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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

Based on observation, interview, record review, and review of the facility's policy, the facility failed
to ensure the environment remained free of accident hazards as much as possible for 2 of 37 sampled
residents, Resident (R) 54 and R116. Observation of the shared bathroom for R54 and R116 on
06/23/2026 at 11:43 AM revealed a white powdery substance in an unlabeled medication cup sitting
on the bathroom sink. The findings include: Review of the facility's policy titled, Fall and Accident
Management, revision date 06/2019, revealed the facility would identify patients at risk of falls and
other accidents with implementations placed and evaluated to reduce risk of injuries, falls or other
accidents. The policy stated the facility would work to identify hazards and risks to decrease the risk
of injury. Further review revealed the facility would evaluate, analyze, implement interventions,
monitor for effectiveness, and modify when needed. The State Survey Agency (SSA) Surveyor
requested from the Director of Nursing (DON) on 06/23/2026 at 4:33 PM a policy for medication
administration. However, one was not provided by exit on 06/26/2026. The SSA Surveyor requested
from the DON on 06/26/2026 at 11:23 AM any and all additional policies for accidents. She stated the
only one was the one already given that was primarily for falls. Observation on 06/23/2026 at 11:43
AM revealed a shared bathroom in the resident room where R54 and R116 resided. In the shared
bathroom there was a medication cup (30 milliliters) sitting on the bathroom sink with a white
powdery substance inside unlabeled. The SSA Surveyor immediately informed Licensed Practical
Nurse (LPN) 2, and she discarded the cup and substance. During an immediate interview with LPN2,
she stated she did not know what the substance was or where it came from. She stated R116 had an
order for an antifungal powder and that could have been it. She stated she had not left the cup in the
bathroom that day or any other day. When asked why the cup should not have been left in the
bathroom, she stated because no one knew what it contained, and a resident could eat it and possibly
be harmed. 1. Review of R54's admission Record revealed the facility admitted the resident on
06/10/2024 with diagnoses to include multiple sclerosis, heart failure, and high blood pressure.
Review of R54's active Order Set did not include any powders or crush medication order. 2. Review of
R116's admission Record revealed the facility admitted the resident on 02/03/2025 with diagnoses to
include stroke, diabetes, and depression. Review of R116's active Order Set revealed an order placed
on 06/22/2026 for tolnaftate antifungal external powder 1% to be applied under breasts and abdominal
fold topically every day and night shift for moisture associated skin disorder (MASD) for 14 days.
Review of R116's June 2026 Treatment Administration Record [TAR] revealed the antifungal powder
had been applied for the day shift dose on 06/23/2026, initialed by LPN2. During an interview with
Unit Manager 2 on 06/25/2026 at 3:13 PM, she stated her tasks included managing the floor, helping
the nurses when needed, and having huddles with the Nurse Practitioner (NP). She stated she and the
staff did daily walk-throughs for safety of the residents and their rooms and addressed issues as
(continued on next page)
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needed. She stated, when asked about the medicine cup found in R54's and R116's shared bathroom,
nothing had been found in the bathroom previously, and all the treatment carts and medication carts
were locked. She stated her concern was that if a resident found the medicine cup, they could have
ingested it, possibly causing harm. She stated her expectation was for staff administering
medications to watch the resident take the medicine and apply all topicals. She stated she did not
know what was in the cup. During an interview with LPN10 on 06/25/2026 at 6:21 PM, she stated she
had provided care to R116 the night of 06/22/2026 and had not noticed any medicine cup sitting in
R54's and R116's shared bathroom. She stated she had applied the antifungal powder to R116. She
stated any confused resident could have entered that bathroom and ingested what was in the cup.
She stated the facility provided training about not leaving medicine at the bedside. During an
interview with the DON on 06/25/2026 at 8:45 AM, she stated her tasks included providing oversite of
the nursing department, educating staff, and giving monthly in-services. When asked about finding the
medication cup with the white powder in the shared bathroom, she stated it should not have
happened. She stated she would be concerned about the safety of the residents and others in the
building with that sitting out. She stated some of the residents were confused, and they could have
gotten the cup and substance and ingested it. The DON stated staff was already doing daily
walk-throughs to check all aspects of safety. She stated staff had been educated on not leaving
items out, and she had no reports previously of any incidents where that occurred. During an
interview with the Administrator on 06/25/2026 at 4:00 PM, he stated he had been the Administrator
since 2018, and his tasks included oversite of the facility. He stated he was not clinical and relied on
the DON for that side of operations. He stated his concern for having the substance found in the
medicine cup in the shared bathroom was that any confused resident could have consumed it, and it
could harm them.

22185476

10/09/2026




