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F 0656

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45045

Based on observations, record review, and resident and staff interviews, the facility failed to develop a 
person-centered care plan for 1 of 1 resident reviewed for hearing impairment (Resident #75).

The findings included:

Resident #75 was admitted to the facility on [DATE]. Resident #75 was hospitalized on [DATE] and returned 
to the facility on [DATE]. 

Review of the Minimum Data Set (MDS) admission assessment dated [DATE] revealed Resident #75 had 
moderate cognitive impairment and was coded for minimal hearing difficulty with the use of hearing aids. 

Review of the care plan revealed no care plan related to Resident #75's hearing impairment and use of 
hearing aids.

An interview and observation were conducted on 2/03/25 at 2:15 pm with Resident #75. This surveyor had to 
move close and speak loudly within one to three inches of the right ear for Resident #75 to hear questions. 
Resident #75 reported she was very hard of hearing, and she did not have her hearing aids today. Resident 
#75's hearing aids were observed charging on the bedside table. 

An interview was conducted on 2/05/25 at 3:33 pm with MDS Nurse #1 who revealed the Social Worker was 
responsible to implement Resident #75's hearing impairment care plan because she completed that portion 
of the MDS assessment. MDS Nurse #1 stated she would not have reviewed Resident #75's care plan to 
make sure care plans were implemented in the areas of the assessments she did not complete. 

During an interview on 2/05/25 at 3:38 pm with the Social Worker she revealed she was responsible for 
implementing Resident #75's hearing impairment care plan. The Social Worker stated she normally 
implemented the care plan after she completed the MDS assessment, but she must have missed Resident 
#75's hearing impairment care plan. 

An interview was conducted with the Administrator on 2/06/25 at 3:39 pm who revealed the Social Worker or 
the MDS Nurses were responsible for implementing resident care plans. The Administrator stated care plans 
were reviewed in the daily clinical meetings, but she was unable to recall if Resident #75's hearing 
impairment care plan was reviewed. 
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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** 41772

Based on observation, record review, and resident and staff interviews, the facility failed to secure indwelling 
urinary catheter tubing to prevent tugging or pulling for 1 of 2 residents reviewed for indwelling urinary 
catheters (Resident #53).

The findings included:

Resident #53 was admitted to the facility on [DATE] with diagnoses that included neurogenic bladder (a 
condition that occurs when the nervous system connection to the bladder is disrupted) with urinary retention.

Review of a physician's order dated 12/4/24 read in part; Check placement of catheter securement every 
shift.

Resident #53's Admission Minimum Data Set (MDS) assessment dated [DATE] revealed she had moderate 
cognitive impairment. She was coded as having an indwelling urinary catheter.

An interview was conducted with Resident #53 on 02/03/25 at 11:35 AM. Resident #53 stated she had 
experienced pain from her urinary catheter when she was up in the chair. Resident #53 stated a leg strap 
was placed to secure the catheter tubing which helped with the pain. Resident #53 pulled back the sheet to 
expose catheter tubing that was not secure. Resident #53 denied any pain from the catheter tubing at that 
time.

An observation of Resident #53's catheter tubing was conducted on 02/04/25 at 03:08 PM that revealed the 
urinary catheter tubing was not secured.

An interview was conducted with Resident #53 on 02/05/25 at 01:31 PM. Resident #53 stated staff did not 
consistently secure the catheter tubing. Resident #53 pulled back her cover to expose catheter tubing that 
was not secured. There was no leg strap observed in the room.

An interview was conducted on 02/05/25 at 01:37 PM with Nurse Aide #1. NA #1 stated she was assigned to 
Resident #53 and had provided care for this resident. NA #1 stated the nurse caring for the resident was 
responsible for making sure that the indwelling catheter had a securement device.

An interview was conducted with Nurse #1 on 02/06/25 at 09:23 AM. Nurse #1 stated nurses were 
responsible for making sure indwelling catheter tubing was secured. Nurse #1 stated she had forgotten to 
place the urinary catheter securement device on Resident #53 that morning.

An interview was conducted with Unit Manager #1 on 2/12/25. Unit Manager #1 stated she expected that the 
nurse assigned to the resident would check each shift to make sure the urinary catheter securement device 
was in place.

(continued on next page)
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F 0690

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

An interview was conducted on 2/12/25 at 10:45 AM with the Administrator. The Administrator stated she 
expected staff to follow the physician order and make sure the urinary catheter securement device was in 
place each shift.
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F 0760

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45045

Based on record review, and staff, Nurse Practitioner and Medical Director interviews, the facility failed to 
clarify a physician order for phenytoin (a medication used to treat epilepsy and manage seizures) for a 
resident with a diagnosis of generalized epilepsy (a brain disorder that causes seizures) which resulted in the 
phenytoin not being administered for 19 days. This deficient practice was identified for 1 of 1 residents 
reviewed for significant medication error (Resident #287).

The findings included:

Resident #287 was admitted to the facility on [DATE] with diagnoses which included generalized epilepsy 
and stroke. 

Resident #287 had a physician order dated 4/11/24 for phenytoin sodium extended 100 milligram (mg) 
capsule. Give 100 mg by mouth twice a day on Monday, Tuesday, Wednesday, Friday, Saturday, and 
Sunday for generalized epilepsy. 

The Minimum Data Set (MDS) quarterly assessment dated [DATE] revealed Resident #287 had moderate 
cognitive impairment. 

Resident #287 had a care plan in place, last reviewed 10/24/24, for risk for injury related to seizure disorder 
and history of phenytoin toxicity (high levels of phenytoin in body which can cause slurred speech, vomiting, 
or lethargy). The care plan had Interventions in place which included to monitor for adverse effects of 
medications. 

Review of Resident #287's laboratory results dated [DATE] revealed a phenytoin level of 8.7 micromole/liter. 
The therapeutic level of phenytoin is 10-20 micromole/liter. 

Resident #287 had a physician order dated 10/30/24 at 12:15 pm to discontinue phenytoin 100 mg twice a 
day for generalized epilepsy. The discontinued order was verified by Unit Manager #1 on 10/30/24 at 2:00 
pm.

Resident #287 had a physician order entered into electronic medical record by NP #1 on 10/30/24 at 12:16 
pm for phenytoin 100 mg tablet three times a day on Monday, Tuesday, Wednesday, Friday, Saturday, and 
Sunday for generalized epilepsy. Resident #287's phenytoin order was verified and discontinued by Unit 
Manger #1 on 10/30/24 at 2:00 pm. 

Review of the end-of-day communication email dated 10/30/24 sent from NP #1 to members of the facility 
management team which included the Administrator, Director of Nursing, and Unit Manager #1 revealed the 
notification that Resident #287's phenytoin medication was increased due to a low therapeutic level. 

(continued on next page)
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F 0760

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

A telephone interview was conducted on 2/06/25 at 9:43 am with Nurse Practitioner #1 who revealed she 
wrote an order on 10/30/24 to increase Resident #287's phenytoin medication from twice a day to three 
times a day due to the therapeutic level of the medication being low. She stated Resident #287 was 
hospitalized for an unrelated incident on 11/19/24 and she was not aware Resident #287's phenytoin 
medication had been discontinued by facility staff or that the medication was not administered from 10/30/24 
through 11/19/24. NP #1 stated she had a facility visit with Resident #287 on 11/18/24 and no acute issues 
or concerns were identified or reported. NP #1 stated Resident #287 did not have any seizure activity noted 
at the facility. 

An interview was conducted on 2/06/25 at 8:40 am with Unit Manager #1 who revealed she accidentally 
discontinued Resident #287's new phenytoin order written by NP #1 on 10/30/24 because she thought it was 
a duplicate order or may not have clicked to discontinue the medication when the order first showed to be 
verified. She was unable to state exactly what happened but stated she did discontinue both orders. Unit 
Manager #1 stated she did not speak to NP #1 regarding the change in Resident #287's phenytoin 
medication on 10/30/24. She confirmed she received the end of day communication emails from NP #1, but 
she was unable to recall if the email was reviewed on 10/30/24. Unit Manager #1 stated the normal process 
was to review all physician orders, which included discontinued orders, the next day during the clinical 
meeting, but she stated she did not recall if Resident #287's phenytoin orders were discussed. Unit Manager 
#1 stated she was responsible to ensure Resident #287's medication orders were reviewed, accurate, and 
verified. 

Review of Resident #287's electronic medical record from 10/30/24 through 11/19/24 revealed no 
observations or reports of seizure activity noted. 

The nursing progress note dated 11/19/24 at 10:18 pm written by Nurse #1 revealed Resident #287 was 
difficult to arouse and reported she did not feel good. Resident #287's vital signs were noted as follows: 
blood pressure 112/64 mm/Hg (millimeters of mercury), heart rated 59 beats per minute, respiratory rate of 
16, and blood sugar of 164 mmol/L (millimoles per liter). Nurse #1 notified the provider via telemedicine 
regarding the observed change in condition and received an order for Resident #287 to be transferred to the 
hospital for further evaluation. Resident #287's Responsible Party (RP) was notified, and Resident #287 left 
the facility at approximately 10:30 pm. 

During an interview on 2/05/25 at 2:38 pm with Nurse #1 she revealed she was assigned to Resident #287 
for both the 7:00 am-3:00 pm and 3:00 pm-11:00 pm shifts on 11/19/24. Nurse #1 stated Resident #1 had 
been hard to arouse during the end of 3:00 pm -11:00 pm shift, she notified the on-call provider and received 
the order to send Resident #287 to the hospital. Nurse #1 stated she did notice that the phenytoin medication 
was no longer listed to be administered to Resident #287, but she was not sure why the medication was 
discontinued. She stated she did not discontinue or verify Resident #287's phenytoin orders on 10/30/24. 
Nurse #1 stated she was normally assigned to Resident #287 and had not witnessed any seizure activity 
during the time she was at the facility. 

Review of the hospital summary dated 11/19/24 through 11/22/24 revealed Resident #287 was sent to the 
hospital for change in mental status and unresponsiveness and was admitted to the hospital for altered 
mental status, metabolic acidosis (a condition when the body accumulates too much acid with symptoms 
which included lethargy, nausea, and vomiting), vomiting, and pneumonia. An electroencephalography 
(EEG, a test that measures electrical activity in the brain) was completed on 11/20/24 and showed no 
seizure activity. Resident #287 was discharged from the hospital to another facility on 11/22/24 with a 
discharge diagnosis of pneumonia. 

(continued on next page)
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F 0760

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

A telephone interview was conducted with the Medical Director #2 on 2/06/25 at 2:08 pm. Medical Director 
#2 confirmed she was responsible for the medical care provided by the facility at the time Resident #287's 
phenytoin medication was discontinued. Medical Director #2 stated she was not aware at the time the 
medication was discontinued but she was notified of the error when the facility determined what had 
occurred. Medical Director #2 stated that Resident #287's hospitalization on [DATE] was not related to the 
phenytoin medication being discontinued. Medical Director #2 stated the concern when discontinuing 
phenytoin would be breakthrough seizures that were continuous, but she stated Resident #287 had no 
seizure activity at the facility.

An interview with the DON was conducted on 2/06/25 at 10:25 am who revealed she was not aware 
Resident #287's phenytoin medication was discontinued by Unit Manager #1 until after Resident #287 was 
hospitalized on [DATE]. The DON stated Unit Manager #1 was responsible for reviewing all resident orders 
for the unit she was assigned to manage. She stated she did not confirm, nor did she verify, that the Unit 
Manager #1 reviewed the end-of-day communication sent by NP #1 to ensure that all orders were reviewed 
and in place. The DON stated the normal process was that the provider would see a resident, enter any 
orders relevant to the resident, and the Unit Manager was then responsible for verifying the orders so they 
would be active. The DON stated although orders were normally reviewed in the morning clinical meeting, 
she stated they did not discuss each individual medication order during the meeting. The DON stated she did 
not recall talking about Resident #287's phenytoin orders during the clinical meetings. The DON stated Unit 
Manager #1 discontinued the new order for Resident #287's phenytoin medication accidentally because she 
thought it was a duplicate order.

During an interview on 2/06/25 at 11:41 am with the Administrator she revealed that Unit Manager #1 was 
responsible for making sure Resident #287's physician orders were in place as written by the providers. She 
stated that normally during the stand-down meeting, which was held at the end of the day, physician orders 
were verbally reviewed to ensure they were in place. The Administrator stated she was unable to recall 
Resident #287's phenytoin orders were discussed at the meeting on 10/30/24. The Administrator confirmed 
she did receive the end-of-day summary from NP #1, but she did not review the information because she 
had managers in place to make sure the orders were followed. The Administrator stated the facility did not 
have a triple check process in place to make sure all orders were in place and correct at that time, but she 
stated the facility had since implemented that process.

The facility provided the following corrective action plan with a completion date of 11/21/2024.

1. Address how corrective action will be accomplished for those residents found to have been affected by the 
deficient practice:

Resident #287 no longer resides in the facility. 

On 11/20/24 a root cause analysis was completed by the Director of Nursing (DON) and the Administrator 
regarding omission of seizure medication administration for Resident #287. It was determined that Unit 
Manager #1 misunderstood the NP order to increase Resident #287's seizure medication and discontinued 
the order without a physician order to discontinue.

On 11/20/24 the DON provided education to Unit Manager #1 on not discontinuing medication orders without 
a written or verbal order from the Nurse Practitioner or physician.

(continued on next page)
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F 0760

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

2. Address how the facility will identify other residents having the potential to be affected by the same 
deficient practice.

An audit was conducted on 11/20/24 of all new orders for the past 30 days by the Director of Nursing and 
Staff Development Coordinator (SDC) Nurse to ensure all new orders were verified and administered as per 
physician orders. Any errors were corrected at the time of the audit. 

On 11/20/24 an ad hoc Quality Assurance and Performance Improvement (QAPI) meeting was held to 
discuss deficient practice and implement a plan of correction. 

3. Address what measures will be put into place or systematic changes made to ensure that the deficient 
practice will not reoccur.

On 11/20/24 the Director of Regulatory Compliance provided education to the Administrator and the DON on 
the new process of ensuring the Nurse Practitioner/Physician discuss any new orders with the nurse, Unit 
Manager, or DON before leaving the building to ensure the orders are entered correctly and understood by 
staff. They were also educated that upon receiving new medication orders they are to be verified with the 
provider for accuracy. The nurse will then repeat the order back to the provider and enter the order into the 
electronic medical record (EMR). The receiving nurse will then write a progress noted into the EMR stating 
the order was received from the provider for the specific medication, state the order was read back to the 
provider for accuracy, order entered into EMR, and the Responsible Party was notified with all questions 
answered. 

On 11/20/24 the DON and Staff Development Coordinator provided education to all nurses regarding the 
new process of the NP/Medical Doctor to discuss any new orders with he nurse, Unit Manager, or DON 
before leaving the building to ensure they are entered correctly and understood by staff. They (nurses) were 
also educated that upon receiving new medication orders they are to be verified with the provider for 
accuracy. The nurse will then repeat the order back to the provider and enter the order into the electronic 
medical record (EMR). The receiving nurse will then write a progress noted into the EMR stating the order 
was received from the provider for the specific medication, state the order was read back to the provider for 
accuracy, order entered into EMR, and the Responsible Party was notified with all questions answered.

The DON will be responsible for ensuring nursing staff will not be allowed to work until education has been 
completed. On 11/20/24 the SDC was informed by the Administrator that the education would be added to 
the new hire orientation, and she will be responsible for ensuring new staff do not work until the education 
has been completed. 

4. Indicate how the facility plans to monitor its performance to make sure that solutions are sustained.

To prevent this from recurring, the DON, SDC Nurse, or designee will audit new orders daily for four weeks, 
then 3 days weekly for four weeks, then weekly for four weeks to ensure no medication errors are made. The 
findings of these audits will be reported to the QAPI committed by the Administrator for further review or 
need to continue audits. 

The corrective action plan completion date was 11/21/24.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

The facility's corrective action plan was verified on 2/06/25 by the following:

A record review was conducted of the facility education provided to all licensed nursing staff which included 
regularly scheduled agency staff and was noted to be completed on 11/20/24. Licensed nursing staff were 
interviewed and confirmed education had been received which included review of physician orders with the 
provider prior to the provider leaving the facility to make sure understanding of the order and that it was 
accurate, entering orders into the electronic medical record when applicable, and documentation of the new 
order and Responsible Party notification in the medical record. Record reviews of the physician order audits, 
end-of-day summary, and nursing progress notes were conducted and confirmed that auditing was 
completed as noted and was ongoing at the of the review. 

The compliance date of 11/21/24 was validated.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food 
in accordance with professional standards.

20710

Based on observations and staff interviews, the facility failed to maintain kitchen equipment clean and in a 
sanitary condition to prevent cross contamination by failing to clean seven of nine baking sheets. These 
practices had the potential to affect food served to residents.

The findings included:

During an observation of the kitchen dish drying rack on 2/05/25 at 11:37 AM, seven stacked baking sheets 
with dark dried grease built up under the rim. 

A second observation on 2/06/25 at 10:35 AM revealed 7 baking sheets stacked ready for use on the rolling 
food preparation rack were in the same condition. 

In an interview with the Dietary Manager on 2/06/25 at 10:42 AM he revealed staff should have cleaned and 
gotten all the grease built up off the baking sheets. 

In an interview on 2/06/25 at 10:53 AM the Administrator stated that dietary should maintain their cleaning 
schedule and deep clean the baking sheets. 

129345137

04/30/2025



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      

345137 02/12/2025

The Lodge at Rocky Mount Health and Rehabilitation 3322 Village Road
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F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45045

Based on observations, record review, and staff interviews, the facility failed to implement their infection 
prevention program policies and procedures when 1) the Social Worker failed to remove her surgical mask 
after exiting a resident room that was on droplet precautions (room [ROOM NUMBER]), 2) when the 
Maintenance Director failed to wear a surgical mask in a resident room that was on droplet precautions 
(room [ROOM NUMBER]), and 3) Nurse Aide #1 failed to remove her surgical mask after exiting a resident 
room on droplet precautions (room [ROOM NUMBER]). This deficient practice was observed for 3 of 3 staff 
members (Social Worker, Maintenance Director, and NA #1) that failed to follow droplet precaution 
procedures for residents on isolation for influenza. 

The findings included:

The facility's policy titled Infection Prevention and Control Program last revised June 2023 noted the program 
was a facility-wide effort involving all disciplines and individuals and is an integral part of the quality 
assurance and performance improvement program. The policy further noted the elements of the infection 
prevention and control program included the outbreak management process to manage affected residents 
and prevent the spread to other residents. 

The facility's Droplet Precautions policy and signage last revised 1/20/22 revealed the following instructions: 
everyone must clean their hands before entering and leaving room and wear surgical mask when entering 
the room and remove after exiting the room. The policy further stated common conditions for droplet 
precautions included influenza virus. The droplet precautions signage with instructions were posted on each 
affected resident room for review prior to entering. 

1. A continuous observation was conducted on 2/04/25 at 9:00 am through 9:03 am when the Social Worker 
was observed to perform hand hygiene and enter room [ROOM NUMBER] with a surgical mask in place. The 
Social Worker was observed to exit room [ROOM NUMBER], perform hand hygiene, and walk down the hall 
towards the nursing desk without removing the surgical mask. room [ROOM NUMBER] had a droplet 
precaution sign on door frame due to influenza and a plastic drawer container of personal protective 
equipment (PPE) which included surgical masks. 

An immediate interview was conducted on 2/04/25 at 9:03 am with the Social Worker who confirmed the 
resident in room [ROOM NUMBER] was on droplet precaution for influenza. She stated she had been 
educated on infection control measures for droplet precaution rooms which included performing hand 
hygiene and wearing an appropriate mask when entering and perform hand hygiene when you exited the 
room but that was all she was able to remember. This surveyor and the Social Worker reviewed the droplet 
precaution instructions posted outside room [ROOM NUMBER]. The Social Worker confirmed that she did 
not remove the surgical mask when she exited room [ROOM NUMBER] because she was not aware that it 
was part of the education she received. 

During an interview on 2/04/25 at 9:05 am with the Infection Preventionist (IP) she revealed staff were to 
remove the surgical mask when they left a room that was on droplet precautions. 

(continued on next page)
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The Lodge at Rocky Mount Health and Rehabilitation 3322 Village Road
Rocky Mount, NC 27804

F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

An interview was conducted on 2/06/25 at 3:32 pm with the Administrator who revealed all staff had received 
education regarding the requirements for droplet precautions and the facility had initiated facility-wide 
education again on 2/04/25.

2. An observation was conducted on 2/05/24 at 8:26 am when the Maintenance Director was observed inside 
room [ROOM NUMBER] without a surgical mask on and was observed to exit the room and proceed down 
the hall. room [ROOM NUMBER] had a droplet precaution sign on door frame due to influenza and a plastic 
drawer container of personal protective equipment (PPE) which included surgical masks.

An immediate interview was conducted with the Maintenance Director who stated he did not put on a surgical 
mask because he just went into the room to move the bedside table from the doorway so the table would be 
next to the resident bed in room [ROOM NUMBER]. The Maintenance Director confirmed room [ROOM 
NUMBER] was on droplet precautions for influenza and he should have worn a surgical mask when he went 
into the room. 

An interview was conducted on 2/06/25 at 10:01 am with the Infection Preventionist (IP) who revealed all 
staff had received education regarding droplet precautions and the instructions were posted on each resident 
room that stated surgical masks were to be on before entering the room.

An interview was conducted on 2/06/25 at 3:32 pm with the Administrator who revealed all staff had received 
education regarding the requirements for droplet precautions and the facility had initiated facility-wide 
education again on 2/04/25.

3. An observation was conducted on 2/05/25 at 8:35 am when Nurse Aide (NA) #1 was observed to exit 
room [ROOM NUMBER], perform hand hygiene and proceed to walk down the hall without removing the 
surgical mask. room [ROOM NUMBER] had a precaution sign on door frame and a plastic drawer container 
of personal protective equipment (PPE) which included surgical masks.

An immediate interview was conducted with NA #1 reported room [ROOM NUMBER] was on droplet 
precautions for influenza and stated she had received education when she arrived at work today (2/05/25) 
which included to remove the surgical mask when she exited the room. NA #1 stated she was going to tell 
the nurse that the resident in room [ROOM NUMBER] wanted to talk to the nurse and she just forgot to take 
off the surgical mask. 

An interview was conducted on 2/06/25 at 10:01 am with the Infection Preventionist (IP) who revealed all 
staff had received education regarding droplet precautions and the instructions were posted on each resident 
room that stated surgical masks were to be worn when in the room and removed when exiting the room. The 
IP stated that all residents and staff were offered and provided with the influenza vaccine in October 2024 
and the facility continued to offer the vaccine to new residents and staff as needed. The IP stated that once a 
resident was identified to have influenza, the resident was placed on droplet precautions and oseltamivir (a 
medication to treat and prevent influenza) was started. She also stated that when a resident was exposed to 
either a positive staff member or positive resident (such as a roommate), those residents were monitored for 
signs and symptoms of influenza and oseltamivir was offered. The IP stated the facility attempted to 
minimize the risk of spreading the influenza virus by education of staff and visitors on signs and symptoms of 
influenza, hand hygiene, minimized resident room changes, management of staff assignments to avoid staff 
movement from one unit to another, and communication with the local health department for additional 
guidance as needed. 

(continued on next page)
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An interview was conducted on 2/06/25 at 3:32 pm with the Administrator who revealed all staff had received 
education regarding the requirements for droplet precautions and the facility had initiated facility-wide 
education again on 2/04/25.
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