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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 Based on observation, interview and document review, the facility failed to ensure 1 of 2 ice
dispensers for resident use were maintained in a clean and sanitary manner. This had the potential to
Residents Affected - Many affect all residents residing at the facility. Findings include: During the initial kitchen tour on 1/26/26

at 12:02 p.m., the following was observed and confirmed by the facility Dietary Director (DD). An ice
machine located in the kitchen was noted to be approximately half full of ice. The mechanism inside
the machine where ice cubes were formed was noted to have a slimy brownish green substance
coating the tray. The interior motor mechanism was noted to have a slimy brownish black substance
on the pump and the wall immediately adjacent to the pump. During observation and interview on
1/26/26 at 1:30 p.m., DD was observed in front of the empty ice machine and stated she threw out all
the ice and was doing a deep clean of the unit. She went on to state the cleaning and maintenance of
the ice machines was the duty of the maintenance department and she could not identify when the ice
machine had last been cleaned or serviced. During interview on 1/26/26 at 2:22 p.m., maintenance
director (MD) stated he cleaned and serviced the ice machine, however, it was not on a routine
schedule. MD stated he was unsure how often the ice machine needed to be deep cleaned/sanitized.
A document with a handwritten title of ICE MACHINE PM indicated the ice machine had been cleaned
1/30/25, 5/6/25, 9/2/25, and 12/16/25. In the right margin was a handwritten note by each date that
said, filter change. Facility policy for ice machine cleaning and maintenance was requested and was
not received.
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F 0554 Allow residents to self-administer drugs if determined clinically appropriate.

Level of Harm - Minimal harm Based on observation, interview, and document review, the facility failed to ensure a self

or potential for actual harm administration of medications (SAM) assessment was completed for 1 of 1 resident (R45) who had a
physician order for a nebulizer.Findings include:R45 was admitted on 1/2726. R45's diagnosis

Residents Affected - Few included sepsis syndrome, congestive heart failure, respiratory failure, influenza A, and pneumonia.

R45's physician orders indicated an order for Ipratropium-albuterol (combination medication used to
treat bronchospasm associated with chronic obstructive pulmonary disease (COPD)) 0.5-2.5 mg
(milligram) 3ml (milliliters) inhalation four times a day.An observation on 1/28/26 at 7:56 a.m., trained
medication assistant (TMA)-A set up R45's physician ordered medications. TMA-A brought R45's
medications to the room. TMA-A gave R45 the oral medications. TMA-A set up R45's nebulizer, put the
Ipratropium-albuterol nebulizer solution in the medication cup and screwed it onto the face mask
which was put on R45's face. TMA-A turned on the nebulizer machine and left R45 in the room alone.
TMA-A went to dispense another resident's medications. At 8:40 a.m. TMA-A stated | check on the
resident when the nebulizer is running. TMA-A stated the nebulizer took about ten minutes. TMA-A
stated sometimes | sit in the room with the resident until the nebulizer is done. An observation on
1/28/26 at 8:50 a.m., TMA-A went back to R45's room and made sure all the medication was
dispensed out of the medication cup. TMA-A turned off the nebulizer machine, took the face mask off
of R45. TMA-A had R45 rinse her mouth out and spit into a cup. TMA-A rinsed off the mask and
medication cup and let air dry in R45's room.An interview on 1/29/26 at 10:45 a.m. with the case
manager (CM)-A stated a SAM was done upon admission if required. CM-A stated | do not always do
them but if it is a nebulizer that was ordered | would do an assessment. CM-A stated there was no
SAM completed for R45. CM-A stated the registered nurse (RN) that admitted R45 on 1/27/26, must
have missed it. CM-A stated the SAM should have been completed before the TMA left R45 alone with
the nebulizer running. CM-A stated the TMA should have stayed in the room when the nebulizer was
running to make sure all of the medication was given. An interview on 1/29/26 at 12:41 p.m., with the
director of nursing (DON) stated a SAM assessment was done with a nebulizer and inhaler physician
order. DON stated the nurse should do this assessment upon admit, before they gave the medications,
and staff should stay in the room with the resident until the medication was done and until the SAM
was completed. The DON stated it was the residents right to be able to administer the medication by
themselves and they did not want to take away their rights. The DON stated R45 did not have a SAM,
and it would be corrected.The facility policy Self-Administration of Medications and Nebulizers dated
12/25, indicated each resident had the right to self-administer mediation unless the practice was
determined unsafe. On admission to the facility, the residents would be informed of the right to
self-administer medication. The interdisciplinary team will assess the resident's cognitive, physical
and visual ability to carry out this responsibility. Nursing would get an order from the physician for
self-administration of medications. Documentation of the ability to self-administer mediations would
appear on the resident's care plan and on the electronic medication administration record.
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F 0568 Properly hold, secure, and manage each resident's personal money which is deposited with the
nursing home.
Level of Harm - Minimal harm

or potential for actual harm Based on interview and document review, the facility failed to ensure resident trust account
statements were provided on at least a quarterly basis for 1 of 1 residents (R34) reviewed for
Residents Affected - Few personal fund accounts. Findings include: R34's Face Sheet printed 1/29/26 indicated he was his own

person and could make his own financial and medical decisions. During interview on 1/26/26 at 7:04
p.m., R34 stated he had a personal funds account at the facility, however, did not receive any
statements for this account. R34 stated he made his own financial decisions and was his own
responsible party. R34 stated he could get money from his personal funds account but had 'no idea’
how much money he had available as he did not receive a statement reflecting that information.
During interview on 01/28/2026 at 11:04 a.m. administrative assistant (AA) stated she was aware
there had previously been a tracking system in place to ensure statements were sent however she
was unable to locate any system that could identify statements were being sent to residents or their
representatives. (AA) went on to state she was unsure of the last time statements were sent to
residents or their representatives. During interview on 1/28/26 at 11:13 a.m. facility Administrator
stated there had been a delay in the system and it had been a few months since statements were
sent to residents or their representatives. Admin stated she became aware of the situation in July but
acknowledged statements were not sent until September 2025. Admin stated R34 requested and was
given a statement in December 2025 when he requested money from his personal funds account.
Admin stated she was unaware of any document that reflected dates and times of statements being
sent to residents or their representatives. She went on to say she expected statements to be sent out
at least every quarter and when requested by residents. Admin stated it is important to provide
residents with these statements to residents so they can manage their financial status and maintain
their highest level of independence. A facility policy titled Resident Personal Funds with a last review
date of 11/2025 indicated resident personal funds would be deposited into a separate account at the
facilities financial institution and would be managed by the facility business office. A monthly
statement will be mailed to the party responsible (resident/resident representative).
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F 0582 Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.
Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm record review and interviews, the facility failed to ensure the skilled nursing facility Advanced
Beneficiary Notice (SNFABN-10055) was provided to 1 or 3 residents (R59) reviewed for Beneficiary
Residents Affected - Few notifications.Findings include:R59's Perspective payment system Part A Discharge Minimum Data Set

(MDS) dated [DATE], indicated R59 was admitted on [DATE] and Medicare Part A discharge date of
8/13/25.R59's Skilled Nursing Facility Advance Beneficiary Notice of Non-coverage (SNFABN),
informed R59 services would end on 8/14/25. However, this notice was given outside of the 48 hours
prior to services ending requirement and was provided on 9/22/25.0n 1/22/26 at 1:14 p.m., the MDS
Coordinator (MDSC) stated the facility had struggled to identify the correct payer source for the
resident and once they did they had R59 sign an SNFABN, however they were unable to locate form
and had R59 sign a new SNFABN on 9/22/25. The MDSC confirmed it was outside the required 48
hours prior to the end of services.On 1/22/25 at 10:18 a.m. the administrator stated their expectation
was for the beneficiary notices to be provided to the residents 48 hours prior to the end of their
services, and they were important to provide so the residents are aware of their payment changes and
they may be responsible for payment.The facility policy was requested and was provided an undated
document titled Beneficiary Notice Guidelines which indicated R59 should have received an SNFABN.
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