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The State Agency conducted an annual
recertification survey along with two (2) Complaint
Investigations (Cls), MS #24542 and Cl MS
#24561, at the facility from 4/1/24 to 4/4/24. CI
MS #24542 and Cl MS #24561 were investigated
related to an injury of unknown origin. During the
survey, the SA determined that the facility was not
in compliance with the requirements of
participation in Medicare and Medicaid. As a
result of the Cls, F610 was cited. During the
recertification survey, F565, F584, F623, F625,
F645, F656, F677, F690, F732, F761, F812,
F865, F880, F883, and F925 were cited.

The facility held a license for 180 beds with a
census of 144.

F 565 | Resident/Family Group and Response F 565 5/1/24
SS=E | CFR(s): 483.10(f)(5)(i)-(iv)(6)(7)

§483.10(f)(5) The resident has a right to organize
and participate in resident groups in the facility.
(i) The facility must provide a resident or family
group, if one exists, with private space; and take
reasonable steps, with the approval of the group,
to make residents and family members aware of
upcoming meetings in a timely manner.

(i) Staff, visitors, or other guests may attend
resident group or family group meetings only at
the respective group's invitation.

(iii) The facility must provide a designated staff
person who is approved by the resident or family
group and the facility and who is responsible for
providing assistance and responding to written
requests that result from group meetings.

(iv) The facility must consider the views of a
resident or family group and act promptly upon
the grievances and recommendations of such

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 04/25/2024

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
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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groups concerning issues of resident care and life
in the facility.

(A) The facility must be able to demonstrate their
response and rationale for such response.

(B) This should not be construed to mean that the
facility must implement as recommended every
request of the resident or family group.

§483.10(f)(6) The resident has a right to
participate in family groups.

§483.10(f)(7) The resident has a right to have
family member(s) or other resident
representative(s) meet in the facility with the
families or resident representative(s) of other
residents in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on interviews, record review, and facility
policy review the facility failed to ensure resident
council concerns were resolved in a timely
manner for six (6) of 6 months reviewed.
(November 2023, December 2023, January 2024,
February 2024, March 2024, April 2024)

Findings Include:

Review of the facility's policy, "Grievances and/ or
Concerns", dated 11/23/2016, revealed, " Policy
Statement: It is the policy of this facility to support
each resident's right to voice grievances to the
facility ... After receiving a concern or grievance,
the facility will actively seek a resolution and keep
the resident appropriately appraised of its
progress toward resolution ...Upon receipt, the
grievance or concern will be reviewed within 24
hours of receipt. The resident has the right to
obtain a written decision regarding the grievance
or concern within 10 working days ..."

1. Administrator attended emergency
Resident Council meeting held on
04/17/2024 to discuss previously reported
grievances and the lack of resolution
regarding those grievances. All residents
in attendance were explained their right to
organize and participate in resident
groups, express grievances and
recommendations with the expectation
that the facility will act promptly to resolve
to the best of its ability, any grievance or
recommendation. Residents were advised
that there are grievance forms that were
available for them to complete in the
activity room as well as a box to submit
them. The residents were also informed
that there is a facility grievance officer and
the location of that office where they could
also file a formal grievance. Residents
were informed that they had a right to a
response to their grievance within
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Record review of the documentation instructions
on the "Guidelines for Documentation of Resident
Council Responses" form revealed, "Please
review attached list of issues brought up at
Resident Council and write your response in the
appropriate section. Be sure to sign and date
your response and give sheet to a department
head who has not yet filled in his/her section.
The response form should go to the administrator
last before going to the social worker. Please
help keep this form moving along as the
responses should be returned to the council
within two weeks of the above date ..."

Housekeeping

Record review of the "Guidelines for
Documentation of Resident Council Responses”,
dated 1/4/24, revealed the resident council voiced
a concern related to toilet paper. The form did
not include a date or signature of the responding
department and did not include a resolution.

Record review of the "Guidelines for
Documentation of Resident Council Responses”,
dated 2/2024, revealed the resident council
voiced a concern related to "just pulling trash".
There was no date or signature of the responding
department and did not include a resolution to the
concern.

Record review of the "Guidelines for
Documentation of Resident Council Responses”,
dated 3/5/2024, revealed the resident council
voiced a concern related to "not cleaning”. There
was no date or signature of the responding
department and did not include a resolution to the
concern.

twenty-four hours and a written response
within ten days.

2. All residents have the potential to be
affected by the practice.

3. The Administrator collaborated with the
Housekeeping Supervisor on 04/16/2024
to discuss unresolved grievances
regarding housekeeping services. The
Housekeeping Supervisor educated all
housekeeping staff on 04/17/2024 and
04/18/2024 on ensuring ample supply of
toilet paper is provided in resident
bathrooms as well as community
bathrooms, rooms are to be thoroughly
cleaned and not "just pulling trash" and
that clothes return from the laundry in a
timely manner to the appropriate owner.

On 04/16/2024, the Administrator met with
the Activity Director that facilitates the
Resident Council meetings and educated
her on the facility policy and procedure for
reporting grievances and/or concerns
expressed during Resident Council
meetings and the requirement to resolve
reported grievances. The Activity Director
was further educated on completing
resident council minutes according to
instructions and policy and procedure.

On 04/16/2024 the Administrator
collaborated with the Dietary Manager to
discuss resident grievances regarding the
quality of the food and special request
meals. Dietary Manager and Administrator
with permission from Resident Council will
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Laundry

Record review of the "Guidelines for
Documentation of Resident Council Responses”,
dated 12/2023, revealed the resident council
voiced a concern related to "clothes not coming
back." There was no date or signature of the
responding department and did not include a
resolution to the concern.

Record review of the "Guidelines for
Documentation of Resident Council Responses”,
dated 1/4/24, revealed the resident council voiced
a concern related to "clothes don't come back on
time." The form did not include a date or
signature of the responding department and did
not include a resolution.

Record review of the "Guidelines for
Documentation of Resident Council Responses”,
dated 2/2024, revealed the resident council
voiced a concern related to "bringing other
laundry to the wrong person." There was no date
or signature of the responding department and
did not include a resolution to the concern.

Record review of the "Guidelines for
Documentation of Resident Council Responses”,
dated 3/5/2024, revealed the resident council
voiced a concern related to "put clothes in wrong
room... clothes comes back on time but not
getting the right things." There was no date or
signature of the responding department and did
not include a resolution to the concern.

Dietary

Record review of the "Guidelines for

attend monthly Resident Council meetings
beginning 04/17/2024 and ending
07/17/2024 to directly hear and address
any grievances and concerns regarding
the quality of food being served.

4. The facility will monitor these grievance
issues to ensure the plan of correction is
sustained by the Administrator meeting
with the Activity Director and the
Grievance Officer monthly to ensure that
all expressed grievances have been
resolved or thoroughly attempted to be
resolved and that the findings have been
conveyed t the residents involved
beginning 04/17/2024 and ending
07/17/2024. These findings will be
discussed at the monthly Quality
Assurance Performance Improvement
(QAPI) meetings beginning 04/30/2024
and ending 07/17/2024.

The Housekeeping Supervisor will make
weekly rounds beginning 04/17/2024 and
ending 07/17/2024 to inspect resident
rooms and community bathrooms to
ensure ample supply of toilet paper is
provided and that the rooms are being
cleaned thoroughly and will bring the
results to the monthly QAPI meetings
beginning 04/30/2024 and ending
07/17/202 to sustain the plan of correction
(POC).

The Dietary Manager will make weekly
rounds to audit meal satisfaction
beginning 04/17/2024 and ending
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Documentation of Resident Council Responses”, 07/17/2024 and address any complaints
dated 11/2023, revealed the resident council or concerns immediately and bring the
voiced a concern related to "no fried chicken no results of the audit to monthly QAPI
more." The form did not include a date or meetings beginning 04/30/2024 and
signature of the responding department and did ending 07/17/202 to ensure the POC is
not include a resolution. sustained.

Record review of the "Guidelines for
Documentation of Resident Council Responses”,
dated 1/4/24, revealed the resident council voiced
a concern related to requests for "big bowl of grits
and ribs." The form did not include a date or
signature of the responding department and did
not include a resolution.

Record review of the "Guidelines for
Documentation of Resident Council Responses”,
dated 2/2024, revealed the resident council
voiced a concern related to "different food" and
"hot dogs, hamburgers, green bean casserole".
There was no date or signature of the responding
department and did not include a resolution to the
concern.

Record review of the "Resident Council Meeting"
minutes, dated 4/2/24, recorded on a notebook
pad revealed "Food". There was no indication
that "Old Business" was discussed and there was
no follow up from the previous month's minutes.

On 04/02/24 at 10:00 AM, during the resident
council meeting, the resident council members
revealed they have complained for over 6 months
about the poor flavor of the food, including
complaints the meat was tough and vegetables
were unseasoned. The residents said they had
expressed their concerns to the Dietary Manager
on several occasions. Each month they voiced
concerns regarding food and the lack of flavor.
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They stated they never heard back from the
facility with any responses for their dietary
concerns and they were not pleased with the lack
of follow-up.

During an interview on 04/2/24 at 11:00 AM, with
the Activities Director (AD), she confirmed the
residents had complained about the food for the
last six (6) months. The AD stated that she did
not record the food complaints every month
because she had been eating the food at the
facility sometimes and she thought it tasted
better. The AD confirmed that she did not
complete the "Old Business" section of the
meeting minutes and did not include information
that would let the residents know how the facility
was attempting to resolve their concerns. The AD
explained that she reported the concerns of the
resident council to the department heads and the
Administrator.

On 4/2/24 at 1:00 PM, in an interview with the
Dietary Manager (DM), she confirmed the
residents had complained about the food being
tough and lacking flavor. The DM also said that
she attended several of the resident council
meetings to discuss the food concerns with the
residents. The DM confirmed she received a copy
of the resident council concerns monthly.

On 04/4/24 at 1:30 PM, in an interview with the
Administrator and the Director of Nursing (DON),
they confirmed the residents had complained
about the food for the last six months. The
Administrator stated she had not attended a
resident council meeting in several months,
however she had talked to the residents
individually in their rooms. The Administrator said
she was unaware the residents had concerns

F 565
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regarding the food and thought the dietary issue
had been resolved. The Administrator confirmed
that she received a copy of the resident council
concerns monthly.
Safe/Clean/Comfortable/Homelike Environment
CFR(s): 483.10(i)(1)-(7)

§483.10(i) Safe Environment.

The resident has a right to a safe, clean,
comfortable and homelike environment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.

§483.10(i)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are
in good condition;

§483.10(i)(4) Private closet space in each
resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting
levels in all areas;

F 565

F 584
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§483.10(i)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,
1990 must maintain a temperature range of 71 to
81°F; and

§483.10(i)(7) For the maintenance of comfortable
sound levels.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews, record review,
and the facility policy review the facility failed to
ensure residents' rights were honored for a clean
and comfortable environment, as evidenced by,
soiled privacy curtains for two (2) of 30 sampled
residents. Resident #6 and Resident #27

Findings include:

A record review of the facility's policy "Resident
Rights ", dated 11/23/16, revealed, " ... It is the
policy of this facility to promote and protect the
rights of residents residing in this facility.
Procedure ... 3. The facility will make every effort
to provide resident homelike environment ..."

Resident #6

On 04/02/24 at 11:00 AM, during an observation
and interview with Resident #6, the privacy
curtain had long, brown streaks in several areas.
Resident #6 explained that he had not paid
attention to the curtains and was unable to
determine how long they had been soiled.

A record review of "Admission Record" revealed
the facility admitted Resident #6 on 04/21/20 with
current diagnoses including Hemiplegia and
Hemiparesis.

1. The Administrator and Housekeeping
Supervisor met with residents #6 and #27
on 04/02/2024 to address the
environmental concern of soiled privacy
curtains. These residents were explained
their right to a clean, comfortable,
home-like environment. Privacy curtains
for both resident #6 and #27 were
changed on 04/02/2024.

2. All residents have the potential to be
affected by this practice.

3. The Administrator collaborated with the
Housekeeping Supervisor as well as the
Interdisciplinary Team (IDT) ON
04/03/2024 to include the inspection of
privacy curtains to their current weekly
environmental rounds beginning
04/11/2024 and ending 07/12/2024 and
report their findings at the meetings.

The Housekeeping Supervisor educated
all housekeeping staff were educated on
insuring privacy curtains are inspected
daily and changed as needed on
04/05/2024.

Administrator and Housekeeping
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A record review of the Comprehensive Minimum
Data Set (MDS) with an Assessment Reference
Date (ARD) of 02/28/24, revealed Resident #6
had a Brief Interview for Mental Status (BIMS)
score of 12, which indicated his cognition was
moderately impaired.

Resident #27

During an observation and interview, on 4/2/24 at
11:15 AM, the privacy curtain for Resident #27
had several circular brown spots. Resident #27
confirmed the privacy curtain was soiled but was
unsure how long it had been that way.

A record review of the "Admission Record"
revealed the facility admitted Resident #27 on
3/27/23 with current diagnoses including Chronic
Heart Failure.

A record review of the Quarterly MDS with an
ARD of 02/08/24 revealed Resident #27 had a
BIMS score of 15, which indicated he was
cognitively intact.

On 4/4/24 at 12:55 PM, during an interview and
observation with Housekeeper #2, she confirmed
the privacy curtains were soiled for Resident #6
and Resident #27. She stated that she expected
the housekeeping staff to check all curtains daily
while cleaning resident rooms and notify the floor
technician when curtains needed to be changed.
She explained that she would ensure the soiled
curtains were changed for these residents.

On 4/4/24 at 12:40 PM, during an interview with
the Administrator, she explained she was not
aware there were soiled privacy curtains in the

Supervisor inspected all residents privacy
curtains on 04/08/2024 and there were no

identified concerns.

4.The facility will monitor this

environmental issue to ensure the Plan of
Correction (POC) is sustained by the IDT
conducting weekly environmental rounds
that include the inspection of privacy
curtains beginning 04/11/2024 and ending
07/12/2024. These finding will be
recorded in the environmental rounds

minutes, reported directly to the

housekeeping supervisor and brought to

the monthly Quality Assurance

Performance Improvement (QAPI)
meetings beginning 04/30/2024 and
ending 07/30/2024 to evaluate the
effectiveness of plan of corrections for

sustainability.
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resident's rooms. She stated that she expected
the staff to keep the facility clean and home-like
for the residents.

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.

(i) 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
resident is transferred or discharged.

(i) 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

F 584
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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;

(i) 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
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

F 623
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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(1).

This REQUIREMENT is not met as evidenced
by:

Based on interviews, record review, and facility
policy review, the facility failed to provide written
notification of facility-initiated transfers to the
residents or the Resident Representatives (RR)
at the time of the transfer for five (5) of 28
sampled residents. Resident # 24, Resident # 75,
Resident #76, Resident # 81, and Resident
#126.

Findings include:

A review of the facility's policy, "Transfer or
Discharge, Emergency", dated 4/25/23, revealed,
" ...Emergency transfers or discharges may be
necessary to protect the health and/or well-being
of the resident(s) ...Policy Interpretation and
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1. The Administrator met with the
Business Office Manager (BOM) and the
Assistant Administrator on 04/03/2024 to
address the failure to provide a written
notification of facility initiated transfer or
discharge to the resident or the resident
representative (RR) at the time of transfer
or discharge and educated them on
Center for Medicare and Medicaid
Services (CMS) guidelines regarding
notification of transfer or discharge. The
facility is unable to retroactively take
corrective action.

2. All residents have the potential to be
affected by this practice.
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Implementation ...4. Should it become necessary
or make an emergency transfer or discharge to a
hospital ...our facility will implement the following
procedures ...e. Notify the representative
(sponsor) or other family member ..."

Resident #24

A record review of the "Admission Record"
revealed the facility initially admitted Resident #24
on 4/7/2017 with diagnoses including Chronic
Obstructive Pulmonary Disease.

A record review of the Discharge MDS with an
ARD of 11/11/2023 revealed Resident #24 was
discharged to an acute hospital.

A record review of the "Order Audit Report"
revealed Resident #24 had a Physician's Order,
dated 11/11/23, to "Send resident to ER
(Emergency Room) ..."

A review of the medical record for Resident #24
revealed there was not a copy of a written
notification of transfer provided to the resident or
the RR on 5/26/23.

Resident #75

A record review of the "Admission Record"
revealed the facility admitted Resident #75 on
05/28/21 with current diagnoses including
Nontraumatic Acute Subdural Hemorrhage.

A record review of the Discharge MDS with an
ARD of 3/10/2024 revealed Resident #75 was

discharged to an acute hospital.

Arecord review of the "Progress Notes", dated

3. The Administrator, BOM and Assistant
Administrator collaborated to create a
record keeping system and process for
notifying residents or their RR of facility
initiated transfers or discharges on
04/03/2024.

A copy of mailed notifications with proof of
postal service to RR's is kept in a binder
as well as uploaded to the resident record
and residents that are their own
representative will be personally delivered
a copy of the transfer or discharge notice
to the hospital or sent certified mail to
their discharge location beginning
04/08/2024 and ending 07/08/2024 to
ensure compliance to CMS guidelines.

4. The facility will sustain this plan of
correction (POC) for facility initiated
transfer or discharge by the Administrator
and/or Assistant Administrator conducting
weekly audits beginning 04/08/2024 and
ending 07/05/2024 to ensure all residents
or RR received notice of transfer or
discharge according to CMS guidelines.
The Administrator will bring these audits
to the monthly Quality Assurance
Performance Improvement (QAPI)
meetings beginning 04/30/2024 and
ending 07/30/2024 to review findings and
take corrective action as needed to
maintain compliance.
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03/10/2024, revealed Resident #75 was
transferred to a local hospital. .

A review of the medical record for Resident #75
revealed there was not a copy of a written
notification of transfer sent to the resident or the
RR on 03/10/24.

Resident # 76

A record review of the "Admission Record"
revealed the facility initially admitted Resident #76
on 1/3/20 with current diagnoses including
Cerebral Palsy, Unspecified.

A record review of the Discharge Minimum Data

Set (MDS) with an Assessment Reference Date

(ARD) of 03/03/2024 revealed Resident #76 was
discharged to an acute hospital.

A record review of the "Progress Note" dated
03/03/2024, revealed Resident #76 was
transferred to a local hospital.

A review of the medical record for Resident #76
revealed there was not a copy of a written
notification of transfer sent to the resident or the
RR on 03/03/24.

On 4/3/24 at 3:48 PM, in a phone interview with
the RR, she revealed she was contacted by
phone at the time of the resident's hospitalization
on 3/3/24, but she did not receive a written
notification of the transfer.

Resident #81

A record review of the "Admission Record"
revealed the facility admitted Resident #81 on

F 623
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8/28/20 with diagnoses including Chronic
Obstructive Pulmonary Disease.

A record review of the Discharge MDS with an
ARD of 12/21/23, revealed Resident #81 was
discharged to an acute hospital.

A record review of "Progress Notes", dated
12/21/23 revealed Resident #81 was transported
to a local hospital.

A review of the medical record for Resident #81
revealed there was not a copy of a written
notification of transfer provided to the resident or
the RR on 12/21/23.

Resident #126

A record review of the "Admission Record"
revealed the facility initially admitted Resident
#126 on 03/04/2024 with current diagnoses
including Aftercare following Joint Replacement
Surgery.

A record review of the Discharge MDS with an
ARD of 03/26/2024 revealed Resident #126 was
sent to an acute hospital.

Record review of the "Progress Notes" dated
3/27/24 at 00:44 (12:44 AM), revealed Resident
#126 was transported to a local hospital.

A review of the medical record for Resident #126
revealed there was not a copy of a written
notification of the hospital transfer sent to the RR
on 03/26/2024.

On 04/01/2024 at 2:18 PM, in an interview with
the Social Services Director (SSD), she explained

F 623
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the nurse on duty contacted the resident's RR by
phone at the time they were transferred to the
hospital. The SSD reported when she received
notice of a resident being sent to the hospital, she
would contact the family by phone to answer any
questions they may have.

On 04/02/2024 at 3:00 PM, in an interview with
the Business Office Manager (BOM), she stated
that she mailed a notification of transfer to the
families when the resident was sent to the
hospital. The BOM stated she did not keep a
copy of the resident's hospital discharge letter
because she had a medical condition in which
she was unable to walk or perform much
movement.

On 04/03/2024 at 8:17 AM, in an interview with
the Administrator, she acknowledged the facility
did not communicate the notification of hospital
discharge to the RR in writing. The Administrator
reported the lapse in written notification was due
to the BOM dealing with a health condition and
that it was her expectation that the facility notify
the resident or the RR in writing when a resident
is transferred to the hospital.

Notice of Bed Hold Policy Before/Upon Trnsfr
CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a
nursing facility transfers a resident to a hospital or
the resident goes on therapeutic leave, the
nursing facility must provide written information to
the resident or resident representative that
specifies-

(i) The duration of the state bed-hold policy, if

F 623

F 625
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any, during which the resident is permitted to
return and resume residence in the nursing
facility;

(i) The reserve bed payment policy in the state
plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding
bed-hold periods, which must be consistent with
paragraph (e)(1) of this section, permitting a
resident to return; and

(iv) The information specified in paragraph (e)(1)
of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragraph (d)(1) of this section.
This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and facility
policy review, the facility failed to provide written
notification of the bed hold policy to a Resident or
the Resident Representative (RR) upon transfer
for five (5) of 28 sampled residents. Resident #
24, Resident #75, Resident #76, Resident # 81
and Resident # 126.

Findings include:

A review of the facility's policy, "Bed-Holds and
Returns", dated 4/25/23, revealed, "Residents
and/or representatives are informed (in writing) of
the facility and state ...bed-hold policies ..."

Resident #24

A record review of the "Admission Record"
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1. The Administrator met with the
Business Office Manager (BOM) and the
Assistant Administrator (AA) on
04/03/2024 to address the failure to
provide a written notification of facility
initiated transfer or discharge and
bed-hold policy to the resident or the
resident representative (RR) at the time of
transfer or discharge and educated them
on CMS guidelines regarding notification
of transfer or discharge and bed-hold
policy.

Residents #24, #126 and #81 were
notified in writing of the facility bed-hold
policy on 04/02/2024.

Residents #76 and #75 RR was notified of
the facility bed-hold policy by mail on
04/02/2024
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revealed the facility initially admitted Resident #24

on 4/7/2017 with diagnoses including Chronic
Obstructive Pulmonary Disease.

A record review of the Discharge Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of 11/11/2023 revealed Resident #24 was
discharged to an acute hospital.

A record review of the "Order Audit Report"
revealed Resident #24 had a Physician's Order,
dated 11/11/23, to "Send resident to ER
(Emergency Room) ..."

A review of the medical record for Resident #24
revealed there was not a copy of a written
notification of the bed hold policy sent to the RR
on 5/25/24.

Resident #75

A record review of the "Admission Record"
revealed the facility admitted Resident #75 on
05/28/21 with current diagnoses including
Nontraumatic Acute Subdural Hemorrhage.

A record review of the Discharge MDS with an
ARD of 3/10/2024 revealed Resident #75 was
discharged to an acute hospital.

A record review of the "Progress Notes", dated
03/10/2024, revealed Resident #75 was
transferred to a local hospital.

A review of the medical for Resident #75 revealed

there was not a copy of a written notification of
the bed hold policy sent to the RR on 3/10/24.

Resident # 76

2. All residents have the potential to be
affected by this practice.

3. The Administrator, BOM and AA
collaborated to create a record keeping
system and process for notifying residents
or their RR of facility initiated transfers or
discharges and the bed-hold policy on
04/03/2024.

A copy of mailed notifications with proof of
postal service to RR's will be keptin a
binder as well as uploaded to the resident
record and residents that are their own
representative will be personally delivered
a copy of the transfer or discharge notice
and bed-hold policy to the hospital or sent
certified mail to their discharge location
beginning 04/22/2024 and ending
07/22/2024 to ensure compliance to CMS
guidelines.

All residents or RR's sign a copy of the
bed-hold policy upon admission as part of
the admission packet.

4. The facility will sustain this plan of
correction (POC) for facility initiated
transfer or discharge and bed-hold policy
by the Administrator and/or AA conducting
weekly audits beginning 04/08/2024 and
ending 07/08/2024 to ensure all residents
or RR received notice of transfer or
discharge according to CMS guidelines.
The Administrator will bring these audits
to the monthly Quality Assurance
Performance Improvement (QAPI)
meetings beginning 04/30/2024 and
ending 07/30/2024 to review findings and
take corrective action as needed to
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maintain compliance.
A record review of the "Admission Record"
revealed the facility initially admitted Resident #76
on 1/3/20 with current diagnoses including
Cerebral Palsy, Unspecified.

A record review of the Discharge MDS with an
ARD of 03/03/2024 revealed Resident #76 was
discharged to an acute hospital.

Arecord review of the "Progress Note" dated
03/03/2024, revealed Resident #76 was
transferred to a local hospital.

A review of the medical record for Resident #76
revealed there was not a copy of a written
notification of the bed hold policy sent to the RR
on 3/3/24.

On 4/03/24 at 3:48 PM, in a phone interview with
the RR, she revealed she was contacted by
phone at the time of the resident's last
hospitalization on 3/3/24 but she did not receive a
written notification regarding the bed hold policy.

Resident #81

A record review of the "Admission Record"
revealed the facility admitted Resident #81 on
8/28/20 with diagnoses including Chronic
Obstructive Pulmonary Disease

A record review of the Discharge MDS with an
ARD of 12/21/23, revealed Resident #81 was
discharged to an acute hospital.

A record review of "Progress Notes", dated
12/21/23 revealed Resident #81 was transported
to a local hospital.
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A review of the medical record for Resident #81
revealed there was not a copy of a written
notification of the bed hold policy sent to the RR
on 12/21/23.

Resident #126

A record review of the "Admission Record"
revealed the facility initially admitted Resident
#126 on 03/04/2024 with current diagnoses
including Aftercare following Joint Replacement
Surgery.

A record review of the Discharge MDS with an
ARD of 03/26/2024 revealed Resident #126 was
sent to an acute hospital.

Record review of the "Progress Notes" dated
3/27/24 at 00:44 (12:44 AM), revealed Resident
#126 was transported to a local hospital.

A review of the medical for Resident #126
revealed there was not a copy of a written
notification of the bed hold policy sent to the RR
on 3/26/24.

During an interview on 4/1/2024 at 2:18 PM, with
the Social Services Director (SSD), she explained
the nurse on duty contacted the resident's RR by
phone at the time of the transfer to the hospital.
The SSD reported that when she received notice
of a resident being sent to the hospital she would
contact the family by phone to answer any
questions the RR may have.

During an interview on 4/2/2024 at 3:00 PM, with
the Business Office Manager (BOM), she stated
that she mailed a bed hold letter to the families

when the resident was sent to the hospital. The

F 625
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BOM stated she did not keep a copy of the letter
because she had a medical condition in which
she was unable to walk or perform much
movement.

During an interview on 4/3/2024 at 8:17 AM, with
the Administrator, she acknowledged the facility
did not communicate the bed hold policy to the
RR in writing. The Administrator reported the
lapse in written notification was due to the BOM
dealing with a health condition and that it was her
expectation that the facility inform families of the
bed hold policy at the time of transfer.

PASARR Screening for MD & ID

CFR(s): 483.20(k)(1)-(3)

§483.20(k) Preadmission Screening for
individuals with a mental disorder and individuals
with intellectual disability.

§483.20(k)(1) A nursing facility must not admit, on
or after January 1, 1989, any new residents with:
(i) Mental disorder as defined in paragraph (k)(3)
(i) of this section, unless the State mental health
authority has determined, based on an
independent physical and mental evaluation
performed by a person or entity other than the
State mental health authority, prior to admission,
(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services; or

(ii) Intellectual disability, as defined in paragraph
(k)(3)(ii) of this section, unless the State
intellectual disability or developmental disability

F 625

F 645

5/1/24
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authority has determined prior to admission-

(A) That, because of the physical and mental
condition of the individual, the individual requires
the level of services provided by a nursing facility;
and

(B) If the individual requires such level of
services, whether the individual requires
specialized services for intellectual disability.

§483.20(k)(2) Exceptions. For purposes of this
section-

(i)The preadmission screening program under
paragraph(k)(1) of this section need not provide
for determinations in the case of the readmission
to a nursing facility of an individual who, after
being admitted to the nursing facility, was
transferred for care in a hospital.

(ii) The State may choose not to apply the
preadmission screening program under
paragraph (k)(1) of this section to the admission
to a nursing facility of an individual-

(A) Who is admitted to the facility directly from a
hospital after receiving acute inpatient care at the
hospital,

(B) Who requires nursing facility services for the
condition for which the individual received care in
the hospital, and

(C) Whose attending physician has certified,
before admission to the facility that the individual
is likely to require less than 30 days of nursing
facility services.

§483.20(k)(3) Definition. For purposes of this
section-

(i) An individual is considered to have a mental
disorder if the individual has a serious mental
disorder defined in 483.102(b)(1).

(i) An individual is considered to have an

F 645
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intellectual disability if the individual has an
intellectual disability as defined in §483.102(b)(3)
or is a person with a related condition as
described in 435.1010 of this chapter.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview the
facility failed to ensure a Preadmission Screening
(PAS) received from the hospital was reviewed
and accurate and a Preadmission Screening and
Resident Review (PASARR) was initiated for a
resident with a major mental illness for one (1) of
four (4) residents reviewed for PASARR.
(Resident #17).

Findings include:

Record review of the facility's policy, "Physician
Certification for Nursing Facility AND MI/MR
(Mental lliness/Mental Retardation) Screening",
revised of 9/15/14, revealed, "...POLICY The
Admission Coordinator or designee will obtain a
current ...PAS (Pre-Admission Screen) on all
Medicare Part A admissions ..."

Record review of the "Pre-Admission Screening
(PAS) Application for Long Term Care", dated
12/26/23, and completed by acute care hospital
staff prior to discharge, documentation revealed
"...Person has a diagnosis of a major mental
illness..." The response was circled "No".

Record review of the "Admission Record"
revealed the facility admitted Resident #17 on
12/28/23 with diagnoses that included Bipolar
Disorder with an onset date of 12/28/23.

On 04/02/24 at 11:30 AM, during an interview with
the Administrator, she explained the Business
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1. The Administrator met with the
Business Office Manager (BOM),
Assistant Administrator (AA) and the
Licensed Master Social Worker (LMSW)
on 04/02/2024 to discuss the
Preadmission Screening and Resident
Review (PASAAR) for new admissions
that have had the PASAAR completed by
the hospital or other facility prior to
admission.

The PASAAR for resident #17 was
corrected on 04/02/2024 to accurately
reflect major mental iliness.

2. All residents have the potential to be
affected by the practice.

3. The BOM, AA and LMSW were
educated by the Administrator on
04/02/2024 that those PASAAR's must be
verified for accuracy upon admission and
revised if necessary to accurately convey
the information to determine if a Level Il is
required. The BOM will review and
forward to the LMSW to complete if a
Level Il is required.

An audit was conducted on 04/03/2024 by
BOM and AA to identify any other
residents that may have been impacted by
this deficient practice. None were
identified.
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§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
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Office Manager (BOM) was responsible for
ensuring a PAS was completed for residents and
she expected the PAS to be reviewed for 4. The facility will monitor the plan of
accuracy. correction for accuracy and sustainability
by discussing the audits at the monthly
On 04/02/24 at 12:00 PM, during an interview Quality Assurance Performance
with the BOM, she explained the PAS screening Improvement meetings beginning
for Resident #17 was completed by the hospital 04/30/2024 and ending 07/30/2024.
and she did not review it for accuracy when he
was admitted to the facility. She confirmed it was An audit will be conducted weekly on all
completed on 12/26/23 and was incorrect. She new admissions to check for accuracy
explained it did not accurately reflect that regarding the PASAAR screening and will
Resident #17 had a diagnosis of Bipolar Disorder, address any deficiencies and take
which was a major mental illness. appropriate action for correction beginning
on 04/10/2024 and ending 07/15/2024 by
the AA.
F 656 | Develop/Implement Comprehensive Care Plan F 656 5/1/24
SS=D | CFR(s): 483.21(b)(1)(3)
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treatment under §483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and
desired outcomes.

(B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

§483.21(b)(3) The services provided or arranged
by the facility, as outlined by the comprehensive
care plan, must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews, record review,
and the facility policy review, the facility failed to
implement a comprehensive care plan
intervention related to a securing device for
indwelling catheter tubing for one (1) of 30
sampled residents. Resident #53

Findings Include:
A record review of the facility's policy "Care Plans,

Comprehensive Person-Centered" dated
10/2022, revealed " ... A comprehensive,

F 656

Services (CMS) guidelines.

affected by this practice.

1. On 04/03/2024, the Director of Nursing
(DON) ensured a leg strap was attached
to resident #53's catheter to comply with
the comprehensive care-plan according to
the Center for Medicare and Medicaid

2. All residents have the potential to be

3. The DON and Staff Development nurse
provided education to all Certified Nursing
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person-centered care plan ...is developed and
implemented for each resident. Policy
Interpretation and Implementation... 7. The
comprehensive, person-centered care plan... b.
describes the services that are to be furnished to
attain or maintain the resident's highest
practicable physical, mental, and psychosocial
well-being ..."

Record review of the comprehensive Care Plan,
undated, revealed "Focus | am at risk for infection
r/t (related to) | have an indwelling catheter due to
Neurogenic bladder ...Intervention ... Catheter:
Check for foley catheter strap ...q (every) shift
...Check urinary catheter leg strap every shift and
replace as needed ..."

During an interview on 4/02/24 at 10:30 AM,
Resident #53 reported that he had an indwelling
catheter and did not have a leg strap to secure
the tubing.

At 9:05 AM on 04/03/24, during an interview and
observation with Certified Nurse Aide (CNA) #3,
Resident #53 did not have a device in place to
secure the catheter tubing. CNA #3 confirmed
the resident was not wearing a leg strap.

At 3:15 PM on 04/03/24, during an observation
and interview with Registered Nurse (RN) #5, she
confirmed Resident #53 was not wearing a device
to secure the catheter tubing.

On 04/04/24 at 12:30 PM, during an interview
with Director of Nursing reported that all residents
with a catheter should have a leg strap in place
and should follow the care plan for providing
resident care.

Assistants (CNA) and Nurses beginning
on 04/17 and ending 04/19/2024
regarding catheter care and the
importance of following the
comprehensive care-plan.

On 04/04/2024 an audit was conducted by
the DON and Assistant Director of Nursing
(ADON) on all residents with catheters to
ensure no additional deficient practice
was demonstrated. None were found.

The charge nurses were educated on
04/11/2024 and 04/12/2024 on their
responsibility to monitor catheters to
ensure the leg strap is secure and in
place as well as the adherence to the
comprehensive care plan.

4. The CNA Supervisor will perform
weekly audits of catheter care to ensure
compliance beginning 04/08/2024 and
ending 07/12/2024 report her findings to
the DON and charge nurse for immediate
action if necessary

The facility will sustain its plan of
correction by reviewing and discussing
CNA supervisor weekly audits at the
monthly Quality Assurance Performance
Improvement (QAPI) meetings beginning
04/30/2024 and ending 07/30/2024 and
addressing any deficient practice
immediately.

The facility will provide monthly education
on the importance of following the
comprehensive care plan according to
CMS guidelines beginning 04/17/2024
and ending 09/17/2024.
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On 04/04/24 at 12:45 PM, during an interview
with the Care Plan Nurse/LPN #4, she explained
the purpose of the care plan was to provide
guidance for facility staff to care for the residents.
She stated that she expected the facility staff to
follow the care plan and always implement
interventions for care.

Record review of the "Order Summary Report"
revealed Resident #53 had a Physician's Order,
dated 1/17/24, for "Check urinary catheter leg
strap every shift and replace as needed ..."

A record review of the "Admission Record"
revealed the facility admitted Resident #53 on
9/30/21 with current diagnoses including
Neuromuscular Dysfunction of Bladder.

A record review of the comprehensive Minimum
Data Set (MDS) with an Assessment Reference
Date (ARD) of 03/25/24, revealed Resident #53
had a Brief Interview for Mental Status (BIMS)
score of 11, which indicated his cognition was
moderately impaired. .

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:

Based on observation, interviews, record review,
and facility policy review the facility failed to
provide Activities of Daily Living (ADL) care
related to showers and baths for residents who
require assistance for two (2) of three (3)

F 656

F 677

Care plans will be for residents up for
review will be evaluated by the
Interdisciplinary Team (IDT) for
appropriate goals and interventions
weekly at care-plan meetings beginning
04/09/2024 and ending 07/10/2024.

1. Residents #53 and #74 were given
showers on 04/04/2024. Certified Nursing
Assistant (CNA) #3 was directly
in-serviced by Director of Nursing (DON)
on 04/04/2024 regarding Activity of Daily

5/1/24
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residents reviewed for ADL care. Resident #53
and Resident #74

Findings include:

A record review of the facility's policy "Bath,
Shower/Tub" dated 8/25/14, revealed " ... The
purposes of this procedure are to promote
cleanliness, provide comfort to the resident and to
observes the condition of the resident's skin ...
Reporting 1. Notify the supervisor if the resident
refuses the shower/tub bath ..."

Resident #53

On 04/01/24 at 11:18 AM, in an observation,
Resident #53 was asleep in bed. There was a
strong odor noted in the room.

On 04/03/24 at 09:05 AM, during an interview and
observation with Certified Nurse Aide (CNA) #3,
there was a strong odor of feces in Resident
#53's room. CNA #3 removed Resident #53's
brief and there was a strong body odor and there
were dried feces noted to the sacrum and rectal
area. The resident was wearing a white tee shirt
and pajama pants.

On 04/03/24 at 02:45 PM, during an interview
with CNA #3, she explained Resident #53 did not
go to shower today and she had given him a bed
bath. She reported that he did not refuse a
shower, but she had chosen to give him a bed
bath.

At 02:55 PM on 04/03/24, during an interview and
observation, Resident #53 was lying in bed and
was wearing a white tee shirt and the same
pajama pants from the observation at 9:05 AM.

Living (ADL) performance, following
direction of the shower schedule, the
responsibility to provide services, and to
seek guidance from the nurse if a resident
refuses or they have any difficulties that
impedes their ability to perform scheduled
ADL's and the importance of documenting
when services are provided.

Licensed Practical Nurse #6 was provided
education by the DON on 04/04/2024 on
the responsibility of the nurse to ensure
CNA tasks for their residents were
completed prior to the end of the shift and
documented as complete.

2. All residents have the potential to be
affected by this practice.

3. All CNA's were educated beginning
04/09/2024 and ending on 04/12/2024 by
Director of Nursing (DON) regarding
Activity of Daily Living (ADL) performance,
following direction of the shower schedule,
the responsibility to provide services, and
to seek guidance from the nurse if a
resident refuses or they have any
difficulties that impedes their ability to
perform scheduled ADL's and the
importance of documenting when services
are provided.

All nurses were educated by the DON
beginning 04/09/2024 and ending
04/12/2024 on the responsibility of the
nurse to ensure CNA tasks for their
residents were completed prior to the end
of the shift and documented as complete
and that the residents received the ADL
assistance they required dictated by the
Center for Medicare and Medicaid
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Resident #53 explained that he did not get a
shower today and commented that maybe the
CNA washed him off a little, but he did not receive
a complete bath. He reported that it had been a
long time since he had gotten a shower and the
CNAs have never asked him if he wanted to get a
shower.

At 03:05 PM on 04/03/24, during an interview with
Licensed Practical Nurse (LPN) #6, he explained
he did not follow up with residents or the CNAs to
ensure resident's get a bath or shower. He
stated he was so busy during the day doing his
job and he expected the CNAs to do their job. He
confirmed that he had not been notified that
Resident #53 had refused showers or baths.

A record review of the "Bathing: Self
Performance" sheet revealed Resident #53
received two (2) showers or baths in the past 30
days, which occurred on 03/16/24 and 03/25/24.

A record review of the "Documentation Survey
Report" for March 2024 and April 2024 revealed
Resident #53 resident received one (1)
documented shower on 03/16/24.

A Record review of the "Admission Record"
revealed the facility initially admitted Resident #53
on 4/26/18 with current diagnoses including
Alzheimer's Disease and Need for Assistance
with Personal Care.

A record review of the Comprehensive Minimum
Data Set (MDS) with an Assessment Reference
Date (ARD) of 03/25/24 revealed Resident #53
had a Brief Interview for Mental Status (BIMS)
score of 11, which indicated his cognition was
moderately impaired.
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Services (CMS) guidelines.

4. The DON, the Assistant Director of
Nursing (ADON) and the staff
development nurse will be auditing the
shower schedules weekly for completion,
ADL documentation and overall ADL
performance based on observation of the
condition of the residents beginning
04/09/2024 and ending 07/09/2024.

The DON will bring the findings of these
audits to the monthly Quality Assurance
Performance Improvement meetings
beginning on 04/30/2024 to evaluate the
sustainability of the plan of correction
according to CMS guidelines.
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Resident #74

On 04/01/24 at 10:34 AM, in an observation,
Resident #74 was lying in bed and was wearing a
gown. The room had a strong urine odor.

On 04/01/24 at 03:42 PM, during a phone
interview with the family of Resident #74, the
family member complained that the resident
always had a urine odor, was dirty, and appeared
as if no one washed his face.

At 1:55 PM on 04/02/24, during an interview with
CNA #4, she explained that Resident #74 did not
like to get showers and that she gave him bed
baths because he refused a shower.

On 04/03/24 at 9:35 AM, during an interview with
Social Services #3, she explained that Resident
#74's family attended a care plan meeting in
March and had complaints regarding the resident
not receiving showers. The Director of Nursing
(DON) explained to the family they could not
force the resident to go to the shower and they
were unaware that the family was still dissatisfied.

At 9:50 AM on 04/03/24, during an interview and
observation with CNA #3, she confirmed Resident
#74 was dependent upon staff for bathing and
showers. CNA #3 cleaned the resident's groin
area with a white washcloth. A moderate amount
of brown and black discolored grime was noted
on the washcloth. CNA #3 stated that it was not
feces, but the resident was dirty. CNA #3
explained Resident #74 should receive showers
on Tuesday, Thursday, and Saturday on the day
shift, but he did not like to go to the shower. CNA
#3 confirmed Resident #74 received bed baths

F 677
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and that he should have gotten a bed bath
yesterday (4/2/24) and would receive one
tomorrow (4/4/24).

Arecord review of the "Bathing: Self
Performance" sheet revealed documentation that
Resident #74 received five (5) showers or baths
in the past 30 days with total dependence of staff.

A record review of the "Documentation Survey
Report" for March 2024 and April 2024 bathing
revealed Resident #74 received one (1) shower
on 03/17/24 and had two (2) documented bed
baths in March 2024 and one (1) documented
bed bath in April 2024.

Record review of the facility's "Daily Bath
Schedule All Units" revealed " ...Baths must be
completed daily per the schedule ... Notify nurse
of any refusals immediately ..."

A record review of the "Admission Record"
revealed the facility initially admitted Resident #74
on 4/28/20 with current diagnoses including
Hemiplegia and Cerebral Infarction.

Record review of the Comprehensive MDS with
an ARD of 3/16/24 revealed Resident #74 had a
BIMS score of 7, which indicated his cognition
was severely impaired.

On 04/03/24 at 9:30 AM, during an interview with
LPN #7, she explained residents receive showers
on the day shift for residents on the "A" side of
the room for even numbered rooms on Monday,
Wednesday, and Friday (MWF) and for odd
numbered rooms on Tuesday, Thursday, and
Saturday (TTHS). She further explained that the
evening shift provided showers for the "B" side of

F 677
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the room using the same rotation. She confirmed
that she did not check behind the CNAs to ensure
residents were given showers.

On 4/03/24 at 3:00 PM, during an interview with
LPN #5, she explained Resident #53 and #74
received showers according to the schedule at
the nurse's station. She reported that if a
resident refused a shower, the CNAs were to
notify the nurse and the nurse would encourage
the resident to take a shower. If the resident
continued to refuse, the Resident Representative
(RR) would be notified.

On 04/04/24 at 12:30 PM, during an interview
with the Director of Nurses (DON) and the
Administrator, both explained they expected staff
to provide ADL care to the residents. The DON
explained she was aware Resident #74's sister
(RR) had complained about resident not getting
showers and having a body odor, but he refused
to go to the shower, and they could not force him
to go. She told the sister she would try to
convince Resident #74 herself when he refused
showers but confirmed she was not aware of the
missed documentation or showers and bed baths
not given. She stated the staff needed to be
educated and she was unsure if staff had notified
the RR that Resident #74 had missed showers.
The DON was unaware Resident #53 was not
given showers, and there was missed
documentation indicating he did not receive his
showers as was scheduled. The Administrator
explained that staff cannot force residents to go
to the shower, but she expected the staff to make
several attempts to encourage the resident and to
notify the RR that the resident has rejected care.
The Administrator reported she expected all staff
to do their job and to provide quality care to all

F 677
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residents at all times.

F 690 | Bowel/Bladder Incontinence, Catheter, UTI
SS=D | CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that-

(i) A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

(i) A resident who enters the facility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary;
and

(iii) A resident who is incontinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who is incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible.

F 677

F 690
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews, record review,
and facility policy review, the facility failed to
ensure indwelling catheter tubing was secured to
prevent complications for one (1) of 10 residents
reviewed for indwelling catheters. Resident #53

Findings include:

Arecord review of the facility's policy "Catheter
Care, Urinary" dated 8/25/14, revealed, " ...The
purpose of this procedure is to prevent
catheter-associated urinary tract infections ...
Changing Catheters 1. Ensure that the catheter
remains secured with a leg strap to reduce
friction and movement ... catheter tubing should
be strapped to the resident's inner thigh ..."

A record review of the "Admission Record"
revealed the facility initially admitted Resident #53
on 4/26/18 with current diagnoses including
Neuromuscular Dysfunction of Bladder.

A record review of the Comprehensive Minimum
Data Set (MDS) with an Assessment Reference
Date (ARD) of 03/25/24, revealed Resident #53
had a Brief Interview for Mental Status (BIMS)
score of 11, which indicated his cognition was
moderately impaired.

Record review of the "Order Summary Report"
with active orders as of 4/3/24 revealed Resident
#53 had a Physician's Order, dated 1/17/24, to
"Check urinary catheter leg strap every shift and
replace as needed ..."

On 04/02/24 at 10:30 AM, during an interview and
observation, Resident #53, had an indwelling
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1. On 04/03/2024, the Director of Nursing
(DON) ensured a leg strap was attached
to resident #53's catheter to comply with
the comprehensive care-plan according to
the Center for Medicare and Medicaid
Services (CMS) guidelines.

2. All residents have the potential to be
affected by this practice.

3. The DON and Staff Development nurse
provided education to all Certified Nursing
Assistants (CNA) and Nurses beginning
on 04/17 and ending 04/19/2024
regarding catheter care and the
importance of following the
comprehensive care-plan.

On 04/04/2024 an audit was conducted by
the DON and Assistant Director of Nursing
(ADON) on all residents with catheters to
ensure no additional deficient practice
was demonstrated. None were found.

The charge nurses were educated on
04/11/2024 and 04/12/2024 on their
responsibility to monitor catheters to
ensure the leg strap is secure and in
place as well as the adherence to the
comprehensive care plan.

4. The facility will sustain its plan of
correction by reviewing and discussing
CNA supervisor weekly audits at the
monthly Quality Assurance Performance
Improvement (QAPI) meetings beginning
04/30/2024 and ending 07/30/2024 and
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catheter drainage bag attached to his wheelchair. addressing any deficient practice
He was unsure how long he had the catheter and immediately.
reported that he did not have a leg strap to The CNA Supervisor will perform weekly
secure the catheter tubing. audits of catheter care to ensure
compliance beginning 04/08/2024 and
At 9:05 AM on 04/03/24, during an interview and ending 07/12/2024 report her findings to
observation of catheter care with Certified Nurse the DON and charge nurse for immediate
Aide (CNA) #3, Resident #53 had a suprapubic action if necessary.
indwelling catheter but did not have a leg strap to The facility will provide routine education
secure the tubing. CNA #3 confirmed that on the importance of following the
Resident #53 was not wearing a leg strap to comprehensive care plan according to
secure the catheter tubing and commented that CMS guidelines beginning 04/17/2024
he had not known him to ever wear one. and ending 09/17/2024.
At 3:15 PM on 04/03/24, during an observation
and interview with Registered Nurse (RN) #5, she
confirmed Resident #53 did not have a leg strap
to secure the catheter tubing and stated that she
would get one for the resident. She explained
Resident #53 should wear the leg strap to secure
the tubing to prevent the tubing from pulling or
becoming dislodged.
On 04/04/24 at 12:30 PM, during an interview
with the Administrator and the Director of Nursing
(DON), the DON reported that all residents with
an indwelling catheter should have a leg strap to
secure the tubing. The Administrator reported
that she expected the staff to always provide
quality care to the residents.
F 732 | Posted Nurse Staffing Information F 732 5/1/24
SS=B | CFR(s): 483.35(g)(1)-(4)
§483.35(g) Nurse Staffing Information.
§483.35(g)(1) Data requirements. The facility
must post the following information on a daily
basis:
(i) Facility name.
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(i) The current date.

(iii) The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:

(A) Registered nurses.

(B) Licensed practical nurses or licensed
vocational nurses (as defined under State law).
(C) Certified nurse aides.

(iv) Resident census.

§483.35(g)(2) Posting requirements.

(i) The facility must post the nurse staffing data
specified in paragraph (g)(1) of this section on a
daily basis at the beginning of each shift.

(i) Data must be posted as follows:

(A) Clear and readable format.

(B) In a prominent place readily accessible to
residents and visitors.

§483.35(g)(3) Public access to posted nurse
staffing data. The facility must, upon oral or
written request, make nurse staffing data
available to the public for review at a cost not to
exceed the community standard.

§483.35(g)(4) Facility data retention
requirements. The facility must maintain the
posted daily nurse staffing data for a minimum of
18 months, or as required by State law, whichever
is greater.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and facility
policy review, the facility failed to post the Daily
Nurse Staffing for three (3) of four (4) days of
survey.

Findings include:

F 732

guidelines.

1. On 04/03/2024 the staffing posting was
updated to reflect the correct date, census
and staffing ratios according to the Center
for Medicare and Medicaid (CMS)
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2. This deficiency has no potential for
Review of the facility's policy, "Staffing" reviewed harm to any resident.
10/2022, revealed, " ...Our facility provides
sufficient numbers of staff with the skills and 3. The staff development nurse and
competency necessary to provide care and Assistant Director of Nursing (ADON)
services for all residents in accordance with were educated on CMS guidelines for
resident's care plans and the facility assessment staffing posting on 04/03/2024.
4.The Administrator will bring the results
On 4/01/24 at 10:05 AM, an observation revealed of the staffing monitoring to the monthly
daily staffing numbers were dated 3/31/24. There Quality Assurance Performance
was no staffing posted that reflected the staff for Improvement meeting beginning on
4/1/24. 04/30/2024 and ending 07/30/2024 for
review in order to sustain compliance.
On 04/02/24 at 08:30 AM, an observation Administrator, Director of Nursing (DON)
revealed the daily staffing numbers were dated and Assistant Administrator will be
03/31/24. monitoring the staffing posting for
accuracy daily beginning 04/04/2024 and
On 04/03/24 at 08:15 AM, an observation ongoing as CMS guidelines indicate
revealed the daily staffing numbers were dated
04/02/24. There were no daily staffing numbers
posted for 4/3/24.
On 04/03/24 at 8:16 AM during an interview with
Director of Nursing (DON), she explained
Registered Nurse #1 is responsible for posting
daily staffing. The DON confirmed the posted
staffing information was dated 04/02/24 and that
it should reflect the current date and be updated
at the end of every shift to reflect the actual
staffing numbers.
F 761 | Label/Store Drugs and Biologicals F 761 5/1/24
SS=E | 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
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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 Il 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:
Based on observation, staff interview, and facility 1. On 04/02/2024 food and nutrition were
policy review, the facility failed to provide an removed from the biohazard designated
"opened date" for a multi-use medication vial and refrigerator by Registered Nurse (RN)#3.
failed to ensure medications, food, and biohazard All other biohazard refrigerators were
substances were not stored together for two (2) checked for regulation compliance by
of four (4) medication rooms. Director of Nursing (DON) on 04/03/2024.
No other issues found.
Findings include: On 04/03/2024 the open vial of
medication that had no open date was
Record review of the facility's policy "Storage of discarded by the DON. An audit was
Drugs and Biologicals", dated 6/1/2000, revealed, completed of all med-rooms by the DON
" Policy Statement: It is the policy of this facility and the Assistant Director of Nursing
that all drugs and biologicals be properly stored (ADON) on 04/03/2024 to ensure
" compliance. No issues found.
During an interview with Registered Nurse (RN) 2. All residents have the potential for harm
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#2, on 4/2/24 at 11:20 AM, she stated nurses
were responsible for putting the date on vials
when opening multi-dose vials, specifically the
nurse that first opened them. She explained that
nurses were responsible for checking the dates
on all medications on the carts and medication
storage rooms and for discarding any expired or
undated, opened medications every shift.

An observation and interview on 4/02/24 at 11:30
AM, with Licensed Practical Nurse (LPN) #2 in
the Central Unit medication room, revealed a
refrigerator marked as "Biohazard". Opening the
refrigerator revealed a container of food, Med
Pass (type of Nutritional Supplement), and Grape
Juice inside. RN #3 entered the medication room
and had vials of blood inside a biohazard plastic
bag. RN #3 opened the refrigerator and placed
the vials of blood inside the refrigerator with the
food items. When asked, RN #3 stated that all
nurses were responsible for ensuring biologicals
were stored properly. She re-opened the
refrigerator, removed, and discarded the food
products. RN #3 confirmed that it was an unsafe
practice to store food products in a designated
biohazard refrigerator because of the risk for
contamination.

In an interview and observation with the Director
of Nursing (DON), on 4/03/24 at 10:30, in the
Rehab medication room, there was a vial of
Acetylcysteine 20%. The vial had been opened
and there was no date indicating when the vial
was opened. There was no resident's name on
the vial and the DON disposed of it. The DON
revealed that all opened multiuse vials should be
labeled with the date it was opened. The DON
also confirmed that food products should not be
stored in a biohazard refrigerator because it was

based on this practice.

3. The staff development nurse and the
DON educated all nursing staff on proper
storage of biohazards and items that
should never be stored in biohazard
refrigerators on 04/08/2024 and
04/09/2024.

The staff development nurse and the
DON educated nursing staff on the
importance of putting an open date on
medications beginning 04/08/2024 and
ending 04/12/2024.

4. The DON and ADON will bring the
findings of their weekly audits of the
med-rooms and biohazard refrigerators to
the monthly Quality Assurance
Performance Improvement (QAPI)
beginning 04/30/2024 and ending
07/30/2024 to ensure the plan of
correction according to CMS guidelines is
sustained.

The DON and ADON will make weekly
rounds to audit med-rooms for labeling of
medications and biohazard refrigerators to
ensure compliance according to the
Center for Medicare and Medicaid
Services (CMS) beginning 04/08/2024
and ending 07/08/2024.
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§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.

(i) 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:

Based on observation, staff interview, and facility
policy review, the facility failed to store food in
accordance with professional standards for food
service safety related to food items not dated with
a use-by-date, food items without an identifying
label, and produce that was overly ripe and
exposed for one (1) of two (2) kitchen
observations.

Findings include:

A review of the facility's policy, "Food Storage",
revised 08/29/23, revealed, "Policy...Any expired

1. On 04/01/2024 all food items found
unlabeled or expired were disposed of
immediately.

2. All residents have the potential to be
affected by this practice.

3. On 04/01/2024 a complete inspection
of the food storage was completed by the
Dietary Manager (DM). No other issues
were found.

Beginning 04/10/2024 and ending
04/12/2024 education was provided to all
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or outdated food products should be discarded
...Procedure ...All products should be inspected
for safety and quality and dated upon receipt,
when open, and when prepared ...Any expired or
outdated food products should be discarded
...Fresh Fruits ...1. Fresh fruit should be checked
and sorted for ripeness ..."

On 04/01/24 at 07:44 AM, an observation of the
kitchen and interview with the Certified Dietary
Manager (CDM), revealed the following:

Refrigerator #2 had one (1) portioned glass of
orange juice, undated; One (1) portioned glass of
apple juice, undated; Three (3) trays containing
24 portioned glasses each of what the CDM
identified as sweet tea, with no label or date; One
(1) opened 46-ounce carton of thickened
lemon-flavored water with no opened date; one
(1) opened 46-ounce carton of thickened
lemon-flavored water with no opened date; one
(1) opened 46-ounce carton of thickened
lemon-flavored water with no opened date, and a
manufacturer's use by date of March 17, 2024.
The CDM acknowledged the unlabeled, undated,
and expired foods and stated whoever opened
the food items were responsible for labeling them
with the date they were opened. An observation
of the freezer revealed three (3) frozen pie crusts
in tins, with no use-by date and no manufactures
date. An observation of the pantry revealed five
(5) bananas in which the peelings were
discolored black, not intact, and exposed the
inside of the bananas. The CDM acknowledged
the bananas were overly ripe. The CDM reported
it was her responsibility to inventory foods for
quality and this was typically done twice weekly
when the food truck made deliveries to the
facility. She stated that she held in-service

dietary staff regarding proper storage,
labeling and disposal of expired food and
beverage products by the DM and
Registered Dietician (RD).

4. The DM and Assistant Dietary Manager
(ADM) will be auditing food storage daily
beginning 04/08/2024 and ending
07/08/2024 to identify and correct any
non-compliance to the Center for
Medicare and Medicaid Services (CMS)
guidelines related to food safety.

The DM will report findings of audits at the
monthly Quality Assurance Performance
Improvement beginning 04/30/2024 and
ending 07/30/2024 to discuss the
sustainability of the plan of correction
according to the Center for Medicare and
Medicaid Services (CMS) guidelines
related to food safety.
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training's monthly with the kitchen staff regarding
food safety.

On 04/01/24 at 08:20 AM, in an interview with the
Dietary Aide Supervisor (DAS) he reported it was
the responsibility of the CDM to inventory foods
for expiration dates. The DAS confirmed that the
person who opened a food item was responsible
for putting an open date on that item. The DAS
also confirmed the kitchen dietary staff receive
in-service training monthly.

On 04/02/24 at 2:30 PM, in an interview with the
Administrator, she acknowledged there was a
lapse in the protocol by the kitchen staff to
monitor for unlabeled, undated, and expired food
items. The Administrator reported she expected
the staff to make a daily inventory of the kitchen
foods to assure food quality standards were safe
for the residents.

QAPI Prgm/Plan, Disclosure/Good Faith Attmpt
CFR(s): 483.75(a)(1)-(4)(b)(1)-(4)(f)(1)-(6)(h)(i)

§483.75(a) Quality assurance and performance
improvement (QAPI) program.

Each LTC facility, including a facility that is part of
a multiunit chain, must develop, implement, and
maintain an effective, comprehensive, data-driven
QAPI program that focuses on indicators of the
outcomes of care and quality of life. The facility
must:

§483.75(a)(1) Maintain documentation and
demonstrate evidence of its ongoing QAPI
program that meets the requirements of this
section. This may include but is not limited to
systems and reports demonstrating systematic
identification, reporting, investigation, analysis,

F 812

F 865

5/1/24
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and prevention of adverse events; and
documentation demonstrating the development,
implementation, and evaluation of corrective
actions or performance improvement activities;

§483.75(a)(2) Present its QAPI plan to the State
Survey Agency no later than 1 year after the
promulgation of this regulation;

§483.75(a)(3) Present its QAPI plan to a State
Survey Agency or Federal surveyor at each
annual recertification survey and upon request
during any other survey and to CMS upon
request; and

§483.75(a)(4) Present documentation and
evidence of its ongoing QAPI program's
implementation and the facility's compliance with
requirements to a State Survey Agency, Federal
surveyor or CMS upon request.

§483.75(b) Program design and scope.

A facility must design its QAPI program to be
ongoing, comprehensive, and to address the full
range of care and services provided by the
facility. It must:

§483.75(b)(1) Address all systems of care and
management practices;

§483.75(b)(2) Include clinical care, quality of life,
and resident choice;

§483.75(b)(3) Utilize the best available evidence
to define and measure indicators of quality and
facility goals that reflect processes of care and
facility operations that have been shown to be
predictive of desired outcomes for residents of a

F 865
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§483.75(b) (4) Reflect the complexities, unique
care, and services that the facility provides.

§483.75(f) Governance and leadership.

The governing body and/or executive leadership
(or organized group or individual who assumes
full legal authority and responsibility for operation
of the facility) is responsible and accountable for
ensuring that:

§483.75(f)(1) An ongoing QAPI program is
defined, implemented, and maintained and
addresses identified priorities.

§483.75(f)(2) The QAPI program is sustained
during transitions in leadership and staffing;
§483.75(f)(3) The QAPI program is adequately
resourced, including ensuring staff time,
equipment, and technical training as needed;

§483.75(f)(4) The QAPI program identifies and
prioritizes problems and opportunities that reflect
organizational process, functions, and services
provided to residents based on performance
indicator data, and resident and staff input, and
other information.

§483.75(f)(5) Corrective actions address gaps in
systems, and are evaluated for effectiveness; and

§483.75(f)(6) Clear expectations are set around
safety, quality, rights, choice, and respect.

§483.75(h) Disclosure of information.
A State or the Secretary may not require
disclosure of the records of such committee

F 865
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except in so far as such disclosure is related to
the compliance of such committee with the
requirements of this section.

§483.75(i) Sanctions.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview the
facility's Quality Assurance and Performance
Improvement (QAPI) Committee failed to ensure
the program was sustained during transitions in
leadership and failed to maintain implemented
procedures and monitor the interventions the
committee put into place in March 2022. This was
for two (2) recited deficiencies originally cited in
March 2022 on an annual recertification survey.
The deficiencies were in the area of residents’
rights/environment and investigations. The
facility's continued failure during two surveys
shows a pattern of the facility's inability to sustain
an effective QAPI Committee for two (2) of 16
deficient practice citations.

Findings Include:

Record review of the facility's policy, "Quality
Assessment and Performance Improvement",
undated, revealed, " ...The facility will implement
and maintain a Quality Assessment and
Performance Improvement program. Overview:
The Quality Assurance and Performance
Improvement (QAPI) committee will implement a
process that is ongoing ...The primary purpose of
the committee is to identify and analyze actual or
potential quality issues, develop and implement
appropriate plans to improve performance, to

1. On 04/08/2024 Regional Director of
Operations (RDO) educated Administrator
and the Quality Assurance (QA)
committee on the Center for Medicare
and Medicaid Services (CMS) guidelines
to implement and maintain an effective
Quality Assurance Performance
Improvement (QAPI) program.

2. All residents have the potential to be
affected by this practice.

3. On 04/08/2024, the QA committee
initiated a performance improvement
project (PIP) to address resident rights
regarding a safe, clean and home-like
environment specifically regarding soiled
privacy curtains.

On 04/08/2024, the QA committee
initiated a performance improvement
project (PIP) to address any and all
reportable investigations for adherence to
CMS guidelines regarding what
constitutes a thorough investigation on
reportable incidents.

4. Beginning 04/30/2024 and ending
07/30/2024 the QA committee will review
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address identified quality issues, and monitor the
effectiveness of implemented changes ..."

F584: Based on observation, interviews, record
review, and the facility policy review the facility
failed to ensure residents' rights for a clean and
comfortable environment were honored regarding
soiled privacy curtains for two (2) of 30 sampled
residents. Resident #6 and Resident #27

F610: Based on interviews, record review, and
facility policy review, the facility failed to complete
a thorough investigation regarding an injury of
unknown origin for one (1) of six (6) residents
reviewed for accidents. Resident #242

Record review of the Statement of Deficiencies
and Plan of Correction (Form 2567) from the
previous annual survey in March 2022, revealed
F584 was cited due to shower rooms and
resident wheelchairs in disrepair and F610 was
cited regarding an investigation of
misappropriation.

During an interview with the facility's Administrator
on 4/4/24 at 2:00 PM, she stated she was not
working for the company at the time of the
recertification survey that occurred in March
2022. The Administrator confirmed the
interdisciplinary team met monthly for a QAPI
meeting and discussed the high-risk issues in the
facility and provided interventions. She confirmed
she had reviewed Form 2567 and was aware of
the facility's previous citations. The Administrator
stated the QAPI committee had not discussed the
soiled privacy curtains because she was unaware
there was an issue. She also stated the QAPI
committee did not discuss the pelvic fracture
investigation because she felt she completed a

F 865

guidelines.

the previous 2567 citations to ensure the
plan of corrections are being sustained
and will take corrective action to address
any gaps in the adherence to the original
plan of correction according to CMS
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thorough investigation and had ruled out neglect
and abuse during the investigation.

F 880 | Infection Prevention & Control

SS=D | 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.

§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;

F 865
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(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
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:

Based on observation, interviews, record review,
and facility policy review the facility failed to
handle dinnerware in a manner to prevent the
possible spread of infection for one (1) of one (1)
resident observed for contact isolation. Resident
#8

F 880

1. The Certified Dietary Manager (CDM)
made immediate corrections on
04/01/2024 to ensure resident #8 and any
other resident on contact isolation was
receiving disposable food service
products to prevent the spread of
infection. On 04/01/2024 the CDM
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Findings include:

A record review the facility's policy "Contact
Precautions", dated 6/6/2013, revealed "
Purpose: It is the intent of this facility to use
contact precautions in addition to standard
precautions for residents known or suspected to
have serious illnesses easily transmitted by direct
resident contact or by contact with items in the
resident's environment ..."

On 04/01/24 at 09:45 AM, during an observation,
Resident #8's had signage on the door to the
room indicating "Contact Isolation."

A record review of the "Admission Record"
revealed the facility admitted Resident #8 on
3/4/24 and was initially admitted on 4/19/17.
Current diagnoses include Extended Spectrum
Beta Lactamase (ESBL) Resistance, Proteus
(Mirabilis) (Morganii), Pseudomonas (Aeruginosa)
(Mallei) (Pseudomallei), and Streptococcus.

A record review of the "Order Summary Report"
with active orders as of 4/4/24, revealed Resident
#8 had a Physician's Order, dated, 3/4/24, for
"Contact precautions for ESBL urine every shift
for ESBL until 04/12/24."

At 12:20 PM on 04/01/24, during an observation
and interview, a lunch meal tray was delivered to
Resident #8 and there was washable dinnerware
and silverware on his tray. Licensed Practical
Nurse (LPN) #6 explained that Resident#8
recently returned from the hospital and was on
contact isolation. He stated he had not noticed
until now that the resident's meal tray was not
disposable.

reviewed all tray tickets to ensure they
were labeled to reflect any precautions.

2. All residents have the potential to be
affected.

3. Beginning on 04/02/2024 and ending
04/05/2024, all direct care staff and
dietary staff were educated on isolation
protocols regarding the delivery of food
service products to residents on contact
isolation precautions.

Beginning on 04/02/2024 and ending on
04/05/2024 all nurses were educated on
the protocol to notify the dietary
department of any resident admitted or
started on contact isolation precautions.

Beginning on 04/02/2024 and ending on
04/05/2024 all direct care staff were
educated on identifying and confirming
that the proper food service products were
provided to residents on contact isolation
before serving the resident and reporting
and correcting any discrepancies with the
dietary department immediately.

Beginning on 04/03/2024 the CDM and
the Assistant Dietary Manager were
educated by the Registered Dietician to
review tray tickets prior to issuing them to
the dietary staff for accuracy and to
ensure that isolation protocols were
clearly visible to staff.

4. The Director of Nursing (DON) and
Assistant Director of Nursing (ADON) will
audit food trays weekly beginning
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On 04/01/24 at 01:00 PM, during an interview and
observation, Certified Nurse Aide (CNA) #6 came
out of Resident #8's room with his meal tray and
placed it on the tray cart with all other residents'
trays from the hall. The cart was transported
back to the kitchen. There was no distinction
made to indicate to other staff the tray was
retrieved from an isolation room. CNA #6
confirmed the meal tray for Resident #6
contained washable dinnerware and silverware.

04/01/24 at 1:10 PM, during an interview with
Dietary Manager #1, she explained she was not
aware Resident #8 was on contact isolation. She
stated the admission nurse sends a "ticket" to the
kitchen as communication to make the kitchen
staff aware that a resident was on contact
isolation. When a resident was on isolation, all
meals were delivered with disposable containers
and plastic utensils to prevent the trays from
being placed with the other trays and coming
back to the kitchen.

On 04/01/24 at 02:31 PM, during an interview
with Resident #8, he confirmed he had received
all his meals with regular washable dinnerware
and silverware.

Arecord review of the Quarterly Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of 02/25/24 revealed Resident #8 had a
Brief Interview for Mental Status (BIMS) score of
15, which indicated he was cognitively intact.

On 04/03/24 at 10:10 AM, during an interview
with the Infection Preventionist (IP), she reported
she was unsure what happened with
Resident#8's contact isolation precautions
regarding meals or how the "ball got dropped.”
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04/08/2024 and ending on 07/08/2024 for
accuracy regarding isolation precautions.

The CDM and Assistant Dietary Manager
will do weekly tray audits for accuracy
related to isolation precautions beginning
04/08/2024 and ending 07/08/2024.

The DON, ADON, and CDM will bring
their findings to the monthly Quality
Assurance Performance Improvement
meetings to evaluate the sustainability of
the plan of correction according to the
Center for Medicare and Medicaid
Services (CMS) guidelines beginning
04/30/2024 and ending 07/30/2024.
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The IP explained that when a resident was on
contact isolation, the facility used disposable
dinnerware and utensils. She stated she
expected the kitchen staff to continue with contact
isolation until they were told differently.

On 04/03/24 at 11:00 AM, during an interview with
the Admission Nurse RN #4, she explained when
a resident was newly admitted and had orders for
isolation precautions, she completed a tray card
for the resident and gave the information to the
dietary staff. She did not remember if she notified
the dietary department regarding contact isolation
for Resident #8.

At 12:25 PM on 04/04/24, during an interview with
the Director of Nursing (DON), she explained
when a resident had contact isolation, whatever is
taken into the room should remain in the room
and not be taken out of the room. The DON
stated that the meals for Resident #8 should have
been served with disposable dinnerware and
utensils. The utensils and trays should not have
been returned to the kitchen to be handled and
washed with the other items. She explained
these procedures are completed to help prevent
the spread of infection, and she expected the
staff to follow the policy and procedures to
prevent the spread of infection.

At 12:30 PM on 04/24/24, during an interview with
the Administrator, she explained stated that she
expected the staff to follow policy and procedures
to prevent the spread of infection.

Influenza and Pneumococcal Immunizations
CFR(s): 483.80(d)(1)(2)

§483.80(d) Influenza and pneumococcal

F 880
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immunizations

§483.80(d)(1) Influenza. The facility must develop
policies and procedures to ensure that-

(i) Before offering the influenza immunization,
each resident or the resident's representative
receives education regarding the benefits and
potential side effects of the immunization;

(i) Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has already been
immunized during this time period;

(iii) The resident or the resident's representative
has the opportunity to refuse immunization; and
(iv)The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits
and potential side effects of influenza
immunization; and

(B) That the resident either received the influenza
immunization or did not receive the influenza
immunization due to medical contraindications or
refusal.

§483.80(d)(2) Pneumococcal disease. The facility
must develop policies and procedures to ensure
that-

(i) Before offering the pneumococcal
immunization, each resident or the resident's
representative receives education regarding the
benefits and potential side effects of the
immunization;

(i) Each resident is offered a pneumococcal
immunization, unless the immunization is
medically contraindicated or the resident has
already been immunized;

F 883
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(iii) The resident or the resident's representative
has the opportunity to refuse immunization; and
(iv)The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's representative
was provided education regarding the benefits
and potential side effects of pneumococcal
immunization; and

(B) That the resident either received the
pneumococcal immunization or did not receive
the pneumococcal immunization due to medical
contraindication or refusal.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and facility
policy review the facility failed to provide influenza
and pneumococcal vaccines to residents who
requested the vaccine for four (4) of 30 sampled
residents. Resident #17, Resident #48, Resident
#31 and Resident #137.

Findings include:

Record review of the facility's Policy, "Influenza
Vaccine", dated 8/2023 revealed, " ...All residents
...who have no medical contraindications to the
vaccine will be offered influenza vaccine annually

Record review of the facility's policy,
"Pneumococcal Vaccine", dated 8/2023, revealed,
" Policy Statement: All residents are offered
pneumococcal vaccines to aid in preventing
pneumonia and pneumococcal infections ...Policy
Interpretation and Implementation: 1. Prior to or
upon admission, residents are assessed for
eligibility to receive pneumococcal vaccines
series, and when indicated, are offered vaccine

1. On 04/08/2024 Assistant Director of
Nursing (ADON), addressed residents
#17 and #31 to confirm consent for the
pneumococcal immunization and provide
education regarding the benefits as well
as the potential side-effects of the
immunization. Both residents confirmed
consent and the immunization was
ordered and administered according to
the physicians order.

Resident #48's RR was informed that the
deadline to receive the Influenza vaccine
had passed and that consent would be
revisited when it was the season for that
vaccine.

Resident #137 is no longer a resident at
the facility and therefore, the facility is
unable to address the consent or
administration of the pneumococcal
immunization.

2. All residents have the potential to be
affected by this practice.
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series within thirty (30) days of admission to the
facility unless medically contraindicated or the
resident has already been vaccinated. 2.
Assessments of pneumococcal vaccine status
are conducted within five (5) working days of the
resident's admission if not conducted prior to
admission ..."

Resident #17:

Record review of the "Admission Record"
revealed the facility admitted Resident #17 on
12/28/2023 with current diagnoses including
Bipolar Disorder.

Record review of the "Pneumococcal
Immunization Consent" form, signed 12/28/23,
revealed Resident #17 had a signed consent to
receive the vaccine.

Record review of the "Order Summary Report"
with active orders as of 4/4/24, for Resident #17
revealed an order dated 12/28/23 "Pneumococcal
vaccine"

Record review of the medical record revealed no
documentation that Resident #17 received the
pneumococcal immunization.

Resident #31

Record review the "Admission Record" revealed
the facility admitted Resident #31 on 12/1/23 with
current diagnoses including Chronic Obstructive
Pulmonary Disease (COPD).

Record review of resident of the "Pneumococcal
Immunization Consent", dated 12/1/23, revealed
Resident #31 had a signed consent to receive
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3. The Administrator re-assigned the
responsibility of immunization consent and
administration to the admissions nurse on
04/08/2024. The admissions nurse was
educated on immunization regulations
according to the Center for Medicare and
Medicaid Services guidelines on
04/08/2024.

4. The Director of Nursing (DON) and the
Assistance Director of Nursing (ADON)
will be performing weekly audits beginning
04/09/2024 and ending 07/09/2024 to
ensure consents are in place and the
immunization was administered as
ordered by the Medical Director (MD)
Findings of these audits will be brought to
the monthly Quality Assurance
Performance Improvement (QAPI) to
determine the sustainability of the plan of
correction according to CMS guidance.
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the vaccine.

Record review of the "Order Summary Report" for
Resident #31 revealed a Physician's Order, dated
12/1/23, for the Pneumococcal vaccine.

Record review of the medical record revealed no
documentation that Resident #31 received the
pneumococcal immunization.

Resident #48:

Record review of the "Admission Record"
revealed the facility admitted Resident #48 on
12/18/23 with current diagnoses including
Hypertension.

Record review of the "Influenza Immunization
Consent" form, undated, revealed Resident #48
had a signed consent to receive the vaccine.

Record review of the "Order Summary Report"
with active orders as of 4/4/24, for Resident #48
revealed an order dated 12/18/23 "Pneumococcal
vaccine"

Record review of the medical record revealed no
documentation that Resident #48 received the
influenza immunization.

Resident #137

Record review of the "Admission Record"
revealed the facility admitted Resident #137 on

3/11/24 with current diagnoses Osteomyelitis.

Record review of the "Pneumococcal

F 883
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Immunization Consent", dated 3/11/24, revealed
Resident #137 had a signed consent to receive
the vaccine.

Record review of the "Order Summary Report"
with active orders as of 4/4/24, for Resident #137
revealed a Physician's Order, dated 3/11/24, for
the Pneumococcal vaccine.

Record review of the medical record revealed no
documentation that Resident #137 received the
pneumococcal immunization.

On 04/03/24 at 01:35 PM, during an interview
with the Administrator, she explained the
Assistant Director of Nursing (ADON)/Infection
Preventionist (IP) was responsible for keeping up
with the immunizations of the residents.

On 04/04/24 at 01:00 PM, during an interview
with the Director of Nursing (DON) and the
ADON/IP nurse, they both explained they did not
know the immunizations were not up to date until
the survey team brought it to their attention. The
IP explained the admission clerk was responsible
for giving consents to the admission nurse to
make management aware vaccines had been
requested. She confirmed the influenza and
pneumonia vaccines were just missed somehow
and that there was no date on the consent form
for Resident #48, but she assumed it was the
date of admission. The DON confirmed Resident
#17, Resident #48, Resident #31, and Resident
#137 all had signed consents for vaccines and no
vaccines were given. She confirmed the facility
provided influenza vaccines from October through
March 31st and pneumonia vaccines should be
given within a timely manner and not months after
they are requested. She stated she expected

F 883
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§483.90(i)(4) Maintain an effective pest control
program so that the facility is free of pests and
rodents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, the facility failed to
provide effective pest control related to roaches
for two (2) of four (4) days of survey.

Findings Include:

Review of the facility's policy, "Pest Control",
reviewed 04/10/23, revealed, " Policy Statement
Our facility shall maintain an effective pest control
program. Policy Interpretation and
Implementation. 1. This facility maintains an
on-going pest control program to ensure that the
building is kept free of insects and rodents ..."

On 4/1/24 at 12:10 PM, a large roach was
observed moving under the door from the
kitchenette to the dayroom where the residents
were eating lunch. The roach continued down the
hall and entered a resident's room.

During an interview on 4/1/24 at 12:20 PM, with
License Practical Nurse (LPN) #2, she confirmed
the roach came from the kitchenette to the
dayroom, and into a resident's room. LPN #2 said
she had seen roaches at times inside the building
but had not seen them lately. LPN #2 said the
pest control service was in the facility a couple of

1. Pest control services are provided by
an outside licensed company with the
most recent date of service being dated
as 03/20/2024. Pest control services were
being provided monthly as measures to
eradicate and contain common household
pests according to The Center for
Medicare and Medicaid Services (CMS)
guidelines.

The Pest Control was contacted on
04/04/2024 by the Administrator to
arrange for additional services.

The Administrator attended an emergency
Resident Council Meeting to discuss pest
control concerns with the residents on
4/17/2024. The Administrator informed the
residents that the facility has routine pest
control services and would be taking
additional measures to eradicate and
contain any pests.

2. All residents have the potential to be
affected by this practice.

3. On 04/17/2024, the Administrator met
with the pest control services to discuss
additional services needed and the facility
was treated for common household pests
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vaccines to be given as requested by the
residents.
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weeks ago.

During an interview on 4/1/24 at 12:30 PM, with
Certified Nursing Aide (CNA) #2, she stated she
had seen roaches several times and explained
that it had gotten better but they are still in the
facility. CNA #2 said she has seen pest control
services in the building. She doesn't know how
the roaches were getting into the building.

During the resident council meeting 4/2/24 at
10:00 AM, the residents complained about
roaches in the building. The residents said the
roaches are large and some of them are afraid of
them because of their size. The resident said
pest control came and sprayed but it did not
seem to help.

During an observation and interview on 04/2/24 at
01:45 PM, a large roach moved across the dining
room floor. Resident #128 was in the dining room
and stated they see roaches sometimes because
they come in from the outside.

During an interview on 4/3/24 at 3:00 PM, with the
facility's pest control vendor's technician, he
confirmed he had seen roaches in the building on
3/21/24, in several residents' rooms. He
explained that he had changed the pesticide to a
stronger pesticide to help with the roaches and
stated the roaches must be coming from outside
the building. He confirmed the facility had not
advised him that there were issues with roaches
inside the building and he explained that they
were scheduled to return to the facility on 4/9/24
for their regular monthly visit and could perform a
"blow out" outside of the building if the facility was
interested. He reported that a "blow out" outside
of the building would help keep roaches from

such as roaches inside and the outside
was provided a "blow-out" service to
prevent pests such as roaches from
entering the facility.

On 04/08/2024 the Administrator met with
the Maintenance Supervisor to arrange for
an outside inspection of the facility to
determine any point of entrance for pests.
Maintenance completed the inspection
and made all necessary repairs to prevent
to the best of its ability, the entrance of
pests from outside.

4. Pest control services will be providing
monthly interior and exterior services
beginning 04/17/2024 and on-going
according to CMS guidelines.

The Administrator educated the
Interdisciplinary Team to monitor for the
presence of pests during their weekly
environmental rounds beginning on
04/09/2024 and continuing until
07/09/2024.

The IDT will bring their environmental
rounds finding to the monthly Quality
Assurance Performance Improvement
meetings beginning 04/30/2024 and
ending 07/30/2024 to evaluate the
sustainability of the plan of correction
according to CMS guidelines.
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coming inside the building.

During an interview with the Director of Nursing
(DON) and Administrator on 4/4/24 at 2:00 PM,
the Administrator stated that she had not seen
roaches and advised a pest control service
sprayed the facility monthly. The Administrator
confirmed she had not reported an issue with
roaches to the pest control service.
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