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F 000 INITIAL COMMENTS F 000

 The Standard Medicare/Medicaid recertification 
survey and two complaints started on 02/05/23 
and concluded on 02/08/23. The concerns 
identified by the complainants were 
substantiated.

 

F 580 Notify of Changes (Injury/Decline/Room, etc.)
CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes. 
(i) A facility must immediately inform the resident; 
consult with the resident's physician; and notify, 
consistent with his or her authority, the resident 
representative(s) when there is-
(A) An accident involving the resident which 
results in injury and has the potential for requiring 
physician intervention; 
(B) A significant change in the resident's physical, 
mental, or psychosocial status (that is, a 
deterioration in health, mental, or psychosocial 
status in either life-threatening conditions or 
clinical complications); 
(C) A need to alter treatment significantly (that is, 
a need to discontinue an existing form of 
treatment due to adverse consequences, or to 
commence a new form of treatment); or 
(D) A decision to transfer or discharge the 
resident from the facility as specified in 
§483.15(c)(1)(ii). 
(ii) When making notification under paragraph (g)
(14)(i) of this section, the facility must ensure that 
all pertinent information specified in §483.15(c)(2) 
is available and provided upon request to the 
physician. 
(iii) The facility must also promptly notify the 
resident and the resident representative, if any, 
when there is- 
(A) A change in room or roommate assignment 

F 580 3/17/23
SS=D

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

03/16/2023Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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F 580 Continued From page 1 F 580
as specified in §483.10(e)(6); or 
(B) A change in resident rights under Federal or 
State law or regulations as specified in paragraph 
(e)(10) of this section. 
(iv) The facility must record and periodically 
update the address (mailing and email) and 
phone number of the resident 
representative(s).

§483.10(g)(15) 
Admission to a composite distinct part. A facility 
that is a composite distinct part (as defined in 
§483.5) must disclose in its admission agreement 
its physical configuration, including the various 
locations that comprise the composite distinct 
part, and must specify the policies that apply to 
room changes between its different locations 
under §483.15(c)(9).
This REQUIREMENT  is not met as evidenced 
by:
 Based on record review and review of facility 
policy, the facility failed to immediately notify the 
resident's physician for 1 of 1 sampled resident 
(Resident #20) who experienced a fall with head 
injury. Failure to promptly notify the physician of a 
fall with possible head injury limited his/her ability 
to make informed decisions regarding the 
resident's medical care.

Findings include:

Review of the facility policy titled "Falls 
Prevention and Management" occurred on 
02/08/23. This policy, reviewed/revised on 
03/30/22, stated, ". . . For a fall . . . For residents 
with suspected head injury, physicians should be 
notified by phone . . ."

 1. The resident affected by this practice 
has been educated on 3/9/23 on 
informing the staff about falls.
 
2.The facility will review each fall and the 
notification area to ensure the Physician 
has been notified.

3.Facility professional completing the 
collection of the fall information will be 
responsible for notification of Physician. A 
possible injury will be called in 
immediately to the Physician. Policy 
review by all Professional staff associated 
with documentation and assessment of 
falls was initiated on 2/27/23 and will be 
completed by March 17, 2023. Staff that 
fail to notify the Physician will receive 
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F 580 Continued From page 2 F 580
Review of Resident #20's medical record 
occurred on all days of survey. Diagnoses 
included a fall and rib fracture.

A fall incident report, dated 09/12/22, identified, ". 
. . Resident [#20] stated she fell in her room 
around 15:00 [3:00 p.m.], but didn't tell anyone. . 
. . 'I was walking in my room et [and] didn't have 
my walker. I lost my balance et fell. I hit my head 
(indicating the back of her head) on the floor.' . . . 
No injuries noted @ [at] time resident reported 
incident to writer. Resident relates usual pain 
unrelated to fall. States she has a mild headache 
et right sided rib pain. . . ." The incident report 
identified the nurse notified facility staff and 
family, but failed to notify the physician.

Staff failed to notify the physician of Resident 
#20's fall with possible head injury and 
complaints of a mild headache and rib pain after 
the fall.

education and counseling as to the policy.

4.The facility will have the Incident reports 
reviewed daily at Team Meeting, we will 
record findings with each report and use 
this information to report compliance of 
notification to Physician to our monthly 
QAPI meetings. Facility has implemented 
Manager on Duty for weekends. This 
person will be responsible for reviewing 
the information during that time period.

5. Facility is in compliance of monitoring 
and notifying Physician as of 2/9/23. 
Facility is reporting monthly incident 
reports and monthly notification of 
Physician to our QAPI committee for 
February, March, April, May, June and 
July.

F 623 Notice Requirements Before Transfer/Discharge
CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer. 
Before a facility transfers or discharges a 
resident, the facility must-
(i) Notify the resident and the resident's 
representative(s) of the transfer or discharge and 
the reasons for the move in writing and in a 
language and manner they understand. The 
facility must send a copy of the notice to a 
representative of the Office of the State 
Long-Term Care Ombudsman.
(ii) Record the reasons for the transfer or 
discharge in the resident's medical record in 
accordance with paragraph (c)(2) of this section; 
and

F 623 3/17/23
SS=D
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F 623 Continued From page 3 F 623
(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.

§483.15(c)(5) Contents of the notice. The written 
notice specified in paragraph (c)(3) of this section 
must include the following:
 (i) The reason for transfer or discharge;
(ii) The effective date of transfer or discharge;
(iii) The location to which the resident is 
transferred or discharged;
(iv) A statement of the resident's appeal rights, 
including the name, address (mailing and email), 
and telephone number of the entity which 
receives such requests; and information on how 
to obtain an appeal form and assistance in 
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F 623 Continued From page 4 F 623
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 Ill Individuals Act.

§483.15(c)(6) Changes to the notice. 
If the information in the notice changes prior to 
effecting the transfer or discharge, the facility 
must update the recipients of the notice as soon 
as practicable once the updated information 
becomes available.

§483.15(c)(8) Notice in advance of facility closure 
In the case of facility closure, the individual who 
is the administrator of the facility must provide 
written notification prior to the impending closure 
to the State Survey Agency, the Office of the 
State Long-Term Care Ombudsman, residents of 
the facility, and the resident representatives, as 
well as the plan for the transfer and adequate 
relocation of the residents, as required at § 
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F 623 Continued From page 5 F 623
483.70(l).
This REQUIREMENT  is not met as evidenced 
by:
 Based on record review and staff interview, the 
facility failed to provide the resident and/or their 
representative and the State Long Term Care 
Ombudsman written notice of transfer for 1 of 5 
sampled residents (Resident #2) with hospital 
transfers. Failure to provide a written notice of 
transfer does not allow the resident and/or 
representative to make an informed choice 
regarding the resident's rights. Failure to notify 
the Ombudsman does not allow the Ombudsman 
to provide assistance to the resident and/or 
representative if needed.

Findings include:

Review of Resident #2's medical record occurred 
on all days of survey and identified a 
hospitalization on 10/14/22.

The medical record lacked evidence the facility 
provided a written transfer notice to the resident 
and/or their representative, and the Ombudsman. 

During an interview on 02/07/23 at 4:46 p.m., an 
administrative staff member (#1) confirmed the 
medical record lacked a written transfer notice for 
the 10/14/22 hospitalization.

 1. Resident was admitted to the hospital 
on 10/14/22, not providing the transfer 
notice did not allow the Ombudsman or 
Resident to have the information needed 
if the resident needed additional guidance 
while in the hospital.

2.All discharged/transferred residents 
would be affected by this practice, the 
facility will have notification sent 
appropriately to the Physician, Family and 
Ombudsman as this has the potential to 
affect each one. Facility has a Social 
Service Designee who is responsible for 
monitoring and sending of the 
notifications.

3. Education was provided to all 
Professional staff from February 27th thru 
March 17th. Included in this education is 
the facility Discharge and Transfer Policy.

4. The facility Social Service Designee 
will monitor all Discharge/Transfer 
notification sheets on a weekly basis. 
Facility Social Service Designee will 
report findings, corrections and any action 
taken to our monthly QAPI meeting. 
These will be completed for the months of 
February, March, April, May, June and 
July. 

5. The facility was in compliance with this 
regulation effective 2/9/2023.

F 658 Services Provided Meet Professional Standards F 658 3/17/23
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F 658 Continued From page 6 F 658
CFR(s): 483.21(b)(3)(i)

§483.21(b)(3) Comprehensive Care Plans
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must-
(i) Meet professional standards of quality.
This REQUIREMENT  is not met as evidenced 
by:

SS=E

 Based on observation, record review, review of 
professional reference, and staff interview, the 
facility failed to follow professional standards of 
practice for 4 of 16 sampled residents (Resident 
#5, #15, #20, #21), 1 supplemental resident 
(Resident #6), and 1 discharged resident 
(Resident #81). Failure to follow physician's 
orders for blood glucose monitoring/insulin 
administration (Resident #6), monitoring for 
signs/symptoms of hypertension (Resident #21), 
flushing a feeding tube (Resident #15), weighing 
residents (Resident #5, #15, and #20), and 
performing neuro-checks following a fall with 
possible head injury (Resident #20), and an 
unwitnessed fall (Resident #81) may result in 
delayed identification and treatment of the 
residents' medical conditions.

Findings include:

Kozier & Erb's "Fundamentals of Nursing, 
Concepts, Process and Practice," 11th Edition 
eText, 2021, Pearson, Boston, Massachusetts, 
page 62, stated, ". . . Carrying Out a Physician's 
Order. Nurses are expected to analyze 
procedures and medications ordered by the 
physician or primary care provider. . . . If the 
order is neither ambiguous nor apparently 
erroneous, the nurse is responsible for carrying it 

 Failure to follow Physician Orders for 
Resident #6.
1. Resident #6 was not affected by the 
deficient practice. Staff was educated on 
2/7/23 by the Director of Nursing on 
correct priming of insulin pen.

2. All residents who receive insulin via 
pen have the potential for being affected 
by this deficient practice.

3. On 2/7/23 Director of Nursing provided 
verbal education to staff member who 
primed the insulin pen incorrectly. On 
2/9/23 Competency validation was 
initiated for other Licensed staff, all other 
licensed staff will have their competency 
completed by 3/17/23. Education is also 
being provided on documentation and 
Medication Errors during the 3/17/23 
education session.

4.Medication Administration audits 
pertaining to Insulin preparation and 
administering and documentation of 
Blood Glucose results will be completed 
by the Director of Nursing Service 
monthly for six months. Findings will be 
presented to the QAPI committee monthly 
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F 658 Continued From page 7 F 658
out. . . ."

- A review of Resident #6's medical records 
occurred on 02/07/23. Diagnoses included Type 
2 Diabetes Mellitus.

Current physician's orders included: 
* 01/25/23 Humalog (a fast-acting insulin) 
KwikPen Solution Pen-injector 100 unit/ml 
(milliliter) Inject 16 units subcutaneously two 
times a day.
* 01/25/23 Fasting Blood Glucose checks three 
times a day every Monday, Wednesday and 
Friday. Call medical doctor (MD) if blood sugar is 
higher than 500.

Observation on 02/07/23 at 01:40 p.m. showed a 
staff nurse (#6) at the medication cart and 
prepared to administer insulin. The nurse (#6) 
dialed the insulin pen to 5 units and without 
removing the needle cap, held the pen 
horizontally to prime.  

Review of Resident #6's Treatment 
Administration Records (TARs), dated January 
25 - February 8, 2023, showed the following:
* 01/27/23 (Friday) at 6:00 a.m., no blood sugar 
obtained as ordered.
* 01/28/23 at 5:00 p.m., no scheduled insulin 
administered.
* 01/29/23 at 12:00 p.m. and 5:00 p.m., no 
scheduled insulin administered.
* 01/30/23 at 5:00 p.m., no scheduled insulin 
administered.
* 02/01/23 (Wednesday) at 6:00 a.m., no blood 
sugar obtained as ordered.
Blood sugar results were in the range of 117 to 
199 during the timeframe of January 27th to 

to include compliance and corrections 
made.

5 Facility will be in compliance with the 
education for licensed professionals by 
3/17/23

Failure to monitor for Signs and 
Symptoms of Hypertension
1. Resident #21 had Physician notified on 
the available B/P documented, medical 
record updated and corrected on 
3/11/23.Physician was notified on 3/16/23 
on resident #21 need for twice daily BP. 
This order is from the Kidney Specialist. 
Contact was made 3/2/23 to review Blood 
Pressure and amount of checks. At this 
time he would like us to continue twice 
daily B/P until 4/3/23 at his next 
appointment.

2. All residents that receive hypertension 
medication.

3.Education provided by the DNS to all 
Nursing Staff 3/17/23 on following of 
Physician orders. To include legal aspects 
of proper Administration, Documentation 
and recording of medication. Nursing 
education presented on 2/7/23 and 
3/17/23 on parameters to ensure they are 
followed, and physician notified 
appropriately.

4.Director of Nursing will complete 24 
hour reports-obtained from the Point Click 
Care documentation of Medication 
Administration and notification of 
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F 658 Continued From page 8 F 658
February 1st.

During an interview on 02/07/23 at 3:00 p.m., an 
administrative nurse (#2) confirmed it is their 
policy to prime insulin pens with 2 units and hold 
vertically in order to observe the drop of insulin.

- Review of Resident #21's medical record 
occurred on all days of survey and identified 
diagnoses including atrial fibrillation and 
hypertension. The physician's orders stated, 
"Monitor BP [blood pressure] and HR [heart rate] 
2/daily [two times daily], call if less than 90/40 or 
if experiences symptoms of lightheadedness, 
dizziness, or feeling like fainting."

The TAR, dated January 1-February 7, 2023, 
identified staff failed to assess Resident #21's 
blood pressure and heart rate twice a day on 
January 2, 3, 4, 12, 21, 30, and 31. 

- Review of Resident #15's medical record 
occurred on all days of survey. The physician's 
orders stated, "Flush feeding tube 4 x [times] a 
day with 50 cc [cubic centimeters] water, four 
times a day for GJ [gastrostomy 
jejunostomy]-tube."

The TAR, dated January 1-February 7, 2023, 
identified staff failed to flush Resident #15's 
feeding tube four times a day on 01/27/23, 
01/29/23, and 02/01/23. 

A progress note, dated 01/02/23 at 8:17 p.m., 
stated, ". . . resident was newly dx [diagnosed] 
with cancer . . ."

A "Dietitian Assessment," dated 01/12/23, stated, 

Physician parameters. This will be 
reviewed weekly at morning report, 
information will be discussed at monthly 
QAPI meeting for the next 6 months. 
Education will continue as needed with 
correction action taken for those not able 
to meet the qualifications needed for 
appropriate medication administration.

5. Facility will be in compliance with all 
Education and complete our first weekly 
audit beginning 3/17/23.

Flushing the feeding tube.
1. Resident # 15 feeding tube maintains 
with an order to flush four times a day. 
Resident #15 tube flush was accurately 
placed in the Medical record on 3/4/23 to 
ensure flush was performed as ordered.

2. All resident with feeding tubes would 
be affected by this practice.

3.Education to all Licensed Professionals 
began 2/8/23 for a competency of 
-Tube-Gastrostomy or 
Jejunostomy-Enternal Feeding Care, 
Replacement or Removal. 
Staff were educated on accurate order 
entry in to the EMAR and the importance 
of documenting gastronomy tube flush on 
3/17/23 by the DNS. Staff competency 
validation for G-tube flush was validated 
for licensed nursing by 3/17/23. Staff 
education was initiated 2/7/23 and 
completed by 3/17/23 on policy "Enteral 
Feeding, Insertion, Irrigation AND 
removal. This education and competency 
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"Resident has dx malignant neoplasm . . . A 
GJ-tube [feeding tube] has been placed for 
nutrition support in the future. . . . Meal intakes 
averaged 31% over the past week. . . . Weight 
138# (1/3/23) . . . Weight 3 months ago was 144# 
(10/4/22).  House Supplement is provided . . . to 
promote nutritional adequacy. Suggest to 
increase . . . in light of poor meal intakes." The 
current care plan identified, ". . . Weigh weekly . . 
."

Review of Resident #15's weights from 
November 29, 2022-February 3, 2023 showed 
the following:
* 11/29/22 139.0 lbs
* 12/10/22 137.0 lbs (11 days between weights)
* 12/20/22 138.5 lbs (10 days between weights)
* 12/27/22 137.0 lbs
* 01/03/23 138.0 lbs
* 01/31/23 128.0 lbs (28 days between weights)

- Review of Resident #5's medical record 
occurred on all days of survey. 

A "Dietitian Assessment," dated 10/13/22, stated, 
". . . At risk for malnutrition . . . Resident is a new 
admit with dx [diagnoses] metastatic cancer, 
heart failure, morbid obesity. . . . meal intakes 
76-100%. . . ."

A nutritional status note, dated 01/12/23 at 10:12 
a.m., stated ". . . Most recent weight 334# 
(9/27/22). Meal intakes averaged 66% over the 
past week. . . . has a cancerous tumor wound . . . 
currently being treated for cellulitis . . . A decline 
is anticipated. Will continue to monitor." The 
current care plan identified, ". . . Weight weekly . . 
."

was completed by each professional by 
3/17/23. Competencies for this will be 
completed quarterly for the next three 
quarters by all Licensed staff to ensure 
understanding and performance of policy. 

4. Director of Nursing will monitor each 
professional quarterly and report 
compliance to the quarterly QAPI 
meeting. The quarterly reports will be 
included for the next three quarters.

5. Facility will be in compliance on 
3/17/23.
Weights
1. Resident #5 no longer resides in the 
facility. Resident #20's weight was 
obtained on 3/2/23 and will be weighed 
weekly basis going forward.

2. All residents are at risk for being 
affected.

3.Facility has created a weight review 
committee. We now have an At Risk 
group of residents that are being 
addressed on a weekly meeting. We have 
implemented Ice Cream Shakes daily for 
at risk residents, as well as Evening 
snacks of nutritional value.
Education was initiated on 2/9/23 and will 
be completed on 3//17/23 on importance 
of accurate weights per the physician 
order. All nursing staff will be educated on 
policy "Weight and Height" by 3/17/23. 
Resident weights are noted to the daily 
assignment sheets to obtain, assignment 
sheet is reviewed by the charge nurse 
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Review of Resident #5's weights from September 
27, 2022-February 3, 2023 showed only one 
weight taken on 09/27/22 of 334.0 pounds (lbs).

- Review of Resident #20's medical record 
occurred on all days of survey. Diagnoses 
included adult failure to thrive, anorexia, and fall 
with rib fracture.

The progress notes identified the following:
* 11/01/22 at 1:30 p.m., ". . . The resident has [a] 
nutritional problem resident is under weight she 
only weighs 76 lbs [pounds] . . ."
* 11/21/22 at 1:40 p.m., ". . . The resident has [a] 
nutritional problem resident is under weight she 
only weighs 68 lbs she has lost 8 lbs since being 
admitted. . . . Resident is not meeting care plan 
goals of maintaining weight between 80-90 lbs. . . 
." The current care plan identified, ". . . Weigh 
weekly . . . ."

Review of Resident #20's weights from 
November 11, 2022-February 3, 2023 showed 
the following:
* 11/11/22 68.5 lbs
* 12/06/22 68.5 lbs (25 days between weights)
* 12/10/22 67.0 lbs
* 12/16/22 68.0 lbs 
* 12/29/22 68.5 lbs (13 days between weights)
* 12/30/22 68.5 lbs
* 01/14/23 66.0 lbs (15 days between weights)
* 01/22/23 65.0 lbs
* 02/03/23 Staff failed to document any additional 
weights. (12 days since last weight)

A fall incident report, dated 09/12/22, identified, ". 
. . Resident [#20] stated she fell in her room . . . 

daily to ensure all weights were obtained 
as ordered. The DNS oversees this 
process on a weekly basis to ensure all 
weights are obtained and accurately 
entered into the EMR. The Dietary 
Manager and Registered Dietician will run 
weight reports on a weekly basis to 
ensure all weights are obtained as 
ordered. These will be reviewed at the 
week Nutrition Risk Meeting with the 
interdisciplinary team.

4. Facility leadership team is working to 
continue to educate all staff on meeting 
Professional standards. We have added a 
weekend on Manager to allow for 
education and monitoring of deficient 
practices.  Our QAPI monthly meetings 
will now include input of the audits 
available.
5. Facility will be in compliance 3/17/23.
Neuro Checks
1. There were no adverse effects for lack 
of Resident #20's and #81 missed neuro 
checks. All licensed nurses were 
educated by the DNS on the importance 
of neuro checks and a form was initiated 
to ensure they were completed per policy 
on 2/9/23.

2. All residents with unwitnessed fall have 
the potential to be affected.

3. Education was provided to all licensed 
staff by DNS on 3/17/23 on completion of 
Neuro ChecksFacility will have 
professional staff complete Neuro Checks 
on every resident that has an 
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F 658 Continued From page 11 F 658
but didn't tell anyone. . . . 'I was walking in my 
room et [and] didn't have my walker. I lost my 
balance et fell. I hit my head (indicating the back 
of her head) on the floor.' . . . No injuries noted @ 
[at] time resident reported incident to writer. 
Resident relates usual pain unrelated to fall. 
States she has a mild headache et right sided rib 
pain. . . ." 

A "Neuro Check" report, dated 09/12/22, stated, 
"Resident is lethargic d/t [due/to] medications she 
is taking." Staff failed to complete neurological 
assessments per facility policy.

- Review of Resident #81's medical record 
occurred on all days of survey.

A fall incident report, dated 09/12/22, identified, ". 
. . staff called writer in room, resident found in 
room, head beneath wheelchair, appears 
resident slipped out of chair, oriented to self, 
situation and denied having pain. . . . Resident 
just wants to get off the floor. . . . Staff notified 
resident resident [sic] has a fall . . . Resident was 
lying on her back, no apparent injuries, no skin 
issues. Range [of motion] within normal limits. 
Hoyer lifted from floor with two assist. Vitals 
within normal limits. . . ." 

Staff completed two "Neuro Check" reports on 
09/12/22, but failed to complete additional 
neuro-checks.

During an interview on 02/07/23 at 5:00 p.m., an 
administrative nurse (#3) confirmed staff failed to 
complete neurological assessments per facility 
policy.

un-witnessed fall. Any fall not witnessed 
by the Licensed Professional is an 
Unwitnessed Fall.

4. Director of Nursing will review the 
Incident reports for Neuro Checks on a 
daily basis at morning meeting. DNS will 
report monthly to QAPI and this will 
continue for the next six months. If the 
facility is not 100% in compliance it will be 
extended by three months until 
compliance goal is met. Any Licensed 
professional who fails to complete the 
Neuro Checks will have education and 
corrective action as needed. 

5. Facility will be in compliance 3/17/23.

Monitoring of the above concerns are 
addressed on our weekly audits to include 
resident weights, neuro checks, flushing 
of the feeding tubes-obtained by missed 
medication administration 
report-Hypertension B/P records and 
Physician orders.  Our weekly audits will 
be gathered and reported to the monthly 
QAPI committee for the next 6 months to 
ensure compliance with acceptable 
Nursing Practices.
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F 658 Continued From page 12 F 658
During an interview on the evening of 02/08/23, 
two administrative staff members (#1 and #2) 
indicated they expect staff to follow the 
physician's order if an intervention is scheduled 
at specific times/intervals.

F 677 ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 
out activities of daily living receives the 
necessary services to maintain good nutrition, 
grooming, and personal and oral hygiene;
This REQUIREMENT  is not met as evidenced 
by:

F 677 3/17/23
SS=E

 Based on information provided by the 
complainants, record review, review of "Resident 
Council Meeting Minutes", review of facility 
policy, and staff interview, the facility failed to 
provide assistance with activities of daily living 
(ADLs) for 4 of 16 sampled residents (Residents 
#3, #14, #18, and #20) and 1 of 2 supplemental 
residents (Resident #8) who required staff 
assistance. Failure to provide assistance to 
residents with bathing and shaving may result in 
poor personal hygiene and decreased 
self-esteem.

Findings include:

Information provided by the complainants 
indicated staff failed to bathe residents as 
scheduled. 

Review of "Resident Council Meeting Minutes" 
occurred on 02/06/23. The 12/15/22 and 
01/19/23 meeting minutes identified residents 
had ". . . Concerns about pulling the bath aide 
and restorative aides when they are short 

 1. Residents that were identified as being 
affected #3, #8, #14, #18, #20 were 
bathed and now have had specific dates 
assigned for their bath, it will now be on 
their Plan of Care and on their daily 
assignment sheet. Resident #26 had 
grooming offered on his weekly bath day. 

2.  This practice could affect all residents. 
On admission plans for appropriate bath 
times and dates will be addressed. 
Residents know have our concern of 
grooming to include shaving of residents 
listed on the daily resident sheet to 
include shaving on their bath day and as 
needed. CNA staff attended education on 
3/17/23 and were instructed in providing 
grooming of shaving to the residents as 
needed. 

3. 2/15/23 we added bathing and PRN 
bathing to our PCC for each resident to 
allow for correct documentation by staff. 
Staff have been educated from 
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F 677 Continued From page 13 F 677
[staffed] on the floor. . . ."

Review of the facility policy titled "Routine 
Practice" occurred on 02/08/23. This policy, 
dated 11/02/22, stated, ". . . considered routine 
practice . . . Baths/showers per week . . ." 

- Review of Resident #3's medical record 
occurred on all days of survey. The current care 
plan identified, ". . . BATHING: Resident requires 
extensive assist of 1 . . ." 

Resident #3's bathing record (Thursday tub 
baths), dated January 8-February 6, 2023, 
identified staff failed to complete a tub bath one 
out of four weeks.

- Review of Resident #8's medical record 
occurred on all days of survey. The most recent 
Minimum Data Set (MDS), dated 01/02/23, 
identified, ". . . Bathing . . . Total dependence . . ." 
The current care plan failed to address 
bathing/shower needs. 

Resident #8's bathing record (Monday tub baths), 
dated January 8-February 6, 2023, identified staff 
failed to complete a tub bath two out of four 
weeks.

- Review of Resident #14's medical record 
occurred on all days of survey. The current care 
plan identified, ". . . BATHING: Resident requires 
extensive assist of 1 . . ." 

Resident #14's bathing record (Friday tub baths), 
dated January 1-February 3, 2023, identified staff 
failed to complete a tub bath two out of four 
weeks.

3/10-3/17/23 on timely documentation on 
the POC.
We have taken action to make showers 
and bath available to document on the 
residents given day and have added a 
PRN option for bathing to allow for correct 
and accurate documentation.
The facility has modified and provided a 
daily Resident assignment sheet for each 
CNA responsible for daily care, this was 
implemented on 2/9/23.
The Resident assignment sheet was 
reviewed and changed on 3/9/23 and now 
provides information of who will receive a 
bath for the day. This assignment sheet is 
given to each aide at the beginning of 
their shift. They are responsible for 
completing the baths and then at the end 
of their shift they will follow up by signing 
their sheet and presenting it their charge 
nurse. The staff will also have on their 
checklist a place to identify shaving 
residents with baths and as needed.
The facility have included grooming 
(shaving) on the resident sheets that are 
given to the daily staff. Charge Nurse is 
now responsible for daily review of 
resident care sheets and follow up and 
addressing staff of concerns of unmet 
needs. Licensed personal staff were 
educated on 3/17/23 as their 
responsibility of overseeing and 
monitoring the staff and fulfilling the 
resident needs. Charge Nurse reports 
concerns to the DNS, DNS will do weekly 
audits of resident grooming and report 
concerns to the QAPI monthly meeting. 
This monitoring for residents shaving will 
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- Review of Resident #18's medical record 
occurred on all days of survey. The current care 
plan identified, ". . .BATHING: Resident requires 
extensive assist of 1 . . ."

Resident #18's bathing record (Thursday tub 
baths), dated January 8-February 6, 2023, 
identified staff failed to complete a tub bath one 
out of four weeks.

- Review of Resident #20's medical record 
occurred on all days of survey. The current care 
plan identified, ". . . BATHING: Resident requires 
limited assist of 1 . . ." 

Resident #20's bathing record (Friday tub baths), 
dated January 1-February 3, 2023, identified staff 
failed to complete a tub bath two out of four 
weeks.

During an interview on the evening of 02/08/23, 
two administrative staff members (#1 and #2) 
indicated they expect staff to follow the care plan 
if an intervention is scheduled at specific 
times/intervals.

Facility staff failed to ensure residents were 
bathed in a tub, whirlpool, or shower on a weekly 
basis per facility policy.

A review of the facility policy titled 
"Restorative-Grooming" occurred on 02/08/23. 
This policy, revised May 2022, stated, ". . . To 
assist the resident to complete grooming 
activities . . . grooming programs for the resident 
can include . . . shaving . . ."

be addressed monthly for six months and 
then it will be quarterly for another six 
months. This education will be included in 
our orientation for all new staff to ensure it 
is ongoing. 

4. The Charge nurse for the day is 
responsible for verifying that the baths for 
the day have been completed. Charge 
nurse is responsible for observing and 
identifying residents that may need to be 
shaved, assigning that action to the 
appropriate staff and following up with the 
Charge Nurse signature at the end of the 
shift.
Charge nurse will provide Director of 
Nursing with the daily completed 
Assignment sheets.
Director of Nursing will maintain a weekly 
log of Baths given versus census. She will 
report our rates to our monthly QAPI 
meeting. We will complete these audits 
until May 5,2023. At this time if the facility 
has been 100% in compliance with 
bathing and shaving we will discontinue 
reporting to QAPI. If we are not in 100% 
compliance we will extend the audit by 
three months.

5. This facility will have process in place 
by 3/10/23, to ensure facility is in 
compliance with bathing and hygiene. 
Compliance will be obtained on 3/17/23.
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- Review of Resident #26's medical record 
occurred on all days of survey. The resident's 
current care plan stated, ". . . The resident has an 
ADL self care performance deficit R/T [related to] 
weakness E/B [evidenced by] need for assist . . . 
PERSONAL HYGIENE: Resident requires 
extensive assist of 1 . . ."

Observations on all days of survey showed 
Resident #26 unshaven, with thick neck and 
facial hair.

During an interview on 02/08/23 at 8:30 p.m., an 
administrative nurse (#2) reported she expects 
staff to groom residents as needed.

F 679 Activities Meet Interest/Needs Each Resident
CFR(s): 483.24(c)(1)

§483.24(c) Activities. 
§483.24(c)(1) The facility must provide, based on 
the comprehensive assessment and care plan 
and the preferences of each resident, an ongoing 
program to support residents in their choice of 
activities, both facility-sponsored group and 
individual activities and independent activities, 
designed to meet the interests of and support the 
physical, mental, and psychosocial well-being of 
each resident, encouraging both independence 
and interaction in the community.
This REQUIREMENT  is not met as evidenced 
by:

F 679 3/17/23
SS=D

 Based on observation, record review, facility 
policy review, and family and staff interviews, the 
facility failed to provide an ongoing program of 
meaningful activities designed to meet the 
interests and physical, mental, and psychosocial 
well-being for 2 of 2 sampled residents (Resident 
#4 and #14) dependent on staff for activities. 

 1. Residents identified #4 and #14 have 
had UDA's completed and care plans 
updated to address their current level of 
care and needs. Activity Director has 
individually discussed with #4 and #14 
families to touch base and gather 
additional information and ideas that 
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F 679 Continued From page 16 F 679
Failure to provide the appropriate activities 
limited Resident #4 and #14's ability to reach his 
highest practicable level of physical, mental, and 
psychosocial well-being.

Findings include: 

Review of the facility policy titled, "Activity 
Program," occurred on 02/08/23. This policy, 
reviewed/revised 10/14/22, stated, ". . . Based on 
the comprehensive assessment, care plan, and 
the preferences of each resident, the location 
provides an ongoing program to support 
residents in their choices of activities. Both 
location-sponsored group and individual activities 
and independent activities are designed to meet 
the interests of and support the physical, mental, 
and psychosocial well-being of each resident . . ."

- Review of Resident #4's medical record 
occurred on all days of survey, and identified 
diagnoses including Alzheimer's dementia, 
anxiety, and an adjustment disorder. The 
quarterly Minimum Data Set (MDS), dated 
12/12/22, identified a Brief Interview for Mental 
Status (BIMS) score of 4, indicating severe 
cognitive impairments.

The current care plan identified, ". . . The resident 
has alteration in activity involvement . . . Provide 
the Daily Chronicle, Today's Devotion & Activity 
Calendar to inform her about in room, group, & 
[and] facility activities. Invite, encourage and 
remind resident of scheduled activities, assisting 
to, during, and from locations as needed. . . . 
Provide 1:1 [one-to-one] visits for social 
interaction & allow her time to talk about & 
express her concerns . . . and to check for & 

would increase their loved ones 
engagement.

2.All residents have the potential to be 
affected. All residents will now have an 
Assessment " Supporting Resident 
Wellbeing and Engagement" which is a 
matrix that will allow for identification of 
residents at risk-to include diagnosis and 
review of Nursing Notes and 
documentation. This has been completed 
on every current resident and will be 
reviewed quarterly, annually or with a 
significant change.

3. Activity hours modified to meet the 
needs of our residents for their 1:1 and 
activity participation. Education was 
assigned to staff-Activities in Long Term 
Care: Supporting Resident Engagement 
and well being .
Activity Department have now developed 
an "AT RISK" group of residents. 
Education provided to all staff on the 
purpose of this group and our facility 
goals of a minimum of 3 meaningful, fully 
engaged activities per resident on the list. 
There is now a binder with AT RISK on 
the outside of it located in the Exam 
room. This binder includes a monthly 
calendar that allows for any staff member 
who may have a beneficial meaningful 
activity with an At risk resident-to 
document when and what the activity 
was.
 Activity Staff also was educated on Teepa 
Snow-Meaningful Activities on 2/17/23 
and
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F 679 Continued From page 17 F 679
assist with activity needs as needed. . . . 
Resident's preferred activities are: visiting, music 
activities, reading the newspapers she 
subscribes to, devotions & church services. . . ."

During an interview on 02/05/23 at 3:10 p.m., 
Resident #4's family member stated, "She gets 
so bored in here. Every day is the same."

Observations showed the following:
* 02/05/23 at 1:38 p.m.. Resident #4 
self-propelled her wheelchair into the hallway and 
stated, "I'm lonesome for my family. I'm so sad. I 
don't know what to do. I sit here alone." 
* 02/08/23 at 8:30 a.m., Resident #4 
self-propelled her wheelchair into the hallway and 
asked the surveyor, "It there anything for me to 
do this morning?"
Observations on all days of survey showed 
Resident #4 sitting in her wheelchair in the 
doorway to her room or in the hallway, often 
asking the staff members who walked by, "What 
should I do? Where should I go?" Staff failed to 
engage Resident #4 in any of the meaningful 
activities listed on her care plan.

During an interview on 02/06/23 at 2:53 p.m., an 
activities staff member (#15) reported they 
provide residents with cognitive impairments 1:1 
visits close to ten minutes in length. During an 
interview on the morning of 02/07/23, another 
activities staff member (#21) indicated the visits 
are closer to five minutes in length.

The activity log, dated January 1-February 5, 
2023, showed despite Resident #4's severe 
cognitive impairments, staff marked her as 
"independent" in looking at books, current 

Conducting Individual Activities was an 
educational class taken by the Activity 
staff on 3/10/23.
Activity staff received education from the 
Activity Consultant from GSS to allow for 
additional guidance and education. This 
education included Care Plan writing and 
Goal setting.

4. Activity Supervisor and assistant will 
document on resident #4 and #14 weekly 
doing a Progress note to review resident 
activity attendance and support 
documentation to ensure  our goal of 3 
fully engaged activities per week. 
Residents may attend more than three 
activities per week-our goal however is to 
really focus on meaningful and engaged 
per the residents needs. This is going to 
be determined by residents actions and 
interactions during the event and that 
information will be part of the 
documentation.
 Activity Supervisor will produce a weekly 
Progress note to include what activity 
proved meaningful and how for each 
resident addressed as at risk. Activity 
Supervisor will use documentation from 
the AT RISK binder as well as 
documentation from their own events. 
Activity Supervisor will then report 
monthly a report of all residents now 
identified as "AT RISK" for attendance, 
interaction and progress to the QAPI 
committee. This will continue to be a 
monthly practice for the Activities 
department to report to QAPI, as it is 
imperative that the facility stays with 
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F 679 Continued From page 18 F 679
events/news, devotions [provided in written form], 
in-room activity packets, and as "actively 
participating" in a bingo game and a trivia/word 
game. 

- Review of Resident #14's medical record 
occurred on all days of survey and identified 
diagnoses including dementia, anxiety, and an 
adjustment disorder with depressed mood. The 
quarterly MDS, dated 01/09/23, identified a BIMS 
score of 3, indicating severe cognitive 
impairments.

The current care plan identified, ". . . The resident 
has alteration in activity involvement . . . Invite, 
encourage and remind resident of scheduled 
activities, assisting to, from, and during as 
needed . . .  Provide pm [evening] 1:1 visits for 
social interaction and to invite & encourage her to 
come to activities. Allow her time to express her 
feelings about not wanting to be here and 
wanting to go home. . . . In the past she liked 
attending devotions, church, & communion 
services, sing-a-longs, music activities, bingo, 
special events, parties, reading & doing word 
search puzzles. . . ."

Observations showed the following:
* 02/05/23 at 2:55 p.m., Resident #14 asleep on 
her bed. The activity calendar showed staff 
scheduled hymn singing at 2:30 p.m.
* 02/06/23 at 9:45 a.m. and 10:58 a.m., Resident 
#14 asleep on her bed.
* 02/06/23 at 1:11 p.m., Resident #14 sat in the 
hallway. Staff failed to engage Resident #14 in 
any of the meaningful activities listed on her care 
plan.
* 02/06/23 at 2:00 p.m., Resident #14 sat in her 

identifying and addressing our current 
and future residents with these needs.
5. Facility has education assigned and 
Care Plans updated. Facility is in 
compliance on 3/17/23
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F 679 Continued From page 19 F 679
wheelchair, bent at the waist, with her forehead 
resting face down on the bed. As two certified 
nursing assistants (CNAs) (#17 and #18) 
prepared to transfer Resident #14 into bed, she 
cried and stated, "I wanna die." One CNA (#18) 
responded, "You'll feel better after a nap." As the 
two CNAs transferred Resident #14, she cried 
and stated, "I wanna lay down and die. I wanna 
die." One CNA (#18) asked, "How was lunch?" 
While the two CNAs provided incontinence cares, 
Resident #14 repeated, "I wanna die. I wanna 
die. Kill me." As the two CNAs completed cares, 
Resident #14 continued to repeat "I wanna die." 
When asked, the CNAs (#17 and #18) indicated 
this was "a fairly common behavior for [Resident 
#14]." The activity calendar showed staff 
scheduled a valentine sing-a-long at 2:30 p.m. 
Staff failed to offer Resident #14 a snack, an 
activity listed on her care plan, or call her family.

The activity log, dated January 1-February 5, 
2023, showed despite Resident #14's severe 
cognitive impairments, staff marked her as 
"independent" in looking at books, current 
events/news, devotions, in-room activity packets, 
and as "actively participating" in a bingo game 
and a trivia/word game. 

A progress note, dated 10/17/22, identified, ". . . 
She continues to want to get the Daily Chronicle, 
Today's Devotion and activity sheets/packets 
when asked but does not always do anything 
with them."

The facility failed to provide meaningful activities 
designed to meet Resident #4 and #14's interests
and enhance their physical, mental, and 
psychosocial well-being.
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F 679 Continued From page 20 F 679

During an interview on the evening of 02/08/23, 
an administrative staff member (#1) indicated she 
expects staff to provide activities appropriate for 
the resident's current cognitive status.

F 684 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 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:

F 684 3/17/23
SS=D

 Based on information provided by the 
complainants, information provided during a 
family interview, observation, record review, 
review of facility policy, and staff interview, the 
facility failed to provide the necessary care and 
services to maintain the highest practicable 
physical well-being for 1 of 4 sampled residents 
(Resident #23) who required staff assistance for 
repositioning. Failure to provide repositioning 
assistance may result in pain/discomfort and/or 
skin breakdown. 

Findings include:

Information provided by the complainants 
indicated staff failed to reposition residents as 
scheduled/as needed.

During interviews on 02/06/23 at 10:00 a.m. and 

 1. Resident  #23 was affected by this 
practice. 

2.All residents may be affected by this 
deficient practice.

3.Education was presented to staff on
   A. Documentation
   B. Turning schedules
   c. Care Plans
   D. Appropriate Procedures for providing 
care with family present.
 Facility Nursing Leadership team are 
currently working with staffing on 
education to ensure their documentation 
is complete and accurate. 

4. The facility will monitor these deficient 
practices by having the charge nurse for 
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F 684 Continued From page 21 F 684
02/08/23 at 10:10 a.m., Resident #23's family 
members stated Resident #23 was recently 
diagnosed with progressive congestive heart 
failure (CHF), and as a family, opted for the 
resident to remain at the facility for end of life 
care. The family felt staff were not attending to 
the resident's needs and reported the resident 
had laid in the same position for hours. 

Family reported observing Resident #23 in the 
same position, flat on his back, from 10:30 a.m. 
to 6:00 p.m. on 02/05/23.

Review of Resident #23's medical record 
occurred on all days of survey, and identified 
diagnoses including newly diagnosed congestive 
heart failure, and urinary retention. A physician's 
communication, dated 02/05/23 at 6:40 p.m., 
identified an order for a Foley (indwelling) 
catheter to straight drainage. 

The current care plan stated ". . . The resident 
has indwelling catheter R/T [related to] urine 
retention . . ." The care plan failed to reflect the 
resident's change of condition and end of life 
cares. 

Observations of Resident #23 showed the 
following:
* 02/05/23: Lying in bed, on his back from 2:00 
p.m. to 5:00 p.m. A review of the resident's 
repositioning log showed staff repositioned him 
once at 11:45 p.m.
* 02/06/23: Lying in bed, on his back from 10:00 
a.m. to 3:15 p.m. Upon request at 3:15 p.m., two 
nurses (#2 and #8) repositioned the resident onto 
his left side and applied pressure relieving boots. 
A review of the resident's repositioning log 

each shift review resident cares as well 
as their daily resident forms. The Director 
of Nursing will review compliance with 
documentation and do monthly audits to 
ensure documentation matches actions of 
staff. Director of Nursing services will 
provide information from monthly audits 
with concerns and corrections taken to 
the QAPI meeting. DNS will complete 
these audits for the next 6 months to 
ensure compliance. Education, actions 
and concerns associated with these 
audits will be addressed immediately and 
then reported to QAPI to allow for growth 
and change in our performance and 
actions.

5.The facility will be in compliance with 
this by March 17, 2023.
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F 684 Continued From page 22 F 684
showed staff repositioned him at 5:59 a.m., 2:14 
p.m., and 11:59 p.m. This is a discrepancy with 
the observation at 3:15 p.m.

During an interview on 02/08/23 at 8:30 p.m., an 
administrative nurse (#2) confirmed staff should 
reposition the residents, especially if their 
condition deteriorates.

During an interview on the evening of 02/08/23, 
two administrative staff members (#1 and #2) 
indicated they expect staff to follow the care plan 
if an intervention is scheduled at specific 
times/intervals.

F 689 Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents.
This REQUIREMENT  is not met as evidenced 
by:

F 689 3/17/23
SS=D

 Based on observation, record review, review of 
facility policy, and resident and staff interviews, 
the facility failed to assess the abilities of 1 of 2 
sampled residents (Resident #15) who continued 
to smoke at the facility. Failure to assess the 
resident's abilities and smoking risk factors may 
result in an avoidable accident and/or burn.

Findings include:

Review of facility policy titled "Smoking and 

 1. Resident # 15 had a Tobacco 
Assessment completed on 3/2/23.

2. All smoking residents could be affected 
and all current smokers had their 
assessment reviewed and updated on 
3/2/23.

3. The responsibility of the Tobacco 
assessment is now completed by the 
Social Service Designee. 
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F 689 Continued From page 23 F 689
Tobacco Use" occurred on 02/08/23. This policy, 
reviewed/revised 10/13/22, stated, ". . . Upon 
admission, all residents . . . who smoke or use 
tobacco products will be assessed using the 
Tobacco Use Assessment. Assessments also will 
be administered if a resident . . . has a change in 
cognitive ability, judgement, manual dexterity 
and/or mobility. . . ." 

Review of Resident #15's medical record 
occurred on all days of survey, and identified 
diagnoses including cerebral infarction (stroke) 
and left-sided weakness. The medical record 
failed to include a "Tobacco Use Assessment."

During an interview on 02/05/23 at 1:25 p.m., 
Resident #15 stated, "I smoke. There is a smoke 
shack outside."

Observation on 02/06/23 at 1:00 p.m., showed 
Resident #15 smoking in the shack behind the 
facility.

During an interview on 02/08/23 at 2:50 p.m., an 
administrative staff member (#1) confirmed 
nursing staff failed to complete a "Tobacco Use 
Assessment" for Resident #15.

4.The facility SSD will complete a 
Tobacco assessment on each new 
resident that is a smoker. The SSD will 
review the assessment quarterly and with 
any significant change of condition, with 
the Care Plan review. 
On a quarterly basis for the next 4 
quarters, the SSD will report to the 
Quarterly QAPI meeting the number of 
current smokers, and the number of 
current Tobacco assessments completed. 

5. Corrective actions were completed on 
3/17/23.

F 725 Sufficient Nursing Staff
CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff. 
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 

F 725 3/17/23
SS=E
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care and considering the number, acuity and 
diagnoses of the facility's resident population in 
accordance with the facility assessment required 
at §483.70(e).

§483.35(a)(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 (e) of 
this section, licensed nurses; and
(ii) Other nursing personnel, including but not 
limited to nurse aides.

§483.35(a)(2) Except when waived under 
paragraph (e) 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:
 THIS IS A REPEAT DEFICIENCY FROM THE 
SURVEY COMPLETED ON 10/21/21.

Based on information provided by the 
complainant, observation, record review, review 
of facility policy, review of resident council 
meeting minutes, and resident, confidential 
family, and staff interviews, the facility failed to 
ensure sufficient nursing staff and related 
services are available at all times to meet the 
residents' needs for 7 of 16 sampled residents 
(Resident #5, #11, #15, #16, #20, #23, and #131) 
and 4 supplemental residents (Resident #7, #10, 
#12, and #27) who required staff assistance. 
Failure to provide sufficient staffing does not 
promote each resident's rights and physical, 
mental, and psychosocial well-being and/or 

 1.Those residents currently residing in 
the facility would be affected, all residents 
would be included as affected. The 
residents included as recognized #5 has 
passed, #11 was in attendance,#15 in 
attendance,#16 in attendance,#20 
refused to attend,#23 has passed, #7 in 
attendance,#10 was in attendance,#12 
has passed and #27 did not participate in 
a resident council meeting hosted on 
March 4,2023. This meeting included 
discussion on staffing issues, our desire 
to hire new employees. Also discussed 
was an idea on how residents can 
recognize and help Administration 
welcome and retain newly hired 
employees. 
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provide a safe environment for the residents.  

Findings include:

Information provided by the complainants 
identified the facility failed to:
* adequately staff the evening/night shift
* respond to call lights in a timely manner
* bathe residents as care-planned/scheduled
* toilet residents in a timely manner
* reposition residents
* offer snacks

Review of the facility policy titled "Nursing 
Services" occurred on 02/08/23. This policy, 
reviewed/revised 10/21/22, stated, ". . . 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. . . ."

Review of the resident council meeting minutes, 
dated November 2022-January 2023, identified 
the following resident concerns:
* short-staffed,
* bath aides and restorative aides were being 
pulled when short-staffed,
* only one certified nursing assistant (CNA) 
assigned to the evening/night shift,
* no social worker.

Confidential resident interviews identified the 

Staffing Coordinator, Administrator and 
DNS have initiated an adequate staffing 
model based on census, staff hours per 
resident and minimum staffing criteria to 
meet the needs of each resident.

2.All residents would be affected by the 
staffing concerns experienced in the 
facility. The regular staff schedule has 
been supplemented with support by the 
organization leadership to include Rapid 
Response nursing staff and internal 
staffing pool employees. External agency 
staff are also contracted to support and 
augment the ongoing needs of the facility. 
Facility staff are approved to work 
overtime when needed and PRN (as 
needed) staff actively recruited to fill open 
shifts to ensure staffing is adequate.

3.Leadership is actively recruiting staff 
from the surrounding communities for 
full-time and part-time employment. A full 
time Director of Nursing has been hired 
for the facility. An Enterprise-wide search 
is ongoing for a full time administrator. 
Internal interim staff support the day to 
day operations of the facility. The facility 
is actively hiring and training staff. We 
have hired four of our own CNA's in the 
last 30 days. We will continue to strive to 
build our team here at Larimore to create 
an environment that will allow for 
residents to receive necessary cares to 
meet their needs.
Manager on Duty was implemented on 
3/4/23 to allow leadership in the facility 7 
days per week.
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following:
* residents wait up to an hour for staff to respond 
to call lights,
* evening snacks have not been offered "for at 
least three months."

Resident and confidential family interviews 
identified the following:
* 02/05/23 at 1:25 p.m., Resident #15 stated, 
"There is never enough staff. I've had to wait 
maybe half an hour. On Saturday, I slid out of my 
chair. I was sitting on the floor for about half an 
hour. I put on the light, and no one came."
* 02/05/23 at 1:48 p.m., Resident #10 stated, 
"Enough staff, no. If you ring, it takes quite a 
while to get help. I think they are short-staffed 
here. I've waited up to 45 minutes." He also 
indicated he had been incontinent while waiting 
for staff to respond to his call light.
* 02/05/23 at 1:50 p.m., Resident #131 stated, "I 
can call for help but it will sometimes take them 
up to an hour to come. There's not enough 
people here to help." Resident #131 answered 
"No" when asked if staff offer toileting assistance.
* 02/05/23 at 2:16 p.m., Resident #16 stated, "I 
can tell you right off the bat they're very short of 
help for months at least Press your button, [it] 
can take an hour and a half. One CNA for the 
whole place at night!"
* 02/05/23 at 2:20 p.m., Resident #11 stated, 
"When they're short they pull the bath aide to 
work the floor. They don't have enough help."
* 02/05/23 at 2:51 p.m., Resident #5 indicated 
staff are "not always quick" to respond to call 
lights.
* 02/05/23 at 2:59 p.m., Resident #27 stated, 
"They hire them and the next thing you know 
they're gone." Resident #27 indicated he 

4. Facility Administration is part of the 
scheduling team. Facility has been active 
in hiring new hiring. We are advertising 
through the internet, social media and by 
mouth. We have increased our presence 
of contract staffing to ensure that we are 
correctly staffed per resident needs. 
Concerns will be presented monthly to the 
QAPI committee.
Facility had a Resident council meeting, 
where 2 residents volunteered to be 
President of the Resident Council. One 
resident was chosen by a resident 
independent vote and we now have a 
President of the Resident Council. 
President and Administrator had 
discussion on 3/4/23 to discuss-resident 
concerns and how the President will bring 
any concerns immediately to the 
Administrator. It was discussed with all 
residents at the time of the council 
meeting that we are actively trying to 
improve all aspects of their care-therefore 
it was asked that when they had any 
concerns they take them immediately to 
the Administrator or to the President of 
the Resident Council who in turn would 
immediately notify the Administrator.  This 
will continue for the next 6 months. Staff 
educated on 3/17/23 included 
accountability to working their shifts as 
scheduled. 

5.Correction to staffing has been in 
compliance since 3/17/2023.
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"sometimes [has to wait] up to 45 minutes to go 
to the bathroom." He has "waited in the bathroom 
a long time, for help to get off the toilet."
* 02/05/23 at 3:29 p.m., Resident #12 indicated 
staff are "not quick to respond" to call lights.
* 02/05/23 at 3:30 p.m., Resident #20 stated, "I 
know they have a problem, a shortage of help."
* 02/06/23 at 9:48 a.m., Resident #7 stated, 
"Girls are excellent. They are short of workers but 
they can only do so much."
* 02/06/23 at 10:00 a.m., 02/07/23 at 2:13 p.m., 
and 02/08/23 at 10:10 a.m., Resident #23's 
family reported "waiting up to an hour for 
someone" to respond to the resident's call light. 
They stated Resident #23 had laid in the same 
position for hours, and while "numerous call lights 
were going off " on the evening of 02/06/23, four 
staff members were observed "gathered" near 
the nurses' station, laughing, "high fiving" each 
other, and talking about "the state being here." 
* 02/08/23 at 2:13 p.m., Resident #16 stated, ". . . 
there is one person for one shift . . .they are short 
of help. . . ."

Staff interviews identified the following:
* staff do not pass snacks at night,
* the facility does not have a licensed social 
worker providing oversight for the social work 
designee.

See F677, F684, F689, F690, F809, and L1910.
F 727 RN 8 Hrs/7 days/Wk, Full Time DON

CFR(s): 483.35(b)(1)-(3)

§483.35(b) Registered nurse
§483.35(b)(1) Except when waived under 
paragraph (e) or (f) of this section, the facility 
must use the services of a registered nurse for at 

F 727 3/16/23
SS=D
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least 8 consecutive hours a day, 7 days a week.

§483.35(b)(2) Except when waived under 
paragraph (e) or (f) of this section, the facility 
must designate a registered nurse to serve as the 
director of nursing on a full time basis.

§483.35(b)(3) The director of nursing may serve 
as a charge nurse only when the facility has an 
average daily occupancy of 60 or fewer 
residents.
This REQUIREMENT  is not met as evidenced 
by:
 Based on review of the nursing staff schedule, 
review of facility policy, and staff interview, the 
facility failed to provide the services of a 
registered nurse (RN) for eight consecutive hours 
a day for 5 of 184 days reviewed (08/27/22, 
09/19/22, 09/25/22, 01/14/23, and 01/29/23). 
Failure to ensure sufficient, qualified nursing staff 
are available on a daily basis has the potential to 
affect all the residents residing in the facility.  

Findings include:

Review of the facility policy titled "Nursing 
Services Staff" occurred on 02/08/23. This policy, 
reviewed/revised 10/21/22, stated, ". . . The 
location will use the services of a registered 
nurse for at least eight consecutive hours a day, 
seven days a week . . ."

The facility provided a copy of the nurse's 
schedule for the time period of 08/01/22 to 
01/31/23. A review of the schedule showed the 
facility lacked the required RN coverage on 
08/27/22, 09/19/22, 09/25/22, 01/14/23, and 
01/29/23.

 1. Facility Administrator hosted a 
Resident Council meeting and informed 
residents what we are doing as a facility 
to hire and retain staff.

2. All residents will benefit from 
appropriate RN coverage.

3.Facility began Audit on 2/8/23 which 
includes information for Registered Nurse 
Hours. 

4.The facility scheduler monitors the daily 
coverage to ensure we have an RN in the 
facility 8 hours per day. The audit form 
includes the Name of the Registered 
Nurse that is serving as the coverage. 
This information will be presented to the 
monthly QAPI meeting for the next 6 
months.
The scheduler will continue to monitor the 
daily RN coverage and will continue 
keeping a daily listing of the name of the 
RN coverage for the facility following the 
6 month audit and reports to the QAPI 
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During an interview on the afternoon of 02/08/23, 
an administrative nurse (#2) confirmed the facility 
lacked eight consecutive hours of RN coverage 
on 08/27/22, 09/19/22, 09/25/22, 01/14/23, and 
01/29/23.

committee.

5.This is in compliance as of 2/10/23.

F 758 Free from Unnec Psychotropic Meds/PRN Use
CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.  
§483.45(c)(3) A psychotropic drug is any drug 
that affects brain activities associated with mental 
processes and behavior.  These drugs include, 
but are not limited to, drugs in the following 
categories:
(i) Anti-psychotic; 
(ii) Anti-depressant; 
(iii) Anti-anxiety; and
(iv) Hypnotic

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

§483.45(e)(1) Residents who have not used 
psychotropic drugs are not given these drugs 
unless the medication is necessary to treat a 
specific condition as diagnosed and documented 
in the clinical record;

§483.45(e)(2) Residents who use psychotropic 
drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs;

§483.45(e)(3) Residents do not receive 
psychotropic drugs pursuant to a PRN order 
unless that medication is necessary to treat a 

F 758 3/17/23
SS=D
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diagnosed specific condition that is documented 
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs 
are limited to 14 days.  Except as provided in 
§483.45(e)(5), if the attending physician or 
prescribing practitioner believes that it is 
appropriate for the PRN order to be extended 
beyond 14 days, he or she should document their 
rationale in the resident's medical record and 
indicate the duration for the PRN order.    
 
§483.45(e)(5) PRN orders for anti-psychotic 
drugs are limited to 14 days and cannot be 
renewed unless the attending physician or 
prescribing practitioner evaluates the resident for 
the appropriateness of that medication.
This REQUIREMENT  is not met as evidenced 
by:
 Based on record review, review of facility policy, 
and staff interview, the facility failed to ensure 
each resident's medication regimen was free 
from unnecessary medications for 1 of 1 sampled 
resident (Resident #15) who received an as 
needed (PRN) psychotropic medication. Failure 
to include documentation regarding the clinical 
justification/specific circumstances for continued 
use of the PRN psychotropic medication beyond 
14 days and failure to establish a stop date may 
result in the resident receiving a medication for 
an excessive duration and/or experiencing 
adverse side effects related to its use.

Findings include:

Review of the facility policy titled "Psychotropic 
Medications" occurred on 02/08/23. This policy, 
reviewed/revised 12/09/22, stated, ". . . PRN 

 1. Resident affected had their order 
changed on 3/13/23. This resident never 
used this medication at all.

2.All residents were audited to ensure 
appropriate start dates on 2/8/23 and 
again on 3/16/23.

3.Education started to staff on 2/8/23 and 
will again educate on 3/17/23 to ensure 
understanding of policy for Anti-psychotic 
orders and their desired 14 day stop 
dates. 

4.The facility will monitor medication 
regimen on admission and with new 
orders received on a daily basis. Director 
of Nursing services will weekly run a 
report on PRN medication orders to 
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orders for psychotropic drugs are limited to 14 
days. If the attending physician or prescribing 
practitioner believes that it is appropriate for the 
PRN order to be extended beyond 14 days, he or 
she should document their rationale in the 
resident's medical record and indicate the 
duration for the PRN order. prn orders for 
anti-psychotic drugs are limited to 14 days and 
cannot be renewed unless the attending 
physician or prescribing practitioner evaluates 
the resident for the appropriateness of the 
medication. . . ."

Review of Resident #15's medical record 
occurred on all days of survey. The physician's 
orders identified an active order for Olanzapine 
(an antipsychotic medication), dated 01/04/23, 
which stated, "Give 1 [5 milligram] tablet by 
mouth every 24 hours as needed for nausea. 
Give nightly PRN." The facility failed to obtain an 
order to extend the psychotropic medication 
beyond the original 14 days or include the 
rational/specific circumstances for its extended 
use and a stop date established by the 
prescriber. 

During an interview on 02/07/23 at 2:50 p.m., an 
administrative nurse (#2) confirmed the facility 
failed to obtain a new order for the extended use 
of Resident #15's prn Olanzapine medication.

ensure compliance with stop date. 
Information with concerns and corrections 
will be reported to the QAPI committee for 
next six months.

5.Corrective action will be completed by 
3/17/23.

F 801 Qualified Dietary Staff
CFR(s): 483.60(a)(1)(2)

§483.60(a) Staffing
The facility must employ sufficient staff with the 
appropriate competencies and skills sets to carry 
out the functions of the food and nutrition service, 
taking into consideration resident assessments, 

F 801 3/17/23
SS=F
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individual plans of care and the number, acuity 
and diagnoses of the facility's resident population 
in accordance with the facility assessment 
required at §483.70(e) 

This includes:
§483.60(a)(1) A qualified dietitian or other 
clinically qualified nutrition professional either 
full-time, part-time, or on a consultant basis. A 
qualified dietitian or other clinically qualified 
nutrition professional is one who-
(i) Holds a bachelor's or higher degree granted 
by a regionally accredited college or university in 
the United States (or an equivalent foreign 
degree) with completion of the academic 
requirements of a program in nutrition or dietetics 
accredited by an appropriate national 
accreditation organization recognized for this 
purpose.  
(ii) Has completed at least 900 hours of 
supervised dietetics practice under the 
supervision of a registered dietitian or nutrition 
professional.
(iii) Is licensed or certified as a dietitian or 
nutrition professional by the State in which the 
services are performed. In a State that does not 
provide for licensure or certification, the individual 
will be deemed to have met this requirement if he 
or she is recognized as a "registered dietitian" by 
the Commission on Dietetic Registration or its 
successor organization, or meets the 
requirements of paragraphs (a)(1)(i) and (ii) of 
this section.
(iv) For dietitians hired or contracted with prior to 
November 28, 2016, meets these requirements 
no later than 5 years after November 28, 2016 or 
as required by state law.
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§483.60(a)(2) If a qualified dietitian or other 
clinically qualified nutrition professional is not 
employed full-time, the facility must designate a 
person to serve as the director of food and 
nutrition services. 
 (i) The director of food and nutrition services 
must at a minimum meet one of the following 
qualifications-
(A) A certified dietary manager; or
(B) A certified food service manager; or
(C) Has similar national certification for food 
service management and safety from a   national 
certifying body; or
D) Has an associate's or higher degree in food 
service management or in hospitality, if the 
course study includes food service or restaurant 
management, from an accredited institution of 
higher learning; or
(E)  Has 2 or more years of experience in the 
position of director of food and nutrition services 
in a nursing facility setting and has completed a 
course of study in food safety and management, 
by no later than October 1, 2023, that includes 
topics integral to managing dietary operations 
including, but not limited to, foodborne illness, 
sanitation procedures, and food 
purchasing/receiving; and
(ii) In States that have established standards for 
food service managers or dietary managers, 
meets State requirements for food service 
managers or dietary managers, and
(iii) Receives frequently scheduled consultations 
from a qualified dietitian or other clinically 
qualified nutrition professional.
This REQUIREMENT  is not met as evidenced 
by:
 Based on staff interview, the facility failed to 
ensure 1 of 1 nutrition and food services 

 1. Residents are presented with a Dietary 
Menu created by our Professional 
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supervisor (#14) obtained the proper 
qualifications to serve as the director of food and 
nutrition services. Failure to ensure staff have the 
qualifications to carry out the functions of food 
and nutrition services has the potential to result 
in foodborne illness to residents, staff, and 
visitors. 

Findings include: 

During an interview on 02/08/23 at 12:46 p.m., 
the nutrition and food services supervisor (#14) 
confirmed that he:
* Has not yet completed the certified dietary 
manager's course
* Is not a certified food service manager
* Lacks national certifications for food service 
management and safety
* Does not have an associate's or higher degree 
in food service management and hospitality
* Does not have experience as a director of food 
and nutrition services.

The facility failed to ensure the supervisor (#14) 
met qualifications to serve as the director of food 
and nutrition services.

system.

2. All residents will receive a nutritional 
diet according to Physician order.

3.The current Dietary Supervisor is 
enrolled in the Food Safety Certificate 
course provided by State Food Safety 
-Food Safety Training & Certification. The 
supervisor has completed and will test for 
the Course 3/17/23. Dietary supervisor is 
also currently attending UND and taking 
the Certified Dietary Manager Course. 

4. The facility has a Registered Dietician 
that comes 2 times monthly to oversee 
the Dietary Department.
 The Facility Regional Dietary also 
provides oversight as well as education to 
the facility Supervisor.

5. The Dietary Supervisor is on track to 
complete the course for the Certified 
Dietary Manager Course.

F 809 Frequency of Meals/Snacks at Bedtime
CFR(s): 483.60(f)(1)-(3)

§483.60(f) Frequency of Meals
§483.60(f)(1) Each resident must receive and the 
facility must provide at least three meals daily, at 
regular times comparable to normal mealtimes in 
the community or in accordance with resident 
needs, preferences, requests, and plan of care. 

§483.60(f)(2)There must be no more than 14 
hours between a substantial evening meal and 

F 809 3/17/23
SS=E
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breakfast the following day, except when a 
nourishing snack is served at bedtime, up to 16 
hours may elapse between a substantial evening 
meal and breakfast the following day if a resident 
group agrees to this meal span.

§483.60(f)(3) Suitable, nourishing alternative 
meals and snacks must be provided to residents 
who want to eat at non-traditional times or 
outside of scheduled meal service times, 
consistent with the resident plan of care.
This REQUIREMENT  is not met as evidenced 
by:
 Based on information provided by the 
complainant, observation, review of facility policy, 
and resident and staff interviews, the facility 
failed to distribute snacks for 3 of 3 sampled 
residents (Residents #5, #11, and #16) and 1 of 1 
supplemental resident (Resident #12) who 
expressed concerns regarding the fact they no 
longer receive bedtime (HS) snacks. Failure to 
provide snacks in the evening according to the 
scheduled meal times does not meet the needs 
and/or preferences of the residents.

Findings include: 

Information provided by the complainant 
indicated staff failed to offer/provide snacks as 
scheduled. The complainant alleged one resident 
eventually stopped asking for bedtime snacks.

Review of the facility policy titled "Frequency of 
Meals and Snacks" occurred on 02/08/23. This 
policy, dated 01/13/23, stated, ". . . Employees 
and/or nursing are responsible for distribution of 
the snacks . . . A snack is offered to all residents 
each night. . . ."

 1. Kitchen supervisor has visited with 
each resident to identify choice in evening 
snacks.

2. Every resident has the potential to be 
affected, Dietary manager has identified 
specific and non specific needs for each 
resident. Manager will interview future 
residents on admission.

3. Evening dietary cook is now 
responsible for preparing an evening 
snack cart to be delivered to the nursing 
station by 7pm nightly. CNA's will deliver 
the snack cart to the residents in their 
room or parlor. They will ensure that 
snacks with resident names on them will 
get to the appropriate resident. 

4. Facility Director of Nursing will pull the 
Eve snack pass report from our PCC to 
see compliance with offering snacks. 
Compliance with appropriate 
documentation. Snack cart preparation is 
on the daily list off responsibilities for the 
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Observation on 02/07/23 at 3:46 p.m., showed 
facility meal/snack times posted in the dining 
room as follows:
* Breakfast at 8:00 a.m.
* Lunch at 12:00 p.m.
* Snack at 2:00 p.m.
* Supper at 5:00 p.m.
* Evening snack at 7:00 p.m.

Resident interviews identified the following:
* 02/05/23 at 2:16 p.m., Resident #16 stated, ". . . 
snack in the morning and afternoon, but I have to 
ask for it. They used to come around in the 
evening, but now they don't. [They] haven't done 
that for at least three months. . . ."
* 02/05/23 at 2:51 p.m., Resident #5 indicated 
she is "bed ridden" and snacks are "not offered."  
* 02/05/23 at 3:32 p.m., Resident #12 stated, 
"Snacks are sometimes provided, but not every 
time."
* 02/05/23 at 3:48 p.m., Resident #11 stated, "I 
think they have them [snacks] in the parlor."

During an interview on 02/07/23 at 10:50 a.m., a 
staff nurse (#7) stated, ". . . The residents get 
snacks during the day, at morning, and afternoon 
coffee [in the dining room]. They don't pass 
snacks at night and [I'm] unsure why that had 
[sic] changed. . . ."

Facility staff failed to offer/provide snacks to all 
residents each night per policy.

Cook. This information will be reported to 
the QAPI committee monthly for 6 
months. Education to all CNA's was 
presented 3/12/23, 3/14/23 and 3/17/23.

5. Corrective active was started on 3/8/23 
and facility is in compliance as of 3/17/23.

F 812 Food Procurement,Store/Prepare/Serve-Sanitary
CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.
The facility must -

F 812 3/17/23
SS=E
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§483.60(i)(1) - Procure food from sources 
approved or considered satisfactory by federal, 
state or local authorities.
(i) This may include food items obtained directly 
from local producers, subject to applicable State 
and local laws or regulations.
(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable 
safe growing and food-handling practices.
(iii) This provision does not preclude residents 
from consuming foods not procured by the 
facility.

§483.60(i)(2) - Store, prepare, distribute and 
serve food in accordance with professional 
standards for food service safety.
This REQUIREMENT  is not met as evidenced 
by:
 Based on observations, review of facility policy, 
review of professional reference, review of 
product information, and staff interviews, the 
facility failed to label and date food, discard food 
beyond the use by date, ensure staff have 
access to clean handwashing sinks, ensure food 
is prepared in a sanitary area using clean 
utensils, ensure the use and documentation of 
appropriate concentration levels of sanitizer 
solution, and avoid contamination from nonfood 
items in 1 of 1 kitchen and 1 of 1 parlor 
nourishment center refrigerator/freezer. Failure to 
store, prepare, and serve food in a sanitary 
manner has the potential to affect food quality 
and may result in the spread of foodborne illness 
to residents, staff, and visitors.

Findings include:

 1. No negative outcome is noted from the 
deficient practice.

2. All residents could be affected by the 
deficiency.

3.  A) Educated the dietary staff on dates 
3/6/23 through 3/15/23 on- The policy 
"Date marking" to 
       address food storage. Dietary 
Manager has added checking the storage 
area and Refrigerator for 
         undated, out of date foods to the A 
M Cook responsibilities.

   B)  A daily, weekly and monthly 
cleaning checklist has been implemented 
for all dietary staff.
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Review of the facility policy titled "Date Marking" 
occurred on 02/08/23. This policy, dated 
05/03/22, stated ". . . When TCS 
[Time/temperature Control for Safety Foods] food 
is received, employees: . . . Observe for use by 
date . . . This is an expiration date. . . . When 
TCS food has been opened but remains in 
storage, employees: Ensure that ready-to-eat 
TCS foods opened at the location are clearly 
date-marked for: . . . The date or day by which 
the food shall be consumed on the premises . . . 
or discarded. . . . A food item is discarded when: . 
. . The TCS item is beyond the use by date. . . ."

Review of the facility policy titled "Cleaning 
Schedule" occurred on 02/08/23. This policy, 
dated 01/12/23, stated ". . . Cabinets, drawers . . 
. Clean and sanitize between uses and at the end 
of the day. . . . Empty and clean drawers weekly. 
. . ."

The facility failed to provide a policy related to 
sanitization solutions.

Review of Oasis 146 Multi-Quat sanitizer product 
information occurred on 02/16/23, and stated 
"Oasis 146 is an effective sanitizer against 
Escherichia coli and Staphylococcus aureus on 
food contact surfaces . . . 150 ppm to 400 ppm 
Quat Range . . ." 

The Food and Drug Administration (FDA) Food 
Code 2022:
- Page 157, states, ". . . Cleaning of Plumbing 
Fixtures. PLUMBING FIXTURES such as 
HANDWASHING SINKS . . . shall be cleaned as 
often as necessary to keep them clean.

   C) Education on Sanitizer and its use 
was presented by Ecolab on 2/13/23 A 
log sheet is available to 
      document test strips and results. Test 
strips are maintained by the Sanitizer. 

4. A.) A M Cook will do a daily walk 
through of the facility storage area and 
refrigerator. At this 
      time items needed to be removed will 
be removed.

   B.) The Kitchen Supervisor has 
implemented current cleaning schedules 
for staff to sign off on a 
    daily basis. Supervisor will review 
these checklists weekly and provide any 
guidance needed.

   c.) Sanitation log report will be reviewed 
by Dietary Manger and presented to the 
monthly QAPI 
       meeting.

5. Corrective action completed on March 
17,2023.
 Kitchen Supervisor will weekly review the 
compliance with the cleaning list, storing 
food items and sanitizer use and testing 
and report his monthly findings to the 
QAPI committee for the months of March, 
April, May, June, July and August.
 Kitchen Supervisor will ensure that 
education and corrective actions are 
taken at the time of concern.
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- Page 453, stated, ". . . Testing devices to 
measure the concentration of sanitizing solutions 
are required for 2 reasons: 1. The use of 
chemical sanitizers requires minimum 
concentrations of the sanitizer during the final 
rinse step to ensure sanitization; and 2. Too 
much sanitizer in the final rinse water could be 
toxic. . . ."
 
A tour of the kitchen occurred on 02/05/23 at 1:30 
p.m. with a dietary staff member (#16). 
Observation showed the following:
* Undated and unlabeled 2.5L [liter] container of 
beef rice soup, uncooked noodles stored in a 
metal container, and sandwiches. 
* Undated sliced cheese and angel food cake. 
* Undated raisin bread, wheat bread, english 
muffins, and cranberry bread.
* Food items dated and not discarded included:
- Container of "balsamic chicken" - use by date of 
12/23/22. (44 days past the use by date.)
- Container of red beets - use by date of 1/20/23. 
(15 days past the use by date.)
- Monterey jack cheese - use by date of 1/29/23. 
(Six days past the use by date.)
- Container of chicken noodle soup - use by date 
of 2/2/23. (Three days past the use by date.)
* Both handwashing sinks visibly soiled.
* Cupboard doors in food preparation area 
covered with food splatter.
* Two food tongs visibly soiled with a brown 
substance stored in a drawer with clean utensils.

Observation of the facility's snack/nourishment 
refrigerator/freezer, occurred on 02/05/23 at 2:16 
p.m., and revealed the following:
* The freezer contained several resident reusable 
ice packs, one of which had an ace bandage. 
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The freezer also contained bread and ice cream 
served to the residents. 
* The refrigerator contained an opened, 
unlabeled half pint 2% milk carton and a 
container of cherries labeled "free 2/2/23."

Observations related to the Oasis 146 Multi-Quat 
sanitizer solution, on 02/06/23 at 9:14 a.m., 
showed the supervisor (#14) and a dietary staff 
member (#19) were unable to locate testing 
strips for the Multi-Quat sanitizer, were unsure of 
the correct Multi-Quat solution concentration 
range, and confirmed they do not keep a log of 
the concentration levels.

Interviews with dietary and management staff are 
as follows:
* 02/05/23 at 2:25 p.m., a staff nurse (#20) 
identified the cherries labeled "free 2/2/23" failed 
to specify a resident name and discarded the 
cherries.   
* 02/06/23 at 9:03 a.m., the nutrition and food 
services supervisor (#14) confirmed the 
handwashing sinks and cupboard doors in the 
food preparation area were soiled.
* 02/06/23 9:28 a.m., the nutrition and food 
services supervisor (#14) confirmed staff should 
not store resident treatment items with food and 
should label food items with the resident's name 
and use by date. 
* 02/08/23 at 3:55 p.m., the nutrition and food 
services supervisor (#14) stated he expected 
staff to label and date food stored in the walk-in 
cooler and dry food storage room, and discard 
expired or beyond the use by date for food items.

The facility failed to maintain a clean and sanitary 
kitchen and provide a policy for sanitization 
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