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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to protect each resident's right to be free from any 
physical restraint when Resident #2 was found by staff with the sleeves of his/her long sleeve shirt tied 
together at the end, preventing freedom of movement, and resulted in limiting normal access to the use of 
his/her hands. The census was 48.Review of the facility's Restraints policy, dated 6/2020, showed:-Purpose: 
Residents shall be provided an environment that is restraint-free, unless a restraint is necessary to treat a 
medical symptom in which case the least restrictive measures shall be used;-Physical restraint is defined as 
any manual method or physical or mechanical device, material, or equipment attached or adjacent to the 
resident's body that the individual cannot remove easily which restricts freedom of movement or normal 
access to one's body. This may include bed rails, beds against walls, restrictive clothing, etc.;-The facility will 
ensure that restraints will not be imposed for purposes of discipline or convenience;-Restraints may only be 
used if/when the resident has a specific medial symptom that cannot be addressed by another less restrictive 
intervention and a restraint is required to treat the medical symptoms, protect the resident's safety, and help 
the resident attain the highest level of his/her physical or psychological well-being. During an interview on 
12/18/25 at 1:00 P.M., the Interim Administrator said Resident #2 was found by the day shift Certified Nurse 
Assistant (CNA) today with his/her hands tied. The resident was wearing a long-sleeved shirt and was in 
bed. Review of Resident #2's annual Minimum Data Set (MDS, a federally mandated assessment instrument 
completed by facility staff), dated 6/14/25, showed:-Resident is rarely/never understood;-Severely impaired 
cognitive skills for daily decision making;-Physical behavioral symptoms directed towards others occurred 1 
to 3 days;-Other behavioral symptoms not directed towards other occurred 1 to 3 days;-Behavioral 
symptoms impact on resident: Significantly interferes with the resident's care;-Functional limitation in range 
of motion impairment on both sides, upper and lower extremity;-Dependent for eating, oral hygiene, toileting 
hygiene, shower/baths, upper and lower body dressing, putting on/taking off footwear, and personal 
hygiene;-Dependent to roll left and right, char/bed-to-chair transfers, and tub/shower transfers;-Not 
attempted/resident did not perform activity: sit to lying, lying to sitting on side of bed, sit to stand, toilet 
transfer, walk 10 feet;-Always incontinent of bowel and bladder;-Primary medical condition category: 
Non-traumatic brain dysfunction (damage to the brain from internal causes like stroke, infection, lack of 
oxygen (anoxia/hypoxia), tumors, or toxins, rather than an external impact (like a fall or blow);-Diagnoses 
included hemiplegia or hemiparesis (weakness and/or paralysis on one side of the body), malnutrition, and 
anxiety disorder. Review of the resident's medical record, showed:-An order dated 6/23/25 to assist resident 
with dressing and undressing every shift related to limitations from diagnosis of hemiplegia and hemiparesis 
following a stroke affecting the left side;-No documentation of any type of restraint used;-No order for any 
type of physical restraint. Review of the resident's quarterly MDS, dated [DATE], showed:-Severely impaired 
cognition;-Physical behavioral symptoms directed towards others occurred 1 to 3 days;-Rejection of care 
occurred 1 to 3 days;-Functional limitation in range of motion impairment on both sides, upper and lower 
extremity;-Dependent for eating, oral hygiene, toileting hygiene, shower/baths, upper and lower body 
dressing, putting on/taking off footwear, and personal hygiene;-Dependent to roll left and right, 
char/bed-to-chair transfers, and tub/shower transfer;-Not attempted/resident did not perform activity: sit to 
lying, lying to sitting on side of bed, sit to stand, toilet transfer, walk 10 feet;-Always incontinent of bowel and 
bladder;-Primary medical condition category: Non-traumatic brain dysfunction;-Diagnoses included 
hemiplegia or hemiparesis, non-Alzheimer's dementia, malnutrition, and anxiety disorder. Review of the 
resident's care plan, last revised on 10/22/25, showed:-The resident has potential to demonstrate physical 
and verbal behaviors related to dementia with psychotic disturbances;--Goal: Will not harm self or 
others;--Interventions included: When he/she becomes agitated intervene before agitation escalates. Engage 
calmly in conversations;-Activity of daily living (ADL) self care performance deficit related to Alzheimer's 
disease;--Goal: maintain current level of function;--Interventions included: 1-2 staff participation for bed 
mobility. Totally dependent on staff for bathing, bed mobility, personal hygiene and dressing;-The care plan 
did not direct staff to use any form of restraint;-The care plan did not address the resident's behavior of 
rubbing his/her scalp until the area was bald. During an interview on 12/18/25 at 1:11 P.M., CNA F said 
he/she was the CNA assigned to the resident on the day shift. His/Her shift started at 7:00 A.M., and he/she 
did not get report from the off going CNA from night shift. He/She did not need to provide care to the resident 
until later in his/her shift. When he/she fed the resident breakfast, he/she just sat up the head of the bed and 
fed him/her. He/She did not have to uncover the resident. About an hour ago he/she went in to provide care, 
uncovered the resident, and saw the resident's sleeves were tied together at the wrist. The resident wore a 
long sleeve shirt, and his/her hands were inside the sleeves with the ends of the sleeves tied in a knot. It was 
not something that could have happened on accident. It was tied in knot that someone would have had to tie. 
The resident was in bed on his/her back. It looked like his/her hands were just down resting in front of 
him/her. He/She had the ability to raise and lower his/her arms together, but would not be able to use his/her 
hands. The resident does grab at times but does not hit. He/She moves around a lot and reaches for staff. 
He/She is not interviewable. He/She can talk, but has no recollection of things that happened even recently 
in the past so he/she could not say what happened. He/She did not appear to be in distress. Observation of 
the resident on 12/18/25 at 1:23 P.M., showed the resident in her room in a reclining medical chair. He/She 
was unable to answer questions. He/She wore a long sleeve shirt and his/her arms flung around. He/She 
rubbed the right side of his/her head in a repetitive manner with a large bald spot visible on the right side of 
his/her head where he/she was rubbing. CNA F said the resident rubbing his/her head was a behavior that 
he/she has, and the bald spot on the right side of his/her head was from rubbing. During an interview on 
12/18/25 at 2:14 P.M., CNA G said today CNA F asked for assistance with the resident. They walked in the 
room and uncovered the resident, and both saw his/her shirt tied, the sleeves knotted. The knot was not 
something that could have been accidental. CNA G said he/she had not been in that room prior to that. 
He/She stayed with the resident while CNA F got the nurse. The nurse came back with him/her. Staff do 
everything for the resident, he/she is total care. He/she can talk some but could not say what happened 
overnight. During an interview on 12/18/25 at 1:26 P.M., with Licensed Practical Nurse (LPN) A and LPN B, 
LPN A said the resident is total care for all activities of daily living (ADLs) and transferring. He/She is 
incontinent. His/her bald spot is from the rubbing. LPN B said he/she is the nurse who responded to the 
resident's room when CNA F reported he/she found the resident's sleeves tied. He/She did go in once before 
that to give the resident his/her ordered medication and he/she was sitting up, covered up to his/her shoulder 
and the CNA was feeding him/her breakfast. His/Her arms were under the blanket. He/She assessed the 
resident. He/She does have bruising to the right side of his/her face and arm, but that was from a prior fall. 
No new injuries noted. The resident does have some behaviors. He/She yells out and is resistive to care at 
times. He/She will hit at times. During an interview on 12/19/25 at 6:26 A.M., CNA I said he/she worked on 
the other hall on the night shift on the night of December 17th through the morning of the 18th. He/She did 
not work on the resident's hall at all that night and did not know anything about the sleeves being tied. During 
an interview on 12/19/25 at 8:13 A.M., the Interim Administrator said the Director of Nursing (DON) called the 
night shift yesterday and interviewed them about the resident's sleeves being tied. During an interview on 
12/19/25 at 8:18 A.M., the DON said when he talked to the resident's assigned CNA, CNA D said nothing 
unusual happened overnight. The resident was his/her normal talkative self when put to bed. He/She got the 
resident dressed in the morning. When he mentioned the resident's sleeves being tied together, CNA D said 
he/she did not know anything about it. During an interview on 12/19/25 at 8:26 A.M., LPN C said he/she was 
the resident's nurse on the night shift the night of December 17th through the morning of the 18th. He/She 
did not have to go into the resident's room. The resident does not need any nursing care on the night shift. 
The resident's door is always open, and he/she could be seen from the open door and seemed peaceful. No 
issue was reported to him/her regarding the resident. During an interview on 12/19/25 at 10:10 A.M., the 
Interim Administrator and DON said it was never determined who tied the resident's sleeves together. They 
would expect residents to be free from restraints.
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Residents Affected - Few

Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject to 
physician orders and the resident’s advance directives.
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to provide cardiopulmonary resuscitation (CPR, 
life saving measures) effectively to include rescue breaths, to a resident when the supplies needed to run a 
code were not available on the crash cart. This resulted in a delay of up to 9 minutes from the time CPR was 
initiated until rescue breaths and oxygen could be administered, for one resident (Resident #1). Staff were 
not knowledgeable on how to work the suction machine, resulting in an occluded airway. In addition, staff 
failed to ensure Emergency Medical Services (EMS) was in the room and ready to take over compressions 
before stopping CPR. Eighteen residents were identified to be a full code. The census was 48. The Interim 
Administrator was notified on [DATE] at 2:50 P.M. of an Immediate Jeopardy (IJ) which began on [DATE]. 
The IJ was removed on [DATE] as confirmed by surveyor onsite verification. Review of the facility's Medical 
Emergencies - Code Blue, policy, dated [DATE], showed:-Purpose: To ensure the prompt and effective 
response by facility personnel during medical emergencies through the use of the Code Blue procedure;-The 
facility will provide an appropriate level of response to the resident during medical emergency;-A medical 
emergency is defined as any of the following conditions requiring immediate medical intervention and the 
initiation of the Code Blue procedure:--Respiratory or Cardiac Arrest;-The facility will perform CPR in 
accordance with the guidelines set forth by the American Heart Association (AHA);-Once CPR is initiated, it 
will continue until paramedics arrive;-First Responder:--The first of facility personnel to arrive and find a 
resident with any of the above conditions will:---Call for help;---Send available staff to call a Code Blue and 
retrieve emergency medical equipment;---Assess the resident's level of consciousness, circulation, airway, 
and breathing; begin CPR according to current practice. Note: The first responder should not leave the victim 
to call for help unless absolutely necessary according to the situation;---When the second responder arrives, 
have the second responder place the cardiac arrest board under the resident and assist with two-rescuer 
CPR.-Subsequent Responder(s):--Activate the Emergency Response System - Call 911;--Direct all needed 
personnel to the Code Blue site;--Send a staff member to the entrance door to wait where the ambulance is 
expected to arrive;--The Registered Nurse (RN) to respond will lead the code unless responsibility is 
transferred to another licensed staff member;--Note: One person CPR will be maintained until there is a 
second responder available to begin two person CPR;---CPR will continue until the paramedics arrive and 
assume responsibility;-Licensed Nurse:--In the absence of an Attending Physician, it will be the responsibility 
of the first licensed staff member responding to the code to lead and coordinate the resuscitation efforts until 
paramedics arrive. Review of Resident #1's admission Minimum Data Set (MDS), a federally mandated 
assessment instrument completed by facility staff, dated [DATE], showed:-Severe cognitive impairment; 
-Diagnoses included pressure ulcers (injury to the skin and/or underlying tissue usually over a bony 
prominence, as a result of pressure or friction), sepsis (infection in the blood), dysphagia (inability to 
swallow), and aphasia (inability to speak or understand). Review of the resident's care plan, in use at the 
time of survey, showed: -Focus: Full code;-Goal: Initiate CPR;-Interventions: Signed proper documents, 
consult nurse staff on changes in health. Review of the resident's electronic Physician Order Sheet, (ePOS), 
showed an order, dated [DATE], for full code status. During an interview on [DATE] at 2:53 P.M., Licensed 
Practical Nurse (LPN) B said usually night shift checks the crash cart, but he/she did not see a sign off sheet 
on the cart for verification. Review of the crash cart check list showed an Ambu bag (self-inflating 
resuscitator) with mask and oxygen tank listed as items that should be on the crash cart. Staff initialed all 
supplies available on [DATE]. Review of the AHA Adult Basic Life Support Algorithm for Healthcare 
Providers, dated 2020, showed:-Check for responsiveness;-Look for no breathing or only gasping and check 
pulse;-If no breathing or only gasping, pulse not felt: Start CPR;-Perform cycles of 30 compressions and two 
breaths. Use Automated External Defibrillator (AED) as soon as it is available. Review the AHA CPR 
Science Based Guidelines, dated 2025, showed:-CPR - is an emergency lifesaving procedure performed 
when the heart stops beating. Immediate CPR can double or triple chances of survival after cardiac 
arrest;-For healthcare providers and those trained: conventional CPR using chest compressions and 
mouth-to-mouth breathing at a ratio of 30 compressions to two breaths. In adult victims of cardiac arrest, it is 
reasonable for rescuers to perform chest compressions at a rate of 100 to 120 per minute and to a depth of 
at least 2.0 inches (5.0 centimeters) for an average adult. Observation on [DATE] at 2:20 P.M., showed 
during the resident's wound care, the Wound Doctor exited the room and the Director of Nursing (DON) 
remained with the resident. The resident stopped breathing. The DON checked the resident for breaths and 
a heartbeat. He then began chest compressions. At 2:21 P.M., LPN B brought the crash cart to the room 
followed by LPN A with the backboard. The Wound Doctor responded to the room. The DON continued chest 
compressions, but no rescue breaths were provided because an Ambu bag was not available on the crash 
cart. At 2:24 P.M., staff connected the oxygen tubing and searched the crash cart and said they could not 
locate the pen needed to turn on the oxygen tank, so no oxygen was being administered. Chest 
compressions continued, no rescue breaths given. At 2:26 P.M., a staff member brought an AED to the 
room, CPR was paused as the AED was applied. The AED said, no pulse found. Chest compressions 
continued. At 2:28 P.M., the AED instructed staff to administer two breaths. LPN B searched through the 
crash cart and said there was no mask for the Ambu bag, so no breaths were given. Chest compressions 
continued. At 2:29 P.M., staff returned with the Ambu mask, attached it to the Ambu bag, and two breaths 
given via the Ambu bag. CPR continued. At 2:31 P.M. fire/EMS arrived outside of the room. Staff stopped 
CPR before fire/EMS was ready to take over. Fire/EMS personnel entered the room, and no CPR was in 
progress. EMS asked if they were calling it staff said the resident still needed CPR. At 2:32 P.M., Fire/EMS 
resumed CPR. At 2:56 P.M, EMS exited the room. During an interview on [DATE] at 11:10 A.M., the DON 
said at the time he started CPR, the resident had no pulse and no respirations. He verified before starting. 
He could not palpate a pulse. During an interview on [DATE] at 2:53 P.M., LPN B said he/she is the one who 
got the crash cart. When attempting to set up the Ambu-bag, the mask was not on the cart. He/She had to 
get it from the nurse's desk. By the time he/she got back, the DON and Wound Doctor had connected the 
AED and were opening suction. During an interview on [DATE] at 2:58 P.M., LPN A said when attempting to 
get the Ambu-bag ready, he/she could not locate the mask that attached to the bag. It was not on the cart, so 
LPN B ran to get it. He/She was attempting to get the oxygen set up, but he/she could not find the pen 
needed to turn on the oxygen tank. The resident expired. During an interview on [DATE] at 12:50 P.M., the 
Wound Doctor said the AHA requires two respirations with every 30 beats. There should have been rescue 
breaths provided. He was not sure if a delay of breaths would have changed the outcome for this resident 
because the resident had a lot of secretions in his/her mouth, so he/she needed suction more than anything. 
The breaths would not have made it through to his/her lungs. During an interview on [DATE] at 1:18 P.M., 
LPN A said during the code, he/she was working on setting up the oxygen tank. They oxygen needs the key 
to get the oxygen on. He/She found the key in a sandwich bag. He/She was able to get the oxygen on and 
working, but there was a delay in getting the oxygen to the resident because it was connected to the Ambu 
bag and there was a delay in getting the mask. After the oxygen was set up, he/she then started working on 
setting up the suction machine. Once he/she got it set up, he/she tested it with some saline, and it was not 
working. Nothing came through when he/she tested it. He/She even put his/her hand over the end to get the 
suction to work, but he/she was never able to get it to work. Then 911 came and that is the last he/she did 
with it. He/She was never able to use the suction on the resident, and he/she did not recall anyone else 
using the suction. It took about five minutes to get to set up, and it did not work. During an interview on 
[DATE] at 10:01 A.M., with the DON and Interim Administrator, the DON said he was the one running the 
code. His responsibility in running the code is to assign duties and make sure proper compression are given, 
proper rate, etc. Breaths should be given at a rate of two every 30 compressions. During the code, staff were 
eventually able to give breaths, but initially they did not have the mask available to give breaths. He was not 
sure why there was no mask. Regarding the checklist, the check list does show that staff checked off the 
mask was present on the crash cart during the check on the [DATE]. Night shift are the ones who check the 
crash cart. It is a concern that staff marked the mask as available when it was not. He noticed the resident 
was not breathing and he was aware of his/her code status. The pen/key needed to turn on the oxygen was 
available on the cart and he would expect staff to know how to use it to turn on the oxygen tank. It was 
located on the side of the crash cart. Staff were able to eventually get the oxygen flowing during the code. 
When EMS arrives, compressions should continue until they are ready to take over. If stopped too soon, 
there is a risk of delay in compressions and potentially death. During an interview on [DATE] at 1:40 P.M, the 
Medical Director said he was informed after the fact the resident was coded, and staff was unsuccessful in 
resuscitation. He expects the facility staff to follow policy and AHA standards of practice when giving CPR. 
Depending on the situation, if the resident has excess secretions, suction could be beneficial to clear the 
airway, but it depends on what is most urgent at the time. In general, research says rescue breaths are 
beneficial if they can be completed while also maintaining routine compressions. NOTE: At the time of the 
abbreviated survey, the violation was determined to be at the immediate jeopardy level J. Based on 
observation, interview and record review completed during the onsite visit, it was determined the facility had 
implemented corrective action to remove the IJ violation at the time. A final revisit will be conducted to 
determine if the facility is in substantial compliance with participation requirements. At the time of exit, the 
severity of the deficiency was lowered to the D level. This statement does not denote that the facility has 
complied with State law (Section 198.026.1 RSMo.) requiring that prompt remedial action to be taken to 
address Class I violation(s).
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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Based on observation, interview and record review, the facility failed to ensure treatment orders for wound 
care were appropriately transcribed, resulting in one resident (Resident #4) not receiving wound care as 
ordered by the physician. The sample was 7. The census was 48. Review of the facility's Physician's Orders 
policy, dated June 2020, showed:-Purpose: This will ensure that all physician orders are complete and 
accurate;-Orders will include a description complete enough to ensure clarity of the physician's plan of 
care;-Whenever possible, the Licensed Nurse receiving the order will be responsible for documenting and 
implementing the order;-Medication/treatment orders will be transcribed onto the appropriate resident 
administration record. Orders pertaining to other health care disciplines will be transcribed onto the 
appropriate communication system for that discipline;-Documentation pertaining to physician orders will be 
maintained in the resident's medical record. Current month's administration records will be maintained in the 
medication administration record (MAR)/treatment administration record (TAR). Review of the facility's 
Wound Management policy, dated June 2020, showed:-Purpose: To provide a system for the treatment and 
management of residents with wounds including pressure and non-pressure injury;-A resident who has a 
wound will receive necessary treatment and services to promote healing, prevent infection and prevent new 
pressure injuries from developing;-Venous insufficiency ulcer - an open lesion of the skin and subcutaneous 
tissue of the lower leg, usually occurring in the pretibial (shin bone) area of the lower leg or above the medial 
ankle. Venous insufficiency ulcers may be caused by one (or a combination of) factor(s) including: loss of (or 
compromised) value function in the vein, partial or complete obstruction of the vein, and/or failure of the calf 
muscle to pump the blood;-Per attending physician's order, the nursing staff will initiate treatment and utilize 
interventions for pressure redistribution and wound management;-New pressure injuries or wounds will be 
documented in the 24-Hour Log;-Wound documentation will occur at a minimum of weekly until the wound is 
healed. 1. Review of Resident #4's admission Minimum Data Set (MDS), a federally mandated assessment 
instrument completed by facility staff, dated 7/11/25, showed:-Mild cognitive impairment; -Open lesions other 
than ulcers, rashes, or cuts noted;-Diagnoses included peripheral vascular disease (poor circulation), 
cognitive communication deficit (inability to understand or express impaired thinking), protein-calorie 
malnutrition (inadequate intake of protein and calories), infection of the skin and subcutaneous tissues 
(common bacterial on skin), diabetes, and kidney disease. Review of the resident's electronic Physician 
Order Sheet (ePOS), showed an order, dated 8/27/25, for tubi-grip (compression) socks to right lower 
extremity daily for swelling. Review of the nurse's progress notes, dated 12/5/25, showed:-At 10:00 A.M., 
staff documented the resident's leg was noted to have edema (swelling) +2, faint pedal pulse, and redness to 
right lower leg to halfway to top of foot. Resident had a recent diagnosis of cellulitis (bacterial infection 
causing inflammation) of the legs. Resident stated I know something is wrong with my foot. Physician notified 
and new order received to send resident out to emergency room (ER) upon return to facility from dialysis;-At 
6:07 P.M., staff documented EMS arrived to transport the resident to the hospital for further evaluation of 
right leg. Resident alert and oriented times four (alert to person, place, time, and event) and refused to go to 
the hospital. Review of the resident's Wound Doctor progress notes, dated 12/11/25, showed:-Area to right 
medial shin, venous insufficiency ulcer: change dressing daily, cleanse with normal saline (sterile water). 
Primary treatment with betadine (antiseptic medication), dressing dry, and wrap with an Ace wrap (tight 
bandage);-Area to left anterior shin, diffused/scattered venous insufficiency ulcer: change dressing daily, 
cleanse with normal saline. Primary treatment with betadine, dressing dry, and wrap with an Ace wrap. 
Review of the resident's skin assessment, dated 12/12/25, showed right lower leg (front) with closed scabs, 
bruising, and redness. Left lower leg (front) with closed scabs, bruising and redness. Review of the resident's 
ePOS and MAR for December 2025, showed the Wound Doctor's orders from 12/11/25 for treatment to the 
resident's right medial shin and left anterior shin, were not added to the ePOS or MAR. Review of the 
resident's care plan, in use at the time of survey, showed no documentation related to the resident's wounds. 
Observation on 12/18/25 at 11:25 A.M., showed the resident had an irregularly shaped wound to the right 
inner mid-calf with defined and pink edges. The wound was scabbed over. The left upper leg had scrape-like 
marks that were scabbed. Both legs were without bandages, dressings, or tubi-socks. During an interview, 
the resident said he/she has wounds on his/her right toes, right shin, left shin, and buttocks. A doctor 
prescribed medication nine days go, but he/she has not received the medication. The resident believes 
his/her wounds are one to two months old. During an interview on 12/18/25 at 11:06 A.M., Licensed Practical 
Nurse (LPN) A said there are two nurses working on day shift. The desk nurse does all the clerical work and 
glucose checks with insulin administration. The floor nurse passes all the medications and does wound 
treatments. Every Thursday, the facility's Wound Doctor makes rounds on each resident with the Director of 
Nursing (DON). If the wounds are new, the nurses can measure and record them; however, the Wound 
Doctor measures the wounds and documents the findings in his notes. During an interview on 12/18/25 at 
12:59 P.M., the DON said the Wound Doctor saw the resident last week, on 12/11/25. At that time, the 
he/she was out of the facility. When he/she returned on Monday, 12/15/25, a skin assessment was 
completed; however, no physician orders were transcribed to the ePOS. The desk nurse is responsible for 
entry of all orders from providers. The DON was unaware of any orders written from the provider because 
the desk nurse did not transcribe them into the electronical medical record (EMR). During an interview on 
12/19/25 at 1:17 P.M., LPN A said, the only order he/she put in was to be seen by the Wound Doctor. The 
Wound Doctor, did not given any order(s) to place. During an interview on 12/18/25 at 1:44 P.M., the Wound 
Doctor said he expects staff to follow all physician orders. His recommendation was for staff to administer the 
treatments as he ordered on 12/11/25. 2688758

86265828

02/25/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

265828 12/22/2025

Pine Grove Manor 4359 Taft Avenue
Saint Louis, MO 63116

F 0760

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure that residents are free from significant medication errors.

(continued on next page)

87265828

02/25/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

265828 12/22/2025

Pine Grove Manor 4359 Taft Avenue
Saint Louis, MO 63116

F 0760

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure residents were free from significant 
medication errors when staff failed to prime pre-filled insulin pens before insulin administration for two 
residents (Residents #6 and #4). The sample was 7. The census was 48. Review of the facility's Medication 
Administration of Insulin policy, revised May 2014, showed: -Purpose: To provide guidelines for the safe 
administration of insulin to residents with diabetes;-The type of insulin, dosage requirements, strength, 
method of administration must be verified before administration, to assure that if corresponds with the order 
on the medication sheet and the physician's order;-The policy did not address the use of insulin pens. 1. 
Review of Resident #6's significant change Minimum Data Set (MDS), a federally mandated assessment 
instrument completed by facility staff, dated 11/25/25, showed:-Cognitively intact;-Diagnoses included 
diabetes, obstructive sleep apnea (OSA), adult failure to thrive, obesity, and kidney disease. Review of the 
resident's care plan, in use at the time of survey, showed:-Focus: Resident has diabetes and is insulin 
dependent;-Goal: Resident will have no complications related to diabetes through the review 
date;-Interventions included: Educated on diabetes chronic disease, monitor for hypoglycemia (low 
sugars)/hyperglycemia (high sugars) symptoms. Review of the electronic Physician Order Sheet (ePOS), 
showed an order, dated 4/22/25, for insulin aspart (short-acting insulin)100 Units (U)/milliliters (ml), inject 12 
U subcutaneously before meals. Review of the manufacturer's guidelines for prefilled insulin pens, undated, 
showed:-Do an air shot before each injection. Before each injection, a small amount of air may collect in the 
cartridge. To avoid injecting air and ensure proper dosing, an air shot must be completed before each 
injection;-Turn the dose button to select four U with a new cartridge or one U with a cartridge already in 
use;-Hold the pen with the needle pointing up. Tap the cartridge holder gently with finger a few times to make 
sure any air bubbles collect at the top of the cartridge;-Keep the needle pointing up, press the dose button, 
all the way in, until a click is heard or felt. The display will return to zero. A drop of insulin must appear at the 
needle tip. If a drop of insulin at the needle tip is not seen, repeat the steps until a drop of insulin is at the 
needle tip;-It is very important that a drop of insulin is seen at the needle tip before injection. This will ensure 
accurate dosing. Observation on 12/18/25 at 8:32 A.M., showed License Practical Nurse (LPN) A sanitized 
his/her hands and put on a fresh pair of gloves. LPN A wiped the prefilled insulin pen with an alcohol pad and 
placed a needle onto the pen. LPN A did not prime the insulin pen. LPN A dialed the pen to 12 U and 
administered the insulin to the resident while he/she was halfway through eating breakfast. During an 
interview on 12/19/25 at 7:47 A.M., LPN A said he/she was unaware if he/she primed the insulin pen before 
administering the medication. 2. Review of Resident's #4's quarterly MDS, dated [DATE], 
showed:-Cognitively intact;-Diagnosis includes peripheral vascular disease (poor circulation), cognitive 
communication deficit (inability to understand or express impaired thinking), protein-calorie malnutrition 
(inadequate intake of protein and calories), infection of the skin and subcutaneous tissues (common bacterial 
on skin), diabetes, and kidney disease. Review of the resident's care plan, in use at the time of survey, 
showed:-Focus: Resident has diabetes and requires hypoglycemic medication daily;-Goal: Resident will have 
no complications related to diabetes through the review date;-Interventions included: Educated on diabetes 
chronic disease, fasting serum blood sugars as ordered by doctor. Review of the ePOS, showed an order, 
dated 9/16/25, for Basaglar KwikPen (insulin glargine, long-acting insulin), subcutaneous solution 
pen-injector 100 U/ml, inject 15 U subcutaneous in the morning. Review of the manufacture's guidelines for 
KwikPen Pre-Filled Insulin Pen, dated November 2022, showed:-Prime before each injection;-Priming then 
pen means removing the air from the needle and cartridge that may collect during normal use and ensures 
that the pen is working correctly;-If the pen is not primed before each injection, you may get too much or too 
little insulin;-To prime the pen, turn the dose knob to two units. Hold the pen with the needle pointing up. Tap 
the cartridge holder gently to collect air bubbles at the top. Continue holding the pen with needle pointing up. 
Push the dose knob in until it stops and 0 is seen in the dose window. Hold the dose knob in and count to 
five slowly. You should see insulin at the tip of the needle. Observation on 12/19/25 at 8:12 A.M., showed 
LPN B did not prime the insulin pen before administering the insulin to the resident. During an interview on 
12/19/25 at 8:12 A.M., LPN B said he/she did not prime the insulin pen before using it on the resident. The 
purpose of priming first is to ensure the pen is functional prior to administering insulin. During an interview on 
12/19/25 at 12:03 P.M., the Director of Nursing (DON) said he expects staff to prime insulin two units, per the 
facility's policy. The needle hub is filled up with air and by not priming it, the residents received air instead of 
the recommend dose of insulin ordered. 2694223
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