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F 0584

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to 
receiving treatment and supports for daily living safely.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37440

Based on observations and interviews, the facility failed to adequately maintain maintenance and 
housekeeping services necessary to maintain the facility in good repair and sanitary conditions for 2 of 3 
units (3rd floor unit and 4th floor unit) and the laundry rooms for 1 of 1 environmental tour (3/28/25).

Findings:

On 3/28/25 from 8:20 a.m. to 8:45 a.m., an Environmental Tour was conducted with the Administrator, the 
Quality Assurance and Performance Improvement Program (QAPI) Manager and the 3rd Floor Unit Manager 
in which the following findings were observed: 

Laundry rooms >Clean Linen Area: There were 4 wall mounted fans that were dusty/dirty. There were 2 wall 
mounted air conditioning units that were dusty/dirty. > Soiled Linen Area: There were 2 wall mounted fans 
that were dusty/dirty. The ceiling air system, just inside the entrance door, had dusty/dirty filters. 

3rd Floor Units (East and West) > The hallway walls were marred with black marks. >Resident room [ROOM 
NUMBER] - The privacy curtains were missing hooks, hanging down and in disrepair. The baseboard heater 
unit was broken apart in the front and was marred with black marks. > Resident room [ROOM NUMBER] - 
The privacy curtains were missing hooks, hanging down and in disrepair. There was a commode bucket on 
the bathroom floor. The room base board heating unit was marred with black marks. > Resident room 
[ROOM NUMBER] - The base board heating unit had chipped/missing paint and was marred with black 
marks. The walls around the room were marked with black marks. > Resident room [ROOM NUMBER] - The 
base board heating unit had chipped/missing paint and was marred with black marks. > Resident room 
[ROOM NUMBER]- The base board heating unit had chipped/missing paint and was marred with black 
marks. > Resident room [ROOM NUMBER] - There were black scuff marks all over the room floor.

4th Floor Units(East and West) > The East Unit and [NAME] Unit hallway walls were marred with black 
marks. > Resident room [ROOM NUMBER] - There was an unbagged commode bucket on the floor in the 
bathroom.

On 3/28/25 at 8:45 a.m., in an interview, the Administrator, the Quality Assurance and Performance 
Improvement Program (QAPI) Manager and the 3rd Floor Unit Manager confirmed the findings. 
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F 0655

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of being 
admitted

37648

Based on interview and record review, the facility failed to ensure a baseline care plan was developed and 
implemented within 48 hours that included the instructions needed to provide minimum healthcare 
information necessary to properly care for 1 of 8 sampled residents reviewed for new admissions (Resident 
#36). 

Finding:

Resident #36 was admitted in early March of 2025 with a primary diagnosis of fall with right ankle fracture 
requiring a Lovenox (anticoagulant) injection daily. As of 3/26/25 Resident #36's medical record lacked 
evidence of a baseline care plan that included the instructions necessary to properly care for him/her, in the 
area above.

On 3/26/25 at 4:39 p.m., the above was discussed with the Director of Nursing. 
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F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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

37648

Based on observations, interviews and record reviews, the facility failed to ensure a physician's order and 
care plan was followed for 1 of 11 residents reviewed for oxygen therapy (#42).

Finding:

On 3/25/25 at 10:43 a.m., observation of Resident #42 receiving oxygen (O2) via nasal cannula with the 
oxygen concentrator set at 3 Liters Per Minute (LPM). At this time, the resident stated he/she is on 3 LPM of 
oxygen. On 3/26/25 at 7:29 a.m., an additional observation of Resident #42 receiving oxygen via a nasal 
cannula with the oxygen concentrator set at 3 LPM. 

Review of the medical record contained a Provider order dated 3/7/25 for Apply O2 at 4L to keep sats at 93 
at rest and 88 with activity. every shift. The resident care plan for oxygen therapy r/t CHF (congestive heart 
Failure), Respiratory illness initiated: 2/28/25. Has interventions of oxygen settings: O2 via nasal cannula @ 
4 L continuous. Further review of the nursing documentation states on 3/10/25, 3/11/25 and 3/15/25 he/she 
was on 3 LPM of oxygen via nasal cannula. 

On 3/26/25 at 11:07 a.m., during an interview, both the Registered Nurse (RN) unit manager and the 
surveyor observed Resident #42's oxygen set at 3 LPM via nasal cannula. The RN unit manager stated 
sometimes the O2 orders will say titrate to keep sats at a particular percentage. At this time, both the 
surveyor and the RN unit manager confirmed the order for O2 therapy was 4 LPM. 
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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.

37648

Based on observations, interviews, and record reviews, the facility failed to ensure a smoking assessment of 
resident capabilities and deficits to determine resident safety was completed for 1 of 1 resident reviewed for 
smoking (105).

Finding:

On 3/26/25 at 8:44 a.m., during an interview with Resident #105, a Registered Nurse (RN) entered the 
resident's room and removed a lighter from the open nightstand drawer and explained to the resident that 
having the lighter in his/her room is a hazard and he/she can obtain the lighter prior to going out to smoke. 
The resident stated he/she is going outside to smoke after breakfast. 

Review of Resident #105's Smoking Safety Interaction dated 3/18/25, states he/she uses tobacco products, 
has Poor vision or blindness and Unable to extinguish tobacco or marijuana safely. The rest of the form 
includes the section Clinical Suggestions which has; Apply smoking apron, Set up cigarette holder, Staff to 
extinguish cigarette, Refer to interdisciplinary Team, if Resident deemed unsafe to smoke and Ensure 
eyeglasses are on, was not completed. 

On 3/26/25 at 10:43 a.m., during an interview with the RN unit manager, the incomplete Smoking Safety 
Interaction was reviewed, showing he/she was unable to extinguish tobacco safely. The surveyor asked how 
the facility knows if the resident is safe to smoke or requires supervision. The RN stated, We don't go out 
and observe them. We are a non-smoking facility, but residents have rights and They are educated that this 
is a non-smoking facility.

The facilities Tobacco - and Smoke - Free Policy approved 2/2022 states, specific to patients and residents 
of d'Youville Pavilion: Patients and residents are highly encouraged not to smoke or use tobacco products. 
They are also educated on the risks of use and strategies to help quit. Due to Patients' Rights in skilled 
facilities and Long-term care facilities, patients have the right to smoke if they desire to in a safe area. A 
designated smoking area is available outside at d'Youville Pavilion only to be used by d'Youville Pavilion 
patients and residents. 

On 3/26/25 at 4:39 p.m., during an interview with the Director of Nursing, the surveyor discussed the lack of 
a safety assessment of the resident's capabilities, deficits and whether or not supervision is required.
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F 0695

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

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

37648

Based on observations, record reviews, and interviews, the facility failed to provide a sanitary environment to 
help prevent the development and transmission of disease and infection related to respiratory care on 3 of 4 
days of survey (3/25/25, 3/26/25 and 3/27/25) for 9 of 13 residents reviewed for respiratory care. (#40, #52, 
#153, #370, #366, #42, #24, #468 and #472)

Findings:

1. On 3/25/25 from 9:24 a.m. to 10:23 a.m., and again on 3/26/25 at 7:25 a.m., the following was observed: 

> Resident #40 had an unlabeled/dated nebulizer pipe stored on the bedside dresser. In a brief interview, the 
resident stated he/she hasn't had to use the nebulizer in a week. 

> Resident #52 room had an unlabeled/dated oxygen nasal cannula tubing with the nasal prongs lying on the 
floor. 

> Resident #153 room had an unlabeled/dated oxygen nasal cannula tubing wrapped up under the 
concentrator handle.

> Resident #370 room had an unlabeled/dated nebulizer tubing with the open tubing end hanging over the 
nebulizer handle. 

2. On 3/25/25 at 10:29 a.m., Resident #366 had an oxygen concentrator running, with the open end of the 
tubing hanging off machine. No one was in the room. 

3. On 3/25/25 at 10:43 a.m., observation of Resident #42 receiving oxygen via an unlabeled/dated nasal 
cannula tubing. On the bedside dresser was a nebulizer machine with an unlabeled/dated mask stored on 
the back of the machine. Review of Resident #42's medical record lacked evidence of the nebulizer mask, or 
the nasal cannula tubing changed weekly. 

On 3/26/25 at 11:07 a.m., during an interview with the Registered Nurse (RN) unit manager, the above 
observations were discussed. She stated she had just gone around and removed the concentrators that 
were not in use and provided bags etc. The Surveyor asked how often O2 tubing and nebulizer masks are 
changed and how they are stored when not in use. The RN unit manager stated that the facility was in 
transition with the respiratory therapist leaving and she had been the one changing them. She then stated, 
you will not find the nebulizer and oxygen tubing changing in the Treatment Administration Record (TAR) and 
no documentation of changing the tubing weekly is available. The oxygen tubing, nasal cannula, nebulizer 
tubing and pipe/mask should be changed every week. Nebulizers should be cleansed with water and allowed 
to dry on a paper towel, then placed in an open plastic bag. 

51331

(continued on next page)
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F 0695

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

4. On 3/25/25 at 9:03 a.m. Resident #24 had an unlabeled oxygen tubing/nasal cannula hanging off the 
bedside table. At this time, the resident stated he/she only needs to use oxygen at night. On 3/26/25 at 8:06 
a.m., an additional observation of the unlabeled oxygen tubing/nasal cannula hanging off the bedside table. 

On 3/26/25 at 11:44 a.m., the above information was discussed with the RN Unit Manager.

On 3/27/25 at 12:20 p.m., Resident #24's oxygen nasal cannula tubing was coiled up and stored under the 
handle of the oxygen concentrator. 

5. On 3/25/25 at approx. 8:44 a.m. and on 3/26/25 at 8:07 a.m., observation of Resident #468's and resident 
#472's unlabeled nebulizer pipe stored in their bedside table drawers. 

On 3/26/25 at 11:44 a.m., the above information was discussed with the RN Unit Manager.

On 3/27/25 at 12:20 p.m., an additional observation of Resident #472's unlabeled nebulizer pipe stored in the 
bedside drawer. 

On 3/27/25 at 1:28 p.m., the above information was discussed with the Director of Nursing.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide safe, appropriate dialysis care/services for a resident who requires such services.

37648

Based on observations, interviews and record reviews, the facility failed to ensure that a resident who 
requires Hemodialysis receives such services, consistent with the professional standards of practice and 
failed to ensure the care plan contained the needed information, including emergency interventions 
necessary to properly care for 2 of 2 residents reviewed for Hemodialysis. (#105 and #32)

Findings:

1. On 3/26/25 at 8:32 a.m., the surveyor observed Resident #105 with a bandage to the upper arm. At this 
time, during an interview, Resident #105 stated he/she has an AVF (Arteriovenous Fistula) and has been 
going to dialysis for a couple of years. He/she then stated, Next Friday they are going to do something with 
my site, the past couple times they couldn't stop me from bleeding and I had to go to the hospital. The 
surveyor asked if and when the nurses assess and how they monitor his/her AVF site. He/she stated, They 
have never touched it and no monitoring. 

Review of the medical record states Resident #105 was admitted to the facility with a diagnosis of End-Stage 
Renal Disease with an AVF requiring Hemodialysis three times a week. A current physician order states 
he/she has a Right Arm AVF revision at [hospital] Day Surgery on 4/4/25. No orders were located to address 
assessment and monitoring of the dialysis access site. Review of the current care plan lacked interventions 
for monitoring the AVF site for Bruit and Thrill and emergency interventions if bleeding at the site were 
observed. Further review of the medication and treatment administration record lacked evidence of nursing 
care/assessment and monitoring for the AVF access site.

On 3/26/25 at 4:39 p.m., during an interview with the Director of Nursing (DON) the surveyor discussed the 
lack of monitoring and emergency interventions in the care plan and treatment record. The DON confirmed 
the above and was unable to provide a policy and procedure for nursing caring and/or monitoring for a 
Hemodialysis resident, however, she did provide the surveyor with the Clinical Nursing Skills, basics to 
advanced skills 9th Edition and stated nursing would follow this book for nursing practice.

Review of the Clinical Nursing Skills book, section: Hemodialysis (Renal Replacement Therapy). providing 
ongoing care of Hemodialysis Client: Procedure . assess the AV Fistula . Assessing the Arteriovenous 
Fistula. Perform hand hygiene. Position clients arm, so fistula is easily accessed. Palpate the area to feel for 
thrill (vibration). This indicates arterial to venous blood flow in fistula patency. Auscultate with a stethoscope 
to detect a bruit (swishing noise). This indicates a patent fistula .Safety alert precautions for fistula or graft . 
post safety precautions at head of bed . regularly feel for vibration thrill over access site. Do not measure 
blood pressure on the affected extremity. Do not perform venipuncture in the affected extremity. Counsel the 
client: avoid lying on the affected extremity. Avoid carrying heavy loads with access extremity. Do not wear 
constrictive clothing on the affected extremity. Immediately report swelling, discoloration, drainage, or 
coldness, numbness, or weakness of hand.

On 3/27/25 at 1:04 p.m., during an interview with 4 surveyors present, the surveyor asked the DON how 
often nurses should be monitoring AVF for bruit and thrill, she stated, it should be every shift. 

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

Residents Affected - Some

37015

2. On 03/25/25 at 9:51 a.m., in an interview with a surveyor, Resident #32 stated he/she has a catheter site 
in the right upper chest area used for dialysis access. The surveyor asked how often the staff monitor the 
site. Resident #32 stated staff look at it on the day of dialysis, and dialysis center staff manage the dressing. 
The surveyor asked how the catheter is monitored upon return from dialysis, and Resident #32 stated facility 
staff does not check the catheter site upon return.

Clinical record review noted current physician orders for dialysis on Tuesdays, Thursdays, and Saturdays. 
No orders were located to address assessment and monitoring of the dialysis access site. A hospice 
physician's note, dated 2/11/25, noted that Resident #32 has in the right upper extremity, an AV fistula with 
intact bruit and thrill.

Resident #32's care plan, last revised 2/17/25, includes the following interventions to address dialysis: 

Do not draw blood or take B/P in arm with graft. Monitor/document/report as needed any s/sx of infection to 
access site: redness, swelling, warmth or drainage. A review of Resident #32's current medication and 
treatment administration records did not address monitoring of the dialysis access site (AVF or catheter).

On 3/27/25 at 1:10 .m., in an interview with a surveyor, the charge nurse stated Resident #32's dialysis 
access site was a hemodialysis catheter on the right chest which was completely covered by 2 Mepilex 
dressings that staff send with him/her for every dialysis treatment. Regarding the access site, the charge 
nurse stated we do not look at it and do not touch it. The charge nurse stated Resident #32 has an AVF site 
in the right upper arm which is not used.

On 3/27/25 at 1:25 p.m., in an interview with the Nurse Manager, the surveyor discussed that Resident #32's 
care plan does not indicate that the resident has a catheter for dialysis, does not include regular monitoring 
of either the AVF or the catheter site (including after hemodialysis treatments), and does not specify 
emergency procedures to take for complications.

On 3/27/25 at 2:00 p.m., the Nurse Manager stated she had called the dialysis center and was advised that 
only dialysis staff are to maintain the central line catheter and that the AVF was permanently not to be used. 
There was no further need for monitoring or checking of the fistula site required. In the event of an 
emergency, staff were to call the dialysis center for instructions. The nurse manager had updated the care 
plan to include this information.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide care or services that was trauma informed and/or culturally competent.

33639

Based on record reviews and interviews, the facility failed to assess resident's current diagnosis of 
Post-Traumatic Stress Disorder (PTSD)/trauma to determine what trigger(s) might cause re-traumatization 
for 2 of 3 sampled residents reviewed with a current diagnosis of PTSD (Resident #39 and #110).

Findings:

1. A review of Resident #39's Annual Minimum Data Set (MDS) 3.0, dated 2/18/25, Section I, Active 
Diagnoses, Psychiatric/Mood Disorder, I6100 was coded to indicate Resident #39 has an active diagnosis for 
PTSD. 

The surveyor was unable to find information in the clinical record that indicates what Resident #39's PTSD 
was caused by, what trigger(s) might cause re-traumatization, and measures to avoid trigger(s) that might 
cause re-traumatization. In addition, Resident #39's care plan lacked evidence of a trauma informed care 
plan with identified triggers and interventions to prevent re-traumatization. 

On 3/26/25 at 3:12 p.m., the surveyor confirmed the finding above with the Administrator and the Director of 
Social Services.

37440

2. A review of Resident #110 's clinical record, in the Minimum Data Set (MDS) 3.0, Section I, Active 
Diagnoses, Psychiatric/Mood Disorder, I6100 was coded to indicate Resident #110 has an active diagnosis 
for PTSD. The surveyor was unable to find information in the clinical record that indicates what Resident 
#110 's PTSD was caused by, what trigger(s) might cause re-traumatization, and measures to avoid 
trigger(s) that might cause re-traumatization. 

On 3/26/25 at 1:15 p.m., in an interview with a surveyor, the Unit Manager confirmed that Resident #110 did 
not have a care plan (goal, triggers and trauma interventions) for PTSD, other than it being mentioned as 
one of the problems under focus in the care plan.

On 3/26/25 at 2:20 p.m., in an interview, a Licensed Social Worker(LSW) confirmed that Resident #110 did 
not receive a Psych/PTSD/Trauma Screening/Assessment.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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 
locked, compartments for controlled drugs.

37015

Based on observation and interview, the facility failed to ensure that medications were stored properly by 
having an unlocked, unattended medication cart allowing residents and unauthorized persons access to 
medications on 1 of 4 survey days. (3/25/25)

Finding:

On 3/25/25 at 9:15 a.m., a surveyor observed 2 unlocked medication carts located in the hall across from the 
nurses station on the 3 [NAME] Unit. Two staff were observed in an area behind the nurses station and one 
staff was seated at the nurses station. The surveyor asked the staff seated at the nurses station who the 
charge nurse was and the staff person pointed to the two staff seated behind her and stated they both are. At 
this time, the surveyor opened both medication carts and went through each drawer. No one responded to 
this. One of the identified nurses got up and walked away. Finally, the surveyor walked over to the remaining 
nurse and informed her that both medication carts were unlocked. The nurse immediately got up, locked the 
carts and confirmed the finding.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Have the Quality Assessment and Assurance group have the required members and meet at least quarterly

37648

Based on an interview and review of the facility's Quality Assurance and Performance Improvement (QAPI), 
the facility failed to present evidence that the required members attended 2 of 4 quarters provided (April 
2024 and July 2024).

Finding:

On 3/25/25 at 2:43 p.m., a surveyor requested a copy of the attendance sheets for the QAPI quarterly 
meetings. The Quality Assurance and Performance Improvement Manager provided the surveyor with the 
meeting attendance sheets. A review of the April 2024 QAPI attendance sheet lacked evidence that the 
Medical Director attended the meeting. The July 2024 QAPI attendance sheet lacked evidence that the 
Administrator, Director of Nursing and the Infection Preventionists attended the meeting. 

On 3/27/25 at 9:19 a.m., during an interview, the above was confirmed with the Quality Assurance and 
Performance Improvement Manager.
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