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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** Based on
observation, interview and record review, the facility failed to provide a safe, comfortable, homelike
environment by failing to clean one resident's bathroom after a plumbing issue (Resident #77), failing
to clean one resident's wheelchair (Resident #16), failing to clean one resident's room (Resident #37)
and failing to keep temperature logs on five residents with personal refrigerators (Resident #11,
Resident #48, Resident #17, Resident #4 and Resident #6) The sample was 20. The census is 90.
Review of the facility's 100 hall housekeeping checklist, undated, showed;-Sweep/mop soiled closets
wipe walls and reduce odors;-Empty trash cans;-Dust top of rooms, light fixtures, nightstands,
counter tops, dresser, dispensers, and window sills;-Clean and disinfect sinks, beds. And high touch
areas and items;-Sweep rooms;-Mop floor;-Clean and disinfect inside and outside of toilets, top to
bottom;-Clean and disinfect shower areas and tubs; -Dust vents;-Sweep floor;-Mop floor including
inside of showers. 1.Review of Resident #77's quarterly Minimum Data Set (MDS), a federally
mandated assessment instrument completed by facility staff, dated, 6/12/25, showed:-Cognitively
intact;-Independent with bed to chair and chair to bed transfers and toilet transfers;-Uses a manual
wheelchair;-The resident has an indwelling urinary catheter (a tube inserted into the bladder that
drains urine);-Diagnoses included neurogenic bladder (inability to urinate), depression, muscle
weakness, and spinal stenosis (narrowing of the spinal canal causing pain). Observation and
interview on 9/10/25 at 2:37 P.M., showed the resident was self-propelling in his/her wheelchair to
the shower room on 100 hall. The resident said his/her bathroom toilet was backed up bad and there
was a large amount of bowel moment on the bathroom floor, and he/she was instructed by nursing
staff to empty his/her urinary catheter bag in the shower room. The resident's bathroom had brown
water overflowing out of the toilet and large pieces of bowel movement on the floor. Bowel movement
oozed on the side of the toilet. Towels and a thin blanket lay on the floor of the bathroom, and was
saturated with brown water. At 2:40 P.M., the Assistant Director of Nursing (ADON) entered the
resident's bathroom and said he would call housekeeping and maintenance to get the bathroom clean,
and get the toilet fixed. Observation and interview on 9/11/25 at 9:45 A.M., showed the resident's
bathroom door was open and the toilet had brown water to the top, dried bowel movement on the side
of the toilet, large chunks of dried bowel movement on the floor. A pink wash basin was sitting on top
of the trash can in the resident's bathroom. A plunger was located next to the toilet. A soiled towel
and thin blanket were on the bathroom floor. The resident said no one came to fix his/her toilet or
clean his/her bathroom. The resident said the nursing staff instructed the resident to empty his/her
urine from his/her catheter bag into the wash basin, dump it in the toilet but do not flush. The resident
said he/she was not going to roll his/ her wheelchair over bowel movement to empty his/her
catheter. The resident said he/she used the 100-hall shower room to empty his/her catheter during
the night. During an interview on 9/11/25 at 9:45 A.M., Certified Nursing Assistant (CNA) B said
he/she was not aware the resident's bathroom was soiled. CNA B said he/she thought someone from
maintenance locked the bathroom door so the resident and staff did not use it. The bathroom should
not have been left soiled overnight. CNA B thought the bathroom was disgusting. The nursing staff
(continued on next page)
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can clean most of it, but the housekeeper would have to come in and disinfect the toilet and floors.
CNA B would not expect the resident to use the bathroom, and it was not homelike. During an
interview on 9/11/25 at 1:20 P.M., the Housekeeping Supervisor said housekeeping staff are expected
to clean and disinfect bathrooms daily and as needed. During an interview on 9/12/25 at 8:20 A.M.,
the Maintenance Director said he was aware the building was having some plumbing issues but was
not aware the resident's toilet had backed up. He expected staff to inform him verbally or fill out a
work order to have it fixed. It was not homelike for the resident to have a backed-up toilet and soiled
bathroom. During an interview on 9/12/25 at 9:15 A.M., the ADON and the Nurse Manager expected
staff to clean the bathroom and have the housekeepers disinfect it. The bathroom should have been
cleaned as soon as it happened and not have the resident have a soiled bathroom all night. 2. Review
of Resident #16's quarterly MDS, dated [DATE], showed;-Cognitively intact;-Uses manual
wheelchair;-Diagnoses included non-Alzheimer's dementia and anxiety. Observation and interview on
9/8/25 at 7:30 A.M., showed the resident sat in his/her wheelchair. The wheels on the wheelchair had
food crumbs and dust on them. The area where the wheel connects to the wheelchair had large
clumps of gray hair and dust on both sides. The resident said his/her wheelchair was disgusting and
he/she would like it cleaned. The resident has never seen the facility staff clean wheelchairs.
Observation on 9/9/25 at 11:19 A.M., 9/10/25 at 12:47 P.M., and 9/11/25 at 9:45 A.M., showed the
resident sat in his/her wheelchair. The wheel on the resident's wheelchair had food crumbs and dust
on them. The area where the wheel connects to the wheelchair had large clumps of gray hair and dust
on both sides. During an interview on 9/11/25 at 9:45 A.M., CNA B said it is night shift aides who are
responsible for cleaning the resident's wheelchair. There is no wheelchair cleaning schedule. CNA B
said the resident's wheelchair needed to be cleaned. During an interview on 9/12/25 at 9:15 A.M., the
ADON and Nurse Manager said there was no wheelchair cleaning schedule, and a schedule was just
recently put in place. It is the responsibility of the CNAs to clean the residents' wheelchairs. They
expected staff to clean wheelchairs if they are visibly soiled. 3. Review of Resident #37's quarterly
MDS, dated [DATE], showed:-Moderate cognitive impairment;-Diagnoses included non-Alzheimer's
dementia, diabetes, hemiplegia (paralysis to one side of the body), stroke and seizures Observation on
9/8/25 at 7:44 A.M., 9/9/25 at 11:34 A.M. and 3:04 P.M., 9/11/25 at 1:20 P.M., showed the resident
lay in bed. In the corner of the resident's room behind the resident's bed, lay a crumpled cup and face
mask and a large black crumblike substance around the baseboards. The resident's nightstand had a
large smear of brown matter. During an interview on 9/12/25 8:20 A.M., Housekeeper D said resident
daily room cleaning includes cleaning sinks, floors, furniture, moving furniture out and sweeping
behind the furniture. The bathrooms are also cleaned every day. During an interview on 9/11/25 at
1:20 P.M., the Housekeeping Supervisor said resident rooms are cleaned daily and the staff are
expected to follow the housekeeping checklist. She expected the housekeeping staff to clean around
the baseboards and pick up any trash, move the furniture and mop and sweep behind the furniture. 4.
During an interview on 9/12/25 at 10:30 A.M., the Administrator said she expected staff to keep the
bathrooms clean, report issues to the appropriate persons when a toilet backs up and she expected
the bathroom to be cleaned as soon as it happens. She expected the residents' rooms to be cleaned
every day, and floors swept. She expected staff to provide the residents a homelike environment. 5.
Review of Resident #11's significant change MDS, dated [DATE], showed:-Cognitively intact;-Upper
and lower extremity impairment on one side;-Diagnoses included chronic kidney disease and
depression. Observation on 9/9/25 at 11:09 A.M., showed a mini refrigerator in the resident's room
with no temperature log on or nearby the refrigerator, and no temperature gauge inside the
refrigerator. The refrigerator contained yogurt and various beverages. During an interview, the
resident said he/she wasn't sure if staff checked the temperature inside the refrigerator. Observation
on 9/11/25 at 8:52 A.M., showed a mini refrigerator in the resident's room with no temperature log on
or nearby the refrigerator. 6. Review of Resident #48's admission MDS, dated [DATE],
showed:-Moderate cognitive impairment;-Lower extremity impairment on both sides;-Diagnoses
(continued on next page)
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included dementia and generalized muscle weakness. Observation on 9/9/25 at 11:04 A.M., showed a
mini refrigerator in the resident's room with no temperature log on or nearby the refrigerator.
Observation on 9/10/25 at 7:53 A.M., showed a mini refrigerator in the resident's room with no
temperature log on or nearby the refrigerator. The refrigerator contained V8 juices and other
beverages. During an interview on 9/10/25 at 9:38 A.M., the resident did not understand questions
regarding the temperature of his/her personal refrigerator. 7. Review of Resident #17's MDS, dated
[DATE], showed:-Cognitive impairment;-No behaviors;-Utilizes a manual wheelchair;-Diagnoses
included diabetes, dementia, anxiety and traumatic brain injury. Observation and interview on 9/8/25
at 9:07 A.M., showed the resident sat in his/her wheelchair in his/her room. A mini refrigerator sat on
a stand in the resident's room. No temperature log was on or near the refrigerator. The resident said
he/she used the refrigerator regularly and keeps milk in there. Observations on 9/9/25 at 10:59 A.M.,
9/10/25 at 7:45 A.M. and 9/11/25 at 8:56 A.M., showed a mini refrigerator in the resident's room. No
temperature log was observed on or near the refrigerator. 8. Review of Resident #4's quarterly MDS,
dated [DATE], showed:-Cognitively intact;-Diagnoses included high cholesterol, dementia, and
psychotic disorder. Observation on 9/9/25 at 4:20 P.M., showed the resident had a personal mini
refrigerator in the room. No temperature log sheet observed. Observation and interview on 9/11/25 at
8:53 A.M., showed the resident's refrigerator did not have a temperature log sheet. The resident said
he/she had never seen any staff check the refrigerator. The refrigerator contained some milk and
juices. The resident's roommate said staff were supposed to check the refrigerator's temperature
daily, but nobody was doing it since the time he/she was moved to the room, which was
approximately a year ago. 9. Review of Resident #6's annual MDS, dated [DATE],
showed:-Moderately impaired cognition;-Diagnoses included diabetes, high cholesterol, high blood
pressure, anxiety, depression and schizophrenia (a serious mental health condition that affects how
people think, feel and behave). Observation and interview on 9/11/25 at 8:58 A.M., showed the
resident had a personal mini refrigerator in the room, by the sink. A blank temperature log sheet was
taped on the side of the refrigerator. The resident said he/she did not see any staff checking the
refrigerator's temperature. He/She did not know what the piece of paper was for that was attached to
the refrigerator. The refrigerator contained milk, chocolate milk and bags of salads. During an
interview on 9/11/25 at 8:59 A.M., Housekeeping Aide H said they were not responsible for checking
and logging temperature of the residents' personal refrigerators. He/She said the CNAs were
responsible for that task. During an interview on 9/11/25 at 9:04 A.M., CNA P said the Certified
Medication Technicians (CMT) used to check the temperature of the residents' personal refrigerators.
He/She did not remember the last time they were being checked. He/She had not seen anyone check
them lately. During an interview on 9/11/25 at 2:23 P.M., Housekeeping Aide D said housekeeping
staff does not touch or monitor the temperatures of personal refrigerators in resident rooms. During
an interview on 9/11/25 at 2:50 P.M., CNA B said dietary is the only department that checks the
refrigerators in their kitchen. 10. During an interview on 9/12/25 at 10:49 A.M., the Administrator said
housekeeping is responsible for monitoring temperatures inside resident personal refrigerators. She is
unsure how often the refrigerator temperatures are checked. They should be checked routinely, and
housekeeping should have some system that should be in place.1454154
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Ensure medication error rates are not 5 percent or greater.

Based on observation, interview and record review, the facility failed to ensure a medication error
rate less than 5%. Out of 31 opportunities observed, five errors occurred, resulting in a 16.13 % error
rate. (Resident #84 and Resident #86). The census was 90. Review of the facility's Medication
Administration policy, dated November 2021, showed:-To administer the following: Right medication;
Right dose; Right dosage form; Right route; Right resident; and Right time;-Read the Medication
Administration Record (MAR), for the ordered medication dose, dosage form, route, and time;-Verify
the pharmacy prescription label on the drug and the manufacturer's identification matches the MAR;-If
there is a discrepancy, check the original physician's orders and notify the pharmacy; Do no give the
medication until clarified;-Verify that any further medication identifiers match the label and the
medication; Identifiers may include drug size, shape and color;-Verify the correct medication,
expiration date, dose, dosage form, route, and time again by comparing to the MAR before
administering;-Administer oral medications with a full glass of water. Review of the Novolog (an
immediate release insulin) FlexPen manufacturer's insert instructions, undated, showed: Key steps in
using the FlexPen include priming the pen, dialing the dose, injecting by pressing the button for at
least six seconds, removing the needle, and storing the pen without a needle. 1.Review of Resident
#84's medical record showed diagnosis that included atrial fibrillation (irregular heartbeat), major
depressive disorder, long term use of aspirin, long term use of anticoagulant (blood thinner), heart
failure, and neuropathy (pain and numbness to the lower extremities). Review of the resident's
physician order sheets (POS), dated, September 2025, showed:-An order dated, 2/5/25, escitalopram
oxalate 20 milligrams (mg), give one time a day for depression;-An order dated, 9/3/24, celecoxib
(pain medication) capsule 200 mg, give one capsule one time a day for inflammation;-An order dated,
6/25/22, aspirin 81 mg give one tablet, one time a day for atrial fibrillation;-An order dated, 6/25/22,
Eliquis (blood thinner) 5 mg, give one tablet, every 12 hours for atrial fibrillation. Observation on
9/10/25 at 8:04 A.M. showed, Certified Medication Technician (CMT) I prepared the resident's
medications at the medication cart on the 100 hall. CMT I entered the resident's room and
administered the resident's medications. CMT I did not administer the resident's escitalopram oxalate
20 mg, celecoxib 200 mg, aspirin 81 mg, and Eliquis 5 mg.Review of the resident's MAR, dated 9/1 to
9/30/25, showed:-An order dated, 2/5/25, escitalopram oxalate 20 mgs, give one time a day for
depression; A.M. med; documented as administered;-An order dated, 9/3/24, celecoxib capsule
200mgs, give one capsule one time a day for inflammation; A.M. med: documented as administered;-An
order dated, 6/25/22, aspirin 81 mg give one tablet, one time a day for atrial fibrillation; A.M. med;
documented as administered;-An order dated, 6/25/22, Eliquis 5 mgs, give one tablet, every 12 hours
for atrial fibrillation; A.M. med; documented as administered. During an interview on 9/10/25 at 10:49
A.M., CMT I said he/she thought he/she gave the resident all of his/her medications. CMT I thought
he/she gave the medications to the resident when the surveyor was not observing but wasn't sure.
CMT I said he/she double checks the medication orders on the MAR prior to administering
medications. During an interview on 9/11/25 at 10:40 Licensed Practical Nurse (LPN) K said when
staff are administering medications, physician orders should be followed and medications should be
given at the time the MAR shows in its entirety. If a medication was not given for any reason, it
should be charted as not given. Medications should be checked twice against the MAR prior to giving
the medicine to ensure accuracy. During an interview on 9/12/25 at 9:15 A.M., the Assistant Director
of Nursing (ADON) and the Nurse Manager said all medications are expected to be given per the
physician orders in its entirety. Staff are expected to utilize the five rights when administering
medications to ensure accuracy. During an interview on 9/12/25 at 10:30 A.M., the Administrator said
she expects staff to follow physician orders and accurately give residents their medications in their
entirety. 2. Review of Resident #86's medical record showed diagnoses that included cognitive
communication deficit and diabetes.Review of the resident's physician order sheets (POS), dated,
(continued on next page)
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September 2025, showed:-An order dated, 5/22/25, Novolog FlexPen subcutaneous (fatty layer of the
skin) solution pen injector 100 units per milliliter (ml), inject 14 units subcutaneously with meals;-An
order dated, 5/22/25, Novolog FlexPen subcutaneous solution pen injector 100 units per ml, inject per
sliding scale (a measurement of blood sugar), if blood sugar is: 151-200 inject 2 units; 201-250 inject 4
units; 251-300 inject 6 units; 301-350 inject 8 units; 351-400 inject 10 units.Observation on 9/9/25 at
11:34 A.M., showed Licensed Practical Nurse (LPN) J took the resident's blood sugar and the
resident's blood sugar showed 173. LPN dialed the resident's Novolog FlexPen to 16 units, entered
the resident's room and administered the Novolog insulin to the back of the resident's left arm. LPN J
did not prime the Novolog FlexPen prior to administering the insulin. During an interview on 9/11/25
at 8:56 A.M., Registered Nurse (RN) A said the insulin pens are to be primed with two units of insulin
before administering the insulin to the resident every time. Priming the pen removes any air bubbles
and ensures the insulin dose more accurate. During an interview on 9/11/25 at 10:40 A.M., LPN K said
insulin FlexPens should only be primed when the pen is being used for the first time. LPN K was not
aware if the insulin FlexPens should be primed with each use. During an interview on 9/12/25 at 9:15
A.M., the Assistant Director of Nursing (ADON) and the Nurse Manager said the insulin FlexPens are
expected to be primed by the nursing staff administering the medication with 2 units of insulin each
time the FlexPen is being used. It ensures a more accurate dose by removing any air bubbles. During
an interview on 9/12/25 at 10:30 A.M., the Administrator said she would expect staff to prime insulin
FlexPens prior to each use. 1454154
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Provide and implement an infection prevention and control program.

Based on observation, interview and record review, the facility failed to maintain an effective
infection prevention and control program when laundry staff failed to keep dirty and clean areas
separate. Trash was transported through the folding area and clean linen carts. The staff moved back
and forth, handling items from washer to dryer and sorting table without hand hygiene. In addition, the
facility failed to keep one resident's indwelling catheter bag off the floor (Resident #80). The sample
was 20. The census was 90. Review of the facility's Handling of Soiled Laundry and Beddings policy,
reviewed 3/2025, showed:-Clean linens are protected from dust and soiling during transport and
storage to ensure cleanliness;-Clean linens are sored separately, away from soiled linens, at all
times;-Wash hands before handling clean linen (such as when moving from washer to dryer, moving
from dryer to sorting table, and through the sorting process). Review of the facility's Catheter Care
policy, revised 1/8/23, showed to check catheter to make sure positioning promotes proper flow of
urine, no pulling is present, and catheter bag is below level of bladder. 1. Observation and interview on
9/9/25 at 12:24 P.M., showed two doorways to the laundry area. Laundry Aide G said the doorway
towards the back was for transporting clean items, while the other was for the dirty laundry that were
coming from the chute. He/She said they can use both doorways when transporting clean items
depending on which was closer. At the entrance to the laundry area, a sign was on the wall that
stated showed to follow orange arrows for trash. Arrow-shaped orange tape was placed on the floor,
creating a path towards the back door, passing through the maintenance area and to the clean and
sorting tables area. An unknown staff wheeled a trash bin following the orange arrows while the
laundry staff folded linens on the sorting table. There were four clean linen carts parked against the
wall, close to several cluttered and dirty items outside of the maintenance room, such as wheelchairs,
and other broken equipment. The floor was sticky and dirty. Observation and interview on 9/12/25 at
8:48 A.M., the sign for orange arrows was removed. The four clean linen carts were moved to a room.
The Maintenance Director said the housekeeping supervisor worked the day prior and may have taken
down the sign. He/She said staff has not been taken trash down in the laundry area and towards the
back door for about a year now. The staff were supposed to take their trash upstairs. He/She said no
trash should be taken downstairs. Housekeeping carts trash containers should be emptied before
storing them downstairs. Observed a housekeeping cart parked against the wall with unemptied trash.
During an interview on 9/12/25 at 9:11 A.M., the Administrator said dirty and clean items in the
laundry should be separated. She expected the staff to use one doorway for clean laundry and the
other for dirty or soiled items. There should not be trash in the laundry area. The staff should not
transport trash in the laundry and along the clean folding area. 2. Review of Resident #80's care plan,
revised 5/19/25, in use during the time of the investigation, showed:-Focus: The resident was
admitted with a suprapubic catheter (a thin, flexible tube inserted through a small incision in the lower
abdomen to drain urine from the bladder);-Goal: The resident will be/remain free from catheter-related
trauma through the review date;-Interventions: The resident has a suprapubic catheter. Position
catheter bag and tubing below the level of the bladder for proper drainage. Review of the resident's
quarterly Minimum Data Set (MDS) a federally mandated assessment instrument completed by facility
staff, dated 6/17/25, showed:-Cognitively impaired;-No behaviors;-Utilizes a wheelchair;-Dependent
on staff for toileting hygiene;-Indwelling catheter;-Diagnoses included end stage renal disease (kidney
disease), anxiety and schizophrenia (a chronic mental health condition characterized by persistent
loss of touch with reality). Observation on 9/8/25 at approximately 6:15 A.M., showed the resident lay
in a low bed on his/her back asleep. The catheter bag lay directly on the floor, next to the resident's
fall mat. Observation on 9/9/25 at 4:19 P.M., showed the resident sat in his/her wheelchair at the
nurse's station. The resident's catheter bag was under his/her wheelchair. When the resident
propelled him/herself in the wheelchair, the catheter bag dragged on the floor. Observation on
9/10/25 at 8:07 A.M., showed Licensed Practical Nurse (LPN) Q pushed the resident from the dining
(continued on next page)
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room down the hallway. The resident's catheter bag dragged onto the floor as he/she was propelled in
the wheelchair. During an interview on 9/10/25 at 8:08 A.M., LPN Q said the resident's catheter bag
dragged on the floor, but he/she had not noticed it. The catheter bag dragging on the floor could cause
it to break and pose a risk for infections. He/She lifted the catheter bag and placed it on a hook on the
wheelchair. Observation on 9/12/25 at 9:50 A.M., showed the resident sat at the nurse's station in
his/her wheelchair. The catheter bag hung under the resident's wheelchair and touched the floor.
During an interview on 9/12/25 at 9:51 A.M., LPN S observed the resident's catheter bag on the floor
and agreed it touched the floor. He/She said it should not touch the floor. LPN S did not attempt to
reposition it. During an interview on 9/12/25 at approximately 8:28 A.M., the Administrator said
catheter bags should not drag on the floor. Catheter bags on the floor increase the risk for infections.
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Make sure that a working call system is available in each resident's bathroom and bathing area.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to ensure the call system on the 100 hall
adequately functioned with lights outside of resident rooms and sounded at the call system panel at
the nurse's station. The sample was 20. The census was 90.Review of the facility's Call Light policy,
revised 8/1/18, showed:-Purpose: To respond to resident's request and needs;-Procedure included
answer call lights promptly;-The policy did not provide guidance for ensuring functionality of the
facility's call system. 1. During a group interview on 9/10/25 at 2:26 P.M., three out of six residents,
whom the facility identified as alert and oriented, said their rooms are on the 100 hall. They said they
wait for long periods of time for staff to respond to their call lights. Two of the three residents on the
100 hall said they do not hear sounds coming from the call light panel at the nurse's station. 2.
Observation on 9/9/25 at 5:16 P.M., room [ROOM NUMBER]'s and room [ROOM NUMBER]'s call
lights illuminated above the door. At 5:22 P.M., room [ROOM NUMBER]'s and room [ROOM
NUMBER]'s call lights illuminated above the doors. The call light panel at the 100 hall nurses desk
showed Rooms 113's, 114's, 115's and 119's call lights were on. There was no audible alarm coming
from the call light panel at the nurse's desk. There were two staff members sitting at the nurse's
desk. 3. Observation of room [ROOM NUMBER] on 9/11/25 at 2:27 P.M., showed the call light
indicator lit outside of the room. The call light panel at the nurse's station lit for room [ROOM
NUMBER] and did not make a sound. Certified Nurse Aide (CNA) C entered the room and the light
outside of the room turned off. CNA C stood outside of room [ROOM NUMBER] with his/her back to
the door. The call light indicator outside of the room turned back on. During an interview, CNA C said
he/she did not see the call light go back on. The call light panel does not make a sound when a call
light is pressed in a resident's room. The 100 hall is U-shaped, so staff cannot see all halls at once.
Staff have to go up and down the halls often to visually check if lights are on outside of rooms or on
the call light panel at the nurse's station. If the call light panel at the nurse's station made noise, staff
would be able to hear it on another hall and they would know someone else needed assistance. 4.
Observation on 9/10/25 at 2:37 P.M., room [ROOM NUMBER]'s and room [ROOM NUMBER]'s call
lights illuminated above the doors. The call light panel at the 100 hall nurse's station showed Rooms
112's and 113's call light were on with no audible sound. 5. Observation of room [ROOM NUMBER] on
9/8/25 at 7:09 A.M., showed the call light panel lit inside the room. The light outside of the room not
on. The call light panel at the nurse's station lit for room [ROOM NUMBER] and did not make a sound.
6. Observation of room [ROOM NUMBER] on 9/9/25 at 11:06 A.M., showed the call light indicator lit
outside of the room. The call light panel at the nurse's station lit for room [ROOM NUMBER] and did
not make a sound. Observation of room [ROOM NUMBER] on 9/11/25 at 1:44 P.M., showed the call
light indicator lit outside of the room. The call light panel at the nurse's station lit for room [ROOM
NUMBER] and did not make a sound. 7. Observation of room [ROOM NUMBER] on 9/11/25 at 2:47
P.M., showed the call light indicator lit outside of the room. The call light panel at the nurse's station
lit for room [ROOM NUMBER] and did not make a sound. 8. Observation on 9/10/25 at 8:16 A.M., room
[ROOM NUMBER] had a flashing red light illuminated above the door. The call light panel at the 100
hall nurses' station showed room [ROOM NUMBER]'s light was on with no audible sound. 9. During an
interview on 9/11/25 at 2:47 P.M., CNA O said the call light panel at the nurse's station on the 100
hall does not make any sound. The call light system should only make sounds if there is an
emergency. 10. During an interview on 9/9/25 at 5:28 P.M., CNA E said the call light panel on the 100
hall has not been audible for several weeks. He/She just looks at the panel board to see what call
lights are on. 11. During an interview on 9/11/25 at 2:50 P.M., CNA B said when a resident's call light
is pressed, the indicator outside of their room should light up. The panel should light up at the nurse's
station, and the panel should make a sound. The call light panel on the 100 hall does not many any
sound at this time. It used to make sound but stopped maybe a week or so ago. 12. During an
(continued on next page)
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interview on 9/12/25 at 8:58 A.M., the Nurse Manager said she was not aware the call light system on
the 100 hall was not functioning properly. The call light panel at the nurse's station should make a
sound when a call light has been pressed. She expected staff to report issues with call light
functionality to maintenance or nurse management. She wants staff to be able to hear the noise from
the call light panel in case they are on another hall. 13. During an interview on 9/12/25 at 8:20 A.M.,
the Maintenance Director said he was not aware that the call light panel was not audible on the 100
hall and room [ROOM NUMBER]'s call light was not working. When resident call lights are turned on,
there should be a light above the door and a light on the panel with an audible sound. He expected
staff to notify him immediately that the call light panel or an individual resident's call light was not
working either verbally or by filling out a maintenance work request form. 14. During an interview on
9/12/25 at 10:49 A.M., the Administrator said she just found out today the call light panel is not
making sound at the 100 hall nurse's station. If staff noticed this wasn't working, they should have
notified Maintenance, Administration, or nurse management. Notification can be verbal or in writing.
She expected the call light system to have functioning lights and sound.
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Honor the resident's right to be treated with respect and dignity and to retain and use personal
possessions.

Based on interview and record review, the facility failed to protect a resident's right to be treated
with dignity and respect when staff entered the resident's room without the resident's or resident's
representative's consent and removed personal belongings (Resident #9). The sample size was 20.
The census was 90. Review of the facility's Resident Rights and Dignity Protocol, reviewed January
2024, showed:-Protocol: The facility recognizes the resident right to a quality of life that supports
privacy, confidentiality, dignity, independent expression, choice and decision making consistent with
State law and Federal regulation. Review of the facility's New Resident Information, required for
signature within 24 hours of admission, showed:-Room Search Protocol. Revised November 2023;
-Purpose: To assure the safety of resident, staff and visitors without violating Resident Rights, the
Room Search Policy and Procedure has been established; -Policy: A resident's room may be searched
if, after investigation, evidence suggests that the resident has violated facility policy regarding the
possession of contraband, prohibited items or stolen property. If recreational marijuana is legalized,
you still may not have it in the facility or smoke it; -Procedure: The facility staff should not conduct
searches of a resident or their personal belongings unless the resident or resident representative
agrees to a voluntary search and understands the reason for the search, if they refuse then legal
authorities should be notified to assist as allowed by law. Review of the resident's discharge
Minimum Data Set (MDS), a federally mandated assessment instrument completed by facility staff,
dated 4/18/25, showed:-discharged to the hospital on 4/18/25;-Exhibited no behaviors;-Diagnoses
included diabetes, anxiety and bipolar (a disorder associated with episodes of mood swings ranging
from depressive lows to manic highs). Review of the resident's progress note, showed:-4/21/25 at
3:58 P.M., showed a note by the Administrator. Informed by the Director of Nursing (DON) that
resident was observed with a vaporizer in room last week. The DON accompanied this writer to
resident's room. Search of resident's room resulted in finding two vape pens, two boxes of wooden
matches, one lighter, one vape/electric cigarette battery and six bags of edibles. All items removed
from room and locked in administrator's office. Storing any smoking supplies in residents' rooms is a
violation of facility policy. Having marijuana on facility property is in violation of facility
policy;-4/21/25 at 4:19 P.M., showed a note by the administrator. Will discuss smoking supplies found
in room with resident and family/responsible party upon return from the hospital. Review of the
resident's census report, showed he/she returned from the hospital on 5/6/25. During an interview on
9/10/25 at 1:04 P.M., the resident said he/she was in the hospital for an extended amount of time.
Three days after he/she was admitted to the hospital, the Administrator searched his/her room
closet without his/her consent and took six bags of marijuana infused edibles and two vape pens. The
resident knew he/she could not smoke marijuana at the facility but did not realize he/she could not
eat it. He/She did not have an issue with the facility saying he/she could not have the items. The
resident was concerned because they searched his/her room without his/her knowledge or consent.
The resident found out his/her room was searched by the Administrator and DON from staff at the
facility. During an interview on 9/10/25 at 1:20 P.M., the Administrator said she was informed by staff
the resident had marijuana in his/her room. She and the DON searched the resident's room and found
six bags of marijuana infused edibles and two vaporizer pens. She confiscated the items and called
the resident's family member to pick them up. The resident was in the hospital when the room was
searched. The Administrator could not recall if she obtained permission from the resident's
representative prior to searching the room but did document the occurrence. During an interview on
9/12/25 at approximately 9:30 A.M., the Administrator said she did not obtain permission from the
resident or representative prior to searching his/her room. The items were returned to the family, and
it was explained that the items were not permitted in the facility. She expected the policies to be
followed and resident consent prior to searching a resident's room. 14541571454156
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Reasonably accommodate the needs and preferences of each resident.

Based on observation, interview and record review, the facility failed to provide reasonable
accommodation of individual needs and preferences by failing to ensure the call light was in reach for
one resident (Resident #37). The sample was 20. The census was 90. Review of the facility's Call
Light policy, dated, 8/1/18, showed:-Purpose: To respond to resident's requests and
needs;-Procedure: Answer call lights promptly; Determine resident's request; Listen to resident for
further requests and needs; Respond to request; Assist resident as needed to a comfortable position
and with call light within reach. Review of Resident #37's quarterly Minimum Data Set (MDS), a
federally mandated assessment instrument completed by facility staff, dated 6/12/25,
showed:-Moderate cognitive impairment;-Always incontinent of bowel and bladder;-Dependent on staff
for toilet hygiene, personal hygiene, bathing, upper and lower body dressing and chair to bed and bed
to chair transfers;-Diagnoses included non-Alzheimer's dementia, diabetes, hemiplegia (paralysis to
one side of the body), stroke and seizures. Review of the resident's care plan, in use at the time of
survey, showed:-Focus: The resident experiences bowel and bladder incontinence related to
dementia, cognitive impairment, impaired mobility, impaired sensation related to stroke;-Interventions:
The resident uses adult incontinent briefs; Monitor for soiling on routine rounds and as needed; Assist
to cleanse perineum (genitals and rectal area) and change brief as needed;-Focus: The resident has
an activities of daily living (ADL) and mobility deficit related to cognitive impairment and dementia,
shortness of breath, compromised respiratory status, lasting effects of stroke, weakness and limited
endurance;-Interventions: The resident is dependent on staff to complete personal hygiene tasks; The
resident is dependent on staff for toileting needs;-The resident's care plan did not address ensuring
the resident's call light was in reach. Observation on 9/8/25 at 7:44 A.M. and 9/9/25 at 10:27 A.M.,
showed the resident lay in bed. The resident's call light was positioned on the floor under the
resident's bed out of the resident's reach. Observation on 9/9/25 at 3:04 P.M., showed the resident
lay in bed. The resident's call light was positioned under the resident's sheets at the foot of the bed,
out of the resident's reach. During an interview on 9/11/25 at 8:56 A.M., Registered Nurse (RN) A said
the call light is expected to be within reach for all residents. Every time a staff member leaves the
room, the call light should be near the resident. During an interview on 9/11/25 at 9:45 A.M., Certified
Nursing Assistant (CNA) B said call lights should always be within the resident's reach no matter the
cognition status of the resident. Before leaving the room, staff should make sure the resident has
their call light in reach. During an interview on 9/12/25 at 9:15 A.M., the Assistant Director of Nursing
(ADON) and Nurse Manager said they expected staff to ensure all residents always have their call
light within reach. During an interview on 9/12/25 at 10:45 A.M., the Administrator said she expected
staff to ensure all residents always have their call light within reach. No matter what the resident
cognition status is, the call light is expected to always be within reach of the resident.
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Ensure services provided by the nursing facility meet professional standards of quality.

Based on interview and record review, the facility failed to ensure services provided met professional
standards by failing to include blood pressure parameters for two residents (Resident # 69 and
Resident # 84), failing to ensure a nutritional supplement order had the specific type of nutritional
supplement and the amount to be given included in the physician order for one resident (Resident #
87) and failing to apply tubi grips (elasticated bandage that provides continuous support) for one
resident (Resident #20). The sample size was 20. The census was 90. Review of the facility's
Medication Administration policy, dated, November 2021, showed:-To administer the following: Right
medication; Right dose; Right dosage form; Right route; Right resident; and Right time;-Perform
necessary assessments prior to administering specific medications; For example, vital signs (pulse,
blood pressure, and blood sugar). -Read the Medication Administration Record (MAR), for the ordered
medication dose, dosage form, route, and time;-Verify the pharmacy prescription label on the drug and
the manufacturer's identification matches the MAR;-If there is a discrepancy, check the original
physician's orders and notify the pharmacy; Do no give the medication until clarified;-Verify that any
further medication identifiers match the label and the medication; Identifiers may include drug size,
shape and color;-Verify the correct medication, expiration date, dose, dosage form, route, and time
again by comparing to the MAR before administering. 1.Review of the Resident #69's medical record
showed stroke, hypertension (high blood pressure) and hypertensive retinopathy (damage to part of
the eye due to high blood pressure). Review of the resident's physician order sheets (POS)
showed:-An order, dated, 2/20/24, carvedilol (medication use to treat high blood pressure) 6.25
milligrams (mg), give one tablet twice a day for hypertension;-An order, dated, 2/20/25, lisinopril
(mediation used to treat high blood pressure)10 mg, give one tablet in the morning for
hypertension;-No blood pressure parameters to hold the medication were noted in the physician
orders. Review of the resident's MAR, dated 9/1 through 9/30/25, showed:-An order, dated, 2/20/24,
carvedilol 6.25 milligrams (mg), give one tablet twice a day for hypertension; -An order, dated,
2/20/24, lisinopril 10 mg, give one tablet in the morning for hypertension; - On 9/10/25, A.M. med;
lisinopril and carvedilol documented as not administered. Review of the resident's progress notes
showed no documentation related to the resident's low blood pressure. Observation and interview on
9/10/25 at 8:04 A.M., showed Certified Medication Technician (CMT) I obtained the resident's blood
pressure and pulse. The resident's blood pressure was 95/70 (normal is 120/80) and pulse was 75
(normal is 60-100). CMT I said he/she would notify the nurse of the low blood pressure and hold the
resident's carvedilol and lisinopril. CMT I said there were no blood pressure parameters listed for the
carvedilol and lisinopril. 2. Review of Resident #84's medical record showed diagnoses that included
atrial fibrillation (irregular heartbeat), major depressive disorder, long term use of aspirin, long term
use of anticoagulant (blood thinner), heart failure, and neuropathy (pain and numbness to the lower
extremities). Review of the resident's POS, dated, September 2025, showed;-An order, dated,
6/25/22, metoprolol succinate extended release (a medication used to treat hypertension), give one
tablet once a day for hypertension. Review of the resident's MAR, dated 9/1 through 9/30/25,
showed:-An order, dated, 6/25/22, metoprolol succinate extended release, give one tablet once a day
for hypertension; A.M. medication documented as not given; vital signs outside of parameters. Review
of the resident's progress notes showed no documentation related to the resident's low blood
pressure. Observation and interview on 9/10/25 at approximately 8:10 A.M , showed CMT I obtained
the resident's blood pressure and pulse. The resident's blood pressure was 114/42 and pulse was 61.
CMT I said that he/she was going to notify the nurse and CMT I was going to hold the blood pressure
medications because the resident's blood pressure was too low. CMT I said there were no blood
pressure parameters listed for the metoprolol succinate. During an interview on 9/11/25 at 8:56 A.M.,
Register Nurse (RN) A said the resident orders should contain parameters about holding medication.
With any abnormal blood pressure or pulse, the CMT is expected to tell the nurse so that the nurse
(continued on next page)
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can re-evaluate and call the physician. During an interview on 9/12/25 at 9:15 A.M., the Assistant
Director of Nursing (ADON) and the Nurse Manager said blood pressure medications are expected to
have parameters. The physician gives the orders for the parameters. The CMT is expected to let the
nurse know when the vital signs are abnormal and medication was held so that the nurse can retake
the blood pressure and call the physician. 3. Review of Resident #87's medical record showed
diagnoses that included protein malnutrition (inadequate nutrition), anorexia (an eating disorder
characterized by restricting food intake), and muscle weakness. Review of the resident's POS, dated,
September 2025, showed:-An order dated, 3/27/25, nutritional shake, twice a day as a
supplement;-The type of nutritional shake or amount of the nutritional shake was not included in the
order. Observation and interview on 9/10/25 at 7:44 A.M., showed CMT I prepared the resident's
medication and supplement. CMT I said there was no type or amount of supplement in the orders,
therefore he/she just gave the resident a little bit of house supplement because the resident normally
will not drink it. CMT I poured approximately 60 milliliters (ml) of ReadyCare (a type of nutritional
supplement) house supplement and offered it to the resident and left the supplement on the bedside
table for him/her to consume later. During an interview on 9/11/25 at 8:56 A.M., RN A said when the
order reads nutritional shake that means to give the resident a Boost (type of nutritional supplement)
or Ensure (a type of nutritional supplement) and the order should have the volume amount that the
resident should receive. During an interview on 9/11/25 at 10:40 A.M., Licensed Practical Nurse
(LPN) K said when the physician order reads nutritional shake, LPN K normally gives the ReadyCare
house supplement. It depends on the resident, on how much is given. Some residents are unable to
consume a lot of the liquid supplement so those residents wound only get a small amount of the
ReadyCare. During an interview on 9/12/25 at 9:15 A.M., the ADON and the Nurse Manager said the
nutritional shake order is expected to include the type of supplement and the amount of supplement to
be given. If a substitute for the nutritional shake is approved by the dietician or physician, then the
order should also include the substitution permitted. 4. Review of Resident #20's quarterly Minimum
Data Set (MDS), a federally mandated assessment instrument completed by facility staff, dated
6/20/25, showed:-Cognitively intact; -Rejection of care behavior not exhibited;-Substantial/maximal
assistance required for lower body dressing and putting on/taking off footwear.Review of the
resident's medical record, showed:-Diagnoses included edema (swelling), cellulitis (skin infection) of
right lower limb, and heart failure;-An order, dated 7/3/25, for tubi-grips to bilateral lower extremities,
on in morning and take off at night, twice a day for bilateral lower extremity swelling. Review of the
resident's care plan, in use at the time of survey, showed;-Focus: The resident has potential/actual
skin impairment related to decreased mobility, edema, incontinence, history of cellulitis, persistent
picking/pulling/scratching skin and/or wounds. 8/20/25: Area(s) to bilateral lower extremities
recurring due to resident consistently scratching/picking at skin and/or wounds which delays healing
and increases risk for complications;-Interventions included follow physician's orders for treatment of
injury/wound/skin condition. Encourage resident to comply with ordered treatments.Observation on
9/8/25 at 8:06 A.M., showed the resident's right lower leg red and swollen with three scabbed areas
to the right shin. No tubi-grips were on the resident's lower legs. During an interview on 9/8/25 at
8:06 A.M., the resident said he/she is supposed to get compression socks every day. He/She needs
staff to put them on him/her because he/she can't reach his/her feet. Observation on 9/8/25 at 9:52
A.M., showed the resident without tubi-grips on his/her lower legs. RN A entered the resident's room
and asked to look at the resident's feet.During an interview on 9/8/25 at 11:02 A.M., the resident said
the nurse put cream on his/her legs, but did not apply his/her tubi-grips.Observations on 9/9/25 at
9:50 A.M., 11:23 A.M., and 12:40 P.M., showed the resident without tubi-grips on his/her lower legs.
The resident's right leg was swollen and red, with multiple scabbed areas to the shin. During an
interview on 9/9/25 at 12:40 P.M., the resident said his/her lower legs hurt. He/She is supposed to
wear tubi-grips daily. Observations on 9/9/25 at 1:47 P.M., 4:19 P.M., and 5:50 P.M., showed the
resident without tubi-grips on his/her lower legs. Observation on 9/10/25 at 9:39 A.M., showed the
(continued on next page)
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resident without tubi-grips on his/her lower legs. Observation on 9/10/25 at 1:06 P.M., showed the
resident without tubi-grips on his/her lower legs. The Wound Nurse observed the resident's legs and
asked the resident about his/her tubi-grips. The resident said he/she did not get his/her tubi-grips
today. During an interview, on 9/10/25 at 1:06 P.M., the Wound Nurse said the resident's tubi-grips
are usually applied by the nurse. During an interview on 9/10/25 at 1:20 P.M., RN A said the resident
has orders for tubi-grips to be worn daily, but he/she did not get them today. The resident scratches
his/her legs. The tubi-grips help reduce swelling in the resident's legs and prevent him/her from
scratching them. Review of the resident's progress notes and Treatment Administration Record (TAR)
for September 2025, showed staff documented the resident's tubi-grips administered on 9/8/25,
9/9/25, and 9/10/25. There was no documentation of the resident's refusal to wear tubi-grips on
these days. During an interview on 9/11/25 at 2:30 P.M., Certified Nurse Aide (CNA) C said the
resident has orders for tubi-grips. CNAs, nurses, and therapy staff can apply the resident's tubi-grips.
If the CNA applies the tubi-grips, they tell the nurse and the nurse marks the treatment as completed
in the TAR.During an interview on 9/11/25 at 8:44 A.M., the ADON said nurses are responsible for
applying a resident's tubi-grips. The resident can refuse his/her tubi-grips at times. If the resident
refuses, staff should wait until he/she is calm and reapproach later. If the resident continues to
refuse, staff should notify the physician and mark the treatment as not completed on the TAR, as well
as a progress notes regarding the refusal. During an interview on 9/12/25 at 10:49 A.M., the
Administrator said she expects staff to apply tubi-grips as ordered by the physician. Tubi-grips can be
applied by the CNA or the nurse. If the resident refuses his/her tubi-grips, staff should notify the
physician, document the treatment as not administered on the TAR, and document a progress note
regarding the resident's refusal.
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Provide care and assistance to perform activities of daily living for any resident who is unable.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure residents requiring assistance
with ADLs (activities of daily living) received the necessary services to maintain adequate personal
hygiene in accordance with their needs and preferences (Residents #37, #48, and #71). The sample
was 20. The census was 90.Review of the facility's Personal Care Needs policy, reviewed 1/2024,
showed:-Protocol: The facility strives to promote a healthy environment and prevent infection by
meeting the personal care needs of the residents. The facility also provides the needed support when
the resident performs their ADLs. The interdisciplinary plan of care (IPOC) will address the individual
needs and preferences of the resident. Personal care and ADL support will be provided according to
the resident plan of care. Personal care and support include but is not limited to the following:
-Assistance with meals; -Bath/shower; -Grooming/dressing; -Nail care; -Peri-care; -Shave;-Procedure
includes: -Develop and implement individualized interventions; -Document on individual resident care
plan; -Document in the progress notes if an exception to the established plan of care occurs, i.e.,
refusals. 1. Review of Resident #37's quarterly Minimum Data Set (MDS), a federally mandated
assessment instrument completed by facility staff, dated, 6/12/25, showed:-Moderate cognitive
impairment;-Always incontinent of bowel and bladder;-Dependent on staff for toilet hygiene, personal
hygiene, bathing and putting on and taking off footwear;-Non-Alzheimer's dementia, diabetes,
hemiplegia (paralysis to one side of the body), stroke and seizures. Review of the resident's care
plan, in use at the time of survey, showed:-Focus: The resident experiences bowel and bladder
incontinence related to dementia, cognitive impairment, impaired mobility, impaired sensation related
to stroke;-Interventions: The resident uses adult incontinent briefs; Monitor for soiling on routine
rounds and as needed; Assist to cleanse perineum (genitals and rectal area) and change brief as
needed;-Focus: The resident has an ADL and mobility deficit related to cognitive impairment and
dementia, shortness of breath, compromised respiratory status, lasting effects of stroke, weakness
and limited endurance;-Interventions: Bathing and showering, check nail length and trim and clean on
the resident's bathing day; The resident is dependent on staff to complete personal hygiene tasks;
The resident is dependent on staff for toileting needs. Observation on 9/8/25 at 7:44 A.M., showed
the resident lay in bed. On both hands, the resident's fingernails were approximately one half an inch
long with dark matter underneath. The resident's feet were extremely dry with large flakes of skin on
the resident's navy-blue mattress. Observation and interview on 9/9/25 at 3:12 P.M., showed
Certified Nurse Aide (CNA) E entered the resident's room and explained to the resident that he/she
was going to turn and clean the resident. The resident lay in bed, and CNA E checked the resident's
brief and said the resident was wet. CNA E positioned the resident on his/her right side and removed
the resident's brief. The resident's brief and bed pad were saturated with urine, and the resident also
had a large bowel movement. CNA E finished cleaning the resident and said the resident was not on
his/her assignment but was helping out another CNA. The resident had extremely dry feet with large
flakes of skin on the resident's navy-blue mattress. On both hands, the resident had fingernails that
were approximately one-half inch long with dark matter underneath. During an interview on 9/9/25 at
3:35 P.M., CNA F said the assignment switched about 10:30 A.M., and he/she did not know the
resident was on his/her assignment. The last time the resident was checked was 10:30 A.M. CNA F
said any nursing staff can change residents, but is one of the CNA's primary responsibilities to check
incontinent residents every two hours. Observation on 9/10/25 at 10:24 A.M., showed the resident lay
in bed. On both hands the resident had long fingernails approximately one half an inch long with dark
matter underneath. The resident's feet were extremely dry with large flakes of skin on the resident's
navy-blue mattress. 2. Review of Resident #48's admission MDS, dated [DATE], showed:-Moderate
cognitive impairment;-Rejection of care behavior not exhibited;-Lower extremity impairment on both
sides;-Substantial/maximal assistance required for showering/bathing self and lower body
(continued on next page)
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dressing;-Partial/moderate assistance required for personal hygiene;-Diagnoses included dementia
and generalized muscle weakness. Review of the resident's care plan, in use at the time of survey,
showed:-Focus: ADL/mobility deficits - Interventions listed are reflective of resident's usual
performance and may fluctuate. The resident has an ADL and/or mobility deficit related to activity
intolerance, chronic health conditions, cognitive impairment/dementia, weakness/limited endurance;
-Interventions included: Check nail length and trim and clean on bath day and as necessary. The
resident requires help from staff with bathing/showering. Resident prefers to have facial hair such as
a beard. The resident needs assistance from staff with personal hygiene tasks;-The care plan did not
identify the resident as having a history of refusing care. Review of the resident's medical record,
showed no documentation in August or September 2025 regarding the resident refusing assistance
with hygiene care. Observation and interview on 9/8/25 at 7:02 A.M., showed the resident in bed with
his/her feet pressed against the footboard. The resident's toenails were long, thick, and jagged with
the big toenail on the right foot protruding approximately 0.5 inches from the top of the resident's toe.
The middle toenail on the left foot was purple. During an interview, the resident said he/she gets
assistance from staff with showers. He/She was unable to answer other specific questions regarding
his/her hygiene and grooming needs and preferences. Observations on 9/9/25 at 12:41 P.M and 4:19
P.M., showed the resident's toenails remained long, thick, and jagged and the middle toenail on the
left foot was purple. The resident's beard was scruffy. During an interview on 9/11/25 at 11:15 A.M.,
the resident said he/she wants his/her beard trimmed but needs staff to help him/her. His/Her
toenails have not been trimmed. He/She cannot trim them. During an interview on 9/11/25 at 2:30
P.M., CNA C said the resident requires assistance of one staff with hygiene. He/She can make
his/her needs known. Observation and interview on 9/12/25 at 9:06 A.M., showed the Nurse Manager
removed the socks from the resident's feet and chunks of flakes fell onto the resident's bed. The
bottoms of the resident's feet were dry and flaky. During an interview, the Nurse Manager said the
resident's middle toenail was purple. Staff would have seen this when putting on the resident's socks.
She would have expected staff to notify the nurse of the discolored toenail. She would have expected
staff to put lotion on the resident's feet as part of daily care when getting the resident dressed, and
on his/her shower days. CNAs can trim toenails, but Resident #48 will be referred to podiatry. 3.
Review of Resident #71's quarterly MDS, dated [DATE], showed:-Short and long-term memory
problem;-Severely impaired cognition/rarely made decisions regarding tasks of daily life;-Rejection of
care behaviors not exhibited;-Upper and lower extremity impairment on one side;-Dependent for
showering/bathing self and personal hygiene;-Substantial/maximal assistance required for upper
body dressing;-Setup or clean-up assistance required for eating;-Diagnoses included aphasia
(language disorder affecting communication), dementia, and hemiplegia or hemiparesis (weakness on
one side of the body). Review of the resident's care plan, in use at the time of survey, showed:-Focus:
Restorative - The resident is at risk for decline in eating/self-feeding and requires/benefits from
restorative nursing intervention; -Interventions included resident prefers to eat with his/her
hands;-Focus: ADL/mobility deficits - ADL self-care performance deficit related to impaired balance,
limited mobility and weakness related to comorbidities. He/She will refuse showers at times. Will
become aggressive with staff. Refuses nail trimming and shaving or trimming beard; -Interventions
included: Be aware due to medical conditions/resident's status, ADL self-care performance and
mobility are likely to fluctuate. The resident requires set-up help when eating. Supervise/assistance
as needed. Check nail length and trim and clean on bath day and as necessary to nurse. The resident
is usually/always dependent on staff for bathing/showering and to complete personal hygiene tasks.
Encourage compliance with hygiene related tasks;-The care plan did not identify interventions for
staff to follow if the resident refused care. Observations on 9/10/25 at 8:00 A.M., showed CNA A
seated next to the resident in the dining room. The resident used his/her hand to pick up food while
eating. His/Her fingernails were long with brown matter underneath, and the front of his/her shirt was
soiled with brown streaks of liquid. CNA A poured hand sanitizer on a paper towel and used the towel
(continued on next page)
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to wipe the resident's hands. CNA A did not wipe underneath the resident's fingernails. The resident
cooperated with the CNA and did not object or refuse assistance. CNA A brought the resident out of
the dining room and to the resident's room. At 8:40 A.M., the resident was seated in his/her Broda
chair (reclining chair) in his/her room. The front of the resident's shirt remained soiled and the brown
matter remained underneath his/her fingernails. During an interview on 9/10/25 at 8:40 A.M., the
resident looked at his/her fingernails and said they were not clean. He/She wants clean hands and
fingernails. He/She does not like wearing dirty clothes. Observation and interview on 9/10/25 at
12:14 P.M., showed the resident wearing the soiled shirt, and the brown matter remained underneath
his/her fingernails. During an interview, the resident said staff have not cleaned him/her up.
Observation on 9/11/25 at 7:45 A.M., 8:46 A.M., and 11:13 A.M., showed the resident with long
fingernails with brown matter underneath his/her fingernails. During an interview on 9/11/25 at 2:30
P.M., CNA C said the resident requires maximum assistance from staff with his/her ADLs. He/She is
not oriented, but can make his/her needs known and can respond appropriately to the questions
asked of him/her. He/She can be combative at times, but it's all about how staff approach him/her.
Staff need to explain everything they are doing with him/her, step by step, working with him/her on
his/her own time and in his/her own way. During an interview on 9/12/25 at 8:58 A.M., the Nurse
Manager said the resident often refuses care. He/She may smile and seem agreeable, but then may
attempt to hit staff. Staff should gauge the resident's mood when attempting to provide care. The
resident has fingernails and he/she does not like people getting underneath them. When the resident
is agreeable, staff should seize the opportunity to provide care as tolerated. During an interview on
9/12/25 at 8:44 A.M., the Assistant Director of Nurses (ADON) said the resident requires total
assistance from staff with his/her ADLs. The resident has some behaviors of refusing care. Staff
should take a calm approach when working with the resident. He/She does better with male
caregivers. If the resident refuses care, staff should try again later and with a different approach. 4.
During an interview on 9/11/25 at 9:45 A.M. CNA B said all incontinent residents should be checked at
minimum every two hours and as needed. The resident's nails can be trimmed on their bathing day,
and the resident's feet can be moisturized anytime. 5. During an interview on 9/11/25 at 2:30 P.M.,
CNA C said nail care should be provided by CNAs during daily care. CNAs can do toenail trimming if a
resident is not diabetic or on blood thinners. Staff should check resident's feet when providing daily
care. If they observe something new, like a discolored toenail, they should report it to the nurse and
encourage the resident to keep their feet elevated. If a resident refuses care, staff should try again
later and maybe try to find another staff to offer the assistance. When resident's clothing becomes
soiled, staff should clean up the resident and change their clothes. If a resident's hands are dirty after
a meal, staff should help the resident wash their hands and get underneath their fingernails. Staff
should offer to help shave or trim a resident's beard as part of daily care. 6. During an interview on
9/12/25 at 8:44 A.M., the ADON said nail trims and shaving are done on a resident's shower days.
CNAs can provide nail care and toenail care, unless the resident is diabetic or on a blood thinner, in
which case nail care must be done by the nurse. The ADON expected staff to check resident's feet
and fingernails when providing daily care. If they observe a resident's toenail is purple or dark in color,
they should notify the nurse and the nurse would notify the physician. If a resident uses their hands
while eating, staff should help the resident wipe their hands when they are finished eating, and get
underneath the resident's fingernails. If a resident's clothing becomes soiled, staff should clean up
the resident and change their clothing. During an interview on 9/12/25 at 9:15 A.M., the ADON and the
Nurse Manager said they expected staff to check incontinent residents at least every two hours and
as needed. Nail care and trimming can be provided by nursing staff during the resident's bath. The
resident's feet can also be moisturized at any time but usually with bathing. They would expect staff
to know which residents were on their assignments. 7. During an interview on 9/12/25 at 10:30 A.M.,
the Administrator said she expects staff to check on incontinent residents every two hours to ensure
their needs are met. Nursing staff are expected to provide fingernail care and foot care when needed.
(continued on next page)
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Staff should apply lotion to a resident's feet if they are noted to be dry and flaking. If staff observe a
resident's toenail is discolored, they should report it to the nurse. CNAs can trim a resident's toenails
unless they are diabetic. Nurses trim toenails for diabetic residents. If a resident's toenails are too
thick and cannot be trimmed by the nurse, the resident should be referred to podiatry. If a resident
eats with their hands, staff are expected to wash the resident's hands and get underneath their
fingernails, if tolerated. If a resident's clothing becomes soiled, staff are expected to provide care to
the resident and change their clothes. Resident #71 has a behavior of refusing care and can become
combative with staff. When this occurs, she expected staff to redirect and reapproach later. CNAs can
shave and trim a resident's beard. Offering to shave or trim a resident's beard is part of a resident's
daily care. 2567916
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Ensure food and drink is palatable, attractive, and at a safe and appetizing temperature.

Based on observation, interview and record review, the facility failed to ensure adequate nutritive
value, taste and texture for pureed foods (a very smooth blended food like pudding or mashed
potatoes) for three out of five observations. This deficient practice affected the three residents who
ate pureed meals at the facility. The census was 90.Review of the Spring/Summer Menu Cycle,
showed on 9/11/25, lunch consisted of roasted ham slices, baked sweet potatoes, mixed vegetables
and pineapple delight dessert. Observation and interview on 9/11/25 at 11:50 A.M., showed the
Dietary Manager (DM) prepared pureed ham for three residents. She added three, four-ounce slices of
ham to the blender, eight ounces of juice from the ham and one slice of bread. She blended the
mixture for approximately one minute and added it to the serving pan. She said she always tasted
pureed foods before serving. When tasting the food, the texture was noted to be lumpy and gritty.
After tasting the pureed ham, the DM said it was grainy and lumpy, but so are mashed potatoes. She
said pureed items should have the consistency of pudding and/or mashed potatoes. She covered the
ham with foil to serve. Observation and interview on 9/11/25 at 11:55 A.M., showed the DM prepared
three servings of mixed vegetables for three residents. She scooped four, four-ounce servings of
vegetables in the blender. She added two and a half slices of bread to the blender. She asked [NAME]
M to bring her a coffee pot of hot water. [NAME] M told the DM to use the juice from the vegetable
mixture. The DM scooped four ounces of juice from the vegetables and added to the blender and
blended for approximately one minute. She poured the pureed vegetables into a serving pan. The
mixture appeared lumpy and gritty. The vegetables were sampled. The appearance was lumpy and
runny. The taste was bland and pieces of carrot were not blended to a mashed potato or pudding-like
substance. During an interview, the DM agreed it was gritty and lumpy and placed foil over the
mixture to serve. Review of the Spring/Summer Menu Cycle, showed on 9/11/25, dinner consisted of
barbequed hamburger on a bun, baked beans, tomato slices and chilled pears. Observation and
interview on 9/11/25 at 3:58 P.M., showed [NAME] N prepared pureed hamburgers for three
residents. He/She added two cups of ground beef and one slice of bread and a total of 12 ounces of
beef broth to the blender. The DM said she was going to get hot water to add to the mixture. [NAME]
N said he/she would only use beef broth. The mixture was blended for approximately one and a half
minutes. [NAME] N stirred the mixture and said it needed to be blended again. He/She added more
bread and blended for approximately 45 seconds. The mixture appeared grainy and choppy. [NAME] N
poured the mixture into a serving pan. When asked to taste, he/she said, I don't taste the pureed food.
The DM returned with three adaptive spoons. The texture was lumpy. The Dietary Manager tasted the
mixture and agreed it was grainy and said, It could not be helped. Review of the facility's Pureed Food
Guidelines, showed:-Entree: Three ounces cooked or a half cup of ground meat. Half slice of bread.
Use beef broth for beef, pork for pork. Place bread, then food to be pureed in blender or food
processor. Begin with a half a cup of liquid. Puree, then continue to alternate adding half a cup of
liquid until product is correct consistency;-Vegetables-cooked: One half cup of cooked vegetables.
Half slice of bread and melted margarine. Place bread, then food to be pureed in blender or food
processor. Begin with a half a cup of margarine or liquid. Puree. Then continue to alternate half cup of
liquid and puree until product is correct consistency. During an interview on 9/12/25 at 8:28 A.M., the
Administrator said she expected pureed food items to have the consistency of pudding or mashed
potatoes. Pureed foods should not be grainy or lumpy.
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