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Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of
being admitted

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, interviews, and record reviews the facility failed to develop and implement a baseline
care plan for each resident that includes the instructions needed to provide effective and
person-centered care of the resident that meet professional standards of quality care within 48 hours
of a resident's admission for 4 (Resident #40, Resident #76, Resident #86, and Resident #97) of 19
residents reviewed for baseline care planning.1. The facility failed to include dialysis in Resident
#40's baseline care plan.2. The facility failed to include a central line in Resident #76's baseline care
plan.3. The facility failed to include a central line and a life vest in Resident #86's baseline care
plan.4. The facility failed to include a PICC line in Resident #97's baseline care plan.These failures
could place newly admitted residents at risk of not receiving safe, effective, person-centered
care.Findings Included:1. Record review of Resident #40's admission record dated 03/11/26 revealed
a [AGE] year-old female admitted to the facility on [DATE] with diagnoses that included, but were
not limited to, end stage renal disease (kidney failure) and dependence on renal dialysis (process of
removing excess water, solutes, and toxins from the blood in people whose kidneys can no longer
perform these functions naturally).Record review of Resident #40's EHR under the MDS tab revealed
an admission MDS assessment with an ARD of 02/27/26 that was labelled export ready. Resident #40
had a BIMS score of 13 which indicated intact cognition.Record review of Resident #40's baseline
care plan initiated on 02/23/26 revealed no mention of dialysis except in the list of diagnoses at the
bottom of the care plan where she was noted to have dependence on renal dialysis. The care plan
included the following focus area: [Resident #40] Has nutritional problem or potential nutritional
problem r/t . ESRD My current diet is LIBERALIZED RENAL diet .Record review of Resident #40's
order summary report dated 03/11/26 revealed the following orders with corresponding order
dates:02/23/26 LIBERALIZED RENAL diet.02/23/26 DIALYSIS COMMUNICATION FOMR TO BE
COMPLETED AND FILED/SCANNED IN CHART ON DIALYSIS DAYS02/24/26 [Name address and
phone number of dialysis clinic]02/23/26 HEMODIALYSIS 3X/WEEK EVERY T-TH-SAT
@12PM.Record review of Resident #40's progress notes dated 02/09/26-03/12/26 revealed the
following notes with corresponding dates and times:02/23/26 at 05:45 PM .Genitourinary: Dialysis -
while a Resident.02/24/26 at 04:41 PM Res was taken to Dialysis, no new issues noted.During an
observation and interview on 03/10/26 at 09:34 AM Resident #40 was seated in her wheelchair in her
room. Her left upper wrist had what appeared to be lumpy bruising. When asked about the bruising,
she stated, That is where I get dialysis. Resident #40 stated she went for dialysis three times a week
on Tuesdays, Thursdays, and Saturdays.2. Record review of Resident #76's admission record dated
03/11/26 revealed a [AGE] year-old male admitted to the facility on [DATE] with diagnoses that
included, but were not limited to, chronic osteomyelitis with draining sinus right ankle and foot
(persistent bone infection that often requires surgical intervention and long-term antibiotic therapy),
type 2 diabetes mellitus with foot ulcer (insufficient production of insulin, causing high blood sugar
with a foot ulcer caused by nerve damage, poor circulation and high blood sugar), and non-pressure
chronic ulcer of other part of right foot with unspecified severity (an ulcer on the right foot not caused
(continued on next page)
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by pressure).Record review of Resident #76's EHR under the MDS tab revealed an admission MDS
assessment with an ARD of 03/03/26 that was labelled In Progress. Resident #76 had a BIMS score
of 15 which indicated intact cognition.Record review of Resident #76's baseline care plan initiated on
02/26/26 revealed no mention of a central line or IV medication administration.Record review of
Resident #76's order summary report dated 03/11/26 revealed the following orders with
corresponding order dates:02/26/26 CENTRAL LINE - CHANGE DRESSING prn IF WET, SOILED,
SATURATED OR LOOSE as needed02/26/26 CENTRAL LINE CARE: CHANGE CENTRAL LINE
DRESSING Q 7 DAYS.02/26/26 CENTRAL LINE FLUSHING: FLUSH WITH 5 cc 0.9% NS IV SOLUTION
BEFORE AND AFTER EACH MED ADMINISTRATION every 4 hours02/26/26 CHANGE INTRAVENOUS
TUBING EVERY 24HOURS [sic] every day shift02/26/26 Enhanced Barrier Precautions: PPE required
or high resident contact care activities. Indication: IMPLANTED IV ACCESS AND WOUNDS every
shift03/06/26 Nafcillin Sodium Injection Solution Reconstituted 2 GM . Use 2 grams intravenously
every 4 hours related to CHRONIC OSTEOMYELITIS WITH DRAINING SINUS, RIGHT ANKLE AND FOOT
. UNTIL 04/07/26 .Record review of Resident #76's MAR for February 2026 revealed the following
order with a start date of 02/26/26 and end date of 03/06/26: Nafcillin Sodium Injection Solution
Reconstituted 2 GM . Use 2 grams intravenously every 4 hours related to CHRONIC OSTEOMYELITIS
WITH DRAINING SINUS, RIGHT ANKLE AND FOOT .During an observation and interview on 03/12/26
at 08:43 AM Resident #76's central line was observed to be on his chest. It was a right upper
subclavian (the artery or vein which serves the neck and arm on the left or right side of the body)
central line. The dressing on the central line was dated 03/10/26. Resident #76 stated staff changed
the dressing every 3 days.3. Resident #86 was a closed record review. Record review of Resident
#86's admission record dated 03/11/26 revealed a [AGE] year-old male admitted to the facility on
[DATE] with diagnoses that included, but were not limited to osteomyelitis (infection of the bone),
non-st elevation myocardial infarction (damage to the heart muscle caused by a loss of blood supply
due to blockages of the arteries), acute on chronic systolic congestive heart failure (the sudden
exacerbation of a lifelong condition that affects the left ventricle. It occurs when the heart muscle is
weak and the ventricle can't contract normally. Symptoms include shortness of breath, fatigue, leg
swelling, and increased risk of arrhythmias and organ failure), and presence of aortocoronary bypass
graft (an indication of heart surgery to restore blood flow to the heart due to blocked arteries).
Resident #86 was discharged from the facility on 02/07/26.Record review of Resident #86's EHR
under the MDS tab revealed an admission MDS was not started for Resident #86 prior to his Discharge
Return Anticipated on 02/07/26.Record review of Resident #86's baseline care plan initiated on
02/03/26 revealed no mention of a central line or a life vest (a wearable vest designed to protect
individuals at risk of sudden cardiac arrest by continuously monitoring the heart and delivering a
life-saving shock if a dangerous heart rhythm is detected).Record review of Resident #86's MAR for
February 2026 revealed the following orders with corresponding start dates:02/04/26 CENTRAL
LINE/MID LINE FLUSHING: FLUSH WITH 5 CC 0.9% NS IV SOLUTIONBEFORE AND AFTER EACH MED
ADMINISTRATION02/03/26 ceFAZolin Sodium Injection Solution Reconstituted 2 GM . Use 2 gram
intravenously every 8 hours related to OSTEOMYELITIS .Record review of Resident #86's order
summary report for active orders as of 02/03/26 revealed the following order and corresponding start
date: 02/06/26 RESIDENT TO WEAR LIFE VEST AT ALL TIMES . REMOVE FOR SHOWERS ONLY4.
Record review of Resident #97's admission record dated 03/12/26 revealed a [AGE] year-old male
admitted to the facility on [DATE] with diagnoses that included, but were not limited to, chronic
obstructive pulmonary disease (inflammation of lung tissue due to non-infectious causes, which
results in cough without mucus or phlegm, shortness of breath, and fatigue), heart failure (heart
muscle fails to pump blood as it should), and cirrhosis of liver (impaired liver function caused by the
formation of scar tissue). Resident #97 was discharged from the facility on 03/11/26.Record review
of Resident #97's EHR under the MDS tab revealed no admission MDS assessment was
started.Record review of Resident #97's baseline care plan revealed no mention of a central
(continued on next page)
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line.Record review of Resident #97's order summary report dated 03/12/26 revealed the following
order with corresponding start date: 03/09/26 ceftriaxone Sodium Intravenous Solution Reconstituted
1 GM . Use 1 gram intravenously every 24 hours for Infection for 5 DaysRecord review of Resident
#97's MAR for March of 2026 revealed the following orders with corresponding start dates:03/07/26
ceftriaxone Sodium Intravenous Solution Reconstituted 1 GM . Use 1 gram intravenously every 24
hours for infection . D/C Date- 03/09/202603/07/26 May insert PICC d/t IV ABT therapy one time
only for PICC placement for 1 Day .During an observation and interview on 03/10/26 at 02:49 PM
Resident #97 was sitting up in his bed. His nurse stated Resident #97 received IV antibiotics.During an
interview on 03/12/26 at 08:45 AM RN A stated the purpose of a baseline care plan was to provide
quality care, and make sure there is a treatment plan, and we are hitting all of our goals. She stated
central and PICC lines should be included in baseline care plans due to cleaning, flushing, and
dressing changes. RN A stated a life vest, and dialysis should both be included in baseline care plans.
She stated not have this information in a baseline care plan could negatively impact a resident if a
baby nurse or an inexperienced nurse was assigned to provide care to the resident.During an
interview on 03/12/26 at 08:52 AM ADON B stated baseline care plans were completed by herself,
DON, ADON C, and MDS LVN. She stated the purpose of a baseline care plan was to outline how the
facility was going to take care of the resident. She stated central lines, PICC lines, dialysis, and life
vests should be included in baseline care plans. She stated she did not know why they were not
included in the baseline care plans of Residents #40, #76, #86, and #97 unless it was because some of
the residents were not here (in facility) very long. ADON B stated leaving the above mentioned
information out of a baseline care plan could potentially negatively impact a resident if someone is
new to taking care of them (residents) and doesn't know what is going on with them
(residents).During an interview on 03/12/26 at 09:21 AM DON stated ADON B and MDS LVN were
responsible for completing baseline care plans. She stated the purpose of the baseline care plan was
to have the base of patient care. DON stated of central lines and PICC lines, It should be included on
there (baseline care plan) just because that (central and PICC lines) is something that we are
monitoring. She stated she did not know why they were not included in Residents #76, #86, and #97's
baseline care plans, but she would ensure they were added. DON stated a life vest should be included
in the baseline care plan. She stated she did not know why it was not included in Resident #97's
baseline care plan. DON stated dialysis should be included in a baseline care plan. DON stated an
incomplete or inaccurate baseline care plan would not affect the resident's care because nurses
followed physician orders and the care plan was just our goals that we set.Record review of an
undated facility policy titled, Baseline Care Plan Policy revealed the following: .The purpose of this
policy is to ensure that every resident admitted to the facility receives a timely, person-centered
baseline care plan that addresses immediate needs and supports safe, effective care during the initial
admission period. The facility will develop and implement a baseline care plan within 48 hours of a
resident's admission. The plan will include essential information needed to provide safe and
appropriate care until the comprehensive care plan is completed. Timing The baseline care plan must
be completed within 48 hours of the resident's admission.
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Ensure each resident receives an accurate assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review the facility failed to ensure the assessment accurately
reflected the resident's status for 2 (Resident #42 and Resident #73) of 18 residents reviewed for
accuracy of assessment. 1. The facility coded Resident #42 as not using tobacco when he was a
smoker.2. The facility coded Resident #73 as not using tobacco when he was a smoker. These
failures to accurately assess residents could result in residents not receiving correct care and
services. Findings Included: Resident #42 Record review of Resident #42's admission record dated
03/10/26 revealed a [AGE] year-old male most recently admitted to the facility on [DATE] with
diagnoses to include chronic obstructive pulmonary disease (a group of lung diseases that block
airflow and make it difficult to breath), muscle weakness (a lack of muscle strength), and shortness
of breath. Record review of Resident #42's admission MDS assessment completed 12/27/25 revealed
a BIMS score of 12 which indicated moderate cognitive impairment, Resident #42 was independent
with most of his ADLs, and was listed as not using tobacco at this time. Record review of Resident
#42's care plan completed on 12/23/25 revealed the following focus areas with corresponding
initiation dates:12/23/25 [Resident #42] has potential for injury r/t Smoking d/t impaired
vision.Record review of Resident #42's Smoking Evaluation dated 12/23/25 revealed he smoked 6
times a day.Record review of Resident 42's Activity - admission Evaluation dated 12/26/25 revealed
Smoking - Current. Description - resident attends smoke breaks that are monitored by staff. During an
observation and interview on 03/10/2026 at 8:47 AM Resident #42 was observed in bed dressed well
and in the process of transferring to his wheelchair. Resident #42 reported he was transferring to his
wheelchair because the next smoke break was at 9:00 AM and he did not want to miss it. Resident
#73 Record review of Resident #73's admission record dated 03/11/26 revealed a [AGE] year-old
male most recently admitted to the facility on [DATE] with diagnoses that included, but were not
limited to, impulsiveness, need for assistance with personal care, lack of coordination, and muscle
weakness. Record review of Resident #73's quarterly MDS completed 12/22/25 revealed a BIMS
score of 13 which indicated intact cognition. Resident #73 required set up/clean up assistance to
supervision/touching assistance across all ADLs. (This MDS assessment does not require the facility
to address the residents use of tobacco) Record review of Resident #73's EHR under the MDS tab
revealed an admission MDS with ARD of 08/09/25. Record review of Resident #73's admission MDS
completed 08/12/25 revealed he was not coded as using tobacco. Record review of Resident #73's
care plan completed on 12/22/25 revealed the following focus areas with corresponding initiation
dates:08/07/25 [Resident #73] Has Oxygen Therapy r/t Ineffective gas exchange and
Smoking08/14/25 [Resident #73] has potential for injury r/t Smoking d/t impaired vision and
cognitive deficit. Record review of Resident #73's Smoking Evaluation dated 05/21/25 revealed he
smoked 6 times a day.Record review of Resident #73's Smoking Evaluation dated 08/14/25 revealed
he smoked 5 times a day. During an observation on 03/10/26 at 11:10 AM Resident #73 placed a
finished cigarette into a lidded ashcan offered to him by staff member. Staff member then handed him
a new cigarette and lit the cigarette for him. Resident #73 proceeded to smoke the new cigarette.
During an interview on 03/11/26 at 09:40 AM Resident #73 stated he started smoking when he was
[AGE] years old and had been an active smoker the whole time he had been in the facility. During an
interview on 03/12/26 at 08:45 AM RN A stated tobacco use should absolutely be included in
comprehensive MDS assessments. She stated not including tobacco use in the MDS assessment
could place residents at risk of injury.During an interview on 03/12/26 at 08:52 AM ADON B stated
MDS LVN was responsible for completing MDS assessments. She stated tobacco use should be
included in comprehensive MDS assessments. She stated if a new staff member was not aware a
resident smoked the resident would be at risk of burns. During an interview on 03/12/26 at 09:21 AM
the DON stated MDS LVN was responsible for completing MDS assessments. She stated tobacco use
(continued on next page)
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should be included in comprehensive MDS assessments. She stated the only negative outcome of an
inaccurate MDS assessment was the effect it could have on reimbursement. She stated funding
effects would not negatively impact resident care. During an interview on 03/12/2026 at 9:33 AM the
MDS LVN reported he based the tobacco part of the MDS assessment on the activity admission
assessment completed at admission. The MDS LVN reviewed the activity admission assessment and
found Resident #42 was marked for smoking and stated, I just missed that. The MDS LVN reported
tobacco use should have been marked on the MDS assessment. The MDS LVN stated, other than
accuracy, I do not think the inaccuracy of the MDS assessment will affect a residents care and it will
not affect the reimbursement. During an interview on 03/12/26 at 09:41 AM the MDS LVN stated he
was responsible for completing MDS assessments. He stated he utilized the RAI as his policy when
completing MDS assessments. MDS LVN stated he was not sure why Resident #73 was not coded as
using tobacco, but he knew he (the MDS LVN) had a new partner working with him at the time of
Resident #73's comprehensive assessment. He stated residents could be negatively impacted by
inaccurate MDS assessments but did not elaborate on how. Record review of the Long Term Care
Facility Resident Assessment Instrument 3.0 User's Manual Version 1.20.11, dated October 2025 (RAI
Manual) revealed the following: SECTION J: HEALTH CONDITIONS-J1300: Current Tobacco Use Steps
for Assessment Ask the resident if they used tobacco in any form during the 7-day look-back period.If
the resident states that they used tobacco in some form during the 7-day look-back period, code 1,
yes.If the resident is unable to answer or indicates that they did not use tobacco of any kind during
the look-back period, review the medical record and interview staff for any indication of tobacco use
by the resident during the look-back period. Coding Instructions Code 0, no: if there are no indications
that the resident used any form of tobacco.Code 1, yes: if the resident or any other source indicates
that the resident used tobacco in some form during the look-back period.
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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to implement a comprehensive care plan
for each resident that includes measurable objectives and timeframes to meet a resident's medical,
nursing, and mental and psychosocial needs that are identified in the comprehensive assessment and
describes the services that are to be furnished to attain or maintain the resident's highest practicable
physical, mental, and psychosocial well-being for 1 (Resident #42) of 18 Residents reviewed for
comprehensive care plans. -The facility failed to address the use of a catheter in Resident #42's care
plans. This failure could result in residents not being able to attain or maintain their highest
practicable physical, mental, and psychosocial well-being.Findings include: Record review of Resident
#42's admission record dated 03/10/26 revealed a [AGE] year-old male most recently admitted to the
facility on [DATE] with diagnoses to include neuromuscular dysfunction of the bladder (the nerves
and muscles of the bladder do not work well resulting in the bladder not filling or emptying well), and
benign prostatic hyperplasia (a noncancerous enlargement of the prostate gland that commonly
affects men as they age, often causing bothersome urinary symptoms). Record review of Resident
#42's admission MDS completed 12/27/25 revealed a BIMS score of 12 which indicated moderate
cognitive impairment, Resident #42 required supervision/touch assistance with his toileting hygiene,
and was listed as having an Indwelling catheter. Record review of Resident #42's care plan created on
12/23/25 revealed Resident #42 had no care plans for his catheter and catheter care. Record review
of Resident #42's Order Summary with Active Orders As of 3/10/26 revealed the following order:-
CHANGE FOLEY CATHETER MONTHLY ON 17 DAY OF EACH MONTH. REINSERT PRN FOR
ACCIDENTAL REMOVAL, DISLODGEMENT, OBSTRUCTION OF URINE FLOW one time a day starting
on the 17th and ending on the 17th every month Phone Active 12/23/2025. During an observation on
03/10/2026 at 8:47 AM Resident #42 was observed in bed dressed well and in the process of
transferring to his wheelchair. Resident #42 had a catheter bag present on his bed that had dark urine
in the bag. Resident #42 reported he was having some trouble with bleeding from his bladder and the
facility was keeping an eye on it. Resident #42 reported the facility does a good job of taking care of
all his catheter needs. During an interview on 03/12/2026 at 8:54 AM the DON reviewed Resident
#42's chart and reported Resident #42 did have a catheter, and he was admitted with the catheter.
The DON reviewed Resident #42's care plan and reported he had a care plan for urinary retention but
no care plan to address his catheter or his catheter needs. The DON reported the catheter does need
to be care plan, but she did not feel it would affect his care with it missing from the care plan since
they usually address that and Resident #42 has orders for his catheter care so his catheter care
would have been provided. The DON reported the MDS Coordinator was responsible for completing the
care plans. During an interview on 03/12/2026 at 9:37 AM the MDS LVN reported he completes
portions of the care plans and verified that if a catheter was marked on an MDS then he would
complete that on the care plan. The MDS LVN reviewed Resident #42's admission MDS and reported
Resident #42 was marked as having a catheter. The MDS LVN then reviewed Resident #42 care plan
and reported he did not include the catheter in his care plan and should have. The MDS LVN stated, It
would be ideal for the catheter to be in his care plan, but we did have his orders, so his care was still
provided, and nothing was missed. The MDS LVN stated, We have his orders and as long as we follow
his orders, I do not think his care would be affected. During an interview on 03/12/2026 at 10:19 AM
LVN D (the nurse responsible for Resident #42 this shift) reported she did not review the residents
care plans, but she felt all aspects of their care to include a catheter should be covered in the care
plan. LVN D stated, I know management monitored all the care plan information and passes anything
we need to know to use and vice versa. If we see something that changes or needs to be included, we
let them know. LVN D reported that if the care plan did not address the residents' care and needs then
(continued on next page)
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care might not be monitored and they might not know when a resident's condition changes. During an
interview on 03/12/2026 at 10:08 AM the DON stated they did not have a policy specific to
comprehensive care plans. The DON stated she asked the ADM and he told her the only care plan
policy they had was the baseline care plan policy because they add to the baseline care plan and it
becomes the comprehensive care plan. Record review of the facility provided policy titled Baseline
Care Plan Policy undated, revealed the following: 3. Comprehensive Care Plan: A detailed,
interdisciplinary plan developed after completion of the full MDS assessment.7. Transition to
Comprehensive Care Plan: The comprehensive care plan must be completed withing 7 days after
completion of the MDS assessment.All relevant information for the baseline plan must be incorporated
into the comprehensive plan.
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Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure that residents who required
respiratory care were provided such care consistent with professional standards of practice for 1
(Resident #46) of 18 residents reviewed for quality of care.Resident #46 was left on 03/10/26
unsupervised by LVN E during breathing treatment.This failure had the potential to place residents at
risk for respiratory compromise due to incomplete administration of ordered respiratory treatments
and lack of monitoring, which could result in shortness of breath, confusion, respiratory failure,
infection, and exacerbation of their conditionFindings included:Record review of Resident #46's face
sheet, dated 03/10/26, revealed a 67- year-old female admitted to the facility on [DATE] with
diagnoses which included: chronic obstructive pulmonary disease (progressive, long-term long
disease that makes it difficult to breathe due to damaged, inflamed airways and destroyed air sacs),
pleural effusion (abnormal accumulation of fluid in the thin membrane that covers the lungs),
pulmonary hypertension (increased blood pressure in the arteries of the lungs), Non-ST elevation
myocardial infarction (NSTEMI) (heart attack), and heart failure.Record review of Resident #46's
quarterly MDS resident assessment, dated 12/15/2026 revealed she had a BIMS score of 13
indicating her cognition was intact.Record review of Resident #46's care plan with admission date,
04/25/25, revealed the resident had COPD with interventions/tasks including: give aerosol or
bronchodilators as ordered, monitor/document any side effects and effectiveness, monitor for
difficulty breathing on exertion, and monitor for s/sx of acute respiratory insufficiency: anxiety,
confusion, restlessness, SOB at rest, cyanosis (change of tissue color to a bluish-purple hue as a
result of decrease of oxygen), somnolence (sleepiness/drowsiness for unusually long periods of
time). Record review of Resident # 46's active order summary report revealed the following order:
Monitor for s/sx of shortness of breath when resident attempted to lie flat and/or resident avoided
lying flat due to shortness of breath. Albuterol Sulfate Nebulization Solution (2.5 mg/3 ml) 0.083% 3 ml
inhale orally via nebulizer every 6 hours for shortness of breath. During an interview on 03/10/26 at
10:15 a.m., Resident #46 stated she administered nebulizer treatments herself frequently and staff
were never present during those treatments. Resident #46 stated they filled the nebulizer mask with
medication and left the room. The resident stated this occurred every day. During an observation on
03/10/26 at 11:52 a.m., a medication cart was observed outside the resident's room with no nurse
present. Resident #46 was observed sitting on her bed with the head of bed elevated and a nebulizer
mask in place with medication visible in the bottom of the mask. The resident was alone in the
room.During an observation on 03/10/26 at 11:58 a.m., Resident #46 remained alone in the room with
the nebulizer mask in place. The medication cart remained outside the room and no nurse was
observed in the area.During an observation on 03/10/26 at 12:05 p.m., Resident #46 continued to be
alone in the room with nebulizer mask in place. The medication cart remained outside of Resident
#46's room and no nurse was observed in the area. During an observation on 03/10/26 at 12:14 p.m.,
LVN E and ADON C were observed entering Resident #46's room and were heard asking the resident if
she had completed her breathing treatment. Resident #46 was heard answering yes to staff and no
vitals observed being taken. During an interview on 03/10/26 at 12:17 p.m., LVN E stated she worked
at the facility for 1 1/2 years. When asked how she knew Resident #46 received the full breathing
treatment medication, she stated that she returned to the room to check and the medication was gone
from the mask. LVN E stated she stood outside the door and monitored Resident #46 during the
treatment, and that was the expectation from management. LVN E stated a possible negative
outcome of a resident not being monitored or staff not knowing if the resident had completed the
treatment could be an adverse reaction.During an interview on 03/10/26 at 12:24 p.m., the surveyor
stated she observed ADON C and LVN E enter Resident #46's room after the breathing treatment.
ADON C stated that during breathing treatments, the expectation of staff was that they should be
(continued on next page)
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outside the door and monitor the resident during the entire treatment. The surveyor stated she
observed several instances where LVN E was not present outside the resident's room during the
breathing treatment. ADON C stated that was incorrect practice. ADON C stated a negative outcome
of residents not being monitored during breathing treatments could be that the residents may not
receive medication correctly. During an interview on 03/11/26 at 11:28 a.m., CNA F stated she
worked at the facility for 3 years and observed nurses remain with residents during breathing
treatments until they were completed. She stated she believed that was the expected practice. During
an observation and interview on 03/12/26 at 9:44 a.m., Resident #46 was observed with an empty
nebulizer mask on the bedside table. The resident stated she completed her first breathing treatment
of the day at approximately 9:15 a.m. and no staff were with her during the treatment. Resident #46
stated the night-shift nurse left the medication in the mask and she administered it herself after
waking up. Resident #46 stated that if she experienced shortness of breath during a breathing
treatment, she would place her oxygen on and attempt to relax. She stated staff were not present and
she had to manage the situation herself. Resident #46 stated that she believed she was stable, but
felt she should be monitored during treatments because anything could happen. The resident further
stated nurses had never taken her vital signs after breathing treatments. During an interview on
03/12/26 at 9:54 a.m., RN A stated she had worked at the facility for about 13 months and worked on
the hallway where Resident #46 resided. RN A stated that the policy of the facility, during breathing
treatments, was to remain within line of sight of the resident. If the resident was stable, staff could
leave the room, but vital signs were to be taken before and after treatment. RN A stated she was not
aware Resident #46 administered a breathing treatment at 9:15 AM because she did not administer
the medication. RN A stated a potential negative outcome of not monitoring a resident during a
breathing treatment could include adverse reactions, heart palpitations, and increased heart rate. RN
A stated if a breathing treatment medication was prepared at 5:00 AM but not administered until 9:00
a.m., it could pose a safety concern because another resident could access the medication. During an
interview on 03/12/26 at 10:03 a.m., the DON stated staff were expected to ensure breathing
treatments were administered correctly. She stated, for stable residents, staff should ensure the
breathing treatment was running and check on residents before, during, and after treatment. The DON
stated vital signs were to be taken before and after treatment, and staff were expected to remain in
the hallway during the treatment. She stated a possible negative outcome of a resident not being
monitored could be that a resident may not receive their full breathing treatment. Review of the
undated facility's policy, Oxygen Therapy Policy, revealed the following: Purpose: This policy
establishes procedures for the safe and effective administration, monitoring and documentation of
oxygen therapy in accordance with Texas Health and Human Services Minimum Licensing Standards,
CMS Requirements of Participation and accepted clinical practice. 6. Administration Procedures Set
up oxygen equipment and/or nebulizer according to manufacturer instructions. Ensure correct flow
rate, medication and delivery device.Frequently monitor the resident based on clinical
stability.Document assessments and resident response.Educate the resident and family on oxygen
safety. 7. Monitoring and DocumentationNursing staff will frequently monitor the resident based on
clinical stability, provider orders, and changes in condition. Monitoring includes oxygen saturation
levels, respiratory assessment, resident tolerance, equipment function, adverse reactions, and
interventions or notifications. Residents requiring continuous oxygen or those with unstable
respiratory status will receive more frequent monitoring, with documentation reflecting the resident's
condition and clinical judgement. 10. Care planningThe resident's care plan will include diagnosis
requiring oxygen, flow rate, delivery method, safety needs, monitoring frequency, and resident
preferences or goals.

99675282

07/18/2026




