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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to provide necessary treatment and services for 
wound care for two residents (Residents #9 and #10) in a review of 22 sampled residents. Resident #9 was 
being treated for trauma wounds on his/her left foot. Resident #10 was being treated for diabetic pressure 
wounds on both of his/her feet. The facility did not adequately assess and document the condition of the 
residents' wounds, clearly identify the sites of the wounds, and failed to ensure the residents arrived at 
outside wound clinic appointments. Staff failed to complete dressing changes as ordered. Staff failed to 
ensure residents followed the non-weight bearing status as ordered by the physician and failed to notify the 
physician when the residents were noncompliant with physician orders. Staff allowed Resident #9 to cleanse 
the wound on his/her foot during a dressing change without ensuring appropriate infection control methods 
were followed. The facility census was 174. Based on observation, interview and record review, the facility 
failed to provide necessary treatment and services for wound care for two residents (Residents #9 and #10) 
in a review of 22 sampled residents. Resident #9 was being treated for trauma wounds on his/her left foot. 
Resident #10 was being treated for diabetic pressure wounds on both of his/her feet. The facility did not 
adequately assess and document the condition of the residents' wounds, clearly identify the sites of the 
wounds, and failed to ensure the residents arrived at outside wound clinic appointments. Staff failed to 
complete dressing changes as ordered. Staff failed to ensure residents followed the non-weight bearing 
status as ordered by the physician and failed to notify the physician when the residents were noncompliant 
with physician orders. Staff allowed Resident #9 to cleanse the wound on his/her foot during a dressing 
change without ensuring appropriate infection control methods were followed. The facility census was 174. 
Review of the facility's Wound Care policy, dated 5/18/24, showed the following:-The purpose of the policy is 
to promote wound healing of various types of wounds, it is the policy of the facility to provide evidence based 
treatments in accordance with current standards of practice and physician orders;-Wound treatments will be 
provided in accordance with physician order, including the cleansing method, type of dressing, and 
frequency of dressing change;-Treatments will be documented on the Treatment Administration Record or in 
the electronic health record;-The effectiveness of treatments will be monitored through ongoing assessment 
of the wound. Review of the facility's Notifying Clinicians policy, dated 6/26/24, showed the following:-The 
purpose of the policy is to ensure the clinicians are properly notified of a resident's change in condition and 
overall health and/or mental status;-Examples included new wounds, changes in wounds, poor intake, 
medication refusal, and anything regarding a change in the resident's baseline or condition;-The nurse will 
initiate verbal communication with the clinician when a condition or incident arises with a resident which 
would warrant an immediate implementation of a change in plan or care to include physician advisement or 
initiation of physician orders to avoid a delay in treatment that may cause worsening in condition. 1. Review 
of Resident #9's undated Face Sheet showed the resident had diagnoses that included pressure ulcer 
(localized skin and soft tissue injuries that develop due to prolonged pressure exerted over specific areas of 
the body, typically bony areas of the body) of left heel, chronic osteomyelitis (bone infection), unspecified 
site, methicillin resistant staphylococcus aureus infection (MRSA, a bacteria that causes infections in 
different parts of the body, the most common being the skin and subcutaneous tissues, that are resistant to 
many antibiotics and is spread by contact and can be followed by invasive infections like osteomyelitis). 
Review of the resident's Report of Consultation (A document the facility sends with residents to 
appointments and the physician can send orders/notes back to the facility), dated 6/25/25, showed the 
following:-Appointment was at the hospital wound clinic;-Non-weight bearing to left foot at all times;-Daily 
hydrogel (a medical grade gel that creates a moist wound environment and is water-swellable, allowing it to 
absorb exudate (drainage) yet remain gel-like until saturated) and gauze dressing changes to left heel and 
first and fifth toes;-Return to clinic in two weeks (7/10/25). Review of the resident's Physician Order Sheet 
(POS), showed an order, dated 6/30/25, daily gauze dressing to first and fifth toes on left foot. Apply 
hydrogel and gauze. The POS did not include the complete order sent from the physicians office to include 
hydrogel to the left heel. Review of the resident's Treatment Administration Record (TAR), dated July 2025, 
showed the following:-Encourage resident to stay off left foot at all times and be non-weight bearing when 
up, every four hours; -Apply a single layer of calcium alginate to wound bed and cover with 4x4 gauze. Wrap 
with kerlix (sterile gauze that is absorbent, breathable, and protective, primarily used for wound dressings) 
and tape for 30 days to left heel; -The order for the daily gauze and hydrogel dressing to the first and fifth 
toes, dated 6/30/25, was not entered on the TAR for July 2025. Review of the resident's Care Plan, dated 
7/2/25, showed the following:-The resident had current behaviors of poor decision making and illogical 
thought process;-The resident had osteomyelitis;-Encourage physical activity and daily ambulation with use 
of assistive device if necessary;-Encourage weight bearing exercise as tolerated to help maintain bone 
mass;-The resident had a venous/stasis ulcer to the left heel;-The resident refused to take medical advice 
and refused treatments and antibiotics at times;-The resident was resistant to care with his/her foot and did 
not follow physician recommendations. Review of the resident's Hospital Wound Clinic notes, dated 7/10/25, 
showed the following:-The resident's sensation was absent on the left lower extremity;-The resident's left 
heel was a chronic full thickness trauma wound acquired on 1/1/19 that was not healed;-The resident's left 
heel post debridement measurements were 3.0 centimeters (cm) length by 3.4 cm width by 0.4 cm 
depth;-The resident's left great toe post debridement measurements were 1.5 cm length by 1.5 cm width by 
1.0 cm depth. Post debridement stage noted as a Stage 3 pressure injury (full thickness tissue loss, 
subcutaneous fat may be visible, but bone, tendon or muscle is not exposed, slough (dead tissue usually 
light colored, soft, moist, and stringy) may be present but does not obscure the depth of tissue loss); -Left 
heel wound orders: primary wound dressing: collagen; secondary wound dressing: dry gauze and rolled 
gauze, dressing change: do not change entire dressing for one week: offloading: walking boot to left foot; 
-Left great toe wound orders: primary wound dressing: collagen; secondary wound dressing: dry gauze and 
rolled gauze; dressing change: do not change entire dressing for one week; offloading: walking boot to left 
foot;-Wound orders for left heel: collagen, dry gauze, rolled gauze, do not change entire dressing for one 
week. Offload with walking boot to left foot;-Wound orders for left great toe: collagen, dry gauze, rolled 
gauze, do not change entire dressing for one week. Review of the resident's POS, dated 7/11/25, showed an 
order for the resident to wear a boot when ambulating. Keep pressure off heel. Review of the resident's skin 
check, dated 7/15/25, showed the following:-The skin was warm and dry; the skin color was within normal 
limits and the turgor normal;-The resident did not have an external device;-Foot evaluation completed;-The 
skin issue had not been evaluated;-The left heel had an open lesion;-The wound was present on admission 
and unknown how long the wound had been present;-The wound was staged by the in-house nurse;-There 
was no undermining;-No documentation that showed the in-house nurse staged the wound. Review of the 
resident's Report of Consultation, dated 7/17/25, showed the following:-Appointment was at the hospital 
wound clinic;-The resident arrived at the appointment without a dressing in place;-The resident should 
ALWAYS have a dressing in place and he/she needed to wear the walking boot. Review of the resident's 
Hospital Wound Clinic note, dated 7/17/25, showed the following: -The resident arrived at the clinic not 
wearing his/her walking boot;-The resident arrived at the clinic without a dressing on his/her left foot;-The 
resident told the physician he/she took a shower; the nurse did not bandage it afterward and he/she would 
not wear the walking boot without a bandage;-The resident's sensation was absent on the left lower 
extremity;-The resident's left heel was a chronic full thickness trauma wound acquired on 1/1/19 that was not 
healed;-The resident's left heel post debridement measurements were 3.4 centimeters (cm) length by 3.4 cm 
width by 0.5 cm depth;-The resident's left great toe post debridement measurements were 1.5 cm length by 
1.5 cm width by 0.1 cm depth. Post debridement stage noted as a Stage 3 pressure injury;-Left heel wound 
orders: primary wound dressing: collagen; secondary wound dressing: dry gauze and rolled gauze, dressing 
change: do not change entire dressing for one week: offloading: walking boot to left foot;-Left great toe 
wound orders: primary wound dressing: collagen; secondary wound dressing: dry gauze and rolled gauze; 
dressing change: do not change entire dressing for one week; offloading: walking boot to left foot;-The 
resident was instructed to keep the dressings intact. The physician discussed with the resident at length that 
he/she needed to keep a dressing on the ulcers and wear the walking boot. The physician would rather the 
resident be late to an appointment than continue to be put at risk for infection and amputation. Review of the 
resident's skin check, dated 7/22/25, showed the following:-The skin was warm and dry; the skin color was 
within normal limits and the turgor was normal;-The skin issue had not been evaluated on the left heel;-The 
left heel had an open lesion;-The wound was present on admission and unknown how long the wound had 
been present;-The wound was staged by in-house nursing;-There was no undermining;-There was no 
documentation the in-house nurse staged the wound. Review of the resident's Hospital Wound Clinic notes, 
dated 7/24/25, showed the following:-The resident arrived at the clinic with the walking boot on and a 
dressing was present, but the bottom aspect of the dressing was dirty;-The resident's left heel was a chronic 
full thickness trauma wound acquired on 1/1/19 that was not healed; the resident's left heel post debridement 
measurements were 3.5 centimeters (cm) length by 3.5 cm width by 0.3 cm depth;-The resident's left great 
toe post debridement measurements were 1.8 cm length by 1.0 cm width by 0.1 cm depth. Post debridement 
stage noted as a Stage 3 pressure injury;-Left heel wound orders: primary wound dressing: collagen; 
secondary wound dressing: dry gauze and rolled gauze, dressing change: do not change entire dressing for 
one week: offloading: walking boot to left foot;-Left great toe wound orders: primary wound dressing: 
collagen; secondary wound dressing: dry gauze and rolled gauze; dressing change: do not change entire 
dressing for one week; offloading: walking boot to left foot;-Maintain dressing for one week. Continue to 
offload with walking boot or non-weight bearing with a wheelchair. Review of the resident's skin check, dated 
7/29/25, showed the following:-The skin was warm and dry; the skin color was within normal limits and the 
turgor normal;-The resident did not have an external device;-The skin issue had not been evaluated on the 
left heel;-The left heel had an open lesion;-The wound was present on admission and unknown how long the 
wound had been present;-The wound was staged by in-house nursing;-There was no undermining;-There 
was no documentation the in-house nurse staged the wound. Review of the resident's Progress Note, dated 
7/31/25, showed the resident had an appointment with the hospital wound clinic and refused three times. 
Review of the resident's skin check, dated 8/5/25, showed the following:-The skin was warm and dry; the 
skin color was within normal limits and the turgor normal;-The skin issue had not been evaluated on the left 
heel;-The left heel had an open lesion;-The wound was present on admission and unknown how long the 
wound had been present;-The wound was staged by in-house nursing;-There was not undermining;-There 
was no documentation the in-house nurse staged the wound. Review of the resident's Progress Note, dated 
8/11/25 at 12:22 P.M., a late entry titled Behavior Note, showed the following-It was reported to the Director 
of Nursing (DON) the resident refused his/her treatment;-Staff educated the resident on the importance of 
having his/her dressing changed;-Staff notified the resident's legal guardian via phone, the physician was 
made aware, and the administrator was made aware. Review of the resident's Skin Check, dated 8/12/25, 
showed the following:-Skin issue had not been evaluated;-Location: left heel, open lesion;-The wound was 
present on admission, and it was unknown how long the wound had been present. During an interview on 
8/12/25 at 9:05 A.M. Resident #9 said the following:-The nurses did not always change the dressing on 
his/her foot every day. The dressing hadn't been changed since Friday (8/8/25);-He/She refused to go to 
appointments at times;-Part of the dressing came off his/her foot but he/she did not know when. Observation 
on 8/12/25 at 9:05 A.M. of Resident #9's left foot showed the following:-The resident's left foot had a gauze 
dressing from his/her ankle to the middle of his/her foot;-The dressing was saturated with dry brown drainage 
on the heel and brown/black debris was on the end of the dressing at mid foot that was rolled up and 
unraveled;-The resident's exposed part of his/her foot was brown with dirt;-The resident's left toes and mid 
foot were not covered with a dressing. The wound in the middle of his/her foot had dried packing stuck to the 
bottom of his/her dirty foot;-The resident's left great toe was swollen and purple. During an interview on 
8/12/25 at 10:07 and 8/13/25 at 8:58 A.M. Registered Nurse (RN) B said the following:-He/She changed 
Resident #9's dressing on Sunday, 8/10/25;-Resident #9 was supposed to be non-weight bearing to his/her 
left foot, but most of the time he/she was non-compliant and would bear full weight on the left 
foot;-Sometimes he/she let the resident clean his/her own wound;-RN B did not apply hydrogel as ordered. 
He/She said the facility did not have any and it had to be ordered. During an interview on 8/12/25 at 10:23 A.
M. and 3:10 P.M. Licensed Practical Nurse (LPN) A said the following:-He/She did not get the resident's 
dressing changed yesterday (8/11/25) because it was a hectic day;-LPN A did not know why he/she charted 
changing the resident's dressing on 8/11/25. Observation on 8/13/25 at 8:58 A.M. of wound care provided by 
RN B for Resident #9 showed the following:-RN B entered Resident #9's room; -Resident #9 sat on the side 
of the bed and crossed his/her left leg over the right leg;-RN B removed the soiled dressing from the 
resident's left foot. The dressing was brown from drainage on the bottom of his/her heel;-RN B removed 
soiled gloves, washed his/her hands, and opened supplies;-RN B donned clean gloves, sprayed wound 
cleanser on 4x4 pieces of gauze and handed them to the resident. The resident had not washed his/her 
hands and did not wear gloves;-The resident used the gauze with his/her unclean hands to clean his/her left 
heel wound. The resident wiped around the wound, in the wound, and then around the wound again. During 
an interview on 8/13/25 at 10:34 A.M. Hospital Wound Clinic Staff O said the following:-Resident #9 missed 
appointments at the wound clinic on 7/10/25, 7/31/25 and 8/7/25;-The facility never let Wound Clinic staff 
know if the resident was not going to make an appointment. During an interview on 8/13/25 at 1:41 P.M. 
Hospital Wound Clinic Nurse P said the following:-The resident arrived at the first few appointments without 
socks or shoes or anything on his/her feet;-The resident missed two or three weeks of appointments at a 
time;-The resident missed appointments on 5/29/25, 6/12/25, 6/31/25, and 8/7/25;-The resident went from 
5/22/25 to 6/19/25 without being seen by the physician. 2. Review of Resident #10's undated Face Sheet 
showed the following:-The resident was his/her own responsible person;-The resident had diagnoses that 
included diabetes (a condition that happens when your blood sugar is too high) with foot ulcer, sepsis (a 
potentially life-threatening condition that occurs when the body's response to an infection damages its own 
tissues), cellulitis (a deep infection of the skin caused by bacteria) of unspecified part of limb.Review of the 
resident's quarterly MDS, dated [DATE], showed the following:-The resident was admitted to the facility on 
[DATE];-The resident did not reject cares;-The resident had one unstageable pressure ulcer (unstageable 
due to coverage the wound bed had of slough (dead usually light colored, soft, moist, and stringy) and/or 
eschar (thick leathery, frequently black or brown in color, dead tissue).;-The pressure ulcer was present on 
admission. Review of the resident's Care Plan, dated 6/13/25, showed the following:-The resident had limited 
physical mobility related to his/her left foot amputation;-The resident had infection of the left foot related to 
gangrene (death of body tissue due to a lack of blood flow or a serious bacterial infection)/sepsis;-The 
resident had actual impairment to his/her skin integrity of the left foot status post amputation;-Weekly 
treatment documentation to include measurement of each area of skin;-Monitor and document the location, 
size, and treatment of skin injury. Report abnormalities, failure to heal, signs and symptoms of infection and 
maceration (the softening and breakdown of skin tissue due to prolonged exposure to moisture, often from 
wound drainage, sweat, or incontinence) to the physician;-Follow facility protocols for treatment of injury;-No 
evidence of staff documentation related to the resident's right foot ulcer. Review of the resident's Treatment 
Administration Record (TAR), dated July 2025, showed the following:-Left foot - pack ulcer with alginate 
rope, apply 4x4 gauze, wrap with kerlix, continue until healed one time a day. Order start date 7/12/25;-Right 
foot -hydrogel and gauze dressing, change daily, continue until healed. Order start date 7/12/25;-Right foot - 
hydrogel and gauze dressing, change if saturated or dirty as needed, continue until healed;-No 
documentation to show the resident was supposed to be non-weight bearing to his/her right foot. Review of 
the resident's skin check, dated 7/16/25, showed the following:-The resident's skin was warm and dry, skin 
color was within normal limits and turgor was normal;-The resident did not have an external device;-Skin 
issue #1: skin has not been evaluated, the left foot amputated wound was present on admission, and it was 
unknown how long the wound has been present;-Skin issue #2: skin has not been evaluated, the right foot 
had an open are on top and bottom of the foot. The wound was present on admission and was unknown how 
long the wound had been present. The wound was staged by in-house nursing;-No documentation on the 
skin check to show the in-house nurse staged the wounds on the resident's feet; -No documentation on the 
skin check to show the measurements or size of the wounds. Review of the resident's skin check, dated 
7/23/25, showed the following:-The resident's skin was warm and dry, skin color was within normal limits and 
turgor was normal;-The resident did not have an external device;-Skin issue #1: skin has not been evaluated, 
the left foot amputated wound was present on admission, and it was unknown how long the wound has been 
present;-Skin issue #2: skin has not been evaluated, the right foot had an open are on top and bottom of the 
foot. The wound was present on admission and was unknown how long the wound had been present. The 
wound was staged by in-house nursing;-No documentation on the skin check to show the in-house nurse 
staged the wounds on the resident's feet;-No documentation on the skin check to show the measurements or 
size of the wounds. Review of the resident's skin check, dated 7/30/25, showed the following:-The resident's 
skin was warm and dry, skin color was within normal limits and turgor was normal;-The resident did not have 
an external device;-Skin issue #1: skin has not been evaluated, the left foot amputated wound was present 
on admission, and it was unknown how long the wound has been present;-Skin issue #2: skin has not been 
evaluated, the right foot had an open are on top and bottom of the foot. The wound was present on 
admission and was unknown how long the wound had been present. The wound was staged by in-house 
nursing;-No documentation on the skin check to show the in-house nurse staged the wounds on the 
resident's feet. Review of the resident's TAR, dated August 2025, showed the following:-Left foot - pack ulcer 
with alginate rope, apply 4x4 gauze, wrap with kerlix, continue until healed one time a day;-Right foot 
-hydrogel and gauze dressing, change daily, continue until healed;-Right foot - hydrogel and gauze dressing, 
change if saturated or dirty as needed, continue until healed;-No documentation from 8/1/25 to 8/11/25 to 
show the resident was supposed to be non-weight bearing to his/her right foot. Review of the resident's skin 
check, dated 8/6/25, showed the following:-The resident's skin was warm and dry, skin color was within 
normal limits and turgor was normal;-The resident did not have an external device;-Skin issue #1: skin has 
not been evaluated, the left foot amputated wound was present on admission, and it was unknown how long 
the wound has been present;-Skin issue #2: skin has not been evaluated, the right foot had an open are on 
top and bottom of the foot. The wound was present on admission and was unknown how long the wound had 
been present. The wound was staged by in-house nursing;-No documentation on the skin check to show the 
in-house nurse staged the wounds on the resident's feet. Review of the resident's Progress Note, dated 
8/6/25, showed the following:-The resident returned from physician appointment with orders;-Non-weight 
bearing on right foot;-Continue daily dressing change;-Resident was not to leave the facility without 
dressings intact;-Will continue with plan of care. Review of the resident's Progress Note, dated 8/12/25 at 
11:38 A.M., showed the following:-The resident was offered a wheelchair due to non-weight bearing status 
on right foot;-The resident declined and stated he/she would prefer using a crutch;-Therapy consulted and 
stated due to the nature of unit it could be used a weapon and as a safety precaution staff should encourage 
the resident to use a wheelchair. Review of the resident's Progress Note, dated 8/12/25 at 4:38 P.M., 
showed the following:-Treatment to bilateral feet completed and appeared to be healing and getting 
smaller;-The resident denied pain and discomfort;-The resident was non-compliant with using his/her 
wheelchair and continued to ambulate on his/her foot;-Will continue with plan of care. Review of the 
resident's skin check, dated 8/13/25, showed the following:-The resident's skin was warm and dry, skin color 
was within normal limits and turgor was normal;-Skin issue #1: skin has not been evaluated, the left foot 
amputated wound was present on admission, and it was unknown how long the wound has been 
present;-Skin issue #2: skin has not been evaluated, the right foot had an open are on top and bottom of the 
foot. The wound was present on admission and was unknown how long the wound had been present. The 
wound was staged by in-house nursing;-No documentation on the skin check to show the in-house nurse 
staged the wounds on the resident's feet;-No documentation on the skin check to show the measurements or 
size of the wounds. During an interview on 8/12/25 at 10:23 A.M. Licensed Practical Nurse (LPN) A said the 
following:-The resident was not supposed to be on his/her foot very much;-The resident could get up as 
he/she wanted. During an interview on 8/13/25 at 12:35 P.M. the Physical Therapy Assistant Q said he/she 
had not been consulted by any of the facility staff to evaluate Resident #10 for non-weight bearing status. 
During an interview on 8/13/25 at 12:40 P.M. the Therapy Program Manager said the following:-She was 
notified for the first time on 8/12/25 about Resident #10's non-weight bearing status;-She told the staff 
member the therapy department did have crutches available, but the resident would have to be evaluated 
and have a trial with the crutch before she would allow the resident to use it;-She told the staff member she 
did not typically give out crutches because in the past residents used them as a weapon;-She told the staff 
member she would need a referral to evaluate Resident #10;-There had been no referral for the resident 
received. During an interview on 8/12/25 at 3:15 P.M. the Director of Nursing (DON) said the 
following:-Resident #10 had an order for non-weight bearing to his/her right foot on 7/9/25. She just saw the 
order yesterday (8/11/25) and added it to the resident's POS;-She expected nurses to call and report 
non-compliance for dressing changes or non-weight bearing status to the physician;-When residents 
returned from appointments it was the responsibility of the receptionist to collect their paperwork and scan it. 
Then a copy is supposed to go to her, medical records, and the nurse;-It was the nurse's responsibility to 
enter any new order for residents after an appointment;-She expected the nurse to complete the wound care 
for residents, and not to have the residents complete it. During an interview on 8/13/25 at 11:31 A.M. the 
physician said the following:-He never received communication from the facility about Resident #10's 
dressing coming off in the night, that the resident would remove the dressing for showers, and that the 
resident refused a wheelchair to be non-weight bearing;-He would expect the resident to use a walker, 
wheelchair or whatever Resident #10 would use to be offloading on his/her right foot;-He never received 
communication from the facility about Resident #9 not being compliant offloading his/her left foot, why the 
resident did not make it to scheduled appointments, and why dressing changes were not completed;-He 
would expect the nursing staff to provide all wound care and not allow Resident #9 to clean his/her own 
wound;-The residents should not be allowed to leave the facility without dressings covering their feet;-There 
had been times when the residents' arrived at their appointments without a dressing covering their wounds. 
Resident #9 came to a few appointments without shoes on;-When the facility did not follow his wound care 
orders, the residents were at risk for infection and amputation. 2583338
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F 0742

Level of Harm - Actual harm

Residents Affected - Few

Based on observation, interview, and record review, the facility failed to ensure one resident with mental 
disorders (Resident #3) of 22 sampled residents, received individualized treatment and services to meet the 
resident's needs. The facility failed to implement interventions consistent with Resident #3's plan of care to 
address his/her behaviors and psychosocial needs. The resident refused medications off and on for a few 
months and became easily irritated and aggressive. This resulted in verbal and physical altercations with 
other residents. On 8/10/25, the resident threatened a staff member and another resident got involved. A 
physical altercation occurred between the two residents and Resident #3 sustained a fracture of the medial 
orbital wall (eye socket nearest the nose) on the right side. Staff failed to consistently identify the root cause 
for the resident's behaviors and implement interventions to meet the resident's psychosocial needs. The 
facility census was 174.Review of the facility policy Behavioral Health Services, dated 10/13/24, showed the 
following:-The purpose of the policy is to ensure all residents receive necessary behavioral health services to 
assist them in reaching and maintaining their highest level of mental and psychosocial functioning;-Mental 
disorder is a syndrome characterized by a clinically significant disturbance in an individual's cognition, 
emotion regulation, or behavior that reflects a dysfunction in the psychological, biological or developmental 
processes underlying mental functioning. Mental disorders are usually associated with significant distress or 
disability in social, occupational or other important activities;-Non-pharmacological intervention refers to 
approaches to care that do not involve medications, generally directed towards stabilizing and/or improving a 
resident's mental, physical, and psychosocial well-being;-Behavioral health encompasses a residents' whole 
emotional and mental well-being, which includes, but is not limited to, the prevention and treatment of mental 
and substance use disorders, psychosocial adjustment difficulty, and trauma or post-traumatic stress 
disorders;-The facility must ensure behavioral health services are provided;-The facility will ensure that 
necessary behavioral health care services are person-centered and reflect the resident's goals for care, 
while maximizing the resident's dignity, autonomy, privacy, socialization, independence, choice, and 
safety;-Conditions that are frequently seen in residents and may require the facility to provide specialized 
services and supports based upon residents' individual needs, include, but are not limited to depression, 
anxiety and anxiety disorders, schizophrenia (a serious mental illness that affects how a person thinks, feels, 
and behaves that can cause hallucinations, delusions and disorganized thinking including paranoia), and 
bipolar disorder (a disorder associated with episodes of mood swings ranging from depressive lows to manic 
highs);-The facility utilizes the comprehensive assessment process for identifying and assessing a resident's 
mental and psychosocial status and providing person-centered care. The assessment and care plan will 
include goals that are person-centered and individualized to reflect and maximize the resident's dignity, 
autonomy, privacy, socialization, independence, choice, and safety;-Staff will monitor the resident closely for 
expression or indication of distress, evaluate whether the resident's distress was attributable to their clinical 
condition and demonstrate that the change in behavior was unavoidable; assess and develop a 
person-centered care plan for concerns identified in the resident's assessment, share concerns with the 
Interdisciplinary Team (IDT) to determine underlying causes of mood and behavior changes, including 
differential diagnosis, accurately document the changes, including the frequency of occurrence and potential 
triggers in the resident's record, ensure appropriate follow up assessments if needed, and evaluate resident 
and care plan routinely to ensure the approaches are meeting the needs of the resident;-The care plan shall 
have interventions that are person-centered, evidence based, trauma informed, and in accordance with 
professional standards of practice;-Non-pharmacological interventions include exercise, individualizing sleep 
and dining routines, supporting the resident through meaningful activities that match his/her individual 
abilities, interests and needs, focusing the resident on activities that decrease stress and increase 
awareness of actual surroundings, such as familiar activities, offering verbal reassurance, especially in terms 
of keeping the resident safe and acknowledging the resident's experience is real to him/her, assisting 
residents with access to therapies, such as psychotherapy, behavior modification, cognitive behavioral 
therapy, and problem solving therapy, and providing support with skills related to verbal de-escalation, 
coping skills, and stress management. 1. Review of Resident #3's undated face sheet showed the resident 
had diagnoses that included insomnia (inability to sleep) due to other mental disorders, unspecified 
psychosis (a mental state where a person loses contact with reality, experiencing symptoms like 
hallucinations (seeing or hearing things not there) and delusions (false beliefs), along with disorganized 
thinking and speech) not due to a substance or known physiological condition, generalized anxiety disorder, 
major depressive disorder (a mood disorder that causes a persistent feeling of sadness and loss of interest), 
schizoaffective disorder, depressive type (a combination of symptoms of schizophrenia (a serious mental 
illness that affects how a person thinks, feels, and behaves) and mood disorder, such as depression). 
Review of the resident's Preadmission Screening and Resident Review (PASRR - a federally mandated 
screening process for individuals with serious mental illness and/or intellectual disability/developmental 
disability related diagnosis), dated 11/15/19, showed the following:-The resident had a serious mental 
illness;-The recommended services were to implement plans to change inappropriate behavior, provision of 
a structured environment, drug therapy and monitoring, and crises intervention services;-Current psychiatric 
diagnoses of schizophrenia and schizoaffective disorder;-The resident was put under guardianship when 
he/she tried to poison a family member and walked around with a machete;-The resident had sleep 
disturbances, decreased concentration, isolation, grandiosity, anhedonia (inability to experience joy or 
pleasure), intrusive thoughts, hallucinations, thought disorganization, thought blocking, delusions, and 
paranoia;-The resident did not make good decisions, did not follow complex directions, could not stay on task 
or complete assignments;-The resident was dependent on staff for medication monitoring;-The resident had 
very little insight and he/she was in complete denial of his/her issues;-The resident should be monitored in a 
skilled nursing facility for refusal of food, refusal of cooperativeness with activities of daily living (ADLs), 
increase isolative behaviors, anger outbursts, and an increase in paranoia/psychosis that may signal an 
exacerbation of his/her illness. Promptly report to the resident's psychiatrist;-The resident should be 
monitored for the following; medication administration, address, report and implement a plan to manage the 
resident's refusal or noncompliance;-A secured unit was recommended. Review of the resident's quarterly 
Minimum Data Sheet (MDS), a federally mandated assessment instrument required to be completed by 
facility staff, dated 4/13/25, showed the following:-The resident was cognitively intact;-The resident had 
moderate depression;-The resident had no verbal, physical or other behaviors toward others;-The resident 
had no delusions or hallucinations;-The resident did not reject cares. Review of the resident's Physician 
Order Sheet (POS) showed the following orders:-Ariprprazole 10 milligrams (mg) for schizophrenia two times 
a day at 7:00 A.M. and 4:00 P.M., start date 10/28/24;-Buspirone 20 mg for general anxiety three times a day 
at 7:00 A.M., 11:00 A.M., and 4:00 P.M., start date 10/28/24;-Melatonin 3mg for insomnia due to other 
mental disorders in the evening, start date 3/16/25; -Quetiapine 50 mg for schizophrenia in the evening, start 
date 3/16/25;-Trazodone 50 mg for insomnia due to other mental disorders in the evening, start date 3/16/25. 
Review of the resident's Psychiatric Nurse Practitioner's note, dated 6/28/25, showed the following:-The 
resident was seen for follow up management of schizophrenia and anxiety;-The resident refused medications 
per the staff and refused care at times;-The resident reported to the Psychiatric Nurse Practitioner he/she 
was poisoned at his/her last visit to the hospital. The resident was responding to internal stimuli;-The resident 
was anxious, irritable/angry;-The resident had increased hallucinations, worsened delusions, fair to good 
judgement and limited to poor insight. Review of the resident's Medication Administration Record (MAR), 
dated 7/14/25, showed the following:-The resident refused to take aripiprazole 10 mg at 7:00 A.M. and 4:00 
P.M.;-The resident refused to take buspirone 20 mg at 7:00 A.M., 11:00 A.M., and 4:00 P.M.;-The resident 
refused to take melatonin 3 mg at 5:00 P.M.;-The resident refused to take quetiapine 50 mg at 5:00 P.M.
;-The resident refused to take trazodone 50 mg at 5:00 P.M. There was no documentation in the resident's 
medical record staff notified the physician the resident refused medication. Review of the resident's progress 
note, dated 7/17/25, showed the resident did not exhibit any behaviors. Review of the resident's progress 
note, dated 7/19/25, showed the following:-A behavior symptoms and cognitive performance was 
completed;-The resident did not have hallucinations or delusions;-The resident did not display physical, 
verbal, or other behaviors towards others;-The resident did not reject any care;-The resident's current 
behavior was the same as it usually was. Review of the resident's MAR, dated 7/20/25, showed the 
following:-The resident refused to take aripiprazole 10 mg at 7:00 A.M. and 4:00 P.M.;-The resident refused 
to take buspirone 20 mg at 7:00 A.M., 11:00 A.M., and 4:00 P.M.;-The resident refused to take melatonin 3 
mg at 5:00 P.M.;-The resident refused to take quetiapine 50 mg at 5:00 P.M.;-The resident refused to take 
trazodone 50 mg at 5:00 P.M. There was no documentation in the resident's medical record staff notified the 
physician the resident refused medication. Review of the resident's progress note, dated 7/22/25, showed 
the following:-The staff heard the resident yelling at his/her roommate in their room;-Staff responded 
immediately. The roommate sat on his/her bed and Resident #3 said the roommate stood at his/her 
bedside;-A proactive Code [NAME] (an overhead page that alerted staff a resident was having a behavioral 
emergency) was called because Resident #3 continued to yell and scream;-Resident #3 and his/her 
roommate were separated. Resident #3 was calmed down by staff. The roommate requested to move to 
another room;-No further concerns and no physical contact were made by either resident;-There was no 
documentation staff notified the Director of Nursing (DON), Administrator, physician, or guardian. Review of 
the resident's MAR, dated 7/23/25, showed the following:-The resident refused to take aripiprazole 10 mg at 
7:00 A.M. and 4:00 P.M.;-The resident refused to take buspirone 20 mg at 7:00 A.M., 11:00 A.M., and 4:00 P.
M.;-The resident refused to take melatonin 3 mg at 5:00 P.M.;-The resident refused to take quetiapine 50 mg 
at 5:00 P.M.;-The resident refused to take trazodone 50 mg at 5:00 P.M. There was no documentation in the 
resident's medical record staff notified the physician the resident refused medication. Review of the 
resident's MAR, dated 7/24/25, showed the following:-The resident refused to take aripiprazole 10 mg at 7:00 
A.M. and 4:00 P.M.;-The resident refused to take buspirone 20 mg at 7:00 A.M., 11:00 A.M., and 4:00 P.M.
;-The resident refused to take melatonin 3 mg at 5:00 P.M.;-The resident refused to take quetiapine 50 mg at 
5:00 P.M.;-The resident refused to take trazodone 50 mg at 5:00 P.M. There was no documentation in the 
resident's medical record staff notified the physician the resident refused medication. Review of the 
resident's progress note, dated 7/26/25 at 4:38 A.M., showed the following:-A behavior symptom and 
cognitive performance was completed;-The resident did not have hallucinations or delusions;-The resident 
did not display physical, verbal, or other behaviors towards others;-The resident did not reject any care;-The 
resident's current behavior was the same as it usually was. Review of the resident's progress note, dated 
7/26/25 at 3:00 P.M., showed the following:-A Code [NAME] was called about 3:00 P.M.;-Resident #3 made 
verbal threats towards another resident because the other resident stared at Resident #3 and then he/she 
pushed the other resident;-The two residents were separated;-Resident #3 was redirected but he/she made 
delusional and irrational statements, had a loss of cognitive thought, paced back and forth, and continued to 
make verbal threats toward the other resident;-The psychiatric physician was called, and an order obtained 
to send the resident to the hospital for evaluation;-The resident left the facility about 6:00 P.M. Review of the 
resident's progress notes showed no documentation the resident returned to the facility, or if there were any 
new orders received, that staff completed an assessment of the resident or staff provided any additional 
monitoring of the resident upon return to the facility. Review of the resident's progress note, dated 7/27/25 at 
11:13 A.M., showed the resident refused to meet with the Interdisciplinary Team (IDT) and no other attempts 
were made to meet with the resident. Review of the resident's MAR, dated 7/28/25, showed the 
following:-The resident refused to take aripiprazole 10 mg at 7:00 A.M. and 4:00 P.M.;-The resident refused 
to take buspirone 20 mg at 7:00 A.M., 11:00 A.M., and 4:00 P.M.;-The resident refused to take melatonin 3 
mg at 5:00 P.M.;-The resident refused to take quetiapine 50 mg at 5:00 P.M.;-The resident refused to take 
trazodone 50 mg at 5:00 P.M. There was no documentation in the resident's medical record the staff notified 
the physician resident refused medication. Review of the resident's care plan, dated 7/30/25, showed the 
following:-The resident displayed impaired thought process related to mental illness;-Administer medications 
as ordered;-Intensive monitoring per unit protocol to ensure protective oversight;-Physician/psychological 
consult as needed;-Provide one-on-one visits as needed/requested for verbalization of feelings and concerns 
related to room, roommate, unit, and placement and attempt to resolve areas of upset promptly as 
needed/able;-The resident was at risk for alteration in mood/behavior related to schizophrenia. He/She had a 
history of auditory and visual hallucinations, delusional thoughts that his/her food was being poisoned, 
paranoid/angry, physically threatening, poor hygiene and medication noncompliance;-Attempt to redirect 
negative behavior to more positive behavior choices;-Monitor mood/behavior changes, report to physician as 
needed;-Notify guardian, physician, administration if behavioral emergencies occur;-The resident preferred 
morning medications administered at 11:00 A.M., evening medications administered at 4:00 P.M. and 
evening medications administered at 11:00 P.M.;-The resident had a history of behavioral challenges that 
require protective oversight in a secure setting;-Coping skills were sleeping, watching TV, and listening to 
music;-Non-pharmacological interventions were one-on-one as needed, listening to music, Xbox, outdoor 
activities, alone time in his/her room, and smoking;-Pharmaceutical interventions as needed;-The resident's 
safety plan included: warning signs are starting to get angry, review medications with the resident to ensure 
he/she understood what medication he/she took and why, review the symptoms of his/her diagnoses to 
ensure that the resident understood them and may be able to identify them, review the resident's diagnosis 
and provide education if he/she didn't understand, movies are a distraction and a method of comfort, the 
resident liked to read to expand his/her learning and work toward goals, exercising worked in the past during 
a crisis moment;-Closely watch the resident for signs of anxiety and act before he/she lost control;-Staff 
should avoid the following triggers; too much stimuli, yelling, verbal threats from peers, being told no, taking 
accountability, being told what to do, and having to clean his/her room;-The resident displayed 
manifestations of behaviors related to his/her schizophrenia that may create disturbances that affect 
others;-Assist the resident to address the root cause of change in his/her behavior or mood as 
needed;-Resident was listed as part of the focus interviews with administration; Review of the resident's 
progress note, dated 7/31/25 showed the following:-A proactive Code [NAME] was called;-Resident #3 was 
upset with another resident about a lost speaker and a phone that Resident #3 had traded;-Environmental 
rounds were completed and the phone and speaker found and given back to Resident #3;-No more 
concerns;-There was no documentation staff notified the DON, Administrator, physician, or guardian. Review 
of the resident's progress note, dated 8/1/25, showed the following:-During a care plan meeting the resident 
walked out of the meeting because he/she did not get approved to leave the facility;-There was no 
documentation staff attempted to talk to the resident about being upset or attempted to help the resident 
calm down and use his/her coping skills. Review of the resident's MAR, dated 8/1/25, showed the 
following:-The resident refused to take aripiprazole 10 mg at 7:00 A.M. and 4:00 P.M.;-The resident refused 
to take buspirone 20 mg at 7:00 A.M., 11:00 A.M., and 4:00 P.M.;-The resident refused to take melatonin 3 
mg at 5:00 P.M.;-The resident refused to take quetiapine 50 mg at 5:00 P.M.;-The resident refused to take 
trazodone 50 mg at 5:00 P.M. There was no documentation in the resident's medical record staff notified the 
physician the resident refused medication. Review of the resident's progress note, dated 8/2/25, showed the 
following:-A behavior symptom and cognitive performance was completed;-The resident did not have 
hallucinations or delusions;-The resident did not display physical, verbal, or other behaviors towards 
others;-The resident did not reject any care;-The resident's current behavior was the same as it usually was. 
Review of the resident's MAR, dated 8/2/25, showed the following:-The resident refused to take aripiprazole 
10 mg at 7:00 A.M. and 4:00 P.M.;-The resident refused to take buspirone 20 mg at 4:00 P.M.;-The resident 
refused to take melatonin 3 mg at 5:00 P.M.;-The resident refused to take quetiapine 50 mg at 5:00 P.M.
;-The resident refused to take trazodone 50 mg at 5:00 P.M. There was no documentation in the resident's 
medical record staff notified the physician the resident refused medication. Review of the resident's MAR 
dated 8/5/25, showed the following:-Aripiprazole was on order and not available for administration; -The 
resident refused to take buspirone 20 mg at 11:00 A.M. There was no documentation in the resident's 
medical record staff notified the physician the resident refused medication. Review of the resident's MAR, 
dated 8/6/25, showed the following:-The resident refused to take aripiprazole 10 mg at 7:00 A.M. and 4:00 P.
M.;-The resident refused to take buspirone 20 mg at 7:00 A.M., 11:00 A.M., and 4:00 P.M.;-The resident 
refused to take melatonin 3 mg at 5:00 P.M.;-The resident refused to take quetiapine 50 mg at 5:00 P.M.
;-The resident refused to take trazodone 50 mg at 5:00 P.M. There was no documentation in the resident's 
medical record staff notified the physician the resident refused medication. Review of the resident's progress 
note, entered on 8/13/25 at 4:25 A.M. as a late entry, for a Code [NAME] that occurred on 8/7/25, showed 
the following: -Licensed Practical Nurse (LPN) C responded to a Code [NAME] for Resident #3;-When LPN 
C arrived, Resident #3 paced on the hall and the other resident was behind closed double doors in the 
TV/dining room;-LPN C tried to calm Resident #3 down. Resident #3 was upset because the other resident 
changed the channel on the TV;-Resident #3 yelled at staff, went to his/her room, and slammed the 
door;-Ten minutes later Resident #3 was in the dining room to eat dinner and showed no aggression;-There 
was no documentation staff notified the DON, Administrator, physician, or guardian. Review of the resident's 
progress notes, dated 8/7/25 at 4:40 P.M. as a late entry, showed the following:-Resident #3 was the 
aggressor in an incident;-Staff asked the resident if he/she felt safe, and the resident said yea;-Staff asked 
the resident if he/she needed to talk with someone, and the resident said no;-Staff asked the resident if 
he/she could name at least one staff member the resident felt safe to share his/her thoughts and the resident 
said none of you;-Staff asked the resident if he/she had any aftereffects from the incident and the resident 
said No, leave me alone. I am going to my room;-Staff asked the resident if he/she had any other 
needs/items that he/she would like addressed and the resident said no. Review of the resident's MAR, dated 
8/7/25, showed the following: -The resident refused to take aripiprazole 10 mg at 7:00 A.M.;-The resident 
refused to take buspirone 20 mg at 7:00 A.M., 11:00 A.M.;-The resident refused to take melatonin 3 mg at 
5:00 P.M.;-The resident refused to take quetiapine 50 mg at 5:00 P.M.;-The resident refused to take 
trazodone 50 mg at 5:00 P.M. There was no documentation in the resident's medical record staff notified the 
physician the resident refused medication. Review of the resident's progress note, dated 8/8/25, showed the 
following:-A behavior symptoms and cognitive performance was completed;-The resident did not have 
hallucinations or delusions;-The resident did not display physical, verbal, or other behaviors towards 
others;-The resident did not reject any care;-The resident's current behavior was the same as it usually was. 
Review of the resident's MAR, dated 8/8/25, showed the following:-The resident refused to take aripiprazole 
10 mg at 7:00 A.M. and 4:00 P.M.;-The resident refused to take buspirone 20 mg at 7:00 A.M., 11:00 A.M., 
and 4:00 P.M.;-The resident refused to take melatonin 3 mg at 5:00 P.M.;-The resident refused to take 
quetiapine 50 mg at 5:00 P.M.;-The resident refused to take Trazodone 50 mg at 5:00 P.M. There was no 
documentation in the resident's medical record staff notified the physician the resident refused medication. 
Review of the resident's MAR, dated 8/9/25, showed the following:-The resident refused to take aripiprazole 
10 mg at 7:00 A.M. and 4:00 P.M.;-The resident refused to take buspirone 20 mg at 7:00 A.M., 11:00 A.M., 
and 4:00 P.M.;-The resident refused to take melatonin 3 mg at 5:00 P.M.;-The resident refused to take 
quetiapine 50 mg at 5:00 P.M.;-The resident refused to take trazodone 50 mg at 5:00 P.M. There was no 
documentation in the resident's medical record staff notified the physician the resident refused medication. 
Review of the resident's progress note, dated 8/10/25, showed the following:-A Code [NAME] was called on 
Resident #3;-Resident #3 threatened CMT R and said he/she was going to hit CMT R and walked towards 
the CMT;-Resident #4 told Resident #3 to calm down and that is when Resident #3 went towards Resident 
#4 and swung at him/her. Resident #3 did not make contact with Resident #4. Resident #4 swung and hit 
Resident #3 in the right eye;-Resident #4 was escorted off the hall;-Resident #3 was assessed but refused a 
complete skin assessment;-Resident #3 was sent to the hospital about 3:30 P.M. for a psychiatric evaluation. 
Review of the resident's Psychiatric Nurse Practitioner's note, dated 8/10/25, showed the following:-The 
resident was seen for follow up management of schizophrenia and anxiety;-The resident was paranoid, 
delusional, physically aggressive and refused medications;-The resident denied mental illness diagnosis, 
reported no insight into his/her psychiatric condition and was a poor historian;-During evaluation the resident 
responded to internal stimuli and displayed overt paranoia and delusional thinking;-After the Psychiatric 
Nurse Practitioner left the resident's unit, staff reported Resident #3 approached Certified Medication 
Technician (CMT) R in an aggressive manner. The resident yelled and accused CMT R of poisoning another 
resident;-Another resident attempted to de-escalate the situation and Resident #3 swung at the other 
resident. The other resident swung and hit Resident #3 above the right, upper eyelid;-Due to continued acute 
psychosis, poor insight, noncompliance with medication, and escalating aggression toward staff and 
residents, Resident #3 was transferred to the hospital for further stabilization;-The resident's refusal of all 
prescription medications contributed to an acute psychiatric decompensation. His/Her current symptoms 
were paranoia, delusions, responding to internal stimuli, and impaired judgement;-The resident's conditions 
and symptoms showed imminent intent (a situation where there's a significant possibility that serious physical 
or mental harm, death, or severe injury could occur at any moment), increasing hallucination, worsened 
delusions, and deterioration. Review of the resident's hospital discharge note, dated 8/10/25 at 5:59 P.M. 
showed the resident had a fracture of the medial orbital wall (eye socket nearest the nose) on the right side. 
Review of the resident's MAR, dated 8/10/25, showed the following:-The resident refused to take aripiprazole 
10 mg at 7:00 A.M. and 4:00 P.M.;-The resident refused to take buspirone 20 mg at 11:00 A.M., and 4:00 P.
M.;-The resident refused to take melatonin 3 mg at 5:00 P.M.;-The resident refused to take quetiapine 50 mg 
at 5:00 P.M.;-The resident refused to take trazodone 50 mg at 5:00 P.M. There was no documentation in the 
resident's medical record staff notified the physician the resident refused medication. Review of the 
resident's progress note, dated 8/11/25 at 2:00 A.M., showed the resident returned to the facility. The 
hospital reported a fracture to the resident's right orbital lobe (eye socket). Review of the resident's progress 
note, dated 8/11/25 at 9:36 A.M., showed the following:-The DON spoke with the resident about medication 
refusals and the incident from the weekend;-The resident's right eye was purple and swollen;-The resident 
was calm when the DON educated him/her on the importance of taking his/her medication;-The resident did 
not make sense when he/she answered the DON's questions;-The DON asked the resident to take his/her 
morning medication and the resident said he/she did not need to take them all the time because there was 
nothing wrong with him/her and he/she had no psychological issues;-The resident stopped talking to the 
DON. Review of the resident's progress note, dated 8/11/25 at 11:36 A.M., showed the resident was sexually 
inappropriate with the couch and was educated on appropriate behavior. Review of the resident's progress 
note, dated 8/11/25 at 12:49 P.M., showed the guardian was notified by email and in person of the resident's 
medication refusals. Review of the resident's progress note, dated 8/11/25 at 3:30 P.M., showed the 
following:-Resident #3 was the aggressor in an incident;-Staff asked the resident if he/she felt safe, and the 
resident refused to answer;-Staff asked the resident if he/she needed to talk with someone, and the resident 
refused to answer;-Staff asked the resident if he/she could name at least one staff member the resident felt 
safe to share his/her thoughts and the resident said leave me alone;-Staff asked the resident if he/she had 
any aftereffects from the incident and the resident said leave me alone;-Staff asked the resident if he/she 
had any other needs/items that he/she would like addressed and the resident said, leave me alone. Review 
of the resident's progress note, dated 8/11/25 at 3:34 P.M., showed the following:-The IDT attempted to meet 
with the resident about the incident that took place with him/her and Resident #4 and Resident #3's 
medication refusals;-Resident #3 told the IDT he/she did not have any psychological diagnoses and 
therefore he/she did not need any medication;-The facility will continue to attempt medication administration. 
Review of the resident's care plan, dated 8/11/25, showed the following:-The resident had a physical 
altercation where he/she was the aggressor;-The resident was one-on-one until he/she was sent to the 
hospital;-Allowed time for resident to vent and verbalize feelings;-The resident was educated on appropriate 
behavior and social skills;-The resident randomly refused medications, not with a particular staff member. 
He/She said they poison him/her and the resident only needed to take them sometimes because he/she was 
not a psychotic. The resident said the physician said he/she did not have to take his/her medications;-The 
resident was offered counseling and refused;-No as needed medications were utilized. Observation of 
Resident #3 on 8/11/25 at 3:58 P.M. showed the following:-The resident had a swollen right eye with purple 
bruising extending around his/her eye, to above the eyebrow and onto his/her nose;-The resident had about 
a quarter inch size cut on his/her left lower lip. During an interview on 8/11/25 at 3:58 P.M., Resident #3 said 
the following:-He/She tried to turn in an inhaler to CMT R;-CMT R got upset because he/she knew a 
physician wouldn't let CMT R touch the inhaler;-Resident #4 hit him/her in the face and Resident #4's twin 
stepped on his/her belly and tried to rip it open (Resident #4 did not have a twin in the facility). Review of the 
resident's MAR, dated 8/11/25, showed the following:-The resident refused to take aripiprazole 10 mg at 7:00 
A.M. and 4:00 P.M.;-The resident refused to take buspirone 20 mg at 7:00 A.M., 11:00 A.M., and 4:00 P.M.
;-The resident refused to take melatonin 3 mg at 5:00 P.M.;-The resident refused to take quetiapine 50 mg at 
5:00 P.M.;-The resident refused to take trazodone 50 mg at 5:00 P.M. There was no documentation in the 
resident's medical record the staff notified physician the resident refused medication. Review of the 
resident's progress note, dated 8/12/25 at 11:07 A.M., showed the following:-The IDT met with the 
resident;-The resident expressed delusions. Review of the resident's MAR, dated 8/12/25, showed the 
following:-The resident refused to take aripiprazole 10 mg at 7:00 A.M.;-The resident refused to take 
buspirone 20 mg at 7:00 A.M., 11:00 A.M. Review of the resident's progress note, dated 8/12/25 at 2:50 P.M.
, showed the following:-The facility received notice the resident was accepted for an inpatient psychological 
evaluation;-Staff informed the resident and he/she immediately became aggressive. The resident was very 
delusional and talked in different voices;-The resident did finally agree to go to the hospital and left with a 
driver and two other staff members. During an interview on 8/12/25 at 9:34 A.M. Resident #4 said the 
following:-He/She and Resident #3 had each other by the shirt and swung at each other;-He/She hit 
Resident #3;-He/She did not have a problem with Resident #3, he/she just defended himself/herself. During 
an interview on 8/13/25 at 8:30 A.M. Nursing Assistant (NA)/Housekeeper I said the following:-Resident #3 
has cussed NA I out and not let him/her clean Resident #3's room;-When Resident #3 did not take his/her 
medications, he/she yelled, cussed, would not let housekeeping clean his/her room and walked down the 
hallway and randomly hit others. During an interview on 8/13/25 at 8:41 NA H said the following:-Resident #3 
acted aggressive and snapped at the littlest of things on 8/4/25;-Resident #3 got upset when Resident #15 
kept changing the channel on the TV;-Resident #14 stood up and took off his/her jacket and Resident #3 
thought Resident #14 was going to hit him/her;-NA S walked Resident #14 to his/her room and Resident #3 
followed but nothing happened between them;-Resident [TRUNCATED]
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to use appropriate infection control procedures for 
hand hygiene to prevent the spread of bacteria or other infections for two residents (Resident #9 and 
Resident #10) in a review of 22 sampled residents. Staff failed to utilize the appropriate personal protective 
equipment (PPE), including gowns, when providing care for Residents #9 and #10 who required Enhanced 
Barrier Precautions (EBP, an infection control intervention designed to reduce transmission of 
multi-drug-resistant organisms (MDROs) that employs targeted gown and glove use during high contact 
resident care activities). The facility also failed to post EBP signage outside the door and provide PPE near 
the room for one sampled resident (Resident #9). The facility census was 174. Based on observation, 
interview and record review, the facility failed to use appropriate infection control procedures for hand 
hygiene to prevent the spread of bacteria or other infections for two residents (Resident #9 and Resident 
#10) in a review of 22 sampled residents. Staff failed to utilize the appropriate personal protective equipment 
(PPE), including gowns, when providing care for Residents #9 and #10 who required Enhanced Barrier 
Precautions (EBP, an infection control intervention designed to reduce transmission of multi-drug-resistant 
organisms (MDROs) that employs targeted gown and glove use during high contact resident care activities). 
The facility also failed to post EBP signage outside the door and provide PPE near the room for one sampled 
resident (Resident #9). The facility census was 174. Review of the facility's policy Enhanced Barrier 
Precautions, dated 5/18/24, showed the following:-It is the policy of the facility to implement enhanced barrier 
precautions (EBP) for the prevention of transmission of multidrug-resistant organisms (MDROs);-Standard 
precautions are used with all residents, such as hand hygiene, cleaning equipment, and proper injection 
procedures. Personal protective equipment (PPE) is used as part of standard precautions when there is an 
expectation of possible exposure to infectious material;-Contact precautions are used to prevent the spread 
of germs by contact from an individual with known or suspected infection;-EPB is a strategy in nursing 
homes to decrease transmission of Center for Disease Control and Prevention (CDC) targeted and 
epidemiologically important MDROs when contact precautions do not apply. EBP uses PPE and 
recommends gown and glove use for certain residents during specific high-contact resident care activities 
associated with MDRO transmission. EBP expands the use of PPE beyond situations in which exposure to 
blood and body fluids is anticipated. EBP uses gowns and gloves during high-contact resident care activities 
that provide opportunities for transfer of MDROs to staff hands and clothing. EBP does not involve resident 
room restriction;-All staff receive training on EPB upon hire and at least annually and are expected to comply 
with all designated precautions;-All staff receive training on high risk activities and common organisms that 
require enhanced barrier precautions;-Wounds that require EBP are chronic wounds, including, but not 
limited to pressure ulcers, diabetic foot ulcers, unhealed surgical wounds, and venous stasis ulcers. These 
are wounds that generally require a dressing. Any wound care requires EBP;-Make gowns and gloves 
available immediately near or outside of the resident's room. Review of the facility's policy Hand Hygiene, 
dated 6/26/24, showed the following:-All staff will perform proper hand hygiene procedures to prevent the 
spread of infection to other personnel, residents, and visitors;-Hand hygiene is a general term for cleaning 
your hands by handwashing with soap and water or the use of an antiseptic hand rub, also known as alcohol 
based hand rub (ABHR);-Staff will perform hand hygiene when indicated, using proper technique consistent 
with accepted standards of practice;-The use of gloves does not replace hand hygiene. If your task requires 
gloves, perform hand hygiene prior to donning gloves, and immediately after removing gloves. 1. Review of 
Resident #9's undated Face Sheet showed the resident had diagnoses that included pressure ulcer 
(localized skin and soft tissue injuries that develop due to prolonged pressure exerted over specific areas of 
the body, typically bony areas of the body) of left heel, chronic osteomyelitis (bone infection), unspecified 
site, methicillin resistant staphylococcus aureus infection (MRSA, a bacteria that causes infections in 
different parts of the body, the most common being the skin and subcutaneous tissues, that are resistant to 
many antibiotics and is spread by contact and can be followed by invasive infections like osteomyelitis). 
Review of the resident's Care Plan, dated 7/2/25, showed the following:-The resident had osteomyelitis 
(infection of the bone);-The resident had a venous/stasis ulcer to the left heel. Observation on 8/11/25 and 
8/12/25 showed the resident's room did not have Enhanced Barrier Protection signage or a PPE cart outside 
the resident's room throughout either day. Observation on 8/12/25 at 9:05 A.M. of Resident #9's left foot 
showed the following:-The resident's left foot had a gauze dressing from his/her ankle to the middle of his/her 
foot;-The dressing was brown with drainage and brown and black debris;-The exposed part of his/her foot 
was brown with dirt;-The resident's toes and left mid foot were not covered with a dressing. The wound in the 
middle of his/her left foot had dried packing stuck to the bottom of his/her dirty foot; -The resident's left great 
toe was swollen and purple. During an interview on 8/12/25 at 10:23 A.M. and 3:10 P.M. Licensed Practical 
Nurse (LPN) A said the following:-Resident #9 did not have an EBP sign on his/her door;-He/She did not feel 
the resident should have EBP signage because the resident's wounds were not draining or bleeding. 
Observation on 8/13/25 at 8:58 A.M. of wound care provided by Registered Nurse (RN) B for Resident #9 
showed the following:-RN B entered Resident #9's room. RN B donned gloves without washing 
hands;-Resident #9 sat on the side of the bed and crossed his/her left leg over the right leg;-RN B removed 
the soiled dressing from the resident's left foot. The dressing was brown from drainage on the bottom of 
his/her heel;-RN B removed soiled gloves, washed his/her hands, and opened supplies;-RN B donned clean 
gloves, sprayed wound cleanser on 4x4 pieces of gauze and handed them to the resident. The resident had 
not washed his/her hands and did not wear gloves;-The resident used the gauze with his/her unwashed 
hands to clean his/her left heel wound. The resident wiped around the wound, in the wound, and then around 
the wound again. The gauze was then thrown in the trash;-RN B sprayed wound cleanser on 4x4 pieces of 
gauze and cleaned the resident's left great toe and threw the gauze away;-RN B removed the soiled gloves 
and donned clean gloves without washing his/her hands;-RN B applied calcium alginate to the left heel 
wound, applied an ABD pad and then used rolled kerlix to wrap the entire left foot. During an interview on 
8/12/25 at 10:07 and 8/13/25 at 8:58 A.M. RN B said the following:-He/She let the resident clean his/her own 
wound;-There used to be PPE outside the resident's room but the supplies could be used by other residents 
to self-harm, so they were removed;-Because the PPE was not outside the resident's room RN B did not 
wear it;-They could keep the PPE at the nurse's station and he/she could retrieve it each time for care but 
he/she did not do that;-The way the resident sat on the edge of his/her bed and because the drainage from 
the wound was not dripping RN B felt it was okay to not wear a gown;-He/She probably should have worn a 
gown. 2. Review of Resident #10's undated Face Sheet showed the following:-The resident had diagnoses 
that included diabetes (a condition that happens when your blood sugar is too high) with foot ulcer, sepsis (a 
potentially life-threatening condition that occurs when the body's response to an infection damages its own 
tissues) and cellulitis (a deep infection of the skin caused by bacteria) of unspecified part of limb.Review of 
the resident's quarterly MDS, dated [DATE], showed the resident had one unstageable pressure ulcer 
(unstageable due to coverage the wound bed had of slough (dead usually light colored, soft, moist, and 
stringy) and/or eschar (thick leathery, frequently black or brown in color, dead tissue). Review of the 
resident's Care Plan, dated 6/13/25, showed the following:-The resident had limited physical mobility related 
to his/her left foot amputation;-The resident had infection of the left foot related to gangrene (death of body 
tissue due to a lack of blood flow or a serious bacterial infection)/sepsis;-The resident had actual impairment 
to his/her skin integrity of the left foot status post amputation;-No evidence of staff documentation related to 
the resident's right foot ulcer. Observation on 8/12/25 at 10:23 A.M. of wound care provided by Licensed 
Practical Nurse (LPN) A for Resident #10 showed the following:-LPN A entered Resident #10's room. 
He/She did not wash his/her hands before he/she donned clean gloves;-LPN A placed wound supplies on 
top of the resident's bedspread without a clean barrier;-LPN A picked up scissors off the resident's 
bedspread and used them to cut Vaseline gauze (a fine mesh, absorbent gauze impregnated with white 
petrolatum) before applying it to the resident's wound on the resident's right foot;-LPN A did not wash his/her 
hands or change his/her gloves. He/She used dry gauze to wipe off the wound on the resident's left foot. 
During an interview on 8/12/25 at 10:23 A.M. LPN A said the following:-Enhanced Barrier Precautions 
signage was posted because of Resident #10's foot wounds;-He/She did not wear a gown when he/she 
provided wound care for the resident;-The facility did not always provide gowns for the staff;-LPN A should 
have worn a gown to provide wound care;-LPN A looked through the personal Protective Equipment (PPE) 
cart outside the resident's room and said there were no gowns in the cart;-LPN A pulled out a white package 
on the cart and said they were XXL gowns and too large for him/her. During an interview on 8/12/25 at 3:15 
P.M. the Director of Nursing (DON) said the following:-Resident #9 should have EBP signage and PPE 
outside his/her door/room;-Resident #9 moved rooms and the sign must not have gone with him/her;-Staff 
should wear gowns and gloves when providing wound care to residents;-She expected the nurse to complete 
the wound care for residents, and not have the resident complete.2583338
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