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F 0580 Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room,
etc.) that affect the resident.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37538

Residents Affected - Few Based on record review and interviews with the Medical Doctor and staff the facility failed to notify the
physician of a change in the resident's level of consciousness that resulted in delay in the treatment of a
possible opioid overdose for 1 of 1 resident reviewed for notification (Resident #1).

Findings included:

Resident #1 was admitted to the facility on [DATE] with diagnoses including chronic obstructive pulmonary
disease (COPD), heart failure, and anxiety disorder.

The quarterly Minimum Data Set, dated dated dated [DATE] assessed Resident #1's cognition was severely
impaired.

Review of neuro checks documented by Nurse #1 on 3/31/24 revealed at 7:00 AM Resident #1's level of
consciousness (LOC) was alert and her eyes opened to speech and verbal responses were oriented. At 8:30
AM her LOC was drowsy, and her eyes opened to speech, but the verbal responses were now confused.
From 9:30 AM through 12:30 PM Resident #1 was asleep with no other information provided on those neuro
checks. The next neuro check at 4:30 PM revealed Resident #1's LOC remained drowsy, but her eyes now
opened to pain, and verbal responses continued as confused conversation.

Further review of Resident #1's medical record revealed there was no documentation that the physician was
notified of the resident's change in level of consciousness from 9:30 AM through 4:30 PM.

During an interview on 4/9/24 at 1:14 PM Nurse #1 revealed on 3/31/24 she was responsible for the care and
completed the neuro checks for Resident #1 who appeared sleepy with each one. It was sometime after
lunch when Nurse Aide (NA) #1 made her aware Resident #1 did not eat and was still sleeping. She stated
Resident #1's vital signs were normal and when she tried to wake the resident her eyes did open but she
would go right back to sleep. She asked Nurse #2 sometime after lunch to check Resident #1 as she was not
very familiar with the resident. Resident #1 was transferred to her wheelchair and placed at the nurse station
so the nursing staff could keep an eye on her. Nurse #1 stated when Resident #1's LOC did not change, she
reported it to Unit Manager #2 right before emergency medical services (EMS) was called (5:47 PM) and
Resident #1 was transferred to hospital.

(continued on next page)
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F 0580 An interview was conducted on 4/10/24 at 2:15 PM with Nurse #2. Nurse #2 stated on 3/31/24 sometime
after lunch Nurse #1 asked her to check Resident #1 because the resident was sleepy. Nurse #2 stated it
Level of Harm - Minimal harm or was not Resident #1's baseline to be sleepy after lunchtime, but Nurse #1 said the vital signs were normal.
potential for actual harm Nurse #2 stated that she, and NA #1 transferred Resident #1 to the wheelchair, and she took the resident to
Unit Manager #2 and asked her to watch Resident #1 because she was sleepy. Nurse #2 revealed Resident
Residents Affected - Few #1 does have times she was sleepy but on 3/31/24 kept closing her eyes and would not stay awake when

talking with her.

Review of Unit Manager #2's progress note dated 3/31/24 at 6:22 PM revealed Resident #1's was assessed
for a change of condition due to altered mental status and appeared very sleepy and continued to be
lethargic till supper time. Unit Manager #2 notified the Medical Doctor who recommended Resident #1 be
sent to the emergency room for further evaluation.

An interview was conducted with Unit Manager #2 on 4/11/24 at 12:16 PM. Unit Manager #2 revealed she
saw Resident #1 sitting in the wheelchair at the nurses' station on 3/31/24 sometime after lunch and it
appeared she was taking a nap and resting. She stated no one ask she check Resident #1 for decreased
LOC at that time. She revealed it was sometime after 5:00 PM when Nurse #1 reported Resident #1 was
very sleepy. She assessed Resident #1 who appeared sleepy and called the MD and received an order to
send Resident #1 to the emergency room .

Review of the EMS report revealed on 3/31/24 at 5:47 PM EMS was called and on the scene at 5:57 PM.
The EMS narrative revealed nursing home staff reported Resident #1 had not spoken since 12:30 PM and
appeared extremely lethargic. EMS assessed Resident #1 was alert to verbal stimuli, aphasic (loss of
speech) with constricted pupils.

During an interview on 4/16/24 at 5:32 PM the Director of Nursing (DON) stated it appeared Nurse #2 did not
emphasize or provide enough information to Unit Manager #2 about what was going on with Resident #1.
The DON stated the nurses monitored Resident #1 neurological checks and noted there were no abnormal
vital signs and no difficulty with breathing and based their decision not to call the MD on that information. She
stated the nurses should have notified the MD for further guidance when Resident #1 was first noted to have
a decreased LOC and not wait as long as they did.

An interview on 4/12/24 at 3:26 PM the MD stated when Resident #1 presented with changes in her LOC
observed by the nurses, he would expect the nurse to notify the MD right away to determine if resident
needed to be sent to the hospital and the sooner the better. He stated he did not know what condition
Resident #1 was in when she arrived at the hospital or what her vital signs were and cannot say the delay in
treatment caused Resident #1 harm.
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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm or

potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37538

Residents Affected - Few Based on record review and interviews with the Police Detective and staff the facility failed to submit an initial

report to the state agency no later than 2 hours after receiving an allegation of neglect that resulted in
hospitalization for a suspected opioid overdose for a resident who was not prescribed opioids. This deficient
practice was for 1 of 3 residents reviewed for abuse (Resident #1).

Findings included:
Resident #1 was admitted to the facility on [DATE].

The discharge Minimum Data Set, dated dated dated [DATE] indicated Resident #1 was discharged to the
hospital and expected to return to the facility. The resident was not taking opioid medications during the
lookback period.

Review of the hospital records revealed on 3/31/24 Resident #1 was admitted for drowsiness, altered
mentation, and appeared disoriented and weak. A urine drug screen revealed Resident #1 was positive for
opiates and the hospital suspected an overdose and administered two doses of naloxone (an opioid reversal
agent-opioid antagonist).

Review of the facility's initial investigation to the state agency revealed the date and time the facility became
aware of the neglect allegation was 4/3/24 at 11:45 AM.

During an interview on 4/11/24 at 11:30 AM the Police Detective stated he contacted the facility on 4/2/24
and served a subpoena to obtain the medical records of Resident #1. The Police Detective revealed an
allegation of neglect was made against the facility related to a medication. The Police Detective revealed he
was in a hurry and did not speak with the Administrator on 4/2/24 and gave the subpoena to the person at
the front desk and left.

An interview was conducted on 4/11/24 at 5:11 PM with the Administrator. The Administrator revealed it was
sometime after 4:30 PM on 4/2/24 when she was notified the facility was served subpoena requesting the
medical records of Resident #1. She explained the subpoena included the reason was for either potential or
possible negligence. She no longer had the subpoena for review but stated she was told a second Police
Detective would be back in morning on 4/3/24 to explain the details. On 4/3/24 at approximately 11:45 AM
the Police Detective reported the family alleged neglect related to a medication and at that time she called
the Department of Social Services and sent the initial report to the state agency and began the investigation.
The Administrator revealed she was aware Resident #1 was treated at the hospital for suspected opiate
overdose and was not currently prescribed any type of opioid medication and she considered that as a
possible medication error not a report of abuse or neglect.
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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.
Level of Harm - Actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37538
Residents Affected - Few Based on record review and interviews with the Medical Doctor, Family Member, and staff the facility failed to

initiate medical services for treatment of an acute change in the level of consciousness (LOC) when a
resident (Resident #1) appeared lethargic and difficult to arouse. Neurological checks showed Resident #1
was drowsy at 8:30 AM with confused conversation and remained at the facility until emergency medical
services was called at 5:47 PM resulting in a delay of treatment. Resident #1 was admitted to the hospital
3/31/2024 secondary to drowsiness and altered mentation. She remained in the hospital from 3/31/24
through 4/10/24 and received treatment for acute metabolic encephalopathy, acute on chronic hypoxemic
respiratory failure with hypoxia, possible aspiration pneumonia, and pulmonary hypertension. This was for 1
of 3 residents reviewed to ensure the facility was free of medication errors.

Findings included:

Resident #1 was admitted to the facility on [DATE] with diagnoses including chronic obstructive pulmonary
disease (COPD), heart failure, and anxiety disorder.

The quarterly Minimum Data Set, dated dated dated [DATE] assessed Resident #1's cognition was severely
impaired, and she was not taking opioid medications during the lookback period.

The care plan last revised on 2/25/24 identified the risk of acute or chronic pain related to peripheral vascular
disease, neuropathy, and falls. Interventions included administer analgesia per Medical Doctor (MD) orders
and monitor for side effects of pain medication and report to the nurse complaints of pain or request for
treatment.

Review of the physician orders revealed no opioid medications were prescribed for Resident #1 while she
was a resident at the facility.

Review of the Medication Administration Record (MAR) for Resident #1 revealed the nurses initialed the
following medications were administered on 3/31/24:

-Levothyroxine 125 micrograms (mcg) for hypothyroidism (decreased thyroid hormones) at 6:30 AM.
-Lidocaine 4% external patch for pain at 8:00 AM.

-Diltiazem 240 milligrams (mg) for cardiovascular at 8:00 AM.

-Pregabalin 75 mg for anxiety at 8:00 AM.

-Torsemide 10 mg for edema (accumulation of fluid in body tissue) at 8:00 AM.

-Albuterol sulfate 2.5 mg/3 milliliter nebulization treatment for wheezing at 8:00 AM.

-Diclofenac Sodium gel 1% for neck pain at 8:00 AM.
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F 0684 -Acetaminophen extra strength 1000 mg for pain at 8:00 AM.
Level of Harm - Actual harm -Saline nasal gel for nosebleed at 9:00 AM.
Residents Affected - Few -Fluticasone-Umeclidin-valiant 200-62.5-25 mcg for COPD at 9:00 AM.

-Clonazepam 0.5 mg for anxiety at 9:00 AM (drug class benzodiazepine not identified as positive on the
hospital urine drug screen on 3/31/24).

Review of a nurse progress note dated 3/31/24 at 4:59 AM revealed Unit Manager #1 documented the
situation-background-assessment-recommendation (SBAR) to evaluate Resident #1 for fall on 3/30/24. Unit
Manager #1 documented no changes were observed in Resident #1's mental status.

During an interview on 4/11/24 at 9:47 AM Unit Manager #1 revealed right before she documented the SBAR
on 3/31/24 at 4:59 AM she checked Resident #1 who was asleep in the recliner chair wearing a bilevel
positive airway pressure (BiPap) (a non-invasive ventilation machine that helps with breathing and sleep
apnea) and was not in distress. Unit Manager #1 explained the SBAR was a scheduled assessment for a
follow-up from a previous fall on 3/30/24 used to identify any type of latent injury or change of condition and
routine protocol after a resident fell . Unit Manager #1 revealed she did not administer any medications or
take vital signs when she did the SBAR evaluation.

Review of Resident #1's neuro checks that included vital signs and documented by Nurse #1 on 3/31/24
revealed the following:

- 7:00 AM blood pressure 96/58, pulse 80, respiratory rate 18, and temperature 98.1 and the LOC alert, eyes
opened to speech, and verbal responses were oriented.

- 7:30 AM blood pressure 107/63, pulse 78, respiratory rate 17, temperature 97.5, LOC was drowsy, eyes
opened to speech, and verbal responses were oriented.

- 8:00 AM blood pressure 113/75, pulse 85, respiratory rate 18, temperature 97.3, LOC was drowsy, eyes
opened to speech, and verbal responses were oriented.

- 8:30 AM blood pressure 110/81, pulse 72, respiratory rate 17, temperature 97.5, LOC drowsy, eyes opened
to speech, and verbal responses were now confused.

- 9:30 AM Nurse #1 documented asleep with no other information provided.

- 10:30 AM Nurse #1 documented asleep with no other information provided.

- 11:30 AM Nurse #1 documented asleep with no other information provided.

- 12:30 PM Nurse #1 documented asleep with no other information provided.

Review of Resident #1's electronic medical record labeled vital signs revealed on 3/31/24 at 10:18 AM the
resident's blood pressure was 96/58 and at 11:40 AM the blood glucose was 123 and oxygen level was 94%

and was documented by Nurse #1.
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F 0684 The next neuro check recorded by Nurse #1 on 3/31/23 at 4:30 PM included vital signs with a blood pressure
reading of 132/85, pulse 73, respirations 16, and temperature 97.3. Nurse #1 documented Resident #1's

Level of Harm - Actual harm LOC remained drowsy, eyes now opened to pain, and verbal responses continued as confused
conversation.

Residents Affected - Few
Review of the progress note written on 3/31/24 at 6:31 PM by Nurse #1 read in part, Resident #1 took the
morning medications, had eaten small amount of breakfast, was sitting in the chair, and was sleepy.
Resident #1 did not eat lunch, was lethargic, could not speak loudly but could follow some commands. The
vital signs and blood sugar were taken, and Resident #1 was sent to the hospital.

During an interview on 4/9/24 at 1:14 PM Nurse #1 revealed on 3/31/24 she was responsible for the care and
completed the neuro checks for Resident #1 who appeared sleepy with each one. During the morning
medication pass Nurse #1 stated she had to wake Resident #1 who was sleeping in the recliner chair, and
they had short a conversation and made eye contact and the resident said she was sleepy. She described
during their conversation Resident #1 did not slur her speech and it appeared she was just sleepy. It was
sometime after lunch when Nurse Aide (NA) #1 made her aware Resident #1 did not eat and was still
sleeping. She stated Resident #1's vital signs were normal and when she tried to wake the resident her eyes
did open but she would go right back to sleep. She asked Nurse #2 sometime after lunch to check Resident
#1 as she was not very familiar with the resident. Nurse #2 checked Resident #1's vital signs and they were
normal, and Resident #1 was transferred to her wheelchair and placed at the nurse station so the nursing
staff could keep an eye on her. Nurse #1 stated when Resident #1's LOC did not change, she reported it to
Unit Manager #2 right before emergency medical services (EMS) was called and Resident #1 was
transferred to hospital. Nurse #1 confirmed she did not administer the scheduled dose of clonazepam at 2:00
PM to Resident #1 because she was sleeping.

An interview was conducted with the NA #1 on 4/10/24 at 3:19 PM. NA #1 revealed he was responsible for
assisting Resident #1 with care on 3/30/24 and 3/31/24 and it was the first time he was the assigned NA for
the resident and he was not very familiar with her. On 3/30/24 NA #1 stated he observed Resident #1 was
active and doing everything herself and used the walker to take herself to the bathroom. On 3/31/24 NA #1
revealed his shift started at 7:00 AM and Resident #1 was awake and when he picked up the breakfast tray
Resident #1 had not eaten or drank what was served. He asked Resident #1 if she needed help with eating
and she shook her head to indicate no but did not say anything. After breakfast NA #1 stated he observed
Resident #1 in the recliner chair with the television on and it was after lunch when he reported to Nurse #1,
she did not eat breakfast or lunch. Nurse #1 took vital signs and asked another nurse to check Resident #1
and a second set of vital signs were taken. After the vital signs were taken NA #1 stated he assisted with
transferring Resident #1 to the wheelchair, and she was placed at the nurse station for the nurses to watch.

An interview was conducted on 4/10/24 at 2:15 PM with Nurse #2. Nurse #2 stated on 3/31/24 sometime
after lunch Nurse #1 asked her to check Resident #1 because the resident was sleepy. Nurse #2 stated
Resident #1 was sleeping in the recliner chair and when she called her name her eyes opened, and she
looked at the nurse and said her son and daughters' names then closed her eyes and went back to sleep.
Nurse #2 stated that was not Resident #1's baseline to be sleepy after lunchtime, but Nurse #1 said the vital
signs were normal. Nurse #2 stated she, and NA #1 transferred Resident #1 to the wheelchair, and she took
the resident to Unit Manager #2. She asked Unit Manager #2 to watch Resident #1 because she was sleepy.
Nurse #2 stated normally Resident #1 was a one person assist with transfer, but that day needed two
persons. Nurse #2 revealed Resident #1 does have times she was sleepy but on 3/31/24 kept closing her
eyes and would not stay awake when talking with her.
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F 0684

Level of Harm - Actual harm

Residents Affected - Few

Review of the nurse's progress dated 3/31/24 at 6:22 PM revealed Unit Manager #2 documented an SBAR
evaluation that included Resident #1's vital signs at 5:45 PM and the blood pressure was 153/54, pulse 75,
respiratory rate 18 breaths per minute, blood glucose 121, oxygen level 91%, and temperature 98.1. The
SBAR was an evaluation of Resident #1 for a change of condition due to altered mental status. The note
read in part, appeared very sleepy after lunch, refused to eat lunch, and continued to be lethargic till supper
time. Was easy to arouse using verbal and tactile stimuli. Complained of shortness of breath and received a
bronchodilator inhaled medication but was slow to respond. The physician was notified and recommended to
send Resident #1 to the emergency room for further evaluation.

An interview was conducted with Unit Manager #2 on 4/11/24 at 12:16 PM. Unit Manager #2 revealed she
saw Resident #1 sitting in the wheelchair at the nurses' station on 3/31/24 sometime after lunch and it
appeared she was taking a nap and resting and stated no one communicated Resident #1 had been
lethargic with decrease LOC or asked her to monitor or check Resident #1 at that time. She revealed it was
sometime after 5:00 PM when Nurse #1 told her Resident #1 was very sleepy and asked her to check
Resident #1. Unit Manager #2 stated she went directly to the room of Resident #1 and the resident's vital
signs and a blood sugar had already been taken and none were abnormal. She described her assessment of
Resident #1 who answered questions correctly using clear speech and followed commands and to her
Resident #1 appeared sleepy with a low voice tone and was difficult to hear. Unit Manager #2 stated she
called the MD right after her assessment and received an order to send Resident #1 to the emergency room
. Unit Manager #2 revealed on 3/31/24 she was the person the nurses report to, and no one reported they
had administered the wrong medication. She revealed she had worked on 3/30/24 from 7:00 AM through
7:00 PM and Resident #1 was visiting with a family member, and they were talking and eating and there
were no concerns.

Review of the EMS report revealed on 3/31/24 at 5:47 PM EMS was called and on the scene at 5:57 PM.
The EMS narrative revealed nursing home staff reported Resident #1 had not spoken since 12:30 PM and
appeared extremely lethargic. The EMS neurological assessment indicated Resident #1 was alert to verbal
stimuli, aphasic (loss of speech) with constricted pupils and an intravenous catheter for saline fluids was
placed.
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F 0684

Level of Harm - Actual harm

Residents Affected - Few

Review of the hospital records revealed on 3/31/24 Resident #1's evalution described she was slightly
hypertensive, disoriented and weak but moving all extremities and nontoxic appearing. The Physician noted
Resident #1 was well known to hospitalist service and had a complex medical history including chronic
respiratory failure on home oxygen, chronic diastolic congestive heart failure, chronic kidney disease and
diabetes mellitus with long-term insulin use. She had a thorough evaluation in the emergency department
(ED) for altered mental status including head CT which was normal. Vitals signs in the ED included: BP
160/70, Pulse 87, Temperature 98.1 F and Respirations 20. Resident #1 was admitted for drowsiness and
altered mentation. The urine drug screen was positive for opiates and negative for benzodiazepines. It was
noted in the hospital records Resident #1 was administered Clonazepam (benzodiazepine) earlier that day.
Resident #1 was positive for opiates with no documented administration of opioid medication in the resident's
MAR. The hospital suspected an overdose and administered naloxone (an opioid reversal agent-opioid
antagonist) and Resident #1 did awaken for a few minutes and then dozed off again. She was given a
second dose of naloxone and had severe vomiting. Resident #1 was treated with antibiotics from 4/1/24
through 4/4/24 for possible aspiration pneumonia. A swallow study was obtained on 4/4/24 for concern of
aspiration and identified minimal aspiration was present and recommended thickened liquids. Mild
respiratory depression was noted with a rate of 10 breaths per minute and Resident #1 required 6 liters of
oxygen before weaned back to a baseline oxygen use of 3 liters. Creatinine (lab used to check kidney
function) was high 2.06 (normal 0.5 - 0.8) and the sodium level was high 146 (normal 136- 145) and
Resident #1 was treated with intravenous fluids for acute kidney failure with history of stage 3 kidney
disease. A chest x-ray on 4/4/24 identified congestion and edema related to a history of pulmonary
hypertension that was treated with furosemide (a medication used to remove excess fluid from the body).
Resident #1 remained in the hospital until discharged in stable condition on 4/10/24.

An interview was conducted with the Family Member who visited Resident #1 on 3/30/24. The Family
Member revealed he came to facility around 4:00 PM and visited with Resident #1 for approximately 1 to 2
hours and she did not appear sleepy and did not doze off and they had a normal conversation with each
other. The Family Member revealed on 3/31/24 sometime between 5:00 PM or 6:00 PM he received a
message Resident #1 was sent to the hospital and when he first saw her, she was mumbling non-legible
words and it appeared to him she was in a coma like state. He was told the hospital found some type of
opioid in her system and observed them administer naloxone and after the first dose was given Resident #1
woke up right away and started talking and forming legible words. That lasted approximately 2 to 3 minutes
then Resident #1's condition went back to the same as it was. She was given a second dose of naloxone
and had projectile vomiting and was in the hospital from 3/31/24 through 4/10/24.

(continued on next page)
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During an interview on 4/16/24 at 5:32 PM the Director of Nursing (DON) stated based on her interviews with
the nurses and NA staff Resident #1 ate a little bit of breakfast and took her morning medications and it was
sometime around lunch time when Nurse #2 indicated she had informed Unit Manager #2 that Resident #1
appeared to have decreased LOC. It was shared with the DON that Unit Manager #2 stated she did not
receive report about Resident #1 until sometime after 5:00 PM. The DON stated it appeared Nurse #2 did not
emphasize or provide enough information to Unit Manager #2 about what was going on with Resident #1's
decreased LOC nor did she ask her to assess the resident. The DON stated the nurses monitored Resident
#1 and did the neurological checks and it was noted there were no abnormal vital signs and no difficulty with
breathing and the nurses based their decision not to call the MD on that information. The DON stated the
nurses were aware Resident #1 did not always wear her BiPap at night and would appear sleepy the next
day. She stated the nurses should have notified the MD for further guidance when Resident #1 was first
noted to have a decreased LOC and not wait as long as they did. The DON was aware Resident #1 received
2 doses of naloxone at the hospital for a suspected opioid overdose and revealed the facility had naloxone
available for use when a resident was suspected to have an opioid overdose, but no one suspected that as
the cause of lethargy or decreased LOC because Resident #1 had no physician's orders for any type of
opioid medication. The DON stated the nurses were educated to notify the MD right away when a resident
had a change of condition or decreased LOC due to there were many unknown factors including a possible
medication error that could cause a resident to have a change of condition or decrease in LOC.

An interview was conducted on 4/9/245 at 9:45 AM with the MD. The MD revealed he was surprised the
hospital's urine drug screen was positive for opiates since Resident #1 did not have an order for any type of
opioid medication and this was why the facility requested a second test to rule out false positive. He did not
understand why the drug screen was negative for the clonazepam that was ordered to be administered daily
and was given on 3/30/24 and 3/31/24. He stated clonazepam remained in the body's system for at least 24
hours after being taken and he would have expected it to be identified in the urine drug screen on 3/31/24.
The MD stated he had no other information about how the Resident #1's urine drug screen was positive for
opiates but understood why the hospital suspected the resident received the wrong medication. The MD
described Resident #1's baseline if having a good day, she was able to communicate her medical needs and
have a conversation with him.

During a follow-up interview on 4/12/24 at 3:26 PM the MD stated when Resident #1 presented with changes
in her LOC observed by the nurses, he would expect the nurse to notify the MD right away to determine if
resident needed to be sent to the hospital and the sooner the better. The MD stated he did not know what
condition Resident #1 was in when she arrived at the hospital or what her vital signs were and cannot say
the delay in treatment caused Resident #1 harm. The MD stated he was aware Resident #1 was lethargic
and the urine tested positive for opiates and two doses of naloxone were administered for suspected opioid
overdose.

During an interview on 4/22/24 at 8:28 AM the Police Detective revealed the blood and urine samples law
enforcement obtained from Resident #1 while in the hospital to rule out the possibility of a false positive or
contaminated sample were sent to the state lab, but no results had been received at this time. The Police
Detective revealed he would notify the State Agency (surveyor) as soon as possible once those results were
received.

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

Event ID: Facility ID: If continuation sheet
345312 Page 9 of 10




Department of Health & Human Services

Printed: 06/27/2024
Form Approved OMB

Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

IDENTIFICATION NUMBER: COMPLETED
A. Building

345312 B. Wing 04/25/2024

NAME OF PROVIDER OR SUPPLIER

The Greens at Hendersonville

STREET ADDRESS, CITY, STATE, ZIP CODE

1870 Pisgah Drive
Hendersonville, NC 28791

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 0726

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way
that maximizes each resident's well being.

37538

Based on record review and staff interviews the facility failed to verify or check the competency and skills of
an agency nurse prior to providing care and services to residents for 1 of 2 staff reviewed for competency
(Nurse #3).

Findings included:

Review of the employee file for Nurse #3 revealed the facility verified an active and unencumbered license to
practice in the state. The file did not contain verification that skills or competencies were checked to ensure
Nurse #3 was competent to provide care and services to residents prior to her assignment on 3/30/24.

During an interview on 4/10/24 at 3:54 PM Nurse #3 confirmed she worked for a nurse staffing agency.
Nurse #3 revealed on 3/30/24 she worked the night shift from 6:45 PM through 7:15 AM on 3/31/24 and it
was her first shift at the facility.

An interview was conducted on 4/11/24 at 5:11 PM with the Director of Nursing (DON) and Administrator.
The DON stated the facility used several staffing agencies but the competencies skills for Nurse #3 was not
verified by the facility prior to her assignment on 3/30/24. She explained it was an emergency, a holiday, and
last-minute attempt to cover the shift. The DON stated the Unit Manager and Administrator were at the
facility during the shift on 3/30/24 and available to assist and answer any questions Nurse #3 needed help
with. The Administrator revealed the facility recently lost the Scheduler whose task included setting up
employee files for every agency staff in a facility position. This was the process used in the past the facility
had implemented in which the Scheduler would set up agency staff files to include skill competencies check
off, but the facility had lost several Schedulers. The Administrator stated moving forward the newly hired
Scheduler would be tasked with setting up employee records for agency staff, but their training was not
completed. The Administrator revealed it was in their contract with the staffing agencies that prior to sending
staff to the facility their skills were checked to ensure they were competent to provide care and services to
residents. The Administrator confirmed they did not verify with the staffing agency they had checked the
competency and skills of Nurse #3 before she worked the shift on 3/30/24 and stated the agency kept the
skills competency check off.

A follow-up interview with Nurse #3 was attempted on 4/12/24 at 1:52 PM with no response.
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