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Huntsville Health Care Center 2628 Milam
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F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Note: The nursing home is 
disputing this citation.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to report an allegation of neglect to HHSC for 1 of 5 residents 
reviewed for neglect. The facility did not report when CNA A did not have another staff member to provided 
care to Resident #1, left Resident #1 to obtain more supplies for care, and the resident rolled off of the bed. 
Resident #1 sustained a fracture of the left thigh bone near the knee.This failure could place residents at risk 
of harm due to delays in reporting neglect. Findings included:Record review of a face sheet dated 10/29/25 
indicated Resident #1 was a [AGE] year-old female admitted on [DATE]. Her diagnoses included hemiplegia 
(severe or complete loss of strength leading to paralysis on one side of the body and is usually the result of 
brain damage)/hemiparesis (one-sided muscle weakness) due to cerebral infarction (lack of adequate blood 
supply to brain cells deprives them of oxygen and vital nutrients which can cause parts of the brain to die off) 
affecting left side, pain, peripheral vascular disease (a blood circulation disorder that causes the blood 
vessels outside of the heart and brain to narrow, block, or spasm), and hypertension (condition in which the 
force of the blood against the artery walls is too high).Record review of the state optional MDS dated [DATE] 
indicated Resident #1 required extensive assistance of 2 persons for bed mobility. Record review of a Fall 
Risk Screener dated 09/05/25 indicated Resident #1 was low risk for falls with a score of 9 out of 31 (0-9-low 
risk; 10-31-high risk).Record review of the quarterly MDS dated [DATE] indicated Resident #1 was 
dependent for toileting hygiene and required substantial-maximum assistance for roll left-to-right. Record 
review of an incident report dated 10/22/25 indicated Resident #1 while receiving peri-care from CNA A at 
03:20 a.m., resident was rolled onto her side to provide care after an incontinent episode. While the resident 
was on her side, she suddenly had a large bowel movement in the middle of care. CNA A turned to get some 
more supplies from the cart he had in the doorway. During that time, the resident attempted to reach for 
something on her bedside table and rolled off the bed. Nurse was notified and upon arrival, performed a 
head to toe assessment. No injuries nor bruising noted on assessment. Vitals are normal, respiration was 
even and unlabored. Resident was assisted back to bed with the help of 2 staff. Resident #1 indicated she 
hurt all over and PRN pain medication was given as previously ordered by the physician. Record review of 
Progress Notes indicated a nurse note entry dated 10/22/25 at 03:44 a.m. resident slipped and fell as aid 
was performing peri care. No injuries nor bruising noted on assessment. Vitals are normal, resp is even and 
unlabored. Resident is assisted back to bed, pain medication given. Resident is stable condition.Record 
review of a Post Fall Review dated 10/23/25 at 08:00 a.m. indicated Resident #1 was awake, alert, and 
oriented to person, place, and time. Her vital signs and neuro checks were normal for the resident with no 
abnormal findings. Record review of neuro check monitoring documentation from 10/22/25 at 04:00 a.m. 
through 10/23/25 at 11:00 a.m. indicated no abnormal findings. Record review of Progress Notes with a 
nurse note entry dated 10/23/25 at 11:18 a.m. indicated Note Text : This nurse presented to patient's room 
during rounds, patient observed to be lethargic and responsive to painful stimuli only. Vitals were checks - 
BP: 145/84 HR:125 O2:88MD [name] contacted, verbal orders for ER send out for evaluation and treatment 
received along with 2L O2 via nasal canula.[Name] EMS contacted 1110[Name] EMS arrival 1120RP - 
[Name] notified 1118Report called in to ER nurse 1121Patient left facility via stretcher at 1128. During an 
interview on 10/29/25 at 10:25 a.m. the DON said Resident #1 did not have a fall. He said she was part way 
out of the bed. He said she was assisted back into bed with no complaints of pain or discomfort. He said the 
next day she started showing altered mental status, so they sent her to the hospital, and she had a UTI. He 
said nothing was said about her having a fracture until several days after she was admitted to the hospital. 
He said the x-ray report he received did not indicate the age of the fracture but did indicate she was 
osteopenic. He said he was trying to get a determinate of age of the fracture to know if it happened at the 
facility or at the hospital since he was told she possibly had a fall at the hospital.Record review of a hospital 
Imaging Report dated 10/23/25 provided by the DON via email on 10/29/25 at 12:37 p.m. indicated Resident 
#1 had a 2 view x-ray of the left femur at 06:34 p.m. with clinical history of fall injury. Findings were the femur 
was osteopenic (condition where the bone lacks enough minerals to be strong) and there was a fracture of 
the femoral (thigh bone) shift near the knee.During a phone interview on 10/29/25 at 01:33 p.m. CNA A said 
he was making his last 2 hour round on his residents. He said he knew Resident#1 required 2 staff for care. 
He said when he went to clean Resident #1 he was not able to find any other staff to assist because they 
were in other rooms. He said he went to clean her up and she had a large bowel movement which he 
needed more supplies to clean her. He said he lowered the bed but she would raise it up. He said his supply 
cart was at the room door so he went to get another trash bag and get more supplies. He said Resident #1 
screamed and he saw her on the floor so he got the nurse. Resident #1 was not observed or interviewed as 
she was transferred to another facility from the hospital.During an interview on 10/30/25 at 05:08 p.m. the 
Administrator said any violation of neglect of a resident should be reported to HHSC. He said he was 
originally told Resident #1 did not have a fall because only her legs were hanging off the bed when CNA A 
provided care. He said he had been told several different stories about Resident #1 since then regarding 
what happened during her care. He said the resident's RP said she had two fractured legs a few days later. 
The Administrator said he did not know if they happened at the facility or at the hospital.Record review of an 
undated Abuse, Neglect, and Exploitation policy indicated: .VII. Reporting/ResponseA. The facility will have 
written procedures that include:1. Reporting of all alleged violations to the Administrator, state agency, adult 
protective services and to all other required agencies (e.g., law enforcement when applicable) within 
specified timeframes:a. Immediately, but not later than 2 hours after the allegation is made, if the events that 
cause the allegation involve abuse or result in serious bodily injury, orb. Not later than 24 hours if the events 
that cause the allegation do not involve abuse and do not result in serious bodily injury.
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Note: The nursing home is 
disputing this citation.

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Note: The nursing home is 
disputing this citation.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to develop and implement a comprehensive 
person-centered care plan for each resident that includes measurable objectives and timeframes to meet a 
resident's medical, nursing, and mental and psychosocial needs 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 3 of 10 residents (Resident #1, Resident #2, and Resident #3) reviewed for care plans.The 
facility failed to ensure that Resident #1's, #2's and #3's care plans were initiated and included appropriate 
interventions for ADL Care.This failure could place residents who required assistance with care at risk of 
serious harm and injury. Findings included:1. Record review of a face sheet dated 10/29/25 indicated 
Resident #1 was a [AGE] year-old female admitted on [DATE]. Her diagnoses included hemiplegia (severe 
or complete loss of strength leading to paralysis on one side of the body and is usually the result of brain 
damage)/hemiparesis (one-sided muscle weakness) due to cerebral infarction (lack of adequate blood 
supply to brain cells deprives them of oxygen and vital nutrients which can cause parts of the brain to die off) 
affecting left side, pain, peripheral vascular disease (a blood circulation disorder that causes the blood 
vessels outside of the heart and brain to narrow, block, or spasm), and hypertension (condition in which the 
force of the blood against the artery walls is too high). Record review of the care plan initiated on 05/21/25 
for Resident #1 did not address her ADL assistance requirements. Record review of the state optional MDS 
dated [DATE] indicated Resident #1 required extensive assistance of 2 persons for bed mobility. Record 
review of the quarterly MDS dated [DATE] indicated Resident #1 was dependent for toileting hygiene and 
required substantial-maximum assistance for roll left-to-right. Record review of an incident report dated 
10/22/25 indicated Resident #1 while receiving peri-care from CNA A at 03:20 a.m., resident was rolled onto 
her side to provide care after an incontinent episode. While the resident was on her side, she suddenly had a 
large bowel movement in the middle of care. CNA A turned to get some more supplies from the cart he had 
in the doorway. During that time, the resident attempted to reach for something on her bedside table and 
rolled off the bed. Nurse was notified and upon arrival, performed a head to toe assessment. No injuries nor 
bruising noted on assessment. Vitals are normal, respiration was even and unlabored. Resident was 
assisted back to bed with the help of 2 staff. Resident #1 indicated she hurt all over and PRN pain 
medication was given as previously ordered by the physician. Record review of Progress Notes indicated a 
nurse note entry dated 10/22/25 at 03:44 a.m. resident slipped and fell as aid was performing peri care. No 
injuries nor bruising noted on assessment. Vitals are normal, resp is even and unlabored. Resident is 
assisted back to bed, pain medication given. Resident is stable condition.Record review of a Post Fall 
Review dated 10/23/25 at 08:00 a.m. indicated Resident #1 was awake, alert, and oriented to person, place, 
and time. Her vital signs and neuro checks were normal for the resident with no abnormal findings. Record 
review of neuro check monitoring documentation from 10/22/25 at 04:00 a.m. through 10/23/25 at 11:00 a.m. 
indicated no abnormal findings. Record review of Progress Notes with a nurse note entry dated 10/23/25 at 
11:18 a.m. indicated Note Text : This nurse presented to patient's room during rounds, patient observed to 
be lethargic and responsive to painful stimuli only. Vitals were checks - BP: 145/84 HR:125 O2:88MD [name] 
contacted, verbal orders for ER send out for evaluation and treatment received along with 2L O2 via nasal 
canula.[Name] EMS contacted 1110[Name] EMS arrival 1120RP - [Name] notified 1118Report called in to 
ER nurse 1121Patient left facility via stretcher at 1128. During an interview on 10/29/25 at 10:25 a.m. the 
DON said Resident #1 did not have a fall. He said she was part way out of the bed. He said she was 
assisted back into bed with no complaints of pain or discomfort. He said the next day she started showing 
altered mental status, so they sent her to the hospital, and she had a UTI. He said nothing was said about 
her having a fracture until several days after she was admitted to the hospital. He said the x-ray report he 
received did not indicate the age of the fracture but did indicate she was osteopenic. He said he was trying to 
get a determinate of age of the fracture to know if it happened at the facility or at the hospital since he was 
told she possibly had a fall at the hospital.Record review of a hospital Imaging Report dated 10/23/25 
provided by the DON via email on 10/29/25 at 12:37 p.m. indicated Resident #1 had a 2 view x-ray of the left 
femur at 06:34 p.m. with clinical history of fall injury. Findings were the femur was osteopenic (condition 
where the bone lacks enough minerals to be strong) and there was a fracture of the femoral (thigh bone) shift 
near the knee.During a phone interview on 10/29/25 at 01:33 p.m. CNA A said he was making his last 2 hour 
round on his residents. He said he knew Resident#1 required 2 staff for care. He said when he went to clean 
Resident #1 he was not able to find any other staff to assist because they were in other rooms. He said he 
went to clean her up and she had a large bowel movement which he needed more supplies to clean her. He 
said he lowered the bed but she would raise it up. He said his supply cart was at the room door so he went to 
get another trash bag and get more supplies. He said Resident #1 screamed and he saw her on the floor so 
he got the nurse. Resident #1 was not observed or interviewed as she was transferred to another facility 
from the hospital. 2. Record review of a face sheet dated 10/29/25 indicated Resident #2 was a admitted on 
[DATE] with a diagnoses of wedge compression fracture (the front part of a spinal bone collapses slightly, 
making the bone look like a wedge) of the of T9-T10 thoracic vertebrae (the twelve spine bones located in 
the middle section of the spine), dementia (loss of cognitive functioning), and anxiety (persistent and 
excessive worry that interferes with daily activities). Record review of the admission MDS dated [DATE] 
indicated Resident #2 was dependent on staff for personal hygiene and bathing and required maximum 
assistance with toileting and dressing. Record review of the care plan initiated 10/18/25 did not address 
Resident #2's ADL assistance requirements. During an observation and interview on 10/29/25 at 11:55 a.m. 
Resident #2 was up in her wheelchair in the dining room for lunch. She said she was doing fine and 
everyone was nice. She said staff assisted her when needed. 3. Record review of a face sheet dated 
10/29/25 indicated Resident #3 was a [AGE] year-old female admitted on [DATE]. Her diagnoses included 
dementia (loss of cognitive functioning), falls, and muscle weakness. Record review of the admission MDS 
dated [DATE] indicated Resident #3 required substantial to maximum assistance with lower body dressing 
and bathing, moderate assistance with upper body dressing and footwear, and touch assistance with toileting 
and eating. Record review of the care plan initiated on 09/30/25 did not address Resident #3's ADL 
assistance requirements. During an observation and interview on 10/29/25 at 11:58 a.m. Resident #3 was 
sitting in her wheelchair in the dining room. She said she was doing okay and had no unmet needs. She said 
staff would help her when needed. During an interview on 10/30/25 at 05:56 p.m. the DON said he was 
responsible for care plans and they were a collaboration of several people who met and developed the care 
plan according to the residents' needs and reviewed them at least quarterly or when there was a change in 
the resident or their needs. A policy for comprehensive care plans was requested but a Baseline Care Plan 
policy was provided by the Administrator.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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Note: The nursing home is 
disputing this citation.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure each resident received adequate supervision and 
assistance to prevent accidents for 1 of 5 residents reviewed for accidents and supervision. (Resident 
#1)The facility failed to provide adequate supervision for Resident #1 who was assessed for 2 staff members 
for care. CNA A did not have another staff member to provided care to Resident #1, left Resident #1 to 
obtain more supplies for care, and the resident rolled off of the bed. Resident #1 sustained a fracture of the 
left thigh bone near the knee. An IJ was identified on 10/29/25. The Administrator was notified and the IJ 
template was provided to the facility on [DATE] at 04:40 p.m. While the IJ was removed on 10/30/25, the 
facility remained out of compliance at a scope of isolated and a severity level of no actual harm with the 
potential for more than minimal harm due to the facility's needed to complete in-service training and evaluate 
the effectiveness of the corrective systems. This failure could place residents at risk of not receiving the 
amount of supervision or assistance required to prevent serious injury and/or actual harm. Findings 
included:Record review of a face sheet dated 10/29/25 indicated Resident #1 was a [AGE] year-old female 
admitted on [DATE]. Her diagnoses included hemiplegia (severe or complete loss of strength leading to 
paralysis on one side of the body and is usually the result of brain damage)/hemiparesis (one-sided muscle 
weakness) due to cerebral infarction (lack of adequate blood supply to brain cells deprives them of oxygen 
and vital nutrients which can cause parts of the brain to die off) affecting left side, pain, peripheral vascular 
disease (a blood circulation disorder that causes the blood vessels outside of the heart and brain to narrow, 
block, or spasm), and hypertension (condition in which the force of the blood against the artery walls is too 
high).Record review of the state optional MDS dated [DATE] indicated Resident #1 required extensive 
assistance of 2 persons for bed mobility. Record review of a Fall Risk Screener dated 09/05/25 indicated 
Resident #1 was low risk for falls with a score of 9 out of 31 (0-9-low risk; 10-31-high risk).Record review of 
the quarterly MDS dated [DATE] indicated Resident #1 was dependent for toileting hygiene and required 
substantial-maximum assistance for roll left-to-right. Record review of an incident report dated 10/22/25 
indicated Resident #1 while receiving peri-care from CNA A at 03:20 a.m., resident was rolled onto her side 
to provide care after an incontinent episode. While the resident was on her side, she suddenly had a large 
bowel movement in the middle of care. CNA A turned to get some more supplies from the cart he had in the 
doorway. During that time, the resident attempted to reach for something on her bedside table and rolled off 
the bed. Nurse was notified and upon arrival, performed a head to toe assessment. No injuries nor bruising 
noted on assessment. Vitals are normal, respiration was even and unlabored. Resident was assisted back to 
bed with the help of 2 staff. Resident #1 indicated she hurt all over and PRN pain medication was given as 
previously ordered by the physician. Record review of Progress Notes indicated a nurse note entry dated 
10/22/25 at 03:44 a.m. resident slipped and fell as aid was performing peri care. No injuries nor bruising 
noted on assessment. Vitals are normal, resp is even and unlabored. Resident is assisted back to bed, pain 
medication given. Resident is stable condition.Record review of a Post Fall Review dated 10/23/25 at 08:00 
a.m. indicated Resident #1 was awake, alert, and oriented to person, place, and time. Her vital signs and 
neuro checks were normal for the resident with no abnormal findings. Record review of neuro check 
monitoring documentation from 10/22/25 at 04:00 a.m. through 10/23/25 at 11:00 a.m. indicated no abnormal 
findings. Record review of Progress Notes with a nurse note entry dated 10/23/25 at 11:18 a.m. indicated 
Note Text : This nurse presented to patient's room during rounds, patient observed to be lethargic and 
responsive to painful stimuli only. Vitals were checks - BP: 145/84 HR:125 O2:88MD [name] contacted, 
verbal orders for ER send out for evaluation and treatment received along with 2L O2 via nasal canula.
[Name] EMS contacted 1110[Name] EMS arrival 1120RP - [Name] notified 1118Report called in to ER nurse 
1121Patient left facility via stretcher at 1128. During an interview on 10/29/25 at 10:25 a.m. the DON said 
Resident #1 did not have a fall. He said she was part way out of the bed. He said she was assisted back into 
bed with no complaints of pain or discomfort. He said the next day she started showing altered mental status, 
so they sent her to the hospital, and she had a UTI. He said nothing was said about her having a fracture 
until several days after she was admitted to the hospital. He said the x-ray report he received did not indicate 
the age of the fracture but did indicate she was osteopenic. He said he was trying to get a determinate of age 
of the fracture to know if it happened at the facility or at the hospital since he was told she possibly had a fall 
at the hospital.Record review of a hospital Imaging Report dated 10/23/25 provided by the DON via email on 
10/29/25 at 12:37 p.m. indicated Resident #1 had a 2 view x-ray of the left femur at 06:34 p.m. with clinical 
history of fall injury. Findings were the femur was osteopenic (condition where the bone lacks enough 
minerals to be strong) and there was a fracture of the femoral (thigh bone) shift near the knee.During a 
phone interview on 10/29/25 at 01:33 p.m. CNA A said he was making his last 2 hour round on his residents. 
He said he knew Resident#1 required 2 staff for care. He said when he went to clean Resident #1 he was 
not able to find any other staff to assist because they were in other rooms. He said he went to clean her up 
and she had a large bowel movement which he needed more supplies to clean her. He said he lowered the 
bed but she would raise it up. He said his supply cart was at the room door so he went to get another trash 
bag and get more supplies. He said Resident #1 screamed and he saw her on the floor so he got the nurse. 
Resident #1 was not observed or interviewed as she was transferred to another facility from the hospital.The 
following Plan of Removal was submitted by the facility and accepted on 10/30/25 at 11:30 a.m.1. Facility 
completed an AD-HOC QAPI on 10/29/2025 at 5:00pm. Facility reviewed policies and procedures prior to 
in-services.2. The DON immediately audited all care plans and identified all residents who are listed as a 2 
person assist. The facility has initially identified 20 residents who are care planned as 2-person assist. The 
initial care plan review was completed October 29, 2025, at 6:25pm. Facility MDS Coordinator was 
in-serviced by the regional director of clinical services on October 29, 2025, at 7:00pm, Additional care plan 
audits will be completed on 10/30/2025 to review accuracy.3. On 10/29/2025 at 5:45pm the facility DON, 
ADON began in-servicing staff on duty on all residents who require assistance with ADL care, 2- person 
assistance with ADLs care was also, included in this in-service. Nursing staff will ensure that they have the 
required nursing staff and supplies present prior to performing care, transfers and any other activity where 2 
people would be required. Staff were also in-serviced on returning the bed to a low position when cares were 
complete, or if staff had to leave the residents unattended for any reason while providing care. Nursing staff 
were provided with a quick reference sheet of residents requiring 2-person assistance. 4. The DON, ADON 
and [NAME] Director of Clinical Services verified all staff members understood the incidents and Accidents 
policy. Upon confirming training, staff members were asked to verbalize their understanding of the policy. 
The facility DON, ADON and Regional Director of Clinical Services. Direct care staff will complete a written 
post-test to verify understanding. 5. Staffing Coordinator was in-serviced and directed to contact all agency 
employees prior to their shift and provide direction on completing the required in- services and sign offs.6. A 
reference binder has been set up for nursing staff to quickly access the policy on changes of condition. New 
Hires, Agency Staff and existing staff will be oriented to the location of the information and will be in-serviced 
by DON, ADON or Designee. The binder will be maintained at the nurses station.7. Direct care nursing staff 
will not be allowed to provide direct care to work until training has been completed.Monitoring: Record review 
and interviews of completed:Record review of a QAPI review dated 10/29/25 indicated the Administrator, 
DON, ADON, and Medical Director via telephone reviewed IJ F689.Record review of a Sign In Sheet for 
Weekly IDT Meeting dated 10/30/25 with an attached Resident List by hall indicated all residents' care plans 
were reviewed for an ADL care plan.Record review of In-Services dated 10/29/25 included the following:* 1. 
Any resident identified as requiring 2 people for care, you must get 2 people to assist before providing care.; 
2. Incident/Accident-report all incidents to nursing staff; and 3. Changes of Condition and an attachment of 2 
Person Assistance List indicated the AD, LVN B, CNA C, CNA D, CNA E, CNA F, CNA G, CNA H, LVN J, 
and LVN K received the in-services.* Safe Resident Handling and Transfers indicated the AD, ADON, MDS 
Nurse, SC, LVN B, CNA F, LVN L, RN N, RN P, and MA Z received the in-service.* Incidents and Accidents 
indicated the AD, ADON, MDS Nurse, SC, LVN B, CNA F, LVN L, and RN P received the in-service.* 
Change in Condition or Status indicated the MDS Nurse, RN N, RN O, CNA S, and MA Z received the 
in-service.* Peri Care indicated the AD, ADON, MDS Nurse, SC, CNA H, RN N, CNA R, and MA AA received 
the in-service.During an interview on 10/29/25 at 06:00 p.m. LVN B (6a-6p shift), CNA C (6a-6p shift), CNA D 
(6a-6p shift), CNA E (6a-6p shift), CNA F (6a-6p shift), CNA G (6a-6p shift), LVN J (6p-6a shift), LVN K 
(6p-6a shift) and LVN L (6p-6a shift) said they received in-services regarding 2 person care, 
Incidents/Accidents reporting, and Change in Condition-reporting. Record review of in-service post test 
completed by staff dated 10/30/25 included the following:* Incident and Accidents Inservice indicated the AD, 
MDS Nurse, SC, WCN, LVN B, LVN K, LVN L, LVN M, RN N, RN O, RN P, CNA A, CNA C, CNA D, CNA E, 
CNA F, CNA G, CNA H, CNA J, CNA Q, CNA R, CNA T, CNA U, CNA X, CNA BB, and MA AA received the 
in-service.* ADL Inservice indicated the AD, ADON, MDS Nurse, SC, WCN, LVN B, LVN K, LVN L, LVN M, 
RN N, RN O, RN P, CNA A, CNA C, CNA D, CNA E, CNA F, CNA G, CNA H, CNA J, CNA Q, CNA R, CNA 
T, CNA U, CNA X, CNA BB, MA AA, MA S, and MA Z received the in-service.* Peri Care the AD, ADON, 
MDS Nurse, SC, WCN, LVN B, LVN K, LVN L, LVN M, RN N, CNA A, CNA C, CNA D, CNA E, CNA F, CNA 
G, CNA H, CNA J, CNA Q, CNA R, CNA T, CNA U, CNA X, CNA BB, and MA AA received the in-service.* 
Safe Resident Handling the AD, ADON, SC, LVN B, LVN K, LVN L, LVN M, RN N, RN O, RN P, CNA A, 
CNA C, CNA D, CNA E, CNA F, CNA G, CNA H, CNA J, CNA Q, CNA R, CNA T, CNA U, CNA X, and CNA 
BB received the in-service.* Change of Condition Inservice indicated the AD, ADON, MDS Nurse, SC, WCN, 
LVN B, LVN K, LVN L, LVN M, RN N, RN O, RN P, CNA A, CNA C, CNA D, CNA E, CNA F, CNA G, CNA H, 
CNA J, CNA Q, CNA R, CNA T, CNA U, CNA X, CNA BB, MA AA, MA S, and MA Z received the in-service.
Interviews conducted on 10/30/25 indicated the following:* at 01:30 p.m. the AD said she had received 
in-services on Incidents/Accidents, ADLs, Peri Care, Safe Resident Handling, and Change of Condition. She 
verbalized understanding of the trainings.* at 01:50 p.m. RN N said she worked 6a-6p shift and had received 
in-services on Incidents/Accidents, ADLs, Peri Care, Safe Resident Handling, and Change of Condition. She 
verbalized understanding of the trainings.* at 02:10 p.m. LVN B and RN O said they worked 6a-6p shift and 
had received in-services on Incidents/Accidents, ADLs, Peri Care, Safe Resident Handling, and Change of 
Condition. They verbalized understanding of the trainings.* at 02:45 p.m. the WCN said she worked 8a-5p 
and had received in-services on Incidents/Accidents, ADLs, Peri Care, Safe Resident Handling, and Change 
of Condition. She verbalized understanding of the trainings.* at 02:45 p.m. CNA Q, CNA T, CNA U, and MA 
Z said they worked 6a-6p and had received in-services on Incidents/Accidents, ADLs, Peri Care, Safe 
Resident Handling, and Change of Condition. They verbalized understanding of the trainings.* at 02:50 p.m. 
CNA H, CNA R, and MA S said they worked 6a-6p and had received in-services on Incidents/Accidents, 
ADLs, Peri Care, Safe Resident Handling, and Change of Condition. They verbalized understanding of the 
trainings.During an observation and interview on 10/30/25 at 03:15 p.m. CNA H was going to provide a 
transfer and incontinent care on Resident #5. CNA H said Resident #5 required 2 persons for care. She 
obtained CNA T to assist her. A gait belt was placed on Resident #5. CNA H took one side and CNA T took 
the other side. Resident #5 was transferred with 2 CNAs appropriately. The CNAs then provided incontinent 
care on Resident #5 using appropriate techniques. Record review of a letter head form dated 10/29/25 
indicated the SC was to confirm and verify that all direct care nursing staff have completed in service 
trainings related to F656 and F689 prior to their next scheduled shift. The SC was to make contact with any 
agency nursing staff and provide directions on completing in-services, and the location of the quick reference 
binder at the nurse station. During an interview on 10/30/25 at 05:58 p.m. the SC said she staffed CNAs 
according to what was told as to how many she could staff per shift. She said she had received 
Incidents/Accidents, ADLs, Peri Care, Safe Resident Handling, and Change of Condition trainings. She 
verbalized understanding of the trainings and said she was to ensure agency staff had received the trainings 
before working on the floor.Observation and record review on 10/30/25 at 06:00 p.m. indicated a reference 
binder containing policy on Changes in Condition was located at the nurse station.Interviews conducted on 
10/30/25 indicated the following:* at 06:10 p.m. LVN M, CNA X, and CNA BB said they worked the 6p-6a 
shift and had received in-services on Incidents/Accidents, ADLs, Peri Care, Safe Resident Handling, and 
Change of Condition. They verbalized understanding of the trainings.* at 06:10 p.m. CNA V, CNA W, and 
LVN Y said they were agency staff. They said had received in-services on Incidents/Accidents, ADLs, Peri 
Care, Safe Resident Handling, and Change of Condition. They verbalized understanding of the trainings.The 
Administrator and DON were informed the Immediate Jeopardy was removed on 10/30/25 at 06:55 p.m. The 
facility remained out of compliance at a scope of isolated and a severity level of no actual harm with the 
potential for more than minimal harm due to the facility's needed to complete in-service training and evaluate 
the effectiveness of the corrective systems.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to establish and maintain an infection prevention 
and control program designed to provide a safe, sanitary, and comfortable environment and to help prevent 
the development and transmission of communicable diseases and infections for 1 of 4 residents (Resident 
#1) and 2 of 4 staff (CNA A and CNA B) reviewed for infection control. 1.The facility failed to ensure CNA A 
and CNA B followed EBP for Resident #1 when providing care on 12/15/2025. 2. The facility failed to ensure 
CNA A and CNA B changed gloves and washed or sanitized their hands when providing care to Resident #1 
on 12/15/2025.These failures could place residents at risk of exposure to infectious diseases due to improper 
infection control practices.Findings included: Record review of an admission Record for Resident #1, dated 
12/15/2025, indicated he admitted on [DATE] and was [AGE] years old with diagnoses of cerebral infarction 
(stroke), hemiplegia affecting right dominant side (paralyzed on right side of the body), and type 2 diabetes.
Record review of active physician orders for Resident #1 dated 12/15/2025 indicated he had an order for 
EBP enhanced barrier precautions due to wound: ulcer to left foot that started on 11/11/2025.Record review 
of a Quarterly MDS Assessment for Resident #1, dated 11/21/2025, indicated he had moderate impairment 
in thinking with a BIMS score of 11. He was totally dependent on staff for toileting hygiene. He was always 
incontinent of urine and bowel. Record review of a care plan for Resident #1, dated 11/19/2025, indicated he 
was on enhanced barrier precautions related to a diabetic ulcer of his left foot. Interventions included 
enhanced barrier precautions: PPE for EBP was necessary when performing high-contact care activities that 
included providing hygiene and changing briefs. Staff were to utilize PPE appropriate for EBP: gown and 
gloves.During an observation on 12/15/2025 at 10:19 a.m., Resident #1 had a sign on his door for EBP. CNA 
A and CNA B were in the hallway gathering supplies to provide incontinent care for Resident #1. CNA A 
sanitized her hands and placed gloves on both hands and entered the room. CNA B donned (put on) gloves 
on both hands and did not sanitize her hands before they were applied and entered the room. On the wall in 
the room by the door were gloves and gowns. CNA B aided with turning and repositioning. CNA B opened 
the brief and pulled it down between his thighs. CNA B removed wipes from the package and wiped down 
both of his inner thighs and placed the dirty wipe in the trash. CNA B removed more clean wipes and wiped 
Resident #1's penis in a circular motion and placed the dirty wipe in the trash. Resident #1 was rolled onto 
his left side and assisted by CNA A. Resident #1 had a large bowel movement and CNA B removed multiple 
clean wipes from the package and cleaned Resident #1's buttocks and rectal area. CNA B rolled the brief 
underneath his buttocks and removed it and placed it in the trash. CNA B placed a clean brief with the same 
dirty gloves under the resident's buttocks. Resident #1 was rolled onto his back and the brief was secured. 
Resident #1 was repositioned in bed by both staff. CNA B touched his pillows and fluffed them under his 
head and placed his cap on his head and pulled the linens back over the resident. CNA A removed her 
gloves and placed them in the trash and washed her hands. CNA B gathered the trash, removed her gloves, 
placed them in the trash and washed her hands.During an interview on 12/15/2025 at 10:31 a.m., CNA A 
said Resident #1 was on EBP and she should have worn a gown during the care provided. She said she did 
not wear a gown because she forgot. She said there was a risk of spreading infections if staff did not follow 
EBP. She said she was trained on EBP and Resident #1 had a wound that required the staff to wear a gown 
and gloves when care was provided.Record review of a skills checklist for CNA A, dated 4/30/2025, indicated 
she was satisfactory with personal hygiene.During an interview on 12/15/2025 at 10:33 a.m., CNA B said she 
worked for an agency and was assigned this facility from time to time. She said hand hygiene should be 
performed before and after care was completed, which included hand washing or using hand sanitizer. She 
said she did not perform hand hygiene before she donned gloves to provide care to Resident #1. She said 
she forgot to sanitize her hands. She said when she changed tasks after cleaning and removing the dirty 
brief before she touched clean items, she should have changed her gloves and washed her hands. She said 
she kept the same gloves on during care and forgot about changing them. She said Resident #1 was on EBP 
and she should have worn a gown. She said usually PPE was in a container in the hallway and did not see 
the sign on the door for EBP. She said residents were e at risk for infections and cross contamination if staff 
did not follow infection control practices.During an interview on 12/15/2025 at 2:17 p.m., the ADON said staff 
received competency checks on hire and yearly thereafter. She said the DON and the IP conducted training 
on infection control with the staff. She said she conducted training on 12/15/2025 for hand hygiene and EBP 
with the staff and was aware of the care that was provided to Resident #1. She said Resident #1 was on 
EBP related to an open wound to his foot and staff should wear a gown and gloves when direct patient 
contact was provided.Record review of a facility in-service, dated 11/6/2025, on handwashing and hygiene 
and EBP revealed CNA A was in attendance by her signature on the sign in sheet.During an interview on 
12/15/2025 at 2:29 p.m., the DON said he and the IP were both responsible for training staff on infection 
control and EBP. He said CNA A was present at the last training on EBP and hand hygiene. He said hand 
hygiene should be performed before and after care and when going from dirty items to clean. He said staff 
should never touch clean items with dirty gloves and should remove their gloves and wash their hands. He 
said Resident #1 was on EBP, and staff should have worn a gown and gloves when direct care was 
provided. He said there was a risk for spreading infections if they did not follow infection control and hand 
hygiene along with touching clean items with dirty gloves.During an interview on 12/15/2025 at 2:44 PM, the 
Administrator said the DON, ADON, and IP were all responsible for training staff on infection control. He said 
he expected the staff to perform and follow infection control practices. He said outside of the rooms of the 
residents on EBP the posted sign had instructions for the staff to follow. Record review of a facility policy 
titled Enhanced Barrier Precautions undated indicated, .It is the policy of this facility to implement enhanced 
barrier precautions for the prevention of transmission of multidrug-resistant organisms. Enhanced barrier 
precautions (EBP) refer to an infection control intervention designed to reduce transmission of 
multidrug-resistant organisms that employ targeted gown and gloves use during high contact resident care 
activities. 4. High-contact resident care activities include: d. providing hygiene; e. changing briefs.Record 
review of a facility policy titled Hand Hygiene undated indicated, .all staff will perform proper hand hygiene 
procedures to prevent the spread of infection to other personnel, residents, and visitors. Hand hygiene is a 
general term for cleaning your hands by handwashing with soap and water or the use of an antiseptic hand 
rub. 6. A. The use of gloves does not replace hand hygiene. If your task requires gloves, perform hand 
hygiene prior to donning gloves, and immediately after removing gloves. Hand hygiene table: when coming 
on duty; after handling contaminated objects; before performing resident care procedures.
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