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345562 03/21/2025

Clear Creek Nursing & Rehabilitation Center 10506 Clear Creek Commerce Drive
Mint Hill, NC 28227

F 0565

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Honor the resident's right to organize and participate in resident/family groups in the facility.

43643

Based on record review, and staff and resident interviews, the facility failed to provide resolution of Resident 
Council Meeting grievances for 4 of 6 monthly Resident Council Meetings. The Resident Council had 
concerns during resident council meetings that revealed no follow up resolutions (09/19/24, 11/14/24, 
12/11/24, and 01/16/24.)

The findings included:

On 09/19/24 the Resident Council Meeting Minutes noted music not being played during meals, getting 
assistance to go to the beauty shop, and residents wants DNR above their bed. 

The Resident Council Follow-Up for 09/19/24 Resident Council Meeting Minutes did not demonstrate the 
facility's response to grievances voiced during the Resident Council.

On 11/14/24 the Resident Council Meeting Minutes noted call lights were not being answered.

The Resident Council Follow-Up for 11/14/24 Resident Council Meeting Minutes did not demonstrate the 
facility's response to grievances voiced during the Resident Council.

On 12/11/24 the Resident Council Meeting Minutes noted call lights were not being answered and residents 
had issues with different nursing staff.

The Resident Council Follow-Up for 12/11/24 Resident Council Meeting Minutes did not demonstrate the 
facility's response to grievances voiced during the Resident Council.

On 01/16/24 the Resident Council Meeting Minutes noted sink and toilet issues, missing laundry, resident 
rooms needing painting, nursing staff being loud at night, and call lights not being answered.

The Resident Council Follow-Up for 01/16/24 Resident Council Meeting Minutes did not demonstrate the 
facility's response to grievances voiced during the Resident Council.

Interviews conducted with Resident #4, Resident #13, Resident #49, and Resident #61 during the Resident 
Council Meeting on 03/20/25 at 11:00 AM revealed there had been no resolution with the ongoing concerns 
that were addressed during the resident council meetings. The residents further revealed the issues were still 
a concern and the Activity Director (AD) did not discuss resolutions at resident council meetings. 

(continued on next page)

345562 13

07/31/2025



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

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

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

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

Event ID: Facility ID: If continuation sheet 
Page       of      

345562 03/21/2025

Clear Creek Nursing & Rehabilitation Center 10506 Clear Creek Commerce Drive
Mint Hill, NC 28227

F 0565

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

An interview conducted with the Activity Director (AD) on 03/20/25 at 12:05 PM revealed he had completed 
grievances and gave them to department heads to follow up on. The AD further revealed once the 
department heads completed grievance that they were sent to the Administrator and Social Worker. The AD 
stated he had failed to document resolutions on resident council minutes, but had reported to the resident 
council residents how concerns were being addressed. 

An interview conducted with the facility Social Worker (SW) on 03/20/25 at 12:30 PM revealed when 
grievances are completed during resident council minutes they are signed off by the Administrator and 
brought to her to be stored. The SW further revealed she had not received any resident council grievances 
since August 2024. 

An interview conducted with the Administrator on 03/20/25 at 1:00 PM revealed he was not aware if 
grievances were being completed and resolved from Resident Council meetings. The Administrator further 
revealed he expected concerns to be addressed and documentation to be included within the Resident 
Council minutes. 
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Clear Creek Nursing & Rehabilitation Center 10506 Clear Creek Commerce Drive
Mint Hill, NC 28227

F 0644

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Coordinate assessments with the pre-admission screening and resident review program; and referring for 
services as needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43643

Based on record review and staff interviews the facility failed to ensure a Preadmission Screening and 
Resident Review (PASRR) level II referral was made after a resident was given new mental health 
diagnoses for 1 of 3 residents (Resident #71) reviewed for PASRR.

The findings include:

Review of Resident #71's medical record revealed the resident was originally admitted to the facility on 
[DATE] and a PASRR level I was completed. 

The resident was diagnosed with depression on 04/20/23, delusional disorder on 12/4/23, and insomnia on 
12/04/24. 

Review of Resident #71's most recent comprehensive Minimum Data Set (MDS) dated [DATE] revealed the 
resident was not coded for a level II PASRR. 

During an interview on 03/19/25 at 1:00 PM with the Social Worker (SW) she revealed a PASRR level II 
referral should be completed upon admission for residents with a mental health diagnosis and when a 
resident has had a change of condition or a newly added mental health diagnosis. It was further revealed by 
the SW Resident #71 should have been assessed for a possible level II and the facility failed to do so. The 
SW indicated she was not aware that Resident #71 did not have level II PASRR determination. 

During an interview on 03/20/25 at 1:00 PM with the Administrator he revealed PASRR level II referrals 
should be completed in a timely manner upon the admission of a resident with a mental health diagnosis or 
anytime a resident has had a change of condition or a newly added mental health diagnosis. The 
Administrator stated he was not aware Resident #71 had not been assessed for a possible PASRR level II. 
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Clear Creek Nursing & Rehabilitation Center 10506 Clear Creek Commerce Drive
Mint Hill, NC 28227

F 0690

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49160

Based on observations, record review, and staff and Nurse Practitioner interviews, the facility failed to 
remove an indwelling urinary catheter per the physician's order and failed to keep a urinary catheter drainage 
bag and tubing from touching the floor to reduce the risk of infection for 1 of 4 residents reviewed for urinary 
catheters (Resident #36).

The findings included:

Resident #36 was admitted to the facility on [DATE] with diagnoses that included history of stage 3-4 
pressure ulcer. 

The annual Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #36 was moderately 
cognitively impaired and was coded for having an indwelling urinary catheter.

The care plan dated 01/02/25 revealed Resident #36 had an indwelling urinary catheter due to a stage 4 
sacral wound and the interventions included providing catheter care per the physician orders.

Resident #36 had a physician order dated 03/11/25 that read; discontinue the indwelling urinary catheter on 
03/15/25. The order was entered by Nurse #3.

Resident #36's medication administration record (MAR) indicated the indwelling urinary catheter was 
removed on 03/15/25 by Nurse #6.

a. An observation conducted on 03/17/25 at 10:21 AM revealed Resident #36 was lying in bed resting and 
had an indwelling urinary catheter draining to a bedside drainage bag. 

An interview with Nurse #3 on 03/19/25 at 12:20 PM revealed on 03/11/25 a member of the nurse 
management team, she did not recall their name, asked her to obtain a physician's order to remove Resident 
#36's indwelling urinary catheter. Nurse #3 stated she called the Nurse Practitioner and obtained an order to 
remove Resident #36's indwelling urinary catheter on 03/15/25. Nurse #3 indicated she entered the order 
into the electronic medical record, but she was not Resident #36's assigned nurse on 03/15/25 and was 
unsure if the urinary catheter was removed.

A phone interview with Nurse #6 on 03/20/25 at 8:04 AM indicated she was the 3rd shift (11pm-7am) nursing 
supervisor on 03/14/25 to 03/15/25. She indicated she did not recall seeing an order to remove Resident 
#36's indwelling urinary catheter on 03/15/25 nor did she remove the catheter. Nurse #6 was unable to 
explain why it was documented on the MAR that she completed the order to remove Resident #36's 
indwelling urinary catheter. 

During an interview with Nurse #5 on 03/20/25 at 9:03 AM she indicated she was Resident #36's assigned 
nurse on 3/17/25. Nurse #5 revealed a nurse, she did not recall her name, informed her that Resident #36 
had an order to remove Resident #36's indwelling urinary catheter on 03/15/25 that was not completed. 
Nurse #5 stated she removed Resident #36's indwelling urinary catheter on 03/17/25 at approximately 10:30 
AM. 

(continued on next page)
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345562 03/21/2025

Clear Creek Nursing & Rehabilitation Center 10506 Clear Creek Commerce Drive
Mint Hill, NC 28227

F 0690

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

An interview conducted with the Nurse Practitioner (NP) on 03/19/25 at 10:16 AM revealed she received a 
phone call from the facility on 03/11/25 requesting an order to remove Resident #36's urinary catheter 
because there was not a supporting diagnosis for the use of the catheter. The NP indicated she ordered 
Resident #36's indwelling urinary catheter to be removed on 03/15/25. The NP stated she was unaware the 
order was not completed, and the catheter should have been removed on 03/15/25 as ordered. 

During an interview with the Director of Nursing (DON) on 03/20/25 at 11:05 AM she revealed Resident #36 
had an indwelling urinary catheter in place to assist with healing of a sacral wound. The DON indicated the 
interdisciplinary care team decided wound healing was not considered to be a supporting diagnosis for the 
use of an indwelling urinary catheter, so they requested an order from the NP to remove the catheter. The 
DON indicated she was not aware Resident #36's indwelling urinary catheter was not removed on the order 
date and that it should have been removed on 03/15/25 as ordered. 

An interview conducted with the Administrator on 03/20/25 at 1:30 PM indicated an order to remove an 
indwelling urinary catheter should have been completed on the date the physician ordered it to be removed.

b. An observation conducted on 03/17/25 at 10:21 AM revealed Resident #36 was lying in bed resting and 
had an indwelling urinary catheter draining to a bedside drainage bag. The catheter tubing and bedside 
drainage bag were observed lying on the floor beside the bed. 

An interview with Nurse #5 on 03/17/25 at 10:51 AM indicated she was assigned to Resident #36 and 
entered her room around 10:30 AM to remove the indwelling urinary catheter. She stated the catheter tubing 
and bedside drainage bag were lying on the floor beside the bed. Nurse #5 indicated the Nurse Aides (NA) 
were responsible for emptying the bedside drainage bags and usually emptied them at the end of each shift. 
Nurse #5 was unsure if the drainage bag lying on the floor was last emptied by the 3rd shift NA or the 1st 
shift NA, but stated it should have been secured under the bed frame and not touching the floor. 

A phone interview with NA #5 on 03/20/25 at 1:53 PM revealed she was the 3rd shift NA assigned to 
Resident #36 on 03/16/25. NA #5 stated she emptied Resident #36's bedside drainage bag around 6:00 AM 
on 03/17/25 prior to the end of her shift and then secured the drainage bag under the bed frame to ensure it 
was not touching the floor. NA #5 stated when she left Resident #36's room the urinary catheter tubing and 
bedside drainage bag were not touching the floor. 

Several attempts were made to contact NA #4, assigned to Resident #36 on 1st shift on 03/17/25, were 
unsuccessful.

An interview conducted with the Director of Nursing on 03/20/25 at 11:05 AM revealed indwelling urinary 
catheter tubing and bedside drainage bags should be secured under the bed frame when a resident was in 
bed and not touching the floor. The DON indicated catheter tubing and drainage bags should not be lying on 
the floor because of the increased risk of infection. 

During an interview with the Administrator on 03/20/25 at 1:30 PM he stated urinary catheter tubing and 
drainage bags should not be lying on the floor due to the increased risk for infection.
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Clear Creek Nursing & Rehabilitation Center 10506 Clear Creek Commerce Drive
Mint Hill, NC 28227

F 0695

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** 37281

Based on observations, record review, and family member and staff interviews, the facility failed to obtain a 
physician order for oxygen therapy for 1 of 1 resident reviewed for respiratory care (Resident #72). 

The findings included: 

Resident #72 was admitted to the facility 1/18/25 with diagnoses including chronic lung disease and 
hypertension. 

The admission Minimum Data Set (MDS) assessment dated [DATE] assessed Resident #72 to have oxygen 
therapy. 

A physician order dated 1/18/25 read (for) cyanosis or dyspnea: oxygen at 2 liters per minute, notify the 
provider. 

A care plan dated 1/21/25 addressed Resident #72's potential for breathing issues related to his lung 
disease and specified to administer oxygen at 2 liters per minute by nasal canula. 

Review of the physician orders for Resident #72 revealed no order for oxygen therapy. 

The significant change MDS dated [DATE] assessed Resident #72 to not have oxygen therapy. 

Resident #72 was observed on 3/17/25 at 2:16 PM. Resident #72 had an oxygen concentrator running at the 
bedside, delivering 2.5 liters of oxygen by nasal cannula. The Responsible Party was interviewed at the time 
of the observation, and he reported Resident #72 required oxygen all the time because of his lung disease 
and he had been receiving oxygen therapy since he was admitted to the facility. 

Resident #72 was observed on 3/19/25 at 12:50 PM. The oxygen concentrator was running at the bedside, 
delivering 3 liters of oxygen by nasal cannula. 

The Nurse Practitioner was interviewed on 3/19/25 at 10:32 AM and she reported she was aware Resident 
#72 was using oxygen, but did not know there was not an active order for oxygen therapy. 

Nurse #4 was interviewed on 3/19/25 at 12:55 PM and she checked the physician orders for oxygen for 
Resident #72 and was unable to find an order for oxygen. Nurse #4 reported Resident #72 should have a 
physician order for oxygen and the order for oxygen would give instructions for the flowrate, as well as 
changing the nasal cannula and oxygen tubing. 

The Director of Nursing was interviewed on 3/20/25 at 10:55 AM and she reported she was not aware there 
was no order for oxygen for Resident #72 and there should be an order with the flowrate and orders to 
change the tubing and nasal cannula. The DON explained initiating oxygen therapy was a nursing 
judgement, but the physician needed to be notified to write an order. 
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345562 03/21/2025

Clear Creek Nursing & Rehabilitation Center 10506 Clear Creek Commerce Drive
Mint Hill, NC 28227

F 0730

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Observe each nurse aide's job performance and give regular training.

49160

Based on record review and staff interviews, the facility failed to complete a performance review every 12 
months for 2 of 5 Nurse Aides (NAs) reviewed to ensure in-service education was designed to address the 
outcome of the performance evaluations (NA #2 and NA #3). 

The findings included:

a. A review of NA #3's employment file revealed a hire date of 8/27/21. There was no record a performance 
review was completed for NA #3 from January 2024 to present. 

A phone interview conducted with NA #3 on 3/21/25 at 10:22 AM indicated she did not recall that a 
performance review had been completed at any time during her employment at the facility.

b. A review of NA #2's employment file revealed a hire date of 5/30/23. There was no record a performance 
review was completed for NA #2 from January 2024 to present. 

A phone interview with NA #2 on 3/21/25 at 10:02 AM indicated she did not recall that a performance review 
had been completed since she was hired by the facility in 2023. 

A phone interview conducted with the Staff Development Coordinator (SDC) on 3/21/25 at 10:50 AM 
revealed she started working as the facility's SDC in August of 2024. The SDC stated the NA annual 
performance reviews were a part of the facility's online education program and email notifications were sent 
to the NAs when the performance review was due, and she received the email as well. The SDC stated she 
provided reminders to the NAs when the performance review was due, but the NA was responsible for 
printing the review, having it completed by a nurse and then providing a copy of the review for her to keep on 
file. The SDC revealed she did not recall receiving email notifications that NA #2 and NA #3 were due for a 
performance review and was unable to explain why there was no record that a performance review was 
completed for NA #2 and NA #3 every 12 months as required.

Attempts made to contact the former SDC were unsuccessful.

A phone interview with the Director of Nursing on 3/21/25 at 11:21 AM indicated the SDC was responsible for 
monitoring the completion of the NA performance reviews and NA performance reviews should be completed 
every 12 months.

A phone interview with the Administrator on 03/21/25 at 11:21 AM revealed NAs should have a performance 
review every 12 months and the SDC was responsible for overseeing and making sure that the reviews were 
completed.
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Clear Creek Nursing & Rehabilitation Center 10506 Clear Creek Commerce Drive
Mint Hill, NC 28227

F 0842

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

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** 40197

Based on record reviews and staff interviews, the facility failed to maintain psychiatric progress notes in the 
electronic medical record (Residents #21, # 31, #37 and #90), and to accurately document the completion of 
an order on the medication administration record (Resident #36). This deficient practice occurred for 5 of 5 
residents (Resident #21, # 31, #36, #37 and #90) reviewed for accurate medical records.

The findings included: 

1a. Resident #21 was admitted to the facility on [DATE] with diagnoses that included dementia with other 
behavioral disturbances.

A physician order for Resident #21 dated 10/24/24 ordered psychiatric services for evaluation and treatment. 

A quarterly Minimum Data Set (MDS) assessment dated [DATE] indicted Resident #21 had severe cognitive 
impairment and received antipsychotic, antianxiety and antidepressant medications. 

A review of Resident #21's electronic medical record (EMR) did not include any psychiatric progress notes. 

A request for psychiatric progress notes was made to the Administrator and hard copies of the visit notes 
were printed by the facility for 12/19/24, 1/2/25, 1/24/25, and 2/21/25. 

1b. Resident #31 was admitted to the facility on [DATE] with diagnoses that included dementia, major 
depressive disorder and anxiety disorder. 

A physician order for Resident #31 dated 8/14/23 ordered psychiatric services consult. 

A psychiatric progress note dated 4/8/24 indicated Resident #31 was to have follow-up in four weeks. 

A review of Resident #31's EMR did not include any psychiatric progress notes after 4/8/24. 

An annual MDS assessment dated [DATE] indicated Resident #31 had severe cognitive impairment and 
received antianxiety and antidepressant medications. 

A request for psychiatric progress notes was made to the Administrator and hard copies of the visit notes 
were printed by the facility for 7/18/24, 9/2/24, 10/3/24, 11/7/24, 12/5/24, 1/2/25, 1/30/25, 3/1/25 and 3/14/25. 

1c. Resident #37 was admitted to the facility on [DATE] with diagnoses that included major depressive 
disorder, insomnia, anxiety disorder and dementia. 

(continued on next page)
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345562 03/21/2025

Clear Creek Nursing & Rehabilitation Center 10506 Clear Creek Commerce Drive
Mint Hill, NC 28227

F 0842

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

A psychiatric progress note dated 4/26/24 indicated Resident #37 was to have follow-up in four weeks. 

A review of Resident #37's EMR did not include any psychiatric progress notes after 4/26/24. 

A quarterly MDS assessment dated [DATE] indicated Resident #37 had severe cognitive impairment and 
received antianxiety and antidepressant medications. 

A request for psychiatric progress notes was made to the Administrator and hard copies of the visit notes 
were printed by the facility for 7/5/24, 8/2/24, 9/2/24, 10/3/24, 10/31/24, 11/21/24, 12/19/24, 1/16/25, 2/21/25 
and 3/13/25. 

1d. Resident #90 was admitted to the facility 10/2/24 with diagnoses including Alzheimer's disease and 
anxiety. 

A physician order for Resident #90 dated 12/18/24 ordered a psychiatry evaluation.

The significant change MDS assessment dated [DATE] assessed Resident #90 to be severely cognitively 
impaired and he received antipsychotic medications. 

A care area assessment dated [DATE] documented Resident #90 was receiving psychotropic medications, 
and he was seen by psychiatric services. 

Review of Resident #90's EMR revealed no psychiatric progress notes. 

A request for psychiatric visit notes was made to the Administrator and hard copies of the visit notes were 
printed dated 12/20/24, 1/23/25, 2/21/25, and 3/14/25. 

The Social Worker was interviewed on 3/19/25 at 12:56 PM and stated that the psychiatric provider visited 
the facility weekly and provided progress notes by email to the Social Worker and Director of Nursing (DON). 
She stated the facility policy was for them to be printed off so the physician could review the progress notes 
before they were uploaded to the EMR. She was unable to explain why Residents #21, #31,#37 and #90 
were missing psychiatric progress notes in their EMR. The Social Worker had been out of the facility from 
December 2024 to March 16, 2025.

An attempt to interview the previous Social Worker was made on 3/20/25 at 10:10 AM and was 
unsuccessful. She had been employed at the facility from December 2024 to March 2025. 

An interview occurred with the Medical Records Clerk on 3/20/25 at 10:51 AM. She explained there was a 
process for psychiatric progress notes where the physician reviewed them and then they would have been 
uploaded to Residents #21, #31, #37 and #90 EMRs. She was unable to explain why there were missing 
psychiatric progress notes in their EMR. 

The DON was interviewed on 3/20/25 at 12:33 PM and could not explain why the psychiatric progress notes 
were not part of Residents #21, #31, #37 and #90's EMR as they should be. 

(continued on next page)
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On 3/20/25 at 11:49 AM, the Administrator was interviewed. He had begun employment at the facility in 
January 2025. The Administrator was unable to explain why the psychiatric progress notes for Residents 
#21, #31, #37 and #90 were not in their EMR as they should be. 

49160

2. Resident #36 was admitted to the facility on [DATE] with diagnoses that included history of stage 3-4 
pressure ulcer. 

Resident #36 had a physician order dated 03/11/25 that read; discontinue the indwelling urinary catheter on 
03/15/25. 

Resident #36's medication administration record (MAR) indicated the indwelling urinary catheter was 
removed on 3/15/25 by Nurse #6.

Further review of Resident #36's medical record revealed there were no orders to reinsert the indwelling 
urinary catheter.

An observation conducted on 3/17/25 at 10:21 AM revealed Resident #36 was lying in bed resting and had 
an indwelling urinary catheter draining to a bedside drainage bag. 

A phone interview with Nurse #6 on 3/20/25 at 8:04 AM indicated she was the 3rd shift (11pm-7am) nursing 
supervisor on 3/14/25 to 03/15/25. She indicated she did not recall seeing an order to remove Resident #36's 
indwelling urinary catheter on 3/15/25 nor did she remove the catheter. Nurse #6 was unable to explain why 
it was documented on the MAR that she completed the order to remove Resident #36's indwelling urinary 
catheter.

An interview was conducted with the Director of Nursing (DON) on 3/20/25 at 11:05 AM. The DON revealed 
she was not aware Resident #36's indwelling urinary catheter was not removed on 3/15/25 per the 
physician's order. The DON stated if Nurse #6 did not remove Resident #36's indwelling catheter on 3/15/25 
then she should not have documented on the MAR that the order was completed. 
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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37281

Based on observations, record review and staff interviews, the facility staff failed to perform hand hygiene 
during meal service for 1 of 4 staff observed (Nursing Assistant #2) and failed to follow Enhanced Barrier 
Precautions (EBP) and apply personal protective equipment (PPE) prior to providing enteral feeding to a 
resident with a gastrostomy tube (G-tube) for 1 of 1 staff observed (Nurse #4) and failed to perform hand 
hygiene or apply new gloves during a dressing change to a G-tube for 1 of 1 observation for G-tube dressing 
changes (Nurse #1). The deficient practice occurred for 3 of 8 staff members reviewed for infection control 
practices.

The findings included: 

The facility Handwashing Policy with a revision date of 4/2023 was reviewed and read, in part: Personnel 
should wash their hands after contact with body fluids, equipment or articles contaminated with body fluids; 
after removing gloves; before and after touching wounds; between resident contacts, when otherwise 
indicated to avoid transfer of microorganisms, and between tasks and procedures; an alcohol-based hand 
sanitizer may be used for handwashing unless the hands are visibly soiled.

1. The 300-400 hall dining room was observed on 3/17/25 at 12:31 PM. Nursing Assistant (NA) #2 was 
observed to be passing out meals to the residents. NA #2 was observed to cut food up for a resident, remove 
lids from drinks, and assist the resident to pick up the utensils. NA #2 was then observed to return to the 
counter and pick up another meal and deliver it to another resident without performing hand hygiene. NA #2 
was observed to deliver multiple meals to residents in the dining room without performing hand hygiene 
between each delivery. 

NA #2 was observed again on 3/18/25 at 12:37 PM delivering meals to residents in room [ROOM NUMBER]. 
NA #2 was observed to assist Bed A resident to sit up in bed, she adjusted the over-the-bed tray and 
assisted the resident to remove lids from her drinks. NA #2 returned to the dining room and did not perform 
hand hygiene before she picked up another tray to deliver to Bed B in room [ROOM NUMBER]. NA #2 did 
not perform hand hygiene after assisting the resident with her tray, bed, and over-the-bed table. 

NA #2 was stopped as she headed to the meal service area to pick up another tray and asked about hand 
hygiene. NA #2 went to the wall mounted hand sanitizer and reported she was aware she should have used 
hand sanitizer between the delivery of each meal, but she did not think about it during the meal service 
because she was trying to get the food to the residents as quickly as possible. 

The Director of Nursing (DON) was interviewed on 3/20/25 at 10:44 AM. The DON reported there was no 
supervision during the meal service to monitor if staff were performing hand hygiene. The DON reported NA 
#2 was very task oriented and was focused on getting meals to residents as quickly as possible and did not 
think to perform hand hygiene.

(continued on next page)
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2. The facility Enhanced Barrier Precautions policy with a revision date of 6/13/2024 was reviewed, and read, 
in part: EBP are used in conjunction with Standard Precautions to reduce the risk of MDRO transmission 
(multi-drug-resistant organisms, primarily bacteria that is resistant to one or more classes of antimicrobial 
agents [antibiotics] making infections caused by the bacteria difficult to treat) during high-contact resident 
care activities. Included with use of both gowns and gloves. EBP are meant to be in place for the duration of 
the resident's stay, or until .discontinuation of an indwelling medical device occurs .EBP apply to residents 
with any of the following: . presence of indwelling medical devices with or without the presence of an MDRO 
infection or colonization .Resident care activities that are considered high contact include, but are not limited 
to .device care or use: .feeding tube . (Instructions included) perform hand hygiene with alcohol-based 
handrub or wash with soap and water before entering and after leaving the room; Wear gloves and a gown 
for the following high-contact resident care activities .device care .feeding tube .take off and dispose gloves .
gown .(and use) alcohol-based handrub or wash with soap and water .

An observation of Resident #3's room was conducted on 3/18/25 at 12:30 PM. A sign with EBP instructions 
was posted on her door and a caddy with PPE was on the door, including gloves, gowns, and face masks. 
The EBP sign directed staff to perform hand hygiene, apply gloves and a gown when providing care to 
Resident #3. 

Nurse #4 was observed on 3/18/25 at 12:41 PM to enter Resident #3's room to provide G-tube feeding. 
Nurse #4 was observed to perform hand hygiene with hand sanitizer and apply gloves. Nurse #4 did not 
apply a gown. Nurse #4 went to Resident #3's beside and explained it was time for her G-tube feeding. 
Nurse #4 pulled the covers down and was removing the abdominal binder when she was stopped and asked 
to come to the door to read the EBP sign. Nurse #4 read the sign for EBP and reported she was going to 
complete the G-tube feeding without the gown because she was rushing to get the feeding completed. Nurse 
#4 removed her gloves, performed hand hygiene, and applied a gown to complete the G-tube feeding. Nurse 
#4 explained that she was aware of the EBP and PPE use, but she didn't think to apply it. 

The Director of Nursing was interviewed on 3/18/25 at 3:52 PM and she reported she was not aware Nurse 
#4 did not apply appropriate PPE to provide a G-tube feeding to Resident #3, and she expected all staff to 
read the signs on the doors and apply the appropriate PPE for resident care. 

50415

3. According to the facility's infection control policy subsection titled Enhanced Barrier Precautions dated 
4/03 and revised 6/13/24, personal protective equipment (PPE) including a gown and gloves was to be worn 
during high contact care for a resident with an indwelling medical device such as a feeding tube. 

(continued on next page)
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On 3/19/25 at 10:06 AM Nurse #1 donned a gown and gloves at the doorway of Resident #100's room due to 
the resident being on enhanced barrier precautions. Nurse #1 was observed as she provided a dressing 
change of the (PEG) percutaneous endoscopic gastrostomy tube (a thin, flexible tube inserted through the 
skin and into the stomach) insertion site. After cleansing the insertion site and applying a clean dressing, 
Nurse #1 removed her gloves and took a pen out of her pocket. Without performing hand hygiene or donning 
a clean pair of gloves, she then used her bare left hand and stabilized the newly applied dressing against the 
resident's stomach and wrote her initials and date on the tape of the dressing. Nurse #1 was interviewed 
immediately upon exiting the room. She stated that she knew the resident was on enhanced barrier 
precautions, but she did not want to touch her pen with the gloves she had been wearing. She stated that 
she should have had a pen readily available and changed gloves to write the date on the dressing instead of 
using her bare hand. 

The Director of Nursing (DON) was interviewed on 3/19/25 at 10:42 AM, and she stated that Nurse #1 should 
have followed the instructions for the facility's policy on enhanced barrier precautions. 

The Nurse Practitioner was interviewed on 3/19/25 at 11:46 AM, and she stated that she expected the staff 
to follow written orders for a resident placed on enhanced barrier precautions when providing care to the 
residents. 

On 3/20/25 at 2:00 PM the Administrator was interviewed. He stated he expected the facility's staff to follow 
the infection control policy when providing care to all residents. 
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