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F0000 F0000INITIAL COMMENTS 

The State Agency (SA) conducted complaint 
investigations (CI)#2667885, CI #2676455, CI #2676511,
and CI # 2676615 at the facility from 12/1/25 through 
12/2/25. During the survey, the SA determined that the
facility was not in compliance with the requirements of
participation in Medicare and Medicaid Services. The SA
identified non-compliance and cited F656 for failure to
implement the care plan and F 677 for failure to 
provide incontinent care to a dependent resident for CI
#2667885. There were no deficiencies cited for CI 
#2676455, CI #2676511, and CI # 2676615 

The census at the time of the survey was 126 with a bed
capacity of 165 beds. 

 

F0656 F0656

SS = D

Develop/Implement Comprehensive Care Plan 

CFR(s): 483.21(b)(1)(3) 

§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 

(ii) 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 treatment under 
§483.10(c)(6). 

(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 

 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
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Continued from page 1
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, resident and staff interview, and
facility policy review, the facility failed to provide
incontinence care in accordance with the resident’s 
care plan for one (1) of 10 residents reviewed for 
activities of daily living (ADLs). Resident #1 

Findings Include: 

Record review of the facility policy titled “ 
Activities of Daily Living, Supporting” revealed “ 
Residents who are unable to carry out activities of 
daily living independently will receive the services 
necessary to maintain good nutrition, grooming and 
personal and oral hygiene…Appropriate care and services
will be provided for residents who are unable to carry
out ADLs independently…in accordance with the plan of 
care…including appropriate support and assistance 
with:.. c. elimination (toileting).” 

Record review of the “Care Plan Report" for Resident #1
revealed “The resident has and ADL self-care 
performance deficit related to Paraplegia, Hypertension
(HTN), C5-C7 spinal cord injury.” Interventions 
included: Toilet use: The resident requires total 
assistance times two (2) staff for toileting.” Further
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Continued from page 2
review of reveled “I have potential for impairment of 
my skin integrity…related to Paraplegia.” Interventions
included: Incontinent care as needed. 

Observation and interview on 12/2/25 at 8:19 AM, with 
Certified Nursing Assistant (CNA) #1 of Resident #1’s 
incontinence pad and brief, she verified the presence 
of a light brown ring of dried urine and a saturated 
brief. She agreed that the discoloration and saturation
were consistent with urine and likely occurred because
the resident had not been changed throughout the night
and confirmed that he had not been changed since her 
shift began at 7:00AM. 

In an interview with the Director of Nursing (DON) on 
12/2/25 at 11:00 AM, she stated that the care plan is 
used so that staff know what care to provide to the 
resident. She agreed that facility failed to follow 
Resident #1’s care plan when they failed to provide 
incontinent care throughout the night. 

Record review of the “Admission Record” revealed that 
the facility admitted Resident #1 on 8/20/25 with a 
diagnosis of Paraplegia” 

Record review of “Minimum Data Set Assessment” (MDS) 
with an Assessment Reference Date (ARD) of 8/29/25 
revealed a Brief Interview for Mental Status (BIMS) 
score of 15 which indicated that Resident #1 was 
cognitively intact. Further review of the MDS revealed
that Resident #1 was dependent with toileting. 

F0677 F0677
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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, resident and staff interview, and
facility policy review the facility failed to provide 
Activities of Daily Living (ADL) assistance to a 
dependent resident related to incontinent care for one
(1) of 10 residents reviewed for ADLs. Resident #1. 

Findings Include: 

Record review of the facility policy titled “ 
Activities of Daily Living, Supporting” revealed “ 
Residents who are unable to carry out activities of 
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daily living independently will receive the services 
necessary to maintain good nutrition, grooming and 
personal and oral hygiene…Appropriate care and services
will be provided for residents who are unable to carry
out ADLs independently…including appropriate support 
and assistance with:.. c. elimination (toileting).” 

On 12/2/25 at 8:15 AM, in an interview with Resident 
#1, he stated that a Certified Nursing Assistant (CNA)
did not come in and change him during the night. He 
stated that if he is asleep, staff will not check or 
change him, and would they leave him wet. 

On 12/2/25 at 8:17 AM, an observation of Resident #1’s
incontinence pad and brief revealed a light brown 
colored ring of urine covering the pad and his 
incontinence brief was saturated with urine and 
spilling out onto the incontinence pad. 

On 12/2/25 at 8:19 AM, during an observation and 
interview with Certified Nursing Assistant (CNA) #1 who
was assigned to Resident #1, confirmed that his 
incontinence pad and brief had a light brown ring of 
urine and his brief was saturated with urine. CNA #1 
confirmed that the discoloration and urine saturation 
were consistent with the resident not being changed 
throughout the night. She stated he should have been 
changed him this morning already but hasn't. 

On 12/2/25 at 8:25 AM, in an interview with the 
Director of Nursing (DON) and Assistant Director of 
Nursing (ADON), they stated that residents should be 
checked and provided incontinent care at least every 
two (2) hours. They agreed that the light brown ring on
the incontinence pad and the saturated brief indicated
the resident had not been provided incontinent care 
timely. 

Record review of the “Admission Record” revealed that 
the facility admitted Resident #1 on 8/20/25 with a 
diagnosis of Paraplegia. 

Record review of “Minimum Data Set Assessment” (MDS) 
with an Assessment Reference Date (ARD) of 8/29/25 
revealed a Brief Interview for Mental Status (BIMS) 
score of 15 indicated that Resident #1 was cognitively
intact. Further review of the MDS revealed that 
Resident #1 was dependent with toileting. 
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