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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility did not ensure that residents received treatment and 
care in accordance with professional standards of practice for 1 (R3) of 4 sampled residents.R3 has 
diagnoses including cerebral infarction (stroke), type 2 diabetes with retinopathy and neuropathy (diabetes 
causing damage to the nerves and retina), morbid obesity, cognitive communication deficit, generalized 
muscle weakness, and dementia. R3 developed a diabetic ulcer of his right great toe in the facility that 
became infected. R3 had a change of condition, became febrile with emesis and the facility failed to notify 
the physician immediately with this change of condition. R3 was later admitted to the hospital with a wound 
infection requiring Intravenous (IV) antibiotics. This is evidenced by:The facility does not have a diabetic foot 
check policy.The facility policy entitled, Notification of Changes, dated 1/2025, states, in part: Policy: The 
purpose of this policy is to ensure the facility promptly informs the resident, consults the resident's physician; 
and notifies, consistent with his or her authority, the resident's representative when there is a change 
requiring notification . Circumstances requiring notification include: . 2. Significant change in the resident's 
physical, mental or psychosocial condition such as deterioration in health, mental or psychosocial status. 
This may include: . b. Clinical complications . The facility policy entitled, Documentation of Wound 
Treatments, dated September 2024, states, in part: Policy: The facility completes accurate documentation of 
wound assessments and treatments, including response to treatment, change in condition, and changes in 
treatment. Policy Explanation and Compliance Guidelines: . 3. Wound treatments are documented at the 
time of each treatment. If no treatment is due, an indication on the status of the dressing shall be 
documented each shift (i.e., clean, dry, intact). 4. Additional documentation shall include, but is not limited to: 
a. Date and time of wound management treatments b. Weekly progress towards healing and effectiveness of 
current intervention c. Any treatment for pain, if present d. Modifications of treatments or interventions e. 
Notifications to physician and/or responsible party regarding wound or treatment changes. The Interact 
Standard of Practice guidelines indicate immediate notification is require for 2 or more episodes of vomiting 
within 12 hours with or without abdominal pain, bleeding, distention/fever. Non-immediate notification is 
required for intermittent recurrent vomiting without meeting immediate notification criteria. The guidelines 
also require immediate notification of a new onset temperature over 100.5 F regardless of any other 
symptoms. Non-immediate notification is required for recurrent daily temperature spikes for more than two 
days. R3 was admitted to the facility on [DATE], with diagnoses that include, in part: cerebral infarction 
(stroke), type 2 diabetes with retinopathy and neuropathy (diabetes causing damage to the nerves and 
retina), morbid obesity, chronic venous hypertension (high blood pressure in veins), cognitive communication 
deficit, generalized muscle weakness, and dementia. R3's Minimum Data Set (MDS), with Assessment 
Reference Date of 6/13/25, states that R3 has a BIMS (Brief Interview for Mental Status) of 6 out of 15, 
indicating that R3 is severely cognitively impaired. Section GG indicates R3 utilizes a wheelchair mobility 
device and requires substantial/maximal assistance for self-cares including toileting hygiene, shower/bathe 
self, and lower body dressing. Section GG also indicates R3 is dependent on staff for putting on and taking 
off footwear. Finally, Section GG indicates R3 requires substantial/maximal assistance for mobility including 
moving from sitting to lying, lying to sitting, sitting to standing, chair/bed-to-chair transfers, toilet transfers, 
tub/shower transfers and that R3 could not attempt to walk 10 feet due to a medical condition or safety 
concerns. R3's Comprehensive Care Plan indicates:Focus: The resident has an ADL self-care performance 
deficit r/t (related to) hx (history) of CVA (cerebrovascular accident or stroke) with left sided weakness, TIAs 
(transient ischemic attack, small stroke that resolves itself), morbid obesity, chronic back pain d/t (due to) 
disc disorders, osteoarthritis bilateral knees. Date Initiated: 
11/20/2024Interventions:AMBULATION/LOCOMOTION: No ambulation at this time d/t safety. Assist resident 
if he gets up by himself as his legs are weak. Date Initiated: 11/20/2024BATH: Prefers Shower. Date 
Initiated: 11/20/2024BATH: Prefers Whirlpool/Tub. Date Initiated: 11/20/2024BATHING/SHOWER: 
Substantial/max assist of 1. Avoid scrubbing & pat dry sensitive skin. Check nail length and trim prn. Report 
changes to the nurse. Nurse to cut nails d/t being diabetic. Date Initiated: 11/22/2024BED MOBILITY: 
Substantial/max assist of 1 to turn and reposition routinely. Date Initiated: 11/22/2024DEVICES: front 
wheeled walker (FWW). Date Initiated: 11/20/2024DEVICES: Wheelchair- Standard. Date Initiated: 
11/20/2024DRESSING: Provide partial/mod assist 1 for upper and lower ADLS including shoes/socks. (MDS 
indicates he is dependent). Date Initiated: 11/20/2024Oral Care: Set Up. Date Initiated: 
01/21/2025PERICARE: substantial/max assist of 1 for toileting hygiene and clothing and incontinent product 
management. Date Initiated: 11/20/2024TRANSER: Hoyer assist of 2. Date Initiated: 02/11/2025Focus: The 
resident has impaired cognitive function/dementia or impaired thought processes r/t Impaired decision 
making. Date Initiated: 11/27/2024Interventions:Administer medications as ordered. Monitor/document for 
side effects and effectiveness. Date Initiated: 11/27/2024Communicate with the resident/family/caregivers 
regarding residents capabilities and needs. Date Initiated: 11/27/2024Monitor/document/report PRN (as 
needed) any changes in cognitive function, specifically changes in: decision making ability, memory, recall 
and general awareness, difficulty expressing self, difficulty understanding others, level of consciousness, 
mental status. Date Initiated: 11/27/2024 Focus: Alteration in endocrine system r/t DMT2 with unstable 
sugars, insulin dependent. Date Initiated: 12/05/2024Interventions:1/15/25 - Risk vs Benefit discussion held 
regarding following recommended DMT2 diet. Date Initiated: 01/15/2025Diabetes medication as ordered by 
doctor. Monitor/document for side effects and effectiveness. Date Initiated: 12/05/2024Diabetic foot care. 
Date Initiated: 12/05/2024Dietary consult for nutritional regimen and ongoing monitoring. Date Initiated: 
12/05/2024Educate resident/family/caregiver: Diabetes is a chronic disease, and that compliance is essential 
to prevent complications of the disease, Review complications and prevention with the 
resident/family/caregiver, elicit a verbal understanding from the resident/family/caregiver, that nails should 
always be cut straight across, never cut corners. File rough edges with emery board. Date Initiated: 
12/05/2024Educate resident/family/caregivers as to the correct protocol for glucose monitoring and insulin 
injections and obtain return demonstrations. Continue until comfort level with procedures is achieved. Date 
Initiated: 12/05/2024Monitor/document/report PRN (as needed) for s/sx (signs and symptoms) of 
hyperglycemia: increased thirst and hunger, frequent urination, weight loss, fatigue, dry skin, poor wound 
healing, muscle cramps, Abd (abdominal) pain, deep, labored (Kussmaul) breathing, acetone breath (smells 
fruity), stupor, coma. Date Initiated: 12/05/2024Nurse to provider nail care. Date Initiated: 12/05/2024 Focus: 
The resident has potential for impaired skin integrity r/t (related to) at risk for skin breakdown and has actual 
impairment to skin integrity as evidenced by open wounds, scabs, scratches, and self-inflicted lesions. Date 
Initiated: 11/20/2024Goal: The resident will have all other skin remain intact, free of redness, blisters or 
discoloration by/through review date. Date Initiated: 11/20/2024. Target Date: 07/03/2025Goal: The 
resident's multiple skin issues will show signs of healing and remain free from infection by/through review 
date. Date Initiated: 11/22/2024. Target Date: 07/03/2025Interventions:Administer treatments as ordered and 
monitor for effectiveness. Date Initiated: 11/20/2024Inform the resident/family/caregivers of any new area of 
skin breakdown. Date Initiated: 11/20/2024S/P (Status Post) Fall 4/9/25 Intervention - The resident needs to 
wear off-loading boots when out of bed except when transferring. Remove boots when in recliner chair with 
foot-rest elevated. Has wedge pillow in bed for off-loading heels in bed. Date Initiated: 03/18/2025Treat pain 
as per orders prior to treatment/turning etc. to ensure the resident's comfort. Date Initiated: 
11/20/2024Weekly treatment documentation to include measurement of each area of skin breakdown's 
width, length, depth, type of tissue and exudate. Date Initiated: 11/20/2024Wound dressing to be inspected 
by nursing staff post bath. Date Initiated: 01/15/2025 Focus: The resident has infection, cellulitis of the right 
toe. Date Initiated: 07/01/2025Goal: The resident will be free from complications related to infection through 
the review date. Date Initiated: 07/01/2025. Target Date: 07/14/2025Interventions:Administer antibiotic as per 
MD orders. Update provider with any side effects. Date Initiated: 07/01/2025Follow facility policy and 
procedures for line listing, summarizing and reporting infections. Date Initiated: 07/01/2025Maintain universal 
precautions when providing resident care. Date Initiated: 07/01/2025(Of note: This care plan was not initiated 
until 7/1/25, when R3 returned from the hospital following treatment for his right great toe infection. R3 was 
initially diagnosed with cellulitis of right toe on 5/19/25.) R3's Physician Orders state, in part:Bathing: Check 
skin weekly with bath, Update MD (Medical Doctor) with any abnormalities. DIABETIC - nursing to perform 
nail care and diabetic foot check one time a day every Tue, Fri for bathing and skin check. Order date: 
1/30/25. Discontinued: 6/24/25Bathing: Check skin weekly with bath, Update MD (Medical Doctor) with any 
abnormalities. DIABETIC - nursing to perform nail care and diabetic foot check one time a day every Wed, 
Fri for bathing and skin check. Order date: 6/24/25. Active Order.Site #21. Non-pressure wound of the right, 
first toe. Apply alginate, cover with gauze island with border daily and as needed in the evening for wound 
treatment. Order date: 5/12/25. Discontinued: 5/19/25.Site #21. Non-pressure wound of the right, first toe. 
Cleanse wound with sterile water, apply alginate calcium w/ (with) silver (cut to size of wound), cover with 
gauze island with border BID (twice a day) and PRN (as needed) if saturated, soiled, or dislodged. Order 
date: 5/20/25. Discontinued: 5/26/25.Site #21. Non-pressure wound of the right, first toe. Cleanse wound with 
sterile water, apply leptospermum honey and alginate calcium w/ (with) silver (cut to size of wound), cover 
with gauze island with border BID (twice a day) and PRN (as needed) if saturated, soiled, or dislodged. 
Order date: 5/26/25. Discontinued: 6/16/25.Site #21. Non-pressure wound of the right, first toe. Cleanse 
wound with sterile water, apply Santyl to wound bed and alginate calcium w/ silver (cut to size of wound), 
cover with gauze island with border BID (twice a day) and PRN if saturated, soiled, or dislodged. Two times a 
day for Wound treatment. Order date: 6/17/25. Discontinued 6/23/25.R3's Treatment Administration Record 
for June 2025, indicates R3 missed an ordered wound treatment date at 18:00 (6:00 PM) on 6/23/25. On 
6/24/25, the physician's orders of wound treatment to be completed twice a day was not prescribed correctly 
and the 06:00 (6:00 AM) treatment was not completed. Through interview, as recorded below, the staff 
member who signed out R3's wound treatment on 6/24/25 at 18:00 stated that they did not complete the 
wound treatment, and it was recorded in error. This signifies three wound treatments not completed in a row 
from 6/23/25 at 18:00 through 6/24/25 at 18:00.R3's Progress Notes and Hospice Notes indicate, in part:On 
6/20/26 at 15:58 (3:58 PM) a Nurses Note is written that states: The resident had a podiatry appointment 
today. MD stated, debrided all 9 toenails, wound care looks good and will continue as directed, F/U (follow 
up) in 3 months. On 6/23/25 at 08:14 (AM) Wound/Skin Healing Note is written by RN C, that states, in part: 
Wound information: Right toe(s) - Other (specify): non-pressure: Length = 1, Width = 1.9, Depth = 0.1, The 
wound seems to be worsening at this time . The skin/wound is showing no s/s (signs and symptoms) 
infection at this time . There is no wound odor present. Wound Bed reviewed and as follows: Granulation %: 
70 . Slough %: 30 . Wound bed: Full Thickness . Current treatment includes: Cleanse wound with sterile 
water, apply Santyl to wound bed and alginate calcium w/ silver (cut to size of wound), cover with gauze 
island with border BID (twice a day) and PRN if saturated, soiled, or dislodged. Two times a day for Wound 
treatment . Provider last updated on 6/23/25 at 2:00 PM. Will continue the current plan of care for resident .
On 6/24/25 at 14:20 (2:20 PM) a Diabetic Foot Check note is written that states, in part: . Right Foot: Warm, 
Dry, not cracked, Toenails Thick, Edema . On 6/25/25 at 08:45 (8:45 AM), a Call Documentation note is 
written by a Hospice RN (Registered Nurse), that states, in part: . Reason for call: GI (gastrointestinal) 
Problem (Emesis at breakfast) and Fever (100.9). Calling to report that pt (patient) is not feeling well this 
morning. Told one nurse that he ached all over At breakfast, he had an emesis, while he was throwing up, he 
was still trying to eat his food . Confirmed he took his scheduled meds (medications), including Tylenol and 
anti-hypertensives . Confirmed that CNA (Certified Nursing Assistant) and RN are scheduled to visit today .
)(Of note: Hospice does not indicate an MD was contacted).On 6/25/25 at 10:36 AM, a Hospice Note is 
written by a Hospice RN (Registered Nurse), that states, in part: . [Staff Name] reports that patient was 
eating breakfast and that he eats fast and does not [sic] take the time to chew foods thoroughly and that he 
started coughing this morning and committed/spit up food that he was eating . Assessment completed. 
Patient reporting 7/10 generalized discomfort, which was reported to SNF (Skilled Nursing Facility) RN who 
administered PRN (as needed) oxycodone (pain medication) during RN visit . Wound assessment done . 
30% Slough, 70% Granulation . On 6/25/25 at 15:27 (3:27 PM) a Nurses Note is written that states, in part: 
Resident had an emesis at 0810 (8:10 AM) this morning. VS (Vital Signs) were within normal limits other 
than his temp (temperature) was 100.9 (Fahrenheit). Residents' shirt was changed and taken back out to 
breakfast. Resident was throwing up his [Brand Name] juice and was coughing a small chunk of food the 
size of a dime. Resident finished eating and stated he felt fine. Hospice, family and DON (Director of 
Nursing) were updated. Residents temp was taken later after lunch, and it was 98.7 (Fahrenheit) . On 
6/25/25 at 17:00 (5:00 PM) a Hospice: Communication note is written that states, in part: To whom: [Provider 
Name] Hospice Triage Nurse. Hospice note/updates provided: Resident having pain to lower back 7/10 pain 
ad (pain scale). Administered Oxycodone 5 mg PRN at 15:41 (3:41 PM). While on phone with Hospice 
update given vitals BP 140/82, Pulse 77 resp (Respirations per Minute), 24. Blood glucose 207. Resident is 
DNR (Do Not Resuscitate) and told by Hospice to not send out unless notified of family wishing to send. 
Resident also c/o (complains of) Nausea. During conversation resident stated no relief of pain and 
worsening. Nurse will contact on call Nurse to come visit with resident and will call with arrival .(Of note: 
Surveyor unable to identify a physician or provider notification).On 6/25/25 at 17:03 (5:03 PM) a Call 
Documentation note was signed by a Hospice RN that states, in part: . Pain description . Severe lower back 
pain . [Staff Name] states pt (patient) vomited this morning around breakfast time. She states pt is just not 
right . [Staff Name] states pt still c/o nausea . Writer assured [Staff Name] that an [Hospice Provider Name] 
RN will make visit for assessment. [Staff Name] questioned if she should send pt to the ER. Writer informed 
[Staff Name] that plan for now is to have an [Hospice Provider Name] make visit for assessment and writer 
will contact pts (patients) AHCPOA (Activated Healthcare Power of Attorney), wife [Name] to determine if she 
would like him sent to the ER .(Of note: Surveyor unable to identify a physician or provider notification).On 
6/25/25 at 17:25 (5:25 PM) a Call Documentation note was signed by a Hospice RN that states, in part: . 
Symptoms reported: anxiety and restlessness . [Staff Name] states pt is grimacing, restless, anxious, and 
looks miserable .(Of note: Surveyor unable to identify a physician or provider notification).On 6/25/25 at 
19:44 (7:44 PM) a Hospice Note is written by a Hospice RN that states, in part: . Issues: drowsy, fatigue, 
forgetfulness . Focused visit performed d/t: Acute pain . Patient noted pain has improved with medications 
given . Discussed goals of care? Yes. Discussion included the following domains symptoms management 
and medical interventions. The following individuals were involved in the discussion: Daughter, facility nurse .
(Of note: Surveyor unable to identify a physician or provider notification).On 6/26/25 at 0947 (9:47 AM), a 
Call Documentation note was signed by a Hospice RN that states, in part: . Narrative: Caller reports that 
yesterday at breakfast at 0810 (8:10 AM) pt has emesis and again today at 0810 had emesis. Yesterday at 
time of emesis temp was 100.9 and today Temp was 100. Caller reported yesterday pt only had a bite of 
food and some [Brand Name] juice and today patient only ate a banana. Caller reports patient is a diabetic 
and received his morning medication prior to eating . Collaborated with: writer sent email update to RN [Staff 
Name] assigned to visit today .On 6/26/25 at 13:38 a Communication: Provider note is written that states, in 
part: This nurse updated wound MD (MD's Name) about resident's right great toe, wound has had significant 
change since seen by wound MD on 6/23/25. Toe is swollen/weeping, top of foot red and warm to touch. 
Wound edges undermining/tunneling with wound bed mushy/boggy. Resident has also had 2 emesis over 
last 36 hours with increased temp both days after emesis. Resident has flatter affect and appears to have 
decreased appetite, increase c/o pain to back. Hospice here and is updating family and going over options 
d/t (due to) wound MD suggesting resident be sent to local ER (Emergency Room) for evaluation.(Of note: 
No physician notification was made following these fevers or episodes of emesis until this date and time.) On 
6/26/25 at 16:41 (4:41 PM), with noted Visit Time of 12:40 PM - 1:20 PM, a Hospice Note is written by a 
Hospice RN that states, in part: . 6/26- erythema (redness), warmth and pain to right great toe, weeping 
edema (swelling) to R (right) great toe . On arrival patient is sitting up in his WC (wheelchair) in the dining 
room with feet dependent, Tubi grips in place. Patient is pale/gray in color. Appears drowsy. Alert/oriented to 
person only. PAINAD-2, facility staff report increased pain and restlessness over last 3-4 days Visible 
discomfort with palpation of BLE (Bilateral Lower Extremities). Vital signs are stable, patient is afebrile during 
visit, however staff report fever last 2 mornings, patient is receiving scheduled Tylenol . Right foot is red, hot 
to the touch and swollen. Right toe is extremely swollen with notable blistered periwound near the toe joint. 
Wound bed is boggy and gray, tunneling to a depth of 0.3cm (centimeters), with foul smelling drainage . 
Facility RN [Staff Name] messaged wound care provider photos of wound . [Doctor's Name] (MD ***) as he 
assessed the wound on Monday 6/23 confirms worsening of wound and based on assessment recommends 
patient be seen in ED, concerning need for amputation . On 6/26/25 at 16:41 (4:41 PM), a Transfer to 
Hospital note is written that states, in part: . Reason(s) for Transfer: Other - Right great toe wound . R3's 
Hospital Documentation includes: On 6/26/25 at 8:52 PM, an ED (Emergency Department) Provider Note is 
written by an ED Physician that states, in part: . presents with toe infection. Patient has been battling 
infection in his toe for some time. Worsened today Patient and family do not wish to have amputation . 
Musculoskeletal: . Comments: . There is an open wound roughly couple centimeters wide overlying the 
proximal phalanx (tubular long bone in toe) and MTP (metatarsophalangeal/joint in foot) of the first toe. Does 
have intact capillary refill. No sensation. There is obviously necrotic surrounding tissue, and the area was 
boggy with some slightly yellowish cloudy drainage. There is mild acute erythema superimposed on chronic 
venous stasis changes to the foot. There is some mild increased warmth . On 6/26/25 at 11:09 AM, a History 
and Physical Note is written by an Internal medicine Physician that states, in part: .Assessment/Plan: 
Assessment: 1. Diabetic foot ulcer - continue IV Merrem, Vanco (Antibiotics) - plan to transition to orals as 
patient clinically improves - continue wound care - not surgical candidate . On 6/26/25, a Clinical Note was 
documented by a hospital RN that indicates the wound bed contains 100% Slough. On 6/29/25, R3's Blood 
Cultures resulted finding Staph aureus (bacteria) in R3's blood.On 6/30/25, a Progress Note is written by an 
Internal Medicine Physician that states, in part: . -reviewed with patient and wife positive blood cultures . 
Assessment and Plan 1. Diabetic foot ulcer stage III - continue IV Merrem, Vanco - clinical improvement 
noted . 2. Bacteremia (Bacteria in the blood) - currently hemodynamically stable - continue IV antibiotics as 
above .R3's After Visit Summary, dated 7/1/24, indicates a principal diagnosis for hospitalization as a 
Diabetic foot infection.On 7/3/25 at 9:26 AM, Surveyor interviewed CNA/Nurse Tech I (Certified Nursing 
Assistant/Nursing Technician/Student). Surveyor asked CNA/MedTech I if she noted any changes to R3's 
wound when she completed wound treatment on 7/24/25 on the PM shift. CNA/Nurse Tech I indicates she 
did not complete that treatment and did not know why the TAR (Treatment Administration Record) indicated 
that she was the one who completed that treatment. CNA/Nurse Tech I also indicates she does not complete 
wound treatments at the facility.On 7/3/25 at 9:43 AM, Surveyor interviewed LPN D (Licensed Practical 
Nurse). Surveyor asked LPN D if wound treatment is complete, should it be documented. LPN D indicates, 
yes.On 7/3/25 at 10:55 AM, Surveyor interviewed RN C (Registered Nurse). Surveyor asked RN C if she was 
the one who put in the order for R3's wound treatment order on 6/23/25 to start 6/24/25. RN C indicates, yes. 
Surveyor asked RN C if she knew what time and date the order was set for. RN C indicates it should have 
popped up for 6:00 AM on 6/24/25. Surveyor asked RN C if the order should have been set to start on AM 
shift on 6/24/25 instead of on PM on 6/24/25 due to the treatment being ordered twice a day. RN C indicates, 
yes. Surveyor asked RN C if the treatment should have been completed in the AM on 6/24/25 per physician 
order. RN C indicates, yes. Surveyor asked RN C if symptoms of a fever and emesis considered a change of 
condition. RN C indicates, yes. Surveyor asked RN C if symptoms of a fever and emesis require physician 
notification. RN C indicates, yes.On 7/3/25 at 12:18 PM, Surveyor interviewed NHA A (Nursing Home 
Administrator) and DCO G (Director of Clinical Operations). Surveyor asked DCO G what does it mean on 
the MAR (Medication Administration Record)/TAR (Treatment Administration Record) if a space is left blank? 
DCO G indicates, it is not complete. Surveyor asked DCO G what it means on the MAR (Medication 
Administration Record)/TAR (Treatment Administration Record) if there is an X. DCO G indicates, it means 
the order was not scheduled for that time. Surveyor asked DCO G if Nurse Techs are allowed to complete 
wound care. DCO G indicates she is not sure and would have to check their individual competencies. 
Surveyor asked DCO G who should be signing off the administration of medications or treatments. DCO G 
indicates, whomever administered the medication or treatment and whomever witnessed it being completed. 
Surveyor asked DCO G if providers orders should be carried out as they are ordered. DCO G indicates, yes. 
Surveyor indicates, on 6/23 there is a blank space for the PM shift wound treatment. Surveyor asked DCO G 
should the treatment have been documented if it was completed. DCO G indicates, yes. Surveyor asked 
DCO G if a provider should have been notified if the treatment was not provided. DCO G indicates, yes. 
Surveyor indicates, on 6/24 there is an X for the AM wound treatment. Surveyor asks DCO G, should the 
order have been placed to start on 6/24 in the AM instead of the PM. DCO G indicates, if that's when it was 
ordered it should have been administered on the 24th in the AM. Surveyor asked DCO G if a provider should 
have been notified if the treatment was not provided. DCO G indicates, yes. Surveyor indicates, on 6/24 
there is now a blank space, which was previously filled with CNA/Nurse Tech I's initials, for the PM shift 
wound treatment. Surveyor asks DCO G should the treatment have been documented if it was completed. 
DCO G indicates, yes. Surveyor asked DCO G if a provider should have been notified if the treatment was 
not provided. DCO G indicates, yes. Surveyor asked DCO G what are some examples of when staff are 
expected to notify a physician. DCO G indicates, the facility expects staff to utilize the Interact standard of 
practice. Surveyor asked DCO G if she would expect staff to notify a physician for emesis and a fever. DCO 
G indicates, yes. Surveyor asked DCO G when she would expect a provider to be notified. DCO G indicates 
she would expect staff to follow Interact guidelines. Surveyor asked DCO G if she would expect staff to write 
a progress note regarding when a provider was contacted. DCO G indicates yes.
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Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility did not ensure resident environments remained free of 
potential accidents/hazards for 1 of 1 residents (R2) reviewed for electric wheelchairs. 

R2 utilizes a power wheelchair for mobility, which was noted to be charging in his room.

As evidenced by:

Facility policy, titled Motorized Assistive Device Policy and Procedure, dated May 2024, states, in part: Policy 
Statement: it is the policy of the facility to promote the safety of all residents, staff members and contractors, 
and visitors as well as the integrity of the facility grounds by defining allowable use and limitations for 
resident's personal motorized assistive devices Procedure: . If a resident chooses to utilize a motorized 
assistive device, resident will agree to do the following: . 1 . e. Availability of safe storage and electrical 
charging location. f. The resident will agree to abide by the motorized assistive device policy for use on 
facility property .

R2 admitted to the facility on [DATE] with Quadriplegia. R2 utilizes a power wheelchair for mobility.

R2's care plan, dated 3/3/25, states, in part: Focus: The resident has an ADL (Activities of Daily Living) 
deficit r/t (related to) Quadriplegia secondary to C4 and C7 spinal cord injury from an MVA (Motor Vehicle 
Accident) in November 2023 . Intervention: Devices: Electric Wheelchair. Is safe to use indoors and outdoors 
without supervision. WC (wheelchair) to be charged in the beauty shop at night. Date Initiated: 3/3/35. 
Revision on: 3/3/25 .

On 7/2/25 at 10:08 AM, Surveyor observed R2's power wheelchair in his room but it was not plugged in. R2 
stated, They charge it in my room, but I don't think it's supposed to. R2 stated that when the staff would drive 
his electric wheelchair out of his room to go charge it elsewhere, that they would ram it into the wall or door 
and pieces of the arm rests would be clipped off. R2 stated that it was an expensive wheelchair, and he 
wouldn't be able to get another one, so he wanted it to be taken care of properly. R2 stated the wheelchair 
was charging in his room per his request, because he didn't want staff driving it and damaging it further.

On 7/2/25 at 1:33 PM, Surveyor interviewed CNA F (Certified Nursing Assistant) about R2's power 
wheelchair. CNA F stated that R2's wheelchair was charged in his room, per his request, because one of the 
staff members banged it against the wall and now R2 didn't want anyone to touch his wheelchair.

On 7/3/25 at 9:55 AM, Surveyor interviewed CNA E about R2's power wheelchair. CNA E stated that they 
charge R2's wheelchair in his room because that is what he wants.

On 7/3/25 at 10:32 AM, Surveyor interviewed CNA/Med Tech I, who stated that she did not know where R2's 
power wheelchair was being charged, but that they were supposed to be charged in the beauty salon.

(continued on next page)
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On 7/3/25 at 11:12 AM, Surveyor interviewed RN C (Registered Nurse) who stated she wasn't sure where 
R2's power wheelchair was being charged, but that they should be charged in the salon.

On 7/3/25 at 11:23 AM, HR H (Human Resources) took Surveyor to the beauty salon and stated that was 
where the power wheelchairs were normally charged. HR H showed Surveyor a small tan cord and indicated 
that was R2's cord for his power wheelchair. 

On 7/3/25 at 11:28 AM, Surveyor observed that neither R2 nor his power wheelchair were in his room, but 
that a thick black cord was plugged into the wall outlet in R2's room. 

On 7/3/25 at 11:31 AM, Surveyor asked DCO G (Director of Clinical Operations) to join her in R2's room to 
see if the thick black cord was the charging cord for his power wheelchair. R2 came down the hallway and 
observed Surveyor and DCO G at the doorway of his room. R2 stated, yes, that is my charger there. I know 
it's not supposed to be charged in here, but I don't think anyone should be able to bust up a $10,000 chair 
except me.

On 7/3/25 at 11:32 AM, DCO G indicated power wheelchairs should not be charging in resident rooms. DCO 
G stated she would have a chat with NHA A (Nursing Home Administrator) about it and provide some 
education to staff about safe charging of electric wheelchairs.

44525425

11/21/2025


