident 
needed set up or clean up assistance with eating on admission. 

During an interview on 6/17/24 at 3:49 PM, Resident #29 stated the food was terrible, and it just started. She 
stated when she first came here, the food tasted better, and now it doesn't. She stated the issues with the 
food were the taste, temperature, and the look of the food. Resident #29 stated the food rarely warm in her 
dining room. Resident #29 stated the fish she ate today wasn't hot. Resident #29 asked about the flavor and 
she stated it was as flavorful as something made into a little fish. 

On 6/18/24 at 11:46 AM, the Dietary Manager (DM) delivered trays to the 300 Hall in a portable warmer and 
once when arrived into the dining room plugged the warmer into an outlet. 

On 6/18/24 at 11:55 AM, after the delivering the last tray, the DM took the temperatures of a tray with the 
following results: 

a. 121.4 degrees F for the green beans

b. 148.7 degrees F for ham slice

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

During an interview on 6/19/24 at 10:01 AM, Staff B, Dietary [NAME] queried on what the temperatures of 
ground meat should be upon serving and he stated the temperature need to be at least 175 to 180 degrees. 
Staff B stated the temperatures the other day were a little lower than usual. Staff B asked what the 
temperature of meat and fish needed to be served at and he stated probably 175 degrees. Staff B stated he 
should of put a lid on the breaded pork when he took it out of oven. Staff B queried on what the holding 
temperatures for meat were and he stated around 180 degrees. Staff B stated they used warmer plates on 
hall 3 because in the past the residents stated the food not hot enough. 

During an interview on 6/20/24 at 9:20 AM, the DM queried what the food temperatures needed to be on the 
steam table for meats and he stated his preference was 165 degrees or higher. The DM asked what the 
expected the vegetable food temperatures on the trays delivered to the hallways and he stated 165 degrees. 
The DM stated he expected the food being delivered to the halls needed to be at least 135 degrees. The DM 
confirmed the green beans on the hall tray temped at 121 degrees. 

During an interview on 6/20/24 at 4:26 PM, the Interim Administrator stated she expected the food to be at 
the appropriate temperatures and she would of expected the food to be at least 165 prior to service and had 
a holding temperature between 155 degrees and 165 degrees. 

The Facility Dietary Policies and Procedures dated 4/17 revealed the following information:

a. Hot foods must be served at a minimum temperature of 135 degrees F, preferably at 160 degrees F or 
higher. Reheated items and pureed items must be heated to 165 degrees F or above. 

b. It was the cook's responsibility to see all the food were at the proper temperature. 
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potential for actual harm

Residents Affected - Few

Provide special eating equipment and utensils for residents who need them and appropriate assistance.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45338

Based on observation, interview, and record review, the facility failed to ensure assistive devices for eating to 
include a straw were utilized per the resident's diet order for 1 of 2 residents (Resident #8) reviewed for 
assistive devices for dining. The facility reported a census of 59 residents. 

Findings include: 

1. Review of the Minimum Data Set, dated dated dated [DATE] revealed the resident scored 3 out of 15 on a 
Brief Interview for Mental Status (BIMS) exam, which indicated severely impaired cognition. 

The Care Plan dated 10/31/23, revised 6/6/24, revealed the following: NUTRITION: Nutritional status related 
to need for therapeutic diet due to Dx (diagnosis) of diabetes, changes in texture related to poor dentition 
and adaptive plate. Hx (history) of significant weight changes. 

The Intervention dated 10/31/23 revealed, Assistive devices at meals as ordered. 

The Nutrition/Dietary Note dated 4/28/24 at 3:38 PM documented by the Registered Dietician (RD) revealed, 
Meal PO (oral) intake > (less than) 75% at most meals independently after set up help. Uses a plate guard. 
Goal to encourage fluids, assist, straws preferred vs (versus) cup, pinch straw or take out of mouth to 
prevent taking more than 2 sips at a time.

The Physician Order dated 12/26/22 revealed, House diabetic diet pureed texture, regular consistency, plate 
guard, encourage fluids, assist, straws preferred vs cup, pinch straw or take out of mouth to prevent taking 
more than 2 sips at a time. 

Observation on 6/19/24 at 7:26 AM revealed Resident #8 at a table in dining room, and resident observed to 
drink from a regular cup. 

Observation on 6/19/24 at 7:44 AM revealed Resident #8 in the dining room, and the resident had a regular 
cup. 

Observation on 6/19/24 at 11:54 AM Revealed Resident #8 at a table in the dining room with another 
resident. Resident #8 had a regular cup with no straw in front of them. 

On 6/20/24 at 9:37 AM, interview with the Registered Dietician revealed she last saw the resident in April. 
When queried if the resident was supposed to have a straw, the Registered Dietician said that she would go 
off of the diet order. 

On 6/20/24 at 11:59 AM, Staff D, Certified Nursing Assistant (CNA) explained she believed the resident 
drank out of a normal cup. When queried about whether the resident used straws or not, Staff D explained 
she was not sure, and further explained dietary should know. Per Staff D, the menu tickets with each meal 
would say on the bottom if specialized cups, thickened or not. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 6/20/24 at 1:39 PM, the Dietary Manager (DM) queried about use of straws for Resident #8. Per the 
Dietary Manager, he thought the resident could ask for them, and outside of that not sure. Per the Dietary 
Manager, that would be the CNAs, and straws were not kept in the kitchen side. 

On 6/20/24 at 1:45 PM, the Dietary Manager explained there was not anything on the menus about straws. 

On 6/20/24 at 3:44 PM when queried about the situation, the Director of Nursing (DON) explained it would 
depend on the wording (of order) if the resident was to have straws or could use straws, and it would depend 
on the Physician and speech. 

On 6/20/24 at 4:27 PM, the DON acknowledged not sure how this information would be communicated. 

The Facility Policy titled Adaptive Self-Feeding Devices, dated 4/17, revealed, When a resident requires 
adaptive equipment, it will be identified on the nutritional assessment form. Ongoing need and effectiveness 
will be evaluated by nursing, dietary, and therapies. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

45338

Based on observation, interview, and record review, the facility failed to ensure adequate infection control 
practices implemented during medication administration when staff handled medications, including stock 
medication and resident specific medication for Resident #38, with bare hands for 1 of 3 residents reviewed 
for medication administration. The facility reported a census of 59 residents. 

Findings include: 

Observation conducted 6/20/24 at approximately 7:31 AM revealed Staff C, Licensed Practical Nurse, 
prepared medications to administer to Resident #38. 

Observation revealed Staff C touched the resident's Levitracetam medication and Pregabalin medication with 
bare hands in the process of putting the medications into the medication cup. Staff C also prepared Calcium 
with Vitamin D3 to administer to the resident, which was a stock medication. Observation revealed Staff C 
tipped medications into the top cap of the medication bottle, and when dispensing the medication, Staff C 
touched a tablet in the medication cap with bare hands. 

On 6/20/24 at 3:31 PM when queried about picking up a pill and placing it in the cup, the Infection 
Preventionist explained that was not ok, would borrow from a different day, and would let the pharmacy know 
so that the borrowed pill could be replaced. 

On 6/20/24 at 3:40 PM, the Director of Nursing (DON) explained if a pill was dropped it should be replaced. 

The Facility Policy titled Medication Administration, effective 10/10/19, did not address the area of concern. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Implement a program that monitors antibiotic use.

48374

Based on clinical review, staff interview, and facility policy review, facility staff failed to follow infection control 
practices in reducing the use of antibiotics when test results indicate unnecessary or inappropriate antibiotic 
use. The facility reported a census of 59 residents.

Findings include:

On 6/20/24 The facility Antibiotic Report dated January April and May 2024 was received and reviewed. The 
facility report documents and tracks the resident's name, hall, room number, diagnosis, antibiotic order, 
symptoms, physician, antibiotic start date and name or organism. Additionally, as part of this document there 
is a heading titled, Inappropriate Antibiotic Starts. This documentation and tracking reflects in January 2024 
ten residents had inappropriate antibiotic starts, in April 2024 8 residents had inappropriate antibiotic starts 
and in May 2024 5 residents had inappropriate antibiotic starts. The corrective action documented: 
Education. 

On 6/20/2024 at 11:55 AM The Infection Preventionist, (IP) was queried for additional information regarding 
reducing the use of antibiotics and reducing or stopping them when a culture comes back negative. She 
advised she tracks all of the antibiotics prescribed to the residents and tracks the order, diagnostic testing, 
results and corrective action. She advised often times the physician will prescribe an antibiotic based on 
symptoms without having test results. When this happens the resident typically continues to receive the 
antibiotic for the duration of the prescription. The IP reported she provides education to staff and other 
professionals regarding McGeer Criteria. The number of inappropriate antibiotic starts has been reduced by 
50 percent since January 2024. 

On 6/20/24 at 3:46 PM The Antibiotic Stewardship Policy, Long Term Care dated 11-28-17 was received and 
reviewed. The goal of the Antibiotic Stewardship Program is to promote the appropriate use of antibiotics in 
order to maximize treatment outcomes and minimize unintended consequences of antibiotic therapy. The 
Antibiotic Stewardship program aims to improve antibiotic prescribing practices through the development and 
implementation of antibiotic use protocols and a system to monitor antibiotic use. 
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