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F 0575 Post a list of names, addresses, and telephone numbers of all pertinent State agencies and advocacy groups
and a statement that the resident may file a complaint with the State Survey Agency.

Level of Harm - Minimal harm
or potential for actual harm 43340

Residents Affected - Few Based on staff interview and observation the facility failed to post, in a form and manner accessible and
understandable to residents a list of names, addresses (mailing and email), and telephone numbers of all
pertinent State agencies and advocacy groups, such as the State Survey Agency, the State licensure office,
adult protective services, the Office of the State Long-Term Care Ombudsman program, and the Medicaid
Fraud Control Unit. This deficient practice had the potential to affect a limited number of residents in the
facility. Resident #16. Resident census: 60.

Findings included:

a) Required Postings

Observation on 10/02/24 at 9:00 AM found the required postings were placed high on the wall. During an
interview with Resident #16, on 10/02/24 at 10:45 AM, the resident was asked to read the required postings

from her wheelchair. Resident #16 responded by saying, That's way too high!!! | can't see that from here.

During an interview, on 10/02/24 at approximately 11:00 AM, the Administrator acknowledged that the
required posting was too high for residents in a wheelchair to be able to read.

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

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE
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F 0582 Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.

Level of Harm - Minimal harm or 43340
potential for actual harm
Based on record review and staff interview, the facility failed to provide evidence that the required

Residents Affected - Few Notification of Medicare Non-Coverage (NOMNC) was issued in a timely fashion for one (1) of three (3)
residents reviewed for beneficiary protection notification. This failure had the potential to place the resident at
risk of not being informed of her rights prior to the end of Medicare Part A covered services. Resident
identifier: 22. Facility census: 60.

Findings included:
a) Resident #22

On 10/01/24 at 2:08 PM, a review was completed regarding the beneficiary protection notification liability
notice(s) given for Resident #22 who was discharged to home following her last covered day of Medicare
Part A services.

Resident #22's last covered day of Part A Services was on 04/05/24. The facility failed to produce evidence
that the required Notification of Medicare Non-Coverage (NOMNC) was issued.

The Form Instructions for the Notice of Medicare Non-Coverage (NOMNC) CMS-10123 state: The NOMNC
must be delivered at least two calendar days before Medicare covered services end . The instructions also
state: A NOMNC must be delivered even if the beneficiary agrees with the termination of services.

On 10/01/24 at 2:30 PM, the Director of Rehab stated that Resident #22 had met her goals in therapy and
was ready to be discharged home since she was performing at her baseline.

During an interview, on 10/01/24 at 3:15 PM, the Business Office Manager acknowledged the facility was
unable to provide evidence that the appropriate notice was issued to Resident #22 prior to her last covered
day of Medicare Part A skilled services and subsequent discharge to home.
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F 0584

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to
receiving treatment and supports for daily living safely.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43340

Based on observation and staff interview, the facility failed to honor a resident's right to a safe, clean,
comfortable, and homelike environment. The facility failed to ensure the bathroom door and a wall in a
resident room were in good repair. Room identifier: 205. Facility Census: 60.

Findings included:
a) room [ROOM NUMBER]

On 09/30/24 at 3:40 PM, it was observed that the lower section of the bathroom door in room [ROOM
NUMBER] had many multiple scrapes and scratches on it. In addition, the wall to the right of the sink in room
[ROOM NUMBER] had what appeared to have been four (4) nail holes that had been plastered over leaving
uneven, rough splotches on the wall in the shape of a bow tie approximately two (2) feet wide.

During an interview, on 10/01/24 at 3:40 PM, the Director of Maintenance acknowledged the patched wall
was visible from the hallway and did not honor the residents' right to a homelike environment. When asked,
the Director of maintenance reported the wall had been patched approximately four (4) or five (5) months
ago when an old towel rack had been taken down. He also stated the room was on the list to be painted.
Additionally, he reported that the facility had identified the need to place a new order for the bathroom door to
be replaced.
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F 0623 Provide timely notification to the resident, and if applicable to the resident representative and ombudsman,
before transfer or discharge, including appeal rights.

Level of Harm - Minimal harm or
potential for actual harm 43340

Residents Affected - Few Based on medical record review and staff interview, the facility failed to ensure a written Notice of Transfer /
Discharge was provided to the long-term care Ombudsman for one (1) of two (2) residents reviewed for
hospitalization s during the long-term care survey process. This had the potential to affect all residents being
transferred or discharged . Resident identifier: 57. Facility census: 60.

Findings included:
a) Resident #57

A medical record review was completed on 10/01/24 at 12:43 PM. The record review revealed Resident #57
was transferred to the hospital on 05/10/24. The record reflected the resident/resident's representative was
provided with a written Notice of Transfer indicating the reason for transfer, the effective date of transfer, the
location to which the resident was being transferred, and a statement of the resident's appeal rights. There
was nothing in the electronic medical record to indicate the long-term care Ombudsman had been notified.

During an interview on 10/01/24 at 2:55 PM, the Administrator reported the facility could produce no
evidence that the long-term care Ombudsman was notified of the transfer.
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F 0644 Coordinate assessments with the pre-admission screening and resident review program; and referring for
services as needed.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50795

Residents Affected - Few Based on record review and staff interview, the facility failed to coordinate with the appropriate,
State-designated authority, to ensure individuals with a mental disorder, intellectual disability or a related
condition received care and services in the most integrated setting appropriate to their needs. This was true
for one (1) of three (3) residents reviewed during the survey process. Resident identifier: #12. Facility
Census: 60.

Findings included:
a) Resident #12

Record review on 10/01/24 at approximately 2:30 PM revealed that the resident was admitted to the facility
on [DATE] with no diagnosis of a Level Il mental illness. Record review indicated Resident #12 was
diagnosed with Major Depressive Disorder on 7/31/24, and the PASARR was not revised to reflect this
diagnosis.

During an interview with the Admissions Director (AD) #14, and the Executive Director (ED) #79 on 10/01/24
at approximately 3:30 PM, they reviewed Resident #12's records and confirmed that the PASARR had not
been revised to reflect the new diagnosis of Major Depressive Disorder.
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F 0676 Ensure residents do not lose the ability to perform activities of daily living unless there is a medical reason.

Level of Harm - Minimal harm or 50795
potential for actual harm
Based on observation, record review, and interview, the facility failed to provide proper care and treatment,
Residents Affected - Few including assistive devices, to prevent a decline, maintain, or improve the resident's communication abilities,
or other functional communication system. This was a random opportunity for discovery. Resident Identifier:
#44. Facility Census: 60.

Findings included:

a) Resident #44

During the initial brief screening process on 09/30/24 at approximately 1:16 PM, Resident #44 gestured that
he was unable to converse with this surveyor because he did not have his hearing aid. Upon being asked
where his hearing aid was, the resident managed to imply that his hearing aid was broken. Resident
motioned that he was unsure when he had lost the use of his hearing aid.

Further investigation, and an interview with Licensed Practical Nurse (LPN) #24 on 10/01/24 at
approximately 3:08 PM, revealed that resident's broken hearing aid had been turned into the nursing staff on
09/03/24. LPN #24 then produced a blue sticky tab dated 09/02 with a hearing aid taped to it.

A review of Facility's grievance policy on 10/01/24 revealed the following statement:

Grievances will be resolved in a reasonable time frame, generally within 5 business days, consistent with the
type of grievance.

A review of Resident #44's care plan on 10/01/24 at approximately 3:00 PM, found no information regarding
the use of a hearing aid.

During an interview with the facility's Executive Director (ED) #79 on 10/01/24 at approximately 3:11 PM,

related to Resident #44's hearing aid, and any orders or appointments related to his hearing, the ED #79

produced the following documents, and stated that they were all the documentation she had on resident's
appointments and hearing aid.

a) A nursing note dated 08/02/24 at 11:17 AM by LPN #27 which stated:

Resident left at this time to go to appointment with (hospital name) Audiology. Transported by

facility van.

b) Another nursing note, also dated 08/02/24 at 1:16 PM, by LPN #27 which stated:

Resident returned from appointment at this time, no new orders follow up appointment

on June 2, 2025, at 12:30.

(continued on next page)
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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F 0676 c) A handwritten note that stated:

Level of Harm - Minimal harm or [Resident #44] 9/30/24
potential for actual harm
- Eye Center @ the (hospital name) 2/11/25 @ 8 AM

Residents Affected - Few
- May see Audiology 8a -2p to get hearing aid checked

Walk in Clinic

Further record review confirmed the eye center appointment in a nursing note dated 9/30/2024 at 12:16 PM
which stated:

Residents eye center appointment at the (clinic name) Clinic rescheduled to 2/11/25 at 8 am facility to
transport. Message left for MPOA to call facility to be updated on new orders.

The results of this investigation reveal that the facility had made no effort to schedule appointments, or
provide services, to prevent a decline, maintain, or improve the resident's communication abilities, or other

functional communication system.
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F 0684

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50795

Based on record review and staff interview, the facility failed to provide information, and/or offer the
Respiratory Syncytial Virus (RSV) immunization per recommendation of the CDC in a timely manner. This
failed practice affected more than a limited number of residents who currently resided in the facility. Resident
identifiers: #3, #6, #7, #29, #33, #36, #37, #45, and #46. Facility census: 60

Findings included:

a) RSV immunization

During an interview, on 10/02/24 at approximately 11:18 AM, the Infection Preventionist (IP) #36 stated the
facility had contended with an outbreak of RSV in January 2024.

During a follow up interview with IP #36 on 10/03/24 at approximately 10:55 AM, she confirmed that to her
knowledge, the residents had not been provided with educational information about the risks and benefits of
receiving the Respiratory Syncytial Virus (RSV) vaccination. She further confirmed that the facility had not
offered the RSV vaccine during the Fall immunization period of 2023.

Record review for Residents #3, #6, #7, #29, #33, #36, #37, #45, and #46, on 10/03/24 at approximately
11:12 AM, revealed that the facility had failed to offer education on the RSV vaccine, failed to offer the RSV
vaccine, and failed to notify the residents of locations where they could obtain a vaccine, if they so desired.
The Centers for Disease Control and Prevention (CDC) has provided guidance that states:

Respiratory syncytial virus, or RSV, is a common respiratory virus that usually causes mild, cold-like
symptoms. Most people recover in a week or two, but RSV can be serious. Infants and older adults are more
likely to develop severe RSV and need hospitalization . Vaccines are available to protect older adults from
severe RSV. Monoclonal antibody products are available to protect infants and young children from severe
RSV.

The CDC recommends RSV vaccines to protect adults ages 60 and older from severe RSV, using shared
clinical decision-making.

According to the CDC the RSV vaccine was made available in early August of 2023.
b) Resident #3

Record review revealed that Resident #3 tested positive for RSV on 02/07/2024.

A nursing note on 02/7/2024 at 9:30 PM by LPN #96 stated:

(continued on next page)
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F 0684

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Resident positive for RSV. Resident has bilateral chest congestion and diminished lung sounds. O2 sat 92%
room air. Is receiving Doxycycline Hyclate 100mg po BID for cough/congestion and Duo nebulizer treatments
as per order. Is on droplet precautions. contact droplet precautions. Wearing oxygen @2.5L/min via nasal
cannula for breathing comfort.

A note by RN #55 on 02/8/2024 at 1:40 PM which stated:

[AGE] year-old female, positive for RSV and is in isolation. contact droplet precautions. Contact / Droplet
Precautions due to positive RSV test every day and night shift for RSV for 10 Days.

A note on 02/9/2024 at 5:24 AM by LPN #96 stated:

Morphine Sulfate (Concentrate) Solution 20 MG/ML

Give 0.25 ml by mouth every 2 hours as needed for Shortness of breath for 3 Days
PRN Administration was: Effective

Follow-up Pain Scale was: 5

Resident appears to look more comfortable now and not as distressed, anxious and labored breathing
A note on 02/9/2024 at 7:00 AM by LPN #24 stated:

No injuries noted with witnessed fall

Resident was not transferred to the hospital

Physician was not notified

Family/Responsible party was not notified

No C/O PAIN

A note on 02/12/2024 at 10:26 AM by LPN #24 which stated:

NP #95 notified via telephone at 08:00 of residents fall on 02/9/2024. Resident was lowered to the floor
related to weakness due to currently having RSV. Resident is now a 2 assist for transfers.

c) Resident #6

Record review revealed that Resident #6 tested positive for RSV on 01/15/24.

A nursing note on 01/16/2024 at 11:00 AM by Licensed Practical Nurse (LPN) #59 which stated:

Lung sounds diminished with faint expiratory wheezes. Does have a non-productive cough and reports a
runny nose. Receives Guaifenesin 400mg po BID daily for cough and congestion. Change in Condition

tested positive for RSV, had a cxr and it's negative for pneumonia.

(continued on next page)
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F 0684

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

A note by Nurse Practitioner (NP) #95 on 01/19/2024 at 02:14 PM stated:

Resident #6 is [AGE] year-old female who resides at Bridgeport Healthcare Center. She is seen as a follow
up for a call for shortness of breath and hypoxia. She was started on oxygen overnight at 2 LNC. She tested
positive for RSV on 1/15. Staff report she has had increased confusion overnight. CBC and BMP are ordered
today.

A nursing note on 01/18/2024 at 4:49 AM by LPN #13 stated:

Resident c/o dyspnea, spo2 was at 82% on room air, this nurse called after hours and [physician] gave
verbal orders for 02 @ 2l per n/c PRN and duo nebs q 4hrs PRN, resident's 02 went up to 94 with 2| O2 n/c,
resident is currently resting in bed comfortably

A nursing note on 01/18/2024 at 11:45 AM by Registered Nurse (RN) #61 which stated:

Ipratropium-Albuterol Solution 0.5-2.5 (3) MG/3ML. 3 ml inhale orally every 4 hours as needed for SOB or
Wheezing via nebulizer

Resident wheezing at this time and needing redirected with continuous O2.
Another nursing note by RN #61 on 01/18/2024 at 11:45 AM stated:

Furosemide Solution 10 MG/ML

Inject 4 ml intramuscularly one time only for fluid retention until 01/18/2024 17:59
2 injection sites R and L deltoids

A further nursing note on 10/18/2024 at 11:54 AM by RN #61 which stated:
Ipratropium-Albuterol Solution 0.5-2.5 (3) MG/3ML

3 mlinhale orally every 4 hours as needed for SOB or Wheezing via nebulizer
PRN Administration was: Effective

Resident's wheezing reduced at this time and resident does not appear short of breath. Complaint with O2
therapy. Wet sounding cough.

A note on 01/18/2024 at 6:47 PM by RN #61 which stated:

Resident's Medical Power of Attorney (MPOA) notified of resident's worsening shortness of breath, new PRN
ipratropium, O2 via 2L via NC and one time dose of 40 mg Lasix. MPOA made aware of elevated blood
pressure that lowered following medications readministered per NP orders this am after previous pills found
by this LN spit out by resident in bites of food on resident's bedside table.

A nursing note on 01/19/2024 at 12:13 PM by LPN #96 which stated:

(continued on next page)
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F 0684

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Resident continues Medrol dose pack and O2 as prescribed for RSV. No s/s of adverse reaction. Resident
resting in bed quietly with oxygen 2 L via NC and denies any distress at this time.

A note by NP #95 on 02/15/2024 at 10:43 PM which stated:

Resident #6 is [AGE] year-old female who resides at Bridgeport Healthcare Center. She is being seen today
for the management of chronic conditions. She has a history of RSV on 1/15. She continues to have a loose
cough at times, but her lung sounds are clear.

d) Resident #7

Record review revealed that Resident #7 tested positive for RSV on 2/13/2024.

A note by NP #95 on 02/13/2024 at 10:34 PM which stated:

RSV (acute bronchiolitis due to respiratory syncytial virus) tested positive on 2/13.

Start Medrol dose pack and Mucinex.

A nursing note on 02/13/2024 at 12:30 PM by LPN #27 which stated:

Resident has nasal drainage, cough and congestion. States she is just tired and wants to take a nap.
Resident eating lunch at this time with no other complaints.

On 02/13/2024 at 7:04 PM by RN #42

Resident is RSV +, orders for isolation x 10 days. Message left for MPOA to call facility to be updated on
new orders and results. Awaiting return call.

A nursing note on 02/14/2024 at 4:30 AM by LPN #69 which stated:

Resident remains alert with confusion, and in pleasant mood. Sat up in wheelchair this shift before being
assisted with HS care and transferring to bed. Has not exhibited cough this shift. Vital signs remain stable.
Currently resting in bed with eyes closed and respirations at ease. Call bell within reach.

A note on 02/20/2024 at 7:03 PM by NP #95 which stated:

Resident #7 is a [AGE] year-old female member who resides at Bridgeport Healthcare Center. She is a DNR
and lacks medical decision-making capacity. She tested positive for RSV on 2/13 and has continued to
decline since that time. Staff report she has had poor oral intake. She is seen and examined lying in bed.
She has crusting to both of her eyes. She reports she is having difficulty taking a deep breath. Her lung
sounds are diminished. She continues to have a loose cough.

Another note by NP #95 on 02/21/2024 at 9:40 which stated:

(continued on next page)
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Resident #7 is a [AGE] year-old female member who resides at Bridgeport Healthcare Center. She is a DNR
and lacks medical decision-making capacity. She tested positive for RSV on 2/13 and has continued to
decline since that time. Had a portable chest x-ray yesterday which was positive for pneumonia. She was
given clysis of normal saline yesterday x 1 L, although due to her dementia and confusion she continued to
remove the needles from her abdomen requiring the discontinuation of the fluids with only 500 cc infused.
Today she is seen and examined lying in her room. She reports she is not feeling well. She has a cough. Will
start Rocephin 1 g daily for 5 days and doxycycline 100 mg p.o. twice daily for 7 days.

e) Resident #29

Record review revealed that Resident #29 tested positive for RSV on 01/15/24.

A nursing note on 01/15/2024 at 12:06 PM by RN #61 stated:

Resident had complaints of nasal drainage, sore throat, headache, and general malaise this am. Rapid
Covid and flu tests done by this LN, with negative results. NP [NAME] made aware and new orders for 4 plex
testing today and guaifenesin 400 mg BID x 5 days. Resident's MPOA called and notified of change and new
orders.

A note by LPN #27 on 01/16/2024 at 12:06 PM which stated:

4 plex results came back positive for RSV. (name) in facility at time and made aware. Resident quarantined
to room for 10 days. new order for solumedrol 40mg X1 and Medrol dose pack. MPOA aware of new orders.
Droplet isolation precautions maintained.

A note on 01/19/2024 at 1:49 AM by NP #95 which stated:

Resident #29 is an (age/gender) who is being seen today for follow up. She tested positive for RSV on 1/15.
She denies any shortness of breath. She reports she still has a cough, but is feeling better overall. Her lungs
are clear.

LPN #69 entered a note on 01/20/2024 at 3:15 AM which stated:

Resident remains alert and oriented x3, and in pleasant mood. Remains in isolation for RSV. Denies
shortness of breath and cough; does report clear nasal drainage. Vital signs remain stable to resident's
baseline. Received HS medications without difficulty. Currently resting in bed with eyes closed and
respirations at ease. Call bell within reach.

f) Resident #33

Record review revealed that Resident #33 tested positive for RSV on 02/07/24.

A nursing note on 02/7/2024 at 2:52 PM by RN #55 stated:

Contact / Droplet Precautions due to testing positive for RSV.

(continued on next page)
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F 0684 every day and night shift for RSV for 10 Days. Ipratropium-Albuterol Solution 0.5-2.5 (3) MG/3ML. 1 vial
inhale orally BID for 5 days. Guaifenesin ER Tablet Extended Release 12 Hour 600 MG, give 1 tablet by

Level of Harm - Minimal harm or mouth every 12 hours. oxygen @2L/min via nasal cannula for breathing comfort, O2 sat 94%. She reports

potential for actual harm pain with deep breathing to her right side. Gabapentin Capsule 100MG Capsule. Give 1 capsule by mouth

two times a day for Nerve Pain
Residents Affected - Some
A note by NP #95 on 02/13/2024 at 9:19 PM stated:

Resident #33 is a [AGE] year-old female who is being seen today for an RSV follow up. She tested positive
on 2/7. She reports pain with deep breathing to her right side. She continues to have a cough. Will order
chest Xray and DuoNeb for 5 days.

A nursing note on 02/13/24 at 10:04 AM by LPN #59 stated:

Potential COVID-19 symptom of 'Cough-dry or productive' has been identified in the COVID-19 Symptoms
Evaluation UDA. Resident is RSV +, continue to maintain contact droplet precautions. Lung sounds
diminished with expiratory wheezes. Reports a productive cough of white colored sputum and clear nasal
drainage. Wearing oxygen @2L/min via nasal cannula for breathing comfort, O2 sat 94%.

g) Resident #36

Record review revealed that Resident #33 tested positive for RSV on 02/07/24.

A nursing note on 02/7/2024 at 9:00 AM by LPN #59 which stated:

Positive for RSV Contact / Droplet Precautions due to RSV positive.

every day and night shift for RSV for 10 Days. Continues to receive guaifenesin 400mg BID for cough,
prednisone 30mg po and nebulizer treatments as per order. Ipratropium-Albuterol Solution 0.5-2.5 (3)
MG/3ML. 1 vial inhale orally three times a day for URI

Resident refused this medication. NP in facility and is aware of this refusal.

h) Resident #37

Record review revealed that Resident #33 tested positive for RSV on 02/07/24.

A nursing note by RN #61 on 01/23/2024 at 8:39 AM stated:

Resident assessed this morning to be short of breath with labored breathing, using accessory muscles.
Resident's vitals taken with respirations at 23 breaths/min ad O2 81% on 2L O2. Diaphoretic, bounding radial
pulses bilaterally, not responding to verbal or physical stimuli. NP [NAME] made aware of situation and new
orders for 1 gram Rocephin now and 50 mis/hr. of 0.9% normal saline for 1 Liter. MPOA called and made
aware of situation and orders at this time

A nursing note on 01/23/2024 at 9:25 AM by LPN #27 stated:

(continued on next page)
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Clysis and Rocephin administered and resident continues to decline at this time blood pressure 63/32,
oxygen 84 on 4L via nasal cannula. MPOA made aware of resident's condition and would like resident sent
out. Resident continues to not respond to verbal commands. NP #95 made aware and gave orders to send
resident out.

A nursing note by LPN # 69 on 01/25/2024 at 4:19 AM stated:

Resident returned to facility at 6:25 PM via [NAME] County EMS with two attendants. Remains alert with
confusion, and in pleasant mood. States she is happy to be back and did not enjoy her time at the hospital.
Resident denies pain and discomfort. Respirations are even and unlabored. Receiving supplemental oxygen
via nasal cannula at 2LPM. Lung sounds diminished bilaterally with crackles heard in lower lobes. Abdomen
is soft, not distended, and not tender. Bowel sounds active x4 quadrants. Resident was incontinent of small
bowel movement upon arrival. 16 fr 10mL foley cath draining medium yellow urine to bedside bag. Peri and
cath care provided by staff. Bruising from insulin administration observed to resident's RLQ and LLQ. 4cm x
4cm unstageable pressure injury observed to left buttock, red and blue in appearance. Resident reoriented to

room. Food and fluids supplied. Resident currently resting in bed with eyes closed and respirations at ease.
Call bell within reach.

i) Resident #45
Record review revealed that Resident #45 tested positive for RSV on 02/07/24.
A note on 02/8/2024 at 1:40 PM by RN #55 stated:

positive for RSV and is in isolation. contact droplet precautions. Contact / Droplet Precautions due to positive
RSV test.

every day and night shift for RSV for 10 Days.

j) Resident #46

Record review revealed that Resident #46 tested positive for RSV on 02/16/24.
A note on 02/16/2024 at 6:00 AM by LPN #24 stated:

Resident has a nonproductive cough, lung sounds diminished throughout lobes, currently resting in chair in
room, denies pain or discomfort, tested positive for RSV.

A nursing note by LPN #69 on 02/16/2024 at 10:00 PB stated:

Resident has rested in bed this shift. Remains alert and oriented x3, and in pleasant mood. Has denied pain
and discomfort thus far this shift. Continues to have nonproductive cough. Denies shortness of breath. Vital
signs remain stable to resident's baseline. Received HS medications without difficulty. Currently resting in
bed with eyes closed and respirations at ease. Call bell within reach.

A nursing note on0 2/18/2024 at 10:55 AM by LPN #27 stated:

(continued on next page)

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
515141 Page 14 of 21




Department of Health & Human Services Printed: 02/11/2025

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
515141 B. Wing 10/03/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Bridgeport Healthcare Center 41 Crestview Terrace
Bridgeport, WV 26330

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0684 Resident continues on ceftriaxone Sodium Injection Solution Reconstituted 1 GM and Azithromycin 250mg

for cough and congestion. Has had no adverse reactions and is tolerating medications well. Resident sitting
Level of Harm - Minimal harm or up in wheelchair at bedside at this time with call bell in reach.
potential for actual harm

Residents Affected - Some
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F 0685 Assist a resident in gaining access to vision and hearing services.

Level of Harm - Minimal harm or 50795
potential for actual harm
Based on observation, record review, and interview, the facility failed to ensure the resident received the
Residents Affected - Few proper treatment and assistive devices to maintain his hearing abilities. This was a random opportunity for
discovery. Resident identifier: #44. Facility Census: 60.

Findings include:

a) Resident #44

During the initial brief screening process on 09/30/24 at approximately 1:16 PM, Resident #44 gestured that
he was unable to converse with this surveyor because he did not have his hearing aid. Upon being asked
where his hearing aid was, the resident managed to imply that his hearing aid was broken. The resident
motioned that he was unsure when he had lost the use of his hearing aid.

An interview with Licensed Practical Nurse (LPN) #24 on 10/01/24 at approximately 3:08 PM, revealed that
the resident's broken hearing aid had been turned into the nursing staff on 09/03/24. LPN #24 then produced
a blue sticky tab dated 09/02/24 with a hearing aid taped to it.

A review of Facility's grievance policy on 10/01/24 revealed the following statement:

Grievances will be resolved in a reasonable time frame, generally within 5 business days, consistent with the
type of grievance.

Further record review revealed no notes, or interventions, regarding resident's hearing aid.

During an interview with the facility's Executive Director (ED) #79 on 10/01/24 at approximately 3:11 PM,
related to Resident #44's hearing aid, and any orders or appointments related to his hearing, ED #79
produced the following documents, and stated that they were all the documentation she had on resident's
appointments and hearing aid.

a) A nursing note dated 08/02/24 at 11:17 AM by LPN #27 which stated:

Resident left at this time to go to appointment with VA Audiology. Transported by

facility van.

b) Another nursing note also dated 08/02/24 at 1:16 PM by LPN #27 which stated:

Resident returned from appointment at this time, no new orders follow up appointment

on June 2, 2025, at 12:30.

c) A handwritten note that stated:

[Resident #44] 9/30/24

(continued on next page)
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- Eye Center @ the VA 2/11/25 @ 8 AM
- May see Audiology 8a -2p to get hearing aid checked

Walk in Clinic

Further record review confirmed the eye center appointment in a nursing note dated 9/30/24 at 12:16 PM
which stated:

Residents eye center appointment at the VA Clinic rescheduled to 2/11/25 at 8 am facility to transport.
Message left for MPOA to call facility to be updated on new orders.

A review of the progress notes after the interview with ED #79 revealed the following notes:
A note dated 10/1/2024 at 3:29 PM by RN #42, which stated:

Spoke to Audiology clinic regarding residents broken hearing aid. We can drop off hearing aids between 8am
and 2 pm M-F to be fixed.

And another note on 10/02/24 at 10:43 AM which stated:

Resident's hearing aid sent with facility van driver at this time to VA Audiology to be dropped off for repair.
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F 0695 Provide safe and appropriate respiratory care for a resident when needed.

Level of Harm - Minimal harm or 42120
potential for actual harm
Based on observation, interview and record review the facility failed to deliver respiratory care services
Residents Affected - Few consistent with professional standards of practice. The physician's order for oxygen was not followed. This
practice affected one (1) of three (3) residents reviewed for respiratory care during the Long-Term Care
Survey Process (LTCSP). Resident identifier: #2. Facility Census: 60.

Finding included:
a) Resident #2

A review of American Association for Respiratory Care Clinical Practice Guideline -Oxygen Therapy in the
Home or Alternate Site Health Care Facility -2007 Revision & Update P1063-1067- Oxygen therapy is the
administration of oxygen at concentrations greater than that in ambient air (20.9%) with the intent of treating
or preventing the symptoms and manifestations of hypoxia. Oxygen is a medical gas and should only be
dispensed in accordance with all federal, state, and local laws and regulations.

An observation of Resident #2, on 10/01/24 at 9:41 AM, revealed the resident was receiving oxygen at four
and a half (4.5) Liters Per Minute (LPM) via nasal cannula (an oxygen delivery device) from an oxygen
concentrator.

A second observation of Resident #2, on 10/02/24 at 3:40 PM, revealed the resident was receiving oxygen at
four and a half (4.5) LPM via nasal cannula from an oxygen concentrator.

A review of the Resident's physician order on 10/03/24 at 9:45 AM, revealed the order Oxygen via nasal
cannula two (2) LPM, continuous. Every day and night shift for shortness of breath, with an order date of
02/21/24.

An interview with Licensed Practical Nurse (LPN) #59 on 10/03/24 at 10:09 AM, verified Resident #2 was
receiving oxygen at about five (5) LPM. She verified the resident was ordered oxygen at two (2) LPM via
nasal cannula continuous. The LPN verified the oxygen level was wrong and corrected the flow liter at that
time.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 515141 Page 18 of 21



Printed: 02/11/2025
Form Approved OMB

Department of Health & Human Services
Centers for Medicare & Medicaid Services

No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

COMPLETED
10/03/2024

A. Building

515141 B. Wing

NAME OF PROVIDER OR SUPPLIER

Bridgeport Healthcare Center

STREET ADDRESS, CITY, STATE, ZIP CODE

41 Crestview Terrace
Bridgeport, WV 26330

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0698

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide safe, appropriate dialysis care/services for a resident who requires such services.

42120

Based on record review, observation and staff interview the facility failed to ensure Resident #9 who required
dialysis received such services, consistent with professional standards of practice, by documenting/taking a
Blood Pressure (BP) on residents left arm. This was found true for 1 of 1 resident reviewed for dialysis during
the long-term care survey process. Facility census: 60. Resident identifier: 9.

Findings included:

a) Resident #9

1) A record review on 10/03/24 at approximately 8:40 AM found physicians' orders:

-- Observe permcath to right upper chest every shift for s/s of infection and or bleeding

every day and night shift. Order date active 5/7/2024.

--No blood draws or blood pressure to left arm every day and night shift. Order date active 5/7/2024.

--Check fistula to left arm for +thrill and +bruit every shift every day and night shift. Order date active
05/07/24.

A review of Resident #9s care plan revealed an intervention:

- AV Fistula in the left arm. stating not to take BP in left arm.

A review of the Treatment Administration Record (TAR) found documentation from nursing checking
Resident #9's AV Fistula in the left arm. The TAR stated not to take BP in left arm starting 05/07/24 being
checked off as completed with no issues noted from check.

10/03/24 09:05 AM found nurses documenting BP being taken in the left arm.

Record review of weights/Vital summary revealed between 05/07/24 through 10/03/24, documentation that
Resident #9 had a BP taken in the left arm on 74 different occasions.

An observation on 10/03/24 at approximately 9:30 AM revealed Resident #9 had no signage in the room,
bringing awareness to identify AV Fistula in the left arm.

stating not to take BP in left arm.
On 10/03/24 at 9:52 AM a call was placed to Resident #9's dialysis center revealed the order for no BP in left
arm did not come from the dialysis center or Neurologist. There was no reason not to take B/P in left arm

from them.
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F 0698 The representative from the dialysis center stated that Resident #9's fistula was not functioning and would
never be used for a dialysis port.

Level of Harm - Minimal harm or

potential for actual harm On 10/03/24 at 9:20 AM, The Director of nursing (DON) stated, The orders and care plan should have been
followed to not take a B/P in the left arm and the nursing staff should not have been documenting the AV

Residents Affected - Few Fistula was working.
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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

Level of Harm - Minimal harm or
potential for actual harm 42120

Residents Affected - Some Based on observation and staff interviews, the facility failed to have clean sanitized, steam table, freezer,
refrigerators and dish room. This had the potential to affect all residents that get their nutrition from the
kitchen. Facility census. 60.

Findings included:

a) Kitchen tour

Initial tour on 09/30/24 at 11:30 AM found:

1. Floor in walk in freezer had debris and dirt

2. Floors in the walk-in refrigerator had debris and dirt

3. The reach in refrigerator had debris and food spillage in the inside and spillage on the outside.

4. The Floor in the dish room had multiple missing floor tiles with brown and black substances in area making
it an issue to have a clean floor and area around the dish machine.

5. A black substance on the walls around the dish machine.

During an interview with the Dietary Manager during the initial tour all the issues above were verified. The
Dietary Manager said the issues would be fixed. She stated the corporate representative provided her with a
cleaning schedule form that had not been implemented at this time. DM also stated the dish room floor had
been in that condition since she has taken over as DM three (3) months earlier.

During a second tour in the kitchen on 10/03/24 at 11:55 AM an observation of the steam table found old
food debris in the well.

During an interview with the Dietary Manager and corporate dietary manager it was verified that the steam
table needed to be cleaned and sanitized.

During an interview, on 10/03/24 12:12 PM, with the kitchen manager and corporate dietary manager verified
the disrepair in the dish room, had previously been in put in the maintenance program to be fixed but has
never been completed.

During an interview, on 10/03/24, the Executive Director revealed that the Maintenance Director obtained a
quote for the dish room floor on August 21, 2024, but nothing else was completed and no further
documentation was provided.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 515141 Page 21 of 21



