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F 0584 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.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations and interviews, the facility failed to adequately provide housekeeping and maintenance
Residents Affected - Some services necessary to maintain the building in a sanitary, orderly, and comfortable environment on 3

of 3 units ([NAME] Unit, [NAME] Unit and [NAME] Unit) for 2 of 2 facility tours.Findings:1. On

6/1/26 at 7:04 p.m., a surveyor observed in Resident room [ROOM NUMBER]'s shared bathroom, a
bedpan on the floor next to the toilet which was unbagged and unlabeled. At this time, in an interview
with a surveyor, the Market Clinical Lead confirmed the finding. On 6/1/26 at 7:35 p.m., a surveyor
observed in Resident room [ROOM NUMBER]'s bathroom, a dirty and unlabeled bed pan on the back of
the toilet which had dried urine in it. At this time, in an interview with a surveyor, LPN #1 observed

and confirmed the finding. 2. On 6/4/26 from 9:00 a.m. to 9:20 a.m., a surveyor conducted an
Environmental tour with the Senior Maintenance Director, the Environmental Services District

Manager, the Administrator and the facility Maintenance Director in which the following findings were
discussed and/or observed: [NAME] House:- Resident room [ROOM NUMBER] - There was an
unbagged commode lid on the floor in the bathroom next to the toilet. - Resident room [ROOM
NUMBER] - The floor was dirty around the base of the toilet. - Resident room [ROOM NUMBER] - The
bathroom ceiling exhaust vent was dusty/dirty. The bathroom had one ceiling tile that had a brown
stained on it. The floor was dirty around the base of the toilet. [NAME] House:- Resident room

[ROOM NUMBER] - The floor was dirty around the base of the toilet. - Resident room [ROOM
NUMBER] - The wall at the head of bed 1 had chipped/missing paint exposing sheetrock and creating
an uncleanable surface. [NAME] House:- Resident room [ROOM NUMBER] - The shared bathroom had
a urine hat on the back of the toilet that was not labeled. - Resident room [ROOM NUMBER] - The
shared bathroom had an unlabeled urinal, an unlabeled spray, and an unlabeled cream on the back of
the toilet. The paint on the bathroom walls were marked/marred.- Resident room [ROOM NUMBER] -
The bathroom door and door frame had chipped/missing paint creating uncleanable surfaces. There
were used gloves on the counter of the shared sink. - Resident room [ROOM NUMBER] - The shared
bathroom had an unlabeled container of Desenex powder, an unlabeled tube of Aquaphor cream and an
unlabeled small bottle of Remedy body lotion on a small, wheeled set of plastic draws.On 6/4/26 at

9:20 a.m., in an interview with a surveyor, the Senior Maintenance Director, the Environmental

Services District Manager, the Administrator and the facility Maintenance Director confirmed the
discussed and observed findings.
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F 0725 Provide enough nursing staff every day to meet the needs of every resident; and have a licensed
nurse in charge on each shift.
Level of Harm - Minimal harm

or potential for actual harm Based on Payroll Based Journal staffing (PBJ) report, record reviews and interviews, the facility
failed to ensure sufficient direct care staff were scheduled and on duty to meet the needs of
Residents Affected - Some residents that reside in the facility for weekends of the first quarter 2026 (October 1 - December 31,

2025). This has the potential to affect all residents needing assistance with Activities of Daily Living
(ADL's). Findings:1.Review of Payroll Based Journal staffing report revealed the facility triggered for
low weekend staffing during the first quarter of 2025 (October 1, 2025 - December 31, 2025).During a
review of nursing staffing sheets for certain dates between 6/8/25 and 6/9/25, weekends from
10/1/25 through 12/31/25, and 5/10/26 through 5/29/26. on 6/4/26 at 10:00 a.m., the acting
Scheduler confirmed the above findings. 2.Review of facility Fall log from 10/1/25 through 12/31/25
revealed there were 130 falls.Review of facility Fall log from 3/1/26 through 5/31/26 revealed there
were 86 falls.Review of facility Fall log from 6/1/26 through 6/12/26 revealed there were 17 falls.
During an interview on 6/1/26 at 7:30 p.m. Resident #4 stated his/her med are given late because
they are so short staffed.During an interview on 6/1/26 at 6:51 p.m., Resident #29 stated weekends
are the worst and staff say it's hard to get to everybody because there are only 2 people working the
wing. If he/she asks for more than one thing, they'll do that one thing and they are out the door before
he/she can get the second request out of his’lher mouth.During an interview on 6/4/26 at 1:45 p.m.,
the above was discussed with the Director of Nursing.
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F 0755 Provide pharmaceutical services to meet the needs of each resident and employ or obtain the
services of a licensed pharmacist.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, record reviews, interviews, and facility policy, the facility failed to establish a system
Residents Affected - Some of records of receipt and disposition of all controlled drugs in sufficient detail to enable an accurate

reconciliation and ensure that two people who are authorized to administer medications signed the
Shift Count page of the Controlled Substances book [a logbook used to record and inventory
controlled medications], indicating that they counted all controlled substances at the change of shift
for multiple shifts, for 3 of 4 medication carts observed on 2 of 3 units ((NAME] Unit Cart A, [NAME]
Unit Cart B, [NAME] Unit Cart).Findings:Facility policy NSG300 Controlled Drugs: Management of
revised 1/31/25 states, All staff who administer medications will safeguard controlled substances.
Ongoing inventory: A complete count of all Schedule II-IV controlled substances is required at the
change of shifts. The count must be performed by two licensed nurses and/or authorized nursing
personnel. Centers will use the Controlled Substance book. for the inventory of all controlled
substances.1. On 6/3/26 at 8:30 a.m., during a medication storage observation on the [NAME] Unit, a
surveyor reviewed the Controlled Substance book and Shift Counts located on the Cart A medication
(med) cart, which indicated the facility counts at the change of each shift, approximately 3 times per
day, and observed the following:- The person authorized to administer medications coming on duty
failed to sign the Shift Count page of the Controlled Substance book that indicated the controlled
substances count was done on 5/15/26 at 5:00 p.m. and 5/15/26 at 11:30 p.m. (pg. 277)- The person
authorized to administer medications going off duty failed to sign the Shift Count page of the
Controlled Substance book that indicated the controlled substances count was done on 5/15/26 at
5:45 p.m. and 5/16/26 at 10:30 p.m. (pg. 277)2. On 6/3/26 at 8:38 a.m., during a medication storage
observation on the [NAME] Unit, a surveyor reviewed the Controlled Substance book and Shift
Counts located on the Cart B med cart and observed the following:- The person authorized to
administer medications going off duty failed to sign the Shift Count page of the Controlled Substance
book that indicated the controlled substances count was done on 12/29/25 at 4:44 p.m. (pg. 271)-
Incomplete entries on 1/10/26 (pg. 272) and 1/20/26 (pg. 273) that lack the date and/or time the
count was completed.On 6/3/26 at 8:40 a.m., the surveyor discussed the above findings with the
Director of Nursing.3. On 6/4/26 at 7:39 a.m., during a medication storage observation on the [NAME]
Unit, a surveyor reviewed the Controlled Substance book and Shift Counts located on the [NAME]
med cart and observed an entry dated 6/4/26 and timed for 2:00 p.m. (pg. 285) that indicated yes for
Status of Count Exact Yes/No. During interview at this time, Certified Nursing Assistant-Medication
Tech (CNA-M) #1 confirmed that the 2:00 p.m. count has not been completed yet and that she will not
know the status of the count until it is completed this afternoon with the oncoming CNA-M and the
nurse. On 6/4/26 at 8:47 a.m., the surveyor discussed the finding with the Director of Nursing and the
Market Lead Clinical Specialist.
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F 0552 Ensure that residents are fully informed and understand their health status, care and treatments.
Level of Harm - Minimal harm Based on record review, interview, and facility policy, the facility failed to obtain informed consent for
or potential for actual harm the use of psychotropic medications for 1 of 5 residents reviewed for unnecessary medications
(Resident #36).Finding:Facility policy, NSG206 Behaviors: Management of Symptoms, revised
Residents Affected - Few 9/15/25, states, .When medication is ordered for behavioral symptoms: Obtain consent.Resident #36

has diagnoses including dementia with behavioral disturbance, depression, and epilepsy.A review of
Resident #36's clinical record revealed the following active physician orders:An order with a start
date of 1/20/26 for Citalopram Hydrobromide Tablet 10 MG [milligrams] Give 1 tablet by mouth one
time a day for depressionAn order with a start date of 2/11/26 for diazepam (15 MG Dose) Nasal
Liquid. 1 spray in both nostrils every 6 hours as needed for.seizure activityReview of Resident #36'
care plan states, Resident is at risk for complications related to the use of psychotropic drugs.
Provide informed consent to resident or healthcare decision maker.Further review of Resident #36's
clinical record lacked documentation that Resident #36 and/or his/her representative was informed in
advance of the risks and benefits prior to initiating the above medications.On 6/4/26 at 2:40 p.m.
during an interview, the Market Lead Clinical Specialist confirmed that she could not find evidence
that the facility had obtained informed consent prior to initiating the above medications.
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F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.
Level of Harm - Minimal harm

or potential for actual harm Based on interview and clinical record review, the facility failed to develop a discharge summary
which included a recapitulation of the resident's stay, a final summary of the resident's status, and
Residents Affected - Few reconciliation of all the resident's pre- and post-discharge medications for 1 of 2 residents reviewed

for discharge to the community (Resident #98).Finding: On review of Resident #98's clinical record, a
surveyor noted an admission date of 12/13/25. The record indicated that on 1/14/26, Resident #98's
managed care insurance denied coverage after 1/21/26, and Resident #98 was discharged home on
1/22/26. The surveyor located an incomplete recapitulation of stay in the electronic record dated
1/22/26. The record lacked evidence that the provider had completed a final summary of Resident
#98's status, or a summary of the resident's pre- and post-discharge medications in the hard or
electronic clinical record. On 6/2/26 at 3:55 p.m., in an interview with a surveyor, the Market Lead
Clinical Specialist confirmed that the provider had not completed a discharge summary prior to
Resident #98's discharge.
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F 0742

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide the appropriate treatment and services to a resident who displays or is diagnosed with mental
disorder or psychosocial adjustment difficulty, or who has a history of trauma and/or post-traumatic
stress disorder.

Based on interviews, document review, the facility's Suicide Precautions policy and the facility's
Person Centered Care Plan policy review, the facility failed to ensure that a resident who had signs of
self-harm and suicidal ideation received the care and services necessary to reach and maintain the
highest level of mental and psychosocial functioning for 1 of 1 residents reviewed for mood/behavior
(Resident #92).Findings:Review of the facility's Suicide Precautions revised 3/20/26,
notedProcedure:1. Evaluate patients with suicidal behavior or ideation.2. Notify physician/advanced
practice provider (APP) if assessment indicates patient is at risk for suicide. Collaborate with care
team to determine risk level for suicide.2.1 Discuss Suicide safety plan with patient slash family

slash representative.2.1.1 warning signs and triggers.3.1 Obtain order for suicide preventions from the
physician slash app. Implementation of suicide precautions should not be delayed while awaiting
physicians order. 3.2 evaluate immediate safety needs3.10 document: 1. Risk for suicide. 2.
Actual/potential suicidal behavior observed. 3. Expression of wish to die, using patients own words, if
possible. 4. Notification of physician (APP) including time notified and time of response. 5.
Notification of family representative. 6. Safety plan information shared by patients
representative/family. 7. Time of initiation of suicide precautions. 8. Notification of consultants
archivists including time notified and time of response. Review of the facility's Person Centered Care
Plan policy, revision date 9/15/25 notedPolicy: The center must develop and implement a person
centered care plan for each patient slash resident consistent with patient rights measurable
objectives and time frames to meet a patient's medical, nursing and mental and psychosocial needs
and all services that meet professional standards of quality.Care plan Includes the measurable
objectives and timetables to meet the patient's medical, nursing, nutrition and mental and
psychosocial needs that are identified in the comprehensive assessment. The care plan will be
prepared by the interdisciplinary team. 3. A comprehensive person centered care plan must be
developed for each patient and must describe the following: 3.1 Services that are to be furnished.5.1
The care plan must be customized to each individual's patients preferences and needs. 6. Care plans
will be: 6.2 reviewed and revised by the interdisciplinary team after each assessment, including both
the comprehensive and quarterly review assessments, and as needed to reflect the response to care
and changing needs and goals. Review of Resident #92's clinical record revealed Care Plan Meeting
note dated 4/30/26 stating Resident #92 made a comment that he/she might as well commit suicide.
Review of Resident #92's clinical record lacked evidence that the resident was assessed for
self-harm/suicide ideation, or that the provider was made aware of this statement. Further review of
Resident #92's clinical record revealed Provider communication note dated 5/10/26 stating:
[.Describe behavioral changes: increasing confusion threatening to commit suicide tonight.]. Review
of Resident #92's care plan most recently updated 5/12/26 lacked evidence that goals and
interventions were put into place for suicidal ideation. On 6/2/26 at 2:20 p.m., in an interview with a
surveyor, the Market Clinical Lead stated she reviewed Resident 92's clinical record and there is no
evidence that the doctor was notified, that the resident was assessed for self-harm/suicidal ideation
and no evidence that the current care plan was updated to include triggers, goals and interventions for
threat of self-harm/suicide. On 6/2/26 at 3:30 p.m., in an interview with a surveyor, the current Social
Service Director stated that if a resident said they wanted to commit self-harm or suicide in front of
him in a meeting that he would get a team together(nursing) and assess the resident, the DON and the
(continued on next page)
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F 0742 Administrator would be involved and they would notify the doctor. Depending what the doctor stated,
they may send the resident out to the emergency room for an evaluation. He then stated that he would
Level of Harm - Minimal harm document it in notes with follow-up as to what was done. On 6/3/26 at 3:55 p.m., in an interview with
or potential for actual harm a surveyor, the Market Clinical Advisor, the Director of Nursing and the Market Clinical Lead
confirmed that the resident's care plan had been reviewed by them and that there was no evidence
Residents Affected - Few that the current care plan was updated to include triggers, goals and interventions for threat of

self-harm and suicide ideation.
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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.
Level of Harm - Minimal harm

or potential for actual harm Based on observations, record reviews, and interviews, the facility failed to ensure that clinical
records were complete and contained accurate information for 1 of 3 residents reviewed for Activities
Residents Affected - Few of Daily Living (Resident #14).Findings:1. Resident #14 has diagnoses including dementia.On 6/2/26

at 8:52 a.m. during an interview, Resident #14's son stated that he has observed Resident #14 in the
same soiled clothes, sometimes for days.On 6/3/26 at 11:17 a.m. a surveyor observed Resident #14
dressed in a light blue t-shirt with a logo and dark blue pants. The surveyor observed Resident #14 in
this clothing multiple times throughout the day.On 6/4/26 at 8:25 a.m. during a repeat observation,
Resident #14 was dressed in the same light blue t-shirt and dark blue pants as the previous day.A
review of Resident #14's clinical record revealed an Interdisciplinary Team (IDT) meeting note dated
4/8/26 that states, .[son] expressed concerns with the resident having the same pair of clothes on

for several days in a row A review of Resident #14's care plan states, .Provide resident/patient with
partial assist of 1 for dressing.On 6/4/26 at 11:40 a.m. during an interview, Certified Nursing
Assistant (CNA) #4 stated that Resident #14 does not dress himself/herself and cannot select his/her
own clothing and that he/she would wear the same clothing every day if staff let him/her. CNA #4
then stated that she did not provide Resident #14 dressing assistance today, and that the off-going
night shift CNA told her that Resident #14 was already dressed for the day when she arrived for her
shift this morning.A review of Resident #14's task documentation for Task: GG-dressing.Did you
obtain clothing from the closet or drawers for resident? indicated No on 6/3/26 at 4:55 p.m. and Not
applicable on 6/4/25 at 1:08 a.m. (night shift) and lacked evidence that the night CNA provided
Resident #14 dressing assistance this morning, as stated by CNA #4 .On 6/4/26 at 1:13 p.m., the
surveyor and the Market Clinical Lead observed Resident #14 in the hallway wearing the blue outfit.
The surveyor discussed the above concerns and reviewed Resident #14's dressing task
documentation with the Market Clinical Lead.On 6/4/26 at 2:10 p.m. during a follow-up Interview, the
Market Clinical Lead stated that after speaking with the night CNA, Resident #14 was provided
dressing assistance and changed into sleepwear last night and that this morning, Resident #14
requested to wear same clothing as yesterday. The Market Clinical Lead then confirmed that Resident
#14's task documentation does not accurately reflect the care provided.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm Based on observations, interviews, record review, and facility policy, the facility failed to maintain an

or potential for actual harm Infection Control Program designed to provide a sanitary environment to help prevent the development
and transmission of disease and infection related to hand hygiene and the use of appropriate Personal

Residents Affected - Few Protective Equipment (PPE) while providing care for a resident on Enhanced Barrier Precautions

(EBP) for 1 of 4 days of survey (6/3/26).Finding:Facility policy IC308 Enhanced Barrier Precautions,
revised 11/14/25 states, .EBP expands on the use of gown and gloves. focusing on use of gown and
gloves only during high contact patient care activities that have been demonstrated to result in

transfer of MDROs (Multi Drug Resistant Organisms) to hands and clothing of healthcare personnel,
even if blood and body exposure is not anticipated.Facility policy IC203 Hand Hygiene, reviewed
3/20/26 states, .The use of gloves does not replace hand hygiene2. If a task requires gloves, perform
hand hygiene before donning gloves and immediately after removing gloves. Perform hand hygiene.
After patient care; After contact with the patient's environment .Resident #29 has diagnoses to

include left hip and left foot wounds and chronic indwelling urinary catheter.A review of Resident

#29's care plan states, .has actual skin breakdown.Left Hip, Left foot and monitor Left Heel.

Enhanced Barrier Precautions for any high risk care. and Resident requires indwelling foley catheter.
Infection precautions-enhanced barrier.On 6/3/26 at 11:20 a.m. a surveyor observed Certified Nursing
Assistant (CNA) #2 and CNA #3 don (put on) PPE and enter Resident #29's room with a mechanical lift
(a device used to transfer residents) and proceed to transfer Resident #29 from his/her bed to his/her
wheelchair. At 11:25 a.m., CNA #3 doffed (took off) and discarded her PPE and exited the room. At
this time, CNA #2 exited the room wearing her gown and gloves and wheeled the lift into the hall
outside Resident #29's room, re-entered the room, and then started to resume care before stating
aloud that she had to take this gown off. CNA #2 then doffed her gown and gloves and discarded them
in the trash. Without wearing any PPE, CNA #2 then obtained Resident #29's abductor-type pillow and
proceeded to position the pillow between Resident #29's legs, lifting each of Resident #29's legs to
position and secure the pillow's straps. With her bare hands, CNA #2 then lifted Resident #29's feet,
which were in heel protector boots, and positioned them on the wheelchair footrests. CNA #2 then
assisted Resident #29 to brush his/her hair and apply a headband and then transported Resident #29
to the dining room. Without sanitizing her hands, CNA #2 returned to Resident #29's room and donned
gloves, collected the trash bag from the trash can by the sink and placed it in the trash can by the
door. CNA #2 proceeded to doff and discard her gloves. Without sanitizing her hands, CNA #2 then
straightened Resident #29's bed blanket, removed and tied the trash bag, and exited the room. CNA #2
then walked the trash bag to the whirlpool room, lifted the trash can lid with her bare hands,

discarded the trash bag, and replaced the lid. Without sanitizing her hands, CNA #2 then exited the
whirlpool room. At this time, the surveyor intervened and discussed the above observation with CNA
#2. CNA #2 stated that she usually sanitizes her hands and that she will do so now. On 6/3/26 at
11:49 a.m. during an interview on the nursing unit with the Director of Nursing (DON), the surveyor
discussed the above observation.
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