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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and record review, the facility failed to ensure that all alleged violations involving abuse,
neglect, exploitation or mistreatment, including injuries of unknown source and misappropriation of
resident property, are reported immediately, but not later than 2 hours after the allegation is made, if
the events that cause the allegation involve abuse or result in serious bodily injury, or not later than
24 hours if the events that cause the allegation do not involve abuse and do not result in serious
bodily injury, to the administrator of the facility and to other officials (including to the State Survey
Agency and adult protective services where state law provides for jurisdiction in long-term care
facilities) in accordance with State law through established procedures for 2 (Resident #27 and
Resident #40) out of 8 residents reviewed for reporting. -The facility failed to report to the State
Survey Agency (SSA) Immediately, but not later than 24 hours when Resident #27 had an unwitnessed
fall on 05/03/2026. -The facility failed to report to the State Survey Agency (SSA) Immediately, but
not later than 24 hours when Resident #40 reported neglect after she waited 4 hours to be
repositioned in bed on 06/28/2026 and EMS (Emergency Medical Services) were contacted. --The
staff failed to report to the Administrator immediately when Resident#27 had an unwitnessed fall on
05/03/2026, was moved CNA X prior to being assessed on 05/03//2026, went unassessed until
05/05/2026, and observed with a bruise to the left eye 05/05/2026. -The staff failed to report to the
Administrator immediately when Resident #40 reported neglect after she waited 4 hours to be
repositioned in bed on 06/28/2026 and EMS (Emergency Medical Services) were contacted. This
failure could place residents at risk of not having complaints and concerns reported resulting in
ongoing abuse, neglect, and exploitation. Findings included: Resident #27Record review of Resident
#27's face sheet revealed a [AGE] year-old male who admitted into the facility on [DATE],
readmission date on 04/24/2026, with a principal diagnosis of acute myocardial infarction (death of
heart muscle tissue due to a sudden blockage of blood flow in a coronary artery). Record review of
Resident #27's MDS, dated [DATE], revealed the resident had a BIMS score of 2 indicating residents'
cognition was severely impaired. Record review of progress note dated 05/05/2026 read in part,
Resident #27 noted with left eye, below the lower lid, left hand and above the eyebrow bruised areas,
assessment completed, no swelling or pain. NP and RP notified today. Record review of Resident
#27's progress noted dated 05/05/2026 read in part, NP visited and ordered to transfer Resident #27
to the hospital for further evaluation. CT scan of head, maxillofacial and the left hand. Record review
of Resident #27's undated care plan, revealed:Focus: [Resident #27] is at risk for falls. Goal:
[Resident #27] will remain free from serious injury related to falls.Interventions: Ensure that the
resident is wearing appropriate footwear when ambulating or mobilizing in wheelchair.Will continue to
monitor closely for any delayed symptoms or changes in condition.Redirect resident back to nurse
(continued on next page)
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station when seen wandering to prevent any fall occurrence.Initiate a scheduled toileting program
with increased frequency for every 2 hours and as needed to reduce urgency and unassisted bathroom
attempts. In an interview with the Administrator on 07/01/2026 at 9:04 a.m., he stated Resident #27
had an unwitnessed fall on 05/03/2026 but he did not learn about the fall until 05/05/2026 or
05/06/2026. He stated he did not report it because he thought he could combine his investigation with
a separate report he had already called in. He said did not do a separate intake. He said that staff are
trained to report allegations of abuse and neglect to the Administrator immediately. He said that staff
failed to reported Resident #27's unwitnessed fall to him on 05/03/2026.In an interview with CNA-X
on 07/01/2026 at 9:34 a.m., she stated Resident #27 had an unwitnessed fall during her shift on
05/03/2026 , and she reported the fall to the weekend supervisor. She did not know if the Weekend
Supervisor reported the incident to the Administrator or DON. She said that she had been trained on
abuse and neglect, and all allegations should be reported to the Administrator immediately. She said
that she did not report it to the Administrator. She did not answer when asked why she did not report
it immediately to the Administrator. In a telephone interview with Family Member of Resident #27 on
07/01/2026 at 9:56 a.m., she said she learned the resident had a fall on 05/03/2026 after reviewing
electronic monitoring of the resident's room. She stated the facility did not notify her until
05/05/2026 which was the day the resident was sent out to the hospital for his fall. She stated she
no longer had to video surveillance because she did not have a [NAME] card at the time of the
incident. In an interview with CMA-Q on 07/01/2026 at 10:45 a.m., she stated Resident #27 had an
unwitnessed fall and he was observed on the floor, she stated she notified the weekend supervisor.
She did not know if the Weekend Supervisor reported the incident to the Administrator or DON. She
said that she had been trained on abuse and neglect, and all allegations should be reported to the
Administrator immediately. She said that she did not report it to the Administrator. In an interview
with the DON on 07/01/2026 at 12:05 p.m., he stated he was not sure exactly how many days later he
learned about Resident #27's fall but he knows it was days later after the fall occurred. He stated
Resident #27 was observed with a bruise on his face and that led the facility to start an investigation.
He said that staff are trained to report allegations of abuse and neglect to the Administrator
immediately. He said that staff failed to reported Resident #27's unwitnessed fall to the Administrator
on 05/03/2026. In an interview with the Weekend supervisor on 07/02/2026 at 12:56 p.m., he stated
Resident #27 did not have a fall on his shift and denied that anyone had ever notified him that the
resident had a fall. He said that he was trained to report allegations of abuse and neglect to the
Administrator immediately. He said that if staff had notified him of Resident #27's fall he would have
reported it to the Administrator immediately. Record review of TULIP did not reflect an incident
reported to the SSA with regards to Resident #27 fall on 05/03/2026. Resident #40Record review of
Resident #40's Face Sheet (undated) revealed, a [AGE] year-old female who was admitted to the
facility on [DATE] as her own responsible party with principal diagnoses of acute respiratory failure
with hypoxia (when the lungs cannot deliver sufficient oxygen to the blood) and secondary diagnosis
to include mild intermittent asthma (chronic respiratory condition where the airways become
inflamed). Record review of Resident #40's quarterly MDS assessment dated [DATE] revealed in
section C a BIMS score of 14 indicating she was cognitively intact. Resident #40 was triggered for
active pulmonary diagnosis of asthma and respiratory failure. Record review of Resident #40's
undated Care Plan with last review/revised date 06/30/2026 that read in part. Focus: Resident #40
has altered respiratory status/difficulty breathing. Goal: Resident #40 will maintain normal breathing
pattern as evidenced by normal respirations, normal skin color, and regular respiratory rate/pattern
through the review date. Intervention: Administer medication/puffers as ordered. Monitor for
(continued on next page)
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effectiveness and side effects. Medications as ordered. Notify MD of worsening clinical condition,
adverse reactions. Monitor for s/sx of respiratory distress: Record review of Resident#40's
Electronic Medical Records (EMR) did not reflect a nursing progress note, change in condition, or
assessment was completed on 06/28/2026 with regards to EMS being contacted by Resident #40 or
that Resident #40 alleged neglect. Record review of TULIP did not reflect an incident reported to the
SSA with regards to Resident #40 alleging neglect on 06/28/2026. In an interview and observation on
06/30/2026 at 10:26 a.m., Resident #40 said that on 06/28/2026 she wanted to be repositioned in her
bed and pressed her call light. She said that CNA L said that she would return to reposition her, CNA
L never returned, and it felt like hours had gone by. She said that when CNA L did not return, she
dialed 911 and said that she had trouble breathing. She did not tell any of the staff about her wait
time, she just called EMS. She said that EMS arrived, said she was fine, and repositioned her in the
bed. She said that she did not have trouble breathing. An observation was made during the interview
of there to be a camera in the room. She said that a relative has access to the camera footage. In a
telephone interview on 07/01/2026 at 10:29 a.m., the Family Member of Resident #40 said that on
06/29/2026 she spoke to Resident #40, and Resident #40 said that she had to call 911 because she
had difficulty breathing. She said that Resident #40 told her that she wanted to be repositioned in the
bed to help with her breathing, but after waiting four hours she decided to call 911. She said that
Resident#40 told her that when EMS arrived they repositioned her in the bed, and did not take her to
the hospital. She said that Resident#40 has a camera in the room, she had not viewed the camera
footage, and she had not spoke to anyone at the facility about the incident. She said that she would
review the camera footage, she said that she would send a copy of the footage to the SSA. The
footage was not received. In an interview on 07/01/2026 at 11:12 a.m., LVN M said that she worked
from 6:00am-6:00pm on 06/29/2026. She said that at the start of the shift LVN N reported that on
06/28/2026 during the 6:00pm-6am shift Resident #40 called 911 so that she could be repositioned in
the bed, and felt that she had waited for staff for too long. She said that Resident #40 told her she had
been neglected because she had to wait for 4 hours. She said that Resident #40 never said that she
had respiratory issues on 06/28/2026. She said that she did not document what was told to her by
Resident #40 or LVN N. She said that she had been trained on Abuse and Neglect Policy, and
allegations should be reported to the Administrator immediately. She said that she should have
reported the allegations to the Administrator when the information was received, and she did not do
so because she assumed that LVN N completed a report. In an interview on 07/01/2026 at 2:34 p.m.,
LVN N said that she did work on 06/28/2026 from 6:00pm-6:00am. She said that Resident#40 did not
have a change in condition during the shift, and EMS did not come to the facility for any reason during
the shift. She said that she did not tell anyone that EMS came to the facility for Resident#40. She said
that she had been trained on Abuse and Neglect, and all allegations should be report to the
Administrator immediately with DON as back up. In an interview on 07/02/2026 at 10:14 a.m., DON
said that that he received a call from LVN N at 12:00 a.m. on 07/02/2026, and LVN N said that during
report on 06/28/2026, RN O who worked the previous shift reported Resident #40 had called 911. He
said that LVN N told him that Resident #40 called 911 because she had waited for to long for the
assigned nurse and aide (RN O and CNA L) to respond to the call light. He said that he contacted RN O
who said that Resident #40 did call 911 on 06/28/2026 during the 6:00am-6:00pm shift because she
felt she waited too long to be repositioned when pressing the call light. He said that staff are trained
to report all allegations of abuse and neglect immediately to the Administrator with the DON as
backup. He said that he reported the incident to the Administrator immediately on 07/02/2026, and RN
O was suspended pending an investigation. He said that he considered the allegations made by
(continued on next page)
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Resident #40 as neglect, and it should have been reported by staff on 06/28/2026. He said that the
risk of not reporting is that the abuse or neglect could continue. In an interview on 07/02/2026 at
10:35 a.m., the Administrator said that he was the abuse coordinator and he uses the HHS PL for
reporting guidelines. He said that staff are trained to report allegations of Abuse and Neglect to the
Administrator immediately with the DON as back up. He said that he was notified by the DON on the
morning of 07/02/2026 that Resident #40 reported neglect after not receiving care timely resulting in
Resident #40 calling 911. He said that he initiated a report to the SSA on 07/02/2026 with suspension
of RN O. He said that the assigned aide on 06/28/2026, CNA L was terminated on 06/30/2026 due to
unrelated circumstances. He said that the incident should have been reported on 06/28/2026 when
the incident happened. He said that the risk of not reporting was the abuse or neglect could continue.
In a phone interview on 07/02/2026 at 2:15 p.m., CNA L said that her last day at the facility was on
06/30/2026, and she worked a double on 06/28/2026 from 6:00am-10:00pm. She said that during the
2:00pm-10:00pm shift she saw EMS leave the room of Resident #40 and leave the facility and she told
RN O who did not know why EMS was at the facility. She said that RN O spoke with Resident #40 who
said that she had waited for too long to be repositioned, so she called 911. She said that she had been
trained to report allegations of abuse and neglect immediately to the administrator. She said that she
did not make a report because there was not a delay in responding to Resident #40's call light, and the
resident had a brief change 15-30 minutes prior to EMS arrival. In a telephone interview on
07/03/2026 at 8:25 a.m., RN O said that she had been trained to report all abuse and neglect to the
Administrator immediately with the DON as back up. She said that the risk of not reporting is that the
abuse could continue. She said that she worked on 06/28/2026 from 6:00am-6:00pm. She said that
during the shift CNA L told her that she saw EMS leaving the room of Resident #40, but there was not
a resident on the stretcher. She said that she went to speak with Resident #40 because she had been
fine. She said that she had just observed approximately 30 minutes prior staff leaving the room of
Resident #40 for a brief change. She said that when she spoke to Resident #40, she said that 911 was
called because she felt her call light had been on far too long to be repositioned, and EMS
repositioned her and left. She said that she educated Resident #40 on the misuse of EMS. She said
that she did not report the incident to the Administrator or DON because there had been no abuse or
neglect because there was no delay in care. She said that she had been suspended pending an
investigation. She then said that she did report to incident during the morning stand up meeting with
all Department heads present and she gave the information during shift change to LVN N. Record
review of facility policy titled Abuse, Neglect and Exploitation dated 05/01/2025 read in part, It is the
policy of this facility to provide protections for the health, welfare and rights of each resident by
developing and implementing written policies and procedures that prohibit and prevent abuse, neglect,
exploitation and misappropriation of resident property.Definitions:.Neglect means failure of the
facility, its employees, or service providers to provide goods and services to a resident that are
necessary to avoid physical harm, pain, mental anguish, or emotional distress.VII.
Reporting/Response A. The facility will have written procedures that include: 1. Reporting of all
alleged violations to the Administrator, state agency, and to all other required agencies (e.g., law
enforcement when applicable) within specified timeframes:a. Immediately, but not later than 2 hours
after the allegation is made, if the events that cause the allegation involve abuse or result in serious
bodily injury, or b. Not later than 24 hours if the events that cause the allegation do not involve abuse
and do not result in serious bodily injury. Record review of Long-Term Care Regulatory Provider
Letter (PL) 2024-14 dated 08/29/2024 titled Title: Abuse, Neglect, Exploitation, Misappropriation of
Resident Property and Other Incidents that a Nursing Facility Must Report to the Health and Human
(continued on next page)
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Services Commission read in part .2.0 Policy Details & Provider Responsibilities, 2.1 Incidents that a
NF(Nursing Facility) Must Report to HHSC(Health and Human Services Commission) A NF must report
to CII( Complaint and Incident Intake ) the following types of incidents, in accordance with applicable
state and federal requirements:. Misappropriation. 2.4 Reportable Incidents and Timeframes, This
table describes required reporting timeframes for each incident type. It also describes events a NF is
not required to report: . Do Report: an incident that does not result in serious bodily injury but that
involves any of the following: neglect, exploitation, a missing resident, misappropriation of resident
property. Immediately, but not later than 24 hours after the incident occurs or is suspected.
Misappropriation: HHSC rules define misappropriation as, the taking, secretion, misapplication,
deprivation, transfer, or attempted transfer to any person not entitled to receive any property, real, or
personal, or anything of value belonging to or under the legal control of a resident without the
effective consent of the resident or other appropriate legal authority, or the taking of any action
contrary to any duty imposed by federal or state law prescribing conduct relating to the custody or
disposition of property of a resident. CMS (Centers for Medicare and Medicaid Services) defines
misappropriation of resident property as, the deliberate misplacement, exploitation, or wrongful,
temporary, or permanent use of a resident's belongings or money without the resident's consent.
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Make sure there is a pest control program to prevent/deal with mice, insects, or other pests.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, interviews, and record review, the facility failed to maintain an effective pest control
program so that the facility was free of pests for 2 of 2 hallways (Halls 100 and 200), 1 of 26 rooms
(room [ROOM NUMBER]), and the kitchen reviewed for pest. The facility had live flies in areas of the
facility including Hall 100, Hall 200, and room [ROOM NUMBER].-The facility failed to ensure the
kitchen was free of pest when a fly was observed to land on uncovered bread prepared for the lunch
meal service on 07/01/2026. This failure could place residents at risk for foodborne illness, disease,
decreased health, safety and decreased quality of life.Findings included: Record review of Resident
#3's Face Sheet dated 07/03/2026 revealed, a [AGE] year-old female who was admitted to the
facility on [DATE] with principal diagnoses of chronic respiratory failure with hypoxia (a condition
when the lungs are long-term unable to properly transfer oxygen into the bloodstream, causing
dangerously low blood oxygen) with secondary diagnosis of end state renal disease(ESRD most
severe stage of chronic kidney disease with a decrease in function with inability to filter blood and
remove waste). Record review of Resident #3's quarterly MDS assessment dated [DATE] revealed in
section C a BIMS score of 13 indicating she was cognitively intact. In section I Resident#3 was
triggered for active pulmonary diagnosis of respiratory failure, and ESRD. Record review of Resident
#3's undated Care Plan with last review/revised date 04/28/2026 that read in part. Focus:
Resident#3 is on Enhanced Barrier Precautions for dialysis port Gown and Gloves required for
HIGH-CONTACT Resident Care Activities. Goal: The resident will remain free from infection through
the review date. Intervention: Monitor/document/report PRN any s/sx of infection: Fever; Redness;
Drainage or swelling around wounds or catheter sites; Cough, respiratory symptoms; Dysuria(pain,
burning, or discomfort during urination), hematuria(the presence of red blood cells in the urine), flank
pain and foul smelling urine. Monitor/document/report PRN abnormal laboratory values (e.g., white
blood cell count and differential, serum protein, serum albumin, and cultures).
Monitor/document/report to MD s/sx of delirium: Changes in behavior, Altered mental status, Wide
variation in cognitive function throughout the day, Communication decline, Disorientation, Periods of
lethargy, Restlessness and agitation, Altered sleep cycle. The resident is at risk for contracting
infections due to impaired immune status. Keep the environment clean and people with infection
away. Use UNIVERSAL PRECAUTIONS as appropriate.Focus: Resident#3 is on oxygen therapy r/t
Respiratory failure and asthma OXYGEN: at 3 LPM per Nasal Cannula continuously - Monitor every
shift related to CHRONIC RESPIRATORY FAILURE WITH HYPOXIA.Goal: Resident#3 will have no s/sx
of poor oxygen absorption through the review date. Interventions: Administer Oxygen as ordered. In an
observation on 06/30/2026 at 09:36am, there was 1 fly observed flying in the room of Resident#3.
The fly was observed to land on the head of Resident#3 who swatted the fly, the fly was observed to
exit the room in the hallway. In an interview on 06/30/2026 at 9:37am, Resident#3 said that the
facility has an issue with flies. She said that that flies were always in the room, but she had not told
anyone about the flies. In an observation of hall 200 on 06/30/2026 at 9:40am, there was 1 fly in the
hallway passing by the room of Resident#36 who seated in the door of her room. In an interview on
06/30/2026 at 9:41am, Resident#36 said that flies were always in the facility and her room. She said
that that she had not told anyone about the flies. In an observation of hall 100 on 06/30/2026 at
9:58am, there were approximately 3 flies flying in the hallway. Observation on 07/01/2026 at 11:39
a.m. of the Dietary Manager to prepare bread for the lunch meal service, leave the bread uncovered, a
fly to landed on the bread, the Dietary Manager used her hand to swat the fly away, discard the bread,
(continued on next page)
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and use proper hand hygiene. In an interview on 07/01/2026 at 11:42 a.m., [NAME] P said that food
should be covered immediately after it is prepared. She said that the kitchen should be free of flies.
She said that flies can cause cross contamination and food borne illness. In an interview on
07/01/2026 at 11:48 a.m., the Dietary Manager said that pest control comes to the facility monthly to
treat the facility and the Administrator was the oversight for pest control. She said that there should
not be flies in the facility to include the kitchen. She said that flies can cause cross contamination
and food borne illness. She said that the bread had to be thrown out and she would prepare more for
the lunch meal service. She said that food should be covered after it is prepared. In an interview on
07/01/2026 at 12:01pm with the DON, who said there should never be flies anywhere in the facility.
He said that if flies were to land on a resident it could cause a risk for infection control. He said that
there should never be flies anywhere in the facility. He said that flies can cause cross contamination
and food borne illness if observed in the kitchen. He said that pest control comes to treat the facility
monthly and the Administrator was the oversight for pest control. He said that he would differ to the
Administrator with regards to the effectiveness of the pest control system. In an interview on
07/01/2026 at 12:19pm with the Administrator who said that he was the oversight for pest control. He
said that pest control comes to treat the facility monthly. He said that if flies were observed in the
facility it would not be concerning, and flies are common in the facility during the summer. He said
that flies and other pests could enter the facility when any outside door was opened. He said that he
felt that the current pest control system was effective. He said that he did not know the risk of flies
landed on a resident while in the facility and would differ to the nursing department. He said that the
risk of flies in the kitchen could be food contamination and foodborne illness. Record review of the
facility's monthly invoice/service invoices for March, April, May, June, and July of 2026 revealed that
pest control serviced the facility monthly. Record review of the policy titled, Food Safety
Requirements, dated 08/01/2025read in part, It is the policy of this facility to procure food from
sources approved or considered satisfactory by federal, state, and local authorities. Food will also be
stored, prepared, disturbed and served in accordance with professional standards for food service
safety. Definitions: contamination means the unintended presence of potentially harmful substances
including, but not limited to microorganisms, chemicals, or physical objects.Foodborne illness refers
to an illness caused by the ingestion of contaminated food or beverages.1. Food safety practice shall
be followed throughout the facility's entire food handling process.8. Additional strategies to prevent
foodborne illness include, but are not limited to a. preventing cross contamination of foods.Record
review of the policy titled, Pest Control Program, dated 09/01/2022read in part, It is the policy of this
facility to maintain an effective pest control program that eradicates and contains common household
pests and rodents. Definition: Effective pest control program is defined as measures to eradicate and
contain common household pests (e.g., bed bugs, lice, roaches, ants, mosquitos, flies, mice, and
rats).4. Facility will utilize a variety of methods in controlling certain seasonal pest, i.e. flies. These
will involve indoor and outdoor methods that are deemed appropriate by the outside pest service and
state and federal regulations.
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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** Based on
observation, interview, and record review, the facility failed to immediately inform the resident;
consult with the resident's physician; and notify, consistent with his or her authority, the resident
representative(s) when there is an accident involving the resident which results in injury and has the
potential for requiring physician intervention for 1 of 3 residents (Resident #27) reviewed for
notification of changes. The Weekend Supervisor failed to notify the physician and RP when Resident
#27 had an unwitnessed fall on 05/03/2026.These failures could place residents at risk of delay in
treatment, worsening of conditions, hospitalization, and responsible party not being informed in care
decisions.Findings include:Record review of Resident #27's face sheet revealed a [AGE] year-old
male who admitted into the facility on [DATE], readmission date on 04/24/2026, with a principal
diagnosis of acute myocardial infarction (death of heart muscle tissue due to a sudden blockage of
blood flow in a coronary artery).Record review of Resident #27's MDS, dated [DATE], revealed the
residents had a BIMS score of 2 indicating residents' cognition was severely impaired. Record review
of progress note dated 05/05/2026 documented by RN-C read in part, Resident #27 noted with left
eye, below the lower lid, left hand and above the eyebrow bruised areas, assessment completed, no
swelling or pain. NP and RP notified today.Record review of Resident #27's progress noted dated
05/05/2026 documented by RN-C read in part, NP visited and ordered to transfer Resident #27 to the
hospital for further evaluation. CT scan of head, maxillofacial and the left hand.Record review of
Resident #27's hospital discharge records dated 05/06/2026 revealed no fractures and normal CT
scans.Record review of Resident #27's undated care plan, revealed:Focus: [Resident #27] is at risk
for falls. Goal: [Resident #27] will remain free from serious injury related to falls. Interventions:
Ensure that the resident is wearing appropriate footwear when ambulating or mobilizing in
wheelchair.Provider notified of incident, As part of the post fall intervention plan, a review of the
patients' psychotropic medications have been initiated to evaluate potential effects on balance and
fall risk. Will continue to monitor closely for any delayed symptoms or changes in condition. Redirect
resident back to nurse station when seen wandering to prevent any fall occurrence.Initiate a
scheduled toileting program with increased frequency for every 2 hours and as needed to reduce
urgency and unassisted bathroom attempts. In an interview with CNA-X on 07/01/2026 at 9:34 a.m.,
she stated Resident #27 had an unwitnessed fall during her shift on 05/03/2026 , and she reported
the fall to the weekend supervisor. She did not know if the Weekend Supervisor reported the incident
to the Administrator or DON. She said that she had been trained on abuse and neglect, and all
allegations should be reported to the Administrator immediately. She said that she did not report it to
the Administrator. She did not answer when asked why she did not report it immediately to the
Administrator.In an interview with CMA-Q on 07/01/2026 at 10:45 a.m., she stated Resident #27 had
an unwitnessed fall and he was observed on the floor, she stated she notified the weekend
supervisor. She did not know if the Weekend Supervisor reported the incident to the Administrator or
DON. She said that she had been trained on abuse and neglect, and all allegations should be reported
to the Administrator immediately. She said that she did not report it to the Administrator. In an
interview with the DON on 07/01/2026 at 12:05 p.m., he stated he was not sure exactly how many
days later he learned about Resident #27's fall but he knows it was days later after the fall occurred.
He stated Resident #27 was observed with a bruise on his face and that led the facility to start an
investigation. He said that staff are trained to report allegations of abuse and neglect to the
(continued on next page)
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Administrator immediately. He said that staff failed to reported Resident #27's unwitnessed fall to the
Administrator on 05/03/2026. In an interview with the Weekend supervisor on 07/02/2026 at 12:56
p.m., he stated Resident #27 did not have a fall on his shift and denied that anyone had ever notified
him that the resident had a fall. He said that he was trained to report allegations of abuse and neglect
to the Administrator immediately. He said that if staff had notified him of Resident #27's fall he would
have reported it to the Administrator immediately.In a phone interview with NP-W on 07/02/2026 at
1:29 p.m., he stated he was informed Resident #27 had a fall on 05/05/2026 when the resident was
observed with bruising. He stated they were trying to determine what happened so ultimately the
resident was sent out to the hospital. He stated the resident did not have any fractures and he was
readmitted back to the facility. He stated he should have been contacted on the day of the fall, and his
recommendation would have been to send the resident out to hospital that day. Record review of
facility policy, Notification of changes dated 12/05/2025 read in part, .Compliance Guidelines: The
facility must inform the resident, consult with the resident's physician and/or notify the resident's
family member or legal representative when there is a change requiring such notification.1. Accident.
S. resulting in injury b. Potential to require physician intervention. 2. Significant change in the
resident's physical, mental, or psychological condition.
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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** Based on
observation, interview, and record review, the facility failed to ensure that resident received
treatment and care in accordance with professional standards of practice, the comprehensive
person-centered care plan and resident choice for 1 of 3 residents (Resident #27) reviewed for falls.
The facility failed to ensure Resident #27 was assessed after an unwitnessed fall. This failure placed
residents at risk of delay in care, worsening of injuries. Findings included:Record review of Resident
#27's face sheet revealed a [AGE] year-old male who admitted into the facility on [DATE],
readmission date on 04/24/2026, with a principal diagnosis of acute myocardial infarction (death of
heart muscle tissue due to a sudden blockage of blood flow in a coronary artery).Record review of
Resident #27's MDS, dated [DATE], revealed the resident had a BIMS score of 2 indicating residents'
cognition was severely impaired. Record review of progress note dated 05/05/2026 read in part,
Resident #27 noted with left eye, below the lower lid, left hand and above the eyebrow bruised areas,
assessment completed, no swelling or pain. NP and RP notified today.Record review of Resident #27's
progress noted dated 05/05/2026 read in part, NP visited and ordered to transfer Resident #27 to the
hospital for further evaluation. CT scan of head, maxillofacial and the left hand.Record review of
Resident #Resident #27's undated care plan, revealed:Focus: [Resident #27] is at risk for falls. Goal:
[Resident #27] will remain free from serious injury related to falls. Interventions: Ensure that the
resident is wearing appropriate footwear when ambulating or mobilizing in wheelchair.Will continue to
monitor closely for any delayed symptoms or changes in condition. Redirect resident back to nurse
station when seen wandering to prevent any fall occurrence.Initiate a scheduled toileting program
with increased frequency for every 2 hours and as needed to reduce urgency and unassisted bathroom
attempts.In an interview with the Administrator on 07/01/2026 at 9:04 a.m., he stated Resident #27
had an unwitnessed fall on 05/03/2026 but he did not learn about the fall until 05/05/2026 or
05/06/2026. He stated the weekend supervisor did not report the fall and there was no documentation
that the fall occurred. He stated the resident was assessed when he learned about the fall and the
physician and family was contacted. He stated the resident was sent out to the hospital and returned
to the facility the following day. He stated the residents test results came back normal. He stated he
interviewed the weekend supervisor, and he denied that anyone had informed him that the resident
had a fall. He stated he spoke to other staff members during his investigation, and they reported that
the weekend supervisor was informed that the resident had a fall. In an interview with CNA-X on
07/01/2026 at 9:34 a.m., she stated Resident #27 had an unwitnessed fall during her shift on
05/03/2026 and it was reported to the weekend supervisor. She stated the resident was observed on
the floor in his room. She stated she did not observe any marks or bruises on the resident, and he was
not complaining of any pain. She stated when the incident reported to the Weekend supervisor, he did
not do anything. She stated he did not assess the resident; he remained sitting at the nurse's station.
She stated the weekend nurse informed her to put the resident back in bed. She stated she picked the
resident up and put him back in bed. She stated that she knew that the resident should have been
assessed by the nurse prior to being moved but because the weekend supervisor gave her directive to
pick him up, so she did what she was told. She stated she should have called for another nurse or
contacted administration instead of moving the resident. She stated she did not report the incident to
anyone else. In a phone interview with Family member of Resident #27 on 07/01/2026 at 9:56 a.m.,
she said she learned the resident had a fall on 05/03/2026 after reviewing electronic monitoring of
the resident's room. She stated the facility did not notify her until 05/05/2026 which was the day the
(continued on next page)
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

resident was sent out to the hospital. She stated she no longer had to video surveillance because she
did not have a [NAME] card at the time of the incident. She stated she did not see anyone assess the
resident, but she did see the aid pick the resident up off the floor after walking by him to fix the bed.
She stated the nurse could be heard in the video stating, Not today, Resident #27, Not today Resident
#27. In an interview with CMA-Q on 07/01/2026 at 10:45 a.m., she stated Resident #27 had an
unwitnessed fall and he was observed on the floor, she stated she notified the weekend supervisor.
She stated the weekend supervisor did not do anything when she informed him that the resident was
on the floor; she stated he remained sitting at the nurse's station. She stated she the CNA assigned to
the resident went to check on the resident and she did not know what happened afterwards because
the resident was not assigned to her so she went on to complete her duties. She did not know if the
Weekend Supervisor reported the incident to the Administrator or DON. She said that she had been
trained on abuse and neglect, and all allegations should be reported to the Administrator immediately.
She said that she did not report it to the Administrator. In an interview with the DON on 07/01/2026 at
12:05 p.m., he stated he was not sure exactly how many days later he learned about Resident #27's
fall but he knows it was days later after the fall occurred. He stated Resident #27 was observed with
a bruise on his face and that led the facility to start an investigation. He stated through the
investigation they learned that Resident #27 had a fall. He stated the Weekend supervisor was
working the day the resident had the fall and it was not reported to anyone or documented. In an
interview with the Weekend supervisor on 07/02/2026 at 12:56 p.m., he stated Resident #27 did not
have a fall on his shift and denied that anyone had ever notified him that the resident had a fall. He
said that he was trained to report allegations of abuse and neglect to the Administrator immediately.
He said that if staff had notified him of Resident #27's fall he would have reported it to the
Administrator immediately.In a telephone interview with NP-W on 07/02/2026 at 1:29pm, he stated he
was informed Resident #27 had a fall on 05/05/2026 when the resident was observed with bruising.
He stated they were trying to determine what happened so ultimately the resident was sent out to the
hospital. He stated the resident did not have any fractures and he was readmitted back to the facility.
He stated he should have been contacted on the day of the fall, and his recommendation would have
been to send the resident out to hospital that day. Interview/Observation with Resident #27 on
07/02/2026 at 8:02am with Resident #27, he was observed sitting in bed with bed in lowest position,
call light in reach, and fall matt in place. Resident #27 stated he did not remember having a fall and
asked Surveyor if he had a fall. He stated the staff treated him good and stated the staff were not
rude to him. He stated he felt safe at the facility. Record review of the facility's dated revised
08/01/2025 policy titled Fall Risk Assessment revealed, It is the policy of this facility to provide an
environment that is free from accident hazards over which the facility has control and provides
supervision and assistive devices to each resident to prevent avoidable accidents. 1. The risk
assessment will be completed by the nurse or designee. when a significant change in identified.
Record review of the facility's dated 05/06/2026 in- service training: Responding to Resident Falls-No
Resident Left Unattended revealed: 1. Immediate Priorities When a fall occurs-Safety first- The
resident must never be left alone on the floor for any reasonStay with the resident until a licensed
nurse arrives and completes an assessmentCall for help immediately-use the call light, radio, or
nearest staff member.2. What staff must do. Notify the nurse right away-A licensed nurse must
assess the resident before any movement or transfer.3. What staff Must Not Do:Do not attempt to life
or move the resident before the nurse assesses themDo not leave the resident to go get help. Call out,
use your radio, or send another staff member.Do not allow the resident to get up on their own.
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

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.

Based on observation, interview, and record review the facility failed to ensure drugs and biologicals
used in the facility were labeled in accordance with currently accepted professional principles, for 1
(100-hall med cart) of 4 med carts reviewed for medication storage. The 100-hall nursing medication
cart had an insulin pen labeled for Resident #1 and was not labeled with an open date.This deficient
practice could place residents at risk of not receiving expired medications and or the intended
therapeutic benefit of their medications, resulting in a decline in health status.Findings included:In an
observation on 7/01/2026 at 2:00 p.m., with the ADON, the 100-hall nursing medication cart assigned
to RNA revealed an insulin pen with 180 units/ml for Resident #1 without open date information
available.In an interview on 07/02/2026 at 10:32 a.m., the DON stated he has been working for 1 year
8 months in the facility. He stated he has 15 years of Nursing Experience. DON stated they have a
pharmacy requisition binder with pharmacy receipts, if they get an insulin, he will have to go through
the binder to see when it was delivered and that they store it for up to 60 days. He stated they have a
delivery log and a record of medication delivery. DON stated that nurses are obligated to check on
expiration dates before administering medication. He stated that nurse managers take time to go
through the cart. He also stated the DON, the ADON and pharmacy, including nurses on the floor
frequently check the medication cart. DON stated that ADON checks medications cart to ensure what
is not supposed to be in the cart is removed. He stated that the medication is frequently reordered and
doesn't have to run out. He stated that if a medication is running low, 3-5 days before, if there is refill,
the pharmacy will send it or if refills are needed the doctor will send another prescription as needed.
DON stated that if the medication is expired, they are supposed to take it out and put it in the
destruction box. He stated that new insulin pens are kept in medication storage room and refrigerated
insulins are in the refrigerator. He stated that residents' names are already on the insulin pen as it
comes from the pharmacy, the nurse will just add the date once it is open. DON stated that sometimes
the label on the insulin pen can fall off and they are supposed to put it back on it and make sure it is
secure. He stated that there is always a label on the insulin pen and that you cannot write the
resident name on the pen, you just put an open date on it. He stated that the insulin pen is supposed
to last for 30 days once it is open. DON stated that his expectation is to have an open date on the
insulin pen. He stated that if the pen is given with no date on it, it could be expired and they cannot
give insulin with no date on it. DON stated that the risk of giving expired medications to patients has a
wide range of reactions and that it would be based on patients' immune system and allergies. He
stated if an Insulin pen has no date, it must be discarded and the doctor must be notified.In an
interview on 07/02/2026 at 11:04 a.m., with ADON, she stated she has been working in the facility
since May 2026, full time, ADON for 2 years and LVN for 17 years. She stated Insulin is supposed to
have patients name and an open date. She stated that some insulin pens in the storage box or E-kit
don't have orders labeled. Insulin pens coming directedly from the pharmacy have a label on them.
ADON stated that medications in the E-kit are for emergencies if the medication that was ordered is
running late, didn't come or is run out. She stated that nurses will hand write the name of the resident
on the insulin pen if the pen comes from the E-kit and they must also write the open date. ADON
stated if there is no date on an insulin pen, the nurse must remove it from the medication cart and
discard it. She stated the risk of giving the medicine with no open date is that the medication can be
expired and it can cause complications like death, some type of changes and other complications.
(continued on next page)
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ADON stated that nurses need to go by the policy, be prudent nurses and be more alert and
communicate. She stated that the pharmacy comes every 2 weeks to refill the E-kit, the box is good
until 07/6/2026. She stated that they check medication carts every day but beginning of the month is
the main day to check all the carts. ADON stated checking medications carts for expired medications
is everybody's job; nurses, ADON and medication aids. She stated that only medications that are
supposed to be given are on the cart. She stated that all insulin pens must have a resident name and
the open date.In an interview on 07/02/2026 at 11:34 a.m., with RN A, she stated she has been
working at the facility for 1 year and has been an RN for 20 years. She stated that she did not open
the insulin pen it. She used it. RN A stated it was her fault because she did not check for the
expiration date on the insulin pen when she gave it in the morning. She stated the insulin pen was
recently open because resident #1 get 22 units twice a day. She stated that if she finds an expired
medication in the medication cart, she will notify ADON and she will tell her what to do. She stated
that this was the first time this incident happened. RN A stated that the risk of giving expired
medication is that the medicine will not be effective. She stated that ADON is the one supposed to be
checking the medications carts for expired medications. She stated she is supposed to check the
expiration date on the medications she is given but that ADON is supposed to check the whole cart for
expired medications.Record review of facility's Administering Medications policy, revised April 2019,
indicated that 12. The expiration/beyond use date on the medication label is checked prior to
administering. When opening a multi-dose container, the date opened is recorded on the
container.Vials and Ampules of injectable medications. b. The date opened and the initials of the first
person to use the vial and recorded on multidose vials) on the vial label or an accessory label affixed
to that purpose.
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