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FO000 INITIAL COMMENTS FO000

The State Agency (SA) conducted an Annual
Re-certification survey at the facility from 2/8/26
through 2/11/26. During the survey, the SA determined
the facility was not in compliance with Medicare and
Medicaid requirements of participation and cited, F585,
F656, F677, F686, F725, F761, F810, F851, and F880.

The census at the time of the survey was 122 and the
facility is licensed for 140 beds.

F0585 Grievances F0585

SS=E
CFR(s): 483.10(j)(1)-(4)

8483.10(j) Grievances.

§483.10(j)(1) The resident has the right to voice
grievances to the facility or other agency or entity

that hears grievances without discrimination or

reprisal and without fear of discrimination or

reprisal. Such grievances include those with respect to
care and treatment which has been furnished as well as
that which has not been furnished, the behavior of

staff and of other residents, and other concerns
regarding their LTC facility stay.

8483.10(j)(2) The resident has the right to and the
facility must make prompt efforts by the facility to

resolve grievances the resident may have, in accordance
with this paragraph.

8483.10(j)(3) The facility must make information on how
to file a grievance or complaint available to the
resident.

8483.10(j)(4) The facility must establish a grievance
policy to ensure the prompt resolution of all
grievances regarding the residents' rights contained in
this paragraph. Upon request, the provider must give a
copy of the grievance policy to the resident. The
grievance policy must include:

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 reverse for further 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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Continued from page 1

(i) Notifying resident individually or through postings

in prominent locations throughout the facility of the

right to file grievances orally (meaning spoken) or in
writing; the right to file grievances anonymously; the
contact information of the grievance official with whom

a grievance can be filed, that is, his or her name,
business address (mailing and email) and business phone
number; a reasonable expected time frame for completing
the review of the grievance; the right to obtain a

written decision regarding his or her grievance; and

the contact information of independent entities with

whom grievances may be filed, that is, the pertinent

State agency, Quality Improvement Organization, State
Survey Agency and State Long-Term Care Ombudsman
program or protection and advocacy system;

(ii) Identifying a Grievance Official who is
responsible for overseeing the grievance process,
receiving and tracking grievances through to their
conclusions; leading any necessary investigations by
the facility; maintaining the confidentiality of all
information associated with grievances, for example,
the identity of the resident for those grievances
submitted anonymously, issuing written grievance
decisions to the resident; and coordinating with state
and federal agencies as necessary in light of specific
allegations;

(iii) As necessary, taking immediate action to prevent
further potential violations of any resident right
while the alleged violation is being investigated;

(iv) Consistent with §483.12(c)(1), immediately
reporting all alleged violations involving neglect,
abuse, including injuries of unknown source, and/or
misappropriation of resident property, by anyone
furnishing services on behalf of the provider, to the
administrator of the provider; and as required by State
law;

(v) Ensuring that all written grievance decisions

include the date the grievance was received, a summary
statement of the resident's grievance, the steps taken

to investigate the grievance, a summary of the

pertinent findings or conclusions regarding the
resident's concerns(s), a statement as to whether the
grievance was confirmed or not confirmed, any
corrective action taken or to be taken by the facility

as a result of the grievance, and the date the written
decision was issued,;

(vi) Taking appropriate corrective action in accordance
with State law if the alleged violation of the

FO0585
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F0585 Continued from page 2 F0585
SS=E residents' rights is confirmed by the facility or if an
outside entity having jurisdiction, such as the State
Survey Agency, Quality Improvement Organization, or
local law enforcement agency confirms a violation for
any of these residents' rights within its area of
responsibility; and

(vii) Maintaining evidence demonstrating the result of
all grievances for a period of no less than 3 years
from the issuance of the grievance decision.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review, staff interview, and facility

policy review, the facility failed to ensure concerns

voiced during Resident Council meetings were addressed
and resolved to residents’ satisfaction in accordance

with the requirements. Specifically, the facility

failed to effectively respond to and resolve ongoing
food-related concerns, including meals served cold and
meats described as too tough to chew, which were
repeatedly documented in Resident Council meeting
minutes from August 2025 through December 2025, placing
residents at risk for continued dissatisfaction for

five (5) of six (6) months reviewed.

Findings include:

Review of facility policy titled, Customer Concern
(Grievance) Policy with revised date: October 2024,
revealed, “Purpose: Support each customer’s
(patient’s/responsible party’s/family’s) right to voice
concerns (grievances) and to ensure after receiving a
concern, the center actively seeks a resolution and

keeps the customer appropriately apprised of its

progress toward resolution...Customer concerns will have
a prompt response...".

A Resident Council meeting was held in dining room on
2/10/2026 at 11:00 AM. A total of nine (9) residents
were in attendance. Seven (7) of the nine (9) residents
present expressed concerns regarding the food, stating
the meals are often cold and certain meats are too
tough to chew. Residents stated these concerns have
been ongoing for several months.

Record review of Resident Council Minutes dated
8/13/2025 at 2:00 PM revealed documented concerns
including pork chops described as tough; breakfast
items inconsistent with the posted menu; food reported
as cold and lacking seasoning; fish described as not as
good as previously served; and residents not being
served a complete breakfast. Documentation under Old
Business reflected pork chops described as too tough or
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F0585 Continued from page 3 F0585
SS=E undercooked and incomplete breakfast service, with the
issue noted as not resolved to residents’ satisfaction.
Under New Business, similar concerns were documented,
with 10 to 12 residents sharing concerns regarding

tough pork chops, menu inconsistencies, cold food, and
food quality.

Record review of Customer Concern/Grievance
Communication Form dated 8/13/2025, revealed
“...Residents voiced in meeting that...Fish is not as good
as it used to be...Food is cold when received and don’t
have seasoning on it...Pork chop is still too tough to

eat and enjoy...".

Record review of Resident Council Minutes dated
9/10/2025 at 2:00 PM revealed Old Business concerns of
tough pork chops, cold food, and fish quality were
documented as not resolved to residents’ satisfaction.

New Business documented ongoing concerns, with nine (9)
to twelve (12) residents reporting tough pork chops,

cold food, overcooked fish, melted ice cream, and cold
soup items at the time of service.

Record review of Customer Concern/Grievance
Communication Form dated 9/10/2025, revealed, “...Pork
Chop is still too tough. Food is often cold. Fish is

thin and fried too hard. Ice cream is always melted

when received. Soup additives on trays are ice (fridge)
cold...”.

Record review of Resident Council Minutes dated
10/8/2025 at 2:00 PM revealed New Business concerns
that meal trays were frequently delivered late,

resulting in residents missing scheduled activities or
allowing food to sit before consumption. Ten (10)
residents shared concerns regarding tough pork chops,
cold hall trays upon receipt, and melted ice cream.

Record review of Customer Concern/Grievance
Communication Form dated 10/8/2025, revealed, “...Pork
Chop still too tough, can’t chew. Hall food trays are

still cold sometimes when received. Ice cream is still
melted when received...”.

Record review of Resident Council Minutes dated
11/12/2025 at 2:00 PM revealed Old Business concerns
regarding melted ice cream were documented as not
resolved. New Business documented concerns including
fried chicken described as overly hard, meals reported
as cold upon receipt, and ice cream described as soft
or melted.

Record review of Customer Concern/Grievance
Communication Form dated 11/12/2025, revealed, “...Ice
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F0585 Continued from page 4 F0585
SS=E cream still soft and melted...”.

Record review of Resident Council Minutes dated
12/29/2025 at 11:00 AM revealed documentation that ice
cream consistency had improved; however, Old Business
reflected fried chicken described as too hard and meals
described as cold remained unresolved. New Business
documented six (6) to eleven (11) residents reporting
concerns of hard fried chicken, cold food at the time

of service, and pork chops described as hard and not
tender.

Record review of Customer Concern/Grievance
Communication Form dated 12/29/2025, revealed
“...Residents stated that their food when received is
often cold or not at a desired temp to enjoy...".

During an interview on 2/10/2026 at 4:00 PM, the
Administrator stated he was aware of the ongoing
food-related complaints and that a new Dietary Manager
had been hired and started approximately one week
prior. He stated she had previously worked for the
facility and food service was something that they were
working to improve but confirmed that the previous
resident grievances were unresolved.

Record review of the "Admission Record" indicated that
the facility admitted Resident #9 on 11/7/2022 with a
medical diagnosis that included Cellulitis of Right
Finger, End Stage Renal Disease, and Type 2 Diabetes
Mellitus without Complications.

A record review of the Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 11/21/25 revealed
under section C, a Brief Interview for Mental Status
"BIMS" summary score of 14 which indicated Resident #9
was cognitively intact.

Record review of the "Admission Record" indicated that
the facility admitted Resident #19 on 5/20/2022 with a
medical diagnosis that included Paraplegia, Incomplete
and Type 2 Diabetes Mellitus with Diabetic Neuropathy,
Unspecified.

A record review of the MDS with an ARD of 11/17/25
revealed under section C, a BIMS summary score of 15
which indicated Resident #19 was cognitively intact.

Record review of the "Admission Record" indicated that
the facility admitted Resident #37 on 12/2/2025 with a
medical diagnosis that included Other Displaced
Fracture of Upper End of Left Humerus, Subsequent
Encounter for Fracture with Routine Healing, Incomplete
and Type 2 Diabetes Mellitus without Complications.
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F0585 Continued from page 5 F0585
SS=E
A record review of the MDS with an ARD of 12/9/25
revealed under section C, a BIMS summary score of 15
which indicated Resident #37 was cognitively intact.

Record review of the "Admission Record" indicated that
the facility admitted Resident #49 on 2/10/2025 with a
medical diagnosis that included Acute on Chronic
Diastolic (Congestive) Heart Failure and Type 2
Diabetes Mellitus without Complications.

A record review of the MDS with an ARD of 11/13/25
revealed under section C, a BIMS summary score of 9
which indicated Resident #49 had moderately impaired
cognition.

Record review of the "Admission Record" indicated that
the facility admitted Resident #64 on 8/10/2024 with a
medical diagnosis that included Unspecified Dementia,
Unspecified Severity, without Behavioral Disturbance,
Psychotic Disturbance, Mood Disturbance, and Anxiety.

A record review of the MDS with an ARD of 11/5/25
revealed under section C, a BIMS summary score of 15
which indicated Resident #64 was cognitively intact.

Record review of the "Admission Record" indicated that
the facility admitted Resident #94 on 9/11/2023 with a
medical diagnosis that included Hemiplegia and
Hemiparesis following Cerebral Infarction affecting
Right Dominant Side.

A record review of the MDS with an ARD of 12/5/25
revealed under section C, a BIMS summary score of 15
which indicated Resident #94 was cognitively intact.

Record review of the "Admission Record" indicated that
the facility admitted Resident #100 on 2/5/2019 with a
medical diagnosis that included Other Specified
Arthritis, Multiple Sites.

A record review of the MDS with an ARD of 11/28/25
revealed under section C, a BIMS summary score of 15
which indicated Resident #100 was cognitively intact.

F0656 Develop/Implement Comprehensive Care Plan F0656

SS=D
CFR(s): 483.21(b)(1)(3)

8483.21(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
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F0656 Continued from page 6 F0656
SS=D 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 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.

8483.21(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, staff and resident interviews,
record review, and facility policy review, the facility

failed to implement the comprehensive care plan for one
(1) of 21 residents sampled. (Resident #111)
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F0656
SS=D

Continued from page 7
Findings Include:

Review of facility policy titled "Care Plans" with
effective date: October 2021, revealed, "Policy...Care
plans will be developed for all patients and residents
based upon the RAI (Resident Assessment Instrument)
manual guidelines. Care plans are developed by the
interdisciplinary team and revised as needed according
to resident and patient status or change."

Record review of Resident #111's Care Plan Report
revised 12/10/25 revealed a Self-Care Deficit related
to Mobility impairment, ROM (range of motion)
limitations, Self-care impairment, related to spastic
cerebral palsy, peripheral neuropathy, and spina
bifida. Under intervention, "Personal Hygiene provide
substantial/maximum assistance."

On 2/09/2026 at 8:20 AM, during an interview and
observation, Resident #111 stated he doesn’t get shaved
all the time when he is supposed to. "They do it when
they take a notion to do it Resident #111 has facial

hair approximately one (1) inch on his cheeks, above

his upper lip, and on his chin. The resident stated, "I
can't tell you when the last time it was done."

On 2/09/2026 at 12:15 PM during an interview and
observation Certified Nurse Aide (CNA) #1 confirmed
that his facial hair was long and that it had been a
while since he had been shaved. The resident stated,
"Well, if y'all don't care how | look, then | guess |
don't care either."

An observation on 2/09/2026 at 3:05 PM, Resident #111
remains unshaven, and no change in appearance from the
previous observation.

An observation on 2/10/2026 at 9:40 AM, Resident #111
remains unshaven, and no change in appearance from the
previous day.

During an interview on 2/10/2026 at 10:35 AM, CNA #2
revealed today is Resident #111's bath day and that is
when he also gets shaved. She confirmed his facial hair
was long and stated, “I really don’t know when he was
last shaved.”

On 2/10/2026 at 12:00 PM, during an interview the
Assistant Director of Nursing Services (ADNS) stated
that the resident is to be shaved during his baths,
which is a part of his personal hygiene. She revealed
if he was not shaved, then his plan of care related to
his personal hygiene was not being followed.

FO0656

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 1E329C-H1 Facility ID: 70RM If continuation sheet Page 8 of 28



PRINTED: 02/24/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEEICIENCIES f)D(]é)NEI’_IIQFOIéIE_Fg’(‘S’;JS&I;ERR/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 255102 ' A. BUILDING 02/11/2026
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
DIVERSICARE OF RIPLEY 101 CUNNINGHAM DR, RIPLEY, Mississippi, 38663
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

F0656 Continued from page 8 F0656
SS=D During an interview on 2/10/2026 at 3:00 PM, the
Minimum Data Set (MDS) Coordinator stated that the
purpose of the care plan is to inform staff of the
individualized care each resident requires. She
confirmed they do not have a specific care plan for
shaving; it is under personal hygiene, and staff know

it is part of bathing and hygiene. She revealed if
Resident #111 was not shaved, then his plan of care was
not being followed, and it should have been.

Record review of the Admission Record revealed Resident
#111 was admitted to the facility on 2/23/2022 with
diagnoses that included Spina Bifida, Psoriasis, and

Need for assistance with personal care.

Record review of the quarterly Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 12/02/2025
revealed a Brief Interview for Mental Status (BIMS)

score of 11, which indicated Resident #111 has moderate
cognitive impairment.

FO677 ADL Care Provided for Dependent Residents FO677

SS=D
CFR(s): 483.24(a)(2)

8483.24(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,
record review, and facility policy review, the facility
failed to ensure a resident who required assistance
received activities of daily living (ADL) care,

including grooming and personal hygiene services such
as shaving, in accordance with the resident’s assessed
needs, for one (1) of 21 residents. (Resident #111)

Findings Include:

Review of facility policy titled “ADLs (Activities of

Daily Living)", with an effective date of August 2021,
revealed the facility policy is to ensure activities of

daily living are provided in accordance with accepted
standards of practice, the resident’s care plan, and
reasonable accommodation of the resident’s choices and
preferences. The policy further identified hygiene
activities of daily living to include bathing,

dressing, grooming, and oral care.

During an interview and observation on 2/09/2026 at
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the time when he is supposed to. "They do it when they
take a notion to do it” Resident #111 has facial hair
approximately one (1) inch on his cheeks, above his
upper lip, and on his chin. The resident stated, "I

can't tell you when the last time it was done."

During an interview and observation on 2/09/2026 at
12:15 PM, Certified Nurse Aide (CNA) #1 revealed the
resident usually gets shaved when he gets his bath
which is on Tuesday, Thursday and Saturday. CNA #1
revealed that sometimes when he gets his bath and
doesn't have a whole lot of facial hair growth we will
wait until his next bath day to shave him. She
confirmed that his facial hair was long and that it had
been a while since he had been shaved. The resident
stated, "Well, if y'all don't care how I look, then |
guess | don't care either."

An observation on 2/09/2026 at 3:05 PM, revealed
Resident #111 remains unshaved, and no change in
appearance from the previous observation.

An observation on 2/10/2026 at 9:40 AM, revealed
Resident #111 remains unshaved, and no change in
appearance from the previous day.

During an interview on 2/10/2026 at 10:35 AM, CNA #2
revealed today is Resident #111's bath day and that is
when he also gets shaved. She confirmed his facial hair
was long and stated, “I really don’t know when he was
last shaved.”

During an interview on 2/10/2026 at 10:58 AM, the
Director of Nursing Services (DNS) revealed it is our
expectation that all residents are adequately groomed,
including being shaved and presentable.

During an interview on 2/10/2026 at 11:40 AM, CNA #3
stated, “| have worked with Resident #111 in the past,
and | know he likes to be shaved.”

During an interview on 2/10/2026 at 12:00 PM, the
Assistant Director of Nursing Services (ADNS) stated
that the resident is to be shaved during his baths,
which is a part of his personal hygiene that the
facility is to honor.

255102
B. WING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

DIVERSICARE OF RIPLEY 101 CUNNINGHAM DR, RIPLEY, Mississippi, 38663
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

FO677 Continued from page 9 F0677
SS=D 8:20 AM, Resident #111 stated he doesn’t get shaved alll

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E329C-H1 Facility ID: 70RM

If continuation sheet Page 10 of 28



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/24/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

255102

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A. BUILDING 02/11/2026
B. WING

NAME OF PROVIDER OR SUPPLIER
DIVERSICARE OF RIPLEY

STREET ADDRESS, CITY, STATE, ZIP CODE
101 CUNNINGHAM DR, RIPLEY, Mississippi, 38663

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)

FO677
SS=D

F0686
SS=D

Continued from page 10

Record review of the Admission Record revealed Resident
#111 was admitted to the facility on 2/23/2022 with
diagnoses that included Spina Bifida, Psoriasis, and

Need for assistance with personal care.

Record review of the quarterly Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 12/02/2025
revealed a Brief Interview for Mental Status (BIMS)

score of 11, which indicates Resident #111 has moderate
cognitive impairment.

Treatment/Svcs to Prevent/Heal Pressure Ulcer
CFR(s): 483.25(b)(1)(i)(ii)

8483.25(b) Skin Integrity

8483.25(b)(1) Pressure ulcers.

Based on the comprehensive assessment of a resident,
the facility must ensure that-

(i) A resident receives care, consistent with
professional standards of practice, to prevent pressure
ulcers and does not develop pressure ulcers unless the
individual's clinical condition demonstrates that they
were unavoidable; and

(i) A resident with pressure ulcers receives necessary
treatment and services, consistent with professional
standards of practice, to promote healing, prevent
infection and prevent new ulcers from developing.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, resident and staff interviews,
record review, and facility policy review, the facility

failed to ensure a resident received the necessary
treatment and services to promote healing of a pressure
wound for one (1) of two (2) pressure wounds reviewed.
Resident #120

Findings Include:

Review of the facility policy titled “Clean Dressing
Change,” unrevised, revealed under “Guideline: It is
the policy of this center to provide wound care in a
manner to decrease the potential for infection and/or
cross contamination. Physician’s orders will specify
the type of dressing and frequency of changes.”

FO677
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Record review of Resident #120’s wound measurements
dated 2/4/26 revealed a Stage 3 pressure ulcer/injury

to the sacrum measuring 1.41 centimeters (cm) in
length, 1.24 centimeters (cm) in width, and 0.2
centimeters (cm) in depth.

An observation of Resident #120’s sacral wound care
with Registered Nurse (RN) #1 on 2/9/26 at 2:20 PM
revealed the resident did not have a dressing intact on
the wound, and the resident was wearing an incontinence
brief that was saturated with urine, with the wetness
indicator line turned blue.

Record review of Resident #120's Treatment
Administration Record revealed an order dated 9/5/25:
“Cleanse unstageable wound to sacrum with NS (normal
saline) or wound cleanser, pat dry, skin prep

periwound, apply calcium alginate Ag (silver) to wound
bed, and cover with foam dressing every day shift every
Mon (Monday), Wed (Wednesday), Fri (Friday) for wound
care.” Also revealed an order, “Cleanse unstageable
wound to sacrum with NS (normal saline) or wound
cleanser, pat dry, skin prep periwound, apply calcium
alginate Ag (silver) to wound bed, and cover with foam
dressing every 8 (eight) hours as needed if soiled or
dislodged,” with no indication the dressing was

replaced when this occurred for the month of February.

An interview with Resident #120 on 2/9/26 at 2:31 PM
revealed she had a bowel movement on Saturday night,
and when staff changed her brief, they decided it would
be best to remove the dressing because it was soiled.
She explained that she often went without dressing when
it became soiled and stated staff did not usually

replace it.

An interview with Registered Nurse (RN) #1 on 2/9/26 at
2:34 PM confirmed Resident #120’s wound did not have a
dressing. She revealed the resident had a physician

order to replace the dressing if it became soiled or
dislodged. RN #1 stated that if a dressing was not

intact, it could allow stool and urine to enter the

wound and become infected. She also stated urine could
cause the wound edges to become macerated and
deteriorate the wound.

Record review of the Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 12/12/25 revealed
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under Section M that Resident #120 had an unhealed
pressure ulcer documented as unstageable due to the
wound bed being covered in slough and/or eschar. Also
revealed under Section H, the resident was always
incontinent of urine and bowel.

An interview with the Director of Nursing on 2/9/25 at
2:41 PM revealed that her expectations were for staff
caring for Resident #120 to notify the nurse when the
wound dressing came off or was soiled to ensure the
wound received consistent treatment and healed without
complications.

Record review of the “Admission Record” revealed the
facility admitted Resident #120 on 1/13/25 with a
medical diagnosis including other complications of
amputation stump and irritable bowel syndrome.

Record review of the MDS with an ARD of 12/12/25
revealed under Section C a Brief Interview for Mental
Status (BIMS) summary score of 13, indicating Resident
#120 was cognitively intact.

Sufficient Nursing Staff
CFR(s): 483.35(a)(1)(2)
§483.35 Nursing Services.

The facility must have sufficient nursing staff with

the appropriate competencies and skills sets to provide
nursing and related services to assure resident safety
and attain or maintain the highest practicable

physical, mental, and psychosocial well-being of each
resident, as determined by resident assessments and
individual plans of care and considering the number,
acuity, and diagnoses of the facility's resident
population in accordance with the facility assessment
required at §483.71.

8483.35(a) Sufficient Staff.

8483.35(a)(1) The facility must provide services by
sufficient numbers of each of the following types of
personnel on a 24-hour basis to provide nursing care to
all residents in accordance with resident care plans:

(i) Except when waived under paragraph (f) of this
section, licensed nurses; and

FO0686
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(i) Other nursing personnel, including but not limited
to nurse aides.

8483.35(a)(2) Except when waived under paragraph (f) of
this section, the facility must designate a licensed
nurse to serve as a charge nurse on each tour of duty.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, resident and staff interviews,
record review, staffing schedule review, and Payroll
Based Journal (PBJ) staffing data report review, the
facility failed to provide sufficient nursing staff to
meet the needs of residents for six (6) of 119
residents and five (5) of 77 occupied rooms in the
facility. This resulted in delayed call light response
times, delayed toileting and incontinence care, and
delayed assistance with activities of daily living for
multiple residents, placing residents at risk for unmet
care needs, skin breakdown, falls, and decreased
quality of life. Resident #28, Resident #75, Resident
#94, Resident #103, Resident #116, and Resident #122.

Findings include:

The facility provided a statement on letterhead, signed
by the administrator which read, “It is the practice of
[Proper name of the facility]to assure that adequate
staffing is maintained to provide the necessary care
and services for each resident. Staffing expectations
are based on resident acuity and needs and may
fluctuate based on the center population as identified
in the facility assessment...”

Record review of the “PBJ Staffing Data Report”
revealed the facility triggered for excessively low
weekend staffing for the fourth quarter (July 1 —
September 30, 2025).

Record review of the “Center Assessment Tool” dated
6/18/25, revealed the facility identified a need for
13-15 licensed nursing staff providing direct care

daily and 25-35 nurse aides on average over a 24-hour
period.

Review of the posted “Daily Nurse Staffing Form” dated
2/8/26 revealed a resident census of 123 and the
following:
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Day Shift: 1 Registered Nurse, 5 Licensed Practical
Nurses, and 9 Certified Nurse Aides

Evening Shift: 1 Registered Nurse, 5 Licensed Practical
Nurses, and 7 Certified Nurse Aides

Night Shift: 1 Registered Nurse, 2 Licensed Practical
Nurses and 5 Certified Nurse Aides

Further review of the “Daily Nurse Staffing Form”
revealed the facility scheduled a total number of 21
nurse aides over a 24-hour period, which did not meet
the facility’s assessed need of 25-35 nurse aides, as
identified in the Center Assessment Tool dated 6/18/25.

An observation and interview on 2/8/26 at 2:40 PM with
Resident #103 revealed she was an obese female and
dependent on staff for her Activities of Daily Living
needs. She stated that sometimes she remained wet for
up to two hours before the aides changed her and
stated, "I have wet through my brief, gown, and bed pad
before." Resident #103 revealed that they needed more
aides to work on the halls and answer call lights. She
explained that when she pushed her call light, it takes
them sometimes two hours to come in and see what she
needed and voiced sometimes there was only one CNA
working an entire hall. She also revealed that she had

to wait over an hour for her call light to be answered

on average two to three times a week, and more commonly
on the 3PM to 11PM shift.

During initial tour on 2/8/2026 at 3:26 PM, Resident

#28 stated that staffing was noticeably short on
weekends and sometimes at night. He explained that on
Wednesday night he woke up at 2:30 AM and had soiled
his brief. He stated he pressed the call light and had

to wait 55 minutes for someone to come and change him.
He stated that he did report it to the nurse on duty.

An interview on 2/8/26 at 3:30 PM with Resident #75
revealed that it took a long time to get someone to
answer the call light. She explained that she did not

like to get up into the wheelchair because staff would
just leave her sitting in her room and would not answer
the call light when she wanted to lie down. Further
interview with a family member in the room revealed the
call light sounded on average for 30-45 minutes and he
frequently had to go get someone to answer the light.
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During initial tour on 2/8/26 at 3:43 PM, Resident #116
stated that weekend staffing was always short. He
further stated that they had to wait longer than usual
for help or to receive care. He stated that the staff
would apologize for the excessive wait, stating "we are
working short."

An observation of Resident #94’s room on 2/8/26 at 4:26
PM revealed call light had sounded for approximately 12
minutes. A Certified Nurse Aide (CNA) observed passing
ice and a nurse giving medications on the hall but
neither responded. Upon entry to the room the resident
stated she needed to be changed and was wet. Further
interview revealed she had waited up to an hour before
to be changed and guessed they (the facility) did not
have enough help.

An interview with Resident #122 on 2/8/26 at 5:30 PM
revealed call light response time was a big concern.
She stated some of the staff come and tell her, “It's
going to be awhile” and others just let her wait

without knowing. Resident #94 stated she had waited up
to an hour to be changed and revealed the incontinence
briefs cannot hold up long when it was wet.

An observation on A hall on 2/8/26 at 5:40 PM revealed
a nurse seated at the nurses’ station and another
standing at the medication cart while multiple call

lights were audibly sounding. Call lights were observed
sounding from rooms A2, A5, A6, A9, and A12 with no
staff response for approximately 15-20 minutes.

During an observation and interview with Licensed
Practical Nurse (LPN) #1 on 2/8/26 at 6:03 PM she
confirmed multiple resident call lights were sounding
and that she did not stop medication pass to address
the residents’ needs. She stated, "Everyone is
responsible for answering the call lights.” LPNs #1
revealed she was unsure how many aides were assigned to
A hall and since her shift began, she had only seen one
aide working. She revealed that when call lights go
unanswered the residents get delayed care and they
might decide to get up by themselves and fall.

An observation and interview with Certified Nurse Aide
(CNA) #7 on 2/8/26 at 6:07 PM confirmed she was working
A hall and was aware of multiple call lights sounding
stating "I've seen them." She revealed that she was in

a room and was unsure where the other aide was that had
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answered in a timely manner stating, "Anything could
happen to them (the resident)."

An interview with CNA #5 on 2/9/26 at 12:15 PM
confirmed that she worked day shift and weekends. She
revealed today she had the split section of A hall and
revealed it was difficult to keep track of the call

lights with two halls. CNA #5 confirmed that the
residents had complained about the slow call light
response time and revealed it was hard to stop caring
for one resident to answer another call light. CNA #5
revealed she had 16 residents to care for today, but
the total changed depending on what hall they were
working. She revealed call ins were the issue on the
weekends, and the facility tried to find replacements,
but nobody wants to work on the weekends.

An interview with CNA #4 on 2/9/26 at 12:20 PM revealed
she worked day shift and weekends. She revealed call

ins were the issue on the weekends and stated they (the
aides) had worked with one aide to an entire hall

before. She stated when that happens the medication
cart nurse will come help them when they finish passing
medications.

An interview with CNA #6 on 2/10/26 at 10:25 AM
revealed they were always short staff on the weekends
due to call ins. She stated they have worked one aide
to an entire hall before which would mean they were
responsible for 28-30 residents. She explained they
were responsible for getting the residents up, bathing,
dressing, changing, toileting, turning, answering call
lights, passing trays and assisting the residents with
meals. She revealed the nurses do help when they can,
but it can be overwhelming to know you have eight (8)
hours to get the job done.

An interview with the Workforce Manager Coordinator
(WMC) on 2/10/26 at 11:05 AM revealed she was
responsible for scheduling the aides and the Director

of Nursing scheduled the nurses. She explained that she
used a template provided by corporate to determine
staffing numbers based on the census and by considering
the acuity of the residents. The WMC revealed she
scheduled enough staff for the weekends and call ins
were the problem. She explained they have on call
nurses that take call from Friday until Monday and were
responsible for calling around to find staff when
someone called in.
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During an interview on 2/10/26 at 11:42 AM, the
Administrator (ADM) stated he was aware the facility
had dropped below the expected staffing hours per
patient day (PPD) on several days. He stated the
facility was actively attempting to recruit staff and

was offering bonuses and shift differentials to
employees. The Administrator acknowledged call light
response time was a concern and stated his expectation
was that any staff member could answer a resident call
light. He further acknowledged this had resulted in
delays in care and unmet care needs for the residents.

On 2/10/26 at 2:50 PM, during an interview with CNA #3,
she stated the facility has had issues in the past with
CNA call-ins on the weekends. She reported that staff
have been asked to work double shifts to cover staffing
shortages. CNA #3 further stated that a significant

issue was that nurses do not assist with call lights.

She explained that staff may be in a resident room
providing care while a call light was sounding, and

when they exit the room, a nurse may be sitting at the
nurse’s station who could have answered the call light.
CNA #3 stated that care would go much better if staff
worked together as a team and believed residents would
be happier if call lights were answered timely. Record
review of the “Admission Record” revealed the facility
admitted Resident #28 on 11/20/25 with medical
diagnosis that included Unspecified Sequelae of
Cerebral Infarction.

Record review of the Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 12/18/25 revealed
under section C, a Brief Interview for Mental Status
(BIMS) score of 12, indicating Resident #28 was
moderately cognitively impaired.

Record review of the “Admission Record” revealed the
facility admitted Resident #75 on 2/7/25 with medical
diagnosis that included Pancytopenia.

Record review of the MDS with an ARD of 12/22/25
revealed under section C, a BIMS score of 9, indicating
Resident #75 was moderately cognitively impaired.

Record review of the “Admission Record” revealed the
facility admitted Resident #94 on 9/11/23 with medical
diagnosis that included Hemiplegia and Hemiparesis

following Cerebral Infarction affecting Right Dominant
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Record review of the MDS with an ARD of 12/5/25
revealed under section C, BIMS score of 15, indicating
Resident #94 was cognitively intact.

Record review of the “Admission Record” revealed the
facility admitted Resident #103 on 6/3/24 with medical
diagnosis that included Chronic Venous Hypertension
with Ulcer of Right Lower Extremity.

Record review of the MDS with an ARD of 12/4/25
revealed under section C, BIMS score of 15, indicating
Resident #103 was cognitively intact.

Record review of the “Admission Record” revealed the
facility admitted Resident #116 on 5/24/25 with medical
diagnosis that included Alcoholic Cirrhosis of Liver
without Ascites.

Record review of the MDS with an ARD of 1/2/26 revealed
under section C, BIMS score of 14, indicating Resident
#116 was cognitively intact.

Record review of the “Admission Record” revealed the
facility admitted Resident #122 on 11/11/24 with
medical diagnosis that included Chronic Obstructive
Pulmonary Disease.

Record review of the MDS with an ARD of 2/2/26 revealed
under section C, BIMS score of 14, indicating Resident
#122 was cognitively intact.

FO761 Label/Store Drugs and Biologicals FO761

SS=E
CFR(s): 483.45(g)(h)(1)(2)

8483.45(g) Labeling of Drugs and Biologicals

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the appropriate
accessory and cautionary instructions, and the
expiration date when applicable.

8483.45(h) Storage of Drugs and Biologicals
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8483.45(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
policy review, the facility failed to ensure medication
carts were secured to prevent unauthorized access for
two (2) of five (5) medication carts observed (A Wing
and E Wing).

Findings include:

Review of the facility policy titled, “(Proper Name)
PharMedCo, Inc. Policies and Procedures,” revised
04/22, states, “It is the responsibility of the

facility to keep the medication cart locked and secure
at all times when not in use...”

During an observation on 2/08/26 at 2:43 PM, the
medication cart on E Wing was observed unlocked and
unattended. Licensed Practical Nurse (LPN) #2 stated
she walked down the hall to administer a medication and
forgot to lock the cart. She stated the cart should

always be secured when she leaves it.

During an observation on 2/08/26 at 3:55 PM, the
medication cart on A Wing was observed unlocked and
unattended. LPN #1 stated she walked down the hall and
forgot to lock the medication cart. She stated the cart
should always be secured when not in use.

On 2/09/26 at 2:45 PM, an interview was conducted with
the Director of Nursing (DON), who stated medication
carts should never be left unlocked. She stated staff

FO761
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FO761 Continued from page 20 FO761
SS=E are aware carts must remain locked when not in use and
she planned to provide education regarding proper
medication storage.

F0810 Assistive Devices - Eating Equipment/Utensils F0810

SS=D
CFR(s): 483.60(g)

8483.60(g) Assistive devices

The facility must provide special eating equipment and
utensils for residents who need them and appropriate
assistance to ensure that the resident can use the
assistive devices when consuming meals and snacks.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, resident and staff interview,
record review, and facility policy review, the facility
failed to ensure a resident was provided with the
required adaptive equipment during meals for one (1) of
four (4) residents reviewed for dining. Resident #33

.Findings Include:

Review of the facility policy titled “Assistive

Devices” revealed under, “Policy statement: Assistive
devices/utensils will be provided as identified in the
individualized plan of care to maintain or improve a
resident’s/patient’s ability to eat or drink
independently”

An interview with Resident #33 on 2/8/26 at 4:10 PM
revealed the resident required a divided plate to feed
himself independently. The resident stated he did not
always receive the divided plate with meals and further
stated that when the divided plate was not provided, he
was unable to feed himself using utensils.

An observation of Resident #33’s breakfast meal on
2/9/26 at 8:24 AM revealed the resident received
oatmeal, a sausage patty, and a piece of toast served
on a regular plate.

Record review of Resident #33's breakfast tray card
revealed the resident was to receive a divided plate
with meals.

An observation and interview with Licensed Practical
Nurse (LPN) #3 on 2/9/26 at 8:28 AM revealed that if a
divided plate was listed on the meal ticket, it should

be provided with the meal. LPN #3 confirmed Resident
#33 did not have a divided plate and stated the
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F0810 Continued from page 21 F0810
SS=D resident required it to eat independently.

An interview with the Administrator on 2/10/26 at 2:44
PM revealed the facility was out of divided plates and
had to borrow some from another facility.

An interview with the Dietary Manager on 2/10/26 at
2:50 PM revealed dietary staff were responsible for
checking the tray line to ensure adaptive equipment was
provided.

Record review of the “Admission Record” revealed the
facility admitted Resident #33 on 7/30/24 with a
medical diagnosis including Friedreich Ataxia.

Record review of the Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 11/13/25 revealed
under Section C, a Brief Interview for Mental Status
(BIMS) summary score of 15, indicating Resident #33 was
cognitively intact.

F0851 Payroll Based Journal F0851

SS=F
CFR(s): 483.70(p)(1)-(5)

8483.70(p) Mandatory submission of staffing information
based on payroll data in a uniform format.

Long-term care facilities must electronically submit to
CMS complete and accurate direct care staffing
information, including information for agency and
contract staff, based on payroll and other verifiable
and auditable data in a uniform format according to
specifications established by CMS.

8483.70(p)(1) Direct Care Staff.

Direct Care Staff are those individuals who, through
interpersonal contact with residents or resident care
management, provide care and services to allow
residents to attain or maintain the highest practicable
physical, mental, and psychosocial well-being. Direct
care staff does not include individuals whose primary
duty is maintaining the physical environment of the
long term care facility (for example, housekeeping).

§483.70(p)(2) Submission requirements.
The facility must electronically submit to CMS complete

and accurate direct care staffing information,
including the following:
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(i) The category of work for each person on direct care
staff (including, but not limited to, whether the
individual is a registered nurse, licensed practical
nurse, licensed vocational nurse, certified nursing
assistant, therapist, or other type of medical

personnel as specified by CMS);

(i) Resident census data; and

(iii) Information on direct care staff turnover and
tenure, and on the hours of care provided by each
category of staff per resident per day (including, but
not limited to, start date, end date (as applicable),
and hours worked for each individual).

8483.70(p)(3) Distinguishing employee from agency and
contract staff. When reporting information about direct
care staff, the facility must specify whether the
individual is an employee of the facility, or is

engaged by the facility under contract or through an
agency.

8483.70(p)(4) Data format.

The facility must submit direct care staffing
information in the uniform format specified by CMS.

§483.70(p)(5) Submission schedule.

The facility must submit direct care staffing
information on the schedule specified by CMS, but no
less frequently than quarterly.

This REQUIREMENT is NOT MET as evidenced by:

Based on staff interviews, record review, Payroll-Based
Journal (PBJ) staffing data report review, and facility
policy review, the facility failed to accurately submit
staffing data into the PBJ system, in accordance with
CMS (Centers for Medicare and Medicaid Services)
reporting requirements, for one (1) of four (4)

quarters reviewed (Fourth Quarter 2025, July 1 —
September 30, 2025).

Findings Include:

Review of the facility policy titled “Payroll Based
Journal Entry Submission,” unrevised, revealed under
“Policy: CMS (Centers for Medicare and Medicaid
Services) regulations for Payroll Based Journal (PBJ)
entries submission are adhered to.”

F0851
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F0851 Continued from page 23 F0851
SS=F
Record review of the “PBJ Staffing Data Report”
revealed the facility submitted excessively low weekend
staffing for the fourth quarter (July — September

2025).

An interview with the Workforce Manager Coordinator
(WMC) on 2/10/26 at 11:05 AM revealed she was
responsible for scheduling the certified nurse aides
(CNAs). She explained that the facility had CNAs who
transported dialysis residents on Saturdays and, after
returning to the facility, worked on the floor helping

to give baths, answer call lights, pass meal trays, and
feed residents. The WMC stated those hours were not
captured during the 4th quarter due to an inability to
change the role from van driver to CNA in the payroll
system. She confirmed the PBJ would not have been
accurate for the 4th quarter of 2025.

An interview with the Administrator on 2/10/26 at 11:42
AM revealed the PBJ was submitted through the corporate
office. He stated the Director of Nursing, Assistant
Director of Nursing, and the Discharge Care Coordinator
were salaried employees, and during the 4th quarter,

the facility was unable to make changes to the payroll
system to capture direct care hours worked on the
weekends. He stated that during that time the Discharge
Care Coordinator was working many weekends as the RN
supervisor. He confirmed he was aware the PBJ was not
accurate for that quarter.

F0880 Infection Prevention & Control F0880

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

8483.80 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.

8483.80(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,
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F0880 Continued from page 24 F0880
SS=D volunteers, visitors, and other individuals providing
services under a contractual arrangement based upon the
facility assessment conducted according to §483.71 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;

(i) When and to whom possible incidents of
communicable disease or infections should be reported,;

(iii) Standard and transmission-based precautions to be
followed to prevent spread of infections;

(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation, depending
upon the infectious agent or organism involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility must
prohibit employees with a communicable disease or
infected skin lesions from direct 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.

8§483.80(e) Linens.

Personnel must handle, store, process, and transport

linens so as to prevent the spread of infection.

8483.80(f) Annual review.
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F0880 Continued from page 25 F0880
SS=D
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, interview, record review and
facility policy review the facility failed to utilize
enhanced barrier precautions while providing care for
two (2) of five (5) care areas observed. Resident #5
and Resident #120.

Findings Include:

Review of the undated facility "Infection Control

Guide" revealed that "EBP refers to the expanded use of
PPE (Personal Protective Equipment) and refers to the
use of gowns and gloves during high-contact resident
care activities that provide opportunities for transfer

of MDRO's (Multidrug-Resistant Organism) to staff hands
and clothing....Nursing home residents with wounds and
indwelling medical devices are at especially high risk

of both acquisition of and colonization with MDRO's.
The use of gowns and gloves for high-contact residents
is indicated when Contact Precautions do not otherwise
apply, for nursing home residents with wounds/or
indwelling medical devices........ "

An interview on 02/09/26 at 2:35 PM with Registered

Nurse (RN) #1, revealed that Resident #5 had a
Percutaneous Endoscopic Gastrostomy (PEG) tube that was
used to administer hydration flushes and used for

enteral feedings if he didn't eat a certain amount of

his meals. She revealed that his PEG tube site care was
ordered to be completed every day.

An observation on 02/09/26 at 2:45 PM with RN #1
revealed that she performed Resident #5's PEG tube site
care and failed to utilize Enhanced Barrier Precautions
(EBP). She donned gloves but did not wear a gown while
providing the care.

An interview on 02/10/26 at 2:10 PM with RN #1 revealed
that she had been trained on Enhanced Barrier and that
the purpose was to protect the resident from germs or
bacteria she might be carrying. She also confirmed that
she did not wear a gown while providing PEG tube care
with Resident #5 and stated she forgot to put one on.

During an interview on 02/10/26 at 2:20 PM with
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Continued from page 26

Infection Preventionist, she revealed that she expected
the staff to utilize EBP while providing wound care and
while providing care to residents with indwelling
devices. She revealed that the purpose of utilizing
Enhanced Barrier Precautions, was to protect the
resident by preventing the staff from passing germs or
bacteria to the resident which might cause infection.

Record review of Resident #5's "Admission Record"
revealed the most recent admission date of 10/27/25
with diagnoses that included Anoxic Brain Damage and
Dysphagia.

Record review of Resident #5's "Treatment

Administration Record" revealed an order dated 10/27/25
to "Cleanse peg tube insertion site with NS (normal
saline)/dermal wound cleanser and apply drainage sponge
every day shift..." RN #1 signed that she completed the
task on 02/09/26.

Resident #120

Record review of Resident #120’s wound measurements
dated 2/4/26 revealed a Stage 3 pressure ulcer/injury

to the sacrum measuring 1.41 centimeters (cm) in
length, 1.24 centimeters (cm) in width, and 0.2
centimeters (cm) in depth.

Record review of Resident #120's Treatment
Administration Record revealed an order dated 9/5/25:
“Cleanse unstageable wound to sacrum with NS (normal
saline) or wound cleanser, pat dry, skin prep peri

wound, apply calcium alginate Ag (silver) to wound bed,
and cover with foam dressing every day shift every Mon
(Monday), Wed (Wednesday), Fri (Friday) for wound
care.”

On 2/9/26 at 2:20 PM, during an observation of Resident
#120's sacral wound care with Registered Nurse (RN) #1,
the nurse performed treatment to the wound without
application of a gown for Enhanced Barrier Precautions
(EBP).

An interview with Registered Nurse #1 on 2/10/26 at
2:02 PM confirmed she did not wear a gown for Resident
#120's wound care. She stated the purpose of the
precautions was to protect the resident from infections
and explained that she had been trained on the
precautions but forgot to apply the gown.

An interview with the Director of Nursing on 2/10/26 at

F0880
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2:24 PM confirmed her expectations were for the staff
to practice Enhanced Barrier Precautions for the
residents with chronic wounds to prevent the spread of
infection.

Record review of the “Admission Record” revealed the
facility admitted Resident #120 on 1/13/25 with a
medical diagnosis including other Complications of
Amputation Stump.

Record review of the Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 12/12/25 revealed
under Section C, a Brief Interview for Mental Status
(BIMS) summary score of 13, indicating Resident #120
was cognitively intact.
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