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F 0761 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
Level of Harm - Minimal harm locked, compartments for controlled drugs.

or potential for actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48285
Residents Affected - Few
Based on policy review, medical record review, observation, and interview, the facility failed to ensure
medications were properly stored and secured for 1 of 1 sampled residents (Resident #277) when
medications were found unattended and unsecured in the Resident's room.

The findings include:

Review of the facility policy titled, Medication Administration: Medication, Controlled and Biological Storage,
Night/ Emergency Box and Backup Pharmacy Storage, dated 9/25/2024, revealed .1t is the policy of this
facility to ensure all medications housed on our premises will be stored .in locked compartments .
medications must be under the direct observation of the person administering medications of locked in the
medication storage area/cart .

Review of the medical record revealed Resident #277 was admitted to the facility on [DATE], with diagnoses
including Osteomyelitis, Diabetes, and Anemia.

Review of the admission Minimum Data Set (MDS) assessment dated [DATE], revealed a Brief Interview for
Mental Status (BIMS) score of 14, which indicated Resident #277 was cognitively intact and assessed for
special treatments that included intravenous (IV) medications.

Observation in Resident #277's room on 10/28/2024 at 9:35 AM, revealed 2 syringes filled with Heparin (a
medication used to keep IV catheters open and prevent blood clots) on the chair next to the bed, unsecured
and unattended.

During an interview on 10/28/2024 at 9:46 AM, RN A confirmed that the medications should not be left at
bedside unattended.

During an interview on 10/30/2024 at 5:02 PM, the Director of Nursing confirmed that Heparin should not be
left at the Resident's bedside unattended.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

Level of Harm - Minimal harm or
potential for actual harm 49311

Residents Affected - Some Based on policy review, observation, and interview, the facility failed to ensure food was stored, prepared,
and served under sanitary conditions when the ice machine was found with black slimy residue on the inside
trim of the ice machine and white residue running down the inside of the door. The facility had a census of 74
residents with 74 of those residents receiving a tray from the kitchen.

The findings include:

Review of the facility policy titled, Dietary: Ice Storage, dated 11/30/2022, revealed .Ice is to be maintained
and served to patients in a sanitary manner .

Review of the Named Company's invoice dated 4/15/2024, revealed the last time the ice machine was
clean/sanitized was on 4/15/2024.

Observation in the Clean Utility Room on the 300 Hall on 10/30/2024 at 8:09 AM, revealed a black, slimy
substance on the inside trim and inside edge of the ice machine and white residue running down the inside
of the door.

During an interview on 10/30/2024 at 8:13 AM, the Dietary Supervisor (DS) stated that Maintenance is
responsible for cleaning the ice machine. The DS confirmed there should not have been any black slimy
substance or white residue on the ice machine.

During an interview on 10/30/2024 at 8:21 AM, the Maintenance Director (MD) was asked how often the ice
machine should be cleaned. The MD stated, .should be cleaned monthly through a contractor . The MD was
asked should there be black slimy and white residue on the ice machine. The MD stated, .Probably not.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or 46047
potential for actual harm
Based on policy review, observation, and interview, the facility failed to ensure appropriate infection control
Residents Affected - Few prevention and practices during medication administration when 1 of 2 nurses Registered Nurse (RN) C
observed failed to perform hand hygiene between changing gloves during medication pass, and 1 of 1
Certified Nurses Assistant (CNA) B failed to properly handle and transport a soiled brief.

The findings include:

1. Review of the facility policy titled, Infection Control, dated 11/20/2023, revealed . It is a policy of this facility
to establish and maintain an infection prevention and control program (IPCP) designed to provide a safe,
sanitary .environment .to help prevent the development and transmission of communicable diseases and
infections .direct care staff shall handle, store, process, and transport linens so as to prevent spread of
infection .All staff shall demonstrate competence in relevant infection control practices .

Review of the facility policy titled, Hand Hygiene, dated 3/28/2024, revealed .Staff involved in direct resident
contact shall perform proper hand hygiene procedures to prevent the spread of infection .the use of gloves
does not replace hand hygiene. Perform hand hygiene after removing gloves .before applying and after
removing personal protective equipment .including gloves .

2. During an observation on 10/30/2024 at 7:35 AM, revealed RN C entered Resident #29 ' s room to
administer medications, sanitized, donned gloves, administered eye drops, removed gloves, did not perform
hand hygiene, and donned another pair of gloves to administer oral medications. Upon completion of
administering oral medications, RN C removed her gloves, did not perform hand hygiene, donned another
pair of gloves to administer the second ordered eyedrops.

3. During an observation on 10/30/2024 at 8:04 AM, RN C entered Resident #227 ' s room to administer
medications and performed hand hygiene before donning gloves. RN C helped the resident unbutton his shirt
to gain access to the Peripherally inserted central catheter (PICC) (a thin flexible tube inserted into a vein in
the arm and threaded into a large vein in the chest) line, removed her gloves, and did not perform hand
hygiene before donning a new pair of gloves.

RN C failed to perform hand hygiene after removing gloves during medication administration.

4. A random observation and interview on the 400 Hall on 10/30/2024 at 9:23 AM, revealed CNA B walked
out of a resident ' s room with a dirty brief in her bare hand, walked to the other side of the hallway and
placed the brief in a trash barrel. CNA B confirmed it was a dirty brief in her hand. CNA B confirmed the dirty
brief should have been in a plastic bag before she walked out of the room.

5. During an interview on 10/30/2024 at 9:37 AM, the Director of Nursing (DON) was asked how should staff
handle dirty briefs when exiting a resident ' s room. The DON stated, Put it in a bag and then it goes into a
barrel in the hallway.

(continued on next page)
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F 0880 During an interview on 10/31/24 at 7:15 AM, the DON confirmed that hand sanitization should always be
performed after removing gloves.
Level of Harm - Minimal harm or

potential for actual harm 47835

Residents Affected - Few
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