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INITIAL COMMENTS

The State Agency (SA) conducted an annual
recertification survey and Complaint Investigation
(CI) MS #2980096 at the facility from 05/18/26
through 05/21/26. The SA investigated Cl # 2980096
for quality of care, nutrition and weight loss. There
was no citation related to the complaint
investigation. During the annual recertification
survey, the SA determined the facility was not in
compliance with the requirements of participation in
Medicare and Medicaid and cited F628, F656, F558,
F657, F684, and F695.

The facility held a license for 120 beds and had a
current census of 100.

Discharge Process

CFR(s): 483.15(c)(2)(iii)(3)-(6)(8)(d)(1)(2); 483.21(c)(2)
8483.15(c)(2) Documentation.

When the facility transfers or discharges a resident
under any of the circumstances specified in
paragraphs (c)(1)(i)(A) through (F) of this section, the
facility must ensure that the transfer or discharge is
documented in the resident's medical record and
appropriate information is communicated to the
receiving health care institution or provider.

(iii) Information provided to the receiving provider
must include a minimum of the following:

(A) Contact information of the practitioner
responsible for the care of the resident.

(B) Resident representative information including
contact information

(C) Advance Directive information

(D) All special instructions or precautions for
ongoing care, as appropriate.

(E) Comprehensive care plan goals;

(F) All other necessary information, including a copy

F0000

F0628

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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of the resident's discharge summary, consistent
with §483.21(c)(2) as applicable, and any other
documentation, as applicable, to ensure a safe and
effective transition of care.

8483.15(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.

(ii) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would be
endangered under paragraph (c)(1)(i)(C) of this
section;

(B) The health of individuals in the facility would be
endangered, under paragraph (c)(1)(i)(D) of this
section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge, under
paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is required
by the resident's urgent medical needs, under
paragraph (c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30
days.
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§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 advocacy of
individuals with a mental disorder established under
the Protection and Advocacy for Mentally Il
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
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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).

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

(ii) 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.

§483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident
must have a discharge summary that includes, but is
not limited to, the following:

(i) A recapitulation of the resident's stay that
includes, but is not limited to, diagnoses, course of
illness/treatment or therapy, and pertinent lab,
radiology, and consultation results.

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

include items in paragraph (b)(1) of §483.20, at the
time of the discharge that is available for release to
authorized persons and agencies, with the consent

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHngggECEE\E/ES\?&IE%NT%H%%LD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) APPROPRIATE DEFICIENCY) DATE
F0628 Continued from page 3 F0628
SS=E notification prior to the impending closure to the

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

Event ID: 232222-H1

Facility ID: 12AC

If continuation sheet Page 4 of 22




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

PRINTED: 05/29/2026

FORM APPROVED

OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS A. BUILDING 05/21/2026
255288
B. WING

NAME OF PROVIDER OR SUPPLIER
DIVERSICARE OF QUITMAN

STREET ADDRESS, CITY, STATE, ZIP CODE
191 HIGHWAY 511 EAST , QUITMAN, Mississippi, 39355

(X4) ID
PREFIX
TAG

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

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

ID
PREFIX
TAG

(X5)
COMPLETION
DATE

F0628
SS=E

Continued from page 4
of the resident or resident's representative.

(iii) Reconciliation of all pre-discharge medications
with the resident's post-discharge medications (both
prescribed and over-the-counter).

This REQUIREMENT is NOT MET as evidenced by:

Based on interviews, record review, and facility
policy review, the facility failed to ensure residents
and their resident representatives (RRs) received
written notice of hospital transfers, including the
reason for the transfer, in a language and manner
they could understand for three (3) of four (4)
residents reviewed for discharges and
hospitalization. Resident #1, Resident #3, and
Resident #98.

Findings include:

A review of the facility’s policy, “Transfer and
Discharge,” dated 11/1/2016, revealed, “...(Proper
Name of Facility) shall permit each Resident to
remain at the Center, and not transfer or discharge
the Resident from the Center except in accordance
with Federal and State laws...Procedure...Notice
Requirements 4. Before (Proper Name of Facility)
transfers or discharges the Resident, it shall notify
the Resident and the Resident’'s Representative of
the basis for the or discharge in a language and
manner they understand...5....Notice may be made as
soon as practicable before a transfer or discharge
when...An immediate transfer is required by the
Resident’s urgent medical needs...”

Resident #1

A record review of the “Admission Record” revealed
the facility admitted Resident #1 on 3/20/2026 with
current diagnoses including Diabetes Mellitus.

A record review of the Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date (ARD) of
4/24/26 revealed Resident #1 had a Brief Interview
for Mental Status (BIMS) score of 15, which indicated
the resident was cognitively intact.

Arecord review of the “Progress Notes” revealed
Resident #1 was transferred to the hospital on
2/12/26, 3/15/26, 4/10/26, 4/19/26, and 5/10/26.

A review of Resident #1's medical record revealed
there was no documentation indicating the resident
or the RR received written notification of the
transfers that occurred on 2/12/26, 3/15/26,
4/10/26, 4/18/26, and 5/10/26.
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On 5/20/26 at 8:00 AM, during an interview with the
RR for Resident #1, she reported she received
telephone notification regarding the hospital
transfers but did not receive written notification
explaining the reason for the transfers.

Resident #3

Arecord review of the “Admission Record” for
revealed the facility admitted Resident #3 on 1/15/26
and she had current diagnoses including Diabetes
Mellitus.

A record review of the Quarterly MDS with an ARD
of 4/22/26 revealed Resident #3 had a BIMS score
of 15, which indicated the resident was cognitively
intact.

A record review of the “Progress Notes” revealed
Resident #3 was transferred to the hospital on
12/1/25, 12/19/25, and 12/25/25.

A review of Resident #3's medical record revealed
there was no documentation indicating the resident
or the RR received written notification of the
transfers that occurred on 12/1/25, 12/19/25, and
12/25/25.

On 5/20/26 at 9:35 AM, during an interview with the
RR for Resident #3, the representative explained that
she had been notified by phone each time the
resident was transferred, but she did not receive any
type of written notification explaining the reason for
the transfers.

Resident #98

Arecord review of the “Admission Record” revealed
the facility admitted Resident #98 on 4/1/26 and he
had current diagnoses including Hemiplegia and
Hemiparesis Following Cerebral Infarction.

Arecord review of the Comprehensive MDS with an
ARD of 4/8/26 revealed Resident #98 had a BIMS
score of 9, which indicated the resident’s cognition
was moderately impaired.

A record review of the “Progress Notes” revealed
Resident #98 was transferred to the hospital on
5/2/26.

A review of Resident #98's medical record revealed

there was no documentation indicating the resident

or the RR received written notification of the transfer
that occurred on 5/2/26.
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On 5/20/26 at 8:57 AM, during an interview with the
Business Office Manager (BOM), she reported she
was responsible for sending bed-hold letters to
families but was not responsible for sending written
notifications explaining the reason residents were
transferred to the hospital.

On 5/20/26 at 9:29 AM, during an interview with the
Social Services Director (SSD), she reported she was
unaware she was responsible for sending written
notifications to resident representatives explaining
the reason for hospital transfers. The SSD explained
she routinely sent notifications to the Ombudsman
regarding hospital transfers and discharges.

On 5/20/26 at 11:00 AM, during an interview with
the RR for Resident #98, she stated she had not
received any type of written notification explaining
the reason for the resident'’s transfer to the hospital.
She said that she was notified by phone on the day
he was transferred and was told the reason for the
transfer at that time.

On 5/20/26 at 1:30 PM, during an interview with the
Director of Nursing (DON), she reported the facility
was expected to provide written notification to
resident representatives when residents were
transferred to the hospital. The DON confirmed there
was no documentation indicating that written
notifications of transfers were provided for Resident
#1, Resident #3, or Resident #98.

On 5/20/26 at 1:44 PM, during an interview with the
Administrator, she reported staff were expected to
follow the facility transfer notification policy and
ensure resident representatives received written
notification of hospital transfers.

Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)(3)
8483.21(b) Comprehensive Care Plans

8483.21(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 8483.10(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 -

() The services that are to be furnished to attain or
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mental, and psychosocial well-being as required
under 8483.24, 8483.25 or §483.40; and

(i) Any services that would otherwise be required
under 8483.24, 8483.25 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.

§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, interview, record review, and
facility policy review, the facility failed to timely
develop a comprehensive care plan with
interventions related to an indwelling catheter
placement for one (1) of (20) sampled residents
reviewed for care planning. Resident #92.

Findings include:

A review of the facility’s policy, “Care Plans,” dated
10/2025, revealed, “...Care plans will be developed
for all patients and residents...Care plans are
developed by the interdisciplinary team...”

A record review of the “Care Plan Report” revealed
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resident has...Foley Catheter RT (related to)
Obstructive Uropathy and Reflux Uropathy” initiated
on 5/4/26. The care plan included multiple
interventions related to catheter care and monitoring,
all initiated on 5/4/26.

A record review of Section H of the “Discharge —
Return Anticipated” Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 2/21/26
revealed Resident #92 did not have an indwelling
catheter when discharged from the facility to an
acute care hospital.

A record review of the “Discharge Summary” from
the acute care hospital, dated 2/25/26, revealed
Resident #92 had instructions for “...Foley (indwelling
catheter) being kept in place for discharge...”

A record review of the facility’s “Progress Note,”
dated 2/26/26, revealed Resident #92 returned to the
facility from the acute care hospital and included,
“Resident with Foley catheter in place...”

Arecord review of Resident #92's medical record
revealed there was no documentation of physician
orders related to indwelling catheter care or
monitoring from the resident’s return to the facility
on 2/26/26 until 5/8/26, approximately ten (10)
weeks after returning to the facility.

A record review of the “Order Summary Report”
revealed Resident #92 had Physician’s Orders, dated
5/4/26 for a Foley catheter.

Arecord review of the May 2026 “Treatment
Administration Record” revealed indwelling catheter
care for Resident #92 was initiated on 5/4/26. This
was the first documentation identified related to
catheter care, monitoring, or placement since
Resident #92 returned to the facility on 2/26/26.

On 5/21/26 at 10:40 AM, during an interview with
the Director of Nursing (DON), she confirmed
Resident #92 did not have a Foley (indwelling
catheter) prior to hospitalization and the catheter
was placed during the resident’s February 2026
hospital stay. The DON confirmed a care plan related
to the indwelling catheter was not developed until
5/4/26 despite the resident returning to the facility
on 2/26/26 with the catheter in place and it had
remained in place. The DON stated her expectation
was for staff to develop care plans timely.

On 5/21/26 at 2:30 PM, during an interview with the
Administrator, she stated her expectation was for
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care plans to be developed timely to reflect the
resident’s current condition.

Arecord review of the “Admission Record” revealed
the facility admitted Resident #92 on 5/17/21 with
diagnoses including Obstructive Uropathy and
Reflux Uropathy. The record further revealed an
onset date of 5/4/26 for the diagnoses.

A record review of the Quarterly MDS with an ARD
of 5/18/26 revealed Resident #92 had a Brief
Interview for Mental Status (BIMS) score of (15),
which indicated the resident was cognitively intact.

Reasonable Accommodations Needs/Preferences
CFR(s): 483.10(e)(3)

8483.10(e)(3) The right to reside and receive services
in the facility with reasonable accommodation of
resident needs and preferences except when to do
so would endanger the health or safety of the
resident or other residents.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interviews, record review, and
facility policy review, the facility failed to ensure a
resident’s call light remained accessible and within
reach for one (1) of (20) sampled residents reviewed
for call light accessibility. Resident #77.

Findings include:

A review of the facility’s policy, “Nurse Call Policy,”
dated 9/1/2014, revealed, “...Guidelines...2. Each cord
needs to be visible and reachable by the resident
which it operates for...4. Any component that does

not function should be repaired as soon as

practically feasible...”

Arecord review of the “Admission Record” revealed
the facility admitted Resident #77 on 1/18/24 with
diagnoses including Dementia.

Arecord review of the Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date (ARD) of
4/8/26 revealed Resident #77 had a Brief Interview
for Mental Status (BIMS) score of (13), which
indicated the resident was cogpnitively intact.

On 5/18/26 at 11:51 AM, during an observation and
interview, Resident #77’s call light string was
observed out of the resident’s reach. Resident #77
stated the string was out of reach and she would not
have been able to call for assistance if needed. The
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call light system required the resident to pull the
string to activate the call light outside the resident’s
room and at the nurses’ station.

On 5/18/26 at 12:04 PM, during an observation and
interview, Certified Nursing Assistant (CNA) #1
entered Resident #77's room and picked the call
light string up from the floor. The call light string did
not have a clip attached to the end. CNA #1
explained the clip must have fallen off and without a
clip, the call light string would not attach to the
resident’s clothing or bedding. CNA #1 reported the
string may have fallen out of reach while she was
adjusting the bed. She was unable to recall how
long the clip had been missing from the call light
string. There was no clip visible on the floor or near
the bed.

On 5/20/26 at 2:34 PM, during an interview, CNA #2
stated staff were trained to ensure residents’ call
lights remained within reach when exiting resident
rooms and to ensure resident needs were addressed
prior to leaving the room.

On 5/21/26 at 11:04 AM, during an interview, the
Director of Nursing (DON) stated nursing staff were
responsible for reporting equipment concerns to
maintenance and could submit requests through the
Technology for Equipment and Life Safety (TELS)
work order system in the electronic health record.

On 5/21/26 at 11:35 AM, during an interview, the
Housekeeping/Maintenance Director (HM) #1 stated
call light systems were checked monthly, and staff
could submit maintenance requests verbally or
through the TELS system. HM #1 stated no
maintenance request had been verbally received or
received in TELS regarding repair of Resident #77’s
call light and explained that maintenance requests
submitted through the TELS system generated
immediate notifications to his cellular phone.

On 5/21/26 at 2:37 PM, during an interview, the
Administrator stated staff were expected to report
maintenance concerns through the appropriate
process and ensure Resident #77’s call light clip
was replaced. The Administrator stated staff should
have monitored Resident #77 more frequently until
the call light clip was repaired.

Care Plan Timing and Revision
CFR(s): 483.21(b)(2)(i)-(iii)

8483.21(b) Comprehensive Care Plans
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(i) Developed within 7 days after completion of the
comprehensive assessment.

(i) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the resident.
(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of the
resident and the resident's representative(s). An
explanation must be included in a resident's medical
record if the participation of the resident and their
resident representative is determined not practicable
for the development of the resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs or
as requested by the resident.

(iilReviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review assessments.

This REQUIREMENT is NOT MET as evidenced by:

Based on staff interview, record review, and facility
guideline review, the facility failed to revise the
comprehensive care plan to reflect Resident #29's
current diabetic management orders and
interventions for one (1) of (20) sampled residents
reviewed for care plans. Resident #29.

Findings include:

A review of the facility’s “Care Plans” guideline,
dated 10/2025, revealed, “...Care plans are
developed...and revised as needed according to
resident and patient status or change.”

A record review of the “Care Plan Report” revealed
Resident #29 had a focus area for “Alteration in
Blood Glucose due to: Hyperglycemic Episodes, DX
OF TYPE 2 DIABETES MELLITUS,” initiated on
3/15/24 and revised on 6/26/24. Further review
revealed interventions including “ACCU Checks
PRN,” “accuchecks bid. Notify provider if BG is less
than 70 and greater than 450 mg/dL two times a day
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BG 70 and >400.” A comparison of the care plan
interventions to the active physician orders revealed
Resident #29 did not have physician orders for
accuchecks as needed (PRN) or accuchecks twice
daily (BID). A comparison further revealed the care
plan contained conflicting blood sugar notification
parameters of greater than 450 mg/dL and greater
than 400; however, the active physician orders did
not contain instructions regarding when nursing staff
should notify the physician or nurse practitioner for
abnormal blood sugar results. Further review
revealed care plan interventions including
“ADMINISTER GLUCAGON INJECTION AS
ORDERED,” “Glucagon HCI Injection Solution
Reconstituted 1 MG (Glucagon HCI) Inject 1 mg
intramuscularly as needed for hypoglycemia give if
BG is less than 70 and unresponsive,” and “Gvoke
HypoPen 1-Pack Subcutaneous Solution
Auto-injector 1 MG/0.2ML (Glucagon) Inject 1
application subcutaneously as needed for
Hypoglycemia / Unresponsive.” A comparison of the
care plan interventions to the active physician
orders revealed the active physician order for Gvoke
did not contain blood sugar parameters, symptom
parameters, or instructions indicating the resident
should be unresponsive prior to administration. A
record review further revealed interventions directing
staff to observe for signs and symptoms of high and
low blood sugar and report signs and symptoms of
advanced hypoglycemia to nursing and the
physician, however there was no documentation in
the medical record indicating this was being done.

Arecord review of the “Order Summary Report”
revealed Resident #29 had physician orders dated
3/2/26 related to Type 2 Diabetes Mellitus for
NovoLOG FlexPen Subcutaneous Solution
Pen-injector 100 units/mL (Insulin Aspart) with blood
sugar (BS) checks three (3) times daily, Dapagliflozin
Propanediol Oral Tablet 10 milligrams (mg) daily, and
Lantus Subcutaneous Solution 100 units/milliliter
(mL) inject 70 units subcutaneously daily. Further
review revealed Resident #29 had a physician order
dated 3/2/26 for Gvoke PFS Subcutaneous Solution
Prefilled Syringe 1 mg/0.2 mL (Glucagon), to inject
one (1) syringe subcutaneously as needed for
hypoglycemia related to Type 2 Diabetes Mellitus
with Diabetic Neuropathy.

A review of Resident #29's medical record revealed
there was no documentation indicating staff were
observing Resident #29 for signs and symptoms of
high and low blood sugar and reporting signs and
symptoms of advanced hypoglycemia to nursing and
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the physician.

On 5/20/26 at 1:30 PM, during an interview with
Registered Nurse (RN) #1/Minimum Data Set (MDS)
and care plan nurse, she stated she was responsible
for revising resident care plans. RN #1 reviewed
Resident #29's care plan regarding alteration in
blood glucose and the current physician orders and
confirmed the care plan had not been revised to
reflect the resident’s current physician orders. RN

#1 stated she had been reviewing resident care plans
and comparing them to physician orders but had not
yet reviewed Resident #29's care plan. RN #1
confirmed a nurse administering medications would
not have been able to accurately follow the care plan
because the care plan contained conflicting
instructions.

On 5/20/26 at 2:00 PM, during an interview and
record review with the Director of Nursing (DON),
she reviewed Resident #29's physician orders and
care plan and confirmed the care plan was not
accurate and had not been revised to reflect the
resident’s current physician orders. The DON stated
the nurses would have been unable to follow the
care plan because it contained conflicting
parameters and orders that were no longer active.

On 5/20/26 at 4:30 PM, during a phone interview
with Licensed Practical Nurse (LPN) #1, she stated
she did not review Resident #29's care plan before,
during, or after administration of glucagon on
5/19/26 because she was focused on the resident’s
condition and satisfied with the resident’s response
after the glucagon administration.

A record review of the “Admission Record” revealed
the facility admitted Resident #29 on 1/19/25 with
diagnoses including Diabetes Mellitus (DM).

A record review of the Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date (ARD) of
3/31/26 revealed Resident #29 had a Brief Interview
for Mental Status (BIMS) score of fifteen (15), which
indicated the resident was cognitively intact.

Quality of Care

CFR(s): 483.25

§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to facility

residents. Based on the comprehensive assessment
of a resident, the facility must ensure that residents
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receive treatment and care in accordance with
professional standards of practice, the
comprehensive person-centered care plan, and the
residents' choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and facility policy
review, the facility failed to provide treatment and
services according to professional standards of
practice by failing to monitor, assess, and provide
appropriate follow-up for abnormal blood sugar
results, insulin holds/refusals, and glucagon
administration for Resident #29 and by failing to
timely implement physician orders related to
indwelling catheter management for Resident #92 for
two (2) of (20) sampled residents reviewed for
treatment and services.

Findings include:

A review of the facility’s policy, “Medication
Administration,” dated 7/2023, revealed, “...Policy:
Medications are administered as prescribed, in
accordance with good nursing principles and
practices...Procedure...When PRN medications are
administered, the following documentation is
provided...Complaints or symptoms for which the
medication was given...If a dose of regularly
scheduled medication is withheld, refused...An
explanatory note is entered on the reverse side of
the record provided for PRN (as needed)
documentation...”

A review of the “Patient Information” for GVOKE
injection revealed, “...GVOKE is a prescription
medication used: to treat very low blood sugar
(severe hypoglycemia)... Tell your healthcare provider
each time you use GVOKE..."

Resident #29

A record review of the “Order Summary Report”
revealed Resident #29 had a physician order dated
3/2/26 for NovoLOG FlexPen Subcutaneous Solution
Pen-injector 100 units/mL (Insulin Aspart) with blood
sugar (BS) checks three (3) times daily. A record
review further revealed Resident #29 had an order
dated 3/2/26 for Gvoke PFS Subcutaneous Solution
Prefilled Syringe 1 mg/0.2 mL (Glucagon), to inject
one (1) syringe subcutaneously as needed for
hypoglycemia related to Type 2 Diabetes Mellitus
with Diabetic Neuropathy. There were no physician
order parameters indicating when staff should hold
the NovoLOG, notify the physician regarding
abnormal blood sugar results, or administer Gvoke.
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Arecord review of the May 2026 Medication
Administration Record (MAR) revealed Resident
#29's NovoLOG FlexPen Subcutaneous Solution
Pen-injector 100 units/mL (Insulin Aspart) had
routine scheduled insulin administration at 0600
(6:00 AM), 1100 (11:00 AM), and 1700 (5:00 PM). The
MAR included chart codes explaining reasons insulin
was not administered, including “SS” (blood sugar
levels indicate no insulin needed), “2” (drug refused),
“3” (hold/see progress notes), and “7” (other/see
progress notes). Further review of the MAR revealed
that for the 0600 administration on 5/12/26, 5/14/26,
and 5/19/26, chart code “SS” was documented
indicating no insulin was required per sliding scale
coverage; however, there was no actual blood sugar
result documented on the MAR. A record review of
the MAR revealed that for the 0600 administration on
5/15/26 and 5/18/26, chart code “2” was
documented indicating the resident refused the
medication. A record review of the MAR revealed
that for the 1100 administration on 5/3/26, chart
code “SS” was documented indicating no insulin
coverage was required. A record review of the MAR
revealed that for the 1100 administration on 5/10/26,
5/12/26, and 5/17/26, chart code “2” was
documented indicating the resident refused the
medication. A record review of the MAR revealed
that for the 1100 administration on 5/11/26, chart
code “3” was documented indicating the medication
was held and to see progress notes. A record review
of the MAR revealed that for the 1100 administration
on 5/14/26, chart code “7” was documented
indicating to see progress notes. A record review of
the MAR revealed that for the 1700 administration on
5/12/26 and 5/16/26, chart code “2” was
documented indicating the resident refused the
medication. A record review of the MAR further
revealed one (1) documented administration of PRN
Gvoke solution on 5/19/26 at 6:05 AM.

Arecord review of the progress notes and “Orders -
Administration Note” documentation revealed there
was no nursing note on 5/3/26 explaining why
Resident #29's NovoLOG was not administered at
the 1100 scheduled administration time. A record
review of the “Orders - Administration Note” dated
5/10/26 at 11:15 AM revealed, “NovoLOG
FlexPen...Monitoring Effectiveness.” There was no
documentation indicating Resident #29 refused the
medication, no documentation of education provided
to the resident regarding negative outcomes of
refusal, and no documentation indicating physician
notification. A record review of the “Orders -
Administration Note” dated 5/11/26 at 10:50 AM
revealed, “NovoLOG FlexPen...Monitoring
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documentation indicating Resident #29’s signs or
symptoms of hypoglycemia, interventions
implemented, physician or nurse practitioner
notification, or follow-up monitoring after the blood
sugar result of 54. A record review of the progress
notes revealed there was no nursing note on
5/12/26 explaining why Resident #29's NovoLOG
was not administered during the 0600 scheduled
administration time when chart code “SS” was
documented on the MAR without an actual blood
sugar result recorded. A record review of the
“Orders - Administration Note” dated 5/12/26 at
12:55 PM revealed, “NovoLOG FlexPen...Monitoring
Effectiveness.” There was no documentation
indicating Resident #29 refused the medication, no
documentation of education provided to the resident
regarding negative outcomes of refusal, and no
documentation indicating physician notification. A
record review of the “Orders - Administration Note”
dated 5/12/26 at 4:04 PM revealed, “NovoLOG
FlexPen...Monitoring Effectiveness.” There was no
documentation indicating Resident #29 refused the
medication, no documentation of education provided
to the resident regarding negative outcomes of
refusal, and no documentation indicating physician
notification. A record review of the progress notes
revealed there was no nursing note on 5/14/26
explaining why Resident #29's NovoLOG was not
administered during the 0600 scheduled
administration time when chart code “SS” was
documented on the MAR without an actual blood
sugar result recorded. A record review of the
“Orders - Administration Note” dated 5/14/26 at
12:28 PM revealed, “NovoLOG FlexPen...Monitoring
Effectiveness.” There was no documentation
indicating Resident #29's signs or symptoms,
interventions, physician notification, or follow-up
monitoring. A record review of the “Orders -
Administration Note” dated 5/15/26 at 5:11 AM
revealed, “NovoLOG FlexPen...Monitoring
Effectiveness BS is 65.” There was no
documentation indicating Resident #29's signs or
symptoms of hypoglycemia, interventions
implemented, physician or nurse practitioner
notification, or follow-up monitoring after the blood
sugar result of 65. A record review of the “Orders -
Administration Note” dated 5/16/26 at 5:12 AM
revealed, “NovoLOG FlexPen...Monitoring
Effectiveness.” There was no documentation
indicating Resident #29 refused the medication, no
documentation of education provided to the resident
regarding negative outcomes of refusal, and no
documentation indicating physician notification. A
record review of the “Orders - Administration Note”
dated 5/17/26 at 11:21 AM revealed, “NovoLOG
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(because) bs 81.” There was no documentation
indicating physician or nurse practitioner notification
regarding the resident refusing scheduled insulin
administration. A record review of the “Orders -
Administration Note” dated 5/18/26 at 5:00 AM
revealed, “NovoLOG FlexPen...Monitoring
Effectiveness.” There was no documentation
indicating Resident #29 refused the medication, no
documentation of education provided to the resident
regarding negative outcomes of refusal, and no
documentation indicating physician notification. A
record review of the “Orders - Administration Note”
dated 5/19/26 at 6:05 AM revealed, “Gvoke PFS
Subcutaneous Solution Prefilled Syringe 1 MG/0.2ML
Inject 1 syringe subcutaneously as needed for
hypogylemia related to TYPE 2 DIABETES MELLITUS
WITH DIABETIC NEUROPATHY, UNSPECIFIED
(E11.40).” Arecord review of the “General Notes”
dated 5/19/26 at 6:05 AM revealed, “Resident
hypoglycemic BS66, Gvoke given. BS up to 105.”
There was no documentation indicating physician or
nurse practitioner notification, Resident #29'’s signs
or symptoms of hypoglycemia, or rationale for
administration of glucagon rather than oral
intervention.

On 5/20/26 at 2:00 PM, during an interview and
record review with the Director of Nursing (DON),
she reviewed Resident #29's physician orders. The
DON reviewed the MAR documentation and
acknowledged there were entries that required
further explanation, such as with chart code “SS”
without actual blood sugar results documented, a
blood sugar result of 54 without documentation of
physician notification, holding and not administering
insulin without physician notification, resident
refusing without physician notification, and
administration of glucagon on 5/19/26 without
documentation indicating physician notification or
the resident’s signs and symptoms. She explained
nurses remained responsible for administering
medications according to standards of care. The
DON stated nurses may have been afraid to
administer insulin if the resident’s blood sugar was
low; however, the nurses should have contacted the
physician for further orders. The DON stated nurses
should monitor for signs and symptoms of
hypo/hyperglycemia every shift and document. The
DON stated if a fasting glucose level was low and
the resident was awake, staff would typically provide
food to attempt to increase the resident’s blood
sugar.

On 5/20/26 at 4:30 PM, during a phone interview
with Licensed Practical Nurse (LPN) #1, she stated
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lower range recently. LPN #1 stated the resident’s
blood sugar had been in the 70s on previous
mornings and when the blood sugar registered in
the 60s on 5/19/26, the resident was trembling and
“not himself,” so she administered the glucagon to
raise the resident’s blood sugar quickly. LPN #1
stated she was uncomfortable with the resident’s
blood sugar being that low and with the symptoms
the resident displayed. LPN #1 stated the resident’s
blood sugar increased after glucagon administration
and the resident returned to his normal baseline.
LPN #1 stated there were no instructions on the
MAR indicating a specific blood sugar level or
symptoms required before glucagon administration.
LPN #1 stated she did not notify the physician or
nurse practitioner because the resident’s blood
sugar improved and there were no MAR instructions
directing her to notify the physician or nurse
practitioner.

On 5/21/26 at 10:15 AM, during an interview with
the Nurse Practitioner (NP), she stated she preferred
to be notified when a resident’s blood sugar was
less than 70 or greater than 400. The NP stated she
would like Gvoke to be administered for blood sugar
results less than 70 and believed the facility would
be adding those instructions to the administration
order for Resident #29. The NP explained that the
facility staff should document actual blood sugar
results, including an explanation of why insulin was
not administered as ordered, and notify her anytime
a medication is held. She also requested to be
notified when residents refuse medications such as
insulin so she could provide education to the
residents and/or their responsible representatives.

A record review of the “Admission Record” revealed
the facility admitted Resident #29 on 1/18/25 with
diagnoses including Diabetes Mellitus (DM).

A record review of the Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date (ARD) of
3/31/26 revealed Resident #29 had a Brief Interview
for Mental Status (BIMS) score of fifteen (15), which
indicated the resident was cognitively intact. A
review of Section N revealed Resident #29 received
seven (7) insulin injections during the seven (7) day
look-back period.

Resident #92

Arecord review of Section H of the “Discharge —
Return Anticipated” MDS with an ARD of 2/21/26
revealed Resident #92 did not have an indwelling
catheter when discharged to an acute care hospital.
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Arecord review of the “Discharge Summary” from
the acute care hospital, dated 2/25/26, revealed
Resident #92 had instructions for “...Foley (indwelling
catheter) being kept in place for discharge...”

A record review of the facility’s “Progress Note,”
dated 2/26/26, revealed Resident #92 returned to the
facility from the acute care hospital and included,
“Resident with Foley catheter in place...”

Arecord review of Resident #92's medical record
revealed there was no documentation indicating
indwelling catheter care or monitoring from the date
the resident returned to the facility on 2/26/26 until
5/4/26, approximately ten (10) weeks after returning
to the facility.

Arecord review of the “Order Summary Report”
revealed Resident #92 had Physician’s Orders, dated
5/4/26 for a Foley catheter.

Arecord review of the May 2026 Treatment
Administration Record revealed indwelling catheter
care for Resident #92 was initiated on 5/4/26. This
was the first documentation identified related to
catheter monitoring and placement since Resident
#92 returned to the facility on 2/26/26.

On 5/21/26 at 11:15 AM, during an interview with
the Director of Nursing (DON), she stated the charge
nurse was responsible for entering physician orders
into the system following a resident’s return from

the hospital. The DON confirmed Resident #92's
catheter was placed during the hospitalization from
2/21/26 through 2/26/26 and remained in place after
the resident returned to the facility. The DON stated
staff were monitoring and emptying the catheter;
however, she was unable to explain why facility staff
did not identify there was no documentation area for
catheter monitoring or care and no physician orders
related to the indwelling catheter until 5/4/26. The
DON confirmed no physician orders related to the
catheter, catheter monitoring, or catheter care were
entered into the computer system until 5/4/26.

On 5/21/26 at 2:30 PM, during an interview with the
Administrator, she stated physician orders should
have been entered into the system upon Resident
#92's return from the hospital in February 2026. The
Administrator stated the receiving nurse was
responsible for entering orders and the unit manager
was responsible for supervising the process to
ensure orders were properly entered. The
Administrator further stated if discharge orders were
incomplete or were in question, nursing staff should
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have contacted the hospital to clarify physician
instructions.

Arecord review of the “Admission Record” revealed
the facility admitted Resident #92 on 5/17/21 with
diagnoses including Obstructive Uropathy and
Reflux Uropathy. The record further revealed an
onset date of 5/4/26 for the diagnoses.

A record review of the Quarterly MDS with an ARD
of 5/18/26 revealed Resident #92 had a Brief
Interview for Mental Status (BIMS) score of (15),
which indicated the resident was cognitively intact.

Respiratory/Tracheostomy Care and Suctioning
CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including tracheostomy
care and tracheal suctioning.

The facility must ensure that a resident who needs
respiratory care, including tracheostomy care and
tracheal suctioning, is provided such care,
consistent with professional standards of practice,
the comprehensive person-centered care plan, the
residents’ goals and preferences, and 483.65 of this
subpart.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interviews, record review, and
facility policy review, the facility failed to store

oxygen tubing and a nasal cannula in a manner to
prevent possible contamination and respiratory
complications for one (1) of (1) residents reviewed for
respiratory care. Resident #29.

Findings include:

A review of the facility’s policy, “Oxygen Guideline,”
dated 8/1/2024, revealed, “...Medical oxygen...is
provided in accordance with a health care provider’s
order and in accordance with acceptable standards
of practice.”

A record review of the “Admission Record” revealed
the facility admitted Resident #29 on 1/19/25 with
diagnoses including Diabetes Mellitus (DM).

A record review of the Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date (ARD) of
3/31/26 revealed Resident #29 had a Brief Interview
for Mental Status (BIMS) score of fifteen (15), which
indicated the resident was cognitively intact.
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revealed Resident #29 had a physician order dated
5/8/26 for “Oxygen at 2L (liters) per nasal cannula

for decreased oxygen saturation PRN (as needed) for
decreased saturation.”

On 5/18/26 at 10:45 AM, during an observation,
Resident #29 was sleeping in bed. Oxygen signage
was observed on the resident’s door. Resident #29
was not wearing the nasal cannula at the time of the
observation. An oxygen concentrator was in the
resident’s room with the nasal cannula tubing lying
on top of the concentrator with the nasal cannula
exposed and not stored in a protective bag.

On 5/20/26 at 2:45 PM, during an observation and
interview, Resident #29 was in bed and stated he
had not worn his oxygen in a couple of weeks. The
oxygen concentrator remained in the room with the
tubing lying on top of the concentrator and the nasal
cannula exposed and not stored in a protective bag.

On 5/20/26 at 3:00 PM, during an observation and
interview with the Director of Nursing (DON), she
confirmed the oxygen tubing and nasal cannula were
stored with the nasal cannula exposed. The DON
explained the tubing should have been stored in a
bag. The DON stated she expected staff to ensure
nasal cannula tubing was stored appropriately and
reported Resident #29's oxygen was ordered PRN
and she would have the oxygen concentrator
removed from the room.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAC%ggggicEE\E/ES\C]:C-;FIIE%NT%H%%LD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
F0695 Continued from page 21 F0695
SS=D A record review of the “Order Summary Report”

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

Event ID: 232222-H1

Facility ID: 12AC

If continuation sheet Page 22 of 22



	 F0000 
	 F0628 
	 F0628 
	 F0628 
	 F0628 
	 F0628 
	 F0628 
	 F0628 
	 F0656 
	 F0656 
	 F0656 
	 F0656 
	 F0558 
	 F0558 
	 F0657 
	 F0657 
	 F0657 
	 F0657 
	 F0684 
	 F0684 
	 F0684 
	 F0684 
	 F0684 
	 F0684 
	 F0684 
	 F0684 
	 F0695 
	 F0695 

