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F 000 INITIAL COMMENTS F 000

 The following citations represent the findings of a 

Health Resurvey and Complaint Investigation 

KS00182157, KS00182322, and  KS00181529. 

The 2567 was sent electronically on 09/25/23.

A revised 2567 was sent electronically on 

10/11/23.

 

F 561 Self-Determination

CFR(s): 483.10(f)(1)-(3)(8)

§483.10(f) Self-determination.

The resident has the right to and the facility must 

promote and facilitate resident self-determination 

through support of resident choice, including but 

not limited to the rights specified in paragraphs (f)

(1) through (11) of this section.

§483.10(f)(1) The resident has a right to choose 

activities, schedules (including sleeping and 

waking times), health care and providers of health 

care services consistent with his or her interests, 

assessments, and plan of care and other 

applicable provisions of this part.

§483.10(f)(2) The resident has a right to make 

choices about aspects of his or her life in the 

facility that are significant to the resident.

§483.10(f)(3) The resident has a right to interact 

with members of the community and participate in 

community activities both inside and outside the 

facility.

§483.10(f)(8) The resident has a right to 

participate in other activities, including social, 

F 561

SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

09/25/2023

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
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program participation.
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F 561 Continued From page 1 F 561

religious, and community activities that do not 

interfere with the rights of other residents in the 

facility.

This REQUIREMENT  is not met as evidenced 

by:

 The facility had a census of 29 residents. The 

sample included 14 residents. Based on 

observation, record review, and interview, the 

facility failed to support Resident (R) 6's right to 

make choices about the aspect of bathing 

preference which place R6 at risk for impaired 

right to exercise her autonomy regarding those 

things that are important in her life.

Findings included:

-  The Electronic Medical Record (EMR) 

documented R6 had diagnoses of congestive 

heart failure (a condition with low heart output and 

the body becomes congested with fluid ), 

diabetes mellitus (when the body cannot use 

glucose, not enough insulin made or the body 

cannot respond to the insulin), Parkinson's 

disease (slowly progressive neurologic disorder 

characterized by resting tremor, rolling of the 

fingers, masklike faces, shuffling gait, muscle 

rigidity and weakness), obesity (over weight), 

retention of urine, paresthesia (abnormal 

sensation) of skin, local infection of the skin and 

subcutaneous (beneath the skin) tissue and 

urinary tract infection.

The "Annual Minimum Data Set" (MDS), dated 

08/29/23, documented R6 had intact cognition, it 

was very important to choose between a tub bath, 

shower, bed bath, or sponge bath. R6 requires 

extensive assistance of two staff for transfers, 

bed mobility, dressing, toileting, personal hygiene 

and bathing. The MDS further documented R6 
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F 561 Continued From page 2 F 561

had an indwelling catheter, moisture associated 

skin damage (MASD), was at risk for pressure 

sores (localized injury to the skin and/or 

underlying tissue usually over a bony prominence, 

as a result of pressure, or pressure in 

combination with shear and/or friction), had 

application of ointment/medication other than to 

feet and non-surgical dressing.

The "Activities of Daily Living Care Area 

Assessment" (CAA), dated 08/31/23, 

documented R6 used a sit to stand lift for 

transfers, required staff to complete all activities 

of daily living, had urinary catheter and required 

supplemental oxygen continuously due to 

respiratory conditions.

The "Care Plan", created on 08/03/22, 

documented R6 had a self-care performance 

deficit related to obesity and Parkinson's disease 

and required staff to complete all activities of daily 

living. The care plan stated R6 required extensive 

assistance of two staff members with showering 

two time weekly, unless otherwise requested by 

the resident.

On 09/12/23 at 08:32 AM, R6 stated she would 

like the availability of a shower three days a 

week, as she reported during resident interview 

on 09/06/23. R6 stated she had voiced her 

preference to several staff members and was told 

there was not enough staff to bath her three times 

a week.

On 09/11/23 at 01:16 PM, Certified Nurse Aide 

(CNA) M, reported R6 had talked about wanting 

three baths a week several months ago, but had 

not heard if this was to be implemented.
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F 561 Continued From page 3 F 561

On 09/12/23 at 11:28 AM, Administrative Nurse D 

stated R6 preference of wanting bathed three 

times a week should be honored.

The facility's "Dignity" policy, dated 02/2021, 

documented each resident shall be cared for in a 

manner that promotes and enhances his or her 

sense of well-being, level of satisfaction with life, 

and feelings of self-worth and self-esteem.

The facility failed to honor R6's preference of 

bathing three times a week consistently, which 

placed the resident at risk of inability to exercise 

her autonomy regarding those things that are 

important in her life.

F 580 Notify of Changes (Injury/Decline/Room, etc.)

CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes. 

(i) A facility must immediately inform the resident; 

consult with the resident's physician; and notify, 

consistent with his or her authority, the resident 

representative(s) when there is-

(A) An accident involving the resident which 

results in injury and has the potential for requiring 

physician intervention; 

(B) A significant change in the resident's physical, 

mental, or psychosocial status (that is, a 

deterioration in health, mental, or psychosocial 

status in either life-threatening conditions or 

clinical complications); 

(C) A need to alter treatment significantly (that is, 

a need to discontinue an existing form of 

treatment due to adverse consequences, or to 

commence a new form of treatment); or 

(D) A decision to transfer or discharge the 

resident from the facility as specified in 

§483.15(c)(1)(ii). 

F 580

SS=D
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F 580 Continued From page 4 F 580

(ii) When making notification under paragraph (g)

(14)(i) of this section, the facility must ensure that 

all pertinent information specified in §483.15(c)(2) 

is available and provided upon request to the 

physician. 

(iii) The facility must also promptly notify the 

resident and the resident representative, if any, 

when there is- 

(A) A change in room or roommate assignment 

as specified in §483.10(e)(6); or 

(B) A change in resident rights under Federal or 

State law or regulations as specified in paragraph 

(e)(10) of this section. 

(iv) The facility must record and periodically 

update the address (mailing and email) and 

phone number of the resident 

representative(s).

§483.10(g)(15) 

Admission to a composite distinct part. A facility 

that is a composite distinct part (as defined in 

§483.5) must disclose in its admission agreement 

its physical configuration, including the various 

locations that comprise the composite distinct 

part, and must specify the policies that apply to 

room changes between its different locations 

under §483.15(c)(9).

This REQUIREMENT  is not met as evidenced 

by:

 The facility had a census of 29 residents. The 

sample included 14 residents. Based on 

observation, record review, and interview, the 

facility failed to notify Resident (R) 15's physician 

of the resident's refusal of a urinary catheter (a 

tube inserted into the bladder to drain the urine 

into a collection bag). This placed the resident at 

risk unmet care needs.

Finding included:
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F 580 Continued From page 5 F 580

 -The Electronic Medical Record (EMR) 

documented R15 had diagnoses of major 

depressive disorder (abnormal emotional state 

characterized by exaggerated feelings of 

sadness, worthlessness, emptiness and 

hopelessness), diabetes mellitus (when the body 

cannot use glucose, not enough insulin made or 

the body cannot respond to the insulin), bipolar 

disorder (major mental illness that caused people 

to have episodes of severe high and low moods), 

rheumatoid arthritis (chronic inflammatory 

disease that affected joints and other organ 

systems ), retention of urine (lack of ability to 

urinate and empty the bladder), and urinary tract 

infection.

The "Quarterly Minimum Data Set" (MDS), dated 

08/31/23, documented R15 had intact cognition, 

had not exhibited behaviors, was independent 

with activities of daily living, and had neurogenic 

bladder (dysfunction of the urinary bladder 

caused by a lesion of the nervous system) and an 

indwelling catheter.

The "Urinary Incontinence/Indwelling Catheter 

Care Area Assessment" (CAA). dated 01/18/23, 

documented R15 had a suprapubic catheter 

(urinary bladder catheter inserted through the 

abdomen) due to urinary retention and would not 

always allow staff to cleanse suprapubic site and 

at times had declined to have the catheter 

changed.

The "Indwelling Suprapubic Catheter Care Plan" 

created on 08/08/22, documented R15 had a 

diagnosis of neurogenic bladder with urine 

retention as evidence by the resident's history of 

recurrent multi drug resistant urinary track 
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F 580 Continued From page 6 F 580

infections. The care plan directed staff to 

encourage R15 to allow catheter care to be 

completed at least daily, and if he declined, 

document in the record. The care plan further 

directed staff to notify the physician if R15 had not 

allowed nursing staff to change catheter on a 

monthly basis.

The" Physician Order", dated 01/29/23, directed 

staff to change suprapubic catheter monthly.

R15's August 2023 "Treatment Administration 

Record" (TAR), recorded R15 had refused 

catheter change. R15's medical record lacked 

evidence of a catheter change through the survey 

date.

R15's clinical record lacked evidence the staff 

notified R15's physician of the refusal to have the 

catheter changed.

On 09/12/23 at 10:22 AM Licensed Nurse (LN) H 

reported R15 refused to have the catheter 

changed in the past. LN stated R15 preferred the 

night shift nurse to change the catheter but said 

staff should notify the physician if R15 refused 

catheter change.

On 09/12/23 at 11:28 AM, Administrative Nurse D 

reported R15 had refused to have the catheter 

change and wanted the night nurse to change the 

catheter. Administrative Nurse D verified the 

catheter change and/or physician notifications 

was not documented and said she was 

attempting to call the night nurse to check on 

catheter change status and ask if the physician 

was notified. 

The facility's "Change in a Resident's Condition or 
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F 580 Continued From page 7 F 580

Status" policy, dated 02/2021, documented the 

facility promptly notifies the resident, his or her 

attending physician, and the resident 

representative of changes in the resident's 

medical/mental condition and/or status. The 

nurse will notify the resident's attending physician 

or physician on call when there has been a 

refusal of treatment or medications two or more 

consecutive times.

The facility failed to notify R15's physician of the 

refusal for the monthly catheter change, which 

placed R15 at risk of unmet care needs.

F 623 Notice Requirements Before Transfer/Discharge

CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer. 

Before a facility transfers or discharges a 

resident, the facility must-

(i) Notify the resident and the resident's 

representative(s) of the transfer or discharge and 

the reasons for the move in writing and in a 

language and manner they understand. The 

facility must send a copy of the notice to a 

representative of the Office of the State 

Long-Term Care Ombudsman.

(ii) Record the reasons for the transfer or 

discharge in the resident's medical record in 

accordance with paragraph (c)(2) of this section; 

and

(iii) Include in the notice the items described in 

paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice. 

(i) Except as specified in paragraphs (c)(4)(ii) and 

(c)(8) of this section, the notice of transfer or 

discharge required under this section must be 

made by the facility at least 30 days before the 

F 623
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F 623 Continued From page 8 F 623

resident is transferred or discharged.

(ii) Notice must be made as soon as practicable 

before transfer or discharge when-

(A) The safety of individuals in the facility would 

be endangered under paragraph (c)(1)(i)(C) of 

this section;

(B) The health of individuals in the facility would 

be endangered, under paragraph (c)(1)(i)(D) of 

this section;

(C) The resident's health improves sufficiently to 

allow a more immediate transfer or discharge, 

under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is 

required by the resident's urgent medical needs, 

under paragraph (c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30 

days.

§483.15(c)(5) Contents of the notice. The written 

notice specified in paragraph (c)(3) of this section 

must include the following:

 (i) The reason for transfer or discharge;

(ii) The effective date of transfer or discharge;

(iii) The location to which the resident is 

transferred or discharged;

(iv) A statement of the resident's appeal rights, 

including the name, address (mailing and email), 

and telephone number of the entity which 

receives such requests; and information on how 

to obtain an appeal form and assistance in 

completing the form and submitting the appeal 

hearing request;

(v) The name, address (mailing and email) and 

telephone number of the Office of the State 

Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual 

and developmental disabilities or related 

disabilities, the mailing and email address and 
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F 623 Continued From page 9 F 623

telephone number of the agency responsible for 

the protection and advocacy of individuals with 

developmental disabilities established under Part 

C of the Developmental Disabilities Assistance 

and Bill of Rights Act of 2000 (Pub. L. 106-402, 

codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental 

disorder or related disabilities, the mailing and 

email address and telephone number of the 

agency responsible for the protection and 

advocacy of individuals with a mental disorder 

established under the Protection and Advocacy 

for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice. 

If the information in the notice changes prior to 

effecting the transfer or discharge, the facility 

must update the recipients of the notice as soon 

as practicable once the updated information 

becomes available.

§483.15(c)(8) Notice in advance of facility closure 

In the case of facility closure, the individual who is 

the administrator of the facility must provide 

written notification prior to the impending closure 

to the State Survey Agency, the Office of the 

State Long-Term Care Ombudsman, residents of 

the facility, and the resident representatives, as 

well as the plan for the transfer and adequate 

relocation of the residents, as required at § 

483.70(l).

This REQUIREMENT  is not met as evidenced 

by:

 The facility had census of 29 residents. The 

sample included 14 residents with one reviewed 

for hospitalization. Based on record review and 

interview the facility failed to provide a written 

notice for a facility initiated transfer to Resident 

(R25) or her representative when R25 was 
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transferred to the hospital. This placed the 

resident at risk for uninformed care choices. 

Findings included:

-  R25's Electronic Medical Record (EMR) 

documented the resident had diagnoses of  

hypertension (elevated blood pressure), 

Alzheimer disease (progressive mental 

deterioration characterized by confusion and 

memory failure), major depressive disorder (a 

mood disorder that causes a persistent feeling of 

sadness and loss of interest), urinary tract 

infection (UTI-an infection in any part of the 

urinary system).

R25's "Admission Minimum Data Set" (MDS), 

dated 06/15/223, documented the resident had a 

Brief Interview of Mental Status (BIMS) of three, 

which indicated severe impaired cognition. The 

MDS documented R25 required supervision with 

bed mobility, transfers, walk in room, locomotion 

on and off unit, dressing, toilet use, and personal 

hygiene. The MDS documented the resident had 

an UTI.

R25's "Care Area Assessment (CAA) did not 

trigger for urinary incontinence.

R25's "Activities of Daily Living (ADLs) Care 

Plan," revised 08/16/23, instructed staff to assist 

R25 with applying knee high compression socks 

each morning and remove them at bedtime 

nightly, encourage/remind R25 to wait for 

assistance before ambulating with her walker, 

and she had been noted to have unsteady gait 

and balance at times. The care plan instructed 

staff to observe/monitor resident during transfers 

and ambulation, remind her to use her walker at 
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all times, and provide supervision/assistance of 

one staff member at times for toileting. 

R25's "Progress Notes," dated 09/4/2023 at 12:21 

AM, documented the resident was transferred to 

the hospital.

Review of R25's clinical record lacked evidence 

the resident or representative was provided 

written notice. 

On 08/29/22 at 12:40 PM, Administrative Staff B 

verified the lack of documentation regarding R25 

or her representative was provided written 

notification when R25 was transferred to the 

hospital. Administrative Staff B stated she was 

new and was unaware who was responsible for 

sending it.

On 08/29/22 at 1:00 PM, Administrative Nurse E 

stated social service staff was responsible for 

sending the written transfer notification with R25 

or her representative when she was transferred to 

the hospital on 09/04/23.

Upon request the facility did not provide a written 

notification of transfer policy.

The facility failed to provide R25 or her 

representative written notice regarding R25's 

facility intiated transfer to the hospital. This 

placed the resident and/or her representative at 

risk of uninformed care choices.

F 657 Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans

§483.21(b)(2) A comprehensive care plan must 

F 657

SS=D
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be-

(i) Developed within 7 days after completion of 

the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that 

includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the 

resident.

(C) A nurse aide with responsibility for the 

resident.

(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of 

the resident and the resident's representative(s). 

An explanation must be included in a resident's 

medical record if the participation of the resident 

and their resident representative is determined 

not practicable for the development of the 

resident's care plan.

(F) Other appropriate staff or professionals in 

disciplines as determined by the resident's needs 

or as requested by the resident.

(iii)Reviewed and revised by the interdisciplinary 

team after each assessment, including both the 

comprehensive and quarterly review 

assessments.

This REQUIREMENT  is not met as evidenced 

by:

 The facility had a census of 29 residents. The 

sample included 14 residents. Based on 

observation, record review and interview, the 

facility failed to revise the care plan with 

interventions to prevent falls for Resident (R) 23 

who had numerous falls. This placed R23 at risk 

for further falls due to uncommunicated care 

needs.

Findings included:

-  The Electronic Medical Record (EMR) 

 

FORM CMS-2567(02-99) Previous Versions Obsolete J35611Event ID: Facility ID: N082001 If continuation sheet Page  13 of 55



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  10/11/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

17E197 09/12/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1000 S WASHINGTON STREET
ROOKS CO SENIOR SERVICES INC DBA REDBUD VILLAGE

PLAINVILLE, KS  67663

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 657 Continued From page 13 F 657

documented R23 had diagnoses of generalized 

anxiety disorder (mental or emotional reaction 

characterized by apprehension, uncertainty and 

irrational fear), Parkinson's disease (slowly 

progressive neurologic disorder characterized by 

resting tremor, rolling of the fingers, masklike 

faces, shuffling gait, muscle rigidity and 

weakness), restless leg syndrome, urge 

incontinence, psychotic (major mental disorder 

characterized by a gross impairment in reality 

testing ) disorder with delusions (untrue persistent 

belief or perception held by a person although 

evidence shows it was untrue), dementia 

(progressive mental disorder characterized by 

failing memory, confusion), and depression 

(abnormal emotional state characterized by 

exaggerated feelings of sadness, worthlessness, 

emptiness and hopelessness).

The "Quarterly Minimum Data Set" (MDS), dated 

07/05/23, documented R23 had moderately 

impaired cognition, inattention, disorganized 

thinking, and altered level of consciousness 

behaviors which fluctuated, verbal behaviors 

direct toward others one to three days of the look 

back period, other behavioral symptoms not 

directed toward others and wandering which 

occurred four to six days of the look back period. 

R23 had also experienced delusions and 

hallucinations (sensing things while awake that 

appear to be real, but the mind created). The 

MDS further documented R23 required extensive 

assistance of two staff for transfer, dressing, toilet 

use, and personal hygiene, and required limited 

assistance of two staff for walking in the room 

and corridor, used a wheelchair or walker. R23 

had two or more falls with no injury and two or 

more falls with injury, used a bed, chair, and 

wander/elopement alarms daily. R23 received an 
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antipsychotic (class of medications used to treat 

mental emotional conditions), antidepressant 

(class of medications used to treat mood 

disorders and relieve symptoms of depression), 

and diuretic (medication to promote the formation 

and excretion of urine) daily.

The "Fall Care Area Assessment" (CAA), dated 

05/01/23, documented R23 had a history of falls 

and was felt to be at risk for future falls per the 

fall risk evaluation. All three falls have occurred 

since the return from the Geri-psych unit (a 

specialized unit that focuses on the older 

population).

The "Fall Care Plan" documented R23 was felt to 

be at a high risk for falls related to gait/balance 

problems, history of falls, decreased safety 

awareness, decreased vision, and having 

orthostatic hypotension at times.

The EMR documented a fall on 02/14/23; multiple 

falls on 02/15/23, 02/16/23, 04/21/23, 04/27/23, 

04/30/23, 05/02/23, 05/05/23, 05/07/23, 05/09/23, 

05/21/23, 05/24/23, 05/30/23, 05/31/23, 06/07/23, 

06/08/23, and 06/22/23. The EMR documented a 

fall on 06/26/23 twice, 06/27/23, 07/03/23, 

07/05/23 twice, 07/16/23, 07/29/23, 08/04/23, 

08/13/23, 09/03/23, and 09/08/23 for a total of 

more than 27 falls.

On 09/07/23 at 08:50 AM, observation revealed 

R23 sat in her wheelchair, dressed and groomed 

appropriately for the da. she wore a Wander 

Guard (bracelet that sets off an alarm when 

residents wearing one attempt to exit the building 

without an escort) bracelet to her left wrist. On 

several occasions, R23 set of the alarm in her 

wheelchair. She was confused and wandered 
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throughout the facility.

On 09/06/23 at 12:45 PM, Certified Medication 

Aide (CMA) R, reported R23 was very active, but 

when there were a lot of activity and people in the 

commons area, she tried to take R23 to an area 

that was quiet. CMA R said she offered to play 

cards or dominos, offers ice cream and coffee, 

and toileting every two hours. CMA R stated R23 

had frequent exit seeking behaviors.

On 09/12/23 at 11:28 AM, Administrative Nurse D 

reported R28 had numerous falls, and continued 

to be a fall risk and some falls lacked 

interventions to prevent further falls.  

The facility's "Care Plans, Comprehensive Person 

Centered" policy, dated 03/2022, documented a 

comprehensive, person-centered care plan that 

includes measurable objectives and timetables to 

mee the resident's physical, psychosocial and 

functional needs is developed and implemented 

for each resident. Care plan interventions are 

chosen only after data gathering, proper 

sequencing of events, careful consideration of the 

relationship between the resident's problem areas 

and their cause, and relevant clinical decision 

making. Assessment of residents are ongoing 

and care plans are revised as information about 

the resident and the resident's condition changes.

The facility failed to revise the care plan with 

person centered interventions to prevent R23 

from falling which placed the resident at risk for 

further falls due to uncommunicated needs.

F 661 Discharge Summary

CFR(s): 483.21(c)(2)(i)-(iv)

F 661

SS=D
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§483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident 

must have a discharge summary that includes, 

but is not limited to, the following:

(i) A recapitulation of the resident's stay that 

includes, but is not limited to, diagnoses, course 

of illness/treatment or therapy, and pertinent lab, 

radiology, and consultation results.

(ii) A final summary of the resident's status to 

include items in paragraph (b)(1) of §483.20, at 

the time of the discharge that is available for 

release to authorized persons and agencies, with 

the consent of the resident or resident's 

representative.

(iii) Reconciliation of all pre-discharge 

medications with the resident's post-discharge 

medications (both prescribed and 

over-the-counter).

(iv) A post-discharge plan of care that is 

developed with the participation of the resident 

and, with the resident's consent, the resident 

representative(s), which will assist the resident to 

adjust to his or her new living environment. The 

post-discharge plan of care must indicate where 

the individual plans to reside, any arrangements 

that have been made for the resident's follow up 

care and any post-discharge medical and 

non-medical services.

This REQUIREMENT  is not met as evidenced 

by:

 The facility had a census of 29 residents. Based 

on record review and interview the facility failed to 

complete a discharge summary, a reconciliation 

(summary) of pre and post discharge 

medications, and post-discharge plan of care for 

Resident (R) 30, who had a self-initiated 

discharge from the facility. This placed the 

resident at risk unmet care needs.
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Findings included: 

- The Electronic Medical Record (EMR) 

documented R30 had diagnosis of interstitial 

pulmonary disease (disorder that causes 

progressive scarring of lung tissue), atrial 

fibrillation (rapid heart rate), cardiomyopathy 

(heart disease), hypertension (elevated blood 

pressure), weakness, generalized anxiety (mental 

or emotional reaction characterized by 

apprehension, uncertainty and irrational fear) 

disorder, age related nuclear cataract (clouding of 

the lens of the eye) of right and left eyes.

The EMR documented R30's admission date of 

05/13/22 and discharge date of 06/30/23.

The "Quarterly Minimum Data Set" (MDS), dated 

05/07/23, documented R30 had moderately 

impaired cognition, was independent with no 

setup assistance with most activities of daily 

living, was not steady, but able to stabilize without 

staff assistance, used a wheelchair or walker. 

R20 was continent of urine and bowel, had 

shortness of breath with exertion, when sitting at 

rest, and lying flat, and used oxygen. The MDS 

further documented R30 received an 

antipsychotic (class of medications used to treat 

mental emotional conditions), antianxiety (class of 

medications that calm and relax people with 

excessive anxiety, nervousness, or tension), 

hypnotic (a sleep inducing medication), 

anticoagulant (a group of medication that 

decreases blood's ability to clot) and opioid 

(medication used to reduce pain) daily and had 

no discharge plan.

The "Progress Note", dated 06/26/23 at 11:26 

AM, documented the physician sent a fax 
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response regarding R30's wanting to move out 

that week. The physician reply "Advise patient 

that he can move out, but I advise against it".

The "Progress Note", dated 06/30/23 at 06:08 

PM, documented R30 packed his belongings and 

was picked up by his friend at 05:00 PM. R30 was 

discharged with all medication excluding 

narcotics, and left with his walker.

The EMR lacked further evidence of a summary 

or recapitulation of R30's stay, reconciliation of 

the medications, the post-discharge plans and 

needs and any services required. 

On 09/12/23 at 11:28 PM, Administrative Nurse D 

stated a discharge nor a recapitulation of R30's 

stay, due to discharge happened quickly.

The facility's "Discharge Summary and Plan" 

policy, dated12/2016, documented when a 

resident's discharge is anticipated, a discharge 

summary and post-discharge plan will be 

developed to assist the resident to adjust to 

his/her new living environment.

The facility failed to complete a discharge 

summary with the required information for R30. 

This placed R30 at risk of unmet care needs.

F 677 ADL Care Provided for Dependent Residents

CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 

out activities of daily living receives the necessary 

services to maintain good nutrition, grooming, and 

personal and oral hygiene;

This REQUIREMENT  is not met as evidenced 

by:

F 677

SS=D
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 The facility had a census of 29 residents. The 

sample included 14 residents. Based on record 

review, and interview the facility failed to provide 

bathing on a regular basis for Resident (R) 25, 

reviewed for activities of daily living (ADLs). This 

placed the resident at risk for poor personal 

hygiene.

Findings included:

-  R25's Electronic Medical Record (EMR) 

documented she had diagnoses polymyalgia 

rheumatica (inflammatory disorder that causes 

muscle pain and stiffness in various parts of the 

body), hypertension (high blood pressure), 

Alzheimer's disease (progressive mental 

deterioration characterized by confusion and 

memory failure), fracture of one left rib fracture of 

lumbosacral spine (the transition region between 

the lumbar (consists of the five bones (vertebra) 

in your lower back.) spine and sacral (a large, 

triangular bone at the base of the spine) in the 

lower back) and pelvis (basin-shaped complex of 

bones that connects the trunk and the legs), and 

urgency of urination.

R25's "Admission Minimum Data Set"(MDS), 

dated 06/15/23, documented R25 had a Brief 

Interview of Mental Status (BIMS) score of three, 

which indicated severely impaired cognition. The 

MDS documented the resident required one staff 

assist with walk in corridor, supervision with bed 

mobility, transfers, locomotion on and off unit, 

walk in room, dressing, toilet use, and personal 

hygiene, and independent with eating. The MDS 

documented the resident had a urinary tract 

infection (UTI), bathing did not occur, and it was 

somewhat important to choose type of bathing. 
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R25's "Care Area Assessment "(CAA) did not 

trigger for ADLs, urinary incontinence, or bathing.

R25's "ADL Care Plan", revised 08/16/23, 

documented R25 preferred a shower twice a 

week and required one staff assistance with 

showering. 

 

The  2023 EMR "Bathing Sheets" revealed the 

resident received a bath on the following dates:

June 16 with not applicable (NA) recorded on 

June 13, 17, 20, 24,and 27.

July 04, 14, and 28 with resident refused (RR) 

recorded on July 07, and 18, and NA on  July 04, 

07, 18, 25, and 26.

August 04, 25, and 30 with NA recorded on 

August 01, 02, 05, 09, 11, 12, 15, 16, 18, 22, 23, 

26, and 29.

On 09/11/23 12:44 PM, Certified Medication Aide 

(CMA) R stated R25 did refuse baths a lot. CMA 

R stated if staff documented NA on the bathing 

sheets, it might be because day shift provided the 

baths. CMA R said if a resident refused a bath, 

staff documented RR, and if a resident received a 

bath, staff documented their initials and what kind 

of staff assistance the resident required when 

bathing.

On 09/11/23 at 01:19PM, Certified Nurse Aide 

(CNA) M stated R25 frequently refused baths and 

said she would would try to get R25 to bathe at 

least once a week. 

On 09/11/23 at 10:00 AM Administrative Nurse D 

stated R25 frequently refused baths, and would 

report to staff she took a "cowboy bath." 

Administrative Nurse D stated family came and 

tried to get R25 to take a shower and sometimes 
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they could convince her too. Administrative Nurse 

D stated the NA recorded on the bathing sheets 

meant the resident received a bath.

The facility's "Dignity Policy," revised February 

2021, documented each resident should be cared 

for in a manner that promotes and enhances his 

or her sense of well-being, level of satisfaction 

with life, and feelings of self-worth and 

self-esteem.

The facility failed to provide R25 provide bathing 

on a regular basis. This placed the resident at 

risk for poor personal hygiene.

F 686 Treatment/Svcs to Prevent/Heal Pressure Ulcer

CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.  

Based on the comprehensive assessment of a 

resident, the facility must ensure that-

(i) A resident receives care, consistent with 

professional standards of practice, to prevent 

pressure ulcers and does not develop pressure 

ulcers unless the individual's clinical condition 

demonstrates that they were unavoidable; and

(ii) A resident with pressure ulcers receives 

necessary treatment and services, consistent  

with professional standards of practice, to 

promote healing, prevent infection and prevent 

new ulcers from developing.

This REQUIREMENT  is not met as evidenced 

by:

F 686

SS=D

 The facility had a census of 29 residents. The 

sample included 14 residents. Based on 

observation, record review, and interview, the 

facility failed to immediately implement pressure 

reduction interventions to  prevent worsening of 

 

FORM CMS-2567(02-99) Previous Versions Obsolete J35611Event ID: Facility ID: N082001 If continuation sheet Page  22 of 55



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  10/11/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

17E197 09/12/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1000 S WASHINGTON STREET
ROOKS CO SENIOR SERVICES INC DBA REDBUD VILLAGE

PLAINVILLE, KS  67663

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 686 Continued From page 22 F 686

pressure ulcer/injury (localized injury to the skin 

and/or underlying tissue usually over a bony 

prominence, as a result of pressure, or pressure 

in combination with shear and/or friction) for 

Resident (R)20's left heel pressure ulcer. The 

facility further failed to prevent R18's buttocks 

ulcer from reopening, which placed the resident 

at risk of continued pressure ulcer complications.

Findings included:

 -The Electronic Medical Record (EMR) 

documented R20 had diagnoses of severe 

chronic kidney disease, diabetes mellitus (when 

the body cannot use glucose, not enough insulin 

made or the body cannot respond to the insulin) 

with diabetic neuropathy (weakness, numbness 

and pain from nerve damage, usually in the 

hands and feet), congestive heart failure (a 

condition with low heart output and the body 

becomes congested with fluid), osteoarthritis 

(degenerative changes to one or many joints 

characterized by swelling and pain ), chronic pain, 

and end stage renal disease.

The "Admission Minimum Data Set" (MDS), 

dated 05/11/23, documented R20 had intact 

cognition, required extensive assistance of two 

persons for bed mobility, transfers, dressing, toilet 

use and personal hygiene. R20 had occasional 

incontinence or urine and received dialysis (a 

process of removing excess water, solutes and 

toxins from the blood). The MDS further 

documented R20 was at risk for pressure ulcers 

and had no ulcers.

The "Pressure Ulcer Care Area Assessment" 

(CAA), dated 05/15/23, documented R20 was felt 

to be at risk for the development of pressure 
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ulcers per Braden Scale (a standardized 

assessment tool to identify a patients risk for 

forming pressure sores), but had no pressure 

ulcers at that time. The resident had a pressure 

reducing mattress and foam cushion in the 

wheelchair which he primarily sat in, and a small 

handrail to assist him in position changes. He 

required staff assistance to make significant 

position changes and wore compression 

stocking. The MDS further documented R20 

received dialysis three times a week.

The "Care Plan," dated 05/11/23,  documented 

R20 was at risk for the development of pressure 

ulcers/alteration in skin integrity per the Braden 

Scale assessment as evidenced by R20 reported 

to have alteration in the past prior to admission. 

The plan directed staff to encourage good 

nutrition, encourage/assist to change position in 

bed and chair at least every two to three hours, 

and keep skin clean and dry. The plan 

documented R20 had a pressure reducing 

cushion while in chair/wheelchair and staff were 

to use caution during transfers and bed mobility 

to prevent striking of arms, legs and hands 

against any sharp or hard surfaces during 

transfers and bed mobility. The care plan dated 

07/18/23 included interventions and treatments 

for the stage three pressure ulcer.

The "Skin Evaluation Progress Note", dated 

06/01/23, documented R20's skin was warm and 

dry, skin color was within normal limits and turgor 

is normal and had no external devices in use.

The "Skin Evaluation Progress Note", dated 

06/06/23, documented R20 had new pressure 

ulcer/injury to the left heel which measured seven 

centimeters (cm) in length and five cm in width, 
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stage one pressure ulcer/injury (not an open 

wound which appears reddened, does not 

blanche, and may be painful), skin intact, warm, 

mushy, and non-blanchable.

The "Progress Note," dated 06/06/23 at 09:22 

AM, documented the physician was sent a fax 

that stated during weekly skin assessment R20 

had a pressure ulcer to the left heel, stage one, 

which measured seven cm by five cm. The 

wound was cleansed with wound cleaner and a 

dressing applied and changed every other day 

until healed. 

The "Progress Note," dated 07/05/23 at 08:30 

AM, documented staff received a fax regarding 

R20's left heel, which directed staff to use heel 

cushions and obtain wound care consult.

A "Physician's Order" dated 07/05/23 directed 

staff to  provide heel cushions every shift

The "Progress Note," dated 07/11/23 at 08:08 

AM, documented R20 had a deep tissue injury 

(DTI- purple or maroon localized area of 

discolored intact skin or blood?filled blister due to 

damage of underlying soft tissue from pressure 

and/or shear) to left heel which measured three 

cm in length and width, had slough (dead tissue, 

usually cream or yellow in color), was painful, and 

was a "third-degree [full thickness tissue loss] 

pressure ulcer."

The "Progress Note," dated 07/11/23 at 02:02 

PM, documented R20 was transported to wound 

care.

The "Progress Note" dated 08/18/23 at 03:12 PM, 

documented the physician ordered an antibiotic 
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for cellulitis (skin infection caused by bacteria 

characterized by heat, redness and swelling) and 

Methicillin-resistant Staphylococcus aureus 

(MRSA- a type of bacteria resistant to many 

antibiotics).

The "Progress Note", dated 08/18/23 at 04:28 

PM, documented R20 had MRSA in the left heel 

and staff were to continue to wear gowns, gloves, 

masks, and booties.

The "Progress Note", dated 08/18/23 at 05:32 

PM, documented R20's left heel had a necrotic 

(pertaining to the death of tissue in response to 

disease or injury)  wound bed, purulent 

(producing or containing pus) drainage, erythema 

(redness), daily treatments, and was painful. 

On 09/11/23 at 05:05 PM, observation revealed 

Licensed Nurse (LN)  G donned a gown, shoe 

covers, gloves, and mask to enter R20's room. 

R20 was sitting in his wheelchair, wearing a heel 

cushion boot to his left lower leg. LN G  

proceeded to do wound care to left heel. 

On 09/12/23 at 11:28 AM, Administrative Nurse D 

verified R20 had history of pressure ulcers and 

intact heel skin intact when admitted on 05/09/23. 

Administrative Nurse D said R20's physician was 

notified the day the pressure injury was found.

The facility's "Prevention of Pressure Injuries" 

policy, dated 04/20/22, documented the purpose 

of this procedure is to provide information 

regarding identification of pressure injury risk 

factors and interventions for specific risk factors.  

Assess the resident on admission for existing 

pressure injury factors, repeat risk assessment 

weekly, inspect skin on a daily basis when 
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performing or assisting with personal care or 

activities of daily living, inspect pressure points 

(sacrum, heels, buttocks, elbows, etc.). 

Reposition all resident with or at risk of pressure 

injuries on an individualized schedule, as 

determined by the interdisciplinary team. Review 

the interventions and strategies for effectiveness 

on an ongoing basis.

The facility failed toimplement interventions to 

relive pressure and prevent worsening of a 

pressure injury for R20's left heel which placed 

the resident for delayed healing and infections.

-  The Electronic Medical Record (EMR) 

documented R18 had diagnoses of non-pressure 

chronic ulcer of buttocks, other soft tissue 

disorder, osteoarthritis (degenerative changes to 

one or many joints characterized by swelling and 

pain), essential tremor, peripheral vascular 

disease (PVD - abnormal condition affecting the 

blood vessels) and Parkinson's disease (slowly 

progressive neurologic disorder characterized by 

resting tremor, rolling of the fingers, masklike 

faces, shuffling gait, muscle rigidity and 

weakness).

The "Annual Minimum Data Set" (MDS), dated 

08/30/23, documented R18 had intact cognition, 

was independent with bed mobility, transfers, 

toilet use, and personal hygiene. R18 was 

continent of urine and bowel, had three unhealed 

stage two pressure ulcer/injury. The MDS further 

recorded R18 had no pressure reducing device 

for his chair, no turning/repositioning program, but 

received nutrition or hydration interventions to 

manage skin problems and received pressure 

ulcer/injury care.
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The "Pressure Ulcer Care Area Assessment" 

(CAA), dated 09/01/23, documented R18 had 

chronic pressure ulcers, currently three on his 

buttocks. R18 sits in his recliner the majority of 

the time, slept in his recliner, had decrease in 

activity and occasional urinary incontinence. The 

CAA further documented R18 had chronic ulcers 

that come and go on his buttocks at times.

The "Care Plan", dated 06/06/23, documented 

R18 had a potential for developing further 

alterations in skin integrity related to diagnosis of 

chronic ulcer of buttocks as evidenced by the 

presence of chronic ulcer that comes and goes. 

The "Care Plan" directed staff to administer 

supplements, educated resident/family/caregivers 

of causative factors and measures to prevent skin 

injury, encourage resident change his disposable 

brief routinely. The resident needed a pressure 

relieving cushion to protect the skin while up in 

chair. R18 had an egg crate cushion and gel 

cushion in his room and chooses which he 

preferred to have in his recliner.

The "Physician Order," dated 04/18/23, 

documented R18 was to off-load his buttocks as 

much as possible.

The "Physician Order," dated 07/02/23, directed 

staff to cleanse the right and left buttock skin tear , 

pat dry and apply barrier cream and bordered 

gauze to area daily and as needed.

The "Progress Note" dated 09/02/23at 10:39 PM, 

documented R18 left buttock had two adjacent 

pressure ulcers one centimeter (cm) in length 

with granulation in the wound bed, redness 

around wound and the right  buttock had one 

small open sore which had episodic pain.
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On 09/06/23 during initial tour of survey, R18 

reported pain in his tailbone area from sores on 

his bottom.

On 09/06/23 at 11:27 AM, observation revealed 

R18 had three open areas to the left inner buttock 

and one open area to right inner buttock. The 

areas were cleaned, and dressings applied. R18 

had a gel cushion in the seat of the recliner with 

several towels folded on top of the cushion. The 

gel cushion was firm to touch. Administrative 

Nurse D voiced the wounds had looked worse 

than when she had previously seen them. R18 

discussed with Administrative Nurse D the use of 

a donut cushion and why the donut cushion could 

cause more tissue damage. R18 informed 

Administrative Nurse D he had been sitting on 

folded towels for cushion in his chair.

On 09/12/23 at 11:28 AM, Administrative Nurse D 

verified the gel cushion had not been assessed to 

the effectiveness of the pressure relief and had 

the restorative therapy department order a new 

pressure reducing cushion for R18's chair. 

The facility's "Prevention of Pressure Injuries" 

policy, dated 04/20/22, documented the purpose 

of this procedure is to provide information 

regarding identification of pressure injury risk 

factors and interventions for specific risk factors.  

Assess the resident on admission for existing 

pressure injury factors, repeat risk assessment 

weekly, inspect skin on a daily basis when 

performing or assisting with personal care or 

activities of daily living, inspect pressure points 

(sacrum, heels, buttocks, elbows, etc.). 

Reposition all resident with or at risk of pressure 

injuries on an individualized schedule, as 
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determined by the interdisciplinary team. Review 

the interventions and strategies for effectiveness 

on an ongoing basis.

The facility failed to assess the effectiveness of 

R18's pressure reducing cushion in the recliner, 

which placed the resident at risk for ongoing open 

wounds, pain, and delayed healing.

F 689 Free of Accident Hazards/Supervision/Devices

CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains 

as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 

supervision and assistance devices to prevent 

accidents.

This REQUIREMENT  is not met as evidenced 

by:

F 689

SS=D

 The facility had a census of 29 residents. The 

sample included 14 residents, with five reviewed 

for accidents. Based on observation, record 

review, and interview the facility failed to identify 

and implement person-centered interventions for 

Resident (R)25 and R23 after they had numerous 

falls. This placed the residents at risk for further 

falls and preventable injuries. 

Findings included:

-  R25's Electronic Medical Record (EMR) 

documented the resident had diagnoses of  

hypertension (elevated blood pressure), 

Alzheimer disease (progressive mental 

deterioration characterized by confusion and 

memory failure), major depressive disorder (a 
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mood disorder that causes a persistent feeling of 

sadness and loss of interest),fracture of one left 

rib fracture of lumbosacral spine (the transition 

region between the lumbar (consists of the five 

bones (vertebra) in your lower back.) spine and 

sacral (a large, triangular bone at the base of the 

spine) in the lower back) and pelvis 

(basin-shaped complex of bones that connects 

the trunk and the legs), and urgency of urination.

R25's "Admission Minimum Data Set" (MDS), 

dated 06/15/223, documented the resident had a 

Brief Interview of Mental Status (BIMS) of three, 

which indicated severe impaired cognition. The 

MDS documented R25 required supervision with 

bed mobility, transfers, walk in room, locomotion 

on and off unit, dressing, toilet use, and personal 

hygiene. The MDS documented R25 had a 

fracture related fall in the last 6 months prior to 

admission.

The "Fall Care Area Assessment" (CAA), dated 

06/15/23, documented R25 had a recent history 

of multiple falls with injury while in the attached 

assisted living and had been noted to fall one 

time since her admission to the facility. She is felt 

to be at risk for further falls per the fall risk 

evaluation.

R25's "Fall Care Plan," revised on 08/16/23, 

instructed staff to place gripper socks on the 

resident daily and encourage her to keep them 

on, remove all slippers or slip on shoes from 

R25's room and keep proper footwear in R25's 

room. The care plan instructed staff to anticipate 

and meet resident's needs, place an audible chair 

alarm on R25's chair, be sure her call light was 

within reach and encourage R25 to use it for 

assistance as needed, and respond promptly to 
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all request for assistance. The care plan 

instructed staff to educate residents and family on 

fall risks, encourage R25 to participate in any 

activities that promote exercise, physical activity 

for strengthening and improved mobility, 

encourage/ remind R25 to sit on furniture or the  

air conditioner unit, encourage/remind resident to 

wait for assistance before ambulating with her 

walker because she was noted to have an 

unsteady gait and balance at times. The care 

plan instructed staff to encourage/remind R25 to 

use her walker at all times when she was 

ambulating, ensure R25 was wearing appropriate 

footwear (brown leather shoes, tartan bedroom 

slippers, black non-skid socks) when ambulating 

or mobilizing. The care plan instructed staff to 

conduct two-hour safety checks on R25 when she 

was awake, monitor R25's blood pressure as R25 

takes medications that may affect her blood 

pressure. The care plan documented R25 should 

attend occupational therapy (OT) and physical 

therapy as outpatient at hospital as directed by 

physician. The care plan instructed staff to review 

information on past falls and attempt to determine 

cause of falls, record possible root causes, alter 

remove any potential causes, if possible, and 

educate R25/family/caregivers/interdisciplinary 

team (IDT) as to causes. The care plan instructed 

staff to provide a safe environment with even 

floors, free from spill and or clutter; adequate, 

glare free light; a working reachable call light; 

place her bed in low position at night, and keep 

personal items within reach.

The fall risk assessments documented the 

followingfall assessment scores:

06/14/23 -score seven which indicated at risk for 

falls.

07/25/23- score 17 which indicated high risk for 
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falls. 

The EMR documented the resident had a fall on 

06/29/23; multiple falls on 07/05/23; and on 

07/10/23, 06/29/23, 07/16/23, 07/17/23, 07/23/23, 

07/25/23, 07/25/23, 07/27/23, 08/01/23, 08/16/23, 

08/17/23 at 10:43 AM, and 08/17/23 at 09:45 PM.

On 09/11/23 at 12:44 PM, Certified Medication 

Aide (CMA) R stated the resident had several 

falls and to prevent her from having more falls, 

CMA R would place a chair alarm on R25's chair 

seat, remind her to use call light (but she would 

not use it), place a walker next to chair she was 

sitting in;  R25's room had mild grip strips in front 

of her recliner and toilet.

On 09/11/23 at 10:00 AM, Administrative Nurse D 

reported R25 had numerous falls, and continued 

to be a fall risk.

The facility's "Falls-Clinical Protocol Policy," 

revised 03/2018, documented based on fall 

assessment, the staff and physician would 

identify pertinent interventions to try to prevent 

subsequent falls and to address the risks of 

clinically significant consequences of falling. The 

staff, with the physician would monitor and 

document the individual's response to 

interventions intended to reduce falling or the 

consequences of falling. Frail elderly individuals 

are often a greater risk of serious adverse 

consequences of falls. Risks of serious adverse 

consequences can sometimes be minimized 

even if falls cannot be prevented. If the individual 

continues to fall, the staff and physician would 

re-evaluate the situation and reconsider possible 

reasons for the resident's falling and also 

reconsider the current interventions. 
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The facility failed to identify causative factors and 

implement relevant interventions to prevent falls 

for R25, who had numerous falls. This placed 

R25 at risk for injuries due to falling.

-  The Electronic Medical Record (EMR) 

documented R23 had diagnoses of generalized 

anxiety disorder (mental or emotional reaction 

characterized by apprehension, uncertainty and 

irrational fear), Parkinson's disease (slowly 

progressive neurologic disorder characterized by 

resting tremor, rolling of the fingers, masklike 

faces, shuffling gait, muscle rigidity and 

weakness), restless leg syndrome, urge 

incontinence, psychotic (major mental disorder 

characterized by a gross impairment in reality 

testing ) disorder with delusions (untrue persistent 

belief or perception held by a person although 

evidence shows it was untrue), dementia 

(progressive mental disorder characterized by 

failing memory, confusion), and depression 

(abnormal emotional state characterized by 

exaggerated feelings of sadness, worthlessness, 

emptiness and hopelessness).

The "Quarterly Minimum Data Set" (MDS), dated 

07/05/23, documented R23 had moderately 

impaired cognition, inattention, disorganized 

thinking, and altered level of consciousness 

behaviors which fluctuated, verbal behaviors 

direct toward others one to three days of the look 

back period, other behavioral symptoms not 

directed toward others and wandering which 

occurred four to six days of the look back period. 

R23 had also experienced delusions and 

hallucinations (sensing things while awake that 

appear to be real, but the mind created). The 

MDS further documented R23 required extensive 

assistance of two staff for transfer, dressing, toilet 
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use, and personal hygiene, and required limited 

assistance of two staff for walking in the room 

and corridor, used a wheelchair or walker. R23 

had two or more falls with no injury and two or 

more falls with injury, used a bed, chair, and 

wander/elopement alarms daily. R23 received an 

antipsychotic (class of medications used to treat 

mental emotional conditions), antidepressant 

(class of medications used to treat mood 

disorders and relieve symptoms of depression), 

and diuretic (medication to promote the formation 

and excretion of urine) daily.

The "Fall Care Area Assessment" (CAA), dated 

05/01/23, documented R23 had a history of falls 

and was felt to be at risk for future falls per the 

fall risk evaluation. All three falls have occurred 

since the return from the Geri-psych unit (a 

specialized unit that focuses on the older 

population).

The "Fall Care Plan" documented R23 was felt to 

be at a high risk for falls related to gait/balance 

problems, history of falls, decreased safety 

awareness, decreased vision, and having 

orthostatic hypotension at times.

The EMR documented a fall on 02/14/23; multiple 

falls on 02/15/23: and on 02/16/23, 04/21/23, 

04/27/23, 04/30/23, 05/02/23, 05/05/23, 05/07/23, 

05/09/23, 05/21/23, 05/24/23, 05/30/23, 05/31/23, 

06/07/23, 06/08/23, and 06/22/23. The EMR 

documented a fall on 06/26/23 twice, 06/27/23, 

07/03/23, 07/05/23 twice, 07/16/23, 07/29/23, 

08/04/23, 08/13/23, 09/03/23, and 09/08/23 for a 

total of more than 27 falls.

On 09/07/23 at 08:50 AM, observation revealed 

R23 sat in her wheelchair, dressed and groomed 
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appropriately for the da. she wore a Wander 

Guard (bracelet that sets off an alarm when 

residents wearing one attempt to exit the building 

without an escort) bracelet to her left wrist. On 

several occasions, R23 set of the alarm in her 

wheelchair. She was confused and wandered 

throughout the facility.

On 09/06/23 at 12:45 PM, Certified Medication 

Aide (CMA) R, reported R23 was very active, but 

when there were a lot of activity and people in the 

commons area, she tried to take R23 to an area 

that was quiet. CMA R said she offered to play 

cards or dominos, offers ice cream and coffee, 

and toileting every two hours. CMA R stated R23 

had frequent exit seeking behaviors.

On 09/12/23 at 11:28 AM, Administrative Nurse D 

reported R23 had numerous falls, and continued 

to be a fall risk.  

The facility's "Falls-Clinical Protocol" policy, dated 

03/2018, documented based on fall assessment, 

the staff and physician will identify pertinent 

intervention to try to prevent subsequent falls and 

to address the risks of clinically significant 

consequences of falling. The staff, with the 

physician will monitor and document the 

individual's response to interventions intended to 

reduce falling or the consequences of falling. Frail 

elderly individuals are often at greater risk of 

serious adverse consequences of falls. Risks of 

serious adverse consequences cam sometime be 

minimized even if falls cannot be prevented. If the 

individual continues to fall, the staff and physician 

will re-evaluate the situation and reconsider 

possible reasons for the resident's falling and 

also reconsider the current interventions.
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The facility failed to adequately prevent falls and 

provide supervision to R23 who had numerous 

falls which placed R23 at risk for injuries due to 

falling.

F 726 Competent Nursing Staff

CFR(s): 483.35(a)(3)(4)(c)

§483.35 Nursing Services

The facility must have sufficient nursing staff with 

the appropriate competencies and skills sets to 

provide nursing and related services to assure 

resident safety and attain or maintain the highest 

practicable physical, mental, and psychosocial 

well-being of each resident, as determined by 

resident assessments and individual plans of care 

and considering the number, acuity and 

diagnoses of the facility's resident population in 

accordance with the facility assessment required 

at §483.70(e).

§483.35(a)(3) The facility must ensure that 

licensed nurses have the specific competencies 

and skill sets necessary to care for residents' 

needs, as identified through resident 

assessments, and described in the plan of care. 

§483.35(a)(4) Providing care includes but is not 

limited to assessing, evaluating, planning and 

implementing resident care plans and responding 

to resident's needs.

§483.35(c) Proficiency of nurse aides.

The facility must ensure that nurse aides are able 

to demonstrate competency in skills and 

techniques necessary to care for residents' 

needs, as identified through resident 

assessments, and described in the plan of care.

This REQUIREMENT  is not met as evidenced 

F 726

SS=E
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by:

 The facility had a census of 29 residents. The 

sample included 14 residents. Based on record 

review and interview the facility failed to ensure 

staff possessed the skills and knowledge 

necessary to provide nursing and related services  

in accordance tot he standards of practice when 

staff administered medications but did not 

document the administration which resulted in a 

second administration of the same medications to 

Resident (R)1, R15, R20 , and R25. This placed 

the residents at risk for adverse reactions from 

medication overdose.

Findings included:

-  The "Facility Incident Report," dated 07/16/23, 

documented on 07/16/23 around 06:30 PM, 

Certified Medication Aide (CMA) S reported to 

Administrative Nurse D she thought she might 

have given some of the resident their 06:00 PM 

medications a second time. CMA S informed 

Administrative Nurse D when she came in for her 

shift, none of the residents' 06:00 PM 

medications were documented and signed off 

that they were given, CMA S thought this was odd 

since the dayshift medication person usually 

administers the 06:00 PM medications. CMA S 

started passing residents' 06:00 PM medications 

and administered medications to four residents: 

R1, R15, R20, and R25. The report documented 

after CMA S went to administer the 06:00 PM 

medications to another resident, but that resident 

stopped her and stated he had already received 

those medications. The report documented CMA 

S immediately reported to charge nurse and 

Administrative Nurse D, and both CMA S and 

Administrative Nurse D called the nurse that 

passed medication on the dayshift to ask if any 
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medications were administered but not charted. 

The report documented Licensed Nurse (LN) I 

explained that she had administered all residents' 

06:00 PM medications on her shift but did not 

chart them. LN I gave all medications but one, the 

one medication that was not administered did not 

involve any of the four resident in this incident. LN 

I came back to the facility and documented all the 

medications she had administered. The report 

documented R1 received montelukast sodium 

(medication used to prevent wheezing and 

shortness of breath) one tablet , 10 milligrams 

(mg)  twice- R15 received Tylenol (pain 

medication), 650 mg , (two tablets) twice. R20 

received calcium acetate (a medication used to 

prevent high blood phosphate levels in the blood) 

tablet,667 mg, twice and R25 received benazepril 

HCI (medication to treat high blood pressure) 20 

mg, tablet twice. The report documented no 

injuries occurred for all the residents from 

medications listed.

On 09/11/23 at 2:01 PM, CMA R stated the 06:00 

AM to 06:00 PM medication aide or nurse was 

responsible for passing the 06:00 PM 

medications.  CMA R stated if staff administered 

a medication it disappeared from the medication 

administration list; if the medication shows up on 

the electronic medication administration record 

(MAR), it meant staff had not administered it.

On 09/12/23 at 11:11 AM, Administrative Nurse D 

stated the day shift nurse was responsible for 

administering the 06:00 PM medications. 

Administrative Nurse D stated if the 06:00 PM 

nurse or medication aide came on to start their 

shift and saw the 06:00 PM medications had not 

been documented they were administered, she 

would expect staff to call the prior shift 's 
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medication aide or nurse to see if they had 

administered them.

The facility's "Administering Medications Policy," 

revised April 2019, documented the individual 

administering the medication initials the resident's 

MAR on the appropriate line after giving each 

medication and before administering the next 

ones. As required or indicated for a medication , 

the individual administering the medication 

records in the resident's medical record: the date 

and time the medication was administered, the 

dosage, the route of administration, any 

complaint or symptoms for which the drug was 

administered, any results achieved and when 

those results were observed, and the signature 

and title of the person administering the drug.

The facility failed to ensure staff possessed the 

skills and knowledge to provide care and services 

in accordance to standards of practice for 

medication administration and documentation. 

This placed the residents at risk for adverse 

reactions from overdose of medications.

F 756 Drug Regimen Review, Report Irregular, Act On

CFR(s): 483.45(c)(1)(2)(4)(5)

§483.45(c) Drug Regimen Review.    

§483.45(c)(1) The drug regimen of each resident 

must be reviewed at least once a month by a 

licensed pharmacist.

§483.45(c)(2) This review must include a review 

of the resident's medical chart. 

§483.45(c)(4) The pharmacist must report any 

irregularities to the attending physician and the 

facility's medical director and director of nursing, 

F 756

SS=D
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and these reports must be acted upon.

 (i) Irregularities include, but are not limited to, any 

drug that meets the criteria set forth in paragraph 

(d) of this section for an unnecessary drug.

(ii) Any irregularities noted by the pharmacist 

during this review must be documented on a 

separate, written report that is sent to the 

attending physician and the facility's medical 

director and director of nursing and lists, at a 

minimum, the resident's name, the relevant drug, 

and the irregularity the pharmacist identified.

(iii) The attending physician must document in the 

resident's medical record that the identified 

irregularity has been reviewed and what, if any, 

action has been taken to address it. If there is to 

be no change in the medication, the attending 

physician should document his or her rationale in 

the resident's medical record.

§483.45(c)(5) The facility must develop and 

maintain policies and procedures for the monthly 

drug regimen review that include, but are not 

limited to, time frames for the different steps in 

the process and steps the pharmacist must take 

when he or she identifies an irregularity that 

requires urgent action to protect the resident.

This REQUIREMENT  is not met as evidenced 

by:

 The facility had a census of 29. The sample 

included 14 residents with five reviewed for 

unnecessary medications. Based on observation, 

record review, and interview the facility failed to 

ensure the consultant pharmacist (CP) identified 

and reported the lack of a stop date for Resident 

(R) 3's as needed (PRN) psychotropic (altering 

mood or thoughts) medication. This placed the 

resident at risk for unnecessary medication side 

effects.
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Findings included:

-  R3's Electronic Medical Record (EMR) 

documented R3 had diagnosis of anxiety disorder 

(mental or emotional reaction characterized by 

apprehension, uncertainty and irrational fear).

R3's "Quarterly Minimum Data Set" (MDS), dated 

07/10/23, documented R3 had a Brief Interview of 

Mental Status (BIMS) score of 14, which 

indicated intact cognition. The MDS documented 

the resident required limited staff assistance with 

dressing, supervision with transfers, walk in 

corridor, locomotion off unit, toilet use and 

personal hygiene, and was independent with bed 

mobility, walk in room, locomotion on unit and 

eating. The MDS documented the resident did not 

receive an antianxiety (class of medications that 

calm and relax people with excessive anxiety, 

nervousness, or tension) medication during the 

look back period.

R3's "Psychosocial Well-Being, Mood State Care 

Plan," revised 07/18/23, instructed staff to 

administer PRN medication if resident was noted 

to have increased anxiety and to monitor for 

effectiveness form the medication. The care plan 

instructed staff to assure R3 was invited to 

activities that may be of interest to her such as 

Bingo and library, encourage resident to get out 

of her room at least daily even if going for a short 

walk in the hallway.

R3's "Physician Order," dated 12/8/22, instructed 

staff to administer Ativan (antianxiety medication) 

disintegrating tablet, 0.25 mg, by mouth every 12 

hours, PRN for anxiety without a stop date.

The "Pharmacist Monthly Regimen Review," from 
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12/17/22 to 9/11/23 lacked evidence the 

pharmacist identified and reported R3's physician 

ordered Ativan without a required stop date.

 

09/12/23 at 08:30 AM, observation revealed R3 

sat quietly in a recliner in her room.

On 09/12/23 at 01:06 PM, Admininstrative Nurse 

D verified the consultant pharmacist had not 

identified and reported to the facility's 

administration R3's Ativan lacked a stop date. 

Administrative Nurse D stated the Ativan should 

have a stop date.

The facility's " Pharmacy Services -Role of the 

Consultant Pharmacist Policy," revised April 

2019, documented the consultant pharmacist 

would provide specific activities related to 

medication regimen review including a 

documented review of the medication regiment of 

each resident at least monthly, or more frequently 

under certain conditions, based on applicable 

federal and state guidelines  and would 

communicate information to prescribers and 

facility leadership about potential or actual 

problems related to any aspect of medications 

and pharmacy services, including medication 

irregularities, and pertinent resident -specific 

documentation in the medical record.

The facilty failed to ensure the CP identified and 

reported the lack of a stop date on the PRN 

Ativan. This placed the residnet at risk for 

unnecessary psychotropic medications.

F 758 Free from Unnec Psychotropic Meds/PRN Use

CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.  

F 758

SS=D
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§483.45(c)(3) A psychotropic drug is any drug that 

affects brain activities associated with mental 

processes and behavior.  These drugs include, 

but are not limited to, drugs in the following 

categories:

(i) Anti-psychotic; 

(ii) Anti-depressant; 

(iii) Anti-anxiety; and

(iv) Hypnotic

Based on a comprehensive assessment of a 

resident, the facility must ensure that---

§483.45(e)(1) Residents who have not used 

psychotropic drugs are not given these drugs 

unless the medication is necessary to treat a 

specific condition as diagnosed and documented 

in the clinical record;

§483.45(e)(2) Residents who use psychotropic 

drugs receive gradual dose reductions, and 

behavioral interventions, unless clinically 

contraindicated, in an effort to discontinue these 

drugs;

§483.45(e)(3) Residents do not receive 

psychotropic drugs pursuant to a PRN order 

unless that medication is necessary to treat a 

diagnosed specific condition that is documented 

in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs 

are limited to 14 days.  Except as provided in 

§483.45(e)(5), if the attending physician or 

prescribing practitioner believes that it is 

appropriate for the PRN order to be extended 

beyond 14 days, he or she should document their 

rationale in the resident's medical record and 
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indicate the duration for the PRN order.    

 

§483.45(e)(5) PRN orders for anti-psychotic 

drugs are limited to 14 days and cannot be 

renewed unless the attending physician or 

prescribing practitioner evaluates the resident for 

the appropriateness of that medication.

This REQUIREMENT  is not met as evidenced 

by:

 The facility had a census of 29. The sample 

included 14 residents with five reviewed for 

unnecessary medications. Based on observation, 

record review, and interview the facility failed to 

ensure Resident (R) 3's as needed (PRN) 

psychotropic (altering mood or thoughts) 

medication had a stop date. This placed the 

resident at risk for unnecessary psychotropic 

medications.

Findings included:

-  R3's Electronic Medical Record (EMR) 

documented R3 had diagnosis of anxiety disorder 

(mental or emotional reaction characterized by 

apprehension, uncertainty and irrational fear).

R3's "Quarterly Minimum Data Set" (MDS), dated 

07/10/23, documented R3 had a Brief Interview of 

Mental Status (BIMS) score of 14, which 

indicated intact cognition. The MDS documented 

the resident required limited staff assistance with 

dressing, supervision with transfers, walk in 

corridor, locomotion off unit, toilet use and 

personal hygiene, and was independent with bed 

mobility, walk in room, locomotion on unit and 

eating. The MDS documented the resident did not 

receive an antianxiety (class of medications that 

calm and relax people with excessive anxiety, 

nervousness, or tension) medication during the 
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look back period.

R3's "Psychosocial Well-Being, Mood State Care 

Plan," revised 07/18/23, instructed staff to 

administer PRN medication if resident was noted 

to have increased anxiety and to monitor for 

effectiveness form the medication. The care plan 

instructed staff to assure R3 was invited to 

activities that may be of interest to her such as 

Bingo and library, encourage resident to get out 

of her room at least daily even if going for a short 

walk in the hallway.

R3's "Physician Order," dated 12/8/22, instructed 

staff to administer Ativan (antianxiety medication) 

disintegrating tablet, 0.25 mg, by mouth every 12 

hours, PRN for anxiety without a stop date.

09/12/23 at 08:30 AM, observation revealed R3 

sat quietly in a recliner in her room.

On 09/12/23 at 01:06 PM, Administrative Nurse D 

verified the consultant pharmacist had not 

identified and reported to the facility's 

administration R3's Ativan lacked a stop date. 

Administrative Nurse D stated the Ativan should 

have a stop date.

The facility's "Psychotropic Medication Use 

Policy," revised July 2022, documented 

psychotropic medications are not prescribed or 

given on a prn basis unless that medication was 

necessary to treat a diagnosed specific condition 

that is documented in the clinical record. PRN 

orders for psychotropic medications are limited to 

14 days. If the prescriber or attending physician 

believes it is appropriate to extend the prn order 

beyond 14 days, he or she would document the 

rationale for extending the use and include the 
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duration for the prn order. 

The facility failed to ensure R3's prn Ativan had a 

stop date. This placed the resident at risk for 

unnecessary psychotropic medication.

F 761 Label/Store Drugs and Biologicals

CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals

Drugs and biologicals used in the facility must be 

labeled in accordance with currently accepted 

professional principles, and include the 

appropriate accessory and cautionary 

instructions, and the expiration date when 

applicable.

§483.45(h) Storage of Drugs and Biologicals  

§483.45(h)(1) In accordance with State and 

Federal laws, the facility must store all drugs and 

biologicals in locked compartments under proper 

temperature controls, and permit only authorized 

personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately 

locked, permanently affixed compartments for 

storage of controlled drugs listed in Schedule II of 

the Comprehensive Drug Abuse Prevention and 

Control Act of 1976 and other drugs subject to 

abuse, except when the facility uses single unit 

package drug distribution systems in which the 

quantity stored is minimal and a missing dose can 

be readily detected.

This REQUIREMENT  is not met as evidenced 

by:

F 761

SS=E

 The facility had a census of 29 residents. The 

sample included 14 residents. Based on 

observation, record review and interview the 
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facility staff failed to ensure all drugs in the facility 

medication room were stored under proper 

temperature controls, when staff failed to assess 

and record the medication room refrigerator 

temperature on a daily basis. This placed the 

residents at risk for receiving ineffective 

medication.

Findings included:

- On 09/11/23 at 03:40 PM, observation in the 

medication room revealed the September 2023 

refrigerator log was incomplete.

On 09/11/23 at 03:40 PM, Licensed Nurse (LN) G 

verified the above observation and stated night 

shift was responsible for recording, daily, the 

medication room refrigerator temperature.

On 09/12/23 at 11:11 AM, Administrative Nurse D 

stated the night shift nurse was responsible for 

recording the medication room's refrigerator 

temperature and they should record it daily.

The facility's "Storage of Medications Policy," 

revised November 2020, documented drugs and 

biologicals used in the facility are stored in locked 

compartments under proper temperature, light 

and humidity controls. 

The facility failed to document all drugs in the 

facility medication room were stored under proper 

temperature controls, when staff failed to assess 

and record the medication room refrigerator 

temperature on a daily basis. This placed the 

residents at risk for receiving ineffective 

medication.

F 812 Food Procurement,Store/Prepare/Serve-Sanitary F 812

SS=F
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CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.

The facility must -

§483.60(i)(1) - Procure food from sources 

approved or considered satisfactory by federal, 

state or local authorities.

(i) This may include food items obtained directly 

from local producers, subject to applicable State 

and local laws or regulations.

(ii) This provision does not prohibit or prevent 

facilities from using produce grown in facility 

gardens, subject to compliance with applicable 

safe growing and food-handling practices.

(iii) This provision does not preclude residents 

from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and 

serve food in accordance with professional 

standards for food service safety.

This REQUIREMENT  is not met as evidenced 

by:

 The facility had a census of 29 residents. The 

sample included 14 residents. Based on 

observation, record review, and interview, the 

facility failed to store, prepare, and serve food in 

a sanitary manner for the resident who reside in 

the facility and receive meals from the facility 

kitchen, which placed the resident at risk for 

foodborne illness.

Findings included:

-  On 09/06/23 during initial tour of the kitchen, 

observation revealed Dietary Staff BB cooked 

eggs without a hairnet. Dietary Staff BB identified 

himself as the dietary manager and stated he 

should have a hairnet on.  The upright freezer 
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had an open Styrofoam container of food which 

was opened, and not labeled to content, or dated. 

Dietary Staff BB threw the item into the trash. The 

walk-in refrigerator had a package of uncooked 

whole chicken sitting on a center shelf above 

random stored food items. Dietary Staff BB 

placed the chicken on shelving that only stored 

meat products.

Upon request the facility failed to provide a hair 

net policy.

The facility's "Food Receiving and Storage" 

policy, dated 10/2017, documented foods shall be 

received and stored in a manner that complies 

with safe food handling practices. All foods stored 

in the refrigerator or freezer will be covered, 

labeled and dated. Uncooked ad raw animal 

products and fish will be stored separately in 

drip-proof containers and below fruits, vegetables 

and other ready-to-eat foods. 

The facility failed to store, prepare, and serve 

food in a sanitary manner for the residents who 

resident in the facility and receive meals from the 

facility kitchen, which placed the residents at risk 

for foodborne illness.

F 880 Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an 

infection prevention and control program 

designed to provide a safe, sanitary and 

comfortable environment and to help prevent the 

development and transmission of communicable 

diseases and infections.

F 880

SS=F
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§483.80(a) Infection prevention and control 

program. 

The facility must establish an infection prevention 

and control program (IPCP) that must include, at 

a minimum, the following elements: 

§483.80(a)(1) A system for preventing, identifying, 

reporting, investigating, and controlling infections 

and communicable diseases for all residents, 

staff, volunteers, visitors, and other individuals 

providing services under a contractual 

arrangement based upon the facility assessment 

conducted according to §483.70(e) and following 

accepted national standards;

§483.80(a)(2) Written standards, policies, and 

procedures for the program, which must include, 

but are not limited to:

(i) A system of surveillance designed to identify 

possible communicable diseases or 

infections before they can spread to other 

persons in the facility;

(ii) When and to whom possible incidents of 

communicable disease or infections should be 

reported;

(iii) Standard and transmission-based precautions 

to be followed to prevent spread of infections;

(iv)When and how isolation should be used for a 

resident; including but not limited to:

(A) The type and duration of the isolation, 

depending upon the infectious agent or organism 

involved, and 

(B) A requirement that the isolation should be the 

least restrictive possible for the resident under the 

circumstances.  

(v) The circumstances under which the facility 

must prohibit employees with a communicable 

disease or infected skin lesions from direct 
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contact with residents or their food, if direct 

contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed 

by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents 

identified under the facility's IPCP and the 

corrective actions taken by the facility. 

§483.80(e) Linens.  

Personnel must handle, store, process, and 

transport linens so as to prevent the spread of 

infection.  

§483.80(f) Annual review.  

The facility will conduct an annual review of its 

IPCP and update their program, as necessary.

This REQUIREMENT  is not met as evidenced 

by:

 The facility had a census of 20 residents. Based 

on observation, record review, and interview, the 

facility failed to fully sanitize a transmission based 

precaution (TBP- used for patients who may be 

infected or colonized with certain infectious 

agents for which additional precautions are 

needed to prevent infection transmission) 

resident room, failed to implement a water 

management program for the Legionella disease 

(Legionella is a bacterium spread through mist, 

such as air-conditioning units in large buildings. 

Adults over the age of 50 and people with weak 

immune systems, chronic lung disease or heavy 

tobacco use are most at risk of developing a 

pneumonia caused by legionella). These deficient 

practices placed the residents at risk of 

contracting infectious processes.

Findings included:
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-  On 09/11/23 at 02:50 PM Housekeeper V 

prepare to enter Resident (R)2's room. Outside of 

R2's room was instructions posted on the wall to 

see charge nurse before entering the room and 

instructions on putting on personal protective 

equipment (PPE- gowns, face shields and/or eye 

glasses/goggles, and gloves)Also, outside the 

room was a plastic three drawer tote which 

contained PPE. Housekeeper V put on a 

disposable plastic gown, gloves, shoe covers, 

and a procedure mask. Housekeeper V placed a 

red isolation cart, housekeeping cart, and clean 

linens in the doorway of the room. The resident 

was not in the room. Housekeeper V removed the 

linens from the bed and pillows and placed them 

in the red isolation cart, then took the new bed 

linens into the room and made the bed, without 

changing gloves or gown. She then took  Quest 

Specialty Earth Sent Super Bug 2 Citrus Enzyme 

Treatment for Organic Waste labeled spray 

bottle, which did not have specific instructions on 

use for antibacterial properties, and reported she 

sprayed bathroom and room surfaces with this 

product and left it sit while she gathered up trash 

in the room; she also took CBC Plus for Toilet 

cleaner and glass cleaner in the room for the 

toilet and mirror. Housekeeper V then used the 

Quest Specialty spray on surfaces in the room 

and bathroom, poured CBC Plus into the toilet, 

and sprayed window cleanser on the mirror. She 

brought the cleaning solutions back to the cart, 

reached into her pocket for the keys to unlock the 

housekeeping cart and retuned the cleansing 

agent bottles into the cart. She lacked disinfecting 

the cleansing bottles touched by the same gloves 

she changed linens with and gathered trash with. 

Housekeeper V wiped the surfaces off in the 

bathroom with a hand cloth and cleaned the toilet 

with a toilet brush. The used toilet brush was 
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placed in a plastic bag before sitting it on the cart 

for sanitizing when she returned to the 

housekeeping closet. Housekeeper V had 

reached into her pocket to retrieve keys to 

unlocking the housekeeping cart to retrieve or 

place things in the cart without changing gloves 

through the process. As the resident was 

returning to the room, Housekeeper V took off her 

PPE and moved the carts out of the way so 

resident could enter room.  Housekeeper V had 

not mopped or swept the room. Housekeeper V 

went to the housekeeping closet which contained 

Keystone Bleach Disinfectant spray cleaner with 

the active ingredient of sodium hypochloride 

which is the appropriate cleansing agent for TBP. 

Housekeeper V reported she was in a hurry and 

grabbed the wrong cleaning agent. Housekeeper 

V did not return to the room to mop or clean with 

appropriate cleaning agents.

On 09/12/23 at 08:22 AM Housekeeping 

Supervisor U reported Housekeeper V was 

nervous but should have returned to the TBP 

room and cleaned with the appropriate cleansing 

agent and mopped the room.

The facility's "Cleaning and Disinfecting 

Resident's Rooms" policy, dated 08/2013, 

documented the Environmental Services Director 

and Administrator, in conjunction with the 

Infection Preventionist will select appropriate 

facility disinfectants. The facility will utilize 

disinfectant solution based on the type of 

precaution.

The facility failed to use appropriate cleansing 

agent for TBP resident to prevent the 

transmission of infectious disease process, 

placing residents at risk for infections.
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 -   On 09/12/23 at 02:00 PM, Administrative Staff 

A verified the facility lacked af water management 

program for Legionella disease.

The facility's "Legionella Surveillance and 

Detection" policy, dated 07/2017, documented the 

facility was committed to the prevention, detection 

and control of water-borne contaminants, 

including Legionella. Legionnaire's disease will be 

included as part of the infection surveillance 

activities.

The facility failed to implement a water 

management program to test and manage 

waterborne pathogens placing the residents who 

reside in the facility at risk of contracting 

Legionella pneumonia.
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