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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and
serve food in accordance with professional standards.
Level of Harm - Minimal harm

or potential for actual harm Based on observation, interview, and record review, the facility failed to store and distribute food
under sanitary conditions, increasing the risk of cross-contamination and food-borne iliness. This had
Residents Affected - Many the potential to affect all residents. The facility census was 54.Review of the facility's policy titled,

Dietary - Receiving and Storing Food and Supplies, revised June 2023, showed: Do not accept and
return to the supplier, any item that is: Not what was ordered, dented, rusty, damaged cans;Dented or
bulging cans shall be placed on Damaged Goods Shelf and returned for credit;All products shall be
dated upon receipt or when they are prepared, use date shall be marked on all food containers
according to the timetable in the Dry, Refrigerated and Freezer Storage Chart found in this
section;Storage area shall be easily accessible for receiving new items, the walls, ceiling, and floor
shall be maintained in good repair and regularly cleaned, the area should be well lit and ventilated, the
temperature shall be in the range of 50 degrees Fahrenheit ( F) to 70 F;Shelving shall be sturdy and
provided with a surface which is smooth and easily cleaned. Shelving shall be mounted at least 6
inches (in.) from the floor and 18 in. from the ceiling;All foods shall be stored away from the walls and
off the floor;Any opened products shall be placed in seamless plastic or glass containers with
tight-fitting lids or Ziploc bags. Open products may also be sealed utilizing plastic film or tape;Label
and date all storage containers as follows, the received date should already be on it, date opened,
date the item expires;Check for pest infestation regularly. There shall be a monthly pest control
program in place. Review of the facility's policy titled, Dietary - Equipment Operations, Infection
Control, and Sanitation Policy, revised February 2024, showed: The dietary staff shall maintain the
sanitation of the Dietary Department through compliance with written, comprehensive cleaning
schedules developed for the facility by the Dietary Manager;All surfaces and equipment shall be
washed with a sanitizing solution;After each meal remove debris and rinse interior of machine, wipe
exertion of machine, dry and polish with cloth;Weekly clean dish machine interior and exterior with
de-liming solution; The concentration of the sanitary solution during the rinse cycle is 200 parts per
million (ppm) on low temperature dish machines;Cleanup dishwasher and sanitize counter areas, walls
and all dish room work areas sink exterior, legs, make certain all equipment is turned off, water
drained, dish room is clean and sanitized before leaving outside of dish machine, spray all areas of
dish machine's exterior and all pipe areas with de-liming solution let stand for 10 minutes, scrub
stainless steel, scrub pipes with green scouring pad, rinse exterior and pipe areas thoroughly with
clear water, dry surface with clean cloth and apply stainless steel polish;Garbage and trashcans, all
food waste must be placed in covered garbage and trash cans;lce machine sanitation of equipment,
wash exterior of machine daily, use sanitizing solution and clean cloth, allow to air dry, remove ice
and wash inside machine monthly, use sanitizing solution and clean cloth allow to air dry;Wipe down
microwave oven daily inside with special attention to inside of oven door to provide adequate seal to
prevent microwave leakage;Wipe up spills on shelves, sides, and floor of refrigerator daily;Walls and
ceilings must be free of chipped and/or peeling paint;Walls and ceilings must be washed thoroughly at
least twice a year, heavily soiled surfaces must be cleaned more frequently and as required, it is
important to repair peeling paint areas as soon as they appear, the type of surface will determine the
(continued on next page)
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Level of Harm - Minimal harm
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Residents Affected - Many

type of detergent and cleaning method, painted walls and ceilings shall be washed with a mild
detergent solution, rinsed using a clean cloth, and dried to eliminate streaking; ceramic tile, stainless
steel, and other surfaces must be cleaned according to product. 1. Observation on 07/28/25 at 10:00
A.M., and 07/29/25 at 2:00 P.M., of the kitchen showed:Water temperature checked at 100 F and not
within the accepted range of no less 110 F at the three compartment manual dishwashing sinks;
Room temperature of 84 F;Sewer gas odor near the reach-in refrigerators and staff
bathroom;Commercial dishwasher liquid did not register on the chemical test strip; A window
air-conditioner unit with approximately 1 in. by 2 foot (ft.) unsealed gaps around three edges;The floor
below the reach-in freezer, reach-in refrigerator, range, and ice machine with scattered debris, oily
film, and brown grime;The ice machine with a white build up on the exterior surfaces and black grime
on the interior plastic surface;The commercial style can opener with an oily film on the blade;The
reach-in refrigerator with scattered food debris on the food shelves;The microwave oven interior with
food debris build-up and a 1 in. diameter chipped surface along the top surface;The dishwasher with
white build up on the exterior surfaces;The floor and plumbing pipes below the dishwashing area
counters and three compartment sinks with scattered debris, oily film, and brown grime build-up;One
rolling cart with four uncovered trays of individual dessert gelatin bake cups;Three trays contained 28
uncovered individual milk and lemonade cups;Four approximately 12 in. x 12 in. ceiling diffuser (one of
the few visible parts of an air conditioning system) with dust buildup and a brown substance on the
front exterior surfaces near the food shelves;A 4 ft. cracked plastic light fixture cover above the
steam table;A 4 in. non-intact wall section without a baseboard. 2. Observation on 07/28/25 at 10:10
A.M., and 07/29/25 at 2:10 P.M., of the dry food storage area showed:A 3 quart (qt.) fruit pie filling
can with a 3 in. dent near the bottom edge, dated 10/20/24 and received 07/09/25; An opened 25
pound (Ib.) cardboard box of instant food and beverage thickening powder, dated 07/16/25, with an
unsealed plastic liner lay on the food shelf approximately 4 in. off the floor;A partially full 5 gallon
(gal.) clear plastic storage bin with oatmeal, undated or labeled, lay on the metal shelving;Scattered
food debris lay on the floor and along the walls below the food shelves;An opened and loosely folded
50 Ib. brown paper sack with oatmeal, dated 07/06/25, lay less than 4 in. from the floor on the bottom
food shelf;Painted wooden shelves with scuffed and peeled surfaces, scattered food debris, and a
bottom shelf approximately 4 in. above the floor. During an interview on 07/29/25 at 2:40 P.M., the
Maintenance Director said he/she was aware of the sewer gas odor in the kitchen and used drain
cleaner on the floor drain in the staff restroom. The dishwasher currently was not working properly,
and the service company had been called to make repairs. The air conditioner thermostat was not
showing an accurate room temperature, and it was closer to 84 degrees in the kitchen. The air
conditioner repair service would replace the thermostat, but the vents were blowing cold air and
would need to be cleaned. The wall section near the can opener would need to be repaired, and there
was grime build up on the floor that would need to be cleaned. During an interview on 07/29/25 at
3:00 P.M., the Dietary Manager said he/she was aware of the sewer gas odor near the back of the
kitchen it has been a problem since pipes were backed up in the winter. The air conditioner has not
been cooling the kitchen down very well and the floors will need to be cleaned. The individual foods
should not be left uncovered and there should not have been a dented food can or unlabeled foods in
the dry storage, but it may have been overlooked. The refrigerator and ice machine should have been
kept clean. During an interview on 07/29/25 at 3:15 P.M., the Administrator said the dishwasher
should be serviced, there should not be an odor in the kitchen, and it was possibly coming from the
drain pipes. The dry storage should have better storage containers that were labeled, and the walls
should be intact and in good repair with baseboards. The lighting cover should be repaired, and vents
needed to be cleaned. The appliances and the floor areas below the appliances should be clean and
the refrigerator should not have food debris on the lower shelves. There needed to be more deep
cleaning scheduled. The kitchen area air conditioner should have been working properly.
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Implement a program that monitors antibiotic use.

Based on interview and record review, the facility failed to maintain an Infection Prevention and
Control Program (IPCP) that included an antibiotic stewardship program to include and infection
surveillance program and antibiotic use protocols. This deficient practice had the potential to affect
all residents in the facility. The facility census was 54Review of the facility's policy titled, Antibiotic
Stewardship Program, last reviewed 06/29/23, showed:-To optimize antibiotic use in our nursing
home and reduce unnecessary use of laboratory tests and antibiotics using a systematic
approach;-This Facility Antibiotic Stewardship Program (ASP) will comply with all State and federal
laws and regulations;-The Facility will track and monitor antibiotic prescribing practices and
resistance patterns among its residents;-The Facility Antibiotic Steward will review and generate the
Infection Log in the Point Click Care (PCC - an electronic medical record and charting program);-The
Facility Antibiotic Steward will review and audit the Infection Log weekly in PCC and ensure that
each field of the Infection Entry including orders pertaining to the infection, and treatments pertaining
to the infection are completed accurately;-The Antibiotic Utilization Report will be used to collect and
track antibiotic usage. Each antibiotic start date for a resident will be listed in the database. Some
residents may have more than one entry if they have had more than one course of antibiotics during
the month. The information included in the Antibiotic Utilization Report is: resident name, antibiotic
name, indication for antibiotic, route of administration, dose of antibiotic, prescribed length of
antibiotic course (days), prescriber, and prescribing facility;-Additionally, the Facility Antibiotic
Steward will track the following: antibiotic time-outs, recommended actions for evaluation of ongoing
treatment needs, interventions for syndrome-specific antibiotic use and antibiotic prophylaxis, and
multi-drug-resistant infections.Review of the facility's Infection Control binder showed:-No
documentation of infection surveillance for 2024 or 2025.Review of facility's Matrix (a listing of all
facility residents), dated 07/28/25, showed:-Two residents currently received antibiotics.Review of
the facility's PCC Infection Surveillance log, dated 07/01/24 - 07/31/25, showed:-No infection type
documented for 169 out of 184 entries;-No infection site documented for 166 out of 184 entries;-No
signs and symptoms documented for 167 out of 184 entries;-No precautions documented for 173 out of
184 entries;-No organisms documented for 183 out of 184 entries;-No lab documentation.During an
interview on 07/31/25 at 7:45 A.M., the Director of Nursing (DON)/Infection Preventionist said all of
the required documentation should be included in the antibiotic stewardship and the tracking of
infections. During an interview on 07/31/25 at 4:00 P.M., the Administrator said it was expected that
all of the required parts of the antibiotic stewardship be documented.
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Assure the security of all personal funds of residents deposited with the facility.

Based on interview and record review, the facility failed to maintain the surety bond (a purchased
bond for security of residents' personal funds) for at least one and one half times the average monthly
balance of the residents' personal funds for the last twelve consecutive months from July 2024 to
June 2025. The facility census was 54.Review of the facility's policy titled Resident Trust, revised
06/12/25, showed:-The facility shall provide assurance of financial security by means of a surety
bond;-The bond shall be in an amount equal to at least one and one half times the average total of the
reconciled monthly balances;-A copy of the current bond shall be kept in a file in the facility by the
Resident Trust Clerk.Review on 07/30/25 of the Residents' Personal Funds Account for the last
twelve consecutive months from July 2024 to June 2025 showed:-The facility's current approved
bond amount equaled $52,000.00;-The average monthly balance for the residents' personal funds
equaled $127,499.59;-An average monthly balance of $127,499.59 required a bond of at least
$190,500.During an interview on 07/31/25 at 2:07 P.M., the Business Office Manager (BOM) said the
surety bond should be one and one half times the amount of the average resident trust balance. The
bond amount should have already been raised. During an interview on 07/31/25 at 2:25 P.M., the
Administrator said the surety bond amount should be one and one half times the amount of the
average resident trust balance to meet the regulatory requirement. It was currently too low.
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Provide and implement an infection prevention and control program.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to use proper infection control techniques
during incontinent care for three residents (Residents #2, #3, and #39) out of three sampled residents,
and during catheter (a flexible tube inserted into the bladder to drain urine) care for two residents
(Residents # 4 and #5) out of two sampled residents. The facility failed to provide appropriate
documentation of tuberculosis (TB - an infectious bacterial disease that affects the lungs) testing for
five residents (Residents #1, #2, #7, #10, and #45) out of five sampled residents. The facility census
was 54.

Review of the facility's policy titled, Infection Prevention and Control Program, dated 06/26/24,
showed:

The purpose is to have established and maintain an infection prevention and control program designed
to provide a safe, sanitary, and comfortable environment and to help prevent the development and
transmission of communicable disease and infections;

Hand hygiene shall be performed in accordance with our facility's established hand hygiene
procedures;

All staff shall use personal protective equipment (PPE) according to established facility policy.
Review of the facility's policy titled, Glove Utilization, dated 05/18/24:

The purpose of this procedure is to provide guidelines for the use of gloves to prevent the spread of
infection and disease to residents and employees;

Wash hands after removing gloves;

Use gloves when touching excretions, secretions, blood, body fluids, mucous membranes, or
non-intact skin.

Review of the facility's policy titled, Hand Hygiene, dated 06/24/24, showed:

The purpose is to perform 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 antiseptic hand rub;

Staff will perform hand hygiene when indicated, using proper technique consistent with acceptable
standards of practice;

If your task requires gloves, perform hand hygiene prior to putting on gloves, and immediately after
removing gloves;

Hand hygiene should be done between resident contacts, after handling contaminated objects, before
applying and after removing PPE, before and after handling clean or soiled dressings and/or linens,
(continued on next page)
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before performing resident care procedures, when during resident care moving from a contaminated
body site to a clean body site, and after assistance with personal body functions.

Review of the facility's policy titled, Catheter Care, revised 06/26/24, showed:

It is the policy of this facility to ensure that residents with indwelling catheters receive appropriate
catheter care and maintain their dignity and privacy when indwelling catheters are in use;

Care for females: Gently separate the labia (the outer folds that surround the opening of the vagina) to
expose the urinary meatus (the opening of the female urethra (the tube that lets urine leave your
bladder and your body). Wipe from front to back with a clean cloth moistened with water and perineal
cleaner. Use a new part of the cloth or different cloth for each side. With a new moistened cloth,
starting at the urinary meatus moving out, wipe the catheter making sure to hold the catheter in place
so as to not pull on the catheter. Dry area with a towel;

Care for males: Gently grasp the penis, draw the foreskin back if applicable. Using a circular motion,
cleanse the meatus with a clean cloth moistened with water and perinea! cleaner. With a new
moistened cloth, starting at the urinary meatus moving down, cleanse the shaft of the penis. With a
new moistened cloth, starting at the urinary meatus moving outward, wipe the catheter making sure
to hold the catheter in place so as to not pull on the catheter. Dry area with a towel;

Completing care: Bag and gather all supplies used, discarding disposable items in the trash can.
Assist the resident to a comfortable, appropriate position. Ensure call light is within reach. Return
room back to the original order. Perform hand hygiene.

Review of the facility's policy titled, Tuberculosis Testing, revised 06/29/23, showed:

To ensure each resident of the facility is tested for TB after entering the facility to prevent the spread
of infection;

Upon admission and readmission, each resident will receive a two step purified protein derivative
(PPD - type of skin test for TB) skin test as ordered by the physician. Each resident will also have an
annual one step TB test as ordered by the physician to ensure that any possible infections can be
triggered proactively to prevent further spread. If the resident has not been hospitalized for the year,
they will receive a signs and symptoms checklist to monitor for communicable diseases;

All TB tests and chest x-ray records will be kept on file in the residents records.

Review of 19 CSR 20-20.100 Tuberculosis Testing for Residents and Workers in Long-Term Care
Facilities and State Correctional Centers, revised 01/29/23, showed:

For Long-Term Care Residents: Within one month prior to or one week after admission, all residents
new to long-term care are required to have the initial test of a Mantoux (type of PPD test) PPD
two-step tuberculin test. If the initial test is negative, zero to nine millimeters (mm), the second test,
which can be given after admission, should be given one to three weeks later. Documentation of a
chest x-ray evidence ruling out tuberculosis disease within one month prior to admission, along with
an evaluation to rule out signs and symptoms compatible with infectious tuberculosis, may be
accepted by the facility on an interim basis until the Mantoux PPD two-step test is completed;
(continued on next page)

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
265582 Page 6 of 28




Department of Health & Human Services Printed: 07/18/2026

. . . . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
265582 B. Wing 07/31/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Stonecrest Healthcare 2 Highway Y
Viburnum, MO 65566

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0880 All residents of long-term care facilities who are exposed to a case of infectious tuberculosis or who
develop signs and symptoms which are compatible with tuberculosis disease shall be medically

Level of Harm - Minimal harm evaluated. All long-term care facility residents shall have a documented annual evaluation to rule out

or potential for actual harm signs and symptoms of tuberculosis disease.

Residents Affected - Some Review of the Division of Community and Public Health, Section 2.0 Testing for Latent Tuberculosis

Infection, revised May 2020, showed:

Interpretation of Tuberculin Skin Test (TST) reactions should be conducted within 48 to 72 hours
after administration by a trained health care professional. If the test is not read within the 48 to 72
hour window, it must be repeated;

Patients or family members should not interpret or read TST results.

1. Review of Resident #1's medical record showed:

admitted on [DATE];

Annual TB Screening, dated 03/16/25, TST administered with a result of negative 0.0 mm and no read
date.

2. Review of Resident #2's medical record showed:
admitted on [DATE];

Annual TB Screening, dated 03/31/25, administered with a result of negative 0.0 mm and no read
date;

Annual TB Screening, dated 04/11/25, administered with a result of negative 0.0 mm and no read
date.

3. Observation on 07/29/25 at 11:05 A.M., of Resident #2's incontinent care and Hoyer lift (a
mechanical lift) showed:

Certified Nursing Assistant (CNA) C and CNA A did not perform hand hygiene and put on gloves;
CNA C cleaned the resident's right groin fold twice with the same area of the wash cloth;

CNA C cleaned the left groin fold twice with same area of the wash cloth;

CNA C did not change gloves, did not perform hand hygiene, and rolled the resident to his/her side;
CNA A cleaned the resident's buttocks;

CNA C and CNA A changed gloves and did not perform hand hygiene;

Registered Nurse (RN) F entered the room, did not perform hand hygiene, put on gloves, and applied
Calmoseptine (a moisture barrier) to the resident's open area on the buttocks and coccyx (the small

triangular bone at the base of the spinal column), removed gloves, did not perform hand hygiene, and
(continued on next page)
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exited the room;

CNA A and CNA C transferred the resident from the bed to the geri chair (a large padded chair with
wheeled bases) via a Hoyer lift;

CNA A and CNA C removed gloves and performed hand hygiene.

4. Observation on 07/30/25 at 1:31 P.M., of Resident #3's incontinent care and Hoyer transfer
showed:

CNA D and CNA E performed hand hygiene, put on gloves, and transferred the resident from the
wheelchair to the bed via a Hoyer lift (a mechanical device used to move or transfer a person). A
pillow lay in the seat of the wheelchair saturated with urine and a large area of yellow discoloration
on the pillowcase. The front and rear of the resident's pants saturated with urine from the waistband
to the lower thigh area with a strong urine odor;

CNA D pulled the resident's urine saturated pants down both of his/her legs, changed gloves, and
performed hand hygiene;

CNA E unfasted the urine saturated brief, changed gloves, and performed hand hygiene;

CNA D gave the resident a wet washcloth in his/her right hand, the resident wiped the top of his/her
peri area with a back-and-forth motion with the same area of the wash cloth, the resident gave the
soiled wash cloth to CNA D. CNA D gave the resident a second washcloth, the resident wiped the
same area of his/her peri area with a back-and-forth motion with the same area of the wash cloth, the
resident gave the soiled wash cloth to CNA D. CNA D and CNA E did not assist/perform hand hygiene
for the resident. CNA D did not change gloves and did not perform hand hygiene;

CNA D and CNA E assisted the resident to turn to the left side and the resident touched CNA D's shirt
on the shoulder and side with his/her right hand;

CNA E cleaned the resident's right buttock, didn't change gloves, didn't perform hand hygiene,
touched the resident to roll him/her to his/her other side, cleaned the resident's left buttock, removed
the urine saturated brief and urine soiled incontinent pad, did not change gloves, did not perform hand
hygiene, touched the resident's sheet and blanket to cover him/her;

CNA D and CNA E did not clean the resident's pelvic, groin, and peri areas, the lower extremities and
the lower back where the urine and/or urine saturated items touched skin;

CNA E removed gloves, did not perform hand hygiene, touched the doorknob of the room to exit, took
the trash to the barrel in the hall, did not perform hand hygiene, entered the staff break room, perform
hand hygiene, retrieved clean linen from the cart in the hall;

CNA D removed gloves, did not perform hand hygiene, tied bags containing soiled linens and trash,
exited the room, took the soiled linen to the barrel in the hall, did not perform hand hygiene, retrieved
a clean brief from the hall cart;

CNA D and CNA E entered the resident's room, performed hand hygiene, and put on gloves;
(continued on next page)
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F 0880 CNA E turned the urine saturated pillow in the wheelchair over to the dry side of the pillow with a
large area of yellow discoloration on the pillowcase, did not change the urine saturated pillowcase,
Level of Harm - Minimal harm did not clean and dry or change the pillow in the seat of the wheelchair, did not change gloves, and did
or potential for actual harm not perform hand hygiene;
Residents Affected - Some CNA E put on a clean brief and pants on the resident, did not change gloves, and did not perform hand
hygiene;

CNA D and CNA E transferred the resident from the bed to the wheelchair via a Hoyer lift;

CNA E did not change gloves, did not perform hand hygiene, touched the resident's blanket to cover
him/her up, retrieved the resident's hat and placed it on his/her head, touched the wheelchair
handles, and propelled the resident in the wheelchair to the dining room for activities, removed gloves
and performed hand hygiene;

CNA D removed gloves and performed hand hygiene.
5. Observation on 07/28/2025 at 11:06 A.M., of Resident #4's of catheter care showed:

CNA A and CNA C put on gloves and gowns, did not perform hand hygiene, entered the room, and
lowered the resident's pants and the brief;

CNA A did not perform hand hygiene, did not change gloves, used a wipe to clean the resident's
suprapubic (a type of indwelling catheter) catheter tubing with a twisting motion from the insertion
point down the catheter, cleaned the skin at the catheter insertion site with a clean wipe, changed
gloves, and did not perform hand hygiene;

CNA C did not change gloves, did not perform hand hygiene, removed multiple wipes from the
package, used a wipe to clean the resident's buttock, used another wipe to clean the buttock again,
did not clean the peri area, removed gloves, did not perform hand hygiene, touched the bathroom door
knob, did not perform hand hygiene, put on gloves, moved the catheter drainage bag from the bed
frame to the top of the mattress;

CNA A used a wipe to clean the left groin area; did not clean the pubic area, the right groin, or the peri
area; did not change gloves; and did not perform hand hygiene;

CNA A and CNA C pulled the resident's brief and pants back up into place, did not change gloves, and
did not perform hand hygiene;

CNA C moved the catheter drainage bag from the mattress to the side pocket of CNA A's scrub pants;
CNA C and CNA A removed gloves and did not perform hand hygiene;

CNA A transferred the catheter drainage bag from his/her scrub pant pocket to the bar under the
wheelchair seat with his/her bare hands, did not perform hand hygiene, removed trash and soiled
linen from the room, placed in the appropriate barrels in the hall, went to the linen cart on a different
hall, retrieved a clean incontinent pad, did not perform hand hygiene, entered the resident's room,
placed the clean incontinent pad on the bed, and made the bed;

(continued on next page)
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CNA C touched the wheelchair handles, propelled the resident in the wheelchair to the dining room,
knocked on the kitchen door with his/her bare hand, touched the doorknob to the kitchen, did not
perform hand hygiene, entered the resident's room, did not perform hand hygiene, walked to the clean
linen cart in the hall, and touched the netting that covered the linen cart,

6. Observation on 07/29/25 at 9:27 A.M., of Resident #5's catheter care and transfer showed:

CNA A and CNA B put on gowns and gloves and did not perform hand hygiene;

CNA B placed the resident's catheter drainage bag on the floor without a privacy bag;

CNA B picked up the catheter drainage bag and hooked it onto CNA A's scrub pants;

CNA A and CNA B transferred the resident from the wheelchair to the bed,;

CNA A and CNA B unfastened the resident's brief and removed his/her pants;

CNA B removed gloves, did not perform hand hygiene, wet wash clothes, and put on gloves;

CNA B wiped the resident's right groin fold, left groin fold, and perineal area, did not change gloves,
and did not perform hand hygiene;

CNA B then cleaned the resident's catheter from the insertion point down twice with the same area of
the wash cloth;

CNA B removed gloves and gown, did not perform hand hygiene, left the room, got a brief, entered the
room, did not perform hand hygiene, did not put on a gown, and put on gloves;

CNA B removed the urine soiled brief and put it in the trash;

CNA A and CNA B removed gloves, did not perform hand hygiene, and exited the room.
7. Review of Resident #7's medical records showed:

admitted on [DATE];

Annual TB Screening, dated 02/23/25, administered with a result of negative 0.0 mm and no read
date;

Annual TB Screening, dated 03/31/25, administered with a result of negative 0.0 mm and no read
date.

8. Review of Resident #10's medical record showed:
admitted on [DATE];
Annual TB Screening, dated 03/16/25, administered with a result of negative 0.0 mm and no read

date.
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F 0880 9. Observation on 07/29/25 at 11:34 A.M., of Resident #39's incontinent care showed:

Level of Harm - Minimal harm CNA A and CNA C put on gloves and did not perform hand hygiene;
or potential for actual harm
CNA C unfastened the resident's brief;
Residents Affected - Some
CNA A unfastened the brief soiled with fecal material, did not change gloves, and did not perform hand
hygiene;

CNA C cleaned fecal material from the resident's buttocks with the same area of the wipe soiled with
fecal material multiple times, retrieved another wipe and cleaned fecal material from the buttocks
with same area of the wipe soiled with fecal material two times, retrieved another wipe and wiped the
buttocks two times with same area of the wipe, changed gloves, did not perform hand hygiene, and
placed a clean brief under resident;

CNA C pulled the brief soiled with fecal material through the front of the resident's legs and placed it
in a trash bag, did not change gloves, and did not perform hand hygiene;

CNA A used a clean wipe to clean the left groin area, changed gloves, and did not perform hand
hygiene;

CNA C used a clean wipe to clean the left groin soiled with fecal material multiple times with same
area of the wipe, retrieved another wipe to clean the left groin area soiled with fecal material again
with multiple times with the same area of the wipe, gloves soiled with fecal material, cleaned the peri
area, changed gloves, did not perform hand hygiene, and touched the wipe package;

CNA A used a clean wipe to clean the right side of the groin and the peri area with the same wipe,
changed gloves, did not perform hand hygiene, and did not clean the pubic area;

CNA C put on a clean brief and shorts on the resident, changed gloves, and did not perform hand
hygiene;

CNA C wiped the wheelchair cushion off with a clean wipe, did not change gloves, and did not perform
hand hygiene;

CNA A removed gloves, did not perform hand hygiene, touched the doorknob to exit the room, retrieved
an incontinent pad for the wheelchair seat, did not perform hand hygiene, entered the room, and put on
gloves;

CNA A and CNA C transferred the resident from the bed to the wheelchair;

CNA C removed gloves and did not perform hand hygiene;

CNA A removed the trash bag from the trash can, removed gloves, did not perform hand hygiene,
exited the room with bags of trash and soiled linens to the barrels in the hall, entered the shower
room, and performed hand hygiene;

CNA C propelled the resident in the wheelchair to the dining room, entered the shower room, and

performed hand hygiene.
(continued on next page)
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10. Review of Resident #45's medical records showed:
admitted on [DATE];
No documentation the two step TST was administered.

During an interview on 07/30/25 at 2:18 P.M., CNA D said hand hygiene should be performed before
and after resident care, and in between residents. Sanitize hands and change gloves anytime gloves
were soiled during incontinent care. When performing incontinent care, the brief was removed, clean
the front, front to back, clean the groin, and the inner thighs. Clean anywhere there was incontinence.
Perform hand hygiene and change gloves when moving to a new area. If the resident's seat cushion
was soiled, it should be sanitized and dried before the resident was put back into the seat. If the seat
cushion was wet, remove and replace the cushion with a clean, dry cushion. If a resident assisted
with their own incontinent care, make sure the resident cleaned their self properly, and/or ask to
make sure they were clean. If the resident refused, report to the nurse. Always offer the resident to
perform hand hygiene with care, wash hands at the sink, a wet washcloth, or sanitizer.

During an interview on 07/30/25 at 2:30 P.M., Registered Nurse (RN) N said he/she would expect

hand hygiene to be completed before and after resident care and in between residents, and for gloves
to be changed and hand hygiene to be performed when hands were soiled. Residents should not be sat
on soiled or wet cushions or pillows, and residents should be offered hand hygiene after care.

During an interview on 07/31/25 at 7:45 A.M., the Director of Nursing (DON) said hand hygiene should
be done when entering a resident room, going from dirty to clean care, with glove changes, and upon
completion of care. Gloves should be put on when entering a room for care, when soiled or going from
one area to another or dirty to clean, and removed at the end of care. TST should be completed as a
two step for residents on admission. The TST should be read 72 hours after admission and
documented with the read date and result. Then another TST was administered 10 days afterwards.
Residents receive an annual TST and signs and symptoms completed. A catheter should be cleaned
from insertion point down and a new section of a cloth or a new cloth should be used with each wipe.

During an interview on 07/31/25 at 4:00 P.M., the Administrator said she expects hand hygiene and
glove changes to be done correctly. It was expected that TST be documented with read dates and
completed per policy.
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Make sure there is a pest control program to prevent/deal with mice, insects, or other pests.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to maintain an effective pest control
program to control the insect population in the facility. The facility census was 54.Review of the
facility's policy titled, Pest Control Program Policy, revised 05/14/24, showed:lt is the policy of this
facility to maintain an effective pest control program (measures to eradicate and contain common
household pests (e.g., bed bugs, lice, roaches, ants, mosquitoes, flies, mice and rats) that eradicates
and contains common household pests and rodents;Facility will maintain a written agreement with a
qualified outside pest service to provide comprehensive pest control services on a regular and
scheduled basis;Facility will ensure that appropriate chemicals are used to control pests but can be
used safely inside the building without compromising resident health;Facility will maintain a report
system of issues that may arise in between scheduled visits with the outside pest service and treat
as indicated;Facility will utilize a variety of methods in controlling certain seasonal pests, i.e. flies.
These will involve indoor and outdoor methods that are deemed appropriate by the outside pest
service and state and federal regulations;Facility will ensure that the outside pest service also treats
the exterior perimeter of the facility and any outlying buildings or structures Review of the facility's
Pest Control Invoices, dated 2025, showed:No service invoices for January, May, and June;February,
March, and April services targeted roaches;July with an initial service with a new service provider;No
documentation services targeted flies.Review of the facility's Pest Control documentation showed:No
documentation of a system or log for staff to report pest activity. Observations on 07/28/25 at 10:00
A.M., and 1:27 P.M., and on 07/29/24 at 2:46 P.M., of the kitchen showed 12 roaches crawled and six
flies flew around in the kitchen food preparation area, under the three-compartment sink, near the
dishwashing liquid containers, and near a non-intact wall section beside the can opener and plastic
utensil drawers. During an interview on 07/28/25 at 10:40 A.M., Dietary Aide (DA) G said the kitchen
had several issues that should be addressed, including roaches that had been a problem near the
dishwasher.During an interview on 07/28/25 at 11:32 A.M., DA H said he/she saw roaches in the
kitchen for the last three days and the Dietary Manager (DM) was made aware of the problem.During
an interview on 07/28/25 at 11:38 A.M., DA | said he/she saw roaches in the kitchen for the last
couple of weeks and the DM was made aware of the problem. The kitchen was sprayed but the bugs
came back. Observations on 07/28/25 at 11:55 A.M., 07/29/25 at 1:27 P.M., and 07/30/25 at 9:16
P.M., of the 300 Hall and the unit dining area showed:One dead fly stuck to the ice dispenser and 12
flies flew around the room and landed on tables, residents, and resident food trays. During an
interview on 07/30/25 at 9:15 P.M., Certified Nursing Assistant, (CNA) J said nursing was verbally
advised about the flies or bugs in the facility and there was no monthly reporting system or pest log

to report the bugs. Flies were common on the unit hall and rooms. During an interview on 07/30/25 at
9:20 P.M., CNA K said there was no monthly reporting system or pest log to report bugs, but nursing
was informed about the flies. It was not uncommon to see flies in the 300 Hall and the unit dining
area, hallway, and the resident rooms. The residents went outside to smoke, and the open door let the
bugs in the building.During an interview on 07/30/25 at 1:45 P.M., Nursing Assistant (NA) L said there
were always flies in the 300 Hall and the unit dining area during meals and they used a fly swatter
once per shift. The let maintenance know about the flies but there was no log to report pests. During
an interview on 07/30/25 at 1:49 P.M., CNA B said usually a fly swatter was used once per shift
because the flies were always in the 300 Hall and the unit dining area, but they did seem worse today.
During an interview on 07/30/25 at 2:10 P.M., the resident in room [ROOM NUMBER] said the flies
were frustrating during meals and other activities in the dining area. During an interview on 07/30/25
at 2:15 P.M., the resident in room [ROOM NUMBER] said the flies were frustrating during meals and
they were always in the dining area and in the hall. Observation of rooms [ROOM NUMBERS] on
07/29/25 at 11:59 A.M., and 07/30/25 at 1:37 P.M., showed:Six flies flew around the rooms and
(continued on next page)
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landed on the privacy curtains and the floor. During an interview on 07/30/25 at 1:37 P.M., the
resident in room [ROOM NUMBER] said flies were a problem in the room and made it hard to sleep.
The flies were also frustrating during meals, and it felt like nothing helped.During an interview on
07/30/25 at 1:50 P.M., the resident in room [ROOM NUMBER] said that the flies were always in the
room and they were frustrating. The flies landed on the bed and on the privacy curtain and flew
around the room and dining area during meals. During an interview on 07/29/25 at 2:40 P.M., the
Maintenance Director said he/she was told by kitchen staff there were roaches and flies so it was
sprayed about two weeks ago. There hadn't been any other complaints about the roaches or other
bugs since then. During an interview on 07/29/25 at 3:00 P.M., the DM said he/she was aware of
roaches and flies in the kitchen but had not noticed them crawling in and out of the non-intact wall in
the kitchen. He/She told maintenance about the problem of the roaches in the kitchen and the kitchen
had been sprayed a couple weeks ago.During an interview on 07/29/25 at 3:15 P.M., the Administrator
said there should not be flies on the halls or in the dining areas. The facility had been sprayed and
there should not be roaches in the kitchen and dishwashing areas. It was apparent the bugs were still

a problem.
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Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.

Based on interview and record review, the facility failed to provide the correct Skilled Nursing Facility
Advanced Beneficiary Notice (SNF ABN) forms and failed to complete and notify in the proper time
frame, at least two calendar days before services ended, for the SNF ABN and the Notice of Medicare
Non-Coverage (NOMNC) forms for two residents (Residents #9 and #11) out of three sampled
residents whose Medicare services ended and remained in the facility. The facility census was 54.
The facility did not provide a policy regarding SNFABN. 1. Review of Resident #9's medical record
showed:- The resident discharged from Medicare skilled services on 02/28/25, and remained in the
facility;- The facility provided the resident with the ABN and the NOMNC forms on 02/28/25;- The
facility failed to issue the correct SNFABN form to the resident;- The facility failed to provide the
SNFABN and the NOMNC to the resident at least two calendar days before the skilled Medicare
services ended. 2. Review of Resident #11's medical record showed:- The resident discharged from
Medicare skilled services on 05/09/25, and remained in the facility;- The facility provided the resident
with the ABN and the NOMNC forms on 05/09/25;- The facility failed to issue the correct SNFABN
form to the resident;- The facility failed to provide the SNFABN and the NOMNC to the resident at
least two calendar days before the skilled Medicare services ended. During an interview on 07/31/25
at 1:00 P.M., the Business Office Manager (BOM) said the previous Social Service Designee (SSD) did
not do doing things correctly. There was a new SSD in training now. During an interview on 07/31/25
at 1:10 P.M., the SSD said he/she was new and still in training. During an interview on 07/31/25 at
4:00 P.M., the Administrator said she would expect the correct form to be used and the forms to be
provided in the correct time frame.
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Prevent the use of unnecessary psychotropic medications or use medications that may restrain a
resident's ability to function.

Based on interview and record review, the facility failed to limit the use of an as needed (PRN)
psychotropic (medications that affect mental processes and behaviors) medication orders for 14 days
unless specific duration and clinical rationale were provided for two residents (Residents #2 and #6)
out of two sampled residents. The facility census was 54. Review of the facility's policy titled, Use of
Psychotropic Medication Policy, dated 06/26/24, showed:- Residents are not given psychotropic
drugs unless the medication is necessary to treat a specific condition, as diagnosed and documented
in the clinical record, and the medication is beneficial to the resident, as demonstrated by monitoring
and documentation of the resident's response to the medication(s);- PRN orders for all psychotropic
drugs shall be used only when the medication is necessary to treat a diagnosed specific condition
that is documented in the clinical record, and for a limited duration (i.e. 14 days)- If the attending
physician or prescribing practitioner believes that it is appropriate for the PRN order to be extended
beyond 14 days, he or she shall document their rationale in the resident's medical record and indicate
the duration for the PRN order.1. Review of Resident #2's July 2025 Physician Order Sheet (POS)
showed:- Diagnoses of dementia (a disorder marked by memory loss, personality changes, and
impaired reasoning that interferes with daily functioning), anxiety (persistent worry and fear about
everyday situations), vascular dementia (a decline in thinking skills caused by conditions that block

or reduce blood flow to the brain) with behavioral disturbance, and schizoaffective disorder (a
condition characterized by abnormal thought processes and deregulated emotions) bipolar type (a
mental disorder that causes unusual shifts in mood). - An order for lorazepam (an antianxiety
medication) 2 milligram (mg)/milliliter (ml) one mg by mouth every four hours PRN for anxiety,
shortness of breath, dated 07/18/25, and with no stop date;- An order for lorazepam 0.5 mg by mouth
every six hours PRN for agitation/anxiety, dated 06/07/25, and with no stop date.Review of the
resident's medical record showed:- No documentation for a greater than 14 day time frame rationale
for the lorazepam PRN orders;- The facility failed to provide a 14 day stop date for the lorazepam PRN
orders. 2. Review of Resident #6's July 2025 POS showed:- Diagnoses of Alzheimer's disease
(progressive mental deterioration), nontraumatic subdural hemorrhage (bleeding in the area between
the brain and the skull), insomnia (difficulty sleeping), major depressive disorder (long-term loss of
pleasure or interest in life), suicide attempt, panic disorder (a sudden episode of intense fear that
triggers severe physical reactions when there is no real danger or apparent cause), and bipolar
disorder; - An order for lorazepam 2 mg/ml 0.125 ml by mouth every four hours PRN for anxiety/
agitation, dated 03/13/25, and with no stop date;- An order for diazepam (an antianxiety medication) 5
mg by mouth every six hours PRN for anxiety, dated 04/14/25, and with no stop date. Review of the
resident's medical record showed:- No documentation for a greater than 14 day time frame rationale
for the lorazepam and the diazepam PRN orders;- The facility failed to provide a 14 day stop date for
the lorazepam and diazepam PRN orders.During an interview on 07/31/25 at 7:30 A.M., the Director of
Nursing (DON) said all PRN psychotropic medications should have a 14 day stop date or a clinical
rationale for a longer prescription period. During an interview on 07/31/25 at 4:00 P.M., the
Administrator said all PRN psychotropic medications should have a 14 day stop date. The physician
should provide a clinical rationale for an extended order time frame.
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F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to provide written information to the resident and/or
Residents Affected - Few the resident's representative for the ombudsman (resolves complaints for residents of long term care

facilities) contact information, the contact information for the agency responsible for protective and
advocacy of individuals with mental disorders, contact information for the protection and advocacy of
individuals with development disabilities, and appeal information for two residents (Residents #20 and
#45) out of two sampled residents. The facility's census was 54.Review of the facility&rsquo;s policy
titled, &ldquo;Resident Transfer/Discharge, Immediate Discharge, and Therapeutic Leave, dated
04/25/25, showed:

Purpose is to establish a policy and procedure regarding the transfer/discharge of residents. To
ensure no inappropriate discharges are made and that no discharges are made in an unsafe manner;

Residents who are sent emergently to the hospital are considered transfers because the
resident&rsquo;s return is generally expected;

Notification of resident and resident representative with the reason for the transfer or discharge in
writing should occur;

The notice should include: reason for transfer/discharge; effective date; location to which resident is
going; resident&rsquo;s right to appeal, name, address, email and number of the long-term care
ombudsman office; for residents with development disabilities the mailing address, email, and the
telephone number of the agency responsible for the protection and advocacy of individuals with
developmental disabilities; and for residents with mental disorders related to a disability the mailing
address, email, and the telephone number of the agency responsible for the protection and advocacy
of individuals with a mental disorder.

1. Review of Resident #20&rsquo;s medical record showed:
admitted on [DATE];
The resident transferred to the hospital on [DATE], with a return anticipated;

No documentation the facility provided the written information to the resident and/or the resident's
representative of the ombudsman's contact information, the contact information for the agency
responsible for the protective and advocacy of individuals with mental disorders, the contact
information for the protection and advocacy of individuals with development disabilities, and the
appeal information.

During an interview on 07/31/25 at 11:45 A.M., the Business Office Manager (BOM) and the Social
Services Designee (SSD) said the discharge paperwork should include all the required information.
The nurses had been using the form in the electronic medical record but it did not have the appeal,
ombudsman, or other required information.

During an interview on 07/31/25 at 4:00 P.M., the Administrator said the discharge paperwork did not
include all of the required information, but it should.
(continued on next page)
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F 0628 2. Review of Resident #45&rsquo;s medical record showed:

Level of Harm - Minimal harm admitted on [DATE];
or potential for actual harm
The resident transferred to the hospital on [DATE], with a return anticipated,;
Residents Affected - Few
No documentation the facility provided the written information to the resident and/or the resident's
representative of the ombudsman's contact information, the contact information for the agency
responsible for the protective and advocacy of individuals with mental disorders, the contact
information for the protection and advocacy of individuals with development disabilities, and the
appeal information.

During an interview on 07/31/25 at 10:45 A.M., the Administrator said there was not a
transfer/discharge notification form for Resident #45.
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F 0689

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to ensure staff utilized safe transfer
techniques for two residents (Residents #4 and #39) when staff failed to use a Hoyer lift (a

mechanical device used to move or transfer a person) out of three sampled residents and to use a gait
belt (a canvas belt placed around the resident's waist to assist with ambulation and transfers)
appropriately when transferring one resident (Resident #39) out of one sampled resident. The facility
failed to ensure quarterly smoking assessments were completed per facility policy for one resident
(Resident #39) out of two sampled residents. The facility census was 54.

Review of the facility's policy titled Precautionary Measures for Gait Belt Application and Usage,
Revised 06/29/23, showed:

The purpose of this policy is to ensure precautionary and safe measures are taken during the
application and use of gait belts;

Safe usage of a gait belt can prevent potential risk of injury to residents that could be caused by
pulling on their arms, shoulders and wrists during ambulation, transfers or repositioning;

Safety Measure: Never transfer any resident by lifting them under their arms. Avoid the axillary area
on the resident as this has the potential to cause nerve damage, shoulder dislocation, bruising, pain
and fractures;

Never attempt to transfer a resident independently that cannot bear weight. A mechanical device/lift
must be used in the plan of care for the resident that cannot bear weight;

Application of gait belt: The gait belt will be applied over the resident's clothing to avoid skin
discomfort or irritation by excessive pressure or pinching of skin; The gait belt is to be applied around
the resident's waist below the ribs securely so that staff may grasp the belt which will prevent the
belt form sliding above the resident's waist. The gait belt buckle should be fastened securely in the
front, away from the mid line.

Review of the facility's policy titled Fall Risk Assessment Palicy, revised 04/30/24, showed:

It is the policy of this facility to provide an environment that is free from accident hazards over which
the facility has control, and provides supervision and assistive devices to each resident to prevent
avoidable accidents;

The risk assessment will be completed by the nurse or designee upon admission, quarterly, or when a
significant change is identified;

The risk assessment will contain the following components: Identify environmental hazards and
individual risks, including the need for supervision; Evaluate and analyze hazards and risks;

An At Risk for Falls care plan will be completed for each resident to address each item identified on
the risk assessment and will be updated accordingly;
(continued on next page)
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F 0689 The At Risk for Falls care plan will include interventions, including adequate supervision, consistent
with a resident's needs, goals, and current standards of practice in order to reduce the risk of an
Level of Harm - Minimal harm accident;

or potential for actual harm
Monitor the effectiveness of the care plan interventions, and modify the interventions as necessary,
Residents Affected - Few in accordance with current standards of practice.

Review of the facility's policy titled Smoking Safety Regulations, revised 06/29/23, showed:

The purpose of this policy is to ensure that all staff and residents are following the safety regulations
for smoking as outlined by the Life Safety Code of the National Fire Protection Association and State
and Federal Regulations;

The facility will follow all smoking regulations.
1.Review of Resident #4's medical record showed:
An admission date of 12/16/23;

Diagnoses of heart failure (a condition that develops when the heart doesn't pump enough blood for
the body's needs), muscle weakness, lack of coordination, and weakness.

Review of the resident's quarterly Minimum Data Set (MDS - part of a federally mandated process for
clinical assessment of all residents in certified nursing homes), dated 05/09/25, showed:

Severely impaired cognition;
Lower extremity functional impairment on both sides for range of motion (ROM);

Dependent for oral hygiene, toileting hygiene, shower/bathe self, upper and lower body dressing,
chair/Bed to chair transfer;

Substantial/Maximal assistance for roll left and right, sit to lying, lying to sitting on side of bed.
Review of the resident's Care Plan, dated 05/12/25, showed:

High risk for falls related to confusion, gait/balance problems, and incontinence. Interventions of:
anticipate and meet the resident's needs, assess the resident for appropriate clothing to ensure
clothing worn fits appropriately and will not aide in possible fall;

Fall on 02/11/25, with laceration to the head due to falling asleep in the wheelchair, was sent to the
emergency room for evaluation and diagnosed with a urinary tract infection (UTI). Interventions: When
resident is showing signs/symptoms weakness and fatigue immediately monitor for a UTI; Usually
present when resident is showing those signs/symptoms; Educate when feeling tired or fatigue to
inform staff and staff to assist him/her to bed to rest; First aide and treatment/order for laceration to
the head; Review information on past falls and attempt to determine cause of the falls; Record
possible root causes; Remove any potential causes if possible; Educate
resident/family/caregivers/interdisciplinary team (IDT) as to causes;

(continued on next page)
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F 0689 Did not address how staff was to transfer the resident.
Level of Harm - Minimal harm Review of the resident's quarterly Assistive Devices and Care List, dated 02/25/25, showed:

or potential for actual harm
Manual wheelchair;

Residents Affected - Few
Limited/Non-weight bearing to left and right;

Contractures;

Resident on the Total Dependent list.

Review of resident's Progress Note dated 07/28/25, showed:

Contractures noted to bilateral legs, arms, and fingers.

Observation on 07/29/25 at 11:06 A.M., of the resident's transfer from the side of bed to the
wheelchair showed:

Certified Nursing Assistant (CAN) A and CNA C did not put a gait belt around the resident's waist;
CNA A and CNA C placed their forearms under the resident's axillary areas;

CNA A and CNA C held onto the back waistband of the resident's pants with their other hands, and
lifted the resident from the bedside, pivoted the resident while holding the resident upright by the
axillary areas and waistband, drug his/her feet on the floor due to the resident did not bear weight,
and placed the resident into the wheelchair seat.

2. Review of Resident #39's medical record showed:

admission date of 04/28/25;

Diagnoses of hemiplegia (paralysis of one side of the body) affecting right dominant side, scoliosis
(an irregular curvature of the spine), traumatic brain injury (TBI - a brain injury that is caused by an
outside force, that affects the way the brain works), unsteadiness on feet, abnormal posture, muscle
weakness, contracture (shortening and hardening of muscle, tendon, or tissue) of right shoulder,
contracture of right elbow, contracture of right wrist, contracture of right hand, and tobacco use.
Review of the resident's admission MDS, dated [DATE], showed:

No current tobacco use.

Review of the resident's quarterly MDS assessment, dated 07/05/25, showed:

Moderate cognitive impairment

Functional limitation impairment for ROM of one side for the upper extremities and both sides for the

lower extremities;
(continued on next page)
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F 0689 Used a wheelchair;
Level of Harm - Minimal harm Partial/Moderate assistance for eating, oral hygiene, roll left and right,

or potential for actual harm
Substantial/Maximal assistance for toileting hygiene,

Residents Affected - Few
Dependent for personal hygiene; sit to lying, lying to sit on side of bed, chair/bed-to-chair transfers.
Review of the resident's Care Plan, dated 05/21/25, showed:

Activity of Daily Living (ADL) self-care performance deficit related to fatigue, hemiplegia, impaired
balance, scoliosis, wheelchair use, and assistance with transfers and ADLs;

Interventions of bed mobility: The resident is totally dependent on one to two staff for repositioning
and turning in bed and as necessary;

Interventions for contractures: The resident has contractures of the right wrist, right hand, and right
ankle. Provide skin care when needed to keep clean and prevent skin breakdown;

Interventions for toilet use: The resident is totally dependent on one to two staff for toilet use.
Incontinent of bowel and bladder;

Interventions for transfer: The resident is totally dependent on two staff for transferring;
Did not address how to transfer the resident;

Did not address the resident smoked with interventions.

Review of the resident's Fall Risk Evaluation, dated 07/15/25, showed:

Intermittent confusion;

Chairbound and continent;

Balance problem while standing and walking;

High risk for falls.

Observation on 07/29/25 at 11:34 A.M., of the resident's transfer from the wheelchair to bed and from
the bed to the wheelchair showed:

Resident sat in a wheelchair at the side of the bed,;
CNA C wrapped the gait belt around the resident's lower chest loosely and did not tighten;

CNA C and CNA A each looped one arm underneath the resident's axillary areas, CNA A held the gait
belt at the resident's back with his/her other hand, CNA C grabbed the waistband of the resident's
pants and the gait belt and pivoted the resident to sit on the side of the bed, the resident's right foot
did not turn, CNA C reached down with his/her hand and turned the resident's right foot, and CNA C
(continued on next page)
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F 0689 and CNA a assisted the resident to lay back in bed with the gait belt around the resident's waist;

Level of Harm - Minimal harm CNA A and CNA C performed incontinent care;
or potential for actual harm
CNA C assisted the resident to sit on the side of the bed;
Residents Affected - Few
With gait belt loosely wrapped around the resident's upper abdomen, CNA C and CNA A looped one arm
each underneath resident's axillary areas, CNA C and CNA A grabbed the waistband of the resident's
pants with their other hands, raised the resident from the side of the bed, and placed the resident into
the wheelchair at the bedside;

CNA C removed the gait belt from the resident.
Observations of the resident smoking showed:

On 07/29/25 at 8:32 A.M., the resident sat in a wheelchair in the smoking area and an ashtray sat on
his/her arm table attached to the right arm of the wheelchair. CNA C walked up to the resident's right
side, picked up the ashtray from the arm table, held the ashtray up to the resident's chest, and the
resident tapped the cigarette in his/her left hand on the side of the ashtray. CNA C returned the
ashtray to the attached arm table, the resident smoked the cigarette to the filter. CNA C readjusted
the small pillow at the resident's right side to position the resident upright when he/she leaned to the
right side while smoking. When the resident was finished smoking, CNA C lifted the ashtray to the
resident from the arm table, the resident placed the cigarette butt into the ashtray, and CNA C placed
the ashtray on a table. The resident did not wear a smoking apron or utilize any smoking
interventions;

On 07/30/25 at 1:30 P.M., the resident sat in a wheelchair in the smoking area. Staff lit the resident's
cigarette lit by staff and an ashtray was given to the resident by staff. The resident smoked the
cigarette with 1 1/2 inches of ash on it. The resident tried to tap the ash into the ashtray but it
missed and landed on the plastic arm rest of the arm table that sat between the ashtray and the
resident's right arm. The Resident blew the 1 1/2 inch of ash away from his/her arm and asked staff
for help. Staff flicked the ash off of the plastic arm rest and onto the ground. The Resident smoked
the cigarette to the filter and and put it in the ashtray that sat on the plastic covered arm rest of the
table. Staff removed the ashtray from the resident's arm table. The resident did not wear a smoking
apron or utilize any smoking interventions.

During an interview on 07/29/25 at 8:45 A.M., Resident #39 said he/she did not use a smoking apron
during smoke breaks. Staff just sat with him/her. Sometimes the ashes fell off the end his/her
cigarette and the staff moved them away.

During an interview on 07/29/25 at 8:50 A.M., CNA C said Resident #39 never used a smoking apron.
He/She just stood near the resident and held the ashtray up when needed, and made sure the resident
was sat up good, because he/she leaned to that right side.

During an interview on 07/29/25 at 5:33 P.M., CNA C said he/she thought Resident #39 needed a
smoking apron but the resident pulled it off when he/she tried to put one on before. Residents were
care planned for smoking aprons if needed. The gait belt should be positioned above/at the resident's
hip when applied.

(continued on next page)
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F 0689

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

During an interview on 07/29/25 at 5:42 P.M., CNA B said gait belts were to be positioned around the
resident below the breast, above the belly button, with just enough room to put fingers under it to
raise them up. If a resident couldn't bear weight, don't use the gait belt. He/She would sit them back
down.

During an interview on 07/31/25 at 2:02 P.M., Certified Occupational Therapist Assistant (COTA) O
said Resident #39 should be transferred via a Hoyer lift (a mechanical lift) at this time. The resident
resided at the facility in the past and was a two-person transfer, but the resident had put on weight,
weaker, and leaned more than he/she did last time they were at the facility. COTA O educated staff to
use the small pillow to prop the resident up on his/her right side. The therapy staff always used a gait
belt if a resident was to be assisted, even if they were ambulatory. When a new resident admitted to
the facility, the physical therapist would evaluate them for a method of transfer. If a resident was
non-weight bearing, they should be a Hoyer lift transfer. If a resident declined, the nurse would
usually let the physical therapist know they needed re-evaluated.

During an interview on 07/31/25 at 7:45 A.M., the DON said a gait belt should be used on any resident
that required assistance to stand or ambulate. The gait belt should be under the breast line and tight
enough you could get your hand under it. Ambulation and transfer ability was assessed upon
admission and put in the report and admission notes. There should be a quarterly evaluation that
addressed ambulation and transfers. Part of the floor training was how a resident transferred and that
was done by the floor leader. Care plans should be individualized and include transfer method, falls,
smoking and everything a resident needed. Nurses did the smoking assessments on admission and
quarterly.

During an interview on 07/31/25 at 3:45 P.M., the Administrator said that it was expected that staff
know how residents transfer. Gait belts should be used anytime a resident required assistance and
should be used correctly. Smoking assessments should be done quarterly and reflect the resident's
needs for safety.
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F 0690

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

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

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure a urinary indwelling catheter (a
tube inserted into the bladder to drain urine) drainage bag was maintained in the proper position of
above the bladder for two residents (Residents #4 and #5) and the facility failed to ensure a catheter
drainage bag had a privacy cover for one resident (Resident #5) out of two sampled residents. The
facility also failed to ensure one resident (Resident #3) received appropriate treatment and services
after an incontinent episode which left the resident in a urine saturated brief with a strong urine odor
out of three sampled residents who were incontinent of bladder. The facility census was 54. Review
of the facility's policy titled, Catheter Care, revised 06/26/27, showed:lt is the policy of this facility

to ensure that residents with indwelling catheters receive appropriate catheter care and maintain
their dignity and privacy when indwelling catheters are in use;Catheter care will be performed every
shift and as needed by nursing personnel;Privacy bags will be available and catheter drainage bags
will be covered at all times while in use;Ensure the drainage bag is located below the level of the
bladder to discourage backflow of urine. 1. Review of Resident #3's medical record showed:admitted
on [DATE];Diagnoses of intracranial injury with loss of consciousness (a brain injury that caused by
an outside force with loss of consciousness), quadriplegia (paralysis caused by illness or injury that
results in the loss of the use of all limbs and the torso), cerebral infarction (stroke), lack of
coordination, muscle weakness, UTI, hemiplegia (paralysis of one side of the body) and hemiparesis
(one-sided muscle weakness). Review of the resident's Physician Order Sheet (POS), dated July
2025, showed:An order for Macrobid (an antibiotic medication) 100 milligram (mg) by mouth two times
a day related to urinary tract infection for seven days, dated 07/26/25. Review of the resident's
quarterly Minimum Data Set (MDS - a federally mandated process for clinical assessment of all
residents in certified nursing homes), dated 07/18/25, showed:Dependent for toileting hygiene and
personal hygiene;Always incontinent of bowel and bladder. Review of the resident's Care Plan, dated
07/13/25, showed:History of UTI's and recurring UTI's with interventions of check the resident at
least every two hours for incontinence and PRN; Wash, rinse, and dry soiled areas;
Monitor/document/report to the physician PRN for signs/symptoms of UTI;Potential impairment to
skin integrity due to incontinent of bowel and bladder and immobility with interventions of
identify/document potential causative factors and eliminate/resolve where possible;Bladder
incontinence with interventions of clean the peri area with each incontinent episode. Observation on
07/30/25 at 1:31 P.M., of the resident's incontinent care showed:CNA D and CNA E performed hand
hygiene, put on gloves, transferred the resident from the wheelchair to the bed via a Hoyer lift (a
mechanical device used to move or transfer a person), a pillow saturated with urine with a large area
of yellow discoloration on the pillow case sat in the seat of the wheelchair, and the front and rear of
the resident's pants saturated with urine from the waist band to the lower thigh area with a strong
urine odor;CNA D and CNA E performed incontinent care for the resident;CNA D turned the pillow in
the wheelchair seat over to the dry side and with a large area of yellow discoloration on the pillow
case;CNA D and CNA E did not change the urine saturated pillow case and did not clean and dry or
change the pillow in the wheelchair seat;CNA D and CNA E transferred the resident from the bed to
the wheelchair via the Hoyer lift and covered the resident with a blanket. During an interview on
07/30/25 at 2:10 P.M., Resident #3 said he/she was not checked or changed since staff got him/her
up this morning before breakfast. Staff changed him/her but did not know how often. 2.Review of
Resident #4's medical record showed:admitted on [DATE];Diagnoses of inflammatory disease of the
prostate (a frequently painful condition that involves inflammation of the prostate and sometimes the
areas around the prostate), gross hematuria (blood in the urine), and urinary tract infection (UTI - a
condition in which bacteria invade and grow in the urinary tract). Review of the resident's POS, dated
(continued on next page)
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F 0690 July 2025, showed:An order to change the supra pubic catheter (a hollow flexible tube inserted into
the bladder through an incision in the abdomen to drain urine) and urinary drainage bag with a 24

Level of Harm - Minimal harm French (size) catheter with 30 milliliter (ml) balloon every evening shift starting on the 19th and

or potential for actual harm ending on the 19th every month related to inflammatory disease of the prostate, dated 06/05/25; An
order for a supra pubic catheter change as needed (PRN) for leaking or blockage, dated 04/16/24.

Residents Affected - Few Review of the resident's quarterly MDS, dated [DATE], showed:Indwelling catheter; Always

incontinent of bowel;Dependent for toileting hygiene. Review of the resident's Care Plan, dated
05/12/25, showed:Has inflammatory disease of the prostate and gross hematuria and utilizes a supra
pubic catheter;Interventions of monitor/document for pain/discomfort due to the catheter and
monitor/record/report to the physician for signs/symptoms of UTI. Observation of the resident
showed: On 07/28/2025 at 11:10 A.M., the resident sat in a wheelchair in the dining room and eight
inches (in.) of catheter drainage tubing lay on the floor under the wheelchair with a privacy cover in
place;On 07/30/2025 at 8:50 A.M., the resident lay in bed and four in. of catheter tubing lay on the
floor with a privacy cover in place. Observation on 07/29/25 at 11:06 A.M., of the resident's transfer
showed: Certified Nurse Assistant (CNA) C unhooked the catheter drainage bag from the bed frame
and put it on top of the mattress near resident's feet; CNA C picked up the catheter drainage bag from
the bed, held the catheter drainage bag above resident's bladder, and hooked the catheter draining bag
onto CNA A's pant pocket to assist the resident to sit on the side of the bed;CNA A removed the
catheter drainage bag from his/her pant pocket and hooked the drainage bag under the resident's
wheelchair seat with a privacy cover in place and six in. of catheter tubing lay on the floor and the
catheter tubing also touched the right front wheel of the wheelchair;CNA C propelled the resident in
the wheelchair from his/her room, though the hallway, and to the dining room while the catheter
tubing drug the floor under the wheelchair. 3. Review of Resident #5's medical record
showed:admitted on [DATE];Diagnosis of urine retention. Review of the resident's POS, dated July
2025, showed:An order to change the Foley catheter (a type of indwelling catheter) and urinary
drainage bag monthly on the 24th of every month and PRN with an 18 French 30 ml balloon, dated
06/24/25.Review of the resident's admission MDS, dated [DATE], showed: Indwelling
catheter;Required assistance for toileting and transfers. Review of the resident's Care Plan, dated
07/21/25, showed:Urinary catheter due to bladder retention. Position the catheter bag and tubing
below the level of the bladder;Activities of daily living (ADLs) deficit and dependent for toileting.
Observation of the resident's catheter drainage bag and tubing placement showed:On 07/28/25 at
11:08 A.M., the resident sat in a wheelchair in the dining room and 18 in. of catheter tubing lay on the
floor with no privacy bag;On 07/29/25 at 8:12 A.M., the resident sat in a wheelchair in the hall outside
of the dining room and six in. of catheter tubing lay on the floor with the drainage bag covered with a
privacy cover; On 07/29/25 at 9:25 A.M., the resident sat in a wheelchair in the dining room and six in.
of catheter tubing lay on the floor and the catheter bag with the spout rested on the floor. The privacy
drape did not cover the bottom of the catheter drainage bag which allowed the bottom and the spout
of the drainage bag to rest on the floor. Observation on 07/29/25 at 9:27 A.M., of the resident's
transfer showed:CNA A unhooked the catheter drainage bag, put it on the floor where the bottom of
the catheter bag touched the floor, and the drainage bag was not covered by a privacy bag;CNA A
picked up the catheter drainage bag and hooked it onto CNA B's pant pocket;CNA A and CNA B
transferred the resident from the wheelchair to the bed;CNA B unhooked the catheter drainage bag
from his/her pocket, held the drainage bag above his/her waist height which was also above the
resident's bladder, and hung the catheter drainage bag on the bed frame. During an interview on
07/29/25 at 5:33 P.M., CNA C said catheter care should be completed from insertion point down the
catheter, and the drainage bag should not be above the resident's bladder. During an interview on
07/29/25 at 5:42 P.M., CNA B said the catheter drainage bag should not be above the resident's
bladder or on the bed. The catheter drainage bag and tubing should not be on the floor. During an
interview on 07/30/25 at 2:18 P.M., CNA D said when performing incontinent care, if the wheelchair
(continued on next page)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 265582 Page 26 of 28



Department of Health & Human Services Printed: 07/18/2026

. . . . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
265582 B. Wing 07/31/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Stonecrest Healthcare 2 Highway Y
Viburnum, MO 65566

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0690 cushion was soiled, it should be cleaned, sanitized, and dry before the resident was placed back in
the chair. If the seat cushion was wet, remove it, and replace it with a dry one. If the resident

Level of Harm - Minimal harm assisted with cleaning him/herself, make sure the resident cleaned their self properly, or ask to make

or potential for actual harm sure everything was clean. If the resident refused, report it to the nurse. During an interview on
07/31/25 at 7:45 A.M., the Director of Nursing (DON) said catheter drainage bags and tubing should

Residents Affected - Few never touch the floor. Catheter drainage bags should always stay below the resident's bladder and be

covered. Incontinent residents should be checked at least every two hours and more if needed. During
an interview on 07/31/25 at 4:15 P.M., the Administrator said catheter drainage bags and tubing
should never touch the floor and the catheter bag should never be above the resident's bladder level
and the drainage bag should have a privacy cover. Incontinent residents should be checked at least
every two hours or per their care plan.
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F 0759

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure medication error rates are not 5 percent or greater.

Based on observation, interview, and record review, the facility failed to maintain an error rate of less
than five percent (%) when medications were administered. There were 32 opportunities with two
errors made, for an error rate of 6.25%. This practice affected two residents (Residents #7 and #15) of
five sampled residents. The facility census was 54.Review of the facility's policy titled, Medication
Administration, last revised 06/26/24, showed: Medications are administered by licensed nurses, or
staff who are legally authorized to do so in this state, as ordered by the physician, and in accordance
with professional standards of practice;Compare medication source with medication administration
record (MAR) to verify resident name, medication name, form, dose, route, and time;Report and
document any adverse side effects or refusals;Correct any discrepancies and report to nurse
manager. 1. Review of Resident #7's medical record showed:- Diagnoses of chronic obstructive
pulmonary disease (COPD - condition caused by damage to the airways or other parts of the lung),
nontraumatic subdural hemorrhage (collection of blood between the brain and its outer covering that
occurs without a significant head injury), generalized anxiety disorder (mental health condition
characterized by excessive and persistent worry), lack of coordination, and vascular dementia
(decline in thinking skills caused by conditions that reduce or block blood flow to the brain, leading to
brain damage). Review of the resident's August 2025 Physician Order Sheet (POS), showed: An order
for oxybutynin chloride (medication used to treat an overactive bladder) extended release (ER) 10
milligram (mg) by mouth one time a day, dated 07/29/25. Observation on 7/30/25 at 9:50 A.M., of the
resident's medication administration showed:Certified Medical Technician (CMT) D failed to
administer oxybutynin chloride ER 10 mg to the resident. 2. Review of Resident 15's medical record
showed:Diagnoses of COPD, major depressive disorder (a mental health condition characterized by
persistent feelings of sadness, hopelessness, and a lack of interest or pleasure in activities),
generalized anxiety disorder, fibromyalgia (chronic condition characterized by widespread
musculoskeletal pain, fatigue, and other symptoms), and osteoarthritis (a common degenerative joint
disease that affects the cartilage and surrounding tissues in the joints). Review of the resident's
August 2025 POS showed: An order for fluticasone furoate-vilanterol (a COPD medication) inhaler
200/25 microgram (mcg) one puff inhaled orally one time a day and to rinse mouth after use, dated
10/14/24.Observation on 7/30/25 at 8:55 A.M., of the resident's medication administration
showed:CMT D failed to administer fluticasone furoate-vilanterol 200-25 mcg inhaler one pulff to the
resident. During an interview on 07/30/25 at 11:00 A.M., CMT D said for Resident #7, the oxybutynin
chloride ER 10 mg medication order was and the new dosage hadn't been delivered from the
pharmacy. Resident #15's fluticasone furoate-vilanterol inhaler 200/25 microgram (mcg) one puff
medication order hadn't been delivered from the pharmacy. Resident #15's medication hadn't been
given as ordered for two weeks and had not been reported to the Director of Nursing (DON). During an
interview on 07/30/25 at 11:15 A.M., the DON said she was unaware of any medications not being
available for the residents as per the physician orders and would expect this to be done. During an
interview on 07/31/25 at 4:20 P.M., the Administrator said she would expect all medications to be at
the facility and to be administered as per physician orders.
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