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January, 2025
F582 Medicaid/Medicare Coverage/Liability Notice
SE: SS=D: Failed to provide correct CMS form 10123 NOMNC for 2 residents; also failed to include estimated cost to continue skilled services on CMS form 10055 ABN to resident/representative for 2 residents placing 2 residents at risk for uninformed decisions r/t skilled care
· NOMNC not provided to resident/representative & ABN lacked estimated cost to continue services when resident’s skilled services ended  for 2 residents; failed to provide 2 residents CMS 10123 as required & failed to provide 2 residents with estimated cost to continue skilled services placing residents at risk for uninformed decisions r/t skilled services

F623 Notice Requirements Before Transfer/Discharge
SE: SS=D: Failed to provide written notice for facility-initiated transfer to hospital for 2 residents placing residents at risk for uninformed care choices
· Record lacked evidence resident/representative provided a written notice when resident transferred to hospital for 2 residents at time of hospitalization

F625 Notice of Bed Hold Policy Before/Upon Transfer
SE: SS=D: Failed to provide 2 residents with written information r/t facility bed hold policy when residents were transferred to hospital placing residents at risk of not being permitted to return & resume residence in nursing facility
· Record lacked evidence a copy of bed hold policy was provided to residents/representative & facility unable to provide evidence upon request; failed to provide resident with copy of bed hold policy when resident transferred to hospital placing resident at risk of not being permitted to return & resume residence in nursing facility for 2 residents

F812 Food Procurement, Store/Prepare/Serve-Sanitary
SE: SS=F: Failed to store, prepare, distribute & serve food by professional standards for food service safety in 1/1 kitchen placing residents who received meals form facility’s kitchen at risk for foodborne illness
· Observed unlabeled, undated food items in fridge; substances around outside of ice cream container; unsealed flour & bag of bread crumbs
· Mopboard around kitchen perimeter with substance; pipes under dishwasher with gray-black substance

F849 Hospice Services
SE: SS=D: Failed to ensure a communication process between the hospice provider and the facility for 1 resident who was admitted to hospice on 09/08/24, and resident who was admitted on 01/16/24, which included a plan of care and a description of the services provided which included contact information, visit frequency, medications, and medical equipment. This deficient practice placed 2 residents at risk of not receiving needed care.
· CP lacked instruction on services provided by hospice including frequency & type of support visits, supplies & medical equipment provided by hospice, medications covered by hospice & hospice contact information; failed to coordinate care between facility & hospice provider for 2 residents who received hospice services placing residents at risk for inadequate end-of-life care

February, 2025
F582 Medicaid/Medicare Coverage/Liability Notice
SW: SS=E: Failed to ensure correct & complete Beneficiary Protection Notification forms were issued to 2/3 residents
· 2 resident records documented residents only received NOMNC & did not receive SNF ABN; Adm stated did not know had to use both forms; failed to ensure correct & complete SNF ABN 10055 were issued to 2 residents as required

F661 Discharge Summary
NW: SS=D: Failed to develop a discharge summary for 1 resident reviewed for discharge that included a completed recapitulation of resident’s stay placing resident at risk for receiving inadequate care
· EMR lacked evidence of completed discharge summary which included recapitulation of stay; discharge summary lacked documentation r/t resident’s status when resident admitted to facility; failed to complete discharge summary that included recapitulation of resident’s stay & post-discharge plan placing resident at risk of receiving inadequate care

F690 Bowel/Bladder Incontinence, Catheter, UTI
NW: SS=D: Failed to provide appropriate care when staff failed to provide completed incontinent and catheter care for 1 resident after a bowel movement, before a dressing change, and who had a history of urinary tract infections placing resident at increased risk for UTI
· Resident with hx of UTIs; resident with Foley catheter; observed LN approach resident about dressing change; when LN removed brief, moderate amount of soft brown BM on buttock, butt creased & up to insertion site of catheter; BM touched catheter tubing coming from insertion site; LN provided perineal care to buttocks & butt creased then removed resident’s dressing but failed to provide incontinent care to resident’s front perineal area or catheter care; then LN continued with dressing change on gluteal fold, placed new incontinent brief on resident, pulled up slacks & covered resident up; failed to ensure staff provided complete incontinence & catheter care after resident had BM placing resident at risk for UTI

F756 Drug Regimen Review, Report Irregular, Act On
NW: SS=D: Failed to ensure Consultant Pharmacist (CP) ID’d & reported 1 resident’s BP med was administered outside physician-ordered parameters & parameters were transcribed incorrectly placing resident at risk for physical decline, related complications & at risk for unnecessary drugs
· POS for notification parameters for BP r/t Amlodipine 10mg daily for HTN along with holding parameters; POS for Lisinopril with holding parameters; EMR documented meds administered outside ordered parameters on 11/29 opportunities in Feb 2024, 12/31 in March; 11/30 in April; 6/30 in May, 17/30 in June; 17/30 in July; 13/31 in August; 16/30 in Sept; 21/31 in October; 25/30 in November; 15/31 in December; 19/31 in January 2025; 14/20 in February; MRRs from March 2024 thru Jan 2025 lacked evidence CP ID’d  & reported Amlodipine & Lisinopril given outside physician-ordered parameters or that parameters were transcribed incorrectly; failed to ensure the CP identified and reported 1 resident’s BP medication was administered outside physician-ordered parameters and parameters were transcribed incorrectly. This placed the resident at risk for physical decline, related complications, and at risk for unnecessary drugs

F757 Drug Regimen is Free from Unnecessary Drugs
NW: SS=D: Failed to hold and notify physician of BP meds per physician-ordered parameters for 1 resident; facility also failed to transcribe physician-ordered parameters correctly placing resident at risk for physical decline, other related complications, and at risk for unnecessary drugs
· Cited findings noted in F756 r/t BP parameters for HTN; failed to hold and notify the physician when 1 resident’s BP meds were out of physician-ordered parameters & failed to transcribe the parameters correctly upon admission placing resident at risk for physical decline, other related complications, & at risk for unnecessary drugs

F812 Food Procurement, Store/Prepare/Serve-Sanitary
SW: SS=F: Failed to store, prepare, & serve food to prevent possible foodborne illness among facility’s residents
· Observed unsealed foods & condiments in fridge; unlabeled, undated food items in freezer; cutting board with deep slices visible

F849 Hospice Services
NW: SS=D: Failed to include a hospice plan of care with a description of the services provided which included contact information, visit frequency, medications, and medical equipment for 1 resident placing resident at risk of not receiving needed care
· CP lacked section r/t hospice services with information r/t description of services provided which included contact information, visit frequency, meds & medical equipment; failed to coordinate care between the facility and the hospice provider for 1 resident who received hospice services placing resident at risk for inadequate end-of-life care

March, 2025
F550 Resident Rights/Exercise of Rights
SE: SS=D: Failed to show respect & dignity to 2 residents r/t wearing dirty clothes to DR
· Observed resident in DR with shirt with large area of dried on food & liquid on front then continued to wear same soiled shirt during throughout day; failed to show respect & dignity to dependent resident by failing to change soiled shirt which had to wear amongst peers
· Observed resident shirt dirty & with stains on front; next day had shirt with spot from lunch in middle of front of shirt when getting ready to leave for appointment & was changed after LN prompted CNA to change resident’s shirt; failed to provide care in dignified manner when resident not assisted to change shirt when dirty placing resident at risk for decreased psychosocial wellbeing
SW: SS=D: Failed to protect privacy & dignity of 1 resident when indwelling catheter bag was left with no privacy cover with potential to lead to negative psychosocial effects r/t dignity
· Observed on multiple occasions catheter drainage bag facing window in room with no privacy cover to cover from staff & public that parked in parking lot & walking down sidewalk right next to window; blinds on window open for each observation; failed to protect dignity of resident when indwelling catheter bag was left open to public with no privacy cover with potential to lead to negative psychosocial effects r/t dignity
SW: SS=E: Failed to provide dignified care environment for 4 residents placing residents at risk for impaired dignity & quality of life
· Observed resident in room on side of bed & resident had only underwear on lower 1/2; resident fell asleep as sat on side of bed with head against wall with leg & groin area left exposed
· Observed resident in bed with door fully open & resident had only sheet covering groin area as staff & other residents passed room
· Observed resident in Broda chair in DR & staff stood entire time while feeding resident meal
· Observed resident in bed facing door & resident wore gown but entire upper side up to chest exposed while bed faced door
NE: SS=D: Failed to ensure 1 resident was appropriately clothed when bare thigh & leg were showing, & door left open placing resident at risk for impaired dignity & decreased psychosocial wellbeing
· Failed to ensure 1 resident was appropriately clothed while his door was open. Resident’s bare leg and thigh were showing when his door was left open. This deficient practice placed resident at risk for impaired dignity and decreased psychosocial well-being

F554 Resident Self-Administer Meds-Clinically Appropriate
SW: SS=D: Failed to ensure safe & appropriate self-administration of medication for 1 resident placing resident at risk for unnecessary medication side effects and self-administration errors
· EMR lacked any order for self-administration of meds; EMR lacked assessment r/t self-administration of meds; observed resident in bed & paper med cup with multiple pills on top of water pitcher on bedside table & no staff present on multiple days; failed to ensure safe and appropriate self-administration of meds for 1 resident placing resident with risk of unnecessary med side effects and self-administration

F558 Reasonable Accommodations Needs/Preferences
SW: SS=D: Failed to ensure 2 residents had appropriate call light or other method to communicate needs placing residents at risk for preventable accidents & injuries
· Resident dependent & non-verbal but only screeching sounds; observed resident with push button call light & no soft-touch call light; observed resident with difficulty holding small push-button call light when asked if resident could operate device; failed to ensure resident had appropriate call light or other method to communicate needs placing resident at risk for preventable accidents and injuries
· Observed resident’s call light wrapped with another call light & dangled on floor in middle of room; call light not within resident’s reach; failed to ensure resident’s call light was within her reach leaving resident vulnerable to unmet care needs due to inability to call for staff assistance

F567 Protection/Management of Personal Funds
SW: SS=D: Failed to provide and or ensure resident funds accounts were accessible 24 hours a day 7 days/week placing residents at risk for decreased psychosocial wellbeing
· 3 residents during Resident Council reported only way residents could access money in accounts thru Adm & only aware that money withdrawals occurred Mon-Fri from 11am to 12:00pm; failed to ensure resident funds accounts were accessible 24 hours a day 7 days/wk placing residents at risk for decreased psychosocial wellbeing

F580 Notify of Changes (Injury/Decline/Room, etc)
NE: SS=D: Failed to ensure physician was notified of 1 resident’s daily weights that were missed or notified related to weight gain which could lead to fluid overload. The facility further failed to notify 1 resident’s physician related to his blood sugar monitoring. This deficient practice placed the residents at risk for further decline and a delay in treatment
· Failed to ensure 1 resident’s physician was notified of missed weights or weights that recorded more than a 2# weight gain within 24 hours placing resident at risk for complications r/t CHF for further decline & delay in treatment
· Failed to notify 1 resident’s physician of blood glucose that was out of parameters 26 times over 75 days placing resident at risk for further decline & delay in treatment
NW: SS=D: Failed to notify 1 resident’s physician or family when staff noted an abnormal bulge in resident’s right abdomen on 01/03/25. The facility nursing staff also failed to notify the physician on 01/06/25 when resident had a further deterioration in condition with shallow, labored respirations. Resident’s skin was pale and moist to the touch, and she had coarse lung sounds throughout. Resident did not respond when staff called her name, nor did she communicate with staff. LN failed to call the physician or send resident to the ER at that time. This deficient practice placed resident at risk for serious health consequences.
· Resident with sepsis, esophageal ulcer; NN documented multiple vital sign changes & note documented LN noted bulge in abdomen; NN noted change in level of consciousness; NN documented increased pain; failed to notify resident’s physician or family when staff noted abnormal bulge in resident’s right abdomen on 01/03/25. The facility nursing staff also failed to notify the physician on 01/06/25 when resident had a further deterioration in condition with shallow, labored respirations. Resident’s skin was pale and moist to the touch, and resident had coarse lung sounds throughout. Resident did not respond when staff called resident’s name, nor did resident communicate with staff. LN H failed to call the physician or send resident to the ER at that time. This deficient practice placed resident at risk for serious health consequences.

F582 Medicaid/Medicare Coverage/Liability Notice
NE: SS=D: Failed to provide form CMA 10055 ABN which included estimated cost to continue services for skilled services to resident/representative for 1/3 residents placing resident at risk for uninformed decisions & unanticipated costs r/t skilled services
· Facility lacked documentation staff provided resident or representative ABN form 10055 when resident’s killed services ended; failed to provide resident with appropriate non-coverage notice & cost estimate for further services, placing resident at risk for uninformed decisions r/t skilled services

F584 Safe/Clean/Comfortable/Homelike Environment
NE: SS=E: Failed to maintain clean homelike environment free of odor-free environment for 1/9 halls placing residents at risk for unhomelike, unsanitary conditions
· Observed strong urine odor which continued throughout day; odor could be detected before entering hallway in commons area & went through entirely of 1 hallway; failed to provide residents located on 1 hallway with clean, odor-free environment placing residents at risk for unhomelike stay

F600 Free from Abuse & Neglect
NE: SS=D: Failed to ensure 1 resident’s sexually aggressive behaviors were addressed placing residents at facility at risk for sexual abuse
· CP documented resident could be sexually inappropriate to female staff & had allegations of abuse when resident not tended to immediately when requested & of only allowing assist from certain staff members & instructed to provide “care in pairs only”; CP also stated resident sometimes would touch female staff in inappropriate places & would make sexually inappropriate statements & staff was to encourage resident not to do so; multiple documentation notes documented inappropriate sexual behaviors to staff & then to other residents & resident placed on 1:1: EMR lacked physician notification of sexual behaviors involving staff; failed to ensure 1 resident’s sexually aggressive behaviors were addressed placing residents of facility at risk of sexual abuse
NW: SS=G: Failed to ensure 3 residents remained free of neglect & abuse; based on reasonable person concept, practice resulted in feelings of belittlement for 3 residents placing all 3 residents at risk of neglect & potential for negative psychosocial impact 
· Resident reported to staff that CNA would not change resident’s incontinence night prior when resident called CNA to room; resident reported CMA told resident did not need changed & left room; resident reported incident to other CNA who came in & changed resident’s brief which was “soaked”; investigation documented resident was “afraid” of CNA & report documented CMA terminated day after report; failed to ensure resident remained free from neglect when staff failed to provide the necessary care and services required for resident’s incontinent care and resident said she was scared of the CNA. Based on the reasonable person concept, this deficient practice placed the resident at risk for neglect and the potential for negative psychosocial impact
· Resident with indwelling catheter; CP documented resident with renal insufficiency & was at risk of fluid overload & neurogenic bladder; investigation documented CNA had denied resident assistance to BR & reported CNA stated to resident “You already have been twice, you don’t need to go again”; failed to ensure resident remained free from neglect when staff failed to provide the necessary care and services required for resident’s incontinent care. Based on the reasonable person concept, this deficient practice resulted in feelings of fear for resident and placed resident at risk for further psychosocial harm, intimidation, and neglect
· Resident with cerebral palsy & neuromuscular dysfunction of bladder; incident report documented resident reported CNA refused to change resident’s brief when resident requested it & investigation discovered CNA had not checked or changed resident’s brief during entire 8-hour night shift; failed to ensure resident remained free from neglect when staff failed to provide the necessary care and services required for resident’s incontinent care. Based on the reasonable person concept, this deficient practice placed the resident at risk for neglect and the potential for negative psychosocial impact
NW: SS=J (Plan of Removal to G): Failed to prevent the neglect of 1 resident, when staff failed to timely and competently assess and provide
care for resident, who had a known history of sepsis. On 01/05/25 at 06:58 PM, resident struggled to talk and drink liquids. LN contacted
the on-call physician and reported resident acted similar to the last time resident was septic. Based on this information, the physician ordered one gram of Rocephin every 24 hours for seven days and stated if resident did not show any signs of improvement, or resident’s  condition worsened, then LN was to send resident to the Emergency Room. On 01/06/25 at 02:55 AM, resident had oxygen on at two liters per minute, with shallow, labored respirations. Resident’s skin was pale and moist to the touch. Resident had the head of her bed elevated to 30 degrees due to respirations with coarse lung sounds throughout. Resident did not respond when staff called her name, nor did she
communicate with staff and LN failed to call the physician or send resident to the ER. Just over 2 hours later, at 05:10 AM, 
CNA called LN to resident’s room and resident had no pulse and no respirations. These failures ultimately resulted in resident’s expiration at the facility on 01/06/25 sometime between 02:55 AM and 05:10 AM and placed resident in immediate jeopardy
· Failed to prevent the neglect of 1 resident when staff failed to timely & competently assess & provide care for 1 resident who had a known hx of sepsis
· Plan of Removal:
· Immediate education regarding F600 began 03/19/25 and was completed 03/20/25 at 12:30 PM. Nursing staff were not allowed to work until they were educated on the policy and clinical protocols for assessing residents and notification to the physician upon changes in condition. 

F602 Free from Misappropriation/Exploitation
SW: SS=D: Failed to ensure 1 resident was free from abuse when resident’s medication was misappropriated from the facility medication cart placing residents at risk for both physical and psychosocial negative outcomes
· "Complaint Investigation Witness Statement" dated 01/28/25 documented when Director of Clinical Operations arrived at facility to help with locating the missing narcotic card, Administrative Nurse F looked in the count binder and confirmed the shift count sheet was present and complete; on 01/09/25 the receiving nurse of the narcotics did not log the medication into the narcotic inventory count; "Custom Concern log" dated 01/30/25 recorded an unknown resident was missing medication/ narcotics in a bubble pack & confirmed reimbursement of the cost of medication; facility was unable to determine an alleged perpetrator; failed to ensure 1 resident was free from abuse when resident’s medication was misappropriated from the facility medication cart placing  residents at risk for both physical and psychosocial negative outcomes

F607 Develop/Implement Abuse/Neglect Policies
NW: SS=E: Failed to perform background checks as required for four employees. The employees were allowed access to residents without knowing if they had been found guilty of abuse, neglect, exploitation, misappropriation of property, or mistreatment by a court of law. This deficient practice placed the all residents of the facility at risk for potential abuse, neglect, or exploitation
· Failed to perform background checks as required for 4 employees who were allowed access to residents w/o knowing if they had been found guilty of ANE, misappropriation of property or mistreatment by court of law

F609 Reporting of Alleged Violations
SW: SS=D: Failed to submit a full investigation of a reportable occurrence for 1 resident to appropriate state agency within twenty-four hours as required for misappropriation of 1 resident’s missing controlled substance placing  residents at risk for unidentified and ongoing abuse and /or neglect 
· Cited findings noted in F602 r/t exploitation of medications; failed to submit a full investigation of a reportable occurrence for 1 resident to the appropriate state agency within 24 hours as required, for misappropriation of resident’s missing controlled substance placing residents at risk for unidentified and ongoing abuse and /or neglect
NW: SS=D: Failed to ensure staff immediately reported allegation of potential abuse & neglect to administrator; resident reported allegation of potential abuse & neglect to LN after CNA did not provide assistance to resident for urinary care & resident had soaked brief; LN did not report incident to administrative staff placing resident at risk for continued neglect
· Cited findings noted in F611 r/t neglect; failed to report to the administration immediately a potential allegation of abuse when staff failed to provide incontinent care for resident. Based on the reasonable person concept, this deficient practice placed the residents at risk for neglect and the potential for negative psychosocial impact

F623 Notice Requirements Before Transfer/Discharge
SW: SS=D: Failed to ensure that 2 residents/representatives received written notification of transfer, as soon as practicable to 2 residents/representatives for their facility-initiated transfer with risk of miscommunication between the facility and resident/family and possible missed opportunities for healthcare service for 2 residents
· Failed to provide a written notice of transfer as soon as practicable to 1 resident/representative of facility-initiated transfer with risk of miscommunication between the facility & resident/family and possible missed opportunity for healthcare services for 2 residents
NE: SS=D: Failed to notify State LTC Ombudsman, 2 residents facility-initiated discharge to hospital placing residents at risk for impaired rights
· Record lacked documentation staff notified LTCO of resident’s discharge from facility for 2 residents
NW: SS=D: Failed to notify State LTC Ombudsman of 1 resident’s facility-initiated discharge to hospital placing resident at risk for impaired rights
· Record lacked documentation staff notified LTCO of resident’s discharge from facility to hospital when sent for pneumonia & dehydration; failed to notify LTCO of 1 resident’s discharge placing resident at risk for impaired rights

F625 Notice of Bed Hold Policy Before/Upon Transfer
SW: SS=D: Failed to provide a bed hold policy to 2 residents/representative when residents transferred to the hospital with risk of
impaired ability for 2 residents to return to the facility and their previous rooms
· Failed to provide a bed hold policy to 2 residents/representatives when residents transferred to the hospital with risk of impairing the ability of residents to return to the facility and to previous rooms
SW: SS=D: Failed to provide written bed hold policy notice for 3 residents/representatives when residents transferred to hospital with risk of impaired ability to return to facility & to previous room
· EMR lacked documentation r/t written notification of resident/representative r/t discharge/transfer for multiple residents on multiple occasions; failed to provide bed-hold notifications to residents/representatives at time of transfer to hospital for residents
NE: SS=D: Failed to provide a bed hold with required information to 1 resident/representative when resident transferred to hospital placing resident at risk for impaired ability to return to facility or same room
· Failed to provide bed hold with required information to 1 resident/representative when resident transferred to hospital placing resident at risk for impaired ability to return to facility or same room
NW: SS=D: Failed to provide 1 resident with written information r/t facility’s bed hold policy when resident transferred to hospital placing resident at risk of not being permitted to return & resume residents in nursing facility
· Record lacked bed hold policy notice; SSD stated facility does not provide bed hold notices to residents or representative until 10 days after discharge if they are Medicaid & at that time would obtain a signed bed hold policy; failed to provide 1 resident’s representative with a copy of facility bed hold policy when resident transferred to hospital placing resident at risk for not being permitted to return & resume residence in nursing facility

F636 Comprehensive Assessments & Timing
NE: SS=D: Failed to ensure admission comprehensive MDS was completed for 3 residents placing residents at risk for inaccurate reflections of resident’s status & needed to develop individualized comprehensive person-centered plan of care
· Failed to ensure admission comprehensive MDS was completed for 3 residents using CMS-specified RAI guidelines placing residents at risk for inaccurate reflections of resident’s status & needed to develop individualized comprehensive person-centered plan of care

F641 Accuracy of Assessments
SE: SS=D: Failed to complete accurate MDS for 2 resident r/t limited ROM & eating assistance
· Staff confirmed resident had limited ROM & MDS did not indicate limitations; failed to complete accurate MDS for resident with limitation in ROM
SW: SS=D: Failed to accurately complete MDS for 3 residents which included 1 resident’s pressure injury & 1 resident’s use of Foley catheter
· MDS indicated resident received IV fluid or nutrition while in facility which was inaccurate & MDS coded a PU but did not code any stage
· MDS lacked documentation r/t urinary catheter which was inaccurate

F655 Baseline Care Plan
NE: SS=E: Failed to ensure 3 residents’ baseline care plans were developed & implemented to provide effective & person-centered care that included interventions with staff direction for the resident's needed cares of their ADLs. The facility failed to develop a baseline care plan that included care areas and interventions for 1 resident’s ADLs and resident’s dialysis care. The facility failed to develop a baseline care plan that included dialysis care and treatment. This deficient practice placed these residents at risk of delayed care, possible decline, and injuries.
· Baseline CP lacked ADLs & interventions to direct staff for basic care needs for multiple residents
· Baseline CP lacked care area for ADLs & care area for dialysis
· Baseline CP lacked care area for ADLs, colostomy care, wound vac care & interventions to direct staff for care needs of resident
· Failed to include dialysis care & treatment in CP
· Failed to ensure staff developed and implemented a baseline care plan that included the instruction needed to provide effective and person-centered care that included ADL care for dialysis care, wound care, and colostomy care for residents. This deficient practice placed these residents at risk of delayed care, possible decline, and injury

F656 Develop/Implement Comprehensive Care Plan
SW: SS=D: Failed to develop comprehensive CP with interventions to address 1 resident’s preferences for bathing on resident’s CP
· CP lacked direction to staff r/t resident’s bathing schedule &/or resident’s preferences; resident stated did not get baths wanted; failed to develop a comprehensive CP to direct staff in provision of care & services in accordance with resident’s preferences in accordance with resident’s bathing preferences
SW: SS=D: Failed to complete a thorough baseline CP for 1 resident r/t use of non-invasive ventilator placing resident at risk for respiratory complications due to uncommunicated care needs
· CP lacked staff instruction r/t non-invasive ventilator; EMR lacked physician order for use of non-invasive ventilator
SW: SS=D: Failed to complete resident centered comprehensive CP for 1 resident r/t non-pharmacological interventions for pain
· CP lacked staff instruction on non-pharmacological interventions for pain; POS for Gabapentin for restless leg syndrome, Norco & acetaminophen for pain; observed resident in room with feet elevated & resident with facial grimacing, indicating pain; failed to complete comprehensive resident-centered CP to include non-pharmacological pain interventions

F657 Care Plan Timing & Revision
SW: SS=D: Failed to ensure CPs were reviewed & revised to develop & implement appropriate interventions to prevent multiple falls for 3 residents resulting in ongoing increased risk of falls & with potential to lead to uncommunicated needs that would negatively affect physical & psychosocial wellbeing of residents
· Resident with multiple falls; CP lacked intervention r/t fall on 7-9-24, 9-2-24, 11-16-24, 12-25-24, 1-30-25; lacked fall investigation for fall on 1-30-25 with root cause analysis; failed to review & revise permanent CP for 1 resident to mitigate risk for additional falls after fall with minor injury on 7-19-24, 9-2-24, 11-16-24, 12-25-24 & 1-30-24
· Resident with multiple falls; EMR w/o fall risk assessment after fall on 8-23-24, 8-30-24; failed to review & revise permanent CP for resident to mitigate risk for additional falls after fall w/o injury on 8-23-24 & 8-30-24 placing resident at risk for uncommunicated needs as well as continued & ongoing risk for falls with potential to negatively impact resident’s physical & psychosocial wellbeing
· Failed to review & revise permanent CP for 1 resident to mitigate risk for additional falls after fall on 3-7-25 with known hx of falls placing resident at risk for uncommunicated needs as well as continued & ongoing risk for falls which had potential to negatively impact resident’s physical & psychosocial wellbeing
NE: SS=D: Failed to revise CP for 1 resident with interventions to prevent skin tears & failed to revise 1 resident’s CP with interventions to prevent PUs placing residents at risk for further injury & uncommunicative care needs
· Failed to revise 1 resident’s CP with interventions to prevent skin tears & bruises placing resident at risk for further injury & uncommunicative care needs
· Failed to ensure care area & interventions were put in place & implemented to care for 1 resident’s stage 3 PU on buttock placing resident at risk for complications & possible infection

F658 Services Provided Meet Professional Standards
NW: SS=D: Failed to meet professional standards of quality when administering insulin with insulin pen placing 7 residents who received insulin at risk of receiving inaccurate dose
· Observed LN administered insulin subcutaneous w/o priming insulin pen & LN unaware of manufacturer or facility policy to do so; failed to ensure professional standards of quality when preparing & administering insulin, using insulin pens placing residents at risk of receiving inaccurate doses of insulin

F661 Discharge Summary
NW: SS=D: Failed to develop a discharge summary that included a complete recapitulation of resident’s stay & post-discharge plan for 1 resident placing resident at risk for receiving inadequate care
· Failed to develop a discharge summary that included a complete recapitulation of 1 resident’s stay & post-discharge plan placing resident at risk of receiving inadequate care

F677 ADL Care Provided for Dependent Residents
SW: SS=E: Failed to provide scheduled baths in accordance with residents’ scheduled bathing schedule to ensure necessary services to maintain good personal hygiene for 1 resident
· Cited findings noted in F656 r/t 1 resident’s bathing schedule; EMR documented resident to get w/p 2x/wk during day shift; EMR documented resident was offered 4 bathing opportunities during 30 day period from 2-24 thru 3-24 & on 1 day resident received shower & 1 refusal; documentation lacked indication of any baths offered at any other time; resident stated did not get baths as preferred; failed to develop comprehensive CP to direct staff in provision of care & services in accordance with resident’s preferences in accordance with resident’s bathing preferences
NE: SS=E: Failed to provide consistent bathing for 7 residents placing residents at risk for poor hygiene
· Failed to provide consistent bathing for cognitively impaired residents placing resident at risk for poor hygiene for multiple residents

F679 Activities Meet Interest/Needs Each Resident
SW: SS=D: Failed to provide consistent weekend activities on Sundays to promote socialization placing affected residents at risk for decreased psychosocial wellbeing, boredom & isolation
· Resident Council members reported on Sundays not many activities but could go to church services but no consistent activities on Sundays & residents stayed in rooms & watched TV; members stated weekends get “very long” staff are supported to lead activities but staff very busy & do not have time to lead activities; failed to provide consistent weekend activities for the residents to promote
· Socialization placing affected residents at risk for decreased psychosocial well-being, boredom, and isolation

F684 Quality of Care
SE: SS=D: Failed to assess & address proper positioning in accordance with professional standards of practice for 1 resident with potential to place resident at increased risk for development of increased pain & additional medical problems
· Observed resident leaning in uncomfortable position in Broda chair & no footrest & feet were dangling about 1-2 inches off floor; observed CNA pushed resident in Broda chair with no foot pedals & resident’s feet were dragging floor; observed resident in Broda leaning to left side hanging over arm rest with upper body unsupported; failed to assess & address proper positioning in accordance with professional standards of practice for 1 resident with potential to place resident at increased risk for development of increased pain & additional medical problems
SW: SS=D: Failed to follow a physician's order for daily weights to monitor for congestive heart 1 resident placing resident at risk for delay in tx r/t fluid overload & untreated illness
· POS for daily weights using same modality each time 1 x/day for CHF; POS for Bumex daily for CHF; EMR lacked evidence staff weighed resident on 3 days; record lacked documentation of physician notification of daily weight not obtained; failed to follow physician order for daily weights for 1 resident r/t CHF placing resident at risk of adverse side effects from unnecessary med or complications r/t fluid overload
NE: SS=E: Failed to perform assessments & place interventions timely & failed to provide timely follow up for 5 residents placing residents at risk for lack of quality of care
· EMR lacked nurse assessment or note r/t why or when resident was discharged to hospital; failed to document 1 resident’s assessment with relevant information r/t transfer to hospital placing resident at risk for lack of quality of care
· Observed resident with red, bloody area on forearm with clear bandage; EMR lacked documentation of assessment of area or description or what cause area; failed to ID, assess & implement interventions to prevent skin tears for 1 resident who obtained skin tear to forearm placing resident at risk for further injury
· EMR lacked admission nursing assessment as well as any nursing assessments including baseline CP prior to discharge from facility; failed to obtain nursing admission assessment & obtain necessary nursing assessment to provide care & services for 1 resident placing resident at risk for inappropriate care & decline
· EMR lacked documentation of any nursing assessment prior to 1 resident’s discharge to hospital or at time of discharge; failed to document in EMR any nursing assessments prior to hospital discharge placing resident at risk for physical decline
· EMR lacked physician orders on admission for back brace or instructions for application & removal; failed to ensure staff entered resident’s physician order for TLSO back brace & included instructions on when to put it on & when to remove brace placing resident at risk of unmet goals & delays in recovery

F686 Treatment/Services to Prevent/Heal Pressure Ulcer
SE: SS=D: Failed to notify RD of development of facility-acquired stage 2 PU for 1 resident
· Resident at risk for skin impairment; on 1-30-25 CP documented resident with stage 2 Puto gluteal proximal to sacrum; EMR revealed RD not notified of resident’s new stage 2 PU; dietary staff stated unaware of need to notify RD when resident developed new wound; failed to notify RD of dependent resident’s new facility-acquired stage 2 PU
NE: SS=D: Failed to ensure interventions were in place and implemented for 1 resident to prevent skin breakdown which resulted in an avoidable PU development. This deficient practice placed resident at risk for complications and possible infection-associated pressure wounds.
· Weekly Skin Check documented new skin issue, pressure r/t buttock; skin check lacked any documentation of skin area characteristics or measurements; ARPN noted failed to address resident’s pressure wound; failed to ensure interventions were put in place & implemented to prevent avoidable development of 1 resident’s stage 3 PU on buttock placing resident at risk of complications & possible infection
NE: SS=D: Failed to ensure 1 resident’s heels were offloading while in bed to prevent PUs placing resident at increased risk for PU development
· POS for offloading bilateral heels while in bed every shift for wound prevention with tx orders; observed resident on multiple occasions in bed with heels laying directly on mattress; failed to ensure pressure on resident’s heels were offloading while in bed to prevent PUs placing resident at increased risk for PU development
NE: SS=D: Failed to initiate effective interventions to prevent development of lt heel, facility-acquired, unstageable PU for 1 resident
· Resident at risk for PU development; POS for pressure redistribution mattress to bed & cushion in recliner & w/c; NN documented new skin impairment on lt heel 8.0 x 5.0 across prominence of heel; staff verified resident w/o boot at admission post hip fx; staff reported resident developed PU from resting heel on footrest of recliner

F689 Free of Accident Hazards/Supervision/Devices
SE: SS=D: Failed to prevent 1 resident from exiting facility unattended
· Resident with BIMS of 13 & used motorized w/c; independent in wheeling w/c; initial CP lacked staff information r/t resident being at risk for elopement; CP instructed staff resident with hx of attempt to exit facility unattended; investigation documented at 5:03pm surveillance showed resident exiting facility by front doors in motorized w/c & door alarm sounded & family member of another resident turned alarm off; staff unaware resident had exited facility; facility notified resident was out of facility & staff retrieved resident & returned resident to facility 20 minutes after exiting with no injury; failed to prevent dependent resident from exiting facility unattended
SE: SS=E: Failed to provide appropriate, safe transfers for 1 resident; failed to ensure safe transport for 2 resident while in w/c & 1 resident r/t leaving meds in room & 1 resident r/t inappropriate interventions following fall
· CP lacked staff instruction r/t resident’s need for staff assist when propelling w/c & need for footrests on w/c while staff propelled in facility; observed CNA propelled resident in w/c & resident’s shoed feet pulled back under w/c seat & skimmed floor during transport on multiple occasions; failed to use footrests while propelling resident in w/c
· Failed to provide appropriate, safe transfers for dependent resident when 2 CNAs transferred resident from w/c to toilet & back & resident unable to bear weight & feet slid on tile floor during transfers
· Resident with documented wandering behaviors; observed resident in uncomfortable position in Broda & no footrest & feet dangling about 1-2 inches off floor; observed CNA pushed resident in Broda with no foot pedals & feet dragging floor on multiple occasions; failed to ensure resident’s environment free from accident hazards to prevent accidents when facility staff pushed resident in w/c w/o proper foot pedals with potential to place resident at increased risk for injury
· EMR documented resident with CVA, depression & sadness; POS lacked documentation of any meds to be kept at bedside; resident verbalized loneliness & ready to die &refused mental health specialist on many occasions; observed Vicks VapoRub on bedside table & bucket of items on bed including pair of scissors sticking up out of box; observed room with strong smell of urine; failed to ensure resident’s environment was free from hazards placing resident at risk for injury
· Resident with repeated falls; observed Adm nurse assisted resident to room to toilet & resident with motion sensor that activated when staff walked into room; Adm nurse assisted resident to toilet & assisted resident back to w/c & motion sensor activated whole time & no other staff came to check it out; observed surveyor walked by room & noticed resident’s call light on & entered room & resident in BR attempting to transfer & surveyor had to assist to stabilize resident then resident pulled up pants while steadying self by leaning with head against wall then CNA entered to assist resident; CNA did not carry pager; failed to ID, implement & re-evaluate fall prevention interventions to prevent falls for 1 resident when failed to implement new effective interventions to prevent falls placing residents at risk for falls with injury
SW: SS=E: Failed to ensure the safe storage of medications, pressurized O2 cylinders, and chemical agents from 11 cognitively impaired independently mobile residents; additionally failed to ensure 1 resident’s bed remained at a safe height per resident’s care-planned interventions placing affected residents at risk for preventable accidents and injuries
· Observed supplemental O2 storage closet with entry door unlocked & closet with 79 fully compressed O2 cylinder tanks stored in floor racks; observed shower room propped open & room with unsecured bottle of disinfectants with warning; treatment cart left unlocked & unattended with unsecured medication & prescription ointments; observed unlocked med cart with keys in lock unattended on multiple occasions
· Observed meds left unattended on 1 resident’s bedside table on multiple occasions
· Resident with total assist with transfers & mobility; CP directed staff to keep bed in low position while resident in bed; observed bed elevated 4 feet off floor, then 3 feet; failed to ensure resident’s bed kept in lowest position when resident in bed for safety placing resident at risk for injuries r/t falls
SW: SS=G: Failed to ensure fall prevention interventions were implemented to prevent falls for three residents. 1 resident had multiple falls with no fall prevention interventions placed and fell on 12/25/24 at approximately 07:20 AM, which resulted in a fractured right hip that required hospitalization and surgical repair. The facility also failed to investigate, develop, and implement fall prevention interventions to prevent multiple falls for 2 other residents
· Cited findings noted in F657 r/t multiple falls with multiple falls w/o new CP interventions; failed to implement fall prevention interventions after multiple falls for cognitively impaired resident with a known history of repeated falls. Resident had a fall with minor injury on 07/09/24, a fall without injury on 09/02/24, and a fall with minor injury on 11/16/24 with no fall prevention interventions identified and implemented to prevent further falls. On 12/25/24, Resident fell and fractured his right hip which required hospitalization and surgical repair. On 01/30/25, resident’s lower body was found on the floor, with upper body in bed, the facility failed to investigate this as a fall
· Failed to implement fall prevention interventions after multiple falls resident, with a known history of repeated falls. Resident had a fall without injury on 08/23/24 and 08/30/24 with no fall prevention interventions identified and implemented to prevent further falls
· Failed to implement fall prevention interventions after resident had a fall on 03/07/25, with a known history of falls and failed to conduct an investigation after a staff intercepted fall

F690 Bowel/Bladder Incontinence, Catheter, UTI
NE: SS=D: Failed to ensure 1 resident’s catheter tubing did not drag on the floor. This deficient practice placed resident at risk of complications and possible urinary tract infections due to potential urine backflow
· Observed resident in DR in w/c & catheter tubing dragging on floor on multiple occasions; failed to ensure resident’s catheter tubing was placed below level of bladder placing resident at risk of complications & further UTIs due to potential urine backflow
NW: SS=D: Failed to provide 1 resident a device to secure the catheter tubing to keep it from pulling and causing discomfort. This deficient practice placed resident at risk for pain or injury related to the catheter use and resident developed two open sores related to the catheter rubbing
· Observed LN provided catheter care & performed wound care to 2 penis wounds as ordered; resident had not catheter secure device or strap on; failed to provide 1 resident a device to secure catheter tubing to keep it from pulling & causing discomfort placing resident at risk for pain or injury r/t catheter use & resident developed 2 open sores r/t catheter rubbing

F695 Respiratory/Tracheostomy Care & Suctioning
SW: SS=D: Failed to obtain physician order for use of non-invasive ventilator for 1 resident placing resident at risk for respiratory complications
· EMR lacked physician order for use of non-invasive ventilator; resident stated had non-invasive ventilator since admission into facility
NE: SS=D: Failed to ensure that 1 resident had physician order for supplemental O2; failed to ensure staff monitored & documented effectiveness of 1 resident’s supplemental O2; failed to ensure 1 resident’s nasal cannula was appropriately stored when not used placing residents at risk of respiratory complications & possible infection
· EMR lacked physician order for supplemental O2; TAR lacked staff direction to check & monitor resident’s O2 saturation level each shift; observed nasal cannula connected to O2 canister but not stored in bag; failed to ensure staff monitored & documented effectiveness of 1 resident’s supplemental O2; failed to ensure resident’s nasal cannula was appropriately stored when not used placing resident at risk of respiratory complications & possible infection

F697 Pain Management
SW: SS=D: Failed to offer non-pharmacological interventions for pain placing resident at risk for untreated pain
· Resident with chronic pain; MDS documented resident received scheduled & PRN pain meds & had no non-pharmacological interventions for pain; CP lacked non-pharmacological pain interventions
SW: SS=D: Failed to offer non-pharmacological interventions for pain for 1 resident with chronic pain
· Cited findings noted in F657 r/t lack of non-pharmacological interventions for pain; failed to initiate non-pharmacological pain interventions to help resident with chronic pain

F698 Dialysis
SE: SS=D: Failed to provide dialysis post care & services to 1 resident with potential to negatively affect resident’s physical wellbeing
· Facility failed to document anything on form when resident returned from dialysis; failed to provide dialysis post care & services to resident with potential to negatively affect resident’s physical wellbeing
NE: SS=D: Failed to ensure 1 resident who received care & services for dialysis was consistent with professional standards of practice which included ongoing assessments of resident’s condition, communication & collaboration with dialysis facility placing resident at risk of complications & unmet car needs r/t dialysis treatment
· Failed to provide care & services consistent with professional standards of practice which included ongoing assessment of condition, communication, & collaboration with dialysis treatment center placing resident at risk for complications & unmet care needs r/t dialysis treatment

F725 Sufficient Nursing Staff
NE: SS=F: Failed to ensure adequate daily nursing staff were always available to meet needs of residents who resided in facility
· Review of nursing daily staffing schedules from 12-1-24 thru 3-18-25 revealed numerous slots in schedule with “open in app” in different halls at different times for nurses, CNAs, CMAs; schedules lacked documentation these slots were filled with another staff member; failed to ensure adequate nursing staff was available daily to meet needs of residents who resided in facility placing all residents at risk of waiting a long time for needs

F726 Competent Nursing Staff
SW: SS=F: Failed to ensure staff possessed appropriate skills & knowledge to safely handle, store & administer resident meds placing residents at risk for potential medication errors & side effects
· Cited: F602, F761, F554; failed to ensure staff possessed appropriate skills & knowledge to safely handle, store, administer resident med placing residents at risk for potential med errors & side effects

F730 Nurse Aide Performance Review-12 hr/yr In-Service
SW: SS=F: Failed to complete an annual performance review at least once every 12 months for 1 CNA & 2 CMAs placing resident at risk for decreased quality of care
· Review of personnel files revealed 1 CNA lacked annual performance review in personnel file & 2 CMAs lacked annual performance review in personnel file

F726 Competent Nursing Staff
NE: SS=E: Failed to ensure staff possessed the appropriate skills and knowledge to identify the available epinephrine during 1 resident’s anaphylaxis episode. This deficient practice placed resident and all residents with allergies at risk for impaired quality of care. 
· CP noted resident allergic to peanut-based foods; EMR documented LN in hallway & notified by resident’s representative that resident with allergic reaction to peanut butter cookie served with meal; resident with facial swelling & had vomited & breathing non-labored & regular & resident transported to acute care facility for emergency treatment; Incident Report documented nurse unable to find Epi-pen in facility E-kit; observed E-kit supplied epinephrine vials instead of injectable pens; failed to ensure staff possessed appropriate skills & knowledge to ID available epinephrine during resident’s anaphylaxis episode placing resident & all residents with allergies at risk for impaired quality of care

F732 Posted Nurse Staffing Information
SE: SS=C: Failed to display accurate, publicly accessible, & identifiable staffing information, daily for all residents residing in facility
· Review of Daily Staffing Sheets from 1-1-25 thru 3-19-25 revealed actual hours worked had not been completed on sheets
SW: SS=C: Failed to display accurate, publicly accessible & identifiable staffing information on daily basis for all residents residing in facility
· Daily Staffing Sheets lacked actual hours on daily staffing sheets
SW: SS=C: Failed to display accurate publicly accessible &identifiable staffing information on a daily for all residents residing in facility
· Daily staffing sheets revealed total hours & actual hours by staff no completed on sheets; failed to properly complete daily staffing sheets for residents of facility

F744 Treatment/Service for Dementia
SW: SS=D: Failed to provide dementia-related care services for 1 resident to promote resident’s highest practicable level of wellbeing placing resident at risk for decreased quality of life, isolation & impaired dignity
· Resident with dementia; CP lacked indication or interventions r/t dementia-related behaviors or refusal of care; EMR revealed residents received bathing on 10 occasions during 70 days reviewed; EMR revealed no rationale or interventions for refusals for ADL cares; failed to provide dementia-related care services for 1 resident to promote resident’s highest practicable level of wellbeing placing resident at risk for decreased quality of life, isolation & impaired dignity

F755 Pharmacy Services/Procedures/Pharmacist/Records
SE: SS=D: Failed to follow physician’s orders for 1/6 residents r/t administration of Ativan
· Resident with anxiety & received antianxiety medication & followed by mental health specialist; POS for Ativan 0.25mg po BID for anxiety on 1-11-24; then Ativan 0.5mg in evening for anxiety ordered 1-11-24; EMR revealed LN administered Ativan 0.5mg po on 3-7-25 at 8pm, on 3-8-24 at 4am & on 3-8 at 8pm instead of ordered dose of 9.25mg; failed to follow physician orders in administration of antianxiety med to dependent resident
NE: SS=D: Failed to provide a accurate reconciliation of controlled drugs during daily work shift placing residents at risk for misappropriation of medication by staff
· Observed count for controlled meds lacked multiple signatures for off-shift & on-shift signatures; failed to provide accurate reconciliation of controlled meds at end & beginning of daily work shifts placing residents at risk for misappropriation of meds by staff

F756 Drug Regimen Review, Report Irregular, Act On
SW: SS=D: Failed to ensure the physician reviewed and addressed the Consultant Pharmacist (CP) recommendations for 1 resident’s PRN  psychotropic medication; also failed to ensure the CP ID’d and reported irregularities regarding lack of dosing instructions for Voltaren gel
and the lack of monitoring BP med for 1 resident; also failed to ensure CP ID’d & reported irregularities r/t lack of documentation of 1 resident’s O2 saturation monitoring placing residents at risk for adverse med effects & unnecessary meds
· CP failed to ID PRN psychotropic meds should have 14-day stop date or duration; Adm nurse stated resident’s physician notified of CP’s irregularities & failed to respond or address recommendations
· POS for O2 saturation levels to maintain above 90%; TAR lacked monitoring & documenting of O2 saturation reading on 14/14 opportunities in February; 20/20 opportunities in March; CP failed to ID lack of O2 sats
· Failed to ensure that CP ID’d & reported when 1 resident’s physician-ordered diclofenac gel lacked a dosage amount; further failed to ensure the CP identified & reported that resident’s pulse had not been obtained prior to the administration of digoxin & failed to ensure resident’s BP had been obtained prior to the administration of metoprolol placing resident at risk of unnecessary med  administration & related complications
NE: SS=D: Failed to ID & report to facility administration the staff had not notified physician of out-of-parameter accu-checks for 1 resident placing resident at risk for physical decline & an ineffective medication regimen
· EMR revealed multiple occasions when accu-checks were outside physician-ordered parameters & physician not notified: 25/31 in January; 17/28 in Feb; 6/18 in March; CP failed to ID & report to facility administration staff had not notified physician of out-of-parameter accu-checks for 1 resident placing resident at risk for physical decline & an ineffective medication regimen
NE: SS=D: Failed to ensure CP ID’d & reported 1 resident’s antipsychotic med had approved indication for use placing residents at risk for inappropriate use of medication
· Resident with dementia w/o behavioral disturbance with severe impaired cognition; MDS documented resident with physical & verbal behaviors to others, wandered & rejected care & received antipsychotic med; POS for Risperidone for anxiousness; EMR & CP documentation lacked documentation r/t approved indication or risk/benefit for continued use of Risperidone; failed to ensure CP ID’d & reported resident’s antipsychotic med had approved indication for use placing resident at risk for receiving inappropriate psychotropic meds

F757 Drug Regimen is Free from Unnecessary Drugs
SE: SS=D: Failed to ensure 1 resident remained free from unnecessary meds r/t failure to DC PRN hypertensive medication
· POS for Clonidine 0.1mg po q 4 hrs PRN for systolic BP greater than 170 ordered 10-24-24; PRN had not been used from 10-24-24 thru 3-11-25; Adm nurse stated PRN med should have been DC’d after 30  days due to non-use but had not been; failed to DC unnecessary PRN med for dependent resident
SW: SS=D: Failed to hold hypotension medication for 1 resident
· CP lacked staff instruction r/t use of Midodrine medication; POS for Midodrine5mg po BID for hypotension; staff to monitor BP & hold medication based on parameters; EMR documented from 2-15-25 thru 3-20-25 with 6 occasions of med administered outside physician-ordered parameters; failed to ensure staff held hypotension med as ordered for 1 resident on multiple occasions
SW: SS=D: Failed to ensure 1 resident’s O2 saturation was monitored and documented as physician ordered; failed to ensure staff monitored and documented resident’s pulse for resident’s antiarrhythmic & resident’s BP for resident’s beta blocker placing residents at risk for unnecessary medication administration and related complications
· Cited findings noted in F756
NE: SS=D: Failed to notify physician for accu-check outside physician-ordered parameters for 1 resident; failed to document in MAR after administering medication for 1 resident placing residents at risk for adverse effects r/t medications
· Cited findings noted in F756 r/t CP not ID’ing administration of insulin on multiple occasions when blood sugar outside of physician notification parameters; failed to notify physician for accu-checks outside physician ordered parameters for 1 resident placing resident at risk for physical decline
· POS for Bupropion 150mg ER daily for depression; Levothyroxine 200 mcg daily for hypothyroidism; MAR lacked documentation of administration of Bupropion on 6 occasions in March & 6 occasions in March for Levothyroxine; failed to ensure resident had documentation of administration of meds placing resident at risk for not receiving prescribed meds
NE: SS=D: Failed to ensure dosing instructions for as needed Voltaren gel and failed to follow a physician order for daily weights to monitor for fluid overload for 1 resident. The facility also failed to follow a physician order for blood sugar monitoring for 1 resident. The facility further failed to ensure 1 resident’s anticoagulant medication was administered as ordered. These deficient practices placed the residents at risk of unnecessary medication use, side effects, physical complications, and fluid overload.
· Failed to ensure dosing instructions for Voltaren gel and to follow a physician order for daily weights to monitor weight gain for fluid overload for 1 resident placing resident at risk for unnecessary medication use, side effects, physical complications, and fluid overload
· Failed to ensure to follow physician order for blood glucose to monitor diabetic mellitus for 1 resident placing resident at risk for unnecessary medication use, side effects & physical complications
· Failed to ensure transcription of1 resident’s blood thinner was transcribed correctly according to physician orders placing resident at risk for blood clots from forming or growing larger

F758 Free from Unnecessary Psychotropic Meds/PRN Use
SE: SS=D: Failed to ensure 6 residents remained free from unnecessary psychotropic meds r/t facility’s failure to obtain psychotropic med consents
· Resident with major depressive d/o (MDD), bipolar d/o & delusional d/o; POS for Cymbalta for MDD, Loxapine for delusional d/o; EMR lacked documentation of psychotropic consent form for use of resident’s psychotropic meds; failed to obtain psychotropic med consent for resident who received psychotropic meds
· Resident with anxiety, MDD & dementia; POS for Fluoxetine for MDD, Remeron for weight loss; EMR lacked documentation of psychotropic consent form for use of resident’s psychotropic meds; failed to obtain psychotropic med consent for resident who received psychotropic meds
· Resident with dementia, anxiety; POS for Olanzapine for dementia, Sertraline for dementia, Trazodone for insomnia; EMR lacked documentation of psychotropic consent form for use of resident’s psychotropic meds; failed to obtain psychotropic med consent for resident who received psychotropic meds
SW: SS=D: Failed to ensure 1 resident was free from unnecessary medications when staff failed to assess resident for signs of tardive dyskinesia at least every six months per the standard of care. This placed the resident at risk for adverse effects of antipsychotic medication.
· POS for Seroquel 300mg q hs & 50mg q AM for dementia with psychotic disturbances; lacked AIMS assessment or evidence of assessment for TD from 6-22-24 to 2-7-25
SW: SS=D: Failed to ensure PRN psychotropic med had 14-day stop date or specified duration with supporting physician documentation for 1 resident’s PRN psychotropic meds placing resident at risk for unnecessary med administration & possible adverse side effects
· Failed to ensure 1 resident’s PRN Trazadone had stop date or physician ordered specified duration for administration placing resident at risk for unnecessary med administration & possible adverse side effects
SW: SS=D: Failed to monitor 5 residents r/t failure to monitor side effects of psychotropic & antipsychotic meds & failed to obtain stop date for 1 resident’s antianxiety medication Ativan
· EMR lacked monitoring of any side effects for resident’s antipsychotic &/or antidepressant meds; Adm nurse stated staff did not monitor for side effects of med for more than 72 hours after med started; failed to monitor for adverse side effects for dependent resident who received antidepressant & antipsychotic meds
· Failed to monitor for adverse side effects for dependent resident who received antidepressant & antipsychotic meds
NE: SS=D: Failed to ensure CP ID & report 1 resident’s antipsychotic med had approved indication for use placing resident at risk for inappropriate use of medication
· Cited findings noted in F756 r/t use of Risperidone for dx of “anxiousness” for resident with dementia

F760 Residents are Free of Significant Med Errors
NE: SS=D: Failed to prevent med administration errors for 1 resident who received wrong dose of med supplement for 6/6 administrations placing resident at risk for physical decline & other related complications
· POS for Zinc 30mg po in AM for RSV x 14 days; MAR documented resident received 6 doses of Zinc supplement at wrong dose when Zinc taken from bottle of Zinc 50mg; failed to prevent medication administration errors for 1 resident who received wrong dosage of med supplement x 6/6 administrations placing resident at risk for physical decline & other related complications

F761 Label/Store Drugs & Biologicals
SW: SS=E: Failed to ensure staff had dated multiple dose vials of injectable medication placing residents at risk of receiving outdated injectable medication
· Observed multiple dose vial of PPD opened & not marked with opened date; failed to ensure safe & secure storage of multiple-dose injectable medication when observation onsite revealed staff had failed to date multiple-dose injectable medication once it had been opened
SW: SS=E: Failed to properly store meds in 3/5 med carts; also failed to label med in 1/5 med carts placing residents at risk for adverse outcomes or ineffective med regimens
· Observed multiple med carts unlocked & unattended on multiple occasions; observed keys left in med cart on 1 occasions; observed multiple insulin pens unlabeled & undated
NE: SS=D: Failed to store and label biologicals as required in one of seven medication carts, when staff failed to place a stop date on 1 resident’s Humalog Kwik 
· Failed to place open date on 1 resident’s Humalog insulin pen placing residents at risk of receiving ineffective dose of medication
NE: SS=D: Failed to label 2 resident’s insulin flex pens when started in use & when expired placing affected residents at risk for ineffective meds
· Observed 2 Humalog flex pens not labeled with open or expired date; observed 1 resident’s flex pen labeled with open date of 2-26-25 & expired 3-19-25 with date of observation of 3-24-25 (5 days past expiration); failed to date insulin flex pens when opened & expiration date placing residents at risk for ineffective medication

F803 Menus Meet Resident Needs/Prep in Advance/Followed
SW: SS=D: Failed to provide appropriate vegetarian diet selection sheet for resident who was vegetarian with orders for vegetarian diet
· CAA revealed no concerns to dietary needs; observed resident received same dietary selection sheet as other residents & sheet had only egg protein option for breakfast & no any additional protein selections for lunch or supper meals; resident stated was vegetarian & facility had not provided many options for dietary requirements & stated had to spend part of monthly income to buy groceries; failed to follow ordered alternative menu to ensure proper nutrition for resident that had vegetarian diet ordered

F806 Resident Allergies, Preferences, Substitutes
NE: SS=J (Past Non-Compliance): failed to ensure the staff provided 1 resident a peanut-free meal, per resident’s reported allergies upon admission. On 03/07/25 at 06:30 PM, the staff provided resident a peanut butter cookie with his dinner and the staff failed to verify his documented allergies on his meal ticket. Resident had an anaphylaxis allergic reaction to the peanut butter that resulted in vomiting. The facility could not provide epinephrine to resident to prevent further potential anaphylaxis-related symptoms and the facility transferred resident to the hospital. Resident received the epinephrine at the hospital and was admitted to the hospital on 03/07/25 for anaphylaxis. This
deficient practice placed resident in immediate jeopardy and any resident with a food allergy at risk to their health and safety.
· Plan of Correction:
· Resident was immediately assessed and provided emergency medical treatment. 
· The facility identified all at-risk residents with potential food allergies. 
·  The facility provided in-service education for all staff related to reviewing meal cards, dietary requirements, and allergies. 
· The facility provided one-to-one education for the Dietary Staff CC and DD.
· The facility completed interviews with three identified residents with potential food allergies.
· The facility will provide ongoing routine in-services related to food services to all staff.

F809 Frequency of Meals/Snacks at Bedtime
NE: SS=E: Failed to provide at regular times comparable to normal mealtimes for 2 DR & room meal trays placing residents at risk of meals by resident needs, preferences, requests, & plans of care for having to wait extended periods before receiving meals
· Posted lunch time 11:45am to 1:30pm; at 1:04pm first meal served; failed to provide regular times comparable to normal mealtimes for 2 DRs & room meal trays placing residents at risk of meals by resident needs, preferences, requests & plans of care for having to wait extended periods before receiving meals
· Staff reported meals late more than on time; failed to provide regular times comparable to normal mealtimes for residents in Memory Care Unit placing residents at risk of meals by resident needs, preferences, requests & plans of care for having to wait extended periods before receiving meals

F812 Food Procurement, Store/Prepare/Serve-Sanitary
SW: SS=E: Failed to store, prepare & serve food in sanitary manner to prevent possible foodborne illness to residents of facility
· Observed unsealed food items open to air & undated in freezer; expired condiments
SW: SS=E: Failed to store, prepare & serve food to prevent possible foodborne illness among facility’s residents
· Observed undated, opened jug of honey mustard dressing, BBQ sauce, slices of cheese, sour cream & orange substance in fridge; observed food in freezer opened & undated; freezer temp logs with multiple blanks & sanitizer log documentation with blanks; cutting boards with scratches
· Observed unidentified man on ladder with roof tile open by dishwashing room several feet away from tray line while staff starting tray line for lunch & then water leaking from ceiling tower 8 feet away from meal line prep area then water pouring out of ceiling above sink area
SW: SS=F: Failed to store, prepare & serve food in sanitary manner to prevent possible foodborne illness to residents of facility
· Observed opened, undated multiple food items; fridge with open & undated items including condiments; freezer with open to air, undated meat item; fridge with uncovered, undated desserts
SW: SS=E: Failed to store, prepare & serve food in sanitary manner to prevent possible foodborne illness to residents of facility
· Observed unsealed/open box of popsicles expired; observed on 3-3-25 meat dethawing dated 2-23-24 in freeze
SW: SS=D: Failed to store & prepare food under sanitary conditions for residents of facility
· Observed: cookie sheets/pans with brown, dried, caked on substance on exterior & interior corners & cooking surfaces of each pan; pans upside down position, one on top of other resulting in outside of 1 pan in direct contact with cooking surface of next pan & surfaces unsanitizable
· Frying pans/skillets with brown dried caked substance on exterior & interior corners & cooking surfaces upside down one on top of other  surfaces unsanitizable
· Metal rack with shelves with rust & greasy grime build up; fridge with rolled up wet towels inside fridge on bottom shelf; open gallon plastic container uncovered, unlabeled with substance covering bottom of container; unlabeled, uncovered glasses of juice in fridge
NE: SS=E: Failed to prepare store, distribute & serve food under sanitary conditions for all residents in facility who received meals from kitchen placing residents at risk for foodborne illness
· Observed air vent above cooking stove area covered with brownish grease/sticky substance & gray fuzzy substance blowing directly on food prep & stove cooking area; overhead florescent light fixtures with covers missing & located over food prep area; return air grill covered with brown/gray fuzzy substance covering metal grill; round light bulbs with wire cages around bulbs in exhaust hood with brown/gray fuzzy substance affixed to wire cages; 2 fire suppression spigots with fuzzy substance covering hose & spigot area; 
NW: SS=F: Failed to properly date opened bags of food with open date & expiration date placing all residents at risk for foodborne illness & poor quality food
· Observed cold storage with 7 opened, undated bags of frozen vegetables & potato items; freezer with opened box of hamburger patties open to air & undated; failed to properly date opened bags of food with open date & expiration date placing all residents at risk for foodborne illness & poor quality food

F814 Dispose Garbage & Refuse Properly
SW: SS=D: Failed to maintain &/or dispose of garbage & refuse properly in sanitary condition to prevent harborage & feeding of pests
· Observed outside trash dumpsters with multiple lids in open position & 1 was missing lid; dumpster lids all failed to completely cover trash cans; failed to provide sanitary garbage & refuse containers that were maintained with lids closed or otherwise covered with potential to lead to harborage & feeding of pest animals

F849 Hospice Services
NE: SS=D: Failed to ensure there was a collaboration of care between resident’s hospice provider & facility placing resident at risk of inadequate end-of-life care
· CP did not indicate meds or supplies provided by hospice; failed to ensure there was a collaboration of care between 1 resident’s hospice provider & facility placing 1 resident at risk of inadequate end-of-life care 
NW: SS=D: Failed to ensure coordinated care and services provided by the facility with the care and services provided by hospice for 1 resident. This placed the residents at risk for inadequate end-of-life care
· Failed to coordinate care between facility & hospice provider for 1 resident who received hospice services placing resident at risk for inadequate end-of-life care

F851 Payroll Based Journal
SW: SS=F: Failed to submit accurate staffing information to CMS thru PBJ when facility failed to submit accurate weekend staffing coverage hours placing residents at risk for unidentified & ongoing inadequate staffing
· PBJ indicated facility triggered for excessively low weekend staffing for FY Quarter 1 2025; Resident Council reported staffing on weekends consistently changed due to call-ins & weekend manager would come in to fill shifts & help fill gaps; failed to ensure accurate staffing hour information submitted to CMS thru PBJ when facility failed to submit accurate weekend staffing coverage hours placing residents at risk for unidentified & ongoing inadequate staffing
SW: SS=F: Failed to electronically submit complete & accurate staffing information to CMS thru PBJ when facility failed to accurately submit hourly staffing data for all nursing personnel
· PBJ data submitted revealed facility failed to have LN coverage 24 hrs/day on 6 occasions in 1 quarter; nursing schedule revealed facility had 24 hr nursing coverage; failed to submit complete & accurate staffing information to CMS thru PBJU when facility failed to accurately submit hourly staffing data for all nursing personnel

F867 QAPI/QAA Improvement Activities
NE: SS=E: Failed to provide good faith efforts to ID multiple issues of concern for all resident residing in facility placing all residents at risk for unidentified & ongoing care issues
· Cited findings noted: F582, F584, F600, F636, F655, F657, F677, F684, F686, F695, F698, F725, F726, F742, F755, F756, F757, F760, F761, F809, F849, F880; failed to provide good faith efforts to ID multiple issues of concern for all residents who resided in facility placing all residents at risk for unidentified & ongoing care issues

F880 Infection Prevention & Control
SE: SS=E: Failed to adhere to infection control for EBP for 1 resident with PU placing residents at risk for possible exposure of infection
· Observed LNs perform wound care w/o donning gown & room lacked PPE equipment or sign on door that indicated staff should wear PPE when providing wound care; failed to adhere to infection control standards & policies for 1 resident who required TBP placing resident at risk for possible exposure to illness
SW: SS=E: Failed to ensure EBP residents were cared for by staff using appropriate precautions; further failed to ensure staff used appropriate hand hygiene & glove changes with resident care placing residents at risk for infectious diseases
· Observed 2 CNAs; resident had EBP sign on door & both CNAs were not wearing gowns while taking resident with indwelling catheter to restroom
· Observed 2 CNAs performing peri care on resident & failed to change gloves & perform hand hygiene between dirty & clean processes of perineal care
· Observed 2 CNAs provided toileting care for 1 resident & sign on door instructed staff to use EBP & neither CNA wearing appropriate PPE; 1 CNA stated had not been educated to wear gown with close contact care with resident with catheter; failed to ensure staff followed EBP protocol with tube feedings, catheter care & glove use placing residents at risk for infection
SW: SS=F: Failed to maintain effective infection control program r/t improper hand hygiene care by facility staff during incontinent care  catheter care; also failed to follow infection control policies for respiratory care & failed to follow proper EBP; with potential to spread possible infections to residents in facility
· Observed O2 tank with tubing wrapped around it & not in bag; observed O2 tubing nasal cannula hung on w/c & touched wheel
· Observed CNA & CMA failed to completed hand washing prior to applying gloves when donning PPE; observed CMA did not perform hand hygiene between doffing & donning gloves
· Observed BiPAP mask laying on top of items on bed side table & incentive spirometer on overbed table with mouthpiece laying on table adjacent to 2 dried spots of coffee & other items
· Observed staff perform catheter care & failed to keep bag below level of bladder & failed to perform hand hygiene prior to donning gloves & between glove changes
· Observed resident with leg bag which was not emptied & pant leg soiled with urine
· During med administration, LN dropped cap off bottle & picked cap back up off floor & wiped cap off & placed it back onto bottle & failed to perform hand hygiene after cleansing cap
SW: SS=E: Failed to ensure 1 resident’s Foley tubing was off floor; failed to store 1 resident’s respiratory equipment in sanitary manner; failed to sanitize shared Hoyer between residents & failed to ensure clean linen covered in sanitary manner when going thru resident halls placing residents at risk for infectious diseases
· Cited findings listed in finding statement
SW: SS=F: Failed to establish & maintain infection prevention & control program designed to provide safe, sanitary & comfortable environment for residents of facility in 2/4 resident halls
· Observed 1 hall with 3 resident BRs with incontinent products resting directly on BR floor, lacking barrier
· 1 hall with trash can for disposal of EBP outside resident room with disposed PPE coming out of partially covered trash can
· 1 resident room with multiple items on closet floor
· Med room with 1 box with approx. 75 cards of assorted meds to be returned to pharmacy resting directly on floor & lacking barrier
SW: SS=D: Failed to ensure EBP residents were ID’d for staff & visitors; further failed to ensure staff used appropriate hand hygiene between glove changes & failed to follow infections for trends placing residents at risk for infectious diseases
· Observed 2 CNAs provided care & 1 CNA changed gloves from dirty to clean & did not perform hand hygiene on multiple occasions
· Observed 3 residents on EBP with no signs on doors; failed to ensure staff followed infection prevention protocols & place signs on EBP resident room doors to advise staff & visitors of precautions placing residents at risk for infection
NE: SS=D: Failed to ensure a sanitary & comfortable environment to help prevent development & transmission of communicable diseases & infections when staff failed to provide EBP for 2 residents placing residents at risk for possible exposure to infection for 2 residents
· Failed to ensure staff provided EBP when providing care for 1 resident who had feeding tube placing resident at risk for infection for multiple residents with feeding tubes
NW: SS=E: Failed to disinfect glucometer between resident use & sort soiled laundry in sanitary manner placing residents at risk for infectious disease processes
· Failed to ensure multi-use glucometer was sanitized between resident use placing residents at risk for infectious disease processes
· Observed housekeeping/laundry staff wearing only gloves as PPE while sorting soiled laundry & staff unaware should wear gown & gloves to sort soiled laundry; failed to sort soiled laundry by using appropriate PPE placing residents at risk for infectious disease processes
NW: SS=F: Failed to adhere to infection control for EBP for 1 resident who had Influenza A  placing residents at increased risk for infection
· Failed to ensure staff applied appropriate PPE required for EBP for 1 resident placing resident at increased risk for infection

F883 Influenza & Pneumococcal Immunizations
SW: SS=D: Failed to offer or obtain informed declinations, consent, or physician-documented contraindication for PCV20; also failed to administer PCV20 for 1 resident who had given consent placing residents at increased risk for acquiring, transmitting or experiencing complications from pneumococcal disease
· Record lacked documentation PCV20 was offered or declined & lacked documentation of historical administration or physician-documented contraindication
· Record revealed PCV13 administered & had signed consent for PCV20 but lacked documentation PCV20 was administered
· Failed to offer & administer PCV20 or obtain informed declinations for 1 resident who were eligible to receive vaccination; also failed to administer PCV20 after consent was given for resident placing residents at increased risk of acquiring, transmitting, or experiencing complications from pneumococcal disease
NE: SS=D: Failed to administer PCV20 vaccination after obtaining a signed consent for 1 resident placing residents at increased risk for complications r/t pneumonia
· Record lacked documentation of PCV20 given after obtaining signed consent or a physician documented contraindication; failed to offer PCV20 after consent obtained for 1 resident placing resident at increased risk for complications r/t pneumonia
NW: SS=D: 5 residents reviewed for immunizations: 2 residents lacked pneumococcal vaccinations; failed to follow latest guidance from CDC to administer pneumococcal vaccine following written consent placing 2 residents at risk of acquiring, spreading & experiencing complications from pneumococcal disease
· Immunization records revealed 2 residents lacked CDC recommended pneumococcal immunizations; resident had signed consent; both residents lacked documentation of receiving vaccine placing 2 residents at risk of acquiring, spreading & experiencing complications from pneumococcal disease
NW: SS=E: Failed to offer or obtain informed declination or physician-documented contraindication for PCV20 per latest guidance from CDC placing residents at risk for pneumococcal infection & related complications
· 5 resident records lacked evidence facility or resident representative received or signed consent to receive or informed declination for PCV20; failed to offer PCV20 pneumococcal vaccination for 5 residents placing residents at risk of acquiring, spreading, & experiencing complications from pneumonia

F908 Essential Equipment, Safe Operating Condition
SW: SS=E: Failed to ensure availability of proper maintenance equipment for dishwasher & appropriate monitoring to automatic sanitizing to maintain properly functioning equipment
· Observed kitchen manager making sanitizer water registered at 50 ppm & unable to provide chlorine test strips to test chlorine level in dishwasher; no written log of results of sanitize test as staff were trusted to be testing as expected; failed to maintain mechanical equipment in safe operating condition

F921 Safe/Functional/Sanitary/Comfortable Environment
NE: SS=D: Failed to provide safe, sanitary environment for 1 resident when staff failed to clean carpet & recliner
· Resident room with black stain in carpet & recliner with red stain on arm and yellow stain on other arm & room & recliner with urine odor

F942 Resident Rights Training
NE: SS=F: Failed to ensure agency staff received required resident rights training placing residents at risk for impaired care & decreased quality of life
· Facility unable to provide documentation 4 agency staff had completed resident rights training; failed to ensure completion of required resident rights training for staff who provided care in facility placing residents at risk for impaired care & decreased quality of life

April, 2025
F677 ADL Care Provided for Dependent Residents
SE: SS=D: Failed to provide personal hygiene cares for 1 resident when staff failed to provide facial shaving placing resident at risk for impaired dignity & poor hygiene
· Observed female resident with long facial hair visible on multiple occasions; resident stated would like to have facial hair shaved but staff do not shave resident; 
SW: SS=D: Failed to provide bathing opportunities & grooming of facial hair in accordance with residents’ preferred bathing scheduled to ensure necessary services to maintain good personal hygiene for 2 residents placing residents at risk for impaired dignity & poor hygiene
· CP lacked resident’s preferences & schedule for bathing; EMR lacked documentation of bathing opportunities offered, or refusals by resident documented bathing “not applicable” on 7 occasions from 3-26 thru 4-11-25; record reflected staff offered 4 bathing opportunities including shaves from 3-15 thru 4-14 vs required 8 bathing opportunities as minimum requirement; Observed resident with prominent beard stubble on face with irregular borders
· EMR documented staff offered 6 bathing opportunities to include shave from 3-25 thru 4-15; observed resident with prominent beard stubble on face with irregular borders & mustache & resident reported required help to be shaved r/t involuntary movements

F679 Activities Meet Interest/Needs Each Resident
SE: SS=D: Failed to implement ongoing, resident-centered activity program that met resident’s interests & preferences for 1 resident placing resident at risk for decreased quality of life
· Resident with depression; resident’s representative stated activities offered by facility did not meet resident’s interests & very important for resident to attend own church on Sundays & resident would like to participate in outside activities offered in community but stated told by staff that facility unable to transport resident to activities away from facility; Adm stated facility could transport residents to activities outside of facility

F684 Quality of Care
SE: SS=D: Failed to ensure adequate disease management & monitoring for 1 resident when staff failed to monitor weight & notify provider of weight fluctuations r/t resident’s heart failure; additionally failed to do daily weights & administer Lasix PRN for 1 resident placing affected residents at risk for decreased quality of care & related health complications
· Resident with CHF; POS for daily weights starting 3-4-25; EMR reviewed for 3-4-25 thru 4-8-25 with 3-6-25 gained 4.1 pounds from previous day; EMR lacked documentation of physician notification; same day O2 level down to 86% on 5 lpm; EMR lacked evidence staff weighted resident on 3—25; on 3-24 resident with weight gain of 7.4 pounds from previous day & EMR lacked evidence of physician notification; on 4-4-24 weight gain of 5.4 pounds from previous day & EMR lacked documentation of physician notification; on 4-6-25 weight gain of 5.6 pounds & no documentation of physician notification
· Resident with CHF; CP lacked staff instruction r/t use of PRN Lasix use; resident with documented weight gain on multiple occasions & staff did not administer PRN Lasix medication; Adm nurse confirmed staff should have weighed resident daily due to physician order & had not followed that order

F686 Treatment/Services to Prevent/Heal Pressure Ulcer (PU)
SW: SS=D: Failed to ID & implement measures consistent with in accordance with professional standards of practice to prevent development of & promote healing of PUs for 1 resident when staff failed to ensure resident’s eels were offloaded & failed to develop consistent repositioning plan; further failed to ensure 1 resident received required interventions including low air loss mattress to prevent PUs placing residents at risk for development of new PUs, delayed healing & worsening of existing ulcers
· MDS documented resident w/o turning & repositioning program; CP documented resident could move self but could not fully change position w/o help; EMR lacked turn & repositioning program; POS for low air loss mattress, wound care qod with tx & PRN; staff reported resident with open area on heel & facility had not provided offloading bootie & revealed resident told booties had been ordered; observed leg positioned directly on air mattress; CNA reported resident w/o open areas & did not have turn & reposition schedule on assigned tasks on CP & CNA reported resident did not have offloading booties & resident able to reposition self; LN reported resident’s open area not observed until 3-31-25
· MDS noted no skin issues & resident at risk for development of pressure injuries; CP documented staff to provide low air loss mattress & pressure relieving cushion in chair; Tasks & CP lacked turn & repositioning program; 3-9-25 note documented staff notified nurse of wound on resident’s inner buttocks & no measurements & staff applied foam wound dressing to area; on 4-16-25 observed resident with regular mattress instead of low air loss mattress; CNA reported resident did not have any open wounds or other skin conditions; observed open area on buttock & open area on lower shin

F689 Free of Accident Hazards/Supervision/Devices
SW: SS=J (Past Non-Compliance): Failed to ensure that staff provided a safe environment, free of accident hazards during transportation in the facility van. On 03/11/25 at approximately 09:20 AM CNA failed to ensure 1 resident was safely secured in the facility van before operating the vehicle. CNA began to drive the van and realized resident did not have a seatbelt on. CNA then stopped the vehicle and resident fell out of the wheelchair onto the floor of the facility van and injured his head, face and left arm. This deficient practice placed resident in immediate jeopardy.
· Plan of Removal:
· CNA was immediately re-educated related to safety protocols while driving the facility vehicle, completed on 03/11/25.
· Red laminated cards were placed in the vehicle at specific points to remind staff to ensure residents were properly secured before moving the vehicle, completed on 03/11/25.
· Resident’s  "Care Plan" was reviewed and revised with an updated intervention on 03/12/25 to include an intervention that staff were re-educated on proper safety protocol for appointment transports in the facility vehicle.
· All staff authorized to drive the facility vehicle received re-education with a return demonstration related to proper securement and safety during transports in the van, completed 03/20/25.
· The facility continued audits of transports to ensure the residents were safely secured in the van before transport.
SW: SS=D: Failed to provide environment free from accident hazards for 2 residents; failed to complete investigation to determine causative factors & implement interventions to prevent further falls for 1 resident placing affected resident at risk for further falls, accidents & related injuries
· Resident re-admitted to facility following hospitalization on 5-11-24; no progress note for 5-12-24; 5-13-24 note documented lower extremity swollen, warm & painful to touch & resident had groaned out in pain when foot rotated; NN documented X-ray results noting fx 5th metatarsal & subtle fx at base of proximal 5th phalanx; Ortho consult documented resident had fx r/t assisted fall on 5-11-24 per resident’s husband; facility unable to provide documentation including evidence investigation conducted & causative factors ID’d; 
NE: SS=J (Past Non-Compliance): Failed to ensure staff provided adequate supervision to prevent an elopement for 1 resident and further failed to provide a thorough search in response to a alert. On 04/13/25 at 07:15 PM, resident who was severely cognitively impaired and at high risk for elopement, set off the WanderGuard alert system. Staff responded to the alarm 36 seconds later but did not see resident. Staff started searching for resident but did not immediately open the staircase door and search the staircase where the WanderGuard alert system sounded. By the time the staff searched the staircase, resident had exited the building through the staircase and walked around the sidewalk in the back of the facility. The facility located resident approximately five to six minutes later near the parking lot on the ground.
Resident had visible injuries including an abrasion to her forehead and right ankle swelling. The facility called an ambulance and resident was transported to the hospital for evaluation and treatment. Resident returned later that evening with no fractures. The facility's failure to provide adequate supervision and implement a thorough search in response to the WanderGuard alert placed resident in immediate
jeopardy.
· Plan of Removal:
· Sent resident to hospital for eval & tx
· Completed post-incident review with immediate education with staff working on day/shift
· Sent of email & alert to all staff with education on elopement next day
· Started ongoing elopement education with all staff next day
· Updated resident’s CP on 2nd day
· Reviewed WanderGuard list on 2nd day
NW: SS=J (Past Non-Compliance): Failed to provide adequate supervision to prevent an elopement for cognitively impaired resident, who the facility identified as a high risk for elopement. On 04/05/24 at approximately 04:18 PM, resident exited the facility's 200 hall through an
unlocked door, which did not alarm. Resident walked approximately the length of a football field over cracked sidewalks, uneven grassy areas, a parking lot full of large potholes, and over several curbs before falling, between two apartment buildings, behind the facility. A community member living in the apartment building called 911 and reported resident lying on the apartment complex lawn. At 04:45 PM, 
CMA saw an ambulance behind the facility and identified resident on the ambulance stretcher. EMS transported resident to the local hospital for evaluation. The facility's failure to ensure resident received adequate supervision to prevent an elopement which resulted in a fall outside of the facility, and the failure to ensure functioning door alarms and locks placed resident in immediate jeopardy.
· Plan of Removal:
· 1200-pound mag-locks were installed on all doors on 04/16/25.
· The door at the end of 200 hall was immediately secured, and the mag-lock was functioning. 
· The alarm was rewired and in working order.
· All staff were re-educated on the facility's elopement policy.
· Stop signs were placed on each exit door, and the signs also requested contractors to alert staff before using the exit doors so staff could stay at the exit doors until the contractors were done.
· The facility's Elopement Book was reviewed for accuracy.
· Resident was put on one-to-one over the weekend.
· The findings of the incident were taken to an emergency QAPI.

F757 Drug Regiment is Free from Unnecessary Drugs
SW: SS=D: Failed to ensure residents remained free from unnecessary meds when facility failed to follow physician orders r/t BP monitoring & related parameters for 3 residents placing residents at risk for adverse medication effects
· POS for Cozaar with holding parameters for HTN; MAR revealed med given outside prescribed physician order for 45/54 doses from 2-22-25 thru 4-15-25
· POS for Norvasc for HTN with holding parameters; MAR documented from 2-1-25 thru 4-15-25 BP not obtained on 74 occasions prior to administration of med; CMA observed administering med & MAR did not include monitoring for resident’s BP
· POS for Procardia ER for HTN with notification parameters; MAR from 9-19-24 thru 4-17-25 lacked evidence BP assessment prior to administration of Procardia; CMA reported resident did not require BP check for any meds, only pulse

F758 Free from Unnecessary Psychotropic Meds/PRN Use
SW: SS=D: Failed to complete an industry-accepted assessment for AIM r/t antipsychotic use for 1 resident who received Zyprexa placing resident at risk for adverse effects associated with use of psychotropic meds
· EMR lacked evidence of AIMS completed to ID abnormal movements r/t medication use; POS for Zyprexa daily for aggressive behaviors such as hitting r/t Alzheimer’s dated 1-9-24; MRR lacked evidence of recommendation for AIMS to be completed 

F812 Food Procurement, Store/Prepare/Serve-Sanitary
SE: SS=F: Failed to prepare & serve food under sanitary conditions to residents of facility placing residents at risk for foodborne bacteria
· Observed: kick plate on 1 oven broken off & resting on floor; 2 prep tables with food debris on bottom shelf; storage racks in dry storage with multiple areas of missing protective coating & multiple areas of rust; stationary can opened with food debris dried onto sharp area that would enter can; trash can by handwashing sink lacked accessible trash can; trash by ice machine lacked lid; cart with build up of food debris on all tiers of cart carrying clean dishes

May, 2025
F553 Right to Participate in Planning Care
SW: SS=E: Failed to ensure residents received opportunity to participate in care planning process when staff failed to invite 6 residents/responsible party to CP meetings placing residents at risk for impaired residents rights & decreased autonomy
· Resident reported did not know what a CP meeting was & had never been invited; EMR lacked any documentation of CP meeting conducted in past 6 months
· Resident reported had never received any CP invites & EMR lacked documentation of CP meeting conducted in past 6 months for 4 other residents

F578 Request/Refuse/Discontinue Treatment; Formulate Advance Directive
SW: SS=D: Failed to ensure 1 resident’s advance directives were thoroughly completed when 1 resident had a DNR which was only signed by physician rendering it invalid placing resident at risk for impaired right to have advance directives honored
· CP documented DNR; POS documented DNR; EMR with hospice-based DNR signed by physician & form lacked signature of resident/representative

F584 Safe/Clean/Comfortable/Homelike Environment
SW: SS=E: Failed to promote sanitary, homelike environment with potential for decreased psychosocial wellbeing & impaired safety & comfort for affected residents
· Observed multiple patches of white plaster spots observed on multiple walls & doors of hallway walls & entrance doors to residents’ rooms; multiple chipped floor tiles on floors in hallways
· BR floor with holes in flooring where concrete floor could be seen through holes; residents’ grab bar next to toilet with frayed worn duct tape on handle
· Resident room with vent cover off ceiling; room had 3 beds in room with 2 beds unmade & had rolled-up air mattress on them

F605 Right to be Free from Chemical Restraints
SW: SS=D: Failed to ensure that 1 resident’s PRN antianxiety medication had a 14-day stop date or a specified duration which included the physician's rationale for extended use. This deficient practice placed resident at risk for adverse effects associated with the use of  psychotropic medications
· POS for Ativan 0.5mg topically q 4 hrs PRN anxiety; order lacked stop date; POS for Lorazepam topical cream 1mg/0.1ml apply topically to wrist TIC for anxiety or restlessness; MRR documented no irregularities r/t lack of stop date for PRN psychoactive med

F628 Discharge Process
SW: SS=D: Failed to provide a written bed hold policy & failed to issue written notification as soon as practicable for transfers for 3 residents placing residents at risk for impaired rights r/t returning to facility
· Resident transferred to hospital; EMR lacked evidence facility provided bed hold notice or written notification of transfer to resident/representative for multiple resident with multiple hospitalizations

F641 Accuracy of Assessments
SW: SS=D: Failed to accurately completed MDS for 3 residents placing residents at risk for unidentified care needs & inadequate plan of care
· MDS lacked indication of use of CPAP
· MDS CAA for Dental Care not triggered; quarterly MDS recorded no issues with mouth, adequate vision & required no device; admission assessment documented resident w/o own teeth & no other documentation checked on assessment; resident moderately impaired for vision & could only see ½ of visual field & no device checked off that resident had any; resident stated no staff had asked about being assessed by dentist since admission & had a lot of bits & pieces of teeth in mouth; observed resident with multiple broken teeth on top & bottom; resident stated had requested eye exam & could not read w/o reading glasses & had never had glasses at facility
· Annual MDS documented resident with insulin injections 6/7 days & used non-invasive mechanical ventilator; quarterly MDS documented resident did not receive injections, hypoglycemic medication or use non-invasive mechanical ventilator; POS w/o order for insulin or non-invasive mechanical ventilator

F658 Services Provided Meet Professional Standards
SW: SS=D: Failed to provide professional standards of care for 1 resident when staff failed to contact physician for blood sugars greater than 500 mg/dL or lower than 60 mg/dL placing resident at risk for impaired care & complications r/t high or low blood sugar
· Resident with DM; POS for blood sugars with notification parameters; documentation revealed blood sugar was 18 mg/dL & notes lacked evidence staff notified physician

F677 ADL Care Provided for Dependent Residents
SW: SS=D: Failed to provide ADL care including grooming of facial hair in accordance with resident’s preferences for 1 resident placing resident at risk for impaired dignity & poor hygiene
· Resident with blindness; paranoid schizophrenia & need for ADL assist; resident reported required help getting around facility at times r/t blindness; observed resident with prominent beard stubble on chin with irregular borders on multiple occasions; resident reported staff would need to take facial hair off when got a chance; both resident’s eyes with yellow crusty drainage & resident reported staff clean face when gets shower

F678 Cardio-Pulmonary Resuscitation
SW: SS=E: Failed to develop & implement system to ensure presence of at least 1 staff certified in CPR for residents who desired a Full code status placing residents at risk for decreased quality of care & inadequate resuscitative measures
· Review of 3 current staff members’ CPR certificates revealed 1 LN had current certification from online CPR provider, named on card which did not have instructor-led hands-on skills component
· Review of transportation schedule revealed CNA transported resident who was Full Code status to & from appointments 3x/wk & observed same CNA transporting residents from appointments & CNA reported currently CPR certified & had completed class at another facility but unable to remember exact date; Adm reported same CNA’s card expired November 2024


F685 Treatment/Devices to Maintain Hearing/Vision
SW: SS=D: Failed to provide visual services or facilitate access to visual services for 1 resident with impaired visual function placing resident at risk for further deterioration of vision
· Cited findings in F641 r/t visual impairment; MDs documented resident with adequate vision & wore glasses & no issues with teeth; Visual Function CAA not triggered; EMR lacked evidence facility had offered or facilitated visual services for resident & lacked evidence resident had declined visual services; resident reported could not read w/o glasses & had never had glasses at facility; 

F689 Free of Accident Hazards/Supervision/Devices
SW: SS=J (Past Non-Compliance): failed to provide adequate supervision to ensure a safe environment free from accident hazards for all
residents in the facility on 05/03/25 at approximately 01:20 PM when cognitively impaired Resident used a cigarette lighter to start a fire in resident’s room; Resident set fire to resident’s recliner. The facility smoke alarm sounded and 2 CNAs used the fire extinguisher to put out the fire. All residents were evacuated from the building and Law Enforcement arrived at the facility and inspected resident’s room with LN for the source of the fire. The inspection revealed resident had multiple lighters in resident’s room as well as other items belonging to other residents including medical equipment and scissors. The facility's failure to provide adequate supervision to ensure a safe environment free from accident hazards placed resident and the other affected residents in immediate jeopardy
· Plan of Removal:
· Resident placed on 1:1 observation immediately after incident pending admission to off-site BHU
· Ad hoc QAPI meeting held on same day & changed process by which residents were allowed to smoke which included staff were to accompany smoking residents outside, light residents’ cigarettes then immediately return inside to secure lighter in nurses’ cart
· All staff re-educated that items brought in for residents by families must be placed on residents’ inventory log to ensure unsafe items do not enter facility
· All residents’ families notifed that all items brought into facility need to be reviewed & placed on inventory log to ensure that unsafe items do not enter facility
· Resident admitted to off-site BHU
· Ad hoc resident council meeting held where residents voted to adopt non-smoking policy on facility campus

F695 Respiratory/Tracheostomy Care & Suctioning
SW: SS=D: Failed to provide sanitary respiratory care and services when staff failed to clean the nebulizer after each use for 1 resident and also failed to store CPAP mask in a sanitary manner for resident placing residents at risk for infection and increased respiratory complications
· CP lacked information r/t nebulizer; observed nebulizer attached to tubing on bedside table with clear liquid in bottom of chamber on multiple days & not cleaned after each use
· MDs lacked indication of use of CPAP; Observed CPAP mask still attached to hose & sitting on bedside table open to air on multiple occasions & not cleaned after each use

F729 Nurse Aide Registry Verification, Retraining
SW: SS=F: Failed to ensure 1 CNA had current & valid certificate placing residents at risk for decreased quality of care
· Personnel file for CNA lacked evidence of current CNA certificate; Nurse Aide Registry revealed CNA had inactive CNA status

F730 Nurse Aide Performance Review-12 hr/yr In-Service 
SW: SS=F: Failed to complete annual performance review at least once every 12 months for 2 CNAs placing residents at risk for decreased quality of care
· 2 CNA personnel files lacked evidence a performance evaluation done in last 12 months

F744 Treatment/Service for Dementia
SW: SS=D: Failed to provide nonpharmacological dementia care & services to promote resident’s highest practicable level of function & wellbeing placing resident at risk for decreased quality of life
· Resident with dementia, depression & anxiety; CP lacked interventions to address dementia care needs; POS for Seroquel for schizoaffective d/o, Sertraline for anxiety, Rivastigmine transdermal patch w/o dx; Haldol IM for schizoaffective d/o, Ativan PRN for anxiety, Lorazepam topical cream for anxiety or restlessness; behavior monitoring documentation lacked documentation of behavioral occurrences for 1 month; observed resident tried to slap surveyor during initial interview; observed resident with aggressive behaviors to other residents w/o making contact

F756 Drug Regimen Review, Report Irregular, Act On
SW: SS=D: Failed to act on pharmacist’s monthly MRR for 1 resident with potential to lead to residents receiving unnecessary meds
· Resident with DM, ESRD & anxiety; CP lacked any non-pharmacological interventions for behavioral symptoms; POS for Citalopram for depression; Buspirone for anxiety; MRR documented irregularities & EMR lacked actual report & response from physician or nurse in multiple months; MRR requested HbA1c & no results in record


F791 Routine/Emergency Dental Services in NFs
SW: SS=D: Failed to provide dental services or facilitate access to dental services for 1 resident who had widespread dental decay placing resident at risk for further deterioration of dentition & related complications
· Cited findings noted in F657 r/t lack of dental care & resident with multiple broken teeth on top & bottom; resident had not had dental care arranged while at facility; assessment documented resident w/o teeth & no other documentation checked on assessment

F801 Qualified Dietary Staff
NW: SS=F: Failed to provide services of full-time CDM for all residents currently residing in facility & receiving meals from kitchen placing residents at risk for inadequate nutrition
· Dietary staff had completed course & needed to take test to become CDM

F812 Food Procurement, Store/Prepare/Service-Sanitary 
SW: SS=F: Failed to store food items in sanitary manner when staff failed to date food items in fridge & freezer placing residents at risk for foodborne illness
· Observed: opened, unsealed meat patties in freezer; fridge with 2 bags of chicken on floor; numerous bags of vegetables & sandwich meat lacing date received; bread with expired dates & mold growing on bread
NW: SS=F: Failed to prepare & serve food in sanitary manner when dietary staff did not complete hair coverage with hairnet & beard cover placing residents of facility who received meals from facility at risk for foodborne illness
· Observed dietary staff in kitchen preparing & serving breakfast to residents & wore beard net but did not cover sideburns or mustache & had hair net that did not cover back of hair; observed findings on multiple occasions

F880 Infection Prevention & Control
SW: SS=E: Failed to maintain effective infection control program r/t EBP when providing tube feeding care or providing shower to resident with tube feeding; additionally failed to disinfect Hoyer lift after use & failed to utilize adequate hand hygiene placing residents at risk for infections
· Observed LN reattaching feeding tube resident had pulled out & LN did not use gown during care provided
· Observed 2 CNAs transferring resident & neither implemented gown for EBP before providing care & staff pushed Hoyer out into hall after transfer use but did not disinfect lift
· Observed CNA provided peri-care to resident removed wet brief, washed resident’s buttocks, placed new brief with same soiled gloves, took bed pan to BR & emptied then removed gloves but did not wash hands before applying new gloves when washed resident’s front genital area the removed 1 glove, picked up garbage & went to soiled room then came out & washed hands

F947 Required In-Service Training for Nurse Aides
SW: SS=F: Failed to develop, implement, & permanently maintain in-service training program for CNAs with required topics & no less than 12 hrs/yr placing residents at risk for decreased quality of care
· CNA lacked dementia training
· CNA file lacked total number of in-service hrs completed
