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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50046

Based on record review, staff and Physician Assistant interviews the facility failed to notify the physician of 
low blood pressures that required blood pressure medication to be withheld for 1 of 1 sampled resident 
reviewed for physician notification (Resident #27). 

The findings included:

Resident #27 was admitted to the facility on [DATE] with Diagnoses that included atrial fibrillation (irregular 
heart rhythm), hypertension (high blood pressure), and congestive heart failure. 

Review of Resident #27's active physician orders revealed an order dated 10/18/23 for Metoprolol Tartrate 
75 (milligrams) mg oral twice daily for diagnosis of congestive heart failure. There were no heart rate or blood 
pressure parameters to hold the medication included as part of the order. 

The quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #27 was cognitively 
intact.

Review of Resident #27's electronic Medication Administration Record (eMAR) for April 2024 was completed 
on 4/16/24 and revealed Resident #27's Metoprolol Tartrate was documented as not administered for the 
morning dose (9:00 AM dose) on:

-4/1/24

-4/2/24

-4/5/24

-4/13/24

-4/14/24 

Metoprolol Tartrate was also documented as not administered for the evening dose (5:00 PM dose) on:

-4/2/24

(continued on next page)
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-4/3/34 

-4/3/24 

-4/6/24

-4/27/24

-4/12/24

-4/13/24

-4/14/24

-4/15/24 

The morning and evening doses of Metoprolol were documented as non-administered for the reasons: due to 
condition: low blood pressure or vital signs not with in parameters for administration. There was a blood 
pressure documented in the non-administration comments on 4/2/24 9:00 AM of 109/61 and on 4/15/24 at 
5:00 PM of 97/56. No other vital signs were documented in the medication non-administration notes for 
Resident #27's Metoprolol Tartrate. 

Review of Resident #27's vital sign record revealed no documentation of a blood pressure for 9:00 AM or 
5:00 PM from 4/1/24- 4/15/24. 

Review of Resident #27's electronic medical record revealed there was no documentation in the nursing 
notes or physician progress notes about Resident #27's low blood pressure or the physician being notified of 
Resident #27's low blood pressure. 

An interview with Nurse #5 was performed on 4/16/24 at 9:00 AM. Nurse #5 stated she worked on the 
600-hall extension hall routinely and administered medications. She stated she would hold Resident #27's 
Metoprolol Tartrate sometimes because her blood pressure is too low. Nurse #5 reviewed Resident #27's 
eMAR and verified there were no parameters included with the order for holding the medication. Nurse #5 
explained she used blood pressure parameters of 110/60 to hold Resident #27's Metoprolol Tartrate. She 
stated she used these parameters based on her prior nursing experience knowledge and because another 
blood pressure medication scheduled at a different time had parameters of 110/60. Nurse #5 stated there 
was not a facility standing order for blood pressure parameters to hold blood pressure medications. She 
stated she had not called the providers to notify them of Resident #27's low blood pressures or that she held 
Resident #27's Metoprolol Tartrate due to low pressure. 

An interview was performed on 4/16/24 at 3:54 PM with Nurse #4. She explained she checked Resident 
#27's blood pressure and if her blood pressure was less than 110/60, she would hold Resident #27's 
Metoprolol Tartrate. She explained Resident #27's blood pressure tended to run low. She stated going off 
nursing knowledge she used blood pressure parameters of 110/60 to hold the Metoprolol Tartrate. Nurse #4 
said she did not notify the Physician of Resident #27's low blood pressure or that the medication was held. 
Nurse #4 stated the physician should be notified if a blood pressure mediation was held so they can add 
parameters to the medication. 

(continued on next page)
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An interview was performed on 04/16/24 at 12:19 PM with the Physician Assistant (PA). She stated she was 
unaware that Resident #27's Metoprolol was being held frequently due to low blood pressures. The PA 
stated she had not been made aware that Resident #27 was having low blood pressure. She said if a 
resident's blood pressure was low a nurse could hold a blood pressure medication once per nursing 
judgement. The PA explained if a blood pressure medication had frequently needed to be held more often 
than once or twice, she would expect the nurses to notify her. She stated if she had been notified and new 
Resident #27's Metoprolol Tartrate was frequently being held she would have given orders for parameters. 

An interview was performed with the Director of Nursing (DON) on 4/16/24 at 4:09 PM. She reviewed the 
eMAR for Resident #27's Metoprolol Tartrate administration history. The DON stated looking at the 
non-administration history for Resident #27's Metoprolol Tartrate she did not feel like there was a trend in the 
medication not being administered due to low blood pressure. She said she thought nurses should notify the 
physician if there was a trend in low pressure and a trend in the medication not being given due low blood 
pressures. She explained a trend would be the same time of day for several days in a row. She did not 
comment on if she considered Resident #27 having low pressure for 4 days in a row at 5:00 PM as a trend. 

An interview was performed on 04/17/24 at 3:47 PM with the Administrator. He stated the Physician should 
be notified if a resident was having low blood pressures and should be involved in the decision to hold 
medication. 
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Honor the resident's right to voice grievances without discrimination or reprisal and the facility must establish 
a grievance policy and make prompt efforts to resolve grievances.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50045

Based on observations, record review and resident, family member, and staff interview the facility failed to 
implement their grievance policies and procedures when Resident #222's Resident Representative reported 
the resident's top dentures were missing and when Resident #20 requested a call bell extension cord to be 
added in her bathroom for 2 of 2 residents reviewed for grievances (Resident #222 and Resident #20). 

The findings included: 

1. Resident #222 was admitted to the facility on [DATE] with a diagnosis of vascular dementia. 

Review of the Inventory of Personal Items documentation dated 3/22/2024 completed by Nurse #3 revealed 
Resident #222 was admitted with upper dentures. 

An admission Minimum Data Set (MDS) dated [DATE] revealed Resident #222 was severely cognitively 
impaired. Resident #222 was not coded for dentures. 

Review of a nursing note dated 3/31/2024 completed by Nurse #1 revealed Resident #222's representative 
had reported his upper dentures were missing. 

Review of a handwritten grievance form dated 4/3/2024 revealed on 3/31/2024 at 10:30 am, Resident #222's 
family member reported his top dentures were missing. The space on the form indicating who received the 
grievance was blank. The investigation documentation revealed 'maybe we can look in her room as well.' 
The grievance was signed by the Director of Nursing (DON) and was dated 4/3/2024. The grievance was 
missing the conclusion, corrective action, and communication with the family member. 

An observation was conducted on 4/15/2024 at 1:22 pm. Resident #222 was up in his wheelchair and was 
not wearing upper dentures and was edentulous where upper teeth should be located. 

An observation and interview were conducted on 4/16/2024 at 8:48 am. Resident #222 was up in his 
wheelchair and was not wearing upper dentures and was edentulous. He reported he had not worn his 
dentures because he had not been able to find them. 

A telephone interview was conducted on 4/17/2023 at 11:19 am with Resident #222's representative. The 
representative stated she reported to the SW that Resident #222's dentures were missing on 3/31/2024. She 
reported she had gone to the SW's office and the SW filled out the grievance form. She reported she had not 
been contacted regarding the conclusion of the investigation until this morning (4/17/2024). She stated the 
Administrator told her 'They did not know what they could do about it' and stated the Administrator offered to 
take him to the dentist but she declined because he would be discharged home by that time. 

(continued on next page)
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An interview was conducted on 4/17/2024 at 1:36 pm with the DON. The DON stated a grievance was to be 
completed when there was a concern or complaint and she preferred grievance forms to be completed by 
the Charge Nurse. She reported the Administrator was the Grievance Official and was responsible for 
ensuring that everyone involved in the grievance was satisfied. She stated after a grievance was filed, copies 
of the grievance were given to her, the SW, and the Administrator and the investigation would be initiated. 
She reported investigative steps taken should be documented on the grievance form as well as the 
conclusion and corrective action within 5 days of being notified about the grievance. The DON reported she 
had not investigated Resident #222's grievance and verified that her signature was on the grievance. She 
reported that the grievance policy and procedures had not been followed for Resident #222 because facility 
staff were still looking for the missing dentures and they had not reached a conclusion after 5 days. 

A telephone interview was conducted on 4/16/2024 at 3:23 pm with Nurse #1. Nurse #1 stated the family 
member of Resident #222 had reported to her that his upper dentures were missing on 3/31/2024. She 
reported that she looked all over his room and the nurse's station for his dentures and was not able to locate 
them. Nurse #1 stated she wrote a note in Resident #222's chart and reported the missing upper denture to 
the Charge Nurse #1 but had not filed out a grievance because she had never been instructed to. She 
verbalized that she was never able to find the dentures. 

 An interview was conducted on 4/16/2024 at 3:28 pm with the Charge Nurse #1. Charge Nurse #1 
verbalized she had been made aware of Resident #222's missing dentures and looked in his room, common 
areas in the facility, and the desk at the nurse's station and had not located them. She reported when an item 
was missing staff should look for the item and notify laundry, dietary, the Social Worker (SW), and 
admissions. She stated she had not filled out any documentation for the missing item and was not aware 
grievances should be completed if a resident or resident representative had voiced a concern. 

An interview was conducted on 4/16/2024 at 3:32 pm with the SW. The SW reported a grievance was 
completed whenever there was a concern or a complaint. She reported any staff member, resident, or family 
member were allowed to complete a grievance. She reported after a grievance was filled out, the staff 
member would put it under her door, in her mailbox, or in the mailbox of the DON or administrator. The SW 
stated staff from all departments then completed the investigation process and she would speak with the 
staff, resident, and/or resident representative. She also reported that grievances were discussed in the 
morning clinical meetings. 

(continued on next page)
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A follow-up interview was conducted on 4/17/2024 at 11:26 am with the SW. The SW reported that she filled 
out the grievance when the representative for Resident #222 had reported his upper dentures were missing. 
The grievance was reviewed during the interview. The SW was not sure why the date the form was filled out 
and the date the incident took place did not match, and verbalized a grievance should be completed 
immediately when an issue was brought to a staff member's attention. She reported she also brought the 
concern up in the 4/1/2024 morning meeting. She reported she had given a copy of the grievance to the 
DON and the Administrator on an unknown date. She reported she had spoken to the representative after 
the grievance was filed, but was unsure of the date, about the missing item when the representative informed 
her that the dentures would cost $1800 to replace. The SW stated that Resident #222 had dementia and 
could have thrown the dentures in the trash or left them on a tray that was returned to the kitchen. She 
reported the Administrator was the Grievance Official and that the grievance process should have resulted in 
a conclusion within 5 days of the grievance being filed. She reported the grievance process had not been 
followed because they had continued to look for the missing dentures and had not come to a conclusion or 
completed the form within 5 days. 

An interview was conducted on 4/18/2024 at 10:35 am with the Administrator. The Administrator stated that 
he was the Grievance Official. He stated a grievance could be completed by staff, visitors, residents, and 
family members. He stated the SW typically filled out grievances and distributed copies to all the department 
managers after a grievance was completed. He reported the investigation was started, and a resolution 
would be identified and implemented. He stated the goal for having a grievance completed was 5 days 
unless there was an ongoing investigation. The Administrator was aware the DON was assigned the 
grievance for Resident #222 and reported she had looked for the dentures. He stated he, as the Grievance 
Official, had not yet come to a conclusion nor implemented any corrective actions within 5 days of the 
grievance being filed. He stated that he completed the remainder of the grievance form on 4/16/2024 and he 
had not contacted the representative until 4/17/2024 at which time he informed the representative that 
Resident #222's dentures had not been located. He reported he offered to make a dentist appointment and 
the representative declined because the appointment could not be made until after Resident #222 had been 
discharged , which was scheduled for 4/19/2024. 

50113

2. Resident #20 was admitted to the facility on [DATE] 

Review of a handwritten grievance form dated 11/28/23 revealed Resident #20 requested a call bell pull cord 
for her bathroom. The space on the form indicated the nursing department had received the grievance and 
was documented in parenthesis as 'taken care of.' The grievance was missing the conclusion, corrective 
action and required signatures from the Director of Nursing (DON) and the Administrator. 

A quarterly Minimum Data Set (MDS) dated [DATE] revealed Resident #20 was cognitively intact.

An interview was conducted with Resident #20 on 04/17/24 at 1:13 PM. Resident #20 stated she was not 
able to move or propel her manual wheelchair to reach the call bell in the shower or the call bell next to the 
toilet because the pull cords were just not long enough. Resident #20 reported she had filed a grievance 
requesting a longer pull cord to be added to her bathroom call bell multiple times and nothing had been done.

(continued on next page)
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An interview was conducted with the Maintenance Director on 04/17/24 at 3:50 PM who stated that he was 
not aware and had not received a grievance request for Resident #20 needing a longer pull cord for the 
bathroom. He reported when residents had a maintenance request or issues he received the grievance form 
request from administration, then entered a work order request into their electronic work order request 
system. The Maintenance Director was observed reviewing work orders and stated that Resident #20 didn't 
have a work order request in the system. He further stated adding a longer pull cord to the call bell was a 
quick fix and could be done on the same day.

An interview was conducted with the Director of Nursing (DON) on 04/18/24 at 9:00 AM who stated a 
grievance could be initiated by a staff member, the resident or family member and during resident council 
meetings. She stated when a grievance was initiated the staff helped complete the form, the administration 
team reviewed each grievance form to determine which department or area needed to address the issue or 
concern. The DON stated they held daily meetings with all staff members in the morning to discuss issues 
and concerns that will be addressed; and that the Administrator also reviewed and kept a copy of each 
grievance form until it had been completed. She verbalized if the issue was related to nursing care, she 
completed that portion of the form and made sure the issue was addressed. She also verbalized being aware 
of Resident #20's request for a longer pull cord for the call bell in her bathroom and thought the issue was 
taken care of back in November 2023. However, she mentioned she had let the ball drop and would make 
sure Resident #20's request for a longer pull cord would be taken care of today (04/18/24). 

An interview was conducted with the Administrator on 04/18/24 at 9:30 AM who stated the departments were 
responsible for addressing the residents' grievances. He continued to state once the grievance had been 
handled, he reviewed and signed off on the form. He indicated he thought Resident #20's grievance was 
resolved previously. He acknowledged that their grievance policy was not followed. 
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Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50045

Based on observations, record review, resident and staff interviews the facility failed to follow a physician's 
order to apply compression stockings for 1 of 1 resident (Resident #220) reviewed for edema. 

The findings included: 

 Resident #220 was admitted to the facility on [DATE] with diagnoses which included cellulitis (bacterial 
infection that can result in swelling and inflammation) of the left lower limb, localized edema (swelling), and 
lymphedema (swelling as a result of built-up lymph fluid in the body). 

An admission Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #220 was cognitively 
intact. 

A review of Resident #220's physician orders revealed an order dated 4/5/2024 to apply compression 
stockings to bilateral lower extremities upon rising and to remove at night before bed daily. 

A review of Resident #220's care plan dated 4/11/2024 revealed she was admitted with weeping areas of the 
lower extremities related to a diagnosis of cellulitis and was at risk for further areas of skin breakdown related 
to edema, weeping, lymphedema, and cellulitis. Interventions included staff were to provide treatment to 
weeping areas on lower extremities as ordered.

A review of Resident #220's MAR for the month of April 2024 revealed Nurse #2 documented she had 
applied Resident #220's compression stockings on 4/16/2024. 

An interview and observation were conducted on 4/16/2024 at 11:32 am with Resident #220 after she 
returned from working with Physical Therapy. Resident #220 was observed sitting in her wheelchair with her 
feet on the floor and did not have compression stockings on. She stated she wore compression stockings 
because she had experienced significant swelling. She reported the nursing staff had not put her 
compression stockings on and had told her that they could not find her compression stockings. Resident 
#220 also stated a staff member, whose name she was not able to remember, had told her they did not have 
any to replace them at that time. An empty extra, extra-large (XXL) compression stocking wrapper was 
observed on her nightstand beside her bed. She reported she always told staff to put them in her top 
nightstand drawer when they took them off, but stated staff had not done that, and that they were no longer 
there. Resident #220 opened her top nightstand drawer, which did not contain compression stockings. 

A telephone interview was conducted on 4/18/2024 at 9:02 am with Nurse #2. Nurse #2 reported she worked 
third shift (11:00 pm to 7:00 am) on 4/16/2024 and verbalized she had documented applying Resident #220's 
compression stockings. She stated that she had not put the compression stockings on Resident #220 and 
had asked a Nurse Aide (NA) that morning (4/16/2024) whose name she was not able to recall, to put them 
on the resident. Nurse #2 reported she had not checked to ensure the NA had placed the compression 
stockings on the resident because she was busy and 'it happens.' She reported the compression stockings 
should have been placed on Resident #220 per physician's order. 

(continued on next page)
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An interview was conducted on 4/16/2024 at 11:38 am with Nurse #1. Nurse #1 reported compression 
stockings were ordered for Resident #220 to be applied daily. She reported that the third shift (11:00 pm to 
7:00 am) nursing staff, either a Nurse or an NA, were responsible for applying compression stockings when 
they had gotten Resident #220 up in the morning. She verified that Nurse #2 had documented applying the 
compression stockings at 6:33 am on 4/16/2024. 

An observation of Resident #220 was conducted with Nurse #1 4/16/2024 at 11:40 am. During the 
observation, Nurse #1 verified that Resident #220 was not wearing compression stockings. Nurse #1 
reported if it was charted, she would have expected the compression stockings to be on Resident #220. 

An interview was conducted on 4/18/2024 with the Director of Nursing (DON). The DON reported extra 
compression stockings were kept in stock in the facility and were readily available for staff to obtain for 
residents. She reported NAs or nurses could put compression stockings on the resident. The DON stated 
application of compression stockings was typically documented on the Electronic Medical Record (EMR). 
She reported that Nurse #1 notified her that on 4/16/2024 Resident #220 did not have the compression 
stockings on her legs and Nurse #1 had applied the compression stockings after she was made aware of the 
error. The DON reported the compression stockings should have been placed on Resident #220 as ordered. 

An interview was conducted on 4/18/2024 at 10:41 am with the Administrator. The Administrator reported 
compression stockings were kept in the facility and if they were ordered to be applied daily then the staff 
should have applied them daily. 

An interview was conducted on 4/18/2024 at 11:30 am with the Physician's Assistant (PA). The PA stated 
Resident #220 had experienced swelling of her bilateral lower extremities and was ordered to have 
compression stockings applied daily. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48916

 Based on observations, record review, resident, sitter and staff interviews, the facility failed to provide 
assistance with dressing when requested for 1 of 3 dependent resident (Resident #367) reviewed for provide 
care with activities of daily living (ADL).

The findings included: 

Resident #367 was admitted on [DATE] with the diagnosis of muscle weakness, unsteadiness on feet and 
chronic pain. 

A review of the care plan for Resident #367 dated 04/11/24 indicated the resident had impaired mobility and 
required partial to maximum assistance with activities of daily living (toileting, dressing and bathing). 

A review of the Minimum data Set indicated Resident #367 required partial to max assist with toileting, 
dressing, positing, supervision of feeding, tray set up, chronic pain, occupational therapy (OT) and physical 
therapy (PT), and moderately impaired cognition with short term memory problems.

An interview with Resident #367 on 04/15/24 at 11:37 AM, revealed that she had asked to be dressed in 
regular clothes (pants and blouse) before lunch, but nurse aide (NA) #7 told her she had a sitter to dress me 
in the morning and I should have told asked my sitter. The Resident stated she then told the NA she wasn't 
quite ready to get dressed before breakfast when her sitter was with her. She then revealed she wanted to 
change out of her gown and wear real clothes for therapy session scheduled for after lunch. Observation of 
Resident #367 at the time of the interview revealed she was wearing a nightgown.

An observation on 4/15/24 11:40 AM, of resident #367's closet, revealed she had several changes of clean 
clothes.

An observation of Resident #367 on 04/15/24 at 02:35 PM, revealed that she had not been dressed in her 
regular clothes at this time. She was still wearing the nightgown she had been wearing that morning. 

An interview with NA#7 on 04/15/24 at 03:26 PM revealed when asked about dressing resident#367, she 
indicated that the resident had a paid caregiver that bathes and dresses her, so she needed to tell the 
caregiver when she is getting dressed, that she wants to put on regular clothes. 

An interview with Resident #367 on 04/16/24 at 08:37 AM, indicated that she did not get dressed in her 
regular clothes on 4/15/24, they were still lying over her chair this morning. 

An interview with the sitter on 04/16/24 at 9:00 AM revealed that she comes every morning to give her a 
bath, and it is sometimes early, so Resident #367 was not ready to get dressed until after breakfast the 
morning of 04/15/24. She further revealed that if the Resident had therapy in the afternoon she wanted to 
wait to get dressed later. 

(continued on next page)
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F 0677

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

An observation of Resident #367 on 04/16/24 at 9:00 AM, revealed she had been dressed in her regular 
clothes by the sitter. 

An interview with the DON 04/17/24 at 10:17 AM, revealed that her expectations are that the NA #7 
regardless of a sitter still complies with her duties. 

An interview with Administrator on 04/17/24 at 02:18 PM, revealed his expectation would be for the NA #7 to 
assist as needed when Resident #367's sitter was present and after the sitter leaves to continue with her 
duties. 

An interview with the Administrator on 04/18/24 at 10:30 PM, revealed it was his expectation that regardless 
of if the residents had a sitter or not, that the NA#1 would assist as needed, and when the sitter left, they 
would continue with their duties caring for the resident's needs. 

An interview with the Therapy Director on 04/18/24 at 11:47 AM, indicated that Resident #367 was receiving 
physical and occupational therapy. They were working on upper and lower body strengthening for positioning 
and dressing, toileting, and bathing. He further stated that the Resident was making progress but was unsafe 
to get up and dress without assistance. 
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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50046

Based on record review and resident, staff and Physician Assistant interivews the facility failed to follow 
physician orders to check a diabetic resident's (Resident #27) blood sugar levels twice daily for 1 of 1 
resident reviewed. 

The findings included:

Resident #27 was admitted to the facility on [DATE] with diagnoses that included diabetes mellitus type 2 (a 
condition when your blood sugar is too high)

Review of Resident #27's active physician orders for April 2024 revealed an order dated 12/4/23 to: check 
blood sugar twice daily at 6:00 AM and 4:30 PM for diagnosis of type 2 diabetes mellitus. Resident #27 did 
not have orders for insulin.

The quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #27 was cognitively 
intact. 

Review of Resident #27's care plan revised 2/19/24 revealed she did not have a care plan specific for Type 2 
diabetes mellitus. 

Review of Resident #27's electronic Medication Administration Record (MAR) for April 2024 did not show 
blood glucose checks twice daily at 6:00 AM and 4:30 PM being completed.

A review of Resident #27's electronic health record was conducted. There were no blood glucose check 
results documented in the resident's record. 

An interview was conducted with Resident #27 on 4/16/24 at 8:40 AM. She stated she checked her blood 
glucose at home prior to coming to the facility but said she had never had her blood glucose checked since 
she had been admitted to the facility.

An interview was conducted on 4/16/24 at 9:00 AM with Nurse #5. She stated she regularly worked on the 
600-hall and administered medications to Resident #27. She said she did not check Resident #27's blood 
glucose.

An interview was conducted on 4/16/24 with the Physician Assistant (PA). She stated she was not aware of 
an order to check Resident #27's blood glucose twice daily. The PA reviewed Resident #27's active orders 
and verified there was an order for Resident #27 to receive blood glucose checks twice daily. The PA 
opened the order entry details for the blood glucose check order and explained the order was put in 
incorrectly. She said because the order was put in incorrectly the order would not have popped up on the 
MAR for the nurses to see and know they needed to check Resident #27's blood glucose. 

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

Residents Affected - Few

An interview was performed with the Charge Nurse on 4/16/24 at 2:59 PM. She explained the process for 
entering orders in the electronic medical record. She stated sometimes verbal orders were given by the 
provider and then entered in the electronic medical record by the nurse. The Charge Nurse said there was 
not a process for orders to be checked by a second nurse. She explained when an order was entered into 
the electronic medical record there were different aspects of the order that needed to be entered when 
inputting the order that would tell the order where to show up, such as on the MAR and what time to populate 
on the MAR. She opened the order entry details for Resident #27's order for blood glucose checks and 
verified she was the nurse who inputted the order. The charge nurse explained the order did not appear on 
the MAR for the nurses to see because the order was entered incorrectly under the flow sheet titled general 
and this flow sheet did not pull orders to the MAR. 

An interview was performed on 4/17/24 at 3:35 PM with the Director of Nursing (DON). The DON was aware 
Resident #27 had not received blood glucose checks due to the order being entered incorrectly into the 
electronic medical record. She stated she was unsure of what happened in the process other than human 
error. The DON said it was easy to miss click when entering an order. The DON stated there was not a 
second person who checked orders when orders were put in by a nurse. She stated the nurses checked and 
verified orders when the order was put in by the physician. 

An interview was performed on 04/17/24 at 03:36 PM with the Administrator. He was made aware Resident 
#27 had not received blood glucose checks due to the order being entered incorrectly into the electronic 
computer system. He stated he thought there should have been a follow up to the order, such as a second 
check. He said physician orders should be followed and was unsure of what happened in this situation. 
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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** 50046

Based on observation, record review, staff and Physician Assistant interviews, the facility failed to maintain 
infection control when staff reused urinary leg drainage bags, urinary bedside drainage bags, and connection 
tubing causing an increased risk of infection. This occurred for 1 of 1 resident (Resident #17) reviewed for 
catheter care. 

The findings included:

Resident #17 was readmitted to the facility on [DATE] with Diagnoses that included obstructive uropathy with 
urinary retention.

Review of Resident #17's active physician orders for April 2024 revealed an order dated 8/29/23 that read: 
Place leg bag on in the AM (morning) and off at HS (bedtime). Special instructions: please remove the leg 
bag at bedtime and put on catheter bag while in bed. Additional orders dated 12/21/23 read: Catheter to 
straight drainage bag related to obstructive uropathy; Catheter care every shift; catheter change as needed 
for obstruction, infection, or when otherwise clinically indicated; secure strap, privacy bag and monitor every 
shift. 

The quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #17 was cognitively 
impaired and had an indwelling catheter. 

Review of Resident #17's care plan revised 4/18/24 revealed a care plan for an indwelling urinary catheter 
related to urinary retention due to obstructive uropathy. The care plan interventions included: catheter care 
every shift and as needed, keep catheter system a closed system as much as possible, change catheter per 
doctor order, assess drainage every shift, avoid obstructions in drainage, position bag below level of bladder, 
report any signs of urinary tract infection (UTI), Do not allow tubing or any part of the drainage system to 
touch the floor. 

4/16/24 08:20 AM an observation was made of Resident #17 up in her wheelchair outside of her room. She 
was wearing long pants, and a catheter drainage bag was not visible. 

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

Residents Affected - Few

An interview was performed on 4/16/24 at 8:48 AM with NA #1. She explained Resident #17 used a leg 
urinary drainage bag when she was up during the daytime and was changed to a bedside drainage bag at 
night. NA #1 stated she switched Resident #17 from the bedside drainage bag to the leg drainage bag when 
she got her up in the mornings. She explained how she switched Resident #17's urinary drainage bags. She 
said she wore a gown and gloves when she provided catheter care. NA #1 stated she sometimes would use 
a new leg bag when she switched the Resident #17's catheter over from the night side drainage bag in the 
mornings. She said she stored the used leg urinary drainage bag in the bathroom between uses. She stated 
she would reuse the leg bag a couple of days sometimes before getting a new one. She said the bedside 
drainage bag was reused and she would place the bedside drainage bag into a plastic bag in the bathroom 
when it was not in use. NA #1 stated she was unsure how long the bedside drainage bag was reused. She 
explained when she changed Resident #17's catheter from the bedside drainage bag to the leg bag she 
would sometimes wipe the tubing connection tip off with a rag or baby wipe before connecting it to the 
catheter. She explained a baby wipe as being an incontinent care wipe. She stated she would typically leave 
Resident #17's leg bag on if she laid down for a nap. She explained Resident #17 would typically lay down 
for a nap in the afternoon for several hours every day. NA #1 stated she had not received specific training on 
how to switch a catheters connection from a leg drainage bag to a bedside drainage bag. She said she had 
not been told when catheter bags needed to be changed or how to store them if they were reused. 

An observation was completed on 4/16/24 at 9:00 AM of the urinary bedside drainage bag stored in the 
bathroom cabinet in a wash basin, no cap was present on the tip of tubing, old urine was visible in the bag, 
the urinary collection system was not stored in a bag, the date on the back of drainage bag was 4/24.

An Interview was completed on 04/16/24 at 3:46 PM with Nurse #4. She stated she worked on the 600-hall 
extension on the weekends for 7:00 AM- 7:00 PM shift. She stated she typically switched Resident #17's 
catheter between urinary drainage bags. She said she would not expect an NA to do that task. She 
explained how she switched Resident #17's catheter from the bedside drainage bag to the leg drainage bag. 
She said she would empty the bag, disconnect the catheter from the bedside drainage bag tubing, clean off 
the end of the tubing of the leg drainage bag and reattach it to the catheter. She stated she cleaned the 
tubing tip with an alcohol wipe before reattaching it to the catheter. Nurse #4 said she thought the bedside 
drainage bags were changed every month. She stated when the leg urinary drainage bag was removed, it 
was placed in the bathroom. She said the urinary drainage bag was placed on top of the toilet to be stored, 
she said she did not place the drainage bag in plastic bag for storage. She stated, it is usually just on top of 
the toilet. She explained, the bedside drainage bag was also kept on top of the toilet between use and 
stated, it is not stored in anything, it is just on top of the toilet. She stated leg urinary drainage bags are used 
she thought for a month before they were changed. She did not say what day of the month the urinary 
drainage bags were changed or how staff new when to change the urinary drainage bags. 

An observation was completed on 04/17/24 at 8:10 AM. Resident #17 was observed in bed with her eyes 
closed. She had a bedside urinary drainage bag in place. The leg urinary catheter drainage bag was 
observed stored in the bathroom cabinet in a wash basin, with dark old urine visible in the bag, no cap was 
present on the end of tubing, the leg bag was not stored in a plastic bag, the leg bag was not dated. 

(continued on next page)
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potential for actual harm

Residents Affected - Few

An observation was completed on 04/18/24 at 8:30 AM of the bedside urinary drainage bag with attached 
tubing, in a plastic bag, stored on the back of the toilet, the urinary drainage bag was dated 4/17. 

An interview was performed on 4/18/24 with Nurse #5. She explained Resident #17's NA switched her 
urinary drainage bag between the leg bag and bedside drainage bag when they assisted Resident #17 to get 
up out of bed and when they lay her down. Nurse #5 said the urinary drainage bag not being used at that 
time was put in the cabinet of Resident #17's bathroom. She said she thought she had seen the urinary 
drainage bag not in use stored in something like a bag sometimes but not every time. Nurse #5 stated 
urinary drainage leg and bedside bags were not changed daily, that the bags were reused. She said she 
thought Resident #17's urinary drainage leg and bedside bags were changed monthly and then as needed if 
the bags were dirty or there was a lot of sediment in the tubing. Nurse #5 stated the urinary drainage bags 
tubing connection tip should be cleaned with an alcohol wipe before reconnecting it to the catheter. She 
stated no one from the facility had ever talked to her about how often urinary drainage bags should be 
changed, how to maintain them, where to store them between uses, or how to store them. 

An interview was performed on 4/18/24 at 8: 53 AM with the Staff Development Coordinator (SDC)/ Infection 
Preventionist (IP). He stated when a catheter was disconnected from the tubing/ urinary drainage bag he 
would expect staff to get a new bag. He said NA's received generalized training on catheter care but had not 
received training specificly on the process of disconnecting and reconnecting a catheter from the urinary 
drainage tubing/ bag. He stated the facility did not have specific policy and procedures on the reuse of 
urinary drainage bags, or how to maintain and store them. The SDC stated he was unsure if an NA could 
perform the task of disconnecting the catheter and switching it between a leg and bedside drainage bag. He 
stated he assumed the nurse would perform the task and not the NA but was unsure. He said the urinary 
drainage bag connected to the catheter was changed as needed and if the catheter was changed. The SDC 
explained if the urinary drainage bag was disconnected from the catheter frequently it would open the closed 
system, which was not recommended because this would introduce infection. The SDC called the Director of 
Nursing (DON) to his office for clarification on urinary leg and bedside bag reuse. The DON and the SDC 
both said urinary drainage bags should not be reused. They stated that staff should use a new bag each time 
the catheter was disconnected to switch between a leg and bedside drainage bag.

An interview was performed with the DON on 4/18/24 at 10:34 AM. She stated staff should throw away the 
used urinary drainage bag and get a new bag each time the catheter was disconnected to switched between 
a leg and bedside drainage bag. She stated the urinary drainage bag with attached connection tubing should 
be changed as needed and anytime the closed urinary drainage system was opened. She stated anytime the 
closed system was opened bacteria could be introduced that could cause an infection. She stated indwelling 
urinary catheters were changed as needed and not monthly or routinely unless ordered by the urologist. She 
explained the process for switching a catheter between a leg and bedside drainage bag. The DON said she 
would disconnect the tubing from the catheter and then clean the connection tubing with an alcohol pad 
before reconnecting the tubing to the catheter. She stated she was unsure why staff were reusing bags and 
that staff needed education. 

An interview was conducted on 04/18/24 01:07 PM with the Physician Assistant (PA). She stated staff should 
be getting a new urinary drainage bag each time. She explained there was a potential for introducing new 
infections if not using new clean equipment or cleaning the tubing before reconnecting the catheter. The PA 
said she was not aware that this was occurring

(continued on next page)
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Residents Affected - Few

An interview was performed on 4/18/24 at 1:48 PM with the Administrator. He stated used urinary drainage 
collection bags should be disposed of and not stored anywhere for reuse. He explained staff should not be 
reusing urinary catheter drainage bags and a new bag should be used each time. He stated if staff were 
reusing bags the tubing should have been cleaned prior to reconnecting it to the catheter. He stated he was 
unsure why staff were reusing catheter drainage bags. The Administrator stated reusing urinary drainage 
bags could introduce bacteria that could cause an infection. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49055

Based on observations, record reviews, and staff and resident interviews, the facility failed to post 
precautionary and safety signs that indicated the use of oxygen for 2 of 2 residents reviewed for respiratory 
care (Resident #117 and Resident #5). 

The findings included:

1. Resident #117 was admitted to the facility on [DATE] with diagnoses that included 

unspecified diastolic (congestive) heart failure, shortness of breath, and acute respiratory failure with 
hypoxia. 

Review of Resident #117's physician orders dated 03/18/24 revealed an order for continuous oxygen 
delivered at 2 liters per minute via nasal cannula.

A review of Resident #117's 5-day Minimum Data Set assessment dated [DATE] revealed Resident #117 
was cognitively intact. She received continuous oxygen therapy for shortness of breath (SOB) with exertion, 
while sitting at rest, and when lying flat.

Resident #117's care plan dated 04/01/24 revealed she was at risk of complications such as decreased 
oxygen saturation levels, hypoxia, and shortness of breath based on her diagnoses of congestive heart 
failure and acute respiratory failure with hypoxia. Interventions included assisting with activities of daily living 
and encouraging rest periods to help conserve energy, monitoring her oxygen saturation levels, and oxygen 
as ordered.

An observation of Resident #117 on 04/15/24 at 10:07 AM revealed she was in her room, sitting in her 
wheelchair, and had completed her breakfast. Resident #117 was observed with oxygen being delivered at 2 
liters per minute via nasal cannula. There were no precautionary or safety signs to indicate that oxygen was 
in use noted in Resident #117's room, on her door, or anywhere in her environment.

A subsequent observation of Resident #117 on 04/16/24 at approximately 9:50 AM revealed Resident #117 
sitting in her wheelchair, speaking with her visiting family. She received 2 liters of continuous oxygen per 
minute via nasal cannula. There were no precautionary or safety signs to indicate that oxygen was in use 
posted in her environment.

An interview with NA #2 was conducted on 04/17/24 at 9:48 AM. She verbalized awareness of oxygen use 
by residents; and, reported that no oxygen use signage was posted outside of individual resident rooms.

An interview with NA #3 was conducted on 04/17/24 at 10:02 AM. She verbalized awareness of oxygen use 
by Resident #117. NA #3 reported that no oxygen use signage was posted outside of individual resident 
rooms.

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

Residents Affected - Few

An interview with Nurse #6 was conducted on 04/17/24 at 10:16 AM. She verbalized awareness of residents 
of the facility using oxygen; however, reported that no oxygen use signage was posted outside of individual 
resident rooms.

An interview with the Director of Nursing was conducted on 04/18/24 at 8:31 AM. She reported that the 
facility's oxygen in use signage was posted at the front door of the facility, which was their policy.

An interview with the Administrator was conducted on 04/18/24 at 8:48 AM. He stated that the corporate 
office informed him that oxygen in use signage posted at entrance doors covered the entire facility per the 
State regulations and the facility has been non-smoking since 2016.

49160

2. Resident #5 was admitted to the facility on [DATE] with diagnoses that included chronic respiratory failure 
and chronic obstructive pulmonary disease.

A review of the quarterly Minimum Data Set (MDS) dated [DATE] indicated Resident #5 was moderately 
cognitively impaired and received oxygen therapy during the MDS assessment period. 

A review of Resident #5's physician orders revealed an order for oxygen delivered via nasal cannula at 3 
liters per minute (lpm) continuously.

An observation of Resident #5 was conducted on 04/15/2024 at 11:36 AM. Resident #5 was lying in bed 
wearing a nasal cannula with oxygen being delivered at 3 lpm. There was no cautionary or safety signage for 
the use of oxygen observed in Resident #5's room, outside her room or anywhere in her environment.

Another observation of Resident #5 was conducted on 04/16/2024 at 9:00 AM. Resident #5 was lying in bed 
wearing a nasal cannula with oxygen being delivered at 3 lpm. There was no cautionary or safety signage 
observed in Resident #5's room, outside her room or anywhere in her environment. 

An interview was conducted with the Director of Nursing (DON) on 04/16/2024 3:45 PM. The DON stated 
safety signage for the use of oxygen and a no-smoking sign were posted on the door at the main entrance 
and visible to anyone that entered the building. The DON indicated cautionary or safety signage for oxygen 
in use was not posted outside, in or around the resident rooms because they were a non-smoking facility and 
the signage at the main entrance covered the entire facility.

An interview was conducted with the Administrator on 04/17/2024 at 9:26 AM. He revealed there was a no 
smoking sign and safety signage for oxygen in use posted on the front door at the main entrance of the 
facility. The Administrator indicated because the facility was non-smoking and signage was posted at the 
main entrance, they did not post cautionary or safety signage outside, in or around resident rooms where 
oxygen was in use.
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Post nurse staffing information every day.

50045

Based on observation, record review, and staff interviews the facility failed to post the correct Skilled Nursing 
Facility census, the actual staff working hours, and change the staff posting each shift to reflect changes in 
actual working hours for 36 of 49 days reviewed for posted nurse staffing information. 

The findings included: 

A review of the posted nurse staffing information from March 2024 was conducted and revealed the 
following: 

- Posted nurse staffing information from 3/1/2024 revealed computer-generated staff postings, with a census 
of 117, and reflected the scheduled working hours of both the Skilled Nursing and Assisting Living nursing 
staff. 

- Posted nurse staffing information from 3/2/2024 was handwritten, with a census of 66, and reflected the 
actual working hours of staff.

- Posted nurse staffing information from 3/3/2024 was handwritten, with a census of 67, and reflected the 
actual working hours of staff.

- Posted nurse staffing information from 3/4/2024 through 3/8/2024 revealed computer-generated staff 
postings, with a census of 117, and reflected the scheduled working hours of both the Skilled Nursing and 
Assisting Living nursing staff. 

- Posted nurse staffing information from 3/9/2024 was handwritten, with a census of 66, and reflected the 
actual working hours of staff.

- Posted nurse staffing information from 3/10/2024 was handwritten, with a census of 66, and reflected the 
actual working hours of staff.

- Posted nurse staffing information from 3/11/2024 through 3/15/2024 revealed computer-generated staff 
postings, with a census of 117, and reflected the scheduled working hours of both the Skilled Nursing and 
Assisting Living nursing staff. 

- Posted nurse staffing information from 3/16/2024 and 3/17/2024 was handwritten, with a census of 64, and 
reflected the actual working hours of staff.

- Posted nurse staffing information from 3/18/2024 through 3/22/2024 revealed computer-generated staff 
postings, with a census of 117, and reflected the scheduled working hours of both the Skilled Nursing and 
Assisting Living nursing staff. 

- Posted nurse staffing information from 3/23/2024 was handwritten, with a census of 62, and reflected the 
actual working hours of staff.
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- Posted nurse staffing information from 3/24/2024 was handwritten, with a census of 61, and reflected the 
actual working hours of staff.

- Posted nurse staffing information from 3/25/2024 through 3/29/2024 revealed computer-generated staff 
postings, with a census of 117, and reflected the scheduled working hours of both the Skilled Nursing and 
Assisting Living nursing staff. 

- Posted nurse staffing information from 3/30/2024 was handwritten, no current census, and reflected the 
actual working hours of staff.

- Posted nurse staffing information from 3/31/2024 was handwritten, with a census of 63, and reflected the 
actual working hours of staff.

A review of posted nurse staffing information from April 2024 was conducted and revealed the following: 

- Posted nurse staffing information from 4/1/2024 through 4/5/2024 revealed computer-generated staff 
postings, with a census of 117, and reflected the scheduled working hours of both the Skilled Nursing and 
Assisting Living nursing staff. 

- Posted nurse staffing information from 4/6/2024 was handwritten, with a census of 67, and reflected the 
actual working hours of staff.

- Posted nurse staffing information from 4/7/2024 was handwritten, with a census of 67, and reflected the 
actual working hours of staff.

- Posted nurse staffing information from 4/8/2024 through 4/12/2024 revealed computer-generated staff 
postings, with a census of 117, and reflected the scheduled working hours of both the Skilled Nursing and 
Assisting Living nursing staff. 

- Posted nurse staffing information from 4/13/2024 and 4/14/2024 were handwritten, with a census of 67, and 
reflected the actual working hours of staff.

An observation of posted nurse staffing information was conducted on 4/15/2024 at 10:04 am and revealed a 
census of 117 and combined staff working hours for both Assisted Living and Skilled Nursing units. 

An observation of posted nurse staffing information was conducted on 4/16/2024 at 10:49 am and revealed a 
census of 117 and combined staff working hours for both Assisted Living and Skilled Nursing units. 

An observation of posted nurse staffing information was conducted on 4/17/2024 at 8:19 am and revealed a 
census of 117 and combined staff working hours for both Assisted Living and Skilled Nursing units. 

An observation of posted nurse staffing information was conducted on 4/18/2024 at 8:05 am and revealed a 
census of 117 and combined staff working hours for both Assisted Living and Skilled Nursing units. 
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An interview was conducted on 4/18/2024 at 9:45 am with the Director of Nursing (DON). The DON stated 
the Scheduler was responsible for updating the posted nurse staffing information every morning. She 
reported the posted staffing information that was at the nurses' station was computer generated and 
reflected the number of Nurse Aides (NAs) and Nurses on the computer-based schedule and was printed 
one time in the morning. She stated the Scheduler would print the schedule for Saturdays and Sundays on 
Friday and leave it for the Charge Nurse to post. She reported the Charge Nurse was responsible for 
changing the posted nurse staffing information on the weekends. She was not aware that the census and 
actual staff working hours for both the Assisted Living and Skilled Facility units were reflected on the posted 
nurse staffing and verbalized the posting should have reflected the current census and actual working hours 
of staff for the Skilled Nursing units only. She reported the error had occurred because the filter was not set 
correctly and verbalized the posted staffing should have been changed every shift to reflect the actual 
working hours. 

An interview was conducted on 4/18/2024 at 9:37 am with the Scheduler. The Scheduler stated she was 
responsible for posting the current nurse staffing information every morning except on the weekends. She 
reported when she got to work every morning, she would print the staffing sheet and post the updated 
information at the nurses' station. She stated she printed the staffing information for Saturday and Sunday on 
Friday before she left and would leave it for the Charge Nurse. She reported she was not aware the 
computer was pulling the census and staffing for both the Assisted Living and Skilled Nursing units and 
combining them on the form she printed. She reported the Skilled Nursing unit only had 70 beds and the 
census for the Skilled Nursing unit alone should never have been 117. She reported the call outs are 
updated as they occur on the actual schedule and that she never reprinted the sheets to reflect the actual 
workings staff hours. 

An interview was conducted on 4/18/2024 at 10:42 am with the Administrator. The Administrator had been 
made aware by the DON the posted nurse staffing information had been incorrect He reported the posted 
nurse staffing should be changed daily and when changes occurred. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50113

Based on observations, manufacturer's recommendations, and staff interviews, the facility failed to date 
opened multi-dose insulin pens, failed to discard expired insulin pens and a multi-dose insulin vial, and failed 
to store a multi-dose insulin vial in the refrigerator for 2 of 2 insulin medication carts (Cherry Street cart and 
[NAME] Hall cart) reviewed for medication storage and labeling. 

The findings included:

1a. The manufacturer's storage instructions for Levemir insulin indicated to store in-use vials under 
refrigeration or at room temperature and use within 42 days. 

The manufacturer's storage instructions for Levemir insulin in-use prefilled pens indicated, the pens should 
be stored at room temperature and used within 42 days; do not freeze or refrigerate.

The manufacturer's storage instructions for Lispro indicated to store prefilled pen in the refrigerator until it is 
opened, but do not freeze it, prefilled pen is in use and should be stored at room temperature for 28 days.

The manufacturer's storage instructions for Glargine insulin indicated prefilled pens should be stored at room 
temperature and used within 28 days; do not freeze or refrigerate.

On [DATE] at 4:15 PM an observation of the insulin cart for Cherry Street Hall was conducted with Nurse #4. 
The observation revealed the following: 

-Levemir (is a long-acting insulin used to improve blood sugar control in people with diabetes mellitus) 100ml 
(milliliter) vial opened on [DATE] and placed in the insulin cart. The manufacturer's instructions stated to 
dispose 42 days after opening. 

-Levemir insulin pen opened and not dated.

-Lispro insulin (is a fast-acting insulin used to lower levels of glucose (sugar) in the blood) pen opened on 
[DATE] and passed the manufacturer's instructed 28-day expiration date of [DATE].

-Glargine insulin (is used to improve blood sugar control in people with diabetes mellitus.) pen opened and 
not dated.

On [DATE] at 4:25 PM an interview was conducted with Nurse #4 who stated she did not realize some of the 
insulin pens were not dated and had expired. Nurse #4 stated she usually tried to check the insulin cart when 
she came in on her shift from 3:00PM to11:00PM. She continued to state she would make the Director of 
Nursing (DON) aware and discard the expired insulin pens immediately. 

1b. On [DATE] at 9:13 AM an observation of the insulin cart for [NAME] Hall was conducted. The observation 
revealed:

(continued on next page)
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-NovoLog (fast-acting insulin used to lower levels of glucose (sugar) in the blood) insulin Flex pen opened, 
and the date was illegible. The ink was smeared over the discard date, opened date incomplete, and 
unidentifiable. 

On [DATE] at 9:20 AM an interview was conducted with the Charge Nurse who stated she would discard the 
insulin pen (NovoLog Flex pen) and let the DON know.

On [DATE] at 2:30 PM an interview was conducted with the DON. The DON stated the Charge Nurse and 
Nurse #4 had made her aware the insulin pens in the insulin carts had not been dated or stored properly. 
She stated she expected the nurses and medication technicians to be checking the insulin carts daily and 
each shift; as well as all insulin pens labeled when they were opened, stored correctly, and discarded 28 
days after opening. She further stated the pharmacist who came in every month also checked the insulin and 
medication carts. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure each resident receives and the facility provides food prepared in a form designed to meet individual 
needs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49055

Based on observation, record review, and staff interviews, the facility failed to provide a dysphagia 
mechanical consistency meal as ordered by the nurse practitioner for 1 of 1 resident reviewed for nutrition 
(Resident #1).

The findings included:

Resident #1 was admitted to the facility on [DATE] with diagnoses which included 

history of traumatic brain injury, gastro-esophageal reflux disease without esophagitis, type 2 diabetes 
mellitus, and diaphragmatic hernia.

A review of the Nurse Practitioner's diet order dated 11/20/23, indicated that Resident #1 was to receive a 
carbohydrate-controlled diet (CCD) with a dysphagia mechanical consistency (which required a change in 
the texture of food or liquids).

A review of Resident #1's quarterly Minimum Data Set (MDS) dated [DATE] indicated that she was severely 
cognitively impaired, required setup or clean up assistance for eating, and received a mechanically altered 
diet (which required a change in texture of food or liquids) and a therapeutic diet.

A continuous observation was completed of Resident #1 during meal service from 12:44 PM to 12:53 PM. An 
observation of Resident #1's dietary communication slip for lunch on 04/15/24 at 12:44 PM was for ground 
kielbasa sausage with brown gravy, pureed baked beans, pureed capri vegetable blend, pureed dinner roll, 
unsweet tea, and pureed cake. Instead, she received a whole pork chop, which was detected by Nursing 
Assistant (NA) #3. NA #3 returned the meal to the kitchen at 12:45 PM. Dietary Aide #3 delivered a second 
meal tray to Resident #1 at 12:49 PM which had ground kielbasa sausage with brown gravy, non-pureed 
baked beans, non-pureed capri vegetable blend, pureed dinner roll, unsweet tea, and pureed cake. Resident 
#1 proceeded to take 2-3 small bites of her meal from the tip of her fork. NA #3 returned to check on 
Resident #1 at 12:53 PM and noticed the meal tray consistency was not correct. Again, NA #3 returned the 
meal to the kitchen and provided the prescribed meal to Resident #1. 

During an interview with NA #3 on 04/15/24 at 12:56PM, she stated Resident #1 received a pork chop, 
baked beans, and vegetable medley on her first tray, which NA #3 returned to the kitchen because Resident 
#1's mechanical pureed diet order did not include a fried pork chop in that form. Upon checking the second 
meal, NA #3 stated that she noticed that a tray with non-pureed vegetables had been delivered by Dietary 
Aide #3 and verbalized plans to return the tray to the kitchen. NA #3 reported that the residents' meals were 
normally prepared and delivered as prescribed and listed on the meal ticket. 

(continued on next page)
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During an interview with Dietary Aide #3 on 04/15/24 at 1:02 PM, she stated that she delivered the wrong 
replacement meal to Resident #1. She reported that she was not working on the dietary line but did receive 
the first replacement meal, which she covered without double checking the dietary ticket for Resident #1. 
She stated that the process should have been for Dietary Aide #1 to provide the plate, beverages, and 
condiments as she read out the order to the Cook who placed the food on the plate. She reported that 
Dietary Aide #2 should have double checked to ensure that the ticket and the meal matched. 

An interview completed with Dietary Aide #1 on 04/15/24 at 1:27 PM revealed she was responsible for the 
meal tickets. Dietary Aide #1 explained she called out the diet to the cook, and placed the condiments, 
desserts, and silverware on the resident meal trays. Then she slid the resident meal tray down the line to 
Dietary Aide #2.

An interview with the Cook on 04/15/24 at 1:09 PM revealed that Dietary Aide #1 hollered for a pork chop 
with noodles, capri blend, and a roll. She stated that the meal given to Resident #1 was a different ticket for a 
different resident's tray. She reported that the process should have been Dietary Aide #1 calling out the diet 
to the Cook who prepared the plates. She stated Dietary Aide #2 was responsible for rechecking the ticket 
and that Dietary Aide #1 had requested a mechanical diet for Resident #1.

During an interview with Dietary Aide #2 on 04/15/24 at 1:13 PM, she reported that the mechanically altered 
ticket for Resident #1 did have a pork chop on the plate. She explained she understood the difference 
between diet types and verbalized she verified the diet ordered versus what was on the meal ticket. Dietary 
Aide #2 was uncertain as to why Resident #1 received the wrong meal tray two times.

An interview with the Dietary Manager on 04/15/24 at 1:17 PM revealed that the process for meal plating 
should have been for Dietary Aide #1 to have placed the condiments and utensils on the tray, then she 
should have read out the ticket to the Cook, who prepared the plate. Afterwards, the Dietary Aide #1 should 
have slid the tray to Dietary Aide #2 for placement of the beverages and any supplements The Dietary 
Manager stated Resident #1 should have received the right plate the first time. Dietary Aide #2 should have 
verified the correct meal type prior to the meal tray leaving the kitchen.

An interview with the District Dietary Manager on 04/15/24 at 1:23 PM revealed that Dietary Aide #2 should 
have confirmed that the plate was for Resident #1's meal ticket. She stated that she believed that Dietary 
Aide #2 just grabbed the wrong plate because the proper diet for Resident #1 was prepared and available.

An interview with the Registered Dietician on 04/16/24 at 12:34 pm revealed that dietary staff was trained 
upon hire then staff received various computer-based in-services which are rotated monthly, depending upon 
each staff member's date of hire. She shared that all other residents that received pureed diets on 04/15/24 - 
except Resident #1 - received the proper meals. She stated all dietary staff were to follow the tray ticket and 
serve what was on the ticket. She reported that the aides on the dietary line either misread the ticket, 
grabbed the wrong food item, or didn't hear the ticket being read off. She reported that the last Dietary Aide 
(#2) on the line should have double-checked the plate before putting a lid on it.

(continued on next page)
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F 0805

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

An interview with the Director of Nursing on 04/18/24, who was aware that Resident #1 received the wrong 
meals twice on 04/15/24, revealed that the dietary staff should have checked trays/meals before the meals 
left the kitchen, and that NAs and staff should have verified that tickets and meals matched before they 
delivered the meals to residents. 

During an interview with the Administrator on 04/18/24 at 8:47 am, he stated that the current process worked 
well because NA #3 detected the discrepancy in the meals and the prescribed diet. 
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Level of Harm - Minimal harm or 
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Ensure each resident receives and the facility provides food that accommodates resident allergies, 
intolerances, and preferences, as well as appealing options.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50046

Based on observations, record review, resident and staff interviews, the facility failed to honor food choices 
for 2 of 2 sampled residents (Residents #38 and # 27) reviewed for preferences. 

The findings included:

1. Resident # 38 was readmitted to the facility on [DATE].

The most recent Quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed that Resident #38 
was cognitively intact and did not receive a therapeutic or mechanically altered diet. 

An interview and observation was conducted with Resident # 38 on 4/16/24 at 8:30 AM. She was in her room 
and had her breakfast tray set up in front of her on the overbed table and was drinking coffee. Her meal plate 
had uneaten scrambled eggs and dark toast on it. She stated she had only eaten the oatmeal off her 
breakfast tray. Resident #38 stated the other foods on her breakfast tray were foods she did not like. She 
stated she did not like and does not eat powdered eggs and the toast was too hard to eat. She did not say if 
she had asked for anything else for breakfast. 

An interview and observation was conducted with Resident #38 on 4/17/24 at 8:20 AM. She was sitting up on 
the side of her bed with her breakfast tray sitting in front of her on the bedside table. Her breakfast tray 
included scrambled powdered eggs, dark toast with blacking along the edges, milk, cold cereal, oatmeal, 
biscuit with sausage gravy, orange juice, butter, jelly sugar packets, and coffee. Resident #38 was eating the 
biscuit and gravy. She stated she would only eat the biscuit and gravy off her breakfast tray. Resident #38 
stated again, she disliked and would not eat the scrambled powdered eggs on her plate or the hard toast. 
She stated the toast was hard everyday and they served her the eggs every day. Resident #38 stated she 
had spoken to someone in the past from the kitchen and had told them she did not like the powdered eggs. 
She stated the person she had talked to from dietary no longer worked at the facility and that it had been 
over a year since anyone from dietary had talked to her about her food likes and dislikes. She did not say if 
she had asked to speak to someone in dietary over the last year. 

On 4/17/24 Resident #38's breakfast dietary meal tray card was reviewed and revealed she had a regular 
diet ordered. There were no food preference likes/ dislikes listed on the meal tray card. The bottom of the 
meal tray card stated, eggs instead of hashbrowns.

(continued on next page)
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An interview was conducted on 4/16/24 at 11:45 AM with the Director of Nursing (DON). She provided a 
printed form titled food preference assessment for Resident #38. The date listed at the top of the assessment 
was 4/16/24. The DON stated the assessment had been printed from meal tracker [meal tracker is the 
dietary system used for menu planning and that prints the meal tray card tickets]. She stated 4/16/24 was the 
date the assessment was printed from meal tracker. She stated 4/16/24 was not the date the assessment 
had been completed but could not provide the exact date the likes/dislikes information had been documented 
into meal tracker. There was no documentation on the assessment form as to who had completed or entered 
the information. The food preference assessment for Resident #38 did not list scrambled eggs or toast as 
dislikes. Review of meal tracker activity log revealed Resident #38's likes/ dislikes had last been updated on 
9/10/20.

An interview was conducted on 4/17/24 at 9:50 AM with the Registered Dietician (RD). She stated the 
Dietary Manager completed food preference likes/ dislikes for residents when they were admitted and then 
quarterly with reviews. She stated the Dietary Manager updated the resident's food likes/ dislikes in meal 
tracker.

An interview was conducted on 4/17/24 at 10:40 AM with the Dietary Manager. She stated she had been the 
Dietary Manager for about a year and had not really received a lot of training on paperwork or the computer 
part of her job. She stated she had not known that she had to fill out a dietary preference form for resident 
food likes/ dislikes or put the information into the meal tracker computer system until about 2 months ago. 
The Dietary Manager stated she would see a resident and ask them their food likes/ dislikes and then put the 
information into meal tracker. She stated meal tracker would remove the disliked food item from the 
resident's profile as a food option and the disliked food would not appear on the resident's meal tray card 
ticket. She stated meal tracker was where the meal tray card/ tickets were printed from. The Dietary Manager 
stated she now would see residents within a few days of their admission and completed a foods preference 
likes/ dislikes form. She stated she had started the process of updating and completing the food preference 
likes/ dislikes form for all current and new residents when she had been made aware 2 months ago of the 
food preference likes/ dislikes form she was supposed to be using. She stated the facility's scrambled eggs 
were liquid eggs not powdered eggs. She stated fresh eggs were available if a resident preferred fried eggs, 
hard boiled eggs, or did not like the liquid scrambled eggs. She stated unless she removed grits as an option 
on a resident meal ticket profile in meal tracker the printed meal tray card/ ticket would just say hot cereal. 
She stated the meal tray card/ ticket contained the resident's diet, food allergies, and food items to be 
included on the meal tray. She stated that dietary staff plating food could only see what was printed on the 
meal tray card/ticket and would not know if a resident disliked a food. She stated the bottom of the meal 
ticket would say eggs instead of hashbrowns or rice instead of potatoes if dietary was out of an item. She 
stated if they were out of an item, or the item did not come in on the food truck order she had to substitute 
the food item for something else, such as substituting a starch for another starch. She could not say how 
staff would know if a resident disliked a substituted food item such as eggs if eggs instead of hashbrowns 
was printed on the bottom of the meal tray card/ ticket. She stated the system allowed her to use the note 
pad in meal tracker to put in a disliked food and this would be visible on a resident's meal tray card/ticket but 
stated she had not done this routinely. The Dietary Manager stated she had not been aware of the dietary 
preference assessment form for Resident #38 until yesterday 4/16/24. She stated the form had been printed 
out and given to her yesterday by the RD. The Dietary Manager stated she had not seen Resident #38 to 
complete the new dietary food preference likes/ dislikes form with her. 

(continued on next page)
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An interview was conducted on 04/17/24 at 11:40 AM with Nurse Aide (NA) #4. She stated how meal trays 
were delivered to residents who dined in their rooms. She stated dietary brought the tray cart to the hallway, 
then nursing staff passed out the meal trays according to room numbers. NA #4 stated each tray had a tray 
meal card/ ticket that had the residents name on it, their diet, food allergies, and what food, drinks, and 
condiments were supposed to be on the tray. She stated when she delivered a meal tray, she helped set up 
the tray and checked to make sure the diet and food items on the tray matched what was on the tray meal 
card/ ticket. She stated if a resident told her they did not like something she would ask them if they wanted 
something else as a substitute. She stated she thought some tray meal card/tickets had dislikes listed at the 
top of the ticket with allergies but was not sure. She was not sure how she would know if a resident who was 
not oriented would like or dislike a food item served on their meal tray. 

An interview was conducted on 4/17/24 at 3:46 PM with the Administrator. He stated food likes/ dislikes 
should be done by the Dietary Manager within 72 hours after admission and should then be entered into 
meal tracker. He stated after admission dietary preference food likes/ dislikes should be done quarterly and 
updated as needed. The Administrator stated he could not say what happened in the process where dietary 
was not completing food preference likes/ dislikes. 

2. Resident #27 was admitted to the facility on [DATE].

The most recent Quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed that Resident #27 
was cognitively intact and received a mechanically altered therapeutic diet. 

An interview was conducted on 4/15/24 at 10:52 AM with Resident # 27. She stated she did not like to eat 
grits or powdered eggs. She stated she received these items on her meal tray often. She stated she had 
spoken with someone from the kitchen about her food likes and dislikes but was unsure who the person was 
or when she had spoken to them. 

An interview and observation were conducted on 4/16/24 at 8:40 AM with Resident #27. She was sitting up 
in her bed drinking coffee with her breakfast tray set up in front of her on her overbed table. She had grits 
and toast on her plate that were uneaten. When asked how breakfast was, she stated, look for yourself I 
don't eat grits and I've told them I don't eat grits. She again stated she had spoken to someone from dietary 
in the past and told them she did not like grits but could not remember who she had spoken to. She did not 
say if she had asked for anything else for breakfast. 

A second observation was conducted on 4/17/24 at 8:15 AM of Resident #27 sitting up in bed with her 
breakfast tray set up in front of her on her overbed table. Her breakfast tray included oatmeal, powdered 
scrambled eggs, and coffee. 

Resident #27's dietary meal tray card was reviewed for breakfast, lunch, and dinner on 4/16/24 and for 
breakfast on 4/17/24. The meal tray card revealed she was on a consistent carbohydrate diet (CCD). There 
were no food preference likes/ dislikes listed on the meal tray card. The breakfast meal tray card for 
breakfast on 4/17/24 stated at the bottom eggs instead of hashbrowns.

(continued on next page)
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An interview was conducted on 4/16/24 at 11:45 AM with the DON. She provided a printed form titled food 
preference assessment for Resident #27. The date listed at the top of the assessment was 4/16/24. The 
DON stated the assessment had been printed from meal tracker [meal tracker is the dietary system used for 
menu planning and that prints the meal tray card tickets]. She stated 4/16/24 was the date the assessment 
was printed from meal tracker. She stated 4/16/24 was not the date the assessment had been completed but 
could not provide the exact date the likes/dislikes information had been documented into meal tracker. There 
was no documentation on the assessment form as to who had completed or entered the information. The 
food preference assessment for Resident # 27 listed grits and scrambled eggs as dislikes. Review of the 
meal tracker activity log revealed Resident # 27 dislike for scrambled eggs and grits had been entered last 
on 11/30/23. 

An interview was conducted on 4/17/24 at 9:50 AM with the Registered Dietician (RD). She stated the 
Dietary Manager completed food preference likes/ dislikes for residents when they were admitted and then 
quarterly with reviews. She stated the Dietary Manager updated the resident's food likes/ dislikes in meal 
tracker.

An interview was conducted on 4/17/24 at 10:40 AM with the Dietary Manager. She stated she had been the 
Dietary Manager for about a year and had not really received a lot of training on paperwork or the computer 
part of her job. She stated she had not known that she had to fill out a dietary preference form for resident 
food likes/ dislikes or put the information into the meal tracker computer system until about 2 months ago. 
The Dietary Manager stated she would see a resident and ask them their food likes/ dislikes and then put the 
information into meal tracker. She stated meal tracker would remove the disliked food item from the 
resident's profile as a food option and the disliked food would not appear on the resident's meal tray card 
ticket. She stated meal tracker was where the meal tray card/ tickets were printed from. The Dietary Manager 
stated she now would see residents within a few days of their admission and completed a foods preference 
likes/ dislikes form. She stated she had started the process of updating and completing the food preference 
likes/ dislikes form for all current and new residents when she had been made aware 2 months ago of the 
food preference likes/ dislikes form she was supposed to be using. She stated the facility's scrambled eggs 
were liquid eggs not powdered eggs. She stated fresh eggs were available if a resident preferred fried eggs, 
hard boiled eggs, or did not like the liquid scrambled eggs. She stated unless she removed grits as an option 
on a resident meal ticket profile in meal tracker the printed meal tray card/ ticket would just say hot cereal. 
She stated the meal tray card/ ticket contained the resident's diet, food allergies, and food items to be 
included on the meal tray. She stated that dietary staff plating food could only see what was printed on the 
meal tray card/ticket and would not know if a resident disliked a food. She stated the bottom of the meal 
ticket would say eggs instead of hashbrowns or rice instead of potatoes if dietary was out of an item. She 
stated if they were out of an item, or the item did not come in on the food truck order she had to substitute 
the food item for something else, such as substituting a starch for another starch. She could not say how 
staff would know if a resident disliked a substituted food item such as eggs if eggs instead of hashbrowns 
was printed on the bottom of the meal tray card/ ticket. She stated the system allowed her to use the note 
pad in meal tracker to put in a disliked food and this would be visible on a resident's meal tray card/ticket but 
stated she had not done this routinely. The Dietary Manager stated she had not been aware of the dietary 
preference assessment forms for Resident #27 until yesterday 4/16/24. She stated the forms had been 
printed out and given to her yesterday by the RD. The Dietary Manager stated she had not seen Resident 
#27 to complete the new dietary food preference likes/ dislikes form her. 
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An interview was conducted on 04/17/24 at 11:40 AM with Nurse Aide (NA) #4. She stated how meal trays 
were delivered to residents who dined in their rooms. She stated dietary brought the tray cart to the hallway, 
then nursing staff passed out the meal trays according to room numbers. NA #4 stated each tray had a tray 
meal card/ ticket that had the residents name on it, their diet, food allergies, and what food, drinks, and 
condiments were supposed to be on the tray. She stated when she delivered a meal tray, she helped set up 
the tray and checked to make sure the diet and food items on the tray matched what was on the tray meal 
card/ ticket. She stated if a resident told her they did not like something she would ask them if they wanted 
something else as a substitute. She stated she thought some tray meal card/tickets had dislikes listed at the 
top of the ticket with allergies but was not sure. She was not sure how she would know if a resident who was 
not oriented would like or dislike a food item served on their meal tray. 

An interview was conducted on 4/17/24 at 3:46 PM with the Administrator. He stated food likes/ dislikes 
should be done by the Dietary Manager within 72 hours after admission and should then be entered into 
meal tracker. He stated after admission dietary preference food likes/ dislikes should be done quarterly and 
updated as needed. The Administrator stated he could not say what happened in the process where dietary 
was not completing food preference likes/ dislikes. 
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Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food 
in accordance with professional standards.

49160

Based on observations and staff interviews the facility failed to ensure bowls, plates, metal bowls, serving 
pans, and baking sheets were dry before they were stacked, and to ensure dishes were clean. These 
practices had the potential to affect food served to residents. 

The findings included: 

a. The initial observation of the kitchen was conducted with the Dietary Manager (DM) on 4/15/2024 at 9:58 
AM. The initial observation of the serving line and dish washing area revealed the following: 

- 12 plates stacked in a plate warmer on the serving line were wet. 

- 1 large serving pan, 2 baking sheets and 1 large metal bowl stacked on a storage rack in the dish washing 
area were wet.

- 12 small red saucer plates with white crumb like particles and 1 small white saucer plate with a dried yellow 
substance were observed stacked on the storage rack for clean dishes in the dish washing area.

b. A second observation of the serving line in the kitchen was conducted with the DM on 4/17/2024 at 11:45 
AM and revealed the following:

- 11 small white bowls stacked on the serving line were wet.

An interview was conducted with the DM on 4/17/2024 at 2:25 PM. The DM indicated dishes and pans were 
washed in a low temperature dishwasher and placed on racks to dry. The DM revealed plates, bowls and 
pans should not be stacked while they were still wet. She indicated the dish washing area was humid and 
they had difficulty drying the dishes and pans before they were needed for the next meal service. The DM 
stated a fan was ordered and would be installed near the drying rack to ensure dishes and pans were dry 
before they were stacked and used for the next meal. She stated staff checked the dishes when removing 
them from the dishwasher to ensure they were clean and items that were not clean were washed again. The 
DM further stated she was not able to explain why there were dirty dishes on the clean dish rack and staff 
should have noticed they were dirty and washed them again. 

An interview conducted with Dietary Aide #3 on 4/18/2024 at 9:45 AM revealed the dish washing process 
included spraying the dirty dishes with a degreaser, rinsing them, placing them in soapy water to soak, 
rinsing them again and then placing them in the dishwasher. She stated when dishes were removed from the 
dishwasher staff checked them to ensure they were clean. She indicated dishes that were not clean went 
through the washing process again. Dietary Aide #3 revealed the dirty dishes found on the clean dish rack 
4/15/2024 was due to staff not checking them when they removed them from the dishwasher the previous 
day. Dietary Aide #3 stated due to the humidity in the dish washing area it was difficult for dishes and pans to 
dry before they were needed for the next meal service. She further stated wet dishes and pans should not be 
stacked. 

(continued on next page)
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An interview was conducted with the Administrator on 4/18/2024 at 1:46 PM. He stated the facility used a low 
temperature dishwasher and dishes removed from the dishwasher had to be placed on a rack to dry. He 
indicated the dish washing room was humid which made the drying process more difficult, but a fan was 
ordered and would be installed in the dish washing area to help dishes and pans dry more quickly. He stated 
dishes and pans that were wet should not be stacked. The Administrator revealed dietary staff should be 
checking dishes when removing them from the dishwasher to ensure they were clean. He indicated dishes 
removed from the dishwasher that were still dirty should be washed again.
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50045

Based on observations, record review, resident and staff interviews, the facility failed to ensure accurate 
medical records when a resident's compression stockings were incorrectly documented as applied for 1 of 1 
resident (Resident #220) reviewed for medical record accuracy. 

The findings included: 

Resident #220 was admitted to the facility on [DATE]. 

An admission Minimum Data Set (MDS) dated [DATE] revealed Resident #220 was cognitively intact. 

A review of Resident #220's physician orders revealed an order dated 4/5/2024 to apply compression 
stockings to bilateral lower extremities upon rising and to remove at night before bed. 

A review conducted on 04/15/2024 at 3:22 pm of Resident #220's Medication Administration Record (MAR) 
of April 2024 for the period of 4/1/2024 through 04/18/2024 revealed Medication Aide (MA) #1 documented 
she had applied Resident #220's compression stockings on 4/15/2024.

An interview and observation were conducted on 4/15/2024 at 3:18 pm of and with Resident #220. She was 
observed to not have compression stockings on her bilateral lower extremities during the interview and 
reported staff had not put compression stockings on her that morning (4/15/24).

MA #1 was unavailable for interview. 

A review conducted on 04/15/2024 at 3:22 pm of Resident #220's Medication Administration Record (MAR) 
of April 2024 for the period of 4/1/2024 through 04/18/2024 revealed Nurse #2 documented she had applied 
Resident #220's compression stockings on 4/16/2024. 

An interview and observation were conducted on 4/16/2024 at 11:32 am with Resident #220. She reported 
staff had not put her compression stockings on that morning (4/16/2024) and had told her that they could not 
find her compression stockings. Resident #220 also stated staff had told her they did not have compression 
socks to replace hers at that time. An empty extra, extra-large (XXL) compression stocking wrapper was 
observed on her nightstand beside her bed. She reported she always told staff to put them in her top 
nightstand drawer when they took them off, but the staff had not done that, and that they were no longer 
there. She proceeded to open her top nightstand drawer, which did not contain compression stockings. 

(continued on next page)
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An interview and observation were conducted on 4/16/2024 at 11:38 am with Nurse #1. Nurse #1 reported 
compression stockings were ordered for Resident #220 to be applied daily. She reported that the third shift 
(11 pm to 7 am) was responsible for applying compression stockings when they had gotten the resident up in 
the morning. She verified that Nurse #2 had documented applying the compression stockings at 6:33 am on 
4/16/2024. Nurse #1 walked to Resident #220's room, made an observation of the resident, and verbalized 
Resident #220 was not wearing compression stockings. She reported if it was charted, she would have 
expected them to be on Resident #220, and reported the Nurse should not have documented application of 
compression stockings if the task had not been completed. 

A phone interview was conducted on 4/18/2024 at 9:02 am with Nurse #2. Nurse #2 reported she worked 
third shift (from 11:00 pm on 4/15/2024 to 7:00 am on 4/16/2024) verbalized she had documented applying 
Resident #220's compression stockings. She stated that she had not put the compression stockings on 
Resident #220, and had asked a Nurse Aide (NA), whose name she was not able to recall, to put them on 
the resident. She reported she had not checked to ensure the NA had placed them on the resident because 
she was busy and it happens. She reported the task should not have been charted as completed if the 
compression stockings had not been applied and the error occurred because she had not verified the NA 
had put them on. 

An interview was conducted on 4/18/2024 with the Director of Nursing (DON). The DON stated application of 
compression stockings were typically documented on the Electronic Medical Record (EMR). She reported 
tasks documented as completed by staff were expected to have been completed. 

An interview was conducted on 4/18/2024 at 10:41 am with the Administrator. He was not aware that Nurse 
#2 had documented application of compression stockings and had not applied them. 

An interview was conducted on 4/18/2024 at 11:30 am with the Physician's Assistant (PA). She was not 
aware that MA #1 and Nurse #2 had documented the application of compression stockings without having 
applied them. She reported if a task was documented as done, she would expect that it had been completed. 
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Set up an ongoing quality assessment and assurance group to review quality deficiencies  and develop 
corrective plans of action.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48916

Based on record review and staff interviews the facility's Quality Assessment and Assurance (QAA) 
committee failed to maintain implemented procedures and monitor interventions the committee had put into 
place following the recertification survey and complaint investigation completed on 10/19/2022. This failure 
included two repeat deficiencies in the areas of Notification of Changes (F580) and Respiratory Services 
(F695). Additionally, the facility's QAA committee failed to maintain implemented procedures and monitor 
interventions the committee had put into place following the recertification survey and complaint investigation 
completed on 8/20/2021. The failure included two repeat deficiencies that were originally cited in the areas of 
Label/ Store Drugs & Biologicals (F761), and Resident Allergies/ Preferences/ Substitutes (F806). All of the 
above areas were subsequently recited on the current recertification survey completed on 4/18/2024. The 
repeat deficiencies during three federal surveys of record showed a pattern of the facility's inability to sustain 
an effective QA program.

The findings included:

This citation is cross referred to:

F580: Based on record review, staff and Physician Assistant interviews the facility failed to notify the 
physician of low blood pressures that required blood pressure medication to be withheld for 1 of 1 sampled 
resident reviewed for physician notification (Resident #27). 

During the recertification survey and complaint investigation of 10/19/2022 the facility failed to notify the 
responsible party after a resident was transferred to the hospital for 1 of 3 residents reviewed for notification.

F695: Based on observations, record reviews, and staff and resident interviews, the facility failed to post 
precautionary and safety signs that indicated the use of oxygen for 2 of 2 residents reviewed for respiratory 
care (Resident #117 and Resident #5). 

During the recertification survey and complaint investigation of 10/19/2022 the facility failed to administer 
oxygen as prescribed by the physician for 3 of 3 residents reviewed for oxygen therapy.

F761: Based on observations, manufacturer's recommendations, and staff interviews, the facility failed to 
date opened multi-dose insulin pens, failed to discard expired insulin pens and a multi-dose insulin vial, and 
failed to store a multi-dose insulin vial in the refrigerator for 2 of 2 insulin medication carts (Cherry Street cart 
and [NAME] Hall cart) reviewed for medication storage and labeling. 

During the recertification survey and complaint investigation of 8/20/2021 the facility failed to discard expired 
medications in 2 of 3 medication carts (600 Hall and 700 Hall) and failed to ensure the medication storage 
room was locked for 1 of 1 medication storage rooms (600 Hall) reviewed for medication storage.

(continued on next page)

3837345395

08/01/2024



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      

345395 04/18/2024

Peak Resources-Cherryville 7615 Dallas Cherryville Highway
Cherryville, NC 28021

F 0867

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

F806: Based on observations, record review, resident and staff interviews, the facility failed to honor food 
choices for 2 of 2 sampled residents (Residents #38 and # 27) reviewed for preferences.

During the recertification survey and complaint investigation of 8/20/2021 the facility failed to honor food 
preferences for 1 of 1 resident reviewed for food preferences.

An interview with the Administrator was conducted on 4/18/2024 at 3:30 PM revealed he had been in the 
position since December 2023. The Administrator explained he was in the process of improving the systems 
related to QAPI and follow-up of the Plan of Correction (POC) post survey. The Administrator verbalized the 
QAPI/Quality Assurance (QA) Manual was on-line and the documentation was available at any time for 
review. He voiced that improvement in performance was ongoing for better outcomes. The Administrator 
expressed it was his responsibility to make sure process and follow-ups continued and that planned 
outcomes were met. 
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