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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43868

Residents Affected - Few Based on record reviews and interviews, the facility failed to report allegations of verbal abuse to the State

Survey Agency immediately, but no later than 2 hours, for 1 (#195) of 3 (#5, #36 and #195) residents
reviewed for abuse.

Findings:

Review of the undated facility policy titled, Abuse Prevention and Investigation revealed the following:
Definitions:

Verbal Abuse: means the use of oral, written or gestured communication or sounds that willfully includes
disparaging and derogatory terms to resident or their families, or within their hearing distance regardless of
their age, ability to comprehend, or disability.

Alleged Violation: is a situation or occurrence that is observed or reported by staff, resident, relative, visitor or
others but has not yet been investigated and, if verified, could be indication of noncompliance with the
Federal requirements related to mistreatment, exploitation, neglect, or abuse, including injuries of unknown
source, and misappropriation of resident property.

Identification of Abuse

B. Possible indicators of abuse include, but are not limited to:

10. Sudden or unexplained changes in behaviors and/or activities such as fear of a person or place, or
feelings of guilt or shame.

Reporting/Response
1. Reporting of all alleged violations to the administrator, state agency . within specified timeframes:

a. Immediately, but not later than 2 hours after the allegation is made, if the events that cause the allegation
involve abuse or result in serious bodily injury .

(continued on next page)
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F 0609 Resident #195

Level of Harm - Minimal harm or Review of Resident #195's Clinical Record revealed she was admitted to the facility on [DATE] with
potential for actual harm diagnoses, which included Unspecified Mood Disorder and Cognitive Communication Deficit.

Residents Affected - Few Review of Resident #195's Admission MDS assessment, with an Assessment Reference Date (ARD) of

02/25/2025, indicated the resident was assessed by the facility to have a Brief Interview of Mental Status
(BIMS) of 15, which indicated she was cognitively intact.

Resident #5

Review of Resident #5's Clinical Record revealed she was admitted to the facility on [DATE] with diagnoses,
which included Cognitive Communication Deficit and Major Depressive Disorder.

Review of Resident #5's MDS, with an ARD of 12/19/2024, indicated the resident was assessed by the
facility to have a BIMS of 11, which indicated moderate cognitive impairment.

Review of Resident #5's most recent Care Plan revealed Resident #5 had a history of physical and verbal
aggressive behaviors with interventions implemented on 05/13/2020.

On 03/10/2025 at 1:10 p.m., an interview was conducted with Resident #195. She stated Resident #5, her
current roommate, scared her. She reported Resident #5 told her, I'll shoot you with a gun. Resident #195
stated because of this, she slept in the hallway.

On 03/10/2025 at 4:15 p.m., an interview was conducted with S14LPN. She stated Resident #5 was
confused at times and had a history of cursing at other residents and staff. She stated Resident #195 did not
tell her she was afraid of Resident #5. She stated during the day shift, Resident #5 sat outside the nurse's
station with other residents, and told other residents and staff, | will cut you with a knife. She confirmed it was
not reported to administration because Resident #5 could not physically harm any other residents.

On 03/11/2025 at 10:05 a.m., an interview was conducted with S15CNA. She stated when Resident #5 got
upset she talked to herself, cursed, and said | will kill you. She stated she did not report the behaviors
because the nurse was aware of the behaviors. She stated she was assigned to Resident #195 and she did
not tell her she was afraid of Resident #5.

On 03/11/2025 at 11:17 a.m., an interview was conducted with S16CNA. She stated Resident #5 told her,
they don't know me but | will cut her neck off. She stated she did not report the behaviors because the nurse
was aware of the behaviors. She stated she was assigned to Resident #195 and she did not tell her she was
afraid of Resident #5.

On 03/12/2025 at 2:03 p.m., an interview was conducted with STADM. He confirmed cursing and making
threats at another resident would be considered abuse. He stated he was not aware of Resident #5 making
threats to any other residents. He confirmed he was made aware on 03/11/2025 at 2:04 p.m., Resident #195
was fearful of Resident #5. He stated on 03/11/2025 at 2:30 p.m., he spoke with Resident #195 and Resident
#195 reported she was scared of Resident #5 because of the way she talked and cursed. He stated in this
case, Resident #5 did not know what she was doing and therefore it was not abuse, and he did not report to
the state agency.
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F 0636 Assess the resident completely in a timely manner when first admitted, and then periodically, at least every
12 months.

Level of Harm - Minimal harm or

potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43868

Residents Affected - Few Based on record reviews and interviews, the facility failed to ensure that each resident's comprehensive

Minimum Data Set (MDS) assessments were completed in a timely manner for 1 (#195) of 5 (#9, #31, #65,
#195, and #295) newly admitted residents reviewed for comprehensive assessments. The facility failed to
ensure that the resident admission assessment was completed within the 14-day requirement.

Findings:

Review of Resident #195's admission MDS assessment with an Assessment Reference Date (ARD) of
02/25/2025, revealed an admitted [DATE]. Further review of the Admit MDS revealed the MDS had a status
of in progress.

On 03/12/2025 at 8:58 a.m., an interview was conducted with S3MDS. S3MDS reviewed Resident #195's
admission MDS and confirmed Resident #195 was admitted to the facility on [DATE]. She further confirmed
Resident #195's admission MDS was still in progress on 03/10/2025, and was not completed in the required
timeframe.

On 03/12/2025 at 4:42 p.m., an interview was conducted with S2DON. S2DON confirmed the MDS should
be completed in the required timeframe.
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F 0641 Ensure each resident receives an accurate assessment.
Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43868
potential for actual harm

52097
Residents Affected - Few

Based on observations, interviews and record review, the facility failed to ensure resident assessments
accurately reflected the residents' status. The facility failed to ensure staff accurately coded:

1. The discharge status for 1 (#94) of 2 (#93 and #94) residents reviewed for discharge; and

2. The ostomy status for 1 (#22) of 2 (#22 and #81) residents reviewed for appliances.

Findings:

1.

Resident #94

Review of Resident #94's clinical record revealed he was admitted to the facility on [DATE] and discharged
from the facility on 02/15/2025.

Review of Resident #94's MDS Discharge Assessment with an ARD of 02/15/2025, revealed resident was
discharged to an acute hospital.

Review of Resident #94's Nurses Notes revealed the following, in part:

02/15/2025 at 9:48 a.m., Resident #94 discharged home with family.

On 03/11/2025 at 3:20 p.m., an interview was conducted with STMDS. She reviewed Resident #94's MDS
Discharge Assessment with an ARD of 02/15/2025, and confirmed it indicated Resident #94 discharged to
an acute hospital. She further reviewed Resident #94's medical record and confirmed the resident was
discharged home. She confirmed Resident #94's MDS Discharge Assessment was not coded accurately and
should have been coded discharge to home.

2.

Resident #22

Review of Resident #22's clinical record revealed she was admitted to the facility on [DATE] with a medical
diagnoses of Colostomy Status.

Review of Resident #22's MDS Quarterly Assessment with an ARD of 01/15/2025, revealed Resident #22
was coded as none of the above under section H0100 for bowel and bladder appliances, which pertained to
Ostomy, including Colostomy.

On 03/11/2025 at 12:44 p.m., an observation was made of Colostomy care for Resident #22.

(continued on next page)
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F 0641 On 03/11/2025 at 3:15 p.m., an interview was conducted with S7TMDS. She reviewed Resident #22's MDS
Quarterly Assessment with an ARD of 01/15/2025, and confirmed it indicated none of the above under

Level of Harm - Minimal harm or section H0100 for bowel and bladder, which pertained to Colostomy. She confirmed Resident #22 had a

potential for actual harm Colostomy. She confirmed Resident #22's MDS Quarterly Assessment was not coded correctly and should

have been coded as present for ostomy.
Residents Affected - Few

On 03/11/2025 at 4:33 p.m., an interview was conducted with S2DON. She confirmed all MDS assessments
should have been coded accurately.
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F 0656

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44965

Based on observation, interviews, and record review, the facility failed to ensure a resident's comprehensive
person-centered care plan was implemented by failing to administer enteral feeding as ordered for 1 (#53) of
2 (#53 and #71) residents reviewed with enteral feeding.

Findings:

Review of Resident #53's Clinical Record revealed he admitted to the facility on [DATE] and had diagnoses,
which included Neurocognitive Disorder with Lewy Bodies, Gastrostomy Status, and Dysphagia.

Review of Resident #53's Significant Change MDS with an ARD of 01/08/2025 revealed a BIMS interview
was not conducted related to the resident was rarely/never understood.

Review of Resident #53's current Care Plan revealed the following, in part:

Problem: At risk for malnutrition related to PEG tube feedings; NPO (nothing by mouth) status.
Goal: The resident will maintain weight through review date

Interventions: 01/03/2025 - Diet changed to PEG tube feedings. Resident is now NPO.

Review of Resident #53's Physician Orders dated 01/03/2025 through 03/11/2025 revealed the resident was
NPO beginning 01/03/2025. Further review revealed Resident #53 was always ordered to receive more than
one can of Diabetisource AC at breakfast, lunch, and dinner.

An observation was made of S6RN providing tube feeding for Resident #53 on 03/11/2025 at 9:58 a.m. She
administered one can of Diabetisource AC via PEG tube by gravity.

An interview was conducted with S6RN on 03/11/2025 at 10:09 a.m. She confirmed the above observation.
She stated she worked twelve hour shifts, on two days, off two days, and every other weekend. She
reviewed Resident #53's tube feeding order after administration and confirmed Resident #53 should have
received 2 cans of Diabetisource. S6RN confirmed Resident #53 should have received 2 cans of
Diabetisource at breakfast, lunch, and dinner since 02/20/2025, and 1.5 cans prior to that beginning on
01/03/2025. She confirmed the first time she had administered more than one can of tube feeding to
Resident #53 was this morning after reviewing the tube feeding orders with the surveyor.

An interview was conducted with S2DON on 03/11/2025 at 1:00 p.m. She stated Resident #53's tube feeding
orders changed frequently. She stated he was receiving 1.5 cans of Diabetisource four times a day, then it
went to two cans at breakfast, lunch, and supper and one can at night. She stated, on 03/11/2025, Resident
#53's tube feeding order changed to two cans at breakfast, lunch, supper, and at night. She confirmed at no
point had Resident #53 been ordered one can of tube feeding formula. She stated the nurses should have
administered the amount of tube feeding ordered.

(continued on next page)
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F 0656

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

An interview was conducted with S13NP on 03/11/2025 at 1:22 p.m. He stated he expected the nurses to

administer Resident #53's tube feeding as ordered.
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F 0657

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43868

Based on record reviews and interviews, the facility failed to ensure the residents care plan was reviewed
and revised for 1(#5) of 4 (#5, #12, #47, and #195) residents reviewed for accidents. The facility failed to
update Resident #5's care plan when she exhibited new aggressive behaviors.

This deficient practice had the potential to affect a current census of 96 residents.
Findings:

Review of Resident #5's Clinical Record revealed she was admitted to the facility on [DATE] with diagnoses,
which included Cognitive Communication Deficit and Major Depressive Disorder.

Review of Resident #5's Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of
12/19/2024, indicated the resident was assessed by the facility to have a Brief Interview of Mental Status
(BIMS) of 11, which indicated she was moderately cognitively impaired. Further review revealed the resident
did not have any behaviors.

Review of Resident #5's most recent Care Plan revealed Resident #5 had a history of physical and verbal
aggressive behaviors with interventions implemented on 05/13/2020. Further review revealed no
documented evidence of any current aggressive behaviors.

Review of Resident #5's Nurses Notes from January 2025 to March 2025 revealed no documented evidence
Resident #5 had any aggressive behaviors.

On 03/10/2025 at 4:15 p.m., an interview was conducted with S14LPN. She stated Resident #5 was
confused at times and cursed at other residents and staff. She stated during the day shift, Resident #5 sat
outside the nurse's station with other residents. She stated Resident #5 told other residents and staff, | will
cut you with a knife. She confirmed it was not reported to administration or documented in the nurse's notes.

On 03/11/2025 at 10:05 a.m., an interview was conducted with S15CNA. She stated when Resident #5 got
upset she talked to herself, cursed, and said | will kill you. She stated Resident #5 was easily redirected
when she had behaviors. She stated she did not report the behaviors because the nurse was aware of the
behaviors.

On 03/11/2025 at 11:17 a.m., an interview was conducted with S16CNA. She stated Resident #5 told her,
they don't know me but | will cut her neck off. She stated she did not report the behaviors because the nurse
was aware of the behaviors.

On 03/12/2025 at 10:14 a.m., an interview was conducted with Resident #14. He stated he sat outside of the
nurse's station during the day. He stated Resident # 5 cursed and made threats of using a gun or knife but
he knew Resident #5 could not physically do those things.

(continued on next page)
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F 0657 On 03/12/2025 at 10:16 a.m., an interview was conducted with Resident #19. He stated he sat outside of the
nurse's station during the day. He stated Resident # 5 cursed and made threats of using a gun or knife but
Level of Harm - Minimal harm or he knew Resident #5 could not physically do those things.

potential for actual harm
On 03/12/2025 at 9:17 a.m., an interview was conducted with S3MDS. She stated they were notified of new
Residents Affected - Few behaviors or incidents by the 24 hour report, incident reports, nurse's notes or verbal notification. She stated
once notified, the care plan was updated with new interventions. She confirmed she was not aware Resident
#5 threatened staff or other residents by stating she would use a gun or knife, this was a new behavior, and
the care plan should have been updated.

On 03/12/2025 at 2:23 p.m., an interview was conducted with S2DON. She stated Resident #5 had verbal
outburst and cursed but was easily redirected. She confirmed she was not aware Resident #5 made threats
of using a gun or knife, this was a new behavior, and staff should have reported the new behavior and her
care plan should have been updated.
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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44965
potential for actual harm
Based on observation, interviews, and record review, the facility failed to ensure each resident received
Residents Affected - Some services as outlined in the comprehensive care plan which met professional standards of quality for 1 (#53)
of 2 (#53 and #71) residents reviewed with enteral feeding. The facility failed to ensure S6RN:

1. Verified Resident #53's physician orders prior to enteral feeding administration; and

2. Accurately documented administration of Resident #53's enteral feeding.

Findings:

Review of the facility's undated policy titled, Enteral Tube Feeding via Gravity revealed the following, in part:

Purpose: The purpose of this procedure is to provide nourishment to the resident who is unable to obtain
nourishment orally.

Preparation:

1. Verify that there is a physician's order for this procedure.

2. Review the resident's care plan and provide for any special needs of the resident.
General Guidelines:

3. Check the enteral nutrition label against the order before administration.

Review of the facility's undated policy titled, Documentation revealed the following, in part:
The purpose of charting and documentation is to provide:

1. A complete account of the resident's care, treatment .

Purpose:

12. Personnel will be expected to document .accurately .

Review of Resident #53's Clinical Record revealed he admitted to the facility on [DATE] and had diagnoses,
which included Neurocognitive Disorder with Lewy Bodies, Gastrostomy Status, and Dysphagia.

Review of Resident #53's Significant Change MDS with an ARD of 01/08/2025 revealed a BIMS interview
was not conducted related to the resident was rarely/never understood.

Review of Resident #53's current Care Plan revealed the following, in part:

(continued on next page)
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F 0658

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Problem: At risk for malnutrition related to PEG (Percutaneous Endoscopic Gastrostomy) tube feedings;
NPO (nothing by mouth) status.

Goal: The resident will maintain weight through review date
Interventions: 01/03/2025 - Diet changed to PEG tube feedings. Resident is now NPO.

Review of Resident #53's Physician Orders dated 01/03/2025 through 03/11/2025 revealed the following, in
part:

Beginning 01/03/2025 to current - NPO
From 01/03/2025 to 01/10/2025 - Enteral Feeding 360 mL four times daily;
From 01/10/2025 to 02/17/2025 - Diabetisource 1.5 cans four times daily;

From 02/17/2025 to 02/18/2025 - Diabetisource 2 cans at breakfast, 2 cans at lunch, 2 cans at dinner, and 1
can at night;

From 02/18/2025 to 02/20/2025 - Diabetisource 360 mL four times daily

From 02/20/2025 to 03/11/2025 - Diabetisource AC 2 cans at breakfast, 2 cans at lunch, 2 cans at dinner,
and 1 can at night; and

From 03/11/2025 to current - Diabetisource AC 2 cans at breakfast, 2 cans at lunch, 2 cans at dinner, and 2
cans at night.

Review of Resident #53's MAR dated 01/03/2025 through 03/10/2025 revealed S6RN documented
administration of tube feedings as ordered on the following dates and times:

From 01/03/2025 to 01/10/2025 - Enteral Feeding 360 mL four times daily:

01/03/2025 at 4:00 p.m.;

01/04/2025 at 10:00 a.m. and 4:00 p.m.;

01/08/2025 at 10:00 a.m. and 4:00 p.m.;

01/09/2025 at 10:00 a.m. and 4:00 p.m.; and

01/10/2025 at 10:00 a.m.

From 01/10/2025 to 02/17/2025 - Enteral feeding Diabetisource 1.5 cans four times daily:
01/10/2025 at 4:00 p.m.;

01/13/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

(continued on next page)
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(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0658 01/14/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
Level of Harm - Minimal harm or 01/17/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

potential for actual harm
01/18/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

Residents Affected - Some
01/19/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
01/23/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
01/27/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
01/28/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/01/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/02/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/05/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/06/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/10/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/14/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/15/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.; and

02/16/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.

From 02/17/2025 to 02/18/2025 - Enteral Feeding Diabetisource 2 cans breakfast, 2 cans lunch, 2 cans
dinner, 1 can at night:

02/18/2025 at 9:00 a.m.
From 02/18/2025 to 02/20/2025 - Enteral Feeding Diabetisource 360 mL four times daily:
02/18/2025 at 1:00 p.m. and 5:00 p.m.

From 02/20/2025 to 03/11/2025 - Enteral Feeding Diabetisource AC 2 cans at breakfast, 2 cans at Lunch, 2
cans at dinner, and 1 can at night:

02/24/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/25/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/26/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

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

F 0658 03/01/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

Level of Harm - Minimal harm or 03/02/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
potential for actual harm
03/05/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
Residents Affected - Some
03/06/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.; and

03/10/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.
Review of the Diabetisource AC (1.2 kilocalories/mL) can used by the facility revealed it contained 250 mL.

An observation was made of S6RN providing tube feeding for Resident #53 on 03/11/2025 at 9:58 a.m. She
administered one can of Diabetisource AC via PEG tube by gravity.

An interview was conducted with S6RN on 03/11/2025 at 10:09 a.m. She confirmed the above observation.
She stated she worked twelve hour shifts, on two days, off two days, and every other weekend. She
reviewed Resident #53's tube feeding order after administration and confirmed Resident #53 should have
received 2 cans of Diabetisource. S6RN confirmed Resident #53 should have received 2 cans of
Diabetisource at breakfast, lunch, and dinner since 02/20/2025, and 1.5 cans prior to that beginning on
01/03/2025. She confirmed the first time she had administered more than one can of tube feeding to
Resident #53 was this morning after reviewing the tube feeding orders with the surveyor.

An interview was conducted with SBRN on 03/11/2025 at 4:48 p.m. She reviewed Resident #53's MARs
dated January, February, and March 2025. She confirmed all of the above listed documentation for
administering tube feeding to Resident #53 was inaccurate. She confirmed, since Resident #53 began
receiving tube feeding, she had never administered more than one can of tube feeding at a feeding. She
confirmed she should have verified the tube feeding order prior to administration of the tube feeding.

An interview was conducted with S2DON on 03/11/2025 at 1:00 p.m. She confirmed Resident #53 was
always ordered to receive more than one can of Diabetisource at breakfast, lunch, and dinner. She stated
the nurses should have administered the amount of tube feeding ordered. She confirmed S6RN should have
verified the tube feeding order prior to administration. She reviewed Resident #53's January, February, and
March 2025 MARs and confirmed S6RN should not have documented administration of the tube feeding as
ordered if she did not administer the tube feeding as ordered.
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F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 52097
potential for actual harm
Based on interviews and record review, the facility failed to ensure each resident who was unable to carry
Residents Affected - Few out activities of daily living (ADLs) received the necessary services to maintain good personal hygiene by
failing to ensure each resident received scheduled bed baths for 1 (#47) of 3 (#22, #45, and #47) residents
reviewed for ADLs.

Findings:

Review of Resident #47's Clinical Record revealed she was admitted to the facility on [DATE] and had
diagnoses, which included Cerebral Infarction, Hemiplegia and Hemiparesis on Left Non-Dominant Side.

Review of Resident #47's Quarterly MDS with ARD of 12/10/2024 revealed a BIMS of 14, which indicated
she was cognitively intact. Further review of the MDS Section GG revealed she was dependent upon staff for
showering/bathing.

Review of Resident #47's Current Care Plan revealed the following, in part:

Focus: The resident has an ADL self-care performance deficit.

Interventions: Assist with all ADLs as ordered.

Review of Resident #47's ADL Documentation revealed she was scheduled to receive bed baths every day.
Further review of ADL Documentation dated March 2025 revealed she did not receive her scheduled bed
bath on 03/04/2025, 03/05/2025, 03/06/2025, and 03/07/2025.

Review of Women Shower List located within the Facility's Nursing Assignment Binder revealed the following:

Resident #47 was scheduled for daily, morning bed baths.

On 03/10/25 at 10:35 a.m., an interview was conducted with Resident #47. She stated she did not receive
consistent bed baths.

On 03/11/2024 at 10:45 a.m., an interview was conducted with ST0CNA. She stated she was assigned to
Resident #47's care on day shift. She stated Resident #47 was dependent on staff for ADLs. She stated
Resident #47 received bed baths. She stated night shift CNAs were responsible for completing bed baths.

On 03/12/2025 at 8:08 a.m., an interview was conducted with SOCNA. She stated she was consistently
assigned to Resident #47's care on night shift. She stated she was not responsible for providing bed baths to
Resident #47 since she was scheduled for daily, morning bed baths. She stated CNAs referenced the
Nursing Assignment binder for each resident's shower/bath schedule. She stated S5CS was responsible for
creating the shower/bed bath schedules.

(continued on next page)
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F 0677 On 03/12/2025 at 8:20 a.m., an interview was conducted with S11CNA. She stated she was assigned to
Resident #47's care on day shift. She stated day shift CNAs were responsible for completing showers, and
Level of Harm - Minimal harm or night shift CNAs were responsible for completing bed baths. She stated Resident #47 should be provided
potential for actual harm bed baths every evening by night shift staff. She confirmed she did not provide Resident #47 with baths.
Residents Affected - Few On 03/12/2025 at 9:00 a.m., an interview was conducted with S5CS. She stated CNAs were notified of each

resident's shower/bed bath schedule through the Nursing Assignment Binder located at each nurses' station.
She referenced the document titled Women's shower list within the Nursing Assignment Binder, and
confirmed Resident #47 was scheduled to receive a daily, morning bed bath. She stated she expected all
CNAs to check the shower/bath schedule before their shift. She confirmed S10CNA and S11CNA were
responsible for Resident #47's baths.

On 03/12/2025 at 10:30 a.m., an interview was conducted with S2DON. She stated CNAs utilized the
shower/bath schedule within the Nursing Assignment Binder to know which residents should be
bathed/showered on their shift. She reviewed the document titted Women Shower List, and confirmed
Resident #47 should have received daily, morning bed baths. She reviewed Resident #47's ADL
documentation dated March 2025, and confirmed a bed bath was not provided from 03/04/2025 through
03/07/2025 and should have been.
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 52097

Based on observations, interviews and record review, the facility failed to implement effective fall
interventions for 1 (#47) of 4 (#5, #12, #47, and #195) residents reviewed for accident hazards.

Findings:

Review of Resident #47's Clinical Record revealed she was admitted to the facility on [DATE] with
diagnoses, which included Cerebral Infarction, Hemiplegia and Hemiparesis Affecting Left Non-Dominant
Side.

Review of Resident #47's Quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of
12/10/2024, revealed Resident #47 had a BIMS of 14, which indicated she was cognitively intact. Further
review of MDS Section GG revealed Resident #47 required max assistance for bed mobility.

Review of Resident #47's Care Plan revealed in part, the following:

Focus: The resident is at risk for falls.

Interventions: Resident had fall from bed on 02/04/2025. Staff educated on fall interventions that are in place.
New, firmer wedge to be placed to left side of bed.

Review of Resident #47's current Physician Orders revealed in part, the following:
08/29/2024: Place wedge on left side of bed due to recent fall.

Review of Resident #47's Incident Report dated 02/04/2025 revealed in part, the following:
Nursing Description: Resident #47 found on all fours between bed and wall.

Resident Description: Resident #47 stated she was on her side, and felt herself slipping off the bed. She
attempted to put her arm out to stop from slipping, but fell on to the floor and hit her head.

Review of Resident #47's Fall Root Cause Analysis Report completed by S2DON revealed the following:
Date of Fall: 02/04/2025

Time: 5:00 a.m.

Possible reasons for fall: Rolled out of bed.

Interventions: New, firmer wedge placed.

(continued on next page)
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

On 03/11/2025 at 8:02 a.m., an observation was made of Resident #47's room. Resident #47's bed was
observed in a diagonal position in the corner of the room with a space on the right side between the wall and
bed.

On 03/11/2024 at 11:05 a.m., an interview was conducted with Resident #47. She stated she fell when she
was turned toward her right side. She stated she fell between her bed and the wall on the right side. She
stated she was fearful of falling into the space between the wall and bed again.

On 03/11/2025 at 2:50 p.m., an observation was made of Resident #47 in her room. Resident #47 was lying
in bed. There was a wedge in place under Resident #47's left side. Resident #47's bed remained in a
diagonal position with a space on right side between the wall and the bed. An interview was conducted with
Resident #47, and she stated the current position of the bed was how the bed was positioned when she fell
on [DATE].

On 03/11/2024 at 10:45 a.m., an interview was conducted with ST0CNA. She stated Resident #47 had a
history of falls. She stated during Resident #47's fall on 02/04/2025, she fell off the right side in between the
wall and bed. She stated Resident #47's bed was diagonal to the corner in the room. She explained there
was a bar behind the headboard of the bed, which prevented it from fitting against the wall. She stated
alternate bed positions had not been attempted.

On 03/11/2025 at 1:38 p.m., an interview was conducted with S8LPN. She stated Resident #47 had a history
of falls. She stated fall interventions in place included a fall mat and 30 minute checks. She confirmed that
the bed's current, diagonal, position was an accident hazard.

On 03/11/2025 at 3:22 p.m., an interview was conducted with S2DON. She stated she was responsible for
investigating falls and establishing appropriate interventions. She stated she investigated Resident #47's fall
that occurred on 02/04/2025. She stated Resident #47 fell out the right side of the bed between the bed and
the wall. She stated, as a result of the fall on 02/04/2025, the new intervention was to place a firm wedge
under Resident #47's left side. She confirmed placing a wedge under Resident #47's left side would cause
her to roll to the right, which was not an appropriate intervention to prevent Resident #47 from falling out the
right side of the bed.

On 03/11/2025 at 3:30 p.m., an interview was conducted with STADM. He stated he was unaware of
Resident #47's current bed position. He confirmed Resident #47's fall intervention would not prevent future
falls out of the right side of bed. He further confirmed an appropriate fall intervention should have been put
into place after her fall on 02/04/2025.
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F 0692 Provide enough food/fluids to maintain a resident's health.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44965
potential for actual harm
Based on observation, interviews, and record review, the facility failed to ensure a resident received enteral
Residents Affected - Some feedings as ordered to maintain acceptable parameters of nutritional status for 1 (#53) of 4 (#37, #53, #65,
and #71) residents reviewed for nutrition and/or enteral feeding.

Findings:

Review of Resident #53's Clinical Record revealed he was admitted to the facility on [DATE] and had
diagnoses, which included Neurocognitive Disorder with Lewy Bodies, Gastrostomy Status, and Dysphagia.
Further review of the Clinical Record revealed Resident #53's ideal body weight was 166 pounds.

Review of Resident #53's Significant Change MDS with an ARD of 01/08/2025 revealed a BIMS interview
was not conducted related to resident was rarely/never understood. Further review of the MDS revealed
Resident #53 had lost 5% or more in the last month or 10% or more in the last six months of body weight and
was not on a physician-prescribed weight loss regimen. Resident #53 received 51% or more of nutrition
through tube feeding.

Review of Resident #53's Physician Orders dated 01/03/2025 through 03/11/2025 revealed he was always
prescribed more than one can of Diabetisource per PEG tube at breakfast, lunch, and dinner.

Review of Resident #53's current Care Plan revealed the following, in part:

Problem: At risk for malnutrition related to PEG (Percutaneous Endoscopic Gastrostomy) tube feedings;
NPO status.

Goal: The resident will maintain weight through review date.
Interventions:

01/03/2025 - Diet changed to PEG tube feedings. Resident is now NPO
01/03/2025 - Triggered in 10% for a loss.

Further review revealed weekly interventions beginning on 01/17/2025 through 02/27/2025 noted the
resident triggered in 7.5/10% for a loss

Review of Resident #53's Weight History dated January 2025 through March 2025 revealed the following, in
part:

01/03/2025 - 203.5 pounds;
01/08/2025 - 204.7 pounds;
01/10/2025 - 204.7 pounds;

(continued on next page)
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F 0692 01/17/2025 - 190.5 pounds;

Level of Harm - Minimal harm or 01/24/2025 - 188.4 pounds;
potential for actual harm
01/31/2025 - 189.5 pounds;
Residents Affected - Some
02/07/2025 - 185.6 pounds;

02/14/2025 - 184.6 pounds;
02/27/2025 - 180.5 pounds;
03/07/2025 - 184.8 pounds; and
03/11/2025 - 184.7 pounds.

An observation was made of S6RN providing tube feeding for Resident #53 on 03/11/2025 at 9:58 a.m. She
administered one can of Diabetisource AC via PEG tube by gravity.

An interview was conducted with S6RN on 03/11/2025 at 10:09 a.m. She confirmed the above observation.
She stated she worked twelve hour shifts, on two days, off two days, and every other weekend. She
reviewed Resident #53's tube feeding order after administration and confirmed Resident #53 should have
received 2 cans of Diabetisource. S6RN confirmed Resident #53 should have received 2 cans of
Diabetisource at breakfast, lunch, and dinner since 02/20/2025, and 1.5 cans prior to that beginning on
01/03/2025. She confirmed the first time she had administered more than one can of tube feeding to
Resident #53 was this morning after reviewing the tube feeding orders with surveyor.

An interview was conducted with S12RD on 03/11/2025 at 12:38 p.m. She stated Resident #53 had
significant weight loss since his PEG tube placement in January 2024. She stated Resident #53 was initially
on 1.5 cans of Diabetisource at breakfast, lunch, and dinner. She stated, on 02/20/2025, his PEG tube
feedings were increased to two cans at breakfast, lunch, and dinner. She stated, on 03/06/2025, she
recommended increasing his feeding to 2 cans of Diabetisource AC at breakfast, lunch, supper, and at night,
which was implemented by the Nurse Practitioner on 03/11/2025. She confirmed Resident #53 had never
been ordered to receive one can of Diabetisource at breakfast, lunch, or dinner. She confirmed since
Resident #53 returned with the PEG tube in January 2025, all of her recommendations were due to his
continued weight loss. She stated she intended for the resident to receive tube feedings as recommended
and ordered by the Physician to maintain his nutritional status. She stated incorrect feeding amounts could
have contributed to increased weight loss. She stated Resident #53 received 900 kilocalories less than
recommended if he only received one can per feeding of Diabetisource AC for three feedings in a 24 hour
period. She confirmed his current weight loss could have been from not receiving the ordered amount of tube
feeding.

An interview was conducted with S2DON on 03/11/2025 at 1:00 p.m. She stated Resident #53's tube feeding
orders had changed frequently. She confirmed at no point had Resident #53 been ordered only one can of
tube feeding formula at breakfast, lunch, or dinner. She stated the nurses should have administered the
amount of tube feeding ordered. She stated if Resident #53 did not receive his ordered tube feedings, it
could have contributed to further weight loss.

(continued on next page)
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F 0692 A telephone interview was conducted with S13NP on 03/11/2025 at 1:22 p.m. He stated Resident #53
returned to the facility on [DATE] with a PEG tube. He stated he had been working with facility staff and
Level of Harm - Minimal harm or S12RD to get Resident #53's weights stable. He stated Resident #53's tube feeding volume had to be
potential for actual harm changed multiple times. He stated he expected the nurses to administer Resident #53's tube feeding as
ordered. He stated if Resident #53 had not received the correct amount of feeding, or calories, it could have
Residents Affected - Some contributed to his weight loss.
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(X4) ID PREFIX TAG

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

F 0726

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way
that maximizes each resident's well being.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44965
Based on observations, interviews, and record review, the facility failed to ensure S6RN had the specific
competencies and skill sets necessary to care for residents' needs as identified in the plan of care. The

facility failed to ensure S6RN was competent to:

1. Verify and administer enteral feedings as ordered by the Physician for 1 (#53) of 2 (#53 and #71) residents
reviewed with enteral feeding; and

2. Identify Enhanced Barrier Precautions and don necessary PPE to provide care for 1 (#53) of 5 (#22, #53,
#71, #81, and #195) residents reviewed on Enhanced Barrier Precautions.

Findings:

Review of the facility's undated policy titled, Sufficient and Competent Staff revealed the following, in part:
Policy: It is the policy of this facility to provide sufficient staff with appropriate competencies and skill sets to
assure resident safety and attain and maintain the highest practicable physical, mental, and psychosocial
wellbeing of each resident.

Policy Explanation and Compliance Guidelines:

4. The facility must ensure that licensed nurses have the specific competencies and skill sets necessary to
care for resident's needs as identified through resident assessment and described in the plan of care.

Review of S6RN's Personnel File revealed a hire date of 09/03/2024. Review of S6RN's Nurse Competency
Checklist dated 09/09/2024 revealed the following, in part:

Infection Control:

Standard and Transmission Based Precautions/PPE with assessment method with no checks and dated
09/09/2024 with initials by S2DON.

Nursing Skills:
Documentation with assessment method with no checks and dated 09/09/2024 with initials by S2DON.

Nutrition/Hydration Management (dietary orders/therapeutic diets; snack/supplement administration) with no
checks, assessment method with no checks, and dated 09/09/2024 with initials by S2DON.

1.
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(X4) ID PREFIX TAG
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(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0726

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Review of Resident #53's Clinical Record revealed he was admitted to the facility on [DATE] and had
diagnoses, which included Neurocognitive Disorder with Lewy Bodies, Gastrostomy Status, and Dysphagia.

Review of Resident #53's current Care Plan revealed the following, in part:

Problem: At risk for malnutrition related to PEG (Percutaneous Endoscopic Gastrostomy) tube feedings;
NPO status.

Review of Resident #53's Physician Orders dated 01/03/2025 through 03/11/2025 revealed he was always
prescribed more than one can of Diabetisource per PEG tube at breakfast, lunch, and dinner.

Review of Resident #53's MAR dated 01/03/2025 through 03/10/2025 revealed S6RN documented
administration of tube feedings as ordered on the following dates and times:

From 01/03/2025 to 01/10/2025 - Enteral Feeding 360 mL four times daily:
01/03/2025 at 4:00 p.m.;

01/04/2025 at 10:00 a.m. and 4:00 p.m.;

01/08/2025 at 10:00 a.m. and 4:00 p.m.;

01/09/2025 at 10:00 a.m. and 4:00 p.m.; and

01/10/2025 at 10:00 a.m.

From 01/10/2025 to 02/17/2025 - Enteral feeding Diabetisource 1.5 cans four times daily:
01/10/2025 at 4:00 p.m.;

01/13/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

01/14/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

01/17/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

01/18/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

01/19/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

01/23/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

01/27/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

01/28/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

02/01/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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F 0726 02/02/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
Level of Harm - Minimal harm or 02/05/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

potential for actual harm
02/06/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

Residents Affected - Few
02/10/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/14/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;
02/15/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.; and
02/16/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.

From 02/17/2025 to 02/18/2025 - Enteral Feeding Diabetisource 2 cans breakfast, 2 cans lunch, 2 cans
dinner, 1 can at night:

02/18/2025 at 9:00 a.m.
From 02/18/2025 to 02/20/2025 - Enteral Feeding Diabetisource 360 mL four times daily:
02/18/2025 at 1:00 p.m. and 5:00 p.m.

From 02/20/2025 to 03/11/2025 - Enteral Feeding Diabetisource AC 2 cans at breakfast, 2 cans at lunch, 2
cans at dinner, and 1 can at night:

02/24/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

02/25/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

02/26/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

03/01/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

03/02/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

03/05/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.;

03/06/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.; and

03/10/2025 at 9:00 a.m., 1:00 p.m., and 5:00 p.m.

Review of the Diabetisource AC (1.2 kilocalorie/mL) can used by the facility revealed it contained 250 mL.

An observation was made of S6RN providing tube feeding for Resident #53 on 03/11/2025 at 9:58 a.m. She
administered one can of Diabetisource AC via PEG tube by gravity without verifying the tube feeding order.

(continued on next page)
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F 0726 An interview was conducted with S6RN on 03/11/2025 at 10:09 a.m. She confirmed the above observation.
She stated she worked twelve hour shifts, on two days, off two days, and every other weekend. She

Level of Harm - Minimal harm or reviewed Resident #53's tube feeding order after administration and confirmed Resident #53 should have

potential for actual harm received 2 cans of Diabetisource. S6RN confirmed Resident #53 should have received 2 cans of
Diabetisource at breakfast, lunch, and dinner since 02/20/2025, and 1.5 cans prior to that beginning on

Residents Affected - Few 01/03/2025. She confirmed the first time she had administered more than one can of tube feeding to

Resident #53 was this morning after reviewing the tube feeding orders with the surveyor.

An interview was conducted with SBRN on 03/11/2025 at 4:48 p.m. She reviewed Resident #53's MARs
dated January, February, and March 2025. She confirmed all of the above listed documentation for
administering tube feeding to Resident #53 was inaccurate. She confirmed, since Resident #53 began
receiving tube feeding, she had never administered more than one can of tube feeding at a feeding. She
confirmed she should have verified the tube feeding order prior to administration of the tube feeding.

An interview was conducted with S2DON on 03/11/2025 at 1:00 p.m. She stated Resident #53's tube feeding
orders changed frequently. She confirmed at no point had Resident #53 been ordered one can of tube
feeding formula at breakfast, lunch, or supper. She stated nurses should have administered the amount of
tube feeding ordered. She confirmed nurses should have verified the tube feeding order prior to
administration.

2.

Review of Resident #53's Clinical Record revealed he was admitted to the facility on [DATE] and had
diagnoses, which included Gastrostomy Status.

Review of Resident #53's current Physician Orders revealed he was on Enhanced Barrier Precautions.

An observation was made of Resident #53's door on 03/11/2025 at 8:07 a.m. He had a sign on the door,
which revealed the following:

STOP - Enhanced Barrier Precautions

Everyone must:

Clean their hands, including before entering and when the leaving the room
Providers and staff must also:

Wear gloves and a gown for the following high-contact resident care activities
Device care or use: feeding tube

An observation was made of S6RN administering tube feeding for Resident #53 on 03/11/2025 at 9:58 a.m.
She did not don a gown to perform the feeding.

(continued on next page)
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F 0726 An interview was conducted with S6RN on 03/11/2025 at 10:07 a.m. She stated Resident #53 was on
Enhanced Barrier Precautions related to his PEG tube. She stated Enhanced Barrier Precautions meant to

Level of Harm - Minimal harm or perform hand hygiene and wear gloves when necessary. She stated a gown was not required for Enhanced

potential for actual harm Barrier Precautions. She stated she did not have to don a gown to administer tube feeding or perform care of

the PEG tube.
Residents Affected - Few
An interview was conducted with S2DON on 03/12/2025 at 9:24 a.m. S2DON stated she was responsible to
ensure each nurse was competent. She confirmed S6RN was not observed by anyone in the facility to
ensure she was competent in performing nursing tasks. S2DON stated she performed verbal communication
with S6RN but very minimal observation. She confirmed she did not ensure S6RN was competent in
verifying tube feeding orders and administration of tube feedings as ordered and should have. She stated
she expected the staff to wear a gown when providing a PEG tube feeding or any care of the PEG tube. She
stated S6RN should have been aware of Enhanced Barrier Precautions and the appropriate PPE to don. She
stated she conducted an in-service training on Enhanced Barrier Precautions, which S6RN was present. She
stated she did not assess any of the staffs' knowledge or retention of the Enhanced Barrier Precautions
training. She stated nine times out of ten, orientation training was verbal and there were no competency
evaluations. She stated she did not currently have a process to track nursing skills she had observed and
had not observed each nurse to ensure competency.

Cross Reference F-656.
Cross Reference F-658.
Cross Reference F-692.

Cross Reference F-880.
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F 0761 Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments, separately
Level of Harm - Minimal harm or locked, compartments for controlled drugs.

potential for actual harm

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39121
Residents Affected - Some
Based on observations, record review, and interviews, the facility failed to ensure drugs and biologicals used
in the facility were stored in accordance with currently accepted professional principles. The facility failed to
ensure:

1. Medication rooms were free of expired supplements for 1 (MR3) of 2 (MR2 and MR3) medication rooms
reviewed,

2. Medication carts were free of expired supplements for 1 (MC3) of 2 (MC1 and MC3) medication carts
reviewed,

3. Medication carts were free of loose pills for 1 (MC1) of 2 (MC1 and MC3) medication carts reviewed; and
4. Insulin pens were labeled with an opened date on 1 (MC1) of 2 (MC1 and MC3) medication carts reviewed.
This deficient practice had the potential to affect all of the 97 residents residing in the facility.

Findings:

Review of the undated facility policy titled Medications - Storage revealed the following, in part:

The facility shall store drugs and biologicals in a safe, secure, and orderly manner.

Policy Interpretation and Implementation

2. The nursing staff shall be responsible for maintaining medication storage and preparation areas in a clean,
safe, and sanitary manner.

4. The facility shall not use discontinues, outdated, or deteriorated drugs or biologicals.

8. Drugs shall be stored in an orderly manner in cabinets, drawers, carts, or automatic dispensing systems.
On [DATE] at 12:29 p.m., an observation was made of MR3 with S8LPN, which revealed the following:

8 containers of liquid supplements with an expiration date of [DATE].

On [DATE] at 12:29 p.m., an interview was conducted with S8LPN. S8LPN confirmed the liquid supplements
was expired and should have been discarded.

(continued on next page)
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F 0761 On [DATE] at 12:39 p.m., an observation was made of the MC3 cart with S8LPN, which revealed the
following:

Level of Harm - Minimal harm or

potential for actual harm 1 bottle Thiamin Vitamin B-1 100 milligram (mg) with an expiration date of ,d+[DATE];

Residents Affected - Some 1 bottle Aspirin Regular Strength Enteric Coated 325 mg with an expiration date of ,d+[DATE];

1 bottle Melatonin 3 mg with an expiration date of ,d+[DATE];
1 bottle Magnesium Oxide 400 mg with an expiration date of ,d+[DATE]; and
2 containers/bottles of liquid supplements with an expiration date of [DATE].

On [DATE] at 12:39 p.m., an interview was conducted with S8LPN. S8LPN confirmed the above listed items
were expired and should not be on the medication cart.

On [DATE] at 12:58 p.m., an observation was made of the MC1 cart with S6RN, which revealed the
following:

Resident #46's multi dose Insulin Aspart bottle was open and had no open date;

Resident #295's Lantus Solostar 100 pen and Insulin Lispro pen were open and had no open date;
Resident #39's Tresiba Flextouch pen was open and had no open date.

The drawers of the cart revealed the following:

2 loose round white pills;

5 loose oblong white tablets;

1 loose oblong green tablet; and

1 loose round gold pill.

On [DATE] at 12:58 p.m., an interview was conducted with S6RN. S6RN confirmed the multi dose Insulin
Aspart vial, Lantus Solostar pen, Insulin Lispro pen, and Tresiba Flextouch pens had no open date. S6RN
confirmed she could not tell what date they were opened. S6RN confirmed when insulins are opened they
should be marked with an opened date. S6RN confirmed there should not be loose pills on the medication
cart.

On [DATE] at 11:58 a.m., an interview was conducted with S2DON. S2DON stated she expected nurses to
put an open date or a discard date on insulin pens and multi dose vials. S2DON confirmed expired

supplements should be discarded. SS2DON confirmed over the counter drugs/vitamins should be discarded
by the expiration date. S2DON confirmed there should be no loose pills on the medication cart.
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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 39121

Residents Affected - Some Based on observations, interviews, and policy review, the facility failed to prepare, distribute, and serve food
in accordance with professional standards for food service safety by failing to ensure:

1. food was dated after opening;
2. food was properly sealed and stored; and
3. staff with facial hair wore a beard restraint.

This deficient practice had the potential to affect any of the 97 residents who received nourishment from the
facility's kitchen.

Findings:
Review of the undated facility policy titled Storage: Dry Food revealed the following, in part:
Procedure:

2. Keep all containers tightly closed from insects, rodents, and dust. Dry foods can be contaminated, even if
they do not need refrigeration.

Review of the undated facility policy titled Storage: Freezer revealed the following, in part:

2. Keep all frozen foods tightly wrapped or packaged to prevent freezer burn.

3. Label and date all items

Review of the undated facility policy titled Storage: Refrigerator revealed the following, in part:

5. Store raw items separately if possible.

6. If raw foods must be kept in the same refrigerator keep cooked foods above raw foods. If cooked foods
are kept below raw foods, they can become contaminated by drips and spills. Then, if they are not to be
cooked again before serving, they may be hazardous.

7. Keep refrigerated foods wrapped or covered in sanitary containers.

On 03/10/2025 at 8:37 a.m., an initial tour of the kitchen was conducted with S17CK. S17CK confirmed the
following observations:

Small reach in freezer

(continued on next page)
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F 0812 -1 Ziplock bag of hot dogs with no opened date.
Level of Harm - Minimal harm or Large dietary cooler

potential for actual harm
- 1 opened gallon container of mustard with no opened date;

Residents Affected - Some
- 1 opened gallon container of mayonnaise with no opened date;

- 1 opened gallon container of sliced dill pickles with no opened date;

- 1 opened gallon container of sweet relish with no opened date;

- 1 opened gallon container of ranch with no opened date;

- 1 container of sandwiches partially covered by torn aluminum foil; and

- 8 cups of beverages with lids dated 03/02/2025.

On 03/10/2025 at 8:37 a.m., an interview was conducted with S17CK. S17CK confirmed there was no
opened date on the hotdogs, mustard, mayonnaise, sweet dill pickles, sweet relish, and ranch. S17CK
confirmed the aluminum foil on the container of sandwiches was torn and was not sealed. S17CK confirmed

the 8 drink cups were labeled for 03/02/2025 and should have been discarded after 3 days.

On 03/10/2025 at 8:49 a.m., an observation was made of the Walk-in cooler and freezer with S4DM. S4DM
confirmed the following observations:

Walk-In cooler

- 3 cases of 15 dozen raw eggs were stored on a wire shelf above 5 cases of 1 pound butter and 2 cases of
heavy whipping cream.

Walk-In freezer

-1 case of chicken stored on the floor;

-1 case of pork loin was stored on the floor;

-1 bag of mixed vegetables opened/unsealed, with no opened date and stored in an open unsealed box;

-1 bag of crinkled sliced yellow squash opened/unsealed, with no opened date and stored in an open
unsealed box; and

-1 bag of mixed vegetables opened/unsealed, with no opened date and stored in an open unsealed box.

On 03/10/2025 at 9:00 a.m., an observation was made of the dry storage area with S4DM. S4DM confirmed
the following observations:

-3 Bulk plastic containers with no identification labels or opened dates;

(continued on next page)
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F 0812 -1 partially used bag of spaghetti noodles with no opened date;

Level of Harm - Minimal harm or -1 partially used bag of macaroni noodles with no opened date;
potential for actual harm
-1 partially used gallon of sweet and sour sauce with no opened date;
Residents Affected - Some
-1 partially used gallon of vanilla with no opened date; and

-1 opened box of Thickening Powder with the internal bag opened, unsealed and with no opened date.

On 03/10/2025 at 9:03 a.m., an interview was conducted with S4DM. S4DM confirmed there were 97
residents who ate out of the kitchen. S4DM confirmed lidded drinks should only be held in the refrigerator for
one day. S4DM confirmed the lidded drinks should have been thrown away. S4DM confirmed the bulk
containers should have been labeled. S4DM confirmed all opened items should be sealed in a ziplock bag
and labeled with an opened date. S4DM confirmed the raw eggs could bust or leak on the butter and
contaminate it.

On 03/10/2025 at 10:54 a.m., an observation was made S4DM walking past the food preparation area and
serving line to the dishwasher without a facial hair restraint over his beard. S4DM confirmed he was not
wearing a facial hair restraint over his beard and should have.

On 03/11/25 at 1:04 p.m., an interview was conducted with STADM. S1ADM confirmed open containers of
food should be dated with the date it was opened. S1ADM confirmed when a box was opened it should
contain the date the box is open. S1TADM confirmed food should not be stored on the floor of the walk-in
freezer. S1ADM confirmed lidded beverages should be held no longer than a day in the refrigerator. S1ADM
confirmed facial hair restraints should be worn by everyone with a beard in the kitchen.
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44965
potential for actual harm
Based on observations, interviews, and record review, the facility failed to ensure staff utilized appropriate
Residents Affected - Few PPE during care with residents who required Enhanced Barrier Precautions for 1 (#53) of 5 (#22, #53, #71,
#81, and #195) residents observed during chronic wound care and/or use of indwelling medical devices.
Findings:

Review of the facility's policy dated January 2025 and titled, Enhanced Barrier Precautions revealed the
following, in part:

Policy: It is the policy of this facility to implement Enhanced Barrier Precautions for the Prevention of
transmission of multidrug-resistant organisms (MDRO).

Definitions:

Enhanced Barrier Precautions refer to the use of gown and gloves for use during high-contact resident care
activities for residents known to be colonized or infected with MDRO as well as those at increased risk of
MDRO acquisition (eg. Residents with wounds or indwelling medical devices).

Policy Explanation and Compliance Guidelines:

48. High-contact resident care activities include:

g. Device care or use: .feeding tubes .

Review of Resident #53's Clinical Record revealed he admitted to the facility on [DATE] and had diagnoses,
which included Gastrostomy Status.

Review of Resident #53's current Physician Orders revealed the following, in part:
Enhanced Barrier Precautions
Enteral Feeding Diabetisource AC 2 cans at breakfast, 2 cans at lunch, 2 cans at dinner, and 2 cans at night.

An observation was made of Resident #53's door on 03/11/2025 at 8:07 a.m. He had a sign on the door,
which revealed the following:

STOP - Enhanced Barrier Precautions
Everyone must:
Clean their hands, including before entering and when the leaving the room

(continued on next page)
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F 0880

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Providers and staff must also:
Wear gloves and a gown for the following high-contact resident care activities
Device care or use: feeding tube

An observation was made of S6RN providing tube feeding for Resident #53 on 03/11/2025 at 9:58 a.m. She
did not don a gown to perform the feeding.

An interview was conducted with SBRN on 03/11/2025 at 10:07 a.m. She stated Resident #53 was on
Enhanced Barrier Precautions related to his PEG tube. She stated Enhanced Barrier Precautions meant to
perform hand hygiene and wear gloves when necessary. She stated a gown was not required for Enhanced
Barrier Precautions. She stated she did not have to don a gown to perform tube feeding or care of the PEG
tube.

An interview was conducted with S2DON on 03/12/2025 at 9:24 a.m. She confirmed she was the facility's
Infection Preventionist. She stated Enhanced Barrier Precautions were implemented for indwelling medical
devices and chronic wounds. She stated the expectation was for staff to don a gown and gloves anytime
they provided care for a resident with an indwelling medical device or chronic wound. She confirmed
Resident #53 was on Enhanced Barrier Precautions for his PEG tube. She stated she expected staff to wear
a gown and gloves when providing a PEG tube feeding or any care of the PEG tube.

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

Event ID: Facility ID: If continuation sheet
195446 Page 32 of 32




