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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 19126

Residents Affected - Few Based on clinical record review, staff and resident interviews, observations, and policy review, the facility

failed to have an effective process in place to identify residents who left their units for 1 of 3 residents
reviewed (Resident #4). The facility reported a census of 41 residents.

Findings include:

Review of the Minimum Data Set (MDS) dated [DATE] Resident #4 had diagnoses which included poly
substance abuse, vascular dementia, and acute kidney failure. The MDS indicated the resident had total
independence with ambulation, transfers, and dressing, without the use of devices. The resident had a Brief
Interview for Mental Status score of 14 which indicated the resident had intact cognitive ability.

Review of the Care Plan updated on 9/26/24 revealed the resident will communicate with nursing staff when
he has a need to go outside and get fresh air and will vocalize this to the staff prior to leaving the unit. The
Care Plan informed staff the resident will communicate interest with the staff when he needs to step outside
and staff will place a sign on the unit exit door to remind the resident to see the nurse prior to leaving.

Review of Resident #4's Progress Notes revealed the resident left the unit on two occasions without staff
knowledge after the implementation of the 9/26/24 Care Plan intervention:

a. On 10/18/24 at 3:47 the resident left the unit without staff and without staff knowledge. The resident failed
to sign himself out prior to leaving the unit.

b. On 10/19/24 between 2-2:30 pm, the resident left the unit without staff and without staff knowledge. The
resident failed to sign himself out prior to leaving the unit.

Review of the Wandering and Elopement Policy modified on 12/2022 reveals each unit/ household will
maintain a sign-in/sign-out log for residents leaving the unit or building.

Review of the second floor sign in/sign out sheet dated 10/15-11/2/2024 failed to include Resident #4's name
which would indicated he left and returned to the unit.

(continued on next page)
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview with Staff A-RN/Director of Nurses on 12/10/24 at 12:30 pm, Staff A stated Resident #4
failed to sign himself out of the unit when he left on 10/18 and 10/19/24. Staff A stated she would have

expected the resident to sign out when leaving so staff were aware of his location.
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F 0925

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Make sure there is a pest control program to prevent/deal with mice, insects, or other pests.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 20331
Based on clinical record review, facility policy review and staff interviews, the facility failed to maintain an
effective pest control policy to ensure the facility is free of pests. The facility reported a census of 41
residents.

Findings include:

1. Resident #5's MDS (Minimum Data Set) dated 9/4/2024 revealed the resident had severely impaired
cognitive abilities, required assistance of staff to transfer from one surface to another, and used a wheel
chair for locomotion. The resident had diagnoses including dementia and a history of prostate cancer.

Resident #5's Progress Notes included:

On October 17, 2024, Staff A, DON (Director of Nursing) documented staff observed a bed bug in the
resident's room. Staff collected the specimen and sent it to Plunkett's Pest Control.

October 19, 2024 skin assessment revealed the resident had scratches on his face and a red groin.
October 21, 2024 skin assessment revealed the resident had right forehead and bilateral ear scratches.

On 12/9/2024, Staff C, maintenance submitted a copy of a proposal Plunkett's sent to the facility on [DATE]
to be signed by the facility giving them permission to treat Resident #5's room.

On October 21 Plunkett's administered the initial bedbug treatment for room [ROOM NUMBER]. They
administered the second treatment on October 28, and third treatment on November 4.

2. Resident #2's MDS dated [DATE] revealed the resident had severe cognitive impairment and diagnoses
including Alzheimer's with late onset and COPD (Chronic Obstructive Pulmonary Disease). The resident
required assistance to transfer from one surface to another and used a wheel chair that she could self propel
for locomotion.

Resident #2's Progress Notes and body audits included:

10/27/2024 - Multiple blisters, bumps scattered on resident's back. The resident reports the rash is itchy.
10/28/2024 - The resident's ARNP (Nurse Practitioner), Staff D visited the resident and ordered
Hydrocortisone cream. The facility notified the resident's daughter of the rash and pest control's appointment
to treat the room the following week.

11/1/2024 - rash on bilateral arms and hands. New orders received for medication to help relieve the itching.

(continued on next page)
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F 0925 11/5/2024 - New physician orders received for staff to administer a cream to the affected areas two times a
day for the itchy bites until resolved.

Level of Harm - Minimal harm or
potential for actual harm Staff C submitted a copy of Plunkett's Bedbug proposal sent to the facility on [DATE].

Residents Affected - Few On November 5, 2024 Plunkett's administered the initial bedbug treatment for room [ROOM NUMBER]. They
administered the second treatment on November 12 and third treatment on November 18.

Plunkett's service reports revealed facility rooms 267, 260, 261, 262, 263, 264, 265, 267, 268, 270 and 273
were also treated as a precaution.

On 12/10/2024 at 1:40 P.M., Staff A, DON reported after the facility discovered bedbugs, they implemented
PPE (personal protective equipment) for staff, notified families, cleaned resident rooms, laundered resident
linens and clothing, and had Plunkett's treat the rooms. Staff A indicated after bedbugs were identified, she
would have expected pest control treatment in a more timely manner. When staff found bugs on Resident #5,
Staff A took a photo of the bug and reported the findings to Staff C. Staff C reached out to Plunkett's and
they initiated treatment.

On 12/10/2024 at 11:00 A.M., Plunkett's staff revealed they sent the first proposal on October 17. When the
facility signed and returned it, they provided treatment on October 21 to room [ROOM NUMBER]. They sent
another proposal to treat room [ROOM NUMBER] on October 28 and the facility signed it on November 4.
Plunkett's provided the treatment on November 5.

On 12/9/2024 at 12:38 P.M., Staff D, ARNP reported Resident #2 in room [ROOM NUMBER] had bedbug
bites when she visited her on October 21. Staff D asked about the resident's room and staff revealed her
room had not yet been treated. Staff D reported it seemed the facility failed to have the room treated in a
timely manner. Staff D saw the resident again on November 5 and she still complained of itching, and she
had new bites on her left arm and face. Staff indicated her room had been treated.

The 2020 facility Identification and Management of Bedbugs policy included:

Environmental Controls:

1. Perform inspection of resident furniture upon admission to the facility.

2. In resident with an unresolved rash that is not responding to treatment, don appropriate PPE (gloves and
gowns) and inspect mattress and bed frame for the presence of bedbugs. Bedbug bites are usually noted on
the arms, neck, torso or legs.

3. Provide resident with bath/shower and clean gown. Then place resident in a different room, leaving
belongings until treated.

4. Wash all linens and clothing in resident rooms.
5. Review all residents with rashes and perform environmental audits for evidence of bugs.
6. Correctly identify bed bugs.

(continued on next page)
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F 0925 7. Keep good documentation on dates and location where bedbugs are found.

Level of Harm - Minimal harm or 8. Contact Pest Control Service with bedbug experience to treat room and items in room. More than one
potential for actual harm treatment may need to be completed.

Residents Affected - Few 9. Contact State Department of Health for additional information.

The 2020 facility Infection Prevention and Control Program included:

MISSION OF PROGRAM:

The primary mission is to establish and maintain an Infection Prevention and Control Program
(IPCP) designed to provide a safe, sanitary and comfortable environment and to help prevent
the development and transmission of communicable diseases and infections.

POLICY:

It is the policy that this facility's Infection Prevention and Control Program (IPCP), is based upon
information from the Facility Assessment including the Infection Control Risk Assessment and
follows national standards and guidelines to prevent, recognize and control the onset and
spread of infection whenever possible. The Infection Prevention and Control Program includes:
1. A system for preventing, identifying, reporting, investigating, and controlling infections

and communicable diseases for all residents, staff, volunteers, visitors, and other

individuals providing services under a contractual arrangement based upon the facility
assessment conducted according to regulatory requirements and following accepted

national standards.

2. Written standards, policies, and procedures for the program, which include:

a. A system of surveillance designed to identify possible communicable diseases or

infections before they can spread to other persons in the facility;

b. When and to whom possible incidents of communicable disease or infections should

be reported.

(continued on next page)
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F 0925 c. Standard, transmission-based and enhanced barrier precautions to be followed to
Level of Harm - Minimal harm or prevent the spread of infections.

potential for actual harm
a. Selection and use of PPE
Residents Affected - Few
d. When and how isolation should be used for a resident; including but not limited to;
e. The type and duration of the isolation, depending upon the infectious agent or
organism involved.

f. A requirement that the isolation should be the least restrictive possible for the
resident under the circumstances.

g. Occupational Health policies, including

a. The circumstances under which the facility must prohibit employees with a
communicable disease or infected skin lesions from direct contact with

residents or their food if direct contact transmits the disease.

b. TB screening of staff

c. Education and competency assessment

h. The hand hygiene procedures to be followed by staff involved in direct resident
contact.

i. Resident Care Activities

j- Environmental cleaning and disinfection
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