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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interviews, and record reviews, the facility failed to ensure the assessment accurately reflected 
the status for 3 of 5 residents (Residents #3, #4, and #22) reviewed for accuracy of assessments in that: The 
facility staff failed to address Resident #22, Resident #3, Resident #4, and Resident#5's respiratory 
treatments on the MDS.These failures could place residents at risk of not receiving care and treatments. 
Findings included:1.Record review of Resident #22 face sheet dated 11/23/2025, reflected the resident was 
an 80- year-old male that was admitted on [DATE]. The resident was diagnosed with: Vascular Dementia 
(impaired blood supply to the brain), Acute Respiratory with Hypoxia (inability to maintain blood in the 
oxygen) and atherosclerotic heart disease of native coronary artery. (artery build-up of fat and plaque).
Record review of Resident #22's Annual MDS dated [DATE] reflected the resident had a BIMS score of 00, 
indicating he was severely impaired cognitively. Resident #22 was dependent on facility staff for total care of 
ADL task. MDS Sections O for respiratory treatments were not addressed. MDS-P and MDS-G signed that 
the MDS was completed on 11/08/2025.Record review of Resident #22's care plan dated 11/07/2025 
reflected he had impaired cognition, poor safety decision making, and memory loss. Record review of 
Resident #22's MAR and progress note reflected Albuterol Sulfate Inhalation Nebulization Solution 
1application inhale orally via nebulizer every shift for wheezing.During an observation and interview with 
Resident #22 on 11/21/2025 at 11:30 AM, the resident was sitting in his wheelchair outside his room. 
Resident #22 stated that the staff were assisting with administration of his oxygen and nebulizer mask. 2. 
Record review of Resident #3 face sheet dated 11/23/2025, reflected the resident was a 67- years-old male 
that was admitted on [DATE]. The resident was diagnosed with: Metabolic Encephalopathy (problem in the 
brain) and Acute Respiratory with Hypoxia (inability to maintain blood in the oxygen). Record review of 
Resident #3's Annual MDS dated [DATE] reflected the resident had a BIMS score of 04, indicating he was 
severely impaired cognitively. Resident #4 was dependent on staff for all ADL task with maximum 
assistance. Sections O. Respiratory treatments were not addressed. MDS-R and MDS-G signed that the 
MDS was completed on 09/05/2025. Record review of Resident 3's care plan dated 08/22/2025 reflected 
Resident #3's had cognitive loss and impaired thought process r/t History of CVA. Resident has a terminal 
prognosis r/t Senile Degeneration of the Brain (decline in cognitive function) and receive hospice services for 
palliative care. Record review of Resident #3's MD orders reflected active orders dated 09/11/2025.02: 
Change H20 bottles on concentrators once a week. every night shifts every Sunday.02: Change 02 tubing 
and date once a week every night shifts every Sundays.02: Check 02 sat every night shift every Sunday.02: 
Clean 02 concentrator filters once a week.every night shifts every Sunday. 02: Oxygen (2-51pm) via (NC) as 
needed 02 sats above 92%. During an observation and interview on 11/23/2025 at 1:45 PM with Resident 
#3's nebulizer machine and oxygen concentrator was observed, and treatment were not performed. Resident 
stated that he does use the machines when needed. 3. Record review of Resident #4 face sheet dated 
11/23/2025, reflected the resident was an 81- years-old male that was admitted on [DATE]. The resident was 
diagnosed with: Senile Degenerative of the brain (progressive decline in the brain cognition) and Acute 
Respiratory with Hypoxia (inability to maintain blood in the oxygen)Record review of Resident #4's Quarterly 
MDS dated [DATE] reflected the resident had a BIMS score of 00, indicating he was severely impaired 
cognitively. Resident #4 was dependent on staff for all personal hygiene task, toileting, showers, dressing, 
and meal support for eating. Sections O special treatments and procedures Resident #4's respiratory 
treatments were not addressed. MDS-R and MDS-G signed that the MDS was completed on 10/31/2025.
Record review of Resident #4's care plan dated 08/08/2025 reflected he had a terminal illness and received 
hospice palliative care r/t Senile Degenerative of the brain (progressive decline in the brain cognition). 
Record review of Resident #4's MAR reflected Ipratropium-Albuterol Inhalation Solution 0.5-2.5 (3) MG/3ML 
(ipratropium-Albuterol) 3 ml inhale orally three times a day for 7 Days. The order was not dated. Albuterol 
Sulfate HFA Inhalation Aerosol Respiratory Solution 108 (90 Base) MCG/ACT (Albuterol Sulfate) 2 puff 
inhale orally as needed for Shortness of breath.Order for Morphine Sulfate (concentrate) solution 20 MG/ML.
give 0.25 ML orally every 1 hours as needed for pain.During an observation on 11/23/2025 at 12:00 PM with 
Resident #4's was located in the facility dining room sitting in his wheelchair. Resident #4 was not 
interviewable due to confusion and communication deficit.During an interview on 11/23/2025 at 1:10 PM the 
DON stated the MDS should be coded for the care that the resident was receiving to reflect on the care plan 
for care. She stated that the ADON and DON were responsible for reviewing finalized MDS assessment to 
ensure accuracy. She stated that failing to code the MDS correctly could result in the resident missing care 
and treatment ordered by the MD. During an interview on 11/23/2025 at 1:20 PM, the Administrator stated 
that it was her expectation that the MDS reflect the services, care, and treatment that the resident was 
receiving at the facility. She stated that failing to code correctly could result in the resident missing 
individualized care. The MDS coordinator was not interviewed nor attempted as the failure was observed on 
the weekend. Record review of the facility's Maintain Minimum Data Set Assessments policy, dated 
10/01/2023, reflected it did not address the accuracy of assessments.
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Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interviews, and record review, the facility failed to develop and implement a comprehensive, 
person-centered care plan for each resident that included describing the services to be furnished to attain or 
maintain measurable objectives to meet the resident's highest practicable physical, mental, and psychosocial 
well-being, for 5 of 5 residents (Residents #10, #22, #3, #4, #5 and #10) reviewed for care plans, in that: 
Resident #10, #22, Resident #3, Resident #4 and Resident #5's care plan did not address the respiratory 
treatments. This failure could affect residents by placing them at risk of not receiving individualized care and 
services to meet their needs. Findings included:Resident #10Record Review of Resident #10's face sheet 
dated 11/23/2025, reflected the resident was a 78 years-old female that was admitted on [DATE]. The 
resident was diagnosed with: Alzheimer's Disease (progressive disease that impairs memory) and Acute 
Respiratory with Hypoxia (inability to maintain blood in the oxygen). Record Review of Resident #10's 
Quarterly MDS dated [DATE] reflected the resident had a BIMS score of 15, indicating she was cognitively 
intact. Resident #10 was dependent on staff for all personal hygiene task, toileting, showers, and dressing, 
She required set up for Meals. Sections O special treatments and procedures addressed the resident's 
oxygen therapy. Record review of Resident #10's Care Plan (CP) dated 05/13/2025 reflected that she has an 
ADL self-care deficit related to Alzheimer's and required substantial maximum assistance from staff. 
Resident #10's respiratory treatment was not addressed in her care plan. Record Review of Resident #10's 
MD active orders dated 02/11/2022 reflected O2: Check O2 sat every shift. Vital sign q shifts every shift Alert 
provider for temperature >101 or pulse greater than 110. During an observation and interview on 11/23/2025 
at 10:00 AM Resident #10 was observed lying in her bed on her back. She stated that the staff administer 
her nebulizer treatment when needed. She stated the Nebulizer mask had not been cleaned by the staff or 
bagged.Resident #22Record Review of Resident #22 face sheet dated 11/23/2025, reflected the resident 
was an 80- years-old male that was admitted on [DATE]. The resident was diagnosed with: Vascular 
Dementia (impaired blood supply to the brain), Acute Respiratory with Hypoxia (inability to maintain blood in 
the oxygen) and atherosclerotic heart disease of native coronary artery. (artery build-up of fat and plaque).
Record Review of Resident #22's Annual MDS dated [DATE] reflected the resident had a BIMS score of 00, 
indicating he was severely impaired cognitively. Resident #22 was dependent on staff maximal assistance 
with personal hygiene task, toileting, showers, and dressing. Resident #22 required staff set up for Meals. 
Record Review of Resident #22 care plan dated 11/07/2025 reflected impaired cognition, decision making, 
and memory loss. Resident #22's care plan did not address the use of respiratory treatment. During an 
observation and interview with Resident #22 on 11/23/2025 at 11:30 AM his nebulizer tubing was located on 
his nightstand and NC was not found. Resident #22 stated that the staff had removed his NC this morning. 
Resident #3 Record Review of Resident #3 face sheet dated 11/23/2025, reflected the resident was a 67- 
years-old male that was admitted on [DATE]. The resident was diagnosed with: Metabolic Encephalopathy 
(problem in the brain) and Acute Respiratory with Hypoxia (inability to maintain blood in the oxygen). Record 
Review of Resident #3's Annual MDS dated [DATE] reflected the resident had a BIMS score of 04, indicating 
he was severely impaired cognitively. Resident #1 was dependent on staff and required maximum 
assistance with all personal hygiene task, toileting, showers, and dressing, he required partial assistance 
with meals. Record Review of Resident #3's care plan dated 08/22/2025 reflected he had a terminal illness 
and received hospice palliative care r/t Senile Degenerative of the brain (progressive decline in the brain 
cognition). Resident #3's respiratory treatments were not addressed in the care plan.Record Review of 
Resident #3's MD orders reflected active orders dated 09/11/2025.02: Change H20 bottles on concentrators 
once a week. every night shifts every Sunday. 02: Change 02 tubing and date once a week every night shifts 
every Sundays. 02: Check 02 sat every night shift every Sunday.02: Clean 02 concentrator filters once a 
week.every night shifts every Sunday. 02: Oxygen (2-51pm) via (NC) as needed 02 sats above 92%.During 
an observation and interview with Resident #3 on 11/23/2025 at 11:45 AM oxygen tubing and nebulizer 
equipment was observed. Resident stated that the staff administer the treatments daily. Resident #4Record 
Review of Resident #4 face sheet dated 11/23/2025, reflected the resident was an 81- years-old male that 
was admitted on [DATE]. The resident was diagnosed with: Senile Degenerative of the brain (progressive 
decline in the brain cognition) and Acute Respiratory with Hypoxia (inability to maintain blood in the oxygen).
Record Review of Resident #4's Quarterly MDS dated [DATE] reflected the resident had a BIMS score of 00, 
indicating he was severely impaired cognitively. Resident #4 was dependent on staff for all personal hygiene 
task, toileting, showers, dressing, and meal support for eating. Record Review of Resident #4's care plan 
dated 08/08/2025 reflected he had a terminal illness and received hospice palliative care r/t Senile 
Degenerative of the brain (progressive decline in the brain cognition). Resident #4's respiratory treatments 
were not addressed in the care plan. Record review of Resident #4's TAR reflected Ipratropium-Albuterol 
Inhalation Solution .5-2.5 (3) MG/3ML (ipratropium­ albuterol) 3 ml inhale orally three times a day for 7 days.
During an observation on 11/23/2025 at 12:00 PM, Resident #4's was observed in the dining room. Resident 
#4 was not interviewable due to confusion and communication deficit. Resident #5Record Review of 
Resident #5 face sheet dated 11/23/2025, reflected the resident was an 84- years-old female that was 
admitted on [DATE]. The resident was diagnosed with: Dysphagia Oropharyngeal Phase (swallowing 
problems).Record Review of Resident #5's quarterly MDS completed by LVN R and dated 10/17/2025 
reflected that the resident had a BIMS score of 03, indicating she was severely impaired cognitively. 
Resident #5 was dependent on staff for all personal hygiene task, toileting, showers, and dressing. 
Resident#5's MDS addressed the resident special treatments for care. Record Review of Resident #5's Care 
plan dated 10/18/2025 reflected the resident has an ADL self-care performance deficit r/t mobility issue. 
Resident #5's care plan did not address her respiratory treatments.Record Review of Resident #5's MD order 
dated 10/13/2025 reflected ipratropium-Bromide Inhalation Solution 0.02% (ipratropium-Bromide) .2.5 ML 
inhale orally 4 hours Albuterol Sulfate (2.5 MG/3ML) 0.083% Nebulization solution Give 3 ml by mouth every 
8 hours as needed for Wheezing or SOB. Budesonide Inhalation Suspension 0.5 MG/2ML. (Budesonide 
(Inhalation)) 2 ml inhale orally two times a day for COPD Rinse mouth with water after use. Sodium Chloride 
Inhalation Nebulization Solution 3 % inhalant)) 4 ml inhale orally three times a day for Mucus plugging.
Sodium Chloride (Inhalant Trelegy Ellipta Inhalation Aerosol Powder Breath Activated 100-62.5-25 
MCG/ACT (Fluticasone­ Umeclidinium-Vilanterol) 1 puff inhale orally in the morning for COPD.MD order 
dated 10/14/2025 reflected Albuterol Sulfate HFA 108 (90 Base) MCG/ACT Aerosol, solution Give 2 puff by 
mouth every 06 hours s needed for wheezing.) During an observation of Resident #5 on 11/21/2025 at 1:30 
PM a revealed the resident lying in bed with her eyes closed, with midline IV, enteral feeding equipment 
dated and operating appropriately. During an interview on 11/23/2025 1:10 PM the DON stated Resident 
care plans should reflect MD orders and all medical treatments. The DON stated that the nursing staff and 
interdisciplinary team were responsible for developing the care plan. The DON said it was the ADON and 
DON responsibility to monitor and update care plans to reflect the resident's care and treatment and failing to 
monitor could result in the resident treatment not being monitoring and provided. During an interview with the 
ADM on 11/23/2025 at 1:20 PM, she stated it was her expectation that the DON monitored and updated the 
care plans timely to reflect the resident's current care and treatments. The ADM stated that failing to 
document individualized treatment could result in the resident missing care. Record review of the policy and 
procedure entitled Comprehensive Person-Centered Care Planning dated 3-2022; 12.2023 read in part .It is 
the policy of this facility that the interdisciplinary team (IDT) along with the resident, legal representative, and 
clinical staff develop a comprehensive person-centered care plan includes measurable objectives and 
timeframes to meet a resident's medical, nursing, mental and psychosocial needs that are identified in the 
comprehensive assessment . to provide effective and person-centered care that meet professional
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, observation, and record review, the facility failed to ensure that residents with pressure ulcers 
received necessary treatment and services consistent with professional standards of practice to promote 
healing, prevent infection, and prevent new ulcers from developing for one of six residents (Resident #3) 
reviewed for pressure ulcers The facility failed to ensure LVN A provided Resident #3 her physician ordered 
wound care on 11/22/25. This failure could place residents at risk of developing infections or worsening of 
their wounds.Findings included: Record review of Resident #3's Quarterly MDS assessment, dated 10/31/25, 
reflected an [AGE] year-old female who was admitted to the facility on [DATE]. The staff had assessed the 
resident to severely cognitively impaired. She was dependent on staff with all ADL care and was always 
incontinent of urine and bowel. She had a feeding tube and received 51 % of her nutrition through a feeding 
tube. She was coded to be at risk of pressure ulcers. Her active diagnoses included Alzheimer's disease, 
malnutrition, abnormal posture and muscle wasting. Record review of Resident #3's care plan with a revision 
date of 06/25/25 reflected, The resident has a Stage 4 pressure injury on her right lateral (outside) ankle 
related to history of ulcers.Interventions.Administer treatments as ordered and monitor for effectiveness. 
Record review of Resident #3's Physician order summary report dated 11/23/25, reflected, Cleanse 
non-pressure wound to right medial foot with wound. and pressure wound to right lateral ankle with wound 
cleanser, pat dry. Apply calcium alginate (absorbent dressing made of seaweed) to wound bed. Cover with 
dry dressing daily and PRN if saturated, soiled or dislodged, with a start date of 11/07/25. Cleanse open 
areas to left medial and dorsal foot with wound cleanser, pat dry. Apply calcium alginate (absorbent dressing 
made of seaweed) to wound bed. Cover with dry dressing daily and PRN if saturated, soiled or dislodged, 
with a start date of 11/04/25. Record review of Resident #3's Wound care administration record for 
November 2025 reflected no treatment was provided on 11/22/25 for any of the wounds on the resident's left 
or right foot. In an observation and interview on 11/23/25 at 9:45 a.m. revealed LVN A and CNA F in 
Resident #3's room repositioning her in preparation to provide wound care to the resident's feet. Resident #1 
had a feeding tube, and her legs were drawn up into a fetal position. Resident #1 was positioned on her left 
side with pillows between her legs to offload them and a pillow under her left ankle. The resident had an 
alternating pressure mattress in use. The resident was nonverbal. The dressings on residents' right foot and 
left foot were dated 11/21/25. The resident's right foot was edematous (swollen with excess fluid) and the 
dressing on her foot was soaked with drainage and had a foul odor. LVN A stated she was working 
yesterday (11/22/25) and stated she did not do the wound care on Resident #1. She stated it was a crazy 
shift, and she just did not get around to doing it. She stated she should have asked the oncoming shift to do 
it but stated she did not ask them. She stated she was getting her supplies together now to change the 
dressings. In an observation of 11/23/25 at 10:00 a.m. revealed LVN A performed hand hygiene and put on 
gloves and gowns. LVN A stated the resident had 4 different wounds, two of both feet and all were to be 
cleansed with wound cleanser, pat dry, and apply calcium alginate and covered with a bordered dressing. 
LVN A entered the room. She had all the wound care supplies placed on the bedside table on top of a towel. 
LVN A opened the packages of the boarded dressing and placed today's date (11/23/25) on the dressing. 
The resident was positioned on her left side. LVN removed all of the dressing from all four wounds, cleansed 
them with wound cleanser and applied calcium alginate and covered with bordered dressing. In an interview 
with LVN A on 11/23/25 at 10:20 a.m. she stated she knew the resident had daily wound care orders and felt 
bad she did not get the wound care done yesterday. She stated the wound on the resident's right foot does 
not have an odor once it was cleaned. She stated once the dressing becomes saturated with the drainage it 
will start to have an odor. In an interview with the DON on 11/23/25 at 11:15 a.m. she stated they had a 
Treatment Nurse who worked Monday through Friday, and the weekend nurses were responsible for their 
wound care. She stated Resident #3 had chronic wounds with poor prognosis due to her debilitated state. 
She stated the wound on her right foot had a lot of drainage due to the edema. She stated the wound care 
physician had told them once the dressing became soaked it would start to have an odor, but the wound 
itself did not have an odor. She stated they had an order to change the dressing daily or more often if it 
became soiled or dislodged. She stated since it did not get changed yesterday she understood why it had an 
odor. She stated she was not aware of the wound care being missed on 11/22/25 until today (11/23/25). She 
stated the Treatment Nurse had not told her of any wound care not being completed on the weekends but 
stated if it was not completed on Saturday and done on Sunday, she would not know it was not being 
completed. She stated going forward the ADON's were going to have monitor the Treatment administration 
records. In an interview on 11/23/25 at 11:40 a.m. with the Wound Care physician he stated he had been 
providing wound consultation for Resident #3. He stated her wounds were chronic and had poor chances of 
healing due to her debilitated state, her advanced contractures, and her bedbound status. He stated the 
wound on her right foot did not have any signs of infection. He stated the drainage would start to have an 
odor if it was left for an extended period of time, which is why he provided an order for the nurses to change 
it daily and anytime it became soiled and saturated. He stated it was his expectation for the wound care to be 
provided as ordered. He stated not keeping the wound clean could lead to more deterioration of the wound 
bed and the surrounding skin. Record review of the facility's policy titled, Wound Treatment Management, 
dated January 2023, reflected, Wound treatments will be provided in accordance with physician orders, 
including the cleansing method, type of dressing, and frequency of dressing change.Treatments will be 
documented on the Treatment Administration Record or in the electronic health record.
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Level of Harm - Minimal harm or 
potential for actual harm

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 failed to ensure residents receive adequate supervision 
and assistance devices to prevent accidents for one of six residents (Resident #1) reviewed for accidents 
hazards The Facility failed to ensure CNA F provided a safe two-person transfer and instead lifted Resident 
#1 under her arms when transferring her from her bed to her wheelchair on 11/23/25. These failures could 
affect the residents by placing the residents at risk for falls, injuries, and skin tears.Findings included: Record 
Review of Resident #1's quarterly MDS assessment, dated 09/02/25 reflected a [AGE] year-old female with a 
BIMS score of 2 which indicated she was severely cognitively impaired. She was dependent on all activities 
of daily living with exception of eating and required the assistance of 2 persons for transfers. She was always 
incontinent with bladder and bowel. Diagnoses included dementia and multiple sclerosis (chronic disease of 
the central nervous system) Review of Resident #1s care plan initiated on 03/24/25 reflected, [Resident #1] 
has an ADL self- care Performance Deficit related to impaired balance.Intervention.Transfer: The resident 
requires mechanical lift.with 2 staff assistance for transfers. In an observation on 11/23/25 at 07:40 a.m. CNA 
F entered Resident #1's room to provide incontinent care and get her up for breakfast. Resident #1 was very 
petite and could follow direction from the staff when asked to turn or reposition during care. After completion 
of incontinence care CNA F positioned the resident's wheelchair beside the bed, assisted the resident onto 
the side of the bed and placed both his arms under the resident's arm pits and lifted her up and over into the 
wheelchair. The resident did not bear weight during the transfer and did not appear to be in pain. CNA F then 
stated he was going to take her to the dining room. In an interview with CNA F on 11/23/25 at 08:00 a.m. he 
stated he had been taught that any transfer required a gait belt but stated he did not see a gait belt in her 
room. He stated he was not that familiar with the resident and should have asked before providing her care 
or should have looked at the resident's care plan. He stated the risk of lifting someone under the arms was 
injury to the resident's shoulders. In an interview with PTA D on 11/23/25 at 12:00 p.m. he stated any 
resident who required assistance with one person for transfers required the use of a gait belt to help prevent 
injury to the resident and to the staff. He stated staff were never to lift a resident under the arms due to the 
risk of dislocating their shoulder. He stated when a resident requires two-person maximum assistance they 
usually recommended a mechanical lift transfer. He stated if therapy had seen a resident they will indicate to 
nursing what level of assistance a resident needs, or nursing will make the determination for resident who 
had not been on therapy. In an interview with the DON on 11/23/25 at 01:15 p.m. she stated the staff were to 
always use a gait belt when transferring a resident if they were a one-person transfer. She stated if resident 
required two-person transfers they were to use a mechanical lift unless it was contraindicated. She stated 
they do training on transfers during orientation and annually or when they determine there is an issue. She 
stated they would be in-servicing staff on proper transfer techniques. She stated Resident #1 was care 
planned for a mechanical lift transfer. She stated the CNA should have never done a one person transfer on 
her. She stated he was a PRN staff member but stated he should have asked if he was unsure of her care 
needs. She stated the risk was injury to the resident and staff member. Record review of the facility's policy 
titled, Safe Lifting and Movement of Residents, dated July 2017, reflected, In order to protect the safety of 
and well-being of staff and residents, and to promote quality of care, this facility uses appropriate techniques 
and devices to lift and move residents.Manual lifting of residents shall be eliminated when feasible.Staff 
responsible for direct resident care will be trained in the use of manual (gait/transfer belts,.) and mechanical 
lifting devices.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interviews, and record review the facility failed to ensure that residents who needed respiratory 
care were provided such care consistent with professional standards of practice, the comprehensive 
person-centered care plan, and the residents' goals and preferences for 5 (Residents #10, Resident #22, 
Resident #3, Resident #4, and Resident #5) of 10 residents reviewed for respiratory care, in that:. Resident 
#10, Resident #22, Resident #3, and Resident #4's nebulizer mask was not bagged.Resident #4's and 
Resident #5's NC tubing was not dated.These failures could place residents at risk of receiving inadequate 
respiratory careFindings:

Resident #10

Record Review of Resident #10's face sheet dated 11/23/2025, reflected the resident was a 78 years-old 
female that was admitted on [DATE]. The resident was diagnosed with: Alzheimer's Disease (progressive 
disease that impairs memory) and Acute Respiratory with Hypoxia (inability to maintain blood in the oxygen).

Record Review of Resident #10's Quarterly MDS dated [DATE] reflected the resident had a BIMS score of 
15, indicating she was cognitively intact. Resident #10 was dependent on staff for all personal hygiene task, 
toileting, showers, and dressing, She required set up for Meals. Sections O special treatments and 
procedures addressed the resident's oxygen therapy.

Record review of Resident #10's Care Plan (CP) dated 05/13/2025 reflected that she has an ADL self-care 
deficit related to Alzheimer's and required substantial maximum assistance from staff. Resident #10's 
respiratory treatment was not addressed in her care plan.

Record Review of Resident #10's MD active orders dated 02/11/2022 reflected O2: Check O2 sat every shift. 
Vital sign q shifts every shift Alert provider for temperature >101 or pulse greater than 110.

During an observation and interview on 11/23/2025 at 10:00 AM Resident #10 was observed lying in her bed 
on her back. She stated that the staff administer her nebulizer treatment when needed. She stated the 
Nebulizer mask had not been cleaned by the staff or bagged.

02/11/202

Resident #22,

Record Review of Resident #22 face sheet dated 11/23/2025, reflected the resident was an 80- years-old 
male that was admitted on [DATE]. The resident was diagnosed with: Vascular Dementia (impaired blood 
flow to the brain), Acute Respiratory with Hypoxia (inability to maintain blood in the oxygen) and 
atherosclerotic heart disease of native coronary artery. (artery build-up of fat and plaque).

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Record Review of Resident #22's Annual MDS dated [DATE] reflected the resident had a BIMS score of 00, 
indicating he was severely impaired cognitively. Resident #22 was dependent on staff maximal assistance 
with personal hygiene task, toileting, showers, and dressing. Resident #2 required set up for Meals. MDS 
Sections O for respiratory treatments were not addressed. MDS-P and MDS-G signed that the MDS was 
completed on 11/08/2025.

Record Review of Resident #22's care plan dated 10/12/2025 reflected he had an unwitnessed fall on 
10/12/2025 and the care plan was updated. Resident #22's care plan did not address the use of respiratory 
treatment.

During an observation and interview on 11/23/2025 at 11:30 AM. with Resident #22's Nebulizer mask was 
stored on the nightstand not bagged. Resident stated that the staff had removed his NC this morning. He 
stated the nebulizer mask was not cleaned, changed, or bagged. Resident #22 does not recall if the staff 
cleaned the mask.

Resident #3

Record Review of Resident #3 face sheet dated 11/23/2025, reflected the resident was a 67- years-old male 
that was admitted on [DATE]. The resident was diagnosed with: Metabolic Encephalopathy (problem in the 
brain) and Acute Respiratory with Hypoxia (inability to maintain blood in the oxygen).

Record Review of Resident #3's Annual MDS dated [DATE] reflected the resident had a BIMS score of 04, 
indicating he was severely impaired cognitively. Resident #1 was dependent on staff and required maximum 
assistance with all personal hygiene task, toileting, showers, and dressing, he required partial assistance 
with meals.

Record Review of Resident #3's care plan dated 08/22/2025 reflected he had a terminal illness and received 
hospice palliative care r/t Senile Degenerative of the brain (progressive decline in the brain cognition). 
Resident #3's respiratory treatments were not addressed in the care plan.

Record Review of Resident #3's MD orders reflected active orders dated 09/11/2025. reflected 02: Change 
02 tubing and date once a week every night shifts every Sundays. 02: Check 02 sat every night shift every 
Sunday.02: Clean 02 concentrator filters once a week.every night shift every Sunday.02: Oxygen (2-51pm) 
via (NC) as needed 02 sats above 92%.

During an observation and interview on 11/23/2025 at 1:45 AM with Resident #3, his NC tubing was not 
dated and bagged. His oxygen concentrator machine was observed with white, tan and gray small particles. 
His nebulizer mask was observed on the nightstand not bagged. Resident #3 stated that the used both the 
nebulizer machine and mask and oxygen concentrator machine and the staff had not bagged the nebulizer 
mask. Resident #3 did not remember if the staff cleaned the mask routinely.

Resident #4

Record Review of Resident #4 face sheet dated 11/23/2025, reflected the resident was an 81- years-old 
male that was admitted on [DATE]. The resident was diagnosed with: Senile Degenerative of the brain 
(progressive decline in the brain cognition) and Acute Respiratory with Hypoxia (inability to maintain blood in 
the oxygen).

(continued on next page)
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potential for actual harm

Residents Affected - Some

Record Review of Resident #4's care plan dated 08/08/2025 reflected he had a terminal illness and received 
hospice palliative care r/t Senile Degenerative of the brain (progressive decline in the brain cognition).

Record Review of Resident #4's Quarterly MDS dated [DATE] reflected the resident had a BIMS score of 00, 
indicating he was severely impaired cognitively. Resident #4 was dependent on staff for all personal hygiene 
task, toileting, showers, dressing, and meal support for eating. Sections O special treatments and 
procedures Resident #4's respiratory treatments were not addressed. MDS-R and MDS-G signed that the 
MDS was completed on 10/31/2025.

Record Review of Resident #4's active MD orders dated ipratropium-Albuterol Inhalation Solution 0.5-2.5 (3) 
MG/3ML (ipratropium-Albuterol) 3 ml inhale orally three times a day for 7 Days. The order was not dated.
Albuterol Sulfate HFA Inhalation Aerosol Respiratory Solution 108 (90 Base) MCG/ACT (Albuterol Sulfate) 2 
puff inhale orally as needed for Shortness of breath. The was no order for NC or respiratory treatments.

Record review of Resident #4's progress note dated 11/08/2025 at 10:26 AM by LPN-T reflected 
ipratropium-Albuterol Inhalation Solution 0.5-2.5 (3) MG/3ML 1 ml inhale orally three times a day for 7 Days. 
Upon assessment prior to administering breathing treatment, pt's SpO2 improved to 99% and HR decreased 
to 89 bpm. Prior SpO2 was 80% and HR 136 bpm. Breathing treatment then given as ordered. Pt. tolerated 
treatment well. The plan of care is ongoing.

Record review of Resident #4's progress note dated 11/08/2025 at 4:55 PM by LPN-T reflected Pt. agitated 
and restlessness, respirations labored.his 02 reading low 80% and his HR 145 BPS. Morphine given per 
PRN hospice order for comfort and SOB. The plan of care is ongoing. This progress note was added in 
relation to his Morphine order and treatment for SOB.

During an observation on 11/23/2025 at 12:00 PM, Resident #4's was observed in the dining room with his 
NC tubing wrapped around the oxygen tank. The tubing was not dated and not bagged. Resident #4 was not 
interviewable due to confusion and communication deficit.

During an interview with LVN-C on 11/23/2025 12:55 PM for Resident's #10 and Resident #22, she stated 
that she had conducted rounds and failed to observe the tubing undated and masked unbagged. She stated 
that NC tubing was changed on Sundays during the overnight shift, and as needed. She stated that the 
nursing staff were responsible for washing the nebulizer mask as needed, then bag and date for sanitation. 
She stated that expectation was to monitor the respiratory equipment for sanitation and operations during 
rounds. She stated this was an error that could result in infections for the residents.

During an interview with LVN-T on 11/23/2025 at 12:58 PM for Resident's #3 and Resident #4 she stated all 
respiratory equipment was cleaned and tubing was changed and dated weekly on the night shift every 
Sunday. She said residents could get infections from cross contamination and when the procedures were not 
followed. She stated she had not noticed the equipment unbagged during her rounds.

(continued on next page)
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During an interview on 11/23/2025 at 1:10 PM the DON stated it was her expectations for the nursing staff to 
monitor respiratory equipment for sanitation, storage, dates, and labeling during resident rounds. She said 
failing to bag and dated the nebulizer mask and tubing when not in sue could result in infections to the 
resident. She stated it was the charge nurse, ADON, and DON's responsibility to monitoring the nursing 
clinical care task.

During an interview on 11/23/2025 at 1:20 PM, the Administrator stated that everything used for the resident 
should be kept clean to prevent cross contamination and respiratory infection. She stated that all assigned 
equipment with tubing was to be bagged when not in use for sanitation. She stated that it was the 
responsibility of the DON to monitor and educate the staff on respiratory protocol.

There were no weekend night shift nurses interviewed about respiratory equipment protocol.

The quality-of-care respiratory treatments policy was requested on 11/23/2025 at 12:00 PM and was not 
provided prior to exiting the building.
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Residents Affected - Some

Provide and implement an infection prevention and control program.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interviews, and record review, the facility failed to maintain an Infection Prevention and Control 
Program designed to provide a safe, sanitary, and comfortable environment and to help prevent the 
development and transmission of communicable diseases and infections for 3 of 3 Residents (Resident #1 
Resident #2 and Resident #3) observed for infection control. 1.The facility failed to ensure CNA F utilized 
Enhanced Barrier Precautions, performed hand hygiene during incontinence for Resident #1 and performed 
hand hygiene prior to leaving Resident #1 room on 11/23/25. 2.The facility failed to ensure CNA E utilized 
Enhanced Barrier Precautions, performed hand hygiene during incontinence care and mechanical lift transfer 
to Resident #2 and performed hand hygiene prior to leaving Resident #2's room on 11/23/25. 3. The facility 
failed to ensure CNA G properly removed her Enhanced barrier equipment and performed hand hygiene 
prior to leaving Resident #2's room on 11/23/25. 4. The facility failed to ensure LVN A performed hand 
hygiene during wound care and changed her gloves and performed hand hygiene after cleaning each wound 
on Resident #3's feet on 11/23/25. Findings included: 1. Record Review of Resident #1's quarterly MDS 
assessment, dated 09/02/25 reflected a [AGE] year-old female with a BIMS score of 2 which indicated she 
was severely cognitively impaired. She was dependent for all activities of daily living with exception of eating 
and required the assistance of 2 persons for transfers. She was always incontinent of bladder and bowel. 
Diagnoses included dementia and multiple sclerosis (chronic disease of the central nervous system) In an 
observation on 11/23/25 at 07:40 a.m. CNA F entered Resident #1's room to provide incontinence care and 
get her up for breakfast. A sign was posted over the resident's bed which indicated the resident was on 
Enhanced Barrier Precautions ( a set of infection control measures used to reduce the spread of mulit-drug 
resistance organisms). CNA F put on gloves without performing hand hygiene and did not put on a gown. 
CNA F opened the residents brief and wiped down the middle and out to both sides, changing the surface of 
the wipe with each swipe. He then assisted resident onto her side and wiped her anal area from front to 
back, changing the surface of the wipe. CNA F then placed the clean brief under the resident while wearing 
the same soiled gloves and rolled her back onto her back. CNA F removed his gloves and did not perform 
hand hygiene. He then went to the resident's closet and pulled out a couple of items of clothing and asked 
the resident what she wanted to wear today. After resident selected her clothing, he placed the remaining 
items back in the closet. CNA F then put on gloves with no hand hygiene and dressed the resident. CNA F 
transferred the resident into the wheelchair. CNA F then removed his gloves and left the room without 
performing hand hygiene and pushed the resident down to the dining room. In an interview with CNA F on 
11/23/25 at 08:00 a.m. he stated he was supposed to perform hand hygiene before entering the resident's 
room and before leaving the resident's room. He stated he had used the hand sanitizer in the hall before 
coming into the resident's room but acknowledged he had not performed hand hygiene before he left the 
room. He stated he had worn gloves during incontinence care and did not know he had to change his gloves 
before placing the clean brief and residents' clothing on her. He stated he had not noticed the sign indicating 
the resident was on Enhanced Barrier Precautions. He stated the risk of not providing hand hygiene and 
wearing the proper personal protective equipment was the spread of germs. In an interview with the DON on 
11/23/25 at 8:10 a.m. she stated any resident who was on enhanced barrier precautions would have a sign 
posted over their bed to let the staff know what type of precautions were to be used. She stated Resident #1 
was on enhanced barrier precautions due to a chronic eye infection which they were currently treating. She 
stated the CNAs were required to wear gown and gloves during direct care for her. 2. Record review of 
Resident #2's quarterly MDS assessment dated [DATE] reflected a [AGE] year-old female with an admission 
date of 09/28/20. Resident had a BIMS of 13 which indicated she was cognitively intact. She required 
substantial to max assistance with ADLs. She was always incontinent of urine and had colostomy. (an 
opening in the abdomen to connect the colon to the outside of the body). She had non-pressure wounds to 
her feet. Diagnoses included diabetes. In an interview and observation on 11/23/25 at 08:05 a.m. Resident 
#2 resident was observed in her bed. The resident had O2 via nasal cannula in use and an Enhanced Barrier 
Precaution sign posted over her bed. She stated she had some wounds on her feet, and the staff were 
dressing them. She stated she also had a colostomy which the nurses change for her. In an observation on 
11/23/25 at 08:50 a.m. CNA E entered Resident #2's room and put on gloves without performing hand 
hygiene and did not put on a gown to provide incontinence care and get the resident up for the day. CNA E 
unfasted the resident's brief and sprayed peri-wash under the resident's belly fold to wipe of a thick layer of 
powder and cream. CNA E then wiped downward and then outward toward the resident's groin, changing the 
surface of the wipes with each stroke. CNA E then rolled the resident onto her side and wiped from front to 
back. CNA E then placed a clean brief under the resident and applied barrier cream to the resident's 
buttocks and then rolled her over applied to her inner thigh and under her belly fold with the same gloves 
used for cleaning the resident's peri (the diamond-shaped area between the anus and the vulva) and anal 
areas. CNA E fastened the brief. Still wearing the same gloves, CNA E opened the resident's closet and 
retrieved a clean shirt and pants. He then dressed the resident and handed her O2 nasal cannula which had 
been taken off, to change her shirt, still wearing soiled gloves. After dressing the resident, the CNA left the 
room without performing hand hygiene to obtain the mechanical lift and assistance to get the resident up and 
the nurse to empty the resident's colostomy bag. In an observation on 11/23/25 at 09:20 a.m. LVN B and 
CNA G performed hand hygiene, put on gown and gloves and entered Resident #2's room. CNA E entered 
behind them with the mechanical lift. CNA E put on gloves without performing hand hygiene and did not put 
on a gown. LVN B changed out the colotomy bag, removed her PPE and washed her hands and left the 
room. CNA E and CNA G then placed the mechanical sling under the resident and attached it to the lift and 
transferred her to her wheelchair. CNA G then took the lift out of the room still wearing her gown and gloves 
and took it down the hall and placed it in a storage room by the nurse's station. She then removed her gown 
and gloves and used the hand sanitizer in the hallway. CNA E finished adjusting the resident in her 
wheelchair, handed her cell phone to her and removed his gloves and left the room without performing hand 
hygiene. In an interview with CNAs E and CNA G on 11/23/25 at 9:35 a.m. both stated they were supposed 
to perform hand hygiene before and after care. CNA E stated he did not know he had to change his gloves 
and perform hand hygiene during incontinence care. He stated he forgot about putting on a gown. Both staff 
stated they had had just had training on Enhanced Barrier Precautions which also covered hand hygiene 
about a week ago. CNA G stated she was supposed to remove her gown and gloves before leaving the room 
and just simply forgot to do that. Both staff stated the risk of not following proper infection control protocols 
was the spread of germ and increased risk of infections. 3. Record review of Resident #3's Quarterly MDS 
assessment, dated 10/31/25, reflected an [AGE] year-old female who was admitted to the facility on [DATE]. 
The staff had assessed the resident to severely cognitively impaired. She was dependent on staff with all 
ADL care and was always incontinent of urine and bowel. She had a feeding tube and received 51 % of her 
nutrition through a feeding tube. She was coded to be at risk of pressure ulcers. Her active diagnoses 
included Alzheimer's disease, malnutrition, abnormal posture and muscle wasting. In an observation on 
11/23/25 at 10:00 a.m. revealed LVN A performed hand hygiene and put on gloves and gowns. LVN A 
entered Resident #3's room. She had all her wound care supplies placed on the bedside table on top of a 
towel. LVN A removed all of the old dressing from all four wounds on the resident's feet, removed her gloves, 
and put on clean gloves without performing hand hygiene. LVN A then sprayed wound cleanser on the 
wound on the left dorsal (the top upper surface of the foot) and cleansed the area with gauze. She then 
proceeded to the large wound on the resident's right outer ankle and top of her right foot and sprayed it with 
wound cleanser and cleaned with gauze, still wearing the same gloves she wore to clean the wound on the 
left foot. Still wearing the same gloves, she had CNA F hold up the resident's left leg and she sprayed wound 
cleanser on a gauze and cleansed the smaller wound on her left outer ankle. LVN A then changed her 
gloves but did not perform hand hygiene and sprayed wound cleanser on a gauze and cleansed the small 
wound on the bottom of the resident's right foot. LVN A then removed her gloves, performed hand hygiene, 
and put on clean gloves. She applied the calcium alginate (absorbent dressing made of seaweed) to the left 
dorsal wound and covered it with a border dressing. She removed her gloves, sanitized her hands, put on 
clean gloves, and applied the calcium alginate to the right medial ankle and upper foot wound and covered it 
with a bordered dressing. Removed her gloves, sanitized her hands, and applied calcium alginate to the left 
ankle wound, and removed her gloves, sanitized her hands, put on clean gloves, and applied calcium 
alginate to the wound on the bottom of her right foot. LVN then removed her gloves and gown and performed 
hand hygiene. In an interview with LVN A on 11/23/25 at 10:20 a.m. she stated she was supposed to perform 
glove changes and hand hygiene when applying the treatments to a resident's wound, but stated she was 
not aware she had to do so when cleaning the wounds. She stated she used clean gauze for each wound 
but did not change her gloves. She stated she could see where this could create potential for cross 
contamination of the wounds. In an interview with the DON on 11/23/25 at 01:15 p.m. she stated staff were 
to change their gloves and perform hand hygiene before going form dirty to clean, before entering a 
resident's room, before leaving a room and were never to wear PPE in the hallway. She stated all residents 
who were in Enhanced Barrier Precautions had signs posted over their beds and the staff was expected to 
follow those protocols. She stated they train and do in-services constantly on infection control. She stated 
that failing to follow those protocol places residents at a higher risk of infections. She stated wound care was 
to be done one wound at a time and they should do the least wound going toward the worst wound last. She 
stated this was to prevent cross contamination from wound to wound. She stated the infection preventionist 
trains and in-services and monitors to track and trend and focused their training needs accordingly. Record 
review of the facility's policy titled, Enhanced Barrier Precautions, dated April 2024, reflected, It is the policy 
of this facility to implement enhance barrier precautions for the prevention of transmission of 
multidrug-resident organisms.An order for enhanced barrier precautions will be obtained for residents with 
any of the following.Wounds.Infection or colonization with a CDC-targeted MDRO when Contact Precautions 
do not otherwise apply.PPE for enhanced barrier precautions is only necessary when performing 
high-contact care.High-contact resident care activities include.Dressing, bathing, transferring, providing 
hygiene, changing linens, changing briefs.Wound care. Record review of the facility's' policy titled, 
Handwashing/Hand hygiene dated October 2023 reflected, .The facility considers hand hygiene the primary 
means to prevent the spread of healthcare-associated infections.All staff are trained and regularly in-serviced 
on the importance of hand hygiene in preventing the transmission of healthcare-associated infections.Hand 
Hygiene is indicated.Immediately before touching a resident.After contact with blood, body fluids, or 
contaminated surfaces.After touching a resident.after touching the resident's environment.Before moving 
from work on a soiled body site to clean body site on the same resident and immediately after glove removal.
The use of gloves does not replace hand washing/hand hygiene.
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