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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm 42270
or potential for actual harm
Based on interview and record review it was determined the facility failed to implement policies and
Residents Affected - Some procedures for screening potential employees to prevent abuse for 3 of 3 sampled new employees (#s 16,
17, and 18) reviewed for employee screening. This placed residents at risk for abuse. Findings include:

The facility's Abuse Screening, Training, Identification, Investigation, Reporting, and Protection policy, dated
8/2024, indicated the screening process for potential employees included:

- Contact previous employers requesting employment history to include but not limited to: dates of service,
position held, performance history, history of abuse, neglect, misappropriation of resident property,
exploitation, or mistreating residents.

- Obtain criminal background information.
1. On 5/8/25 at 11:00 AM a random sample of newly hired staff members was reviewed for reference checks
with Staff 14 (Human Resources) and Staff 15 (Human Resources Business Partner). Staff 15 stated

reference checks were not completed for Staff 16 (CNA), Staff 17 (CNA), and Staff 18 (RN).

On 5/8/25 at 3:33 PM Staff 1 (Administrator) acknowledged the new employee reference checks were not
completed for Staff 16, Staff 17, and Staff 18 per the facility abuse screening policy.

2. On 5/8/25 at 11:00 AM a random sample of newly hired staff members was reviewed for criminal
background checks with Staff 14 (Human Resources) and Staff 15 (Human Resources Business Partner).
The review revealed the following:

- Staff 16 (CNA) began working in the facility on 2/7/25, but her criminal background check was not started
until 5/7/25.

- Staff 17 (CNA) began working in the facility on 4/21/25, but her criminal background check was not started
until 4/30/25.

- Staff 18 (RN) began working in the facility on 4/16/25, but her criminal background check was not started
until 5/7/25.

(continued on next page)
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F 0607

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

On 5/8/25 at 3:33 PM Staff 1 (Administrator) acknowledged the criminal background checks were not

completed for Staff 16, Staff 17, and Staff 18 per the facility abuse screening policy.
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F 0773

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide or obtain laboratory tests/services when ordered and promptly tell the ordering practitioner of the
results.

48830

Based on interview and record review it was determined the facility failed to notify the physician of blood
sugar measurements outside of parameters for 1 of 5 sampled residents (#4) reviewed for medications. This
placed residents at risk for diabetic complications. Findings include:

Resident 4 was admitted to the facility in 2020 with diagnoses including diabetes and dementia.

A 4/11/25 physician order indicated staff were to check Resident 4's CBG (blood sugar measurement) level
three times a day and to notify the physician for a CBG level less than 70 or greater than 350.

A review of the 4/2025 Diabetic Administration Record revealed the following occurrences of a CBG greater
than 350:

-4/16/25 at 12:00 PM, CBG was 379.
-4/29/25 at 12:00 PM, CBG was 442.
-4/29/25 at 5:30 PM, CBG was 427.

-4/30/25 at 12:00 PM, CBG was 368.

No documentation was found in Resident 4's clinical record to indicate the physician was notified of the
elevated CBGs.

On 5/9/25 at 12:26 PM Staff 18 (RN) stated she did not notify the physician as Resident 4's CBG was not
over 450.

On 5/9/25 at 12:29 PM Staff 2 (DNS) acknowledged staff were not notifying the physician due to the belief it
was not needed unless Resident 4's CBG was over 450.
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