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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review, the facility failed to ensure residents had the right to be free from any physical 
or chemical restraints imposed for the purpose of discipline or convenience for 1 (Resident #27) of 2 
residents reviewed for chemical restraints.The facility failed to ensure Resident #27's Seroquel 200mg at 
bedtime (atypical antipsychotic medication used to treat several mental health conditions by balancing the 
levels of dopamine and serotonin in the brain) was only used to treat as indicated for use. The facility failed 
to ensure that documentation in Resident #27's was done in the clinical record. The facility failed to ensure 
Resident #27's had documentation on a rationale for the continued provision of the medication. The facility 
failed to ensure residents who receive psychotropic drugs receive gradual dose reductions and behavioral 
interventions, unless clinically contraindicated, in an effort to discontinue these drugs. This failure could place 
residents at risk for adverse reactions and negative side effects from the administration of medication and 
dependence on unnecessary medications. Findings included: Review of Resident #27's Face Sheet on 
10/15/2025 reflected he was a [AGE] year-old male, who admitted to the facility on [DATE], with diagnoses 
including unspecified dementia without behavioral disturbance, psychotic disturbance, mood disturbance and 
anxiety (a cognitive decline is evident, but does not exhibit symptoms like agitation, hallucinations, 
depression, or anxiety), and syncope and collapse Review of Resident #27's quarterly MDS Assessment, 
dated 09/12/25, revealed he was taking prescribed antipsychotic medication which had an indication for use 
and no gradual dose reduction has been attempted. No behaviors noted on this MDS. Review of Resident 
#27's Care Plan, dated 04/30/25, revealed he was taking prescribed psychotropic medication (Seroquel) 
related to behavior management, disease process, and unspecified dementia. Goals included for Resident 
#27 to be free from discomfort or drug related complications through the next review date. Interventions 
included monitoring side effects and effectiveness each shift, discussing with MD and family ongoing need 
for use of medication, review behaviors and effectiveness as per facility policy. There was no care plan for 
specific behavior. Review of Resident #27's Physician's Orders, dated 10/15/25, revealed he was prescribed 
Seroquel 200mg at bedtime (quetiapine fumarate). The orders specified for staff to give 1 tablet by mouth at 
bedtime related to unspecified dementia without behavioral disturbance, psychotic disturbance, mood 
disturbance, and anxiety. The start date was 04/28/25. There was no specified end date. No behavior or side 
effect monitoring is noted. She stated she was responsible for monitoring behaviors and adverse effects. 
Review of Resident #27's History and Physical dated 4/28/2025 revealed no psychological diagnosis 
warranting the use of psychotropic medication. Review of Resident #27's Medication Administration Record, 
from August 2025 to October 15, 2025, reflected Resident #27 received his prescription daily as ordered. 
Review of pharmacy records for Resident #27 revealed a request for a gradual dose reduction on 8/27/2025 
was signed by the nurse practitioner, but the response was not acknowledged or a clinical contraindication to 
dose reduction acknowledged. Review of a progress note for Resident #27 dated 8/27/2025 written by Nurse 
Practitioner indicated is the resident pleasantly confused most of the time and was asleep at the time of 
assessment. Observation on 10/14/2025 at 10:00AM, Resident #27 was in bed with eyes closed.Observation 
on 10/15/2025 at 1:30PM Resident #27 was in bed with eyes closed. Observation on 10/16/2025 at 9:30AM, 
Resident #27 was in bed with eyes closed. During an interview on 10/16/2025 at 10:36AM with the ADON, 
she stated she was the one who scanned the GDR request into the chart not realizing it was not 
acknowledged by the physician. She stated she has been trained on the gradual dose reduction 
requirements. She stated the resident did not have many behaviors, just wandered sometimes. She stated 
this could lead to overuse of medication. During an interview with the DON on 10/16/25 at 11:00AM, she 
stated the expectation for psychotropic medications was that there to be a proper diagnosis warranting the 
use and gradual dose reductions attempted if necessary. She stated she was not sure why Resident #27's 
psychotropic prescription medication of Seroquel had not been reduced or physician documentation showing 
that reduction was clinically contraindicated. She stated this could lead to residents being improperly dosed 
and possibly over medicated. She stated that psychotropic drug use was monitored in care plan meetings 
with the interdisciplinary team. The risk of not following up on gradual dose reductions could lead to overuse 
of medications. A policy titled Psychotropic Medication Use Policy with no date revealed the following: 
Psychotropic drugs- any drug that affects brain activities associated with mental processes and behavior. 
These drugs include but are not limited to drugs in the following categories: anti-psychotics, anti-anxiety, 
anti-depressants, hypnotics. 1.If a resident is admitted on an antipsychotic medication, the physician and 
consulting pharmacist shall review the resident's medication list and verify the following: clinical indication for 
use of antipsychotic medication, necessity of continuing the medication, consideration of gradual dose 
reduction, consideration of alternatives to the medication. 2.Attending physician must certify that a 
psychotropic medication is necessary to treat a specific condition/behavior. 3.Residents who are prescribed 
antipsychotic medications shall receive gradual dose reductions and behavioral interventions unless clinically 
contraindicated, in an effort to discontinue these drugs. 4.Behaviors which psychotropic medications should 
not be used include: impaired memory, insomnia, nervousness, not cooperative, poor self-care, restlessness, 
simple pacing, wandering. 5.Monitoring of the use of psychotropic medications is performed by the Director 
of Nursing, Pharmacist, and Medical Director and is done quarterly.
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Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.
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F 0656

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to develop and implement comprehensive 
person-centered care plan that includes measurable objectives and time frames to meet a resident medical 
and nursing needs to be furnished to attain or maintain the residents highest practicable physical, mental, 
and psychosocial well-being for 5 of 13 residents (Resident #3, Resident #6, Resident #7, Resident #11, and 
Resident #15) reviewed for accurate care plans.Resident #3, #6, #7, and #15's care plan did not address 
their current code status. Resident #6 and #11's Care Plan did not address ADL Status Resident #11's Care 
Plan did not address wander guard use. Resident #11's Care Plan did not address her choice of Authorized 
Electronic Monitoring. These failures could place the residents at increased risk of not having their individual 
needs met, injury, not receiving necessary services, and a decreased quality of life. Findings include: 
RESIDENT #3 Record review of Resident #3's admission record, dated 10/14/2025, indicated He was 
admitted to the facility on [DATE] with diagnoses of dementia and heart failure. He was [AGE] years of age. 
Record review of Resident #21's quarterly MDS assessment dated [DATE] indicated in part: BIMS of 15 
indicating the resident was cognitively intact. Record review of Resident #3's order summary report dated 
10/14/2025 revealed a code status of Full code order status active with a start date of 08/23/2023. Record 
review of the current care plan for Resident #3, last reviewed/revised: 10/10/2025, revealed there was no 
specific care plan regarding the residents current code status. Resident #6 Record review of Resident #6's 
admission Record, dated 10/14/25 revealed he was an [AGE] year-old male admitted to the facility on 
[DATE] with diagnoses including need for assistance with personal care. Record review of Resident #6's 
quarterly MDS Assessment, dated 9/4/25, revealed: *Resident #6 had a BIMS score of 5 of 15 (indicating 
severe cognitive impairment) *Resident #6 needed moderate assistance with standing, transfers, toileting, 
and showering. Record review of Resident #6's Order Summary Report, dated 10/14/25, revealed no code 
status. Record review of Resident #6's care plan, last updated 9/23/25, revealed no care plan for ADL status 
and no care plan for his Full-Code status. Interview on 10/15/2025 at 1:59 PM, the ADON stated the DON 
did the care plans.Interview on 10/15/2025 at 2:51 PM the DON stated there was no care plan for ADL care. 
The DON said care plans were updated with the MDS Assessments unless there was a significant change. 
The DON said Resident #6's care plan was not updated and she just missed it. Resident #7 Record review 
of Resident #7's admission Record, dated 10/15/25 revealed she was a [AGE] year-old female admitted to 
the facility on [DATE] with diagnoses including dementia, heart problems with a cardiac pacemaker, and 
urinary tract infections. Record review of Resident #7's Quarterly MDS Assessments, dated 9-1-25, revealed: 
She had a BIMS score of 2 of 15 (indicating she was severely cognitively impaired) and had signs of delirium 
including inattention. Resident #7 did not have a chronic condition that resulted in a life expectancy of less 
than six months. Record review of Resident #7's Order Summary, dated 10/15/25, revealed she was a DNR. 
Record review of Resident #7's Care Plan, last updated 2/10/25, revealed no care plan for Resident #7 DNR 
status. Resident #11 Record review of Resident #11's admission Record, dated 10/16/25 revealed she was a 
[AGE] year-old female admitted to the facility on [DATE] with diagnoses including Dementia, and adult failure 
to thrive. Record review of Resident #11's Quarterly MDS Assessment, dated 9/27/25 revealed Resident #11 
had long- and short-term memory impairment (BIMS of 0) with moderately impaired decision-making skills. 
Resident #11 showed signs of delirium including inattention, disorganized thinking, and altered level of 
consciousness. Resident #11 had no behaviors identified. Resident #11 needed substantial to maximum 
assistance with hygiene, bathing, dressing, bed mobility, and transfers. Resident #11 used a 
wander/elopement guard. Record review of Resident #11's Order Summary Report revealed orders dated 
8/25/25 revealed a wander guard to be used due to poor safety awareness every shift. Record review of 
Resident #11's Care Plan, last updated 10/9/25, revealed no care plan for ADL ability, Wander guard, or 
AEM. Observation on 10/14/25 at 10:41 a.m. revealed Resident #11 had a sign outside her door 
documenting electronic monitoring occurred. Record review of Resident #11's consent section of the 
electronic record showed a consent for the Electronic Monitoring dated 8/29/25. Interview on 10/16/2025 at 
1:46 PM the Administrator stated Resident #11 did not have a wander-guard for a long time and then the 
facility decided to put one on her. He was informed that the wander guard order was before the care plan 
cycle. The Administrator said the resident's code status should have been care-planned. Observation and 
interview on 10/16/2025 at 9:55 AM the DON showed Resident #11 wore her wander guard on her left ankle. 
The DON said she hoped there was a care plan for the wander guard. The DON scanned Resident #11's 
care plan and said no, I need to put one in. The DON stated she did not see a care plan for Resident #11's 
wandering. The DON said she would expect a care plan for the electronic monitoring since the facility got a 
consent on 8/29/25. The DON shrugged and said she did not know why the care plan was overlooked. The 
DON stated she would be responsible for the care plans. The DON stated there was not a general ADL Care 
Plan. The DON said the direct care staff could look at the Kardex section of the record to see what the 
resident needed for ADL care. The DON stated that the main communication for ADL care was the shower 
sheets which showed transfer status, skin status, who had a catheter etc. The DON stated she or the ADON 
were responsible for updating the forms and the forms were not kept. RESIDENT #15 Record review of 
Resident #15's admission record, dated 10/15/2025, indicated she was admitted to the facility on [DATE] 
with diagnoses of dementia and heart failure. She was 3 years of age. Record review of Resident #15's 
significant change MDS assessment dated [DATE] indicated in part: BIMS of 03 indicating the resident was 
cognitively intact Record review of Resident #15's order summary report dated 10/14/2025 revealed a code 
status of DNR order status active with a start date of 08/09/2025. Record review of the current care plan for 
Resident #15, last reviewed/revised: 06/16/2025, revealed there was no specific care plan regarding the 
residents current code status. During an interview on 07/24/19 at 3:30 p.m. the Administrator said they would 
get the care plans updated. Interview on 10/15/24 at 2:51 PM the DON said the process for facility to stay on 
the same page with care by using an electronic app on their phones or if it was specific to a resident, she 
would put something in the nurse's lounge (i.e. written notification). The DON said the facility also did 
monthly staff meetings with fulltime staff. The DON said care plan meetings were all held with the Medical 
Director and Nurse Practitioner assigned to the residents in attendance. The DON said the residents' code 
status should have been care-planned, but it got overlooked. Record review of the facility's undated policy 
titled Care Plan revealed The governing body of this facility shall establish and maintain a current consistent 
and interdisciplinary care planning process. A comprehensive care plans shall be developed by the 
interdisciplinary care plan team including the resident and his/her family when possible. The care plan shall 
be based on the comprehensive assessment (MDS), the medical plan of care and all discipline assessments. 
Care plans will also be reviewed as needed when a significant change of condition develops. All 
interventions shall be specific and relate to each short term goal stating who is responsible for working with 
the residents to meet specific goals and the frequency with which services are to be provided. The 
interdisciplinary team shall consist of representative nursing, dietary, social services, activities department. 
Other disciplines participate as needed. Each discipline reviews the revises as necessary, those aspects of 
the interdisciplinary plan of care for which it is responsible.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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F 0686

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to provide the necessary treatment and services 
based on the comprehensive assessment and consistent with professional standards of practice to promote 
healing and prevent worsening of pressure injuries for 1 (Resident #3) of 2 residents reviewed for pressure 
ulcers. The facility failed to ensure Resident # 6 received care and services to meet professional standards 
of practice to heal his pressure ulcer. Resident #6 did not receive wound care to prevent the spread of 
infection. The findings included: Review of Resident #6's admission Record, dated [DATE] revealed he was 
an [AGE] year-old male admitted to the facility on [DATE] with diagnoses including unstageable pressure 
ulcer (unable to assess the wound due to hidden tissue) of the sacral area (base of the spine above the 
buttocks); stage IV pressure ulcer (a wound that has exposed bone, tendon, or muscle often including 
tunneling or undermining of the surrounding skin) of the right buttock, and stage II pressure ulcer (partial skin 
loss with a red or pink open without dead tissue), incontinence, and need for assistance with personal care. 
Review of Resident #6's admission MDS Assessment, dated [DATE] revealed: *Resident #6 had a BIMS of 5 
of 15 (indicating he was severely cognitively impaired). *Resident #6 weighed 107 pounds. *Resident #6 had 
two Stage IV pressure sores on admission, and he received pressure sore care. Review of Resident #6 Care 
Plan, updated [DATE], revealed: *Focus: The resident multiple stage 4 pressure ulcers to sacrum (end of 
spine), right trochanter (hip) related to history of pressure ulcer, lack of assistance, frequently removes 
dressing. *Goal: The resident's pressure ulcer will show signs of healing and remain free from infection 
through review date ([DATE]). *Interventions: Administer treatments as ordered and monitor for 
effectiveness. Educate the resident/ family/ caregivers as to causes of skin breakdown; including 
transfer/positioning requirements, importance of taking care during ambulating/mobility, good nutrition, and 
frequent repositioning. Enhanced Barrier Precautions: every shift per CDC guidelines; EBP related to wound 
care EBP during wound care. Follow facility policies/ protocols for the prevention/ treatment of skin 
breakdown. Review of Resident #6's Order Summary, dated [DATE], revealed orders:*[DATE] Cleanse 
Stage 4 to right trochanter with Normal Saline or wound care, pat dry with 4cm x 4 cm gauze, pack wound 
with Acticoat (Silver-Coated Antimicrobial Barrier Dressings) Flex dressing and cover with sacrum dressing 
as needed *[DATE] Cleanse Stage 4 to sacrum and Stage 4 to right hip with Normal Saline or wound car, pat 
dry with 4cm x 4 cm with Acticoat Flex 3 dressing an cover with sacrum dressing. *[DATE] Enhanced Barrier 
Protection while wound care dressing in place every shift for wound per CDC guidelines. Observation and 
interview on [DATE] at 11:08 AM revealed Resident #6 was in his room. Resident #6 pulled down his pants 
to show the surveyor his coccyx wound. It was hand sized with a loss of full skin depth, a pink wound bed 
and no tunneling observed. There was no wound dressing observed covering the wound. All wound care 
supplies were observed in the bathroom, including a saturated pad in the trash with brown drainage on it. 
Resident #6 stated his back/ buttocks area hurt. Resident #6 stated the wound was slowly getting better and 
did not cause him pain. Observation on [DATE] at 4:00 PM of Resident #6's wound care by the ADON. There 
was no dressing on the wounds when the ADON pulled Resident #6's pants down. The ADON gathered 
supplies, cleansed the wounds, and applied the dressing. The ADON did not change gloves between 
wounds, nor did she sanitize her hands between wounds. The ADON did not put on PPE and PPE was not 
available at the door. Observation and interview on [DATE] at 1:59 PM the ADON said she did not feel she 
did a very good job during the wound care. The ADON said she messed up and did not change gloves. The 
ADON said this put Resident #6 more at risk for infection. The ADON said she did not remember if she did 
hand hygiene. The ADON said she did not put on PPE during the wound care and wound expect her staff to 
do so. The ADON stated this also placed Resident #6 at a higher risk for infection. The ADON said Resident 
#6 did not have a PPE hanger on the back of the door. The ADON explained the DON was the Infection 
Control Preventionist, and they (the DON and ADON) were sharing the responsibilities and there was no 
process to keep them on the same page. The ADON stated Resident #6's uncovered wound placed him at 
higher risk for infection. The ADON added she found it uncovered and did the dressing change. The ADON 
stated the dressings needed to be checked every day to make sure the dressings were on. The ADON 
stated if the aides found it uncovered, the aides were supposed to report. The ADON stated the dressing in 
the trash looked horrible. The ADON stated the facility monitored for effectiveness by taking weekly wound 
pictures and weekly skin assessments. The ADON stated the nurse checked for infection. The ADON 
admitted there was no weekly team to determine wound healing; she said LVN G communicated with the 
ADON and the ADON would then communicate with the DON. The ADON said Resident #6 was going to a 
wound care clinic in a neighboring city next week. The ADON said the facility added protein supplements, but 
he would pour it down the drain . The ADON said the staff would encourage him to eat, but Resident #6 
would eat twice a day. The ADON stated Resident #6 was recommended for surgical correction, but 
Resident #6 would not stay on his stomach in bed long enough to heal. The ADON said the DON would 
monitor wound assessments and if she had a suggestion, the DON would communicate it to the current 
wound care provider. The ADON said the communication process was not working, and they would have to 
figure something out. Interview on [DATE] at 2:51 PM the DON stated Resident #6 was very independent, 
stubborn with care and not very compliant with wound care. The DON said Resident #6's pressure ulcers 
were the main reason for finding health care. The DON stated her expectation for staff doing wound care 
was to keep things clean from soiled. The DON said she expected staff to get gloves on when taking off dirty 
bandage and to switch gloves when switching wounds or dirty to clean. The DON said she did expect staff to 
follow EBP procedures. The DON said she monitored EBP compliance by doing random room checks and 
keeping stock of the PPE use and making sure the supplies were available. The DON stated EBP not posted 
and PPE availability was on her because she was doing infecting control as well. The DON said Resident 
#6's bandage showed a lot of drainage, and that Resident #6 probably took it off himself. The DON said she 
expected staff to make sure he had a bandage on before their shift ended. The DON stated she would 
expect the CNA to know the bandage was off, and if discovered to let the charge nurse know. The DON said 
she did not know what happened that there was a 5.5-hour gap of the wound being uncovered. The DON 
she understood there was an issue with the wound care. The DON stated the medical provider physically 
looked at Resident #6's wounds at care plan updates. The DON said the facility's process for monitoring 
wounds was in monthly Quality Assurance meetings and progress was measured by provider progress notes 
and skin assessments. The DON said there was no formal process in place to ensure there was wound 
monitoring for healing or deterioration other than weekly assessments. The DON said skin was reviewed in 
Quality Assurance meetings but not resident by resident. Review of the facility's policy and procedure on Use 
of Personal Protective Equipment, undated, revealed: The long-term care facility shall provide personal 
protective equipment to all employees who need to protect themselves against exposure. The personal 
protective equipment provided by the facility shall include, but not be limited to: gloves and gowns/aprons. 
The appropriate personal protective equipment shall be worn when: whenever there is a danger of 
contamination from blood, body fluids (including secretions and excretions except sweat), or other potentially 
infectious materials. The facility's policy and procedure on Enhanced Barrier Precautions (EBP), undated, 
revealed: EBP shall be used in conjunction with standard precautions and expand the use of personal 
protective equipment (PPE) to donning of gown and gloves during high-contact resident care activities that 
may result in transfer of Multi-Drug Resistant Organisms to staff hands and clothing. EBP are indicated for 
residents with any of the following: wounds. For residents for whom EBP are indicated, EBP shall also be 
used when performing the following high-contact resident care activities: wound care, e.g. any skin opening 
requiring a dressing. The facility shall ensure that PPE and alcohol-based hand rub are readily available to 
staff. Review of the facility's policy and procedure on Pressure Ulcer (Injury) Prevention Program, undated, 
revealed: The facility shall have a system in place that assures assessments are timely and appropriate; 
interventions are implemented, monitored and revised as appropriate and changes in conditions are 
recognized, evaluated, reported to the resident's attending practitioner and other health professionals (i.e. 
wound nurse) as appropriate. Pressure ulcers are described as: Stage 4 - full-thickness tissue loss with 
extensive destruction, tissue necrosis (died, non-viable) or damage to fascia (connective tissue), muscle, 
bone or supporting structures (i.e. tendon, joint capsules) is involved which may lead to osteomyelitis (bone 
infection). Epibole (rolled edges), tunneling, and undermining (skin not attached to body) may be present. 
Slough or eschar (dead cells) may be present on areas of the bed of the wound.Pressure ulcers may 
progress or may be associated with complications that may include cellulitis (infection of skin), osteomyelitis, 
abscess, bacteremia/ septicemia (infection of the blood), chronic infection, or fistula (abnormal connection 
between two parts of the body). Risk factors that may have an impact on the development, treatment and/ or 
healing of pressure ulcers may include: pressure points and tissue tolerance, undernutrition and hydration 
deficits, moisture and the impact of moisture on the skin, exposure of skin to urinary and fecal incontinency, 
resident refusal of some aspects of care and treatment, cognitive impairment, healed pressure ulcer (Areas 
of healed Stage 3 and 4 pressure ulcer are more likely to have recurrent breakdown). The facility's pressure 
ulcer prevention and treatment program shall include: maintaining and improving tissue tolerance to pressure 
in order to prevent injury, monitoring the effectiveness of interventions, modifying the interventions as 
appropriate, education programs for staff, residents and their families. Nursing Staff Shall: continue 
preventative measures to prevent other pressure ulcers from developing and observe and change dressings 
as ordered and needed. Daily monitoring of Pressure Ulcer Shall Include: Evaluate the ulcer if no dressing is 
present. Evaluate the dressing, if present, dressing intact, drainage present. Based upon the assessment 
and the resident's clinical condition, choices and identified needs, the resident's plan of care shall include 
interventions to minimize the resident's skin's exposure to moisture and keep the skin clean. Staff shall be 
provided with educational in-services regarding the prevention and treatment of pressure ulcers. 
Documentation: Document interventions used to prevent the development of pressure ulcers. This facility 
has established a Performance Improvement Program to monitor existing strategies to reduce the 
development and progression of pressure ulcers; collect, aggregate and analyze data regarding the 
incidence and prevalence of pressure ulcers within the facility; and to ensure facility policies and procedures 
are consistent with current standards of practice.
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Provide safe and appropriate respiratory care for a resident when needed.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to ensure that a resident who needs respiratory 
care is provided such care, consistent with professional standards of practice for 1 (Resident #3) of 4 
residents observed for oxygen management. 1esident #15's oxygen nasal cannula and tube were not 
covered in a bag when it was not being used. The facility failed to ensure there was oxygen in use sign 
posted outside Resident #15's room. This failure could affect residents who required respiratory care and 
place them at risk of not having their needs met.The findings included: Record review of Resident #15's 
admission record, dated 10/15/2025, revealed she was admitted to the facility on [DATE] with diagnoses of 
dementia and dependence of supplemental oxygen. She was [AGE] years of age. Record review of Resident 
#15's order summary report dated 10/14/2025 revealed May use O2 at 2-4 liters per minute via N/C as 
needed for as needed for low O2 Sat to maintain O2 Sat above 90%. with a start date of 06/12/2025. Record 
review of the current care plan for Resident #15, last reviewed/revised: 06/16/2025, revealed The resident 
has oxygen therapy r/t CHF, dependence on supplemental oxygen. The resident will have no s/sx of poor 
oxygen absorption. Give medications as ordered by physician. Monitor/document side effects and 
effectiveness. Oxygen settings O2 via nasal cannula @ 3-4 L continuously humidified. Record review of 
Resident #15's significant change MDS assessment dated [DATE] revealed in part: BIMS of 03 indicating the 
resident was cognitively intact. Section O - Special Treatments, Procedures, and Programs = Oxygen 
therapy. During an observation on 10/14/2025 at 11:16 AM there was a nasal cannula and tube observed 
wrapped around the oxygen tank of Resident #15's wheelchair which was located in her room. There was no 
storage bag observed to place the nasal cannula in. There was also an oxygen concentrator in the resident's 
room. There was no sign on the door or anywhere in the room posted that indicated there was oxygen use in 
the room. During an observation and interview on 10/15/2025 at 2:46 PM CNA E was observed pushing 
Resident #15 in her wheelchair into her room, the resident was seen wearing her nasal cannula which was 
connected to her oxygen tank that was located behind her wheelchair. Surveyor entered the resident's room 
and observed the nasal cannula wrapped around the oxygen tank and not stored in a bag or container. CNA 
E said she had placed the nasal cannula on the tank and that as far as she knew there were no bags to 
place the nasal cannula into. Resident #15 was then seen sitting up in her recliner awake and alert wearing 
her nasal cannula which was connected to the oxygen concentrator machine in her room. Resident #15 said 
she had transferred herself to her recliner with some slight assistance from the CNA. The resident said the 
CNAs would help her remove the nasal cannula when she got off the wheelchair and they would place it on 
the back of the wheelchair. Resident #15 was she did not place the nasal cannula on the back of the 
wheelchair because she was unable to do that. Resident #15 said the CNAs would then help her put on the 
nasal cannula that was connected to the oxygen concentrator that was in her room. CNA E returned to the 
resident's room with a bag that she was going to place on the back of the wheelchair to store the nasal 
cannula. CNA E said if the nasal cannula was just wrapped around the oxygen tank or left lying on the 
wheelchair that could possibly lead to cross contamination. During an interview on 10/16/2025 at 1:46 PM 
the DON said it was expected for the oxygen tubing and nasal cannula to be stored in the Wiki-pouch (a 
replacement technology for plastic bags used for storing reusable nasal cannula.) when it was not in use. 
The DON said this was done to prevent the growth of bacteria if not stored in the pouch and wrapped around 
the oxygen tank. The DON said if the nasal cannula was used on the resident then that could lead to 
respiratory infections. The DON said resident rooms that had oxygen in use needed to have oxygen in use 
signs posted outside of the door. The DON said this was done to alert people that there was oxygen in the 
room which could be flammable, no smoking allowed and no use of Vaseline on the resident. During an 
interview on 10/16/2025 at 2:25 PM the Administrator said it was expected for the oxygen tubing and nasal 
cannula to be stored in the Wiki-pouch. The Administrator said this was supposed to be done to prevent the 
spread of infections. The Administrator said resident rooms that had oxygen in use were supposed to have 
oxygen in use signs posted outside the rooms. The Administrator said he was not sure why the room had no 
sign posted. The Administrator said the sign was supposed to be posted so that people would know that 
oxygen was being used in that room and take the proper precautions. Record review of the facility policy's 
titled Oxygen administration per nasal cannula, and dated 2014 revealed Purpose to supply low flow 
supplemental oxygen at low to moderate Fi02 to the hypoxic (a condition where there is an inadequate 
supply of oxygen to tissues or organs) resident. Oxygen tubing must be kept of the floor. Place oxygen in use 
sign outside resident's room to designate oxygen use. Nasal cannula and tubing are to be stored in Wiki 
pouch when not in use.(FiO2 means Fraction of Inspired Oxygen, which is the percentage or concentration 
of oxygen a person breathes in). 12845E761
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

Based on interview and record review, the facility failed to provide pharmaceutical services (including 
procedures that assure the accurate acquiring, receiving, dispensing, and administering of all drugs and 
biologicals) to meet the needs of each resident for 1 out of 1 med rooms reviewed for medication storage 
and 1 of 1 medication carts reviewed. The facility failed to ensure the medication cart and refrigerator in the 
medication room did not contain expired medications and unlabeled medications. These failures could place 
residents at risk of adverse medication reactions.Findings included: Observation on 10/15/25 at 11:30 AM 
revealed the medication cart had the following expired medications: 1. Coreg 6.25mg expired 7/30/2025 
(Medication to treat high blood pressure).2. Celexa 40mg expired on 4/26/2024 (Medication to treat 
depression).This same observation also revealed a medication bottle with no label. Written in black ink on 
the bottle, it said Celexa 40mg cut in half. Observation on 10/15/2025 at 11:45 AM revealed the refrigerator 
in the Medication room had the following opened medications that were expired: 1. Covid Vaccine MRNA 
Spike Vax had an expiration date of 9/8/2025. Interview on 10/15/25 at 11:51 AM with CMA F, she said it 
was the responsibility of all nurses and medication aides to check carts for labelling and dating every shift, 
and expiration dates, but she did not check the whole cart that morning. She stated that the risk of having 
expired medications was that the medication could possibly not be effective. She stated she has received 
training on medications and when they expire during her continuing education classes that she does annually 
to renew her certificate. Interview on 10/16/25 at 12:02 PM the Administrator said the expectations were for 
nursing staff to discard any medications with an expired date. He stated the DON is responsible for ensuring 
this is complete, and she is responsible for training nurses and medication aides to complete.Interview on 
10/16/25 at 12:36 PM the DON said expired medications should be discarded appropriately when they 
expire. She stated it was the responsibility of nursing management to check and audit the carts after the 
nurses periodically.
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Provide and implement an infection prevention and control program.
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Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review the facility failed to maintain an infection prevention and control 
program designed to provide a safe, sanitary and comfortable environment and to help prevent the 
development and transmission of communicable disease and infection for 2 of 4 residents (Resident #6 and 
Resident #9) reviewed for infection control in that:CNA A failed to wash or sanitize her hands after removing 
her soiled gloves and then putting on a new pair of gloves when she provided peri-care for Resident #9. CNA 
C and CNA D failed to wash or sanitize their hands after removing their soiled gloves and then putting on a 
new pair of gloves when they provided peri-care for Resident #9. The facility ADON failed to use PPE while 
performing wound care on Resident #6 These failures could place residents at risk for cross contamination 
and the spread of infection. Findings include: Resident #9. Record review of Resident #9's admission record 
dated 10/15/2025 revealed she was admitted to the facility on [DATE] with diagnoses of Alzheimer's disease 
and dementia. She was [AGE] years of age. Record review of the current care plan for Resident #9, last 
reviewed/revised: 06/22/2025, revealed The resident has bowel and bladder incontinence r/t disease 
process. Resident will remain free of skin breakdown through the next review date. Check resident every two 
hours and assist with toileting as needed. Record review of Resident #9's MDS dated [DATE] revealed: 
Cognitive Skills for Daily Decision Making = Severely impaired - never/rarely made decisions. Urinary 
continence = Always incontinent. Bowel continence = Frequently incontinent. During an observation on 
10/14/2025 at 1:26 PM CNA A and CNA B performed incontinent care for Resident #9. Both CNAs sanitized 
their hands, put on a pair of gloves, and proceeded to perform incontinent care. Both CNAs undid the brief 
and then CNA A took some wet wipes and wiped the residents vaginal area then Resident #9 was turned on 
her side and CNA A wiped the resident's buttocks and rectal area the resident had-had a bowel movement. 
After CNA A performed the wiping she removed her gloves and put on a new pair of gloves without sanitizing 
or washing her hands and preceded to apply the new brief. Both CNAs then removed their gloves, sanitized 
their hands, covered Resident #9 with her blankets and exited the room. During an interview on 10/14/2025 
at 3:32 PM CNA A said she should have sanitized or washed her hands after changing her gloves. CNA A 
said by not doing that it could possibly lead to cross contamination. CNA A said they had been trained to do 
that but had forgotten to. During an observation on 10/15/2025 at 1:26 PM CNA C and CNA D performed 
incontinent care for Resident #9. Both CNAs sanitized their hands, put on a pair of gloves, and proceeded to 
perform incontinent care. Both CNAs undid the resident's brief and then CNA C took some wet wipes and 
wiped the residents vaginal area. Resident #9 was then turned on her side and CNA D wiped the resident's 
buttocks and rectal area, the resident had some bowel movement. After CNA D wiped the resident's rectal 
area, she removed her gloves and put on a new pair of gloves but did not sanitize or wash her hands prior to 
putting on the new gloves. CNA C had to wipe Resident #9's vaginal area again due to the resident urinating 
when she was placed on her side. After CNA C wiped the vaginal area she removed her gloves and put on a 
new pair of gloves without first sanitizing or washing her hands. Both CNAs then fastened a new brief on the 
resident and placed a clean underpad under the resident. Both CNAs then went to the resident's restroom 
and washed their hands. During an interview on 10/15/2025 at 1:30 PM CNA C and CNA D were asked what 
were they expected to do whenever they had to change their gloves after they became possibly 
contaminated. Both CNAs said they should have washed or sanitized their hands before they changed their 
gloves. The CNAs said if they did not sanitize or wash their hands that could lead to possible cross 
contamination. CNA C said she knew she was supposed to close the faucet with a paper towel after she 
washed her hands but she had forgotten and that could lead to recontamination of her hands. During an 
interview on 10/15/24 at 1:50 PM, the DON was made aware of the incontinent care observation performed 
on Resident #9 by CNAs A, B, C and D. The DON said it was expected for the CNA's to wash to sanitize 
their hands in between glove changes as that could lead to cross contamination. The DON said the CNAs 
knew about sanitizing their hands but they had probably gotten nervous and forgotten their steps. The DON 
said CNAs not following the correct steps could lead to cross contamination. During an interview on 10/15/24 
at 2:20 PM, the Administrator was made aware of the incontinent care observation performed on Resident #9 
by CNAs A, B, C and D. The Administrator said due to the CNAs not washing or sanitizing their hands in 
between glove changes could lead to cross contamination. The Administrator said the failure probably 
occurred because the staff got nervous. Record review of the facility undated policy titled Hand hygiene 
revealed in part: All staff shall use the hands hygiene techniques as set forth in the following procedure. The 
CDC has recommended guidelines on when to use non-antimicrobial soap and water. An antimicrobial soap 
and water on alcohol-based-based hand rub. When hands are soiled. After coming in contact with resident's 
intact skin. After working on a contaminated body site and then moving to a clean body site on the same 
resident. After coming in contact with bodily fluids, dressings, bedpans, urinals. Using antimicrobial soap and 
water or non-antimicrobial soap and water. Turn on water and adjust temperature for your comfort. Wash 
hands thoroughly using rigorous scrubbing action for at least 15 seconds. Work lather around fingernails, top 
of hands etc. Dry hands with clean paper towel. Turn off faucet with used paper towel and discard. Record 
review of the facility's policy titled Infection prevention and control program and dated 08/04/2025 indicated 
in part: The infection prevention and control program plan shall ensure that this organization develops, 
implements and maintains an active organization wide program for the prevention, control, and investigation 
of infections and communicable disease in order to reduce the risks of endemic and epidemic infections in 
residents, visitors and healthcare workers and to optimize use of resources. The infection prevention and 
control plan shall include goals and measurable objectives addressing the highest priority risks and shall 
direct the infection preventionist and infection prevention and control committee where to focus infection 
prevention and control activities. Resident #6 Review of Resident #6's admission Record, dated 10/14/25 
revealed he was an [AGE] year-old male admitted to the facility on [DATE] with diagnoses including 
unstageable pressure ulcer (unable to assess the wound due to hidden tissue) of the sacral area (base of the 
spine above the buttocks); stage IV pressure ulcer (a wound that has exposed bone, tendon, or muscle often 
including tunneling or undermining of the surrounding skin) of the right buttock, stage II pressure ulcer 
(partial skin loss with a red or pink open without dead tissue), incontinence, and need for assistance with 
personal care. Review of Resident #6's admission MDS Assessment, dated 9/4/25 revealed: Resident #6 
had a BIMS of 5 of 15 (indicating he was severely cognitively impaired). Resident #6 weighed 107 pounds. 
Resident #6 had two Stage IV pressure sores on admission and he received pressure sore care.Review of 
Resident #6 Care Plan, updated 9/23/25, revealed: Focus: The resident multiple stage 4 pressure ulcers to 
sacrum (end of spine), right trochanter (hip) related to history of pressure ulcer, lack of assistance, frequently 
removes dressing. Goal: The resident's pressure ulcer will show signs of healing and remain free from 
infection through review date (12/16/25). Interventions: Administer treatments as ordered and monitor for 
effectiveness. Educate the resident/ family/ caregivers as to causes of skin breakdown; including 
transfer/positioning requirements, importance of taking care during ambulating/mobility, good nutrition, and 
frequent repositioning. Enhanced Barrier Precautions (Infection control measures used primarily in nursing 
homes to prevent the transmission of multi-drug resistant organisms ) every shift per CDC guidelines; EBP 
related to wound care EBP during wound care. Follow facility policies/ protocols for the prevention/ treatment 
of skin breakdown. Review of Resident #6's Order Summary, dated 10/14/25, revealed orders dated: 8/29/25 
Cleanse Stage 4 to right trochanter (a bony prominence on the outer, upper part of the right thigh bone) with 
Normal Saline or wound care, pat dry with 4cm x 4 cm gauze, pack wound with Acticoat (Silver-Coated 
Antimicrobial Barrier Dressings) Flex dressing and cover with sacrum dressing as needed 9/1/25 Cleanse 
Stage 4 to sacrum and Stage 4 to right hip with Normal Saline or wound car, pat dry with 4cm x 4 cm with 
Anticoat (Anti-microbial dressing) Flex 3 dressing and cover with sacrum dressing. 6/20/25 Enhanced Barrier 
Protection while wound care dressing in place every shift for wound per CDC guidelines. Observation and 
interview on 10/14/2025 at 11:08 AM Resident #6 was in his room. He stated his back/ buttocks area hurt. 
Resident #6 pulled down his pants to show the surveyor his coccyx wound. It was hand sized with a loss of 
full skin depth, a pink wound bed and no tunneling observed, there was no wound dressing covering the 
wound. All the wound care supplies were in the bathroom, including a wound dressing that was saturated 
with brown drainage face up in the trash can. Resident #6 stated the wound was slowly getting better. There 
was no sign of EBP necessary on the door, and no PPE holder/ PPE on the room door observed. 
Observation and interview on 10/15/2025 at 1:59 PM the ADON said she did not feel she did a very good job 
during the wound care. The ADON said she messed up and did not change gloves. The ADON said this put 
Resident #6 more at risk for infection. The ADON said she did not remember if she did hand hygiene. The 
ADON said she did not put on PPE during the wound care and wound expect her staff to do so. The ADON 
stated this also placed Resident #6 at a higher risk for infection. The surveyor and the ADON looked at 
Resident #6's room, the ADON said Resident #6 did not have an EBP sign on the door, nor did he have a 
PPE hanger on the back of the door. The ADON explained the DON was Infection Control Preventionist and 
they (the DON and ADON) were sharing the responsibilities and there was no process to keep them on the 
same page. The ADON stated Resident #6's uncovered wound placed him at higher risk for infection. The 
ADON added she found it uncovered and did the dressing change. The ADON stated the dressings needed 
to be checked every day to make sure the dressings were on. The ADON stated if the aides found it 
uncovered, the aides were supposed to report. The ADON stated the dressing in the trash looked horrible 
Interview on 10/15/2025 at 2:51 PM the DON stated Resident #6 was very independent, stubborn with care 
and not very compliant with wound care. The DON said Resident #6's pressure ulcers were the main reason 
for finding health care in first place. The DON stated her expectation for staff doing wound care was to keep 
things clean from soiled. The DON said she expected staff to get gloves on when taking off dirty bandage 
and to switch gloves when switching wounds or dirty to clean. The DON said she did expect staff to follow 
EBP procedures. The DON said she monitored EBP compliance by doing random room checks and keeping 
stock of the PPE use and making sure the supplies were available. The DON stated EBP not being posted or 
PPE not being available was on her because she was doing infecting control as well. The DON said 
Resident #6's bandage showed a lot of drainage and that Resident #6 probably took it off himself. The DON 
said she expected staff to make sure he had a bandage on before their shift ended. When informed Resident 
#6's wound was still uncovered after 5.5 hours she stated it was not an acceptable amount of time. The DON 
stated she would expect the CNA to know the bandage was off, and if discovered to let the charge nurse 
know. The DON said she did not know what happened that there was a 5.5 hour gap. The DON agreed she 
understood there was an issue with the wound care. Observation on 10/15/25 at 4:00 PM of Resident #6's 
wound care. There was no dressing on the wounds when the ADON pulled Resident #6's pants down. The 
ADON gathered supplies, cleansed the wounds, and applied the dressing. The ADON did not change gloves 
between wounds, nor did she sanitize her hands between wounds. The ADON did not put on PPE and PPE 
was not available at the door. Review of the facility's policy and procedure on Use of Personal Protective 
Equipment, undated, revealed: The long-term care facility shall provide personal protective equipment to all 
employees who need to protect themselves against exposure. The personal protective equipment provided 
by the facility shall include but not be limited to: gloves and gowns/aprons. The appropriate personal 
protective equipment shall be worn when: whenever there is a danger of contamination from blood, body 
fluids (including secretions and excretions except sweat), or other potentially infectious materials. The 
facility's policy and procedure on Enhanced Barrier Precautions (EBP), undated, revealed: EBP shall be 
used in conjunction with standard precautions and expand the use of personal protective equipment (PPE) to 
donning of gown and gloves during high-contact resident care activities that may result in transfer of 
Multi-Drug Resistant Organisms to staff hands and clothing. EBP are indicated for residents with any of the 
following: wounds even if the resident is not known to be infected or colonized with an MDRO. Examples of 
chronic wounds include, but are not limited to, pressure injuries. EBP shall be used for any residents who 
meet the criteria. Has a wound or indwelling medical device and secretions or excretions that are unable to 
be covered or contained and are not known to be infected or colonized with any MDRO. Has a wound or 
indwelling device without secretions or excretions that are unable to be covered and contained and are not 
known to be infected or colonized with any MDRO. (examples of secretions or excretions include wound 
drainage, or other discharges from the body that cannot be contained and pose an increased potential for 
extensive environmental contamination and risk for transmission of a pathogen.) For residents for whom EBP 
are indicated, EBP shall also be used when performing the following high-contact resident care activities: 
wound care, e.g. any skin opening requiring a dressing. The facility shall ensure that PPE and alcohol-based 
hand rub are readily available to staff. Review of the facility's policy and procedure on Pressure Ulcer (Injury) 
Prevention Program, undated, revealed: The facility shall have a system in place that assures assessments 
are timely and appropriate; interventions are implemented, monitored and revised as appropriate and 
changes in conditions are recognized, evaluated, reported to the resident's attending practitioner and other 
health professionals (i.e. wound nurse) as appropriate. Nursing Staff Shall: continue preventative measures 
to prevent other pressure ulcers from developing and observe and change dressings as ordered and needed 
Daily monitoring of Pressure Ulcer Shall Include: Evaluate the ulcer if no dressing is present. Evaluate the 
dressing, if present; dressing intact, drainage present. Documentation: Document interventions used to 
prevent the development of pressure ulcers.
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McCamey Convalescent Center 2500 Hwy 305 S
McCamey, TX 79752

F 0908

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Keep all essential equipment working safely.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to maintain essential mechanical and electrical 
equipment in safe operating condition for 1 kitchen of 1 reviewed for essential equipment. The facility failed 
to ensure the dishwasher worked. This failure could place residents at risk of malfunctioning equipment 
being used for their service/care.The findings included: Interview on 10/14/25 at 9:52 AM the FSS stated the 
dishwasher went out two months ago. The FSS stated that the facility was getting new quotes. The FSS 
stated maintenance fixed the dishwasher by replacing the booster heater. The FSS stated then the booster 
heater went out and had water spraying continuously and the dishwasher went out - it smoked and sparked 
and sounded like gunshots. The FSS stated that the kitchen was not functioning without it. The FSS said 
currently the staff washed everything through the 3-compartment sink. The FSS stated they (the kitchen) 
were waiting for maintenance to get quotes. The FSS stated the residents complained about the Styrofoam 
dishes. The FSS explained the cups fell over because they were flimsy, and the staff would put lids on the 
cups and give the residents a straw. The FSS said the plates broke at least once a week. The FSS said the 
plastic silverware was flimsy and would not cut. The FSS stated the kitchen staff did not think about cutting 
meat into bite-sized pieces before going out to residents to work around the flimsy silverware. The surveyor 
requested the maintenance reports. Interview on 10/14/25 at 10:05 AM the Administrator stated the 
dishwasher was not working for three weeks. The Administrator stated they were trying to get quotes. The 
Administrator stated that the CEO wanted more than two quotes for the dishwasher. The Administrator 
explained the water leaked out on the electrical box and it blew out. The Administrator said the dishwasher 
was [AGE] years old. The Administrator stated there were no complaints that he was aware of. The 
Administrator said residents had no problems eating that he was aware of. Interview on 10/14/25 at 10:07 
AM RN I explained the water in the town was very hard and ate everything. Observation and interview on 
10/16/25 at 11:06 AM [NAME] J stated the kitchen used the three-compartment sink to wash everything right 
now. [NAME] J walked off to the dirty dish area, sprayed off food particles, and returned to put in dirty 
compartment of the sink. Interview and record review on 12/16/25 at 1:22 PM the FSS stated maintenance 
came in and said there was no way to fix the dishwasher. The surveyor requested the maintenance report. 
The FSS explained staff completed a maintenance request in a computer program. The FSS said the staff 
did not get an acknowledgement email and did not get a receipt of being fixed email. The FSS stated 
maintenance just came in and tried to fix it. The FSS brought up the computer program, and there was no 
way to verify when the request(s) were sent and no way to verify when maintenance was going to get the 
request attempted. The FSS stated she knew the tag was coming. Interview on 10/16/2025 at 1:46 PM the 
Administrator stated he did not know when the dishwasher was going to be fixed. He explained it all 
depended on the (attached) hospital board, and it met monthly. Interview on 10/16/25 at 2:41 PM the DON 
said there was no policy on essential equipment.
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