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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to voice grievances without discrimination or reprisal and the facility must establish 
a grievance policy and make prompt efforts to resolve grievances.
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F 0585

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake: 2570414. Based on observation, interview and record review the facility failed to follow 
their policy regarding the follow up of concerns for one (R902) of four residents reviewed for quality of care. 
Findings include: A review of a complaint submitted to the State Agency (SA) documented multiple concerns 
verbalized to the facility's staff with no resolution. On 9/9/25 at 11:22 AM, R902 was observed lying on their 
back in bed. An interview was conducted with the resident at that time. A review of the medical record 
revealed R902 was re-admitted to the facility on [DATE] with diagnoses that included: acute and chronic 
respiratory failure, hemiplegia and hemiparesis following cerebral infarction affect left non-dominant side, 
dysphagia (difficulty swallowing) and required staff assistance for all activities of daily living. R902 was 
documented to be their own responsible party. On 9/9/25 at 11:45 AM, the facility's Administration was asked 
to provide all concerns/grievances filed on the behalf of R902 from January to current. A review of the 
grievances provided revealed the following: On 7/23/25 a family member of R902 was angry and noted 
Residents daughter had concerns about doctor visit schedule and other medical concerns. The resolution 
was entered on 7/28/25 that noted Satisfactorily- Provider saw resident and was notified of residents 
preferences regarding physician visit schedule and got all questions answered.On 7/24/25 a family member 
of R902 was upset and noted Grooming- Family Member expressed concern regarding the shower schedule 
and dressing for her mom. The resolution was dated 7/25/25 that noted Satisfactorily- Family and Resident 
preferences updated, nursing notified and provider notified. Staff educated. SW (social worker) spoke to 
resident about concerns. Resident pleased with care and no further concerns with showers at this time.A 
review of a facility policy titled Resident Concern Process review date 12/16/24, documented in part . The 
facility will provide an open and customer friendly atmosphere for residents and their families and 
representatives to voice concerns and problems with the assurance that their concerns will be heard and 
acted upon. All concerns should be entered electronically. The department leader will investigate and 
discuss the concerns with the team and will implement, or educate to prevent further concerns. the 
department leader will document the resolution on the concern form. and will follow up with the person 
reporting the concerns to explain the resolution.The facility staff failed to follow up with the family member 
that verbalized and reported the above concerns. On 9/10/25 at 1:18 PM, the family member to R902 (FM G) 
was interviewed. FM G verbalized multiple concerns reported to the facility's SW and Administration staff. FM 
G explained an incident they reported to the SW regarding a delay in treating an eye infection for R902. FM 
G also stated they reported an incident to the SW and Administration staff on how they had dressed their 
mother in a night gown one evening for bed. FM G' stated they returned to the facility the next afternoon for a 
visit and the resident had on the same night gown that was notably dirty. FM G stated the staff never 
followed up with them or communicated any resolutions to their concerns. On 9/10/25 at 2:11 PM, the 
Administrator, Director of Nursing (DON), Clinical Support (CS) and Assistant Director of Social Services 
(ADSS) C were all interviewed together and asked about the concerns for R902. The documented concerns 
were reviewed and they were asked why no one had followed up with the family member that reported the 
concern to discuss and/or inform them of the resolutions. ADSS C stated they followed up with R902 
because . the resident is her own person. The facility policy was reviewed regarding the guidance of the 
follow up to be conducted with the person(s) who verbalized the concern and the Administration staff 
acknowledged the concern. No further explanation or documentation was provided by the end of the survey.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate 
catheter care,  and appropriate care  to prevent urinary tract infections.
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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake: 2599423. Based on interviews and record reviews the facility failed to ensure a physician 
order was followed for one (R903) of two residents reviewed for catheter care. Findings include: A review of 
a complaint submitted to the State Agency (SA) noted that R903 was admitted to on 8/15/25 with a foley 
catheter due to urinary retention. On the morning of 8/21/25 the resident was . eating in the dining room, and 
he did not feel good. (R903) looked pale, dizzy, and he did not seem like himself. The complainant stated 
they requested the nurse to check for a UTI (urinary tract infection). The complainant stated the nurse talked 
to the doctor who stated . (R903) would have to get blood drawn first, and that it would take two days for the 
results to come back. The complainant then requested to speak to the doctor and was told the doctor was 
gone for the day. The complainant stated . felt that they had no choice but to take (R903 name) to the 
hospital at that point. The resident was admitted to the hospital on intravenous antibiotics. A review of the 
medical record revealed that R903 was admitted to the facility on [DATE], with diagnoses that included : 
dementia and benign prostatic hyperplasia with lower urinary tract symptoms, urine retention and a foley 
catheter. A review of a progress note dated 8/21/25 at 10:34 AM, documented . The resident stated being 
cold and have chills, VSs (vital signs) are WNL (within normal limits), afebrile, denied pain at this time. 
Family is present in the room. (Doctor name) informed order for CBC (complete blood count), CMP 
(comprehensive metabolic panel) Stat (immediate) received, Blood collected, lab called for pick up, samples 
is waiting for pick up. The writer coming back to the floor, informed by (nurse name) that family took resident 
to the hospital for evaluation. This note was documented by Registered Nurse (RN) E .A review of a nursing 
note dated 8/21/25 at 3:22 PM, documented . The writer was informed by resident's daughter, that resident 
was admitted to (hospital name) with UTI diagnosis. This note was also documented by RN E. A review of 
R903's physician orders revealed the following order:8/15/25 - May dip urine is &lt;sic&gt; s/s 
(signs/symptoms) of UTI, then may send urine for C&S (culture and sensitivity) if positive for leukocytes. The 
review of the record revealed no documentation of a dip stick to have been completed or urine obtained for 
testing. On 9/10/25 at 12:48 PM, RN E was interviewed and asked about the incident of R903 to have been 
transferred to the hospital by their family. RN E explained the family had approached them and informed 
them that R903 didn't feel good. RN E stated they went to do vitals on R903 and it was okay and the resident 
stated he was chilly. RN E explained they contacted the doctor (Physician F) who informed them to do STAT 
labs. When asked why they had not completed the dip stick order for analysis of the resident's UA to rule out 
a UTI as the physician order directed, RN E stated they planned to complete the dip stick order when they 
had returned from their break. RN E went on to explain that when they returned from their break the family 
had already left to take the resident to the hospital. On 9/10/25 at 2:52 PM, a telephone interview was 
conducted with Physician F. Physician F was asked during that interview if they were aware of the family to 
have observed the resident to have been .pale, dizzy, and he did not seem like himself. on the morning of 
8/21/25 when the nurse contacted them. Physician F stated it was their understanding that the resident had 
chills. During the interview Physician F stated if they felt like the resident was going septic and had a change 
of condition they would have definitely treated the resident. On 9/10/25 at 10:53 AM the interim Director of 
Nursing (DON) and Clinical Support (CS) B were both interviewed. When asked about the dip urine orders 
reviewed for R903, the DON explained the facility had a urine order set for all residents. The DON stated if 
signs/symptoms are observed the nurses are to complete the urine dip stick as ordered. If the dip stick is 
positive for leukocytes the urinalysis is sent out for testing and to have a culture and sensitivity completed. 
The DON was asked why RN E had not carried out the order as implemented by the Physician for R903 and 
the DON stated they could not say why RN E did not complete the order, however their expectation would 
have been for the nurse to follow the physician orders and the physician directive. No further explanation or 
documentation was provided by the end of the survey.
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Residents Affected - Some

Provide and implement an infection prevention and control program.
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Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake: MI002570414. Based on observation, interview and record reviews the facility failed to 
consistently maintain an ongoing Infection Control Surveillance system and ensure to consistently follow the 
facility's policy for the Infection Prevention and Control Program. This deficient practice had the potential to 
affect multiple residents residing in the facility, (including R's 902 and 905) two of three residents reviewed 
for Infection Control Surveillance. Findings include:R902A review of a complaint submitted to the State 
Agency (SA) documented concerns of the facility's timeliness to treat R902's bilateral conjunctivitis. The 
complaint also noted multiple concerns with the facility's Infection Control Surveillance. On 9/9/25 at 11:22 
AM, R902 was observed lying on their back in bed. An interview was conducted with the resident at that 
time. A review of the medical record revealed R902 was re-admitted to the facility on [DATE] with diagnoses 
that included: acute and chronic respiratory failure, hemiplegia and hemiparesis following cerebral infarction 
affect left non-dominant side, dysphagia (difficulty swallowing) and required staff assistance for all activities 
of daily living. R902 was their own responsible party. A review of the progress notes revealed the following: A 
Nurse Practitioner (NP) note dated 6/17/25 at 12:16 AM, documented in part . DATE OF SERVICE: Jun, 16, 
2025. Left eye discharge, Right eye discharge. Left exudate, Left eyelid swelling, Right exudate, Right eyelid 
swelling.A nursing note dated 6/17/25 at 11:29 AM, documented new order for bilat (bilateral) eye 
conjunctivitis ordered, pharmacy was called, awaiting to deliver it.A nursing note dated 6/17/25 at 11:52 PM, 
documented Changed order start and stop dates for eyes drops to coordinate with pharmacy delivery. 
Should come in between 2-3am, to start at 4am.An Infection Event note dated 6/19/25 at 10:19 AM, 
documented IDT Review: Infection-Resident with bilateral eye conjunctivitis. S/sx (signs/symptoms) of 
infection include: bilateral eye redness, itchiness, yellow discharge. Resident meets Mcgreer's criteria for 
infection. Order is for Polymyxin eye drop. for treatment of infection. Contact precautions initiated due to 
diagnosis. Nursing to monitor for effectiveness of antibiotic and for adverse effects r/t (related to) abt 
(antibiotic) therapy.A nursing note dated 7/23/25 at 12:36 PM, documented in part . Patient's daughter 
expressed concern to provider regarding a possible double eye infection, noting redness in both eyes. 
Following the assessment, the on call provider prescribed new order for Polymyxin ophthalmic drops. The 
patient and her daughter were informed about the treatment plan, including the correct administration of the 
eye drops and the importance of adhering to the medication regimen. (This order was documented as a late 
entry and created on 7/30/25 at 11:46 AM.)A nursing note dated 7/24/25 at 7:58 AM, documented in part . 
IDT (interdisciplinary team) Review: Resident assessed with bilateral eye purulent drainage, redness on the 
surrounding skin and sclera and c/o (complaint of) itching to bilateral eyes. Resident meet Mcgreer's criteria 
for eye infection. Discussed with NP and resident started on Polymyxin 7/23-8/2 for treatment of bilateral 
conjunctivitis. Resident placed on contact precautions. Nursing to monitor for effectiveness of abt and for 
adverse effects r/t abt therapy. Goal is for the infection to clear without complication.A NP note dated 7/24/25 
at 11:56 AM, documented in part . was evaluated today for bilateral eyes conjunctivitis. Bilateral eyes 
redness, yellow crusty discharge, watery, and itchiness. Resident states she has been complaining of itcy 
&lt;sic&gt; eyes couple days ago. Resident has a history of eye conjunctivitis couple weeks ago and she 
finished the course of antibiotic. Will order polymyxinB-sulfa trimethroprin antibiotic eyes drop q (every) 4 
hours needed 8/2. Encourage resident to clean her eyes with room temp clean clothes, and maintain proper 
hygiene.A review of the June 2025 Medication and Treatment Administration Record (MAR/TAR) revealed 
the following: Polymyxin B sulf-trimethoprim drops; 10,000 unit- 1mg (milligram)/mL (milliliter); Apply 1 drop 
in each eye for conjunctivitis. Start date 6/17/25 and End date 6/17/25. Multiple nursing notes documented 
waiting to arrive. This indicated the pharmacy had not delivered the medication which caused a delay in 
treatment. A second order for the above eye drops was implemented and started at 4:00 AM on 6/18/25. 
Two days after the assessment and identification by the NP of the bilateral conjunctivitis for R902 on 6/16/25. 
The medication was noted to have been completed on 6/27/25. A review of the progress notes revealed no 
re-evaluation of the effectiveness of the antibiotic eye drops, nor a reassessment of R902's eyes after the 
completion of the antibiotic eye drop treatment on 6/27/25. A review of the Infection Control Surveillance 
documentation for June 2025, noted the identification of R902's eye infection, however contained no 
documentation on whether the infection had resolved or the re-evaluation of the contact precautions for 
R902. Review of the complaint submitted to the SA documented in part . resident has been waiting with 
double eye infection to be seen by facility dr (doctor). Upon my arrival to visit (Wednesday 7/23/24) my 
mother's eyes are so red, crusty and swollen she can barely keep them open. Resident was told on Friday 
she had to wait to see dr until Monday. The complainant states she spoke to the social worker and the social 
worker called the doctor and she assessed and treated the resident.The social worker involved in the 
incident was identified during the survey as the Assistant Director of Social Services (ADSS) C. On 9/9/25 at 
1:06 PM, ADSS C was interviewed and asked about the interaction they had with R902's family on 7/23/25 
regarding R902's eye infection. ADSS C replied they remembered the incident. ADSS C stated they 
remembered R902's family member approaching them and stated . her eyes was getting gross and I called 
the NP. ADSS C went on to explain the NP was in the facility and had come to assess the resident and 
started treatment. ADSS C was asked if they had informed R902's assigned nurse that day regarding R902's 
family concerns and ADSS C stated they informed the nurse after they had contacted the NP. ADSS C went 
on to say, The family was very upset and so I felt it was best to contact the nurse practitioner.The above 
interview corroborated the reported complaint submitted to the SA and differed from the late entry nursing 
note created on 7/30/25 and back dated to 7/23/25. R905On 9/10/25 at 10:18 AM, R905 was observed lying 
on their back sleeping. R905 did not awake with verbal stimuli. A review of the Infection Control Surveillance 
for July 2025 revealed the following: R905 was treated for an and eye infection with a start date of 7/2/25. 
Contact precautions were noted and the end date was documented as 7/13/25.There was no documentation 
of the reassessment of the effectiveness of the medication, reassessment of the eye infection or the 
reassessment of the need for contact precautions. Further review of the July 2025 Infection Control 
Surveillance documented on 7/29/25 the resident was again prescribed antibiotic eye drops for an eye 
infection. The end date was documented as 8/9/25. A review of the progress notes revealed the following: A 
nursing note dated 7/2/25 at 2:55 PM, documented Resident observed with increased drainage /pus from her 
left eye. Resident has this infection recurring every month. There is a pocket filled with pus under her eye lid. 
Resident has been prescribed the same medications for her eye by her eye doctor that has been clearing the 
infections. NP notified new ordered received to start the resident on Doxycycline (antibiotic) 50 mg BID (twice 
a day) x 10 days, Diflucan (antifungal) x 10 days and moxifloxacin and Polymycin &lt;sic&gt; (antibiotic 
combination) eye drops. Orders noted.Further review of the progress notes revealed no documentation of 
the reassessment of the effectiveness of the above treatment, the reassessment of the resident eyes or the 
reassessment of the need for contact precautions after the treatment was noted to be completed on 7/13/25. 
A review of a nursing note dated 7/30/25 at 2:10 PM, documented in part . IDT Review: Infection-Writer 
assessed resident this morning due to new orders for antibiotics for eye infection. Resident's L (left) eye 
assessed with purulent drainage and crusting on the eyelid. new orders received. Nursing to monitor for 
effectiveness and for adverse effects r/t abt therapy. Resident placed on contact precautions due to drainage 
from eye and diagnosis conjunctivitis. Goal is for the infection to clear without complication.The progress 
notes again, revealed no documentation of the reassessment of the effectiveness of the treatment, the 
reassessment of the resident eyes or the reassessment of the need for continued and/or discontinuation of 
the contact precautions implemented, after the completion of the treatment on 8/9/25. A review of a facility 
policy titled Infection Prevention and Control Program dated 11/10/17, documented in part . The purpose of 
this policy is to: To establish and maintain an infection prevention and control program designed to provide a 
safe, sanitary and comfortable environment and to help prevent the development and transmission of 
communicable diseases and infections. The campus has a system for preventing, identifying, reporting, 
investigating, and controlling infections and communicable diseases. Evaluates implementations and 
effectiveness of recommended actions.INFECTION SURVEILLANCE PROGRAMA review of the July 2025 
Infection Control Surveillance revealed an increase of eye infections from one identified resident (in June 
2025) to three identified in July 2025. There was no documentation of additional education provided to the 
facility staff regarding hand hygiene and/or any other additional education. A review of the August 2025 
Infection Control Surveillance revealed two residents documented to have eye infections. This did not include 
or identify R's 902 or 905 who were both identified from their medical records to have been treated for eye 
infections for the month of August 2025. A review of the August 2025 mapping of infections in the facility 
failed to identify any of the residents with eye infections in the facility. A review of the August 2025 analysis 
failed to note any of the residents' treated for eye infections in the facility. On 9/9/25 at 1:12 PM, the facility's 
Infection Control Preventionist (ICP) D was interviewed and asked about the multiple eye infections for R902 
& R905 and whose responsibility it was to monitor the effectiveness of the treatment, reevaluation of the 
resident eyes/infection and the reevaluation of the implemented contact precautions and ICP D replied the 
assigned nurses to the resident. On 9/10/25 at 11:15 AM, an interview was conducted with the interim 
Director of Nursing (DON) and the facility's Clinical Support (CS) B. When asked whose responsibility it was 
to monitor the effectiveness of the prescribed antibiotic and reassess the resident eyes after the treatment is 
completed the DON replied they would expect the nurse that administered the last dose to re-evaluate the 
resident. The DON was asked if the assessment should be documented in the residents record and the DON 
replied that it should. On 9/10/25 at 1:01 PM, a follow up interview was conducted with ICP D. ICP D was 
asked who re-evaluates the resident on Contact Precautions to ensure it can be discontinued or the need to 
be continued, ICP D stated they ordered the precautions to be in place as long as the prescribed antibiotic. 
The precautions are scheduled to discontinue after the last day of treatment. ICP D was then asked about 
the lack of education provided to the facility staff during the months of June and July when the Infection 
Surveillance program revealed an increase in eye infections in the facility. ICP D stated during those months 
they were verbally educating the staff. ICP D was then asked about the resident identified to have eye 
infections and to have been treated for eye infections in the month of August 2025 that was not identified on 
the Infection Surveillance, mapping and the analysis of the facility's infections for the month of August 2025. 
ICP D explained they only count the facility acquired and not the community acquired infections. ICP D was 
then asked about both R's 902 and 905 who were facility acquired infections and ICP D stated they did not 
document it because the infection had carried over from the previous month. Further record review for R902 
revealed they were diagnosed with a third eye infection on 8/27/25 and again prescribed antibiotic eye drops. 
Further review of the facility's policy titled Infection Prevention and Control Program dated 11/10/17, 
documented in part . a member of the clinical team to monitor the campus IPCP program to perform 
surveillance to identify, investigate, control and prevent the spread of infection and reporting for the IPCP. 
Reviews and adopts the corporate Infection Prevention and Control guidelines, recommending additions or 
revisions as necessary (Hand Hygiene, Standard Precaution, Contact Precautions etc.). Surveillance 
activities to identify, investigate, control and prevent the spread of infection. Infections shall be tracked per 
hall/unit, type of infection. Reviews and critiques infection surveillance reports and statistics, recommending 
appropriate action for Healthcare Associated Infections (HAI) and Community Acquired Infection (CAI). Not 
limited to, documentation in resident's Electronic Health Record. Involvement in campus QAPI by 
participating in meetings and reporting resident infections.No further explanation or documentation was 
provided by the end of the survey.
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