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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.
Level of Harm - Minimal harm

or potential for actual harm Based on medical record review, observation, resident interview, and staff interview, the facility
failed to ensure staff provided the appropriate level of supervision during mealtimes for residents at
Residents Affected - Some risk for choking. This affected one (Resident #49) of three residents observed for change in condition.

Based on observation, staff interview, and review of the facility policy, the facility also failed to

ensure medications were stored in a safe and secure manner. This had the potential to affect eight
facility-identified cognitively impaired and independently mobile (Residents #18, #45, #57, #59, #61,
#77, #78, #80.) The facility census was 74 residents. Findings include: 1.Review of the medical record
for Resident #49 revealed an admission date of 04/16/24 with diagnoses including unspecified
dementia, cerebral infarction, and acute and chronic respiratory failure. Review of the care plan for
Resident #49 dated 10/06/25 revealed the resident had the potential for altered nutritional status.
Interventions included following: monitoring eating ability, cut up meats, encourage resident to eat in
main dining room for all meals every day and evening shift for choking risk. Review of the progress
note for Resident #49 dated 01/08/26 at 1:02 P.M. per Licensed Social Worker (LSW) #303 revealed a
care conference was completed which included Resident #49's two daughters. Resident #49's family
requested a possible diet order change to a softer texture related to the resident's numerous missing
teeth. Review of the physician's orders for Resident #49 revealed an dated 01/09/26 for carb
controlled diet with cut up meats. Review of the Minimum Data Set (MDS) assessment for Resident
#49 dated 04/24/26 revealed the resident was cognitively intact and required staff assistance with
activities of daily living (ADLs.) Review of the progress note for Resident #49 dated 06/05/26 at 3:16
P.M. per Licensed Practical Nurse (LPN) #331 revealed the resident was eating in her room, came out
to desk and stated that she was coughing while eating with no choking noted. LPN #331 received a
new order to encourage the resident to eat in the main dining room for all meals. Review of the
Speech Therapy (ST) evaluation for Resident #49 dated 06/09/26 at 6:37 P.M. per Speech Therapist
(ST) #481 revealed the resident's risk factors included documented physical impairments and
associated functional deficits which caused the resident to be at increased risk for aspiration.
Recommendations included supervision for oral intake including distant supervision. To facilitate
safety and efficiency, it was recommended the patient use the following strategies and or maneuvers
during oral intake: lingual sweep/swallow, alternation of liquid/solids, bolus sized modifications,
upright position during meals. Observation on 06/10/2026 at 11:25 A.M. revealed Resident #49 was in
her chair in her room alone eating her lunch and had completed about 50 percent (%) of the meal.
Interview on 06/10/26 at 11:26 A.M. with Resident #49 confirmed the staff delivered her lunch tray,
left the room, and had not returned. Resident #49 stated she had eaten breakfast earlier in the day in
her bed without supervision. Phone interview on 06/10/26 at 1:34 P.M. with ST #481 confirmed she
evaluated Resident #49 on 06/09/26 and recommended distant supervision during meals. ST #481
(continued on next page)
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F 0689 stated distant supervision meant observed supervision and for staff to have eyes on the resident. ST
#481 verified after the ST evaluation on 06/09/26 she notified Registered Nurse (RN) #328 and the
Level of Harm - Minimal harm Certified Nursing Assistant (CNA) in the dining room of the recommendation for Resident #49 to have
or potential for actual harm supervision during meals. Interview on 06/10/26 at 1:50 P.M. with Licensed Practical Nurse (LPN)
#339 confirmed she was Resident #49's primary nurse and she was not aware the resident required
Residents Affected - Some observation or monitoring during meals. Interview on 06/10/26 at 1:57 P.M. with Certified Nursing

Assistant (CNA) #372 confirmed she was Resident #49's primary CNA. CNA #372 stated Resident #49
mostly ate in her room and the aide was unaware the resident required observation during meals.
Interview on 06/11/2026 at 2:55 P.M. with Resident #49 confirmed she had multiple missing teeth
both to her upper and lower jaw. Resident #49 stated she has had trouble chewing food in the past
due to so many missing teeth and has choked on food because can't chew hard food well. 2. Multiple
observations on 06/08/26 and 06/09/26 between 8:00 A.M. and 4:00 P.M. revealed the Skills Room
(located to the left side of a short hall between the main residential hall and the main dining room)
was opened and unsecured with no staff in the room. Observation on 06/09/26 at 4:05 P.M. with the
Administrator and the Director of Nursing DON revealed the Skills Room had an unlocked refrigerator
which contained four boxes of insulin pens. Interview on 06/09/26 at 4:06 P.M. with the Administrator
confirmed the insulin pens belonged to a staff member's husband who did not reside in the facility.
Interview on 06/09/26 at 4:20 P.M with the DON confirmed the door to the Skills Room was often
unlocked and the refrigerator also did not have a lock. The DON stated multiple residents passed by
the room several times a day for meals and activities and had access to the refrigerator with the
unsecured medication located in the room. Interview on 06/09/26 at 5:00 P.M. with the Administrator
verified she spoke with Certified Nursing Assistant (CNA) #316 who confirmed she placed the insulin
pens which belonged to the aide's husband in the unlocked refrigerator an undisclosed amount of time
ago and she had forgotten she put them in there. Review of the facility policy titled Storage of
Medications revised November 2020 revealed the facility stored all drugs and biologicals in a safe,
secure, and orderly manner. Medications requiring refrigeration are stored in a refrigerator located in
the drug room at the nurse's station or other secured location.
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F 0580

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.

Based on medical record review, observation, resident interview, staff interview, and review of the
facility policy, the facility failed to ensure staff notified the physician promptly of a change in resident
condition. This affected one (Resident #56) of three residents reviewed for change in condition. The
facility census was 74 residents. Findings include: Review of the medical record for Resident #56
revealed an admission date 11/29/22 with diagnoses including congestive heart failure, visual
hallucinations and lack of coordination. Review of Minimum Data Set (MDS) assessment for Resident
#56 dated 05/20/26 revealed the resident was cognitively impaired and required substantial/maximal
assistance with personal hygiene. Review of the progress notes for Resident #56 dated 06/02/26
through 06/10/26 revealed they did not include documentation of drainage or redness to the
resident's left eye. Observation on 06/08/26 at 10:00 A.M. of Resident #56 revealed the resident's left
eye was red and droopy. Interview on 06/08/26 at 10:01 A.M. of Resident #56 confirmed the resident
complained of occasion itching to the left eye. Observation on 06/09/26 11:28 A.M. of revealed
Resident #56's left eye was red and the lashes had dried crust on the upper and lower lids. Interview
on 06/09/26 at 11:30 A.M. with Licensed Practical Nurse (LPN) #339 confirmed Resident #56
received eye drops three times a day for dry eyes, and she would assess Resident #56's left eye for
redness and drainage. Interview on 06/10/26 at 8:16 A.M. with Physician #425 confirmed he was not
notified about the redness and drainage to Resident #56's left eye. Interview on 06/10/26 10:39 A.M.
with LPN #339 confirmed she had taken a wet washcloth and cleaned Resident #56's eye to see if the
redness and drainage would resolve on its own. LPN #339 verified she had not notified Resident #56's
provider of the resident's left eye being red and crusty. LPN #339 stated if a change in condition was
noted, she normally will give it a day to see if she should notify the physician. Interview on 06/10/26
10:56 A.M. with the Director of Nursing (DON) confirmed if there was a change of condition with a
resident she would expect the nurse to call her or text her. The DON verified staff should notify the
physician when a change of condition was identified. Review of the facility policy titted Change in a
Resident's Condition or Status dated 2001 revealed nurses will notify the resident, resident's
attending physician or provider and the resident representative of changes in the resident's condition
and/or status.
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F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Level of Harm - Minimal harm Based on medical record review, observation, staff interview, and review of the facility policy, the

or potential for actual harm facility failed to provide timely incontinence care for dependent residents. This affected one (Resident
#69) of The facility census was 74 residents. Findings include: Review of the medical record for

Residents Affected - Few Resident #69 revealed an admission date of 11/09/18 with diagnoses including Parkinson's disease

and dementia. Review of the care plan for Resident #69 initiated 11/13/18 and updated 05/26/26
revealed Resident #69 had a potential for alteration in skin integrity related to immobility, diagnosis of
diabetes mellitus, anemia and bowel and bladder incontinence. Interventions included the following:
provide treatments per the physician's order, weekly skin assessment for skin irritation, redness,
bruises, scratches, open areas, check every two hours and as needed for incontinence. Review of the
Minimum Data Set (MDS) assessment for Resident #69 dated 05/15/26 revealed the resident was
severely cognitively impaired, was always incontinent of bowel and bladder, required assistance with
toileting and personal hygiene. Observation on 06/09/26 at 2:50 P.M. of incontinence care for
Resident #69 per Certified Nursing Assistants (CNAs) #351 and #356 revealed the resident's
incontinence brief was saturated with urine and stool and an open area to the resident's coccyx was
covered with stool. Interview on 06/09/26 at 3:21 P.M. with CNA #351 confirmed she was Resident
#69's primary aide and she had laid the resident down to change her incontinence brief at 10:00 A.M.
when she started the shift. CNA #351 stated Resident #69 had a open area to her coccyx and she
noted there was no dressing present to the wound. CNA #351 further confirmed she did not notify the
nurse there was no dressing present to the wound nor had she checked or changed the resident
between 10:00 A.M. and 2:50 P.M. because the resident required two people for incontinence care and
there was not enough staff. Review of the facility policy titted Wound Prevention undated revealed
staff would provide skin hygiene daily with cleanser, rinse and dry thoroughly as needed to keep local
areas of skin clean, dry and free of body wastes such as urine, feces, perspiration and wound
drainage.
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F 0686

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Based on medical record review, observation, staff interview, and review of the facility policy, the
failed to provide appropriate care and treatment to a resident with a pressure ulcer. This affected one
(Resident #69) of two residents reviewed for pressure ulcers. The facility census was 74 residents.
Findings include: Review of the medical record for Resident #69 revealed an admission date of
11/09/18 with diagnoses including Parkinson's disease and dementia. Review of the care plan for
Resident #69 initiated 11/13/18 and updated 05/26/26 revealed Resident #69 had a potential for
alteration in skin integrity related to immobility, diagnosis of diabetes mellitus, anemia and bowel and
bladder incontinence. Interventions included the following: provide treatments per the physician's
order, weekly skin assessment for skin irritation, redness, bruises, scratches, open areas, check
every two hours and as needed for incontinence. Review of the Minimum Data Set (MDS) assessment
for Resident #69 dated 05/15/26 revealed the resident was severely cognitively impaired, was

always incontinent of bowel and bladder, required assistance with activities of daily living (ADLS),

was at risk for developing pressure ulcers, and had no wounds. Review of the pressure ulcer risk
assessment for Resident #69 dated 05/15/26 completed by Registered Nurse (RN) #306 revealed the
resident was at high risk for the development of pressure ulcers. Review of the physician's orders for
Resident #69 revealed an order dated 05/27/26 to cleanse the area to the coccyx with normal saline,
pat dry, apply Medihoney and cover with dry dressing three times weekly on Tuesday, Thursday, and
Saturday and as needed. Review of the weekly skin wound note for Resident #69 dated 06/03/26 at
3:13 P.M. per Wound Care Nurse Licensed Practical Nurse (WCN/LPN) #480 revealed the resident had
an open area to her buttocks first identified on 05/26/26 which measured 1.2 (centimeters (cm) in
length by 0.8 cm in width by 0.1 cm in depth. An order was obtained to cleanse the area with normal
saline, pat dry, apply Medihoney, and cover with a dry dressing three times per week and as needed.
Review of the Treatment Administration Record (TAR) for Resident #69 dated June 2026 revealed the
order to cleanse the open area to the resident's coccyx with normal saline, pat dry, apply Medihoney,
and dry dressing was due to be completed on 06/09/26 but had not been signed off. The last time the
dressing was signed off as completed was on 06/06/26. Observation on 06/09/26 at 2:50 P.M. of
incontinence care for Resident #69 per Certified Nursing Assistants (CNAs) #351 and #356 revealed
the resident's incontinence brief was saturated with urine and stool and there was no dressing to the
resident's coccyx wound nor was a dressing present in the brief. The wound was covered with stool.
As the CNAs were finishing completion of incontinence care LPN # 339 and WCNLPN #480 entered the
room. WCN LPN #480 measured the wound to the resident's coccyx and noted it measured 0.5 cm in
length by 0.3 cm in width by 0.2 cm in depth with inflamed surrounding tissue measuring 0.3 cm.
Interview on 06/09/26 at 3:01 P.M. with LPN #339 confirmed Resident #69 had an order for a dressing
to the coccyx wound but there was no dressing present to the wound. Interview on 06/09/26 at 3:01
P.M. with WCN/LPN #480 verified the open area to Resident #69's coccyx was a pressure ulcer which
should have been covered with a dressing, and she was unsure why the dressing was not present.
WCN/LPN #480 stated maybe the dressing had fallen off and no one had notified the nurse. Interview
on 06/09/26 at 3:21 P.M. with CNA #351 confirmed she was Resident #69's primary aide and she had
started her shift at 10:00 A.M. CNA #351 stated at 10:00 A.M. when she laid Resident #69 down to
change the resident's brief she noted there was no dressing present to the wound on the resident's
coccyx. CNA #351 further confirmed she did not notify the nurse there was no dressing present to the
wound nor had she checked or changed the resident between 10:00 A.M. and 2:50 P.M. Review of the
facility policy titled Wound Prevention undated revealed the facility would provide care, services and
(continued on next page)
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F 0686 documentation related to the occurrence, treatment, and prevention of pressure and non-pressure
related wounds. During daily routine care the CNA will observe the resident's skin. When

Level of Harm - Minimal harm abnormalities were noted this would be communicated to the licensed nurse. Staff would provide skin

or potential for actual harm hygiene daily with cleanser, rinse and dry thoroughly as needed to keep local areas of skin clean, dry

and free of body wastes such as urine, feces, perspiration and wound drainage.
Residents Affected - Few
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F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on medical record review, observation, resident interview, staff interview, and review of the
facility policy, the facility failed to don appropriate personal protective equipment (PPE) during care
activities for residents with orders for enhanced barrier precautions (EBP.) The affected two
(Residents #6 and #69) of the residents reviewed for EBP. The facility census was 74 residents.
Findings include: 1.Review of the medical record for Resident #6 revealed an admission date of
02/21/25 with diagnosis including chronic kidney disease and obstructive and reflux uropathy.
Review of the care plan for Resident #6 dated 10/18/24 revealed the resident was at increased risk
for infection and or trauma related to use of foley catheter due to history of prostate cancer and
recurrent urinary tract infections. Interventions included an indwelling catheter and EBP. Review of
the physician's orders for Resident #6 revealed an order dated 11/19/25 for a foley catheter and EBP.
Review of the Minimum Data Set (MDS) assessment for Resident #6 dated 04/27/26 revealed the
resident was cognitively intact and had an indwelling catheter. Interview on 06/08/26 at 11:26 A.M.
with Resident #6 confirmed staff did not wear PPE when they emptied his catheter. Observation on
06/09/26 at 11:11 A.M. of catheter care for Resident #6 per Certified Nursing Assistant (CNA) #383
revealed the aide did not don a gown prior to entering the resident's room to provide care. There was
a sign posted on Resident #6's doorway indicating the resident was on EBP. Interview on 06/09/26 at
11:15 A.M. with CNA #383 confirmed Resident #6 had a sign on the door indicating he was on EBP.
CNA #383 stated she did not wear a gown during catheter care for Resident #6. 2. Review of the
medical record for Resident #69 revealed an admission date of 11/09/18 with diagnoses included
Parkinson's disease and dementia. Review of the MDS assessment for Resident #69 dated 05/15/26
revealed the resident was severely cognitively impaired and required assistance with activities of
daily living. Observation on 06/09/26 at 2:50 P.M. of incontinence care for Resident 69 per CNAs #351
and #356 revealed the resident did not have a sign on the door indicating her was on EBP nor were
isolation gowns available outside the room. CNAs #351 and #356 did not don gowns while providing
care. Observation of incontinence care revealed Resident #69 had and open wound to the coccyx.
Licensed Practical Nurses (LPNs) #339 and #480 then entered Resident #69's room to measure the
wound and complete wound care. LPNs #339 and #480 did not don gowns while providing care.
Interviews on 06/09/26 at 3:10 P.M. with LPNs #339 and #480 confirmed Resident #69 had a pressure
ulcer to the coccyx first identified 05/26/26. LPNs #339 and #480 confirmed they had not donned
gowns while providing wound care to Resident #69. Observation on 06/11/26 at 9:28 A.M. with the
Director of Nursing (DON) revealed there was no EBP sign on or near the doorway to Resident #69's
room nor was there PPE readily available for staff to use. Interview on 06/11/26 at 9:30 A.M. with the
DON confirmed Resident #69 should be on EBP and staff should don appropriate PPE when providing
care. Review of the facility policy titted Enhanced Barrier Precautions undated revealed EBP were
used as an infection prevention and control intervention to reduce the transmission of multi drug
resistant organisms (MDRO's) to residents. EBP's employed targeted gown and glove use in addition
to standard precautions during high contact resident care activities when contact precautions did not
otherwise apply. Gloves and gowns are applied prior to performing the high contact resident care
activity. Examples of high contact resident care activities requiring the use of gown and gloves for
residents on EBP included the following: transferring, providing hygiene, changing briefs or assisting
with toileting, device care or use (including urinary catheter), wound care.
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