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INITIAL COMMENTS  
 
The standard Medicare/Medicaid recertification and  
complaint survey started on 03/15/26 and concluded 
on 03/18/26.During the complaint investigation, the 
facility was found noncompliant with regulatory  
requirements.  
 

F0000  
 

04/22/2026

F0578 
SS = E

Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir  
 
CFR(s): 483.10(c)(6)(8)(g)(12)(i)-(v)  
 
§483.10(c)(6) The right to request, refuse, and/or  
discontinue treatment, to participate in or refuse to  
participate in experimental research, and to  
formulate an advance directive.  
 
 
§483.10(c)(8) Nothing in this paragraph should be  
construed as the right of the resident to receive the 
provision of medical treatment or medical services  
deemed medically unnecessary or inappropriate.  
 
 
§483.10(g)(12) The facility must comply with the  
requirements specified in 42 CFR part 489, subpart I 
(Advance Directives).  
 
(i) These requirements include provisions to inform  
and provide written information to all adult residents 
concerning the right to accept or refuse medical or  
surgical treatment and, at the resident's option,  
formulate an advance directive.  
 
(ii) This includes a written description of the  
facility's policies to implement advance directives  
and applicable State law.  
 
(iii) Facilities are permitted to contract with other  
entities to furnish this information but are still  
legally responsible for ensuring that the  
requirements of this section are met.  
 
(iv) If an adult individual is incapacitated at the time 
of admission and is unable to receive information or 
articulate whether or not he or she has executed an 
advance directive, the facility may give advance  
directive information to the individual's resident

F0578 For Resident 7 POLST completed 4/3/2026.  
 
 
For Resident 10 POLST completed 3/16/26.  
 
 
For Resident 24 POLST completed 3/26/2026.  
 
 
For Resident 25 POLST completed 4/17/2026.  
 
 
For other residents that have the potential to be  
affected by this deficient practice – The facility  
reviewed residents code status to ensure resident  
and/or responsible party agreed with code status.  
Conducted 100% code status check to ensure code  
status is current and on and/or responsible party  
agreed on 4/16/26.  
 
 
Education provided by DNS for nursing staff on  
3/27/26, 4/1/26 and 4/12/26. Education  
included GS Policy and Procedure- Advanced  
Directives with specifics to resident and/or  
responsible party agree to the code status.  
 
 
New Facility Practice: The Interdisciplinary Team  
will document in the progress note during care plan 
conference -the code status was reviewed with  
resident and/or responsible  
party that they understand and agree with current  
code status.  
 
 
The DNS or designee will conduct audits on new  
admissions, re-admissions and physician orders for 
change in code status to ensure code status was  
reviewed with resident and/or

04/22/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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Continued from page 1 
representative in accordance with State law.  
 
(v) The facility is not relieved of its obligation to  
provide this information to the individual once he or 
she is able to receive such information. Follow-up  
procedures must be in place to provide the  
information to the individual directly at the  
appropriate time.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on record review, review of facility policy, and 
staff interview, the facility failed to ensure the  
residents' right to request, refuse, and/or  
discontinue treatment for 4 of 14 sampled residents 
(Resident #7, #10, #24, and #25) reviewed for  
advanced directives/code status. Failure to ensure  
the medical record and other forms of  
communication accurately reflected the code status 
discussed and agreed upon by the resident and/or  
the resident's legal representative limits the  
facility's ability to communicate to direct care staff  
and emergency personnel their wishes in the event  
of a medical emergency.  
 
Findings include:  
 
 
Review of the facility policy titled "Advanced Care  
Planning" occurred on 03/18/26. This policy, dated 
12/02/24, stated, ". . . Advanced Directive: A written 
instruction . . . relating to the provision of healthcare 
when the individual is incapacitated. . . . Informed  
Consent: The granting of permission by the resident 
and/or his or her legal representative . . . At the  
time of admission . . . staff . . . will inform the  
resident/healthcare decision-maker of the right to  
consent to or refuse medical treatment . . . all  
advance care planning discussions . . . must be  
documented in the medical record . . . Advanced  
directive orders are to be reviewed with  
resident/healthcare decision-maker at each care  
plan meeting . . ."  
 
 
-Review of Resident #7's medical record occurred  
on all days of survey. A physician's order, dated  
03/25/25, indicated cardiopulmonary resuscitation  
(CPR-full code status). The record lacked  
documentation the resident or representative agreed 
with the code status.  
 
 
-Review of Resident #10's medical record occurred 
on all days of survey. A physician's order, dated  
03/05/26, indicated CPR. When asked for

F0578 Continued from page 1 
responsible party and they understand and agree to 
current code status. Audit weekly x 4, monthly  
x 2 and quarterly x 1. The audit findings will  
be submitted monthly to the QAPI Committee for  
review and further recommendations.

04/22/2026
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Continued from page 2 
documentation showing the resident or their  
representative agreed with the code status, the  
facility provided a document signed by the resident 
and dated 03/16/25 (date during the survey).  
 
 
-Review of Resident #24's medical record occurred 
on all days of survey. A physician's order, dated  
09/19/25, indicated CPR. The record lacked  
documentation the resident or their representative  
agreed with the code status.  
 
 
-Review of Resident #25's medical record occurred 
on all days of survey. A physician's order, dated  
04/18/25, indicated CPR. The record lacked  
documentation the resident or their representative  
agreed with the code status.  
 
 
During an interview on 03/18/26 at 9:28 a.m., a  
management staff member (#8) confirmed staff failed 
to obtain signed documentation regarding the  
resident/resident representative's wishes regarding 
code status.  
 

F0578  04/22/2026

F0677 
SS = E

ADL Care Provided for Dependent Residents  
 
CFR(s): 483.24(a)(2)  
 
§483.24(a)(2) A resident who is unable to carry out  
activities of daily living receives the necessary  
services to maintain good nutrition, grooming, and  
personal and oral hygiene;  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observation, record review, review of the  
Resident Council meeting minutes, review of the  
facility bathing schedule, review of facility policy,  
and resident and staff interviews, the facility failed to 
ensure residents received the necessary services to 
maintain good grooming for 3 of 14 sampled  
residents (Residents #2, #3, and #36) and 1  
supplemental resident (Resident #33) observed with 
unkempt hair and beards. Failure to ensure residents 
receive assistance with haircuts, grooming, and  
bathing may decrease the resident's self-esteem  
and quality of care.  
 
Findings include:  
 
Review of the facility policy titled "Routine Practice" 
occurred on 03/18/26. This policy, dated October  
2025, stated, ". . . Routine practices are services that 
are expected to be provided to all residents based

F0677 For resident number 3, 2, 36, and 33 they received a 
haircut on 3/31/2026. Resident number 36 received 
a bath on 3/25/2026.  
 
 
All residents have the potential to be affected. All  
residents were offered a haircut on 3/31/2026.  
 
 
Education provided by the DNS for nursing  
staff including CNAs and Bath aides on 3/27/26,  
4/1/26 and 4/12/26. Education Include GS Policy  
/Procedure Bathing. Letter was sent to residents  
and family members on 4/16/2026 on how to receive 
haircuts.  
 
 
New Facility Practice: The facility is actively working 
to secure a licensed beautician to provide on-site  
services.  
 
 
In the interim, the facility will:  
 
 
Provide routine hair care by nursing  
staff per resident care plans  
 
 
Offer and assist with transportation to

04/22/2026
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Continued from page 3 
on accepted, clinical guidelines and resident status  
and are not detailed on the care plan . . . Anticipate 
and meet needs . . . Baths/showers per week . . .  
Will be kept clean and free from odors . . ."  
 
Review of the facility admission packet form titled  
"Hair Care" occurred on 03/18/25. This form  
identified the following options:  
 
* "I would like hair care provided to me/my family  
member by a liscensed [sic] beautician. I understand 
that there is an additional charge."  
 
* "I understand that the facility pays for one haircut 
every 4-6 weeks."  
 
Review of the Resident Council meeting minutes,  
dated 01/20/26, stated, ". . . Residents asked if we  
will have a new beauty operator. . . ."  
 
- Observation on 03/15/26 at 4:00 p.m. showed  
Resident #3 with long hair. When asked how the  
resident prefers to wear his hair, Resident #3 stated, 
"They don't have anyone [beautician] to give  
haircuts anymore. It's been a long time."  
 
-Observation on 03/16/26 at 10:10 a.m. showed  
Resident #2's hair over the tops of both ears. When 
asked how the resident prefers to wear his hair,  
Resident #2 stated, "I could use a cut. It's been a  
while."  
 
-Observation on 03/16/26 at 10:53 a.m. showed  
Resident #33's hair over the tops of both ears and  
bangs covered a large portion of the left side of his 
face. When asked how the resident prefers to wear  
his hair, Resident #33 stated, "I could use a cut.  
They used to have some lady do it but she hasn't  
been here for a while."  
 
During an interview on the afternoon of 03/18/26, an 
administrative staff member (#13) stated a beautician 
has not been in the facility since 12/22/25 and  
currently the facility does not have one.  
 
Review of the Resident Council meeting minutes,  
dated 02/03/26, stated, ". . . several residents  
reported not receiving their weekly baths on  
schedule.”  
 
-Review of Resident #36's medical record occurred 
on all days of survey. The current care plan  
identified extensive assistance of one staff member 
required for bathing and personal hygiene.  
 
Observation on 03/15/26 at 1:40 p.m. showed

F0677 Continued from page 3 
community-based beautician services as requested 
 
 
Activity supervisor and Social Services maintain a  
waitlist for residents requesting on-site beautician  
services  
 
 
DNS or designee will audit bath  
schedule for missed baths, reason for missed  
bath was documented, and if resident was offered 
an alternative/different day. Also audit residents  
were offered and received or documented refusal of 
a haircut every 6 weeks. Audits will be weekly x 4, 
monthly x 2 and quarterly x 1. The audit findings will 
be submitted monthly to the QAPI Committee for  
review and further

04/22/2026
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Continued from page 4 
Resident #36 with long hair, a beard with thick hair  
growth on his neck, and food in the lower beard  
along the lip line. A certified nurse aide (CNA) (#12)  
assisted the resident with toileting but failed to offer 
assistance to clean his face.  
 
Review of the facility bathing scheduled identified  
Resident #36 receives a bath on Wednesdays.  
Review of the bathing documentation, from 03/04/26 
through 03/18/26, identified the resident received a 
whirlpool bath on 03/04/26 and on 03/18/26 (13  
days without a bath).  
 
The medical record failed to identify Resident #36  
refused a bath or if the facility rescheduled the bath 
that should have occurred on 03/11/26.  
 
During an interview on 03/16/26 at 4:14 p.m., an  
administrative staff member (#1) stated if a bath isn't 
completed on a resident's scheduled day, she  
expects the charge nurse to discuss with the  
resident if it is "Ok" to have their bath on a different 
day, and the nurse to document the conversation in 
the resident's progress notes.  
 
During an interview on the morning of 03/17/26, a  
CNA (#6) stated bath aides shave the residents on  
their bath day.  
 

F0677  04/22/2026

F0804 
SS = E

Nutritive Value/Appear, Palatable/Prefer Temp  
 
CFR(s): 483.60(d)(1)(2)  
 
§483.60(d) Food and drink  
 
Each resident receives and the facility provides-  
 
 
§483.60(d)(1) Food prepared by methods that  
conserve nutritive value, flavor, and appearance;  
 
 
§483.60(d)(2) Food and drink that is palatable,  
attractive, and at a safe and appetizing temperature. 
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observation, review of facility policy, and  
staff interview, the facility failed to serve foods at a 
palatable temperature for 1 of 1 kitchen (tray cart to 
be served in parlor area). Failure to serve foods at a 
palatable temperature may result in decreased  
intake, weight loss, and inadequate nutrition.  
 
Findings include:  

F0804 Residents 10 and 15 no longer reside in the  
facility. Resident 28 reported that his breakfast eggs 
were served cold . On 3/16/2026 temperature of  
egg was at 165 degrees which was compliance.  
 
 
All residents have the potential to be affected by  
this alleged deficient practice  
 
 
Education/training provided by the DNS for all staff 
on 3/27/26, 4/1/26 and 4/12/26. Education includes 
GS Policy /Procedure and Food Temperature  
Monitoring Policy. Education/training provided by  
the Dietary Service Manager for dietary staff on  
3/18/26. Education includes Food and Nutrition  
Service Policy, Food Temperature  
Monitoring Policy and Room Temperature Log.  
 
 
New Facility Practice: Dietary staff will notify  
nursing when room trays will be started. Plate  
warmers utilized for room trays. The dedicated CNA 
in charge of passing trays will  
pass room trays timely or within the expected  
service window so the food remains safe, palatable, 
and at the correct temperature at the time the

04/22/2026
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Continued from page 5 
 
Review of the facility policy titled "Room-Tray  
Service-Food and Nutrition" occurred on 03/17/26. 
This policy, revised March 2025, stated, ". . . General 
. . . 6. Periodically monitor room/tray service to  
ensure quality and timeliness of service and  
compliance with food temperature standard. "  
 
 
- Observation on 03/16/26 at 9:40 a.m. showed a  
cart containing food trays in the parlor area and  
Resident #10 was eating his meal. Facility staff  
served Resident #15 his meal tray of eggs and toast 
at 9:45 a.m. When asked if his breakfast food was  
warm, Resident #15 stated, "No." Resident #10 said 
his food was also cold and stated, "That's an  
everyday occurrence." Resident #28 received his  
tray at 9:50 a.m. and when asked about his meal,  
Resident #28 stated his eggs were cold.  
 
 
- Observation on 03/17/26 at 09:05 a.m. showed an 
unidentified dietary staff member placed covered  
room trays in the meal tray cart. A dietary staff  
member (#9) delivered the cart to the parlor area. A  
nursing staff member served the first room tray at  
9:14 a.m. and the last tray at 9:44 a.m. A taste test 
conducted by the surveyors confirmed the food  
items were cold.  
 
 
- Observation on 03/18/26 at 9:15 a.m. showed a  
dietary staff placed food trays in the meal tray cart  
for delivery. At 9:50 a.m., a dietary staff member (#9) 
stated an administrative staff member (#10) asked  
her to check the temperatures on the tray cart  
because of the delay in delivery. The dietary staff  
member returned the meal tray cart to the kitchen  
and stated the kitchen staff will prepare warm food  
for the residents.  
 
 
During an interview on 03/18/26 at 4:05 p.m., an  
administrative staff member (#9) stated that the  
expectation is that certified nurse aides (CNA) serve 
the food trays immediately as there is an aide for  
each hallway and staff check food temperatures  
when there is a concern with late service/delivery.  
 

F0804 Continued from page 5 
resident receives it.  
 
 
Dietary Manager or designee will audit making sure 
food temperatures were within range when leaving  
the kitchen and that the food is tempted for the  
remaining trays on the cart then cart 30  
minutes after cart placed on the unit. Audits will be 
conducted weekly x 4, monthly x 2 and quarterly  
x 1 quarters. Audit findings will  
be submitted monthly to QAPI Committee for  
review and further recommendations.  
 

04/22/2026

F0552 
SS = D

Right to be Informed/Make Treatment Decisions  
 
CFR(s): 483.10(c)(1)(4)(5)  
 
§483.10(c) Planning and Implementing Care.  
 
The resident has the right to be informed of, and

F0552 For  
Resident 2 the facility educated resident/resident  
representative on risk and benefit of psychotropic  
medication use and obtained consent on 4/14/2026. 
 
 
For

04/22/2026
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Continued from page 6 
participate in, his or her treatment, including:  
 
 
§483.10(c)(1) The right to be fully informed in  
language that he or she can understand of his or  
her total health status, including but not limited to,  
his or her medical condition.  
 
 
§483.10(c)(4) The right to be informed, in advance, of 
the care to be furnished and the type of care giver  
or professional that will furnish care.  
 
 
§483.10(c)(5) The right to be informed in advance, by 
the physician or other practitioner or professional, of 
the risks and benefits of proposed care, of treatment 
and treatment alternatives or treatment options and 
to choose the alternative or option he or she prefers. 
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on record review and staff interview, the  
facility failed to inform 3 of 5 sampled residents  
(Resident #2, #7, and #17) or their representative on 
the risks and benefits related to the use of  
psychotropic medications. Failure to inform the  
resident or representative of the risks and benefits  
of psychotropic medication does not allow them to  
make an informed decision regarding his/her  
treatment options.  
 
Findings include:  
 
-Review of Resident #2's medical record occurred  
on all days of survey. A physician's order, dated  
02/04/26, identified Zoloft (an antidepressant) daily. 
The record lacked evidence the facility informed  
Resident #2 or the resident representative of the  
risks and benefits associated with the use of the  
psychotropic medications.  
 
- Review of Resident #7's medical record occurred 
on all days of survey. A physician's order, dated  
03/25/25, included Trazodone (an antidepressant) at 
bedtime. The record lacked evidence the facility  
informed Resident #7 or the resident representative 
of the risks and benefits associated with the use of 
the psychotropic medications.  
 
 
- Review of Resident #17's medical record occurred 
on all days of survey. A physician's order, dated  
02/22/25, included Cymbalta (an antidepressant)  
daily. The record lacked evidence the facility  
informed Resident #17 or the resident representative

F0552 Continued from page 6 
Resident 7 the facility educated resident/resident  
representative on risk and benefit of psychotropic  
medication use and obtained consent on 4/17/2026. 
 
 
For Resident 17 the  
facility educated resident/resident representative   
on risk and benefit of psychotropic medication use 
and obtained consent on 4/1/2026.  
 
 
All residents have the potential to be affected by this 
alleged deficient practice. The facility conducted a  
100% audit of residents using psychotropic  
medications on 4/17/2026 to  
ensure resident/resident representatives were  
educated on risk and benefit of psychotropic  
medication use and consent forms completed.  
 
 
Education/training provided by DNS for nursing  
staff on 3/27/26, 4/1/26 and 4/12/26.  
Education included – GS Policy /  
Procedure Psychotropic Medications and Consent/  
Permission and form GSS #  
478 which includes risk and benefit of  
psychotropic medications.  
 
 
New Facility Practice: The facility will  
review residents with new orders for psychotropic  
medication, changes in medication dosages, and  
new admissions/readmissions during daily Clinical  
Stand Up to ensure resident and/or responsible  
party have been informed of the risk and benefit of 
psychotropic medications and the GSS 478  
permission form has been completed and signed by 
resident and/or responsible party.  
 
 
The DNS or designee will conduct audits on new  
admissions, re-admissions, and residents with new 
orders for psychotropic  
medications that residents and/or responsible party 
have been informed of psychotropic medication  
usage, risk and benefit and the consent form has  
been completed. Audit weekly x 4, monthly x 2 and 
quarterly x 1. The audit findings will  
be submitted monthly to the QAPI Committee for  
review and further recommendations.  
 
 
Compliance date 4/22/26

04/22/2026
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Continued from page 7 
of the risks and benefits associated with the use of 
the psychotropic medications.  
 
During an interview on the afternoon of 03/17/2026, 
an administrative nurse (#2) confirmed Resident #2,  
#7, and #17's records lacked documentation the  
residents or their representative received information 
related to the risks and benefits associated with the 
use of psychotropic medications.  
 

F0552  04/22/2026

F0583 
SS = D

Personal Privacy/Confidentiality of Records  
 
CFR(s): 483.10(h)(1)-(3)(i)(ii)  
 
§483.10(h) Privacy and Confidentiality.  
 
The resident has a right to personal privacy and  
confidentiality of his or her personal and medical  
records.  
 
 
§483.10(h)(l) Personal privacy includes  
accommodations, medical treatment, written and  
telephone communications, personal care, visits, and 
meetings of family and resident groups, but this  
does not require the facility to provide a private  
room for each resident.  
 
 
§483.10(h)(2) The facility must respect the residents  
right to personal privacy, including the right to  
privacy in his or her oral (that is, spoken), written,  
and electronic communications, including the right  
to send and promptly receive unopened mail and  
other letters, packages and other materials delivered 
to the facility for the resident, including those  
delivered through a means other than a postal  
service.  
 
 
§483.10(h)(3) The resident has a right to secure and  
confidential personal and medical records.  
 
(i) The resident has the right to refuse the release of 
personal and medical records except as provided at 
§483.70(h)(2) or other applicable federal or state laws. 
 
(ii) The facility must allow representatives of the  
Office of the State Long-Term Care Ombudsman to 
examine a resident's medical, social, and  
administrative records in accordance with State law. 
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observation and review of the Resident  
Council meeting minutes, the facility failed to

F0583 For Resident 25 because the facility did not know  
the specific individual observed demonstrating the  
alleged deficient practice, no individual corrective  
action could be taken toward a specific staff  
member. However, the facility addressed the concern 
through facility-wide corrective measures, including 
staff re-education, review of applicable policies and 
procedures, and reinforcement of compliance  
expectations with all personnel to ensure the  
deficient practice was corrected and would not recur. 
 
 
All residents have the potential to be affected  
by this alleged deficient practice.  
 
 
Education provided by DNS for nursing staff on  
3/27/26, 4/1/26 and 4/12/26. Education included  
GSS Policy and Procedure Resident Dignity.  
 
 
New Facility Practice: Staff will knock on the  
resident door and announce themselves before  
entering. If the resident does not acknowledge staff, 
staff will knock again and announce themselves  
while slowly opening the door to determine the  
resident’s location within the room. Once the  
resident’s location is identified staff will approach  
in a calm, unhurried manner and establish eye  
contact or position themselves within hearing  
distance. Staff will use gentle, non-alarming touch,  
when appropriate, to help the resident acknowledge 
their presence prior to providing care. Staff will  
clearly explain the care to be provided, and observe 
for any non-verbal cues indicating discomfort,  
refusal, or distress, responding appropriately to  
respect the resident’s preferences, dignity, and  
rights.  
 
 
The DNS or designee began conducting weekly  
Focus Audits and observations of staff knocking  
and waiting for resident acknowledgement,  
locked Med and Treatment cart when not in use  
and ensuring computer screen is not visible and  
information is kept confidential. Audits will be

04/22/2026
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Continued from page 8 
provide privacy and ensure dignity during personal  
cares for 1 of 7 sampled residents (Resident #25)  
observed during personal cares. Failure to maintain 
a resident's privacy during cares is a violation of  
residents' rights and may decrease the resident's  
self-esteem and quality of life.  
 
Findings include:  
 
Review of the Resident Council meeting minutes  
occurred on all days of survey. The minutes, dated  
12/10/25, stated, "Staff should knock on the door,  
then wait for a response. They knock and come right 
in, even in the tub room." The minutes, dated  
01/20/26, stated, "Staff does consistently knock  
before entering rooms but sometimes don't wait  
long enough for a response."  
 
Observation on 03/15/26 at 2:04 p.m. showed a  
certified nurse aide (CNA) (#4) transferred Resident  
#25 from a wheelchair to the toilet to provide  
toileting cares. On two separate occasions,  
unidentified staff members knocked on the  
resident's room door, immediately opened the door, 
and began to enter the room. Both times, the staff  
noticed the surveyor in the room, stated,  
"oh," closed the door, and left. Later, a CNA (#7)  
knocked on the resident's room door, immediately  
entered the room, and walked into the bathroom.  
When the CNA (#7) noticed Resident #25 on the  
toilet, the CNA backed out of the bathroom, knocked 
on the bathroom door, stated "I just need to check  
something," reentered the bathroom, and reached  
for a container on a shelf above the toilet.  
 
The two unidentified staff members and the CNA (#7) 
failed to wait for acknowledgment from the CNA (#4) 
or Resident #25 before they entered the resident's  
room and bathroom.  
 

F0583 Continued from page 8 
conducted weekly x 4, monthly x 2 and quarterly  
x 1. The audit findings will be submitted monthly to 
the QAPI Committee for review and further  
recommendations.  
 

04/22/2026

F0627 
SS = D

Inappropriate Discharge  
 
CFR(s): 483.15(c)(1)(2)(i)(ii)(7)(e)(1)(2);483.21(c)(1)(2)  
 
§483.15(c) Transfer and discharge-  
 
§483.15(c)(1) Facility requirements-  
 
§483.15(c)(1)(i) The facility must permit each resident 
to remain in the facility, and not transfer or  
discharge the resident from the facility unless-  
 
(A)The transfer or discharge is necessary for the  
resident's welfare and the resident's needs cannot 
be met in the facility;  

F0627 For Resident A resident discharged  
on 3/18/26. The facility cannot go back and correct 
this resident’s discharge process  
 
 
For other residents that have the potential to be  
affected by this deficient practice.  
The Interdisciplinary team will meet during weekly  
IDT meeting to review residents who potentially are 
discharging per GSS policy and regulation.  
 
 
Education/training provided by the DNS for nursing 
staff on 3/27/26, 4/1/26 and 4/12/26. Education  
includes GS Policy /Procedure Discharge and  
Transfer.

04/22/2026
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Continued from page 9 
(B)The transfer or discharge is appropriate because 
the resident's health has improved sufficiently so  
the resident no longer needs the services provided  
by the facility;  
 
(C)The safety of individuals in the facility is  
endangered due to the clinical or behavioral status  
of the resident;  
 
(D)The health of individuals in the facility would  
otherwise be endangered;  
 
(E)The resident has failed, after reasonable and  
appropriate notice, to pay for (or to have paid under 
Medicare or Medicaid) a stay at the facility.  
Nonpayment applies if the resident does not submit 
the necessary paperwork for third party payment or 
after the third party, including Medicare or Medicaid, 
denies the claim and the resident refuses to pay for 
his or her stay. For a resident who becomes eligible 
for Medicaid after admission to a facility, the facility 
may charge a resident only allowable charges under 
Medicaid; or  
 
(F)The facility ceases to operate.  
 
 
§483.15(c)(1)(ii) The facility may not transfer or  
discharge the resident while the appeal is pending,  
pursuant to § 431.230 of this chapter, when a  
resident exercises his or her right to appeal a  
transfer or discharge notice from the facility  
pursuant to § 431.220(a)(3) of this chapter, unless the 
failure to discharge or transfer would endanger the  
health or safety of the resident or other individuals  
in the facility. The facility must document the danger 
that failure to transfer or discharge would pose.  
 
 
§483.15(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.  
 
(i)Documentation in the resident's medical record  
must include:  
 
(A) The basis for the transfer per paragraph (c)(1)(i) of 
this section.  
 
(B) In the case of paragraph (c)(1)(i)(A) of this section,

F0627 Continued from page 9 
 
 
New Facility Practice: The Interdisciplinary team will 
meet during weekly IDT meeting to review potential 
transfers and discharges based on resident need  
and facility ability to meet those needs according to 
GSS Policy, federal and state regulations. Once a  
decision has been made by the  
Interdisciplinary Team the social services /  
designee will coordinate the discharge or transfer  
process, provide written notice to the resident  
and/or responsible party and documented in the  
medical record.  
 
 
Social Services or designee will conduct audits  
of any transfers and discharges to ensure the  
following discharge process is followed according to 
federal and state regulations. Audits will be  
conducted weekly x 4, monthly x 2 and quarterly  
x 1. The audit findings will be submitted monthly to 
the QAPI Committee for review and further  
recommendations.

04/22/2026
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Continued from page 10 
the specific resident need(s) that cannot be met,  
facility attempts to meet the resident needs, and the 
service available at the receiving facility to meet the 
need(s).  
 
(ii)The documentation required by paragraph (c)(2)(i)  
of this section must be made by-  
 
(A) The resident's physician when transfer or  
discharge is necessary under paragraph (c) (1) (A) or 
(B) of this section; and  
 
(B) A physician when transfer or discharge is  
necessary under paragraph (c)(1)(i)(C) or (D) of this  
section.  
 
 
§483.15(c)(7) Orientation for transfer or discharge.  
 
A facility must provide and document sufficient  
preparation and orientation to residents to ensure  
safe and orderly transfer or discharge from the  
facility. This orientation must be provided in a form 
and manner that the resident can understand.  
 
 
§483.15(e)(1) Permitting residents to return to facility. 
 
A facility must establish and follow a written policy  
on permitting residents to return to the facility after 
they are hospitalized or placed on therapeutic leave. 
The policy must provide for the following.  
 
(i)A resident, whose hospitalization or therapeutic  
leave exceeds the bed-hold period under the State  
plan, returns to the facility to their previous room if 
available or immediately upon the first availability of 
a bed in a semi-private room if the resident-  
 
(A) Requires the services provided by the facility;  
and  
 
(B) Is eligible for Medicare skilled nursing facility  
services or Medicaid nursing facility services  
 
(ii)If the facility that determines that a resident who  
was transferred with an expectation of returning to  
the facility, cannot return to the facility, the facility  
must comply with the requirements of paragraph (c) 
as they apply to discharges.  
 
 
§483.15(e)(2) Readmission to a composite distinct  
part. When the facility to which a resident returns is 
a composite distinct part (as defined in § 483.5), the 
resident must be permitted to return to an available

F0627 04/22/2026
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Continued from page 11 
bed in the particular location of the composite  
distinct part in which he or she resided previously. If 
a bed is not available in that location at the time of 
return, the resident must be given the option to  
return to that location upon the first availability of a 
bed there.  
 
 
§483.21(c)(1) Discharge Planning Process  
 
The facility must develop and implement an effective 
discharge planning process that focuses on the  
resident's discharge goals, the preparation of  
residents to be active partners and effectively  
transition them to post-discharge care, and the  
reduction of factors leading to preventable  
readmissions. The facility's discharge planning  
process must be consistent with the discharge  
rights set forth at 483.15(b) as applicable and-  
 
(i) Ensure that the discharge needs of each resident 
are identified and result in the development of a  
discharge plan for each resident.  
 
(ii) Include regular re-evaluation of residents to  
identify changes that require modification of the  
discharge plan. The discharge plan must be updated, 
as needed, to reflect these changes.  
 
(iii) Involve the interdisciplinary team, as defined by 
§483.21(b)(2)(ii), in the ongoing process of developing 
the discharge plan.  
 
(iv) Consider caregiver/support person availability  
and the resident's or caregiver's/support person(s) 
capacity and capability to perform required care, as 
part of the identification of discharge needs.  
 
(v) Involve the resident and resident representative in 
the development of the discharge plan and inform  
the resident and resident representative of the final  
plan.  
 
(vi) Address the resident's goals of care and  
treatment preferences.  
 
(vii) Document that a resident has been asked about 
their interest in receiving information regarding  
returning to the community.  
 
(A) If the resident indicates an interest in returning  
to the community, the facility must document any  
referrals to local contact agencies or other  
appropriate entities made for this purpose.  
 
(B) Facilities must update a resident's

F0627 04/22/2026
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Continued from page 12 
comprehensive care plan and discharge plan, as  
appropriate, in response to information received  
from referrals to local contact agencies or other  
appropriate entities.  
 
(C) If discharge to the community is determined to  
not be feasible, the facility must document who  
made the determination and why.  
 
(viii) For residents who are transferred to another  
SNF or who are discharged to a HHA, IRF, or LTCH, 
assist residents and their resident representatives in 
selecting a post-acute care provider by using data  
that includes, but is not limited to SNF, HHA, IRF, or 
LTCH standardized patient assessment data, data on 
quality measures, and data on resource use to the  
extent the data is available. The facility must ensure 
that the post-acute care standardized patient  
assessment data, data on quality measures, and data 
on resource use is relevant and applicable to the  
resident's goals of care and treatment preferences. 
 
(ix) Document, complete on a timely basis based on 
the resident's needs, and include in the clinical  
record, the evaluation of the resident's discharge  
needs and discharge plan. The results of the  
evaluation must be discussed with the resident or  
resident's representative. All relevant resident  
information must be incorporated into the discharge 
plan to facilitate its implementation and to avoid  
unnecessary delays in the resident's discharge or  
transfer.  
 
 
§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:  
 
 
(iv) A post-discharge plan of care that is developed 
with the participation of the resident and, with the  
resident's consent, the resident representative(s),  
which will assist the resident to adjust to his or her 
new living environment. The post-discharge plan of 
care must indicate where the individual plans to  
reside, any arrangements that have been made for  
the resident's follow up care and any  
post-discharge medical and non-medical services.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on record review, review of facility policy, and 
staff interview, the facility failed to provide  
appropriate discharge planning to the resident or
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Continued from page 13 
their representative for 1 of 2 closed records  
(Resident A reviewed for discharge. Failure to  
document the basis for Resident A's transfer and  
discharge in the medical record does not allow the  
resident and/or their representative to make  
informed decisions regarding their further care  
needs.  
 
Findings include:  
 
Review of the facility policy titled "Discharge and  
Transfer" occurred on 03/18/26. This policy, dated  
January 2026, stated, ". . . Policy. The location  
permits each resident to remain in the location and  
does not transfer or discharge the resident from the 
location unless . . . The safety of individuals in the  
location is endangered due to the clinical or  
behavioral status of the resident. The basis for the  
transfer must be documented in the resident’s  
record by a physician. . . .”  
 
Review of Resident A's medical record occurred on 
03/18/26. Diagnoses included anxiety, depression,  
and a cerebral infarction (stroke). Medications  
included Melatonin (sleep aide), and Zoloft, an  
antidepressant initiated in April 2025 for a change in 
behaviors and anxiety.  
 
The current care plan included the following:  
 
*Initiated on 11/02/21, "The resident wishes to  
remain in center [nursing facility] due to his needs  
for nursing care. Interventions included, "Establish a 
pre-discharge plan with resident/family and evaluate 
progress and revisit plan (FREQ) [frequently]."  
 
*Initiated on 10/05/24, "The resident has displayed 
inappropriate sexual advances towards another  
resident and staff." Interventions included,  
"Touching female resident: tell him to stop,  
immediately re-direct and report to nurse," and  
"SEXUALLY INAPPROPRIATE: Monitor resident Q  
[every] 30 minutes."  
 
The care plan failed to identify an imminent  
discharge need due to behavioral changes.  
 
Resident A's progress notes included the following: 
 
*04/30/25 “. . . Resident is alert and oriented. Mood 
is stable. . . . [Family] visits often and helps make  
healthcare and financial decisions. Resident has  
previously had instances of inappropriate touching  
to female residents . . . Care plan reflects  
interventions. No recent occurrences. . . . Discharge 
plan is to remain in center. . . .”

F0627 04/22/2026
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*06/18/25 “. . . Conversation with [Resident] about  
report of him attempting to grab between CNAs  
[certified nurse aide] leg/inner thigh. Reminded him 
this is not appropriate. Resident stated ‘okay.’ . . .” 
 
*08/04/25 at 5:58 a.m. “Resident grabbed CNA . . . 
during AM cares this morning. Was redirected and  
reminded it is inappropriate behavior. “  
 
*08/04/25 at 3:24 p.m. “Care Conference Note. All  
in attendance . . . [Family] . . . Off schedule care  
conference to discuss residents noted behavior. Will 
request a psych [Psychiatric] referral . . .”  
 
*08/07/25 “. . . Resident seen by [Physician] on  
rounds. . . . Referral to Psych for consult. . . .”  
 
*08/26/25 “Seen by . . . Rural Psych for  
inappropriate behaviors. New order for [increase in  
antidepressant medication dosage] . . .”  
 
*08/28/25 at 11:39 a.m. “Discharge  
Planning/Discharge. . . . Resident sent to [medical  
facility] per [Physician] request. [Family] signed  
discharge form. . . .”  
 
*08/27/25 at 4:24 p.m. Late Entry “Discharge  
Planning/Discharge Note Text: Resident referral  
sent to multiple facilities searching for placement. . . 
.”  
 
The medical record identified no inappropriate from 
08/05/25 through 08/25/25.  
 
The medical record showed the facility transferred  
and discharged Resident A to an acute care hospital 
and subsequently discharged from the facility on the 
same day, 08/28/25.  
 
During an interview on 03/18/26 at 3:50 p.m. an  
administrative staff member (#8) confirmed the  
progress notes identified the facility sent referrals to 
various facilities for placement, however, could not  
provide the referral documents to show the number 
of facilities contacted, when they were contacted,  
and why they were unable to accommodate the  
resident's needs.  
 
The facility failed to assess Resident A's behaviors, 
monitor behaviors after a change in medication,  
revise the discharge plan, and consistently  
document the ongoing safety threat posed to other  
residents that would require an immediate discharge 
from the facility.
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Discharge Process  
 
CFR(s): 483.15(c)(2)(iii)(3)-(6)(8)(d)(1)(2); 483.21(c)(2)  
 
§483.15(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 
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.  
 
 
§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  
 
(iii) Include in the notice the items described in  
paragraph (c)(5) of this section.  
 

F0628 For Resident # 9 transferred to the hospital  
3/7/26 the facility did not provide a written transfer 
notice to the resident and/or responsible party. The 
facility cannot go back and inform the resident  
and/or responsible party of the transfer that  
occurred on 3/7/26.  
 
 
All residents have the potential to be affected by this 
alleged deficient practice. The facility will notify the 
resident and/or responsible party whenever a  
transfer or discharge must occur. A written notice of 
the transfer or discharge will be provided in  
accordance with facility policy and regulatory  
requirements to ensure the resident and/or  
responsible party is informed of the reason, timing, 
and details of the transfer or discharge.  
 
 
Education provided by the DNS for nursing staff on 
3/27/26, 4/1/26 and 4/12/26 and 4/22/26.  
Education included GSS policy and procedure  
Discharge, Transfer and Bed Hold and Hospital  
Transfer Checklist specific to charge nurse filling  
out bed hold and hospital and transfer form.  
 
 
New Facility Practice: The Social Services  
/designee will review hospital transfers the  
following business  
day to determine notice and bed-hold  
was followed. The IDT will review during daily  
clinical stand up that written notice was provided  
GSS 223A or other state specific required form and 
documented in discharge planning progress note  
 
 
Social Services or designee will conduct audits  
of transfers and discharges to ensure the following 
discharge process is followed according to federal  
and state regulations. Monitoring of hospital  
transfers to ensure the resident and/or responsible 
party was provided notice of the transfer as well  
as the bed-hold per GSS policy  
and procedure. Audit weekly x 4, monthly x 2 and 
quarterly x 1. The audit findings will  
be submitted monthly to the QAPI Committee for  
review and further recommendations.

04/22/2026

GOOD SAMARITAN SOCIETY - LARIMORE 501 E FRONT ST , LARIMORE, North Dakota, 58251

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1F31F0-H1 Facility ID: ND153 If continuation sheet Page 16 of 34



PRINTED: 08/05/2026
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER:

355097

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/18/2026

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

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE 
APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION 

DATE

F0628 
SS = D

Continued from page 16 
§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 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
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Continued from page 17 
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 § 483.70(l).  
 
 
§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
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Continued from page 18 
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.  
 
(ii) 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  
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 record review, review of facility policy, and 
staff interview, the facility failed to notify the  
resident and/or representative of emergency room  
transfer for 1 of 5 sampled residents (Resident #9)  
reviewed for hospitalizations. Failure to inform the  
resident and/or their representative of a transfer  
does not allow for informed decisions regarding  
care.  
 
Findings include:  
 
Review of the facility policy titled "Discharge and  
Transfer Rehab/Skilled, Therapy & Rehab" occurred 
on 03/17/26. This policy, revised January 2026,  
stated, ". . . 1. Notify the resident and the resident's 
representative of the transfer or discharge and the  
reason for the move in writing and in a language  
and manner they understand . . ."
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Continued from page 19 
 
Review of the facility form "Hospital Transfer  
Checklist" occurred on 03/17/26. The checklist  
states, ". . . Notify family or guardian. Document in  
progress notes or in the . . . CICE [change in  
condition evaluation] . . ."  
 
Review of Resident #9's medical record occurred on 
03/17/26 and identified a transfer to the hospital on 
03/07/26. The facility failed to provide a written  
transfer notice to the resident and/or representative. 
 
During an interview on 03/16/26 at 4:10 p.m., an  
administrative staff member (#1) confirmed the  
facility failed to notify the resident's representative  
of the transfer.  
 

F0628  04/22/2026
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Accuracy of Assessments  
 
CFR(s): 483.20(g)(h)(i)(j)  
 
§483.20(g) Accuracy of Assessments.  
 
The assessment must accurately reflect the  
resident's status.  
 
 
§483.20(h) Coordination. A registered nurse must  
conduct or coordinate each assessment with the  
appropriate participation of health professionals.  
 
 
§483.20(i) Certification.  
 
§483.20(i)(1) A registered nurse must sign and certify 
that the assessment is completed.  
 
§483.20(i)(2) Each individual who completes a portion 
of the assessment must sign and certify the  
accuracy of that portion of the assessment.  
 
 
§483.20(j) Penalty for Falsification.  
 
§483.20(j)(1) Under Medicare and Medicaid, an  
individual who willfully and knowingly-  
 
(i) Certifies a material and false statement in a  
resident assessment is subject to a civil money  
penalty of not more than $1,000 for each  
assessment; or  
 
(ii) Causes another individual to certify a material  
and false statement in a resident assessment is  
subject to a civil money penalty or not more than  
$5,000 for each assessment.

F0641 For Resident 2 diagnosis of bipolar and major  
depression failed to code Sections A1500 and A1510 
for mental illness Bipolar and Major Depressive  
Disorder (MDD).  
 
 
For Resident 3 hypoglycemic and gabapentin an  
anticonvulsant) MDS failed to code correctly.  
 
 
For other residents that have the potential to be  
affected by this deficient practice the facility pulled 
an order listing report and reviewed all residents  
on Gabapentin and Lyrica on 3/18/2026; order  
listing review of all residents on hypoglycemia on  
4/10/2026.  
 
 
Education provided by the DNS for nursing staff on 
3/27/26, 4/1/26 and 4/12/26 and MDS Nurse on  
3/18/26. Education included  
GSS Policy and Procedure- RAI Process. Regional 
MDS educated MDS coordinator on 4/15/26.  
 
 
New Facility Practice: MDS checklist created  
and utilized for each MDS submission.  
 
 
DNS or designee will conduct audits to ensure MDS 
completed have anticonvulsant coded correctly and 
section A1500 and A1510 coded correctly weekly x 
4, monthly x 2 and quarterly x 1. The audit findings 
will be submitted monthly to the QAPI Committee  
for review and further recommendations.
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Continued from page 20 
 
§483.20(j)(2) Clinical disagreement does not  
constitute a material and false statement.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on record review, review of the Long-Term  
Care Facility Resident Assessment Instrument (RAI) 
3.0 User's Manual (Version 1.20.1), and staff  
interview, the facility failed to ensure accurate  
coding of the Minimum Data Set (MDS) for 2 of 14  
sampled residents (Resident #2 and #3). Failure to  
accurately complete the MDS does not allow each  
resident's assessment to reflect their current  
status/needs and may affect the accurate  
development of a comprehensive care plan and the  
care provided to the residents.  
 
Findings include:  
 
 
SECTION A: IDENTIFICATION INFORMATION  
 
The Long-Term Care Facility RAI User's Manual,  
revised October 2025, pages A-30-32, stated, ". . .  
Section A1500: Preadmission Screening and  
Resident Review (PASRR) . . . Coding Instructions . . 
. Code 1, yes: if PASRR Level II screening  
determined that the resident has a serious mental  
illness . . . and continue to A1510 . . . Section A1510 
. . . Coding instructions Code A, Serious mental  
illness: if resident has been diagnosed with a  
serious mental illness . . ."  
 
Review of Resident #2's medical record occurred on 
all days of survey and identified diagnoses of  
bipolar disorder and major depression since 2018.  
An annual MDS, dated 12/08/25, showed the facility 
failed to code Sections A1500 and A1510 for serious 
mental illness.  
 
During an interview the morning of 03/17/26, an  
administrative staff member (#2) confirmed the  
facility failed to correctly code Section A.  
 
 
SECTION N: MEDICATIONS  
 
The Long-Term Care Facility RAI User's Manual,  
revised October 2025, page N-8, stated, ". . . Coding 
Instructions . . . N0415J1: Hypoglycemic (including  
insulin) . . . Check if a hypoglycemic medication was 
taken by the resident at any time during the 7-day  
observation period. . . . N0415K1: Anticonvulsant:  
Check if an anticonvulsant medication was taken by 
the resident at any time during the 7-day
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Continued from page 21 
observation period. . . .”  
 
Review of Resident #3's medical record occurred on 
all days of survey. Current medications included  
Metformin (a hypoglycemic medication) twice a day  
and Gabapentin (an anticonvulsant) four times a day. 
The quarterly MDS, dated 01/28/26, showed the  
facility failed to code the hypoglycemic and  
anticonvulsant medications.  
 
During an interview on 03/18/26 at 10:30 a.m., an  
administrative staff member (#2) confirmed the  
facility failed to correctly code Section N.  
 

F0641  04/22/2026
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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:  
 
Based on observation, record review, and review of 
facility policy, the facility failed to utilize assistive  
devices necessary to ensure safe transfers for 1 of 2 
sampled residents (Resident #25) observed during  
gait belt and/or pivot transfers. Failure to utilize  
appropriate devices for safe transfers placed  
Resident #25 at risk of injury and/or falls.  
 
Findings include:  
 
Review of the facility policy titled "Gait-Transfer  
Belt" occurred on 03/18/26. This policy, dated  
05/06/25, stated, ". . . PURPOSE: To safely stabilize 
a transfer . . . To aid residents in maintaining  
balance. . . . Do not use the pants/slacks belt as a  
gait (Transfer) belt. . . ."  
 
Review of Resident #25's medical record occurred  
on all days of survey. A quarterly Minimum Data Set 
(MDS), dated 02/03/26, identified the resident does  
not walk due to safety concerns and required partial 
to moderate staff assistance with transfers. The care 
plan identified assistance of one staff member for  
transfers, toilet use, and personal hygiene related to

F0689 Gait-Belts placed inside all resident bathrooms on  
3/18/2026. For Resident 25 updated care plan  
to assist of 1 with Gait-Belt on 3/20/26. Then on  
4/7/26 care plan updated to residents  
require assist of 2 with sit to stand lift / medium  
size harness.  
 
 
All residents have the potential to be affected by this 
alleged deficient practice. Resident care plans for  
one-person and two-person pivot transfers were  
reviewed to ensure appropriate  
gait belt utilization is identified and implemented  
during transfers.  
 
 
Education on GS Policy/Procedure Mobility Support 
and Positioning and Gait-Transfer Belt  
Policy provided by DNS for nursing staff including  
nurses, nurse aides and bath aides on 3/27/26,  
4/1/26, 4/12/26 and ongoing.  
 
 
New Facility Practice: IDT will review residents  
that require staff assistance of one or two  
for standing transfers and the staff will utilize gait 
belts to assist in the transfer. This will be  
reviewed during daily huddles and daily  
clinical meetings. CNA Checklist form  
updated/revised on 4/10/26 to address use of Gait  
Belts during transfers.  
 
 
DNS will audit to ensure CNAs are using gait belts 
per the care plan with transfers weekly x 4, monthly 
x 2 and quarterly x 1. The audit findings will  
be submitted monthly to the QAPI Committee for  
review and further recommendations.
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Continued from page 22 
weakness.  
 
Observations on 03/15/26 showed the following:  
 
*2:04 p.m., A certified nurse aide (CNA) (#4) placed a 
gait belt around Resident #25's waist and assisted  
the resident to pivot transfer from the wheelchair to 
the toilet, from the toilet to the wheelchair, and from 
the wheelchair to the bed while pulling on the gait  
belt and the back of the resident's pants. During  
each of the transfers, Resident #25's legs unsteady. 
 
*2:42 p.m., Resident #25 positioned diagonally in  
bed and activated the call light. A nurse (#3)  
answered the light, and when unable to locate a gait 
belt, placed an arm around the resident's back,  
assisted the resident to sit on the edge of the bed,  
placed a four-wheeled rolling walker in front of the  
resident, and asked her to stand. As the resident  
stood up, her legs were unsteady and the walker  
rolled away as she sat on the bed.  
 
The facility staff failed to utilize a gait belt to ensure 
safe transfers for Resident #25.  
 

F0689  04/22/2026

F0695 
SS = D

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, record review, and review of 
facility policy, the facility failed to provide  
appropriate respiratory care for 1 of 2 sampled  
residents (Resident #25) with orders for continuous  
oxygen. Failure to administer oxygen according to  
the physician's orders resulted in Resident #25  
experiencing low oxygen saturation levels (level of  
oxygen circulating in the blood) and may  
compromise the resident's respiratory status.  
 
Findings include:  
 
Review of the facility policy titled "Oxygen  
Administration, Safety, Mask Types" occurred on

F0695 For Resident 25 intentionally removes oxygen  
canula multiple times per day and chooses to not  
follow the continuous oxygen treatment. An  
order was  
obtained from provider to discontinue continuous  
 O2 and change order to PRN. SPO2  
is being monitored, at this time, QID by nursing.  
 
 
All residents have the potential to be affected by this 
alleged deficient practice. The facility will review  
residents with orders for continuous oxygen  
to determine O2 Sats remain parameters ordered  
by physician and residents with PRN orders for  
oxygen will have SPO2 monitored by nursing and  
physician parameters.  
 
 
Education was provided by the DNS for nursing  
staff on 3/27/26, 4/1/26 and 4/12/26. Education  
included GS Policy /Procedure Oxygen  
Administration.  
 
 
New Facility Practice: CNA checklist updated to  
include checking that oxygen is staying on  
residents during care.  
 
 
DNS or designee will audit all residents receiving  
oxygen to ensure: oxygen is in use during care as

04/22/2026
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Continued from page 23 
03/28/26. This policy, dated 07/30/25, stated, ". . .  
Oxygen therapy is carried out only with a medical  
provider order. A licensed nurse or other employee  
trained . . . in the use of oxygen . . . will be . . .  
responsible for the proper administration of oxygen 
to the resident. . . ."  
 
Review of Resident #25's medical record occurred  
on all days of survey. A physician's order, dated  
01/28/26, identified continuous oxygen via nasal  
cannula for oxygen saturation less than 88% (percent) 
for shortness of breath and low oxygen saturation  
levels.  
 
Observation on 03/15/26 at 2:04 p.m. showed  
Resident #25 seated in a wheelchair in her room. A  
certified nurse aide (CNA) (#4) removed the nasal  
cannula from the resident's nose, assisted the  
resident from the wheelchair to the toilet, and from  
the toilet back to the wheelchair. The resident  
appeared short of breath, and the surveyor asked  
the CNA (#4) to call the nurse to the room to assess 
the resident's respiratory status. At 2:30 p.m., a  
nurse (#3) entered the room, obtained an oxygen  
saturation reading of 82%, and the CNA (#4) applied  
the cannula into the resident's nostrils. At 2:37  
p.m., Resident #25's oxygen saturation level varied 
between 92% and 94%.  
 
The facility staff failed to follow the physician's  
orders and left Resident #25 without oxygen for 26  
minutes during transfers/toileting.  
 

F0695 Continued from page 23 
ordered, a portable backup tank is available, the  
oxygen flow rate matches the provider’s order, and 
oxygen tubing is maintained off the floor. Audits will 
be conducted weekly x4, monthly x2 and  
quarterly x1. Audit findings will  
be submitted monthly to the QAPI Committee for  
review, oversight, and any further recommendations 
to ensure continued compliance.  
 

04/22/2026

F0732 
SS = D

Posted Nurse Staffing Information  
 
CFR(s): §483.35(g)(1)-(4)  
 
§483.35(g) Nurse Staffing Information.  
 
 
§483.35(g)(1) Data requirements. The facility must  
post the following information on a daily basis:  
 
 
(i) Facility name.  
 
 
(ii) The current date.  
 
 
(iii) The total number and the actual hours worked by 
the following categories of licensed and unlicensed 
nursing staff directly responsible for resident care  
per shift:  
 

F0732 The facility will post nursing staff information daily  
per regulations.  
 
 
All residents have the potential to be affected by this 
deficient practice.  
 
 
Education provided by DNS for nursing staff on  
3/27/26, 4/1/26 and 4/12/26 on instructions for  
posting staff sheets per GSS Policy and Procedure 
Nursing Staff Daily Posting Requirements  
 
 
New facility practice- Information added to Nurse  
task / checklist on instructions for posting the  
staffing sheet and making corrections and  
updates. The facility will review the daily staffing  
report at morning stand up to  
ensure accurate posting of daily nursing staff  
responsible for direct resident care per shift. The  
facility will assign weekend staff to ensure the  
Nursing Staff Report is posted and accurate.

04/22/2026
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Continued from page 24 
(A) Registered nurses.  
 
 
(B) Licensed practical nurses or licensed vocational 
nurses (as defined under State law).  
 
 
(C) Certified nurse aides.  
 
 
(iv) Resident census.  
 
 
§483.35(g)(2) Posting requirements.  
 
 
(i) The facility must post the nurse staffing data  
specified in paragraph (g)(1) of this section on a  
daily basis at the beginning of each shift.  
 
 
(ii) Data must be posted as follows:  
 
(A) Clear and readable format.  
 
 
(B) In a prominent place readily accessible to  
residents, staff, and visitors.  
 
 
§483.35(g)(3) Public access to posted nurse staffing  
data. The facility must, upon oral or written request, 
make nurse staffing data available to the public for  
review at a cost not to exceed the community  
standard.  
 
 
§483.35(g)(4) Facility data retention requirements. The 
facility must maintain the posted daily nurse staffing 
data for a minimum of 18 months, or as required by 
State law, whichever is greater.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observation and staff interview, the  
facility failed to post accurate and complete staffing 
information on 2 of 2 weekend days (March 14-15,  
2026) reviewed. Failure to post accurate staffing  
data does not allow residents and visitors to be  
aware of the number of licensed and unlicensed staff 
on duty each shift.  
 
Findings include:  
 
Observation on 03/15/26 at 12:15 p.m. showed staff 
postings for Thursday 03/12/26 and Friday

F0732 Continued from page 24 
 
 
DNS / designee will conduct audits to ensure the  
daily nursing staff information is completed  
accurately and updated daily with information on all 
nursing staff that provide resident care. This will  
be audited weekly x 4, monthly x 2 and quarterly  
x 1. The audit findings will be submitted monthly to 
the QAPI Committee for review and further  
recommendations.
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Continued from page 25 
03/13/26. The facility failed to update the number of 
licensed and unlicensed staff working on the days  
of Saturday 03/14/26 and Sunday 03/15/26.  
 
During an interview on 03/15/26 at 12:30 p.m., a  
charge nurse (#3) confirmed the facility failed to  
update the staffing information for Saturday and  
Sunday.  
 

F0732  04/22/2026

F0759 
SS = D

Free of Medication Error Rts 5 Prcnt or More  
 
CFR(s): 483.45(f)(1)  
 
§483.45(f) Medication Errors.  
 
The facility must ensure that its-  
 
 
§483.45(f)(1) Medication error rates are not 5 percent 
or greater;  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observation, review of professional  
reference, review of facility policy, and staff  
interview, the facility failed to ensure a medication  
error rate of less than five percent for 2 of 5  
residents (Resident #18 and #19) observed during  
medication administration. Two medication errors  
occurred during staff administration of 25  
medications, resulting in an eight percent error rate. 
Failure to administer medications at the correct time 
may inhibit the effectiveness of the medication,  
cause subtherapeutic levels, and may have a  
negative impact on the resident's overall health.  
 
Findings include:  
 
Prescribing information for levothyroxine (treats  
thyroid disorders), revised April 2019, found at  
https://www.accessdata.fda.gov/drugsatfda_docs/l 
abel/2019/021116s017lbl.pdf, stated, “. . . 2.1 General 
Administration Information Administer Levothyroxine 
Sodium Tablets as a single daily dose, on an empty 
stomach, one half to one hour before breakfast. . . .” 
 
Review of the facility policy titled "Medication  
Administration Including Scheduling and Medication 
Aides" occurred on 03/18/26. This policy, dated  
04/08/25, stated, ". . . Medication Administration . . 
. Follow the 'Six Rights': . . . Right Time . . ."  
 
Observations on 03/17/26 during medication  
administration showed the following:  
 
*8:21 a.m., A nurse (#11) administered Resident

F0759 For Resident 18 and 19 they had no adverse  
effects.  
 
 
All residents have the potential to be affected by  
this deficient practice  
 
 
Education provided by the DNS for nursing staff on 
3/27/26, 4/1/26 and 4/12/26 to include GS  
Policy and Procedure Medication Administration  
Including Scheduling and Medication Aides and GSS 
Policy and Procedure on Medication Errors  
 
 
New Facility Practice: yearly  
course in Success Center for medication  
administration assigned to nurses and CMAs.  
 
 
DNS or designee will audit review that Medication  
label aligns with physician order and review  
of MAR to ensure time of administration matches  
with physician orders, and specific if medication  
administered 30min prior to meal if  
applicable. Audits will be weekly x 4, monthly  
x 2 and quarterly x 1. The audit findings will  
be submitted monthly to the QAPI Committee for  
review and further recommendations
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Continued from page 26 
#22's levothyroxine along with other scheduled  
morning medications, assisted the resident to the  
dining room, and the resident ate breakfast shortly  
after.  
 
*A nurse (#11) removed a 4% lidocaine pain patch  
from a box, entered Resident #18's room, and  
applied the patch to the resident's lower back. The 
provider's orders indicated to apply the patch to the 
resident's back at bedtime and remove the patch in 
the morning. (The patch from the previous evening  
was not present on the resident's back).  
 
During an interview on 03/17/26 at 11:42 a.m., the  
nurse (#11) confirmed he/she failed to administer the 
levothyroxine at least 30 minutes before breakfast on 
an empty stomach and failed to follow provider's  
orders when applying the lidocaine patch.  
 

F0759  04/22/2026

F0761 
SS = D

Label/Store Drugs and Biologicals  
 
CFR(s): 483.45(g)(h)(1)(2)  
 
§483.45(g) Labeling of Drugs and Biologicals  
 
Drugs and biologicals used in the facility must be  
labeled in accordance with currently accepted  
professional principles, and include the appropriate 
accessory and cautionary instructions, and the  
expiration date when applicable.  
 
 
§483.45(h) Storage of Drugs and Biologicals  
 
 
§483.45(h)(1) In accordance with State and Federal  
laws, the facility must store all drugs and biologicals 
in locked compartments under proper temperature  
controls, and permit only authorized personnel to  
have access to the keys.  
 
 
§483.45(h)(2) The facility must provide separately  
locked, permanently affixed compartments for  
storage of controlled drugs listed in Schedule II of  
the Comprehensive Drug Abuse Prevention and  
Control Act of 1976 and other drugs subject to  
abuse, except when the facility uses single unit  
package drug distribution systems in which the  
quantity stored is minimal and a missing dose can  
be readily detected.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observation, review of professional  
reference, and staff interview, the facility failed to

F0761 For Resident 18 and 19 pantoprazole label  
was changed by Pharmacy on 4/14/2026.  
 
 
All residents have the potential to be affected by  
this alleged deficient practice.  
 
 
Education/training provided by the DNS for nursing 
staff on 3/27/26, 4/1/26 and  
4/12/26. Education included GSS Policy  
/Procedure Medication Errors and GSS Policy and  
Procedure Medication Administration including  
scheduling and Medication aides.  
 
 
New Facility  
Practice: During medication pass the medication  
labels are check against physician orders for  
accuracy and completeness. If a discrepancy  
is observed nurse will  
notify physican and/or pharmacy of the  
discrepancy and seek clarification.  
 
 
DNS or designee will audit to make sure Med and  
Tx cart are secured when not in use,  
computer screen is locked and no PHI is not visible 
to others, and new process for  
checking medication label match order for  
accuracy on MAR weekly x 4, monthly x 2 and  
quarterly x 1. The audit findings will  
be submitted monthly to the QAPI Committee for  
review and further recommendations.

04/22/2026
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Continued from page 27 
ensure safe and secure storage of medications  
and/or private health information on 1 of 1  
medication cart and failed to ensure medication  
labels matched provider's orders for 2 of 5  
residents (Resident #18 and #19) observed during  
medication pass. Failure to secure medications and 
electronic health information may result in  
unauthorized access and failure to ensure  
medication labels matched the provider's orders  
placed residents at risk for medication errors.  
 
Findings include:  
 
Kozier & Erb's "Fundamentals of Nursing, Concepts, 
Process and Practice," 11th Edition eText, 2021,  
Pearson, Boston, Massachusetts, pages 838-840,  
stated, ". . . Obtain the appropriate medication. . . .  
Compare the label of the medication container or  
unit-dose package against the order on the MAR  
[medication administration record] or computer  
printout. Rationale: This is a safety check to ensure 
that the right medication is given. If these are not  
identical, recheck the prescriber’s written order in  
the client’s chart. If there is still a discrepancy,  
check with the pharmacist. . . . Prepare the  
medication. . . . While preparing the medication,  
recheck each prepared drug and container with the  
MAR again. Rationale: This second safety check  
reduces the chance of error. . . . Lock the  
medication cart before entering the client’s room.  
Rationale: This is a safety measure because  
medication carts are not to be left open when  
unattended. . . ."  
 
-Observations of the medication cart showed the  
following:  
 
*03/15/26 at 10:15 a.m., the cart located in the  
hallway outside the nurse's station unlocked and  
unattended for approximately 5 minutes in a high  
traffic area with staff and residents present.  
 
*03/16/26 at 8:07 a.m., the cart located in the 200  
hallway unlocked, unattended, and the electronic  
medication administration record (eMAR) visible to  
staff and residents. Observation showed a resident  
attempting to get around the cart.  
 
-Observations on 03/17/26 during medication pass 
identified the following:  
 
*8:41 a.m., a nurse (#11) prepared Resident #18's  
medications. The eMAR identified pantoprazole 40  
milligrams (mg) daily. The medication label indicated 
to administer the medication 30 minutes before  
breakfast. The eMAR failed to include to administer

F0761 04/22/2026
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Continued from page 28 
before breakfast.  
 
*4:13 p.m., a medication aide (MA) (#7) prepared  
Resident #19's medications. A provider's order in  
the eMAR identified pantoprazole 40 mg daily at  
5:00 p.m. The medication label indicated to  
administer the medication at 9:00 a.m. and 9:00  
p.m. (twice a day).  
 
The facility failed to ensure safe and secure storage 
of medications and private health information and  
failed to ensure the medication labels and provider's 
orders in the eMAR correspond.  
 
During an interview on 03/17/26 at 11:42 a.m., a  
staff nurse (#11) confirmed Resident #18 and #19's  
pantoprazole medication labels do not match the  
residents' eMARs.  
 

F0761  04/22/2026
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Food Procurement,Store/Prepare/Serve-Sanitary  
 
CFR(s): 483.60(i)(1)(2)  
 
§483.60(i) Food safety requirements.  
 
The facility must -  
 
 
§483.60(i)(1) - Procure food from sources approved  
or considered satisfactory by federal, state or local  
authorities.  
 
(i) This may include food items obtained directly  
from local producers, subject to applicable State and 
local laws or regulations.  
 
(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 observation, review of facility policy, and  
staff interview, the facility failed to monitor  
temperatures and follow safe storage practices for 1 
of 3 freezer units. Failure to keep freezer  
temperatures at 0 degrees Fahrenheit or below and

F0812 The Parlor freezer was immediately removed from  
service on 3/18/2026 for not maintaining the  
required safe temperature for food storage by  
locking and/or securing its door with a pad lock. A 
replacement Refrigerator/Freezer for  
the Parlor area was ordered through Direct Supply 
on 4/16/2026.  
 
 
All residents have the potential to be affected by  
this alleged deficient practice.  
 
 
Education/training provided by the DNS for nursing 
staff on 3/27/26, 4/1/26 and 4/12/26 Include GS  
Policy /Procedure Food Temperature  
Monitoring-Food and Nutrition Services  
 
 
New Facility Practice: Dietary Manager or designee 
will complete Temperature Logs daily and replace  
current Parlor refrigerator/freezer thermometers. N 
ew fridge placed in parlor for resident snacks and  
will be accessible by nursing, activity and dietary  
staff.  
 
 
Dietary Manager or designee will audit  
fridge temps weekly x 4, monthly x 2 and quarterly 
x 1. The audit findings will be submitted monthly to 
the QAPI Committee for review and further  
recommendations.

04/22/2026
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Continued from page 29 
monitor freezer temperatures may increase the  
likelihood of food borne- illnesses.  
 
Findings include:  
 
 
Review of the facility policy titled "Food-Supply  
Storage-Food and Nutrition Services" occurred on  
03/18/26. This policy, revised March 2026, stated, " 
Procedure. . . 13. In the freezer, the temperature is 0 
degrees Fahrenheit or lower. The freezer . . . 14.  
internal temperatures of all freezers in the food and 
nutrition department, dining room, and nourishment 
areas are recorded twice daily . . ."  
 
 
Review of the untitled facility document provided by 
administrative staff member (#9) on 03/18/26 showed 
lack of documentation for monitoring freezer  
temperatures of the freezer located in the parlor area 
from 12/01/25 through 03/09/26.  
 
 
- Observation of the parlor area freezer unit on  
03/17/26 at 11:15 a.m. showed the freezer  
temperature at 6 degrees Fahrenheit. The staff  
member (#9) removed and disposed of the remaining 
food from the freezer.  
 
 
During an interview on 03/18/26 at 4:05 p.m., an  
administrative staff member (#9) stated he/she  
expected freezer temperatures at 0 degrees  
Fahrenheit or below.  
 

F0812  04/22/2026

F0868 
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QAA Committee  
 
CFR(s): 483.75(g)(1)(i)-(iii)(2)(i); 483.80(c)  
 
§483.75(g) Quality assessment and assurance.  
 
§483.75(g) Quality assessment and assurance.  
 
§483.75(g)(1) A facility must maintain a quality  
assessment and assurance committee consisting at 
a minimum of:  
 
(i) The director of nursing services;  
 
(ii) The Medical Director or his/her designee;  
 
(iii) At least three other members of the facility's  
staff, at least one of who must be the administrator, 
owner, a board member or other individual in a  
leadership role; and  

F0868 No specific residents were identified as  
negatively impacted by the Medical Director’s  
absence from QAPI meetings. However, the Medical 
Director was immediately notified of the deficiency  
and provided with the current QAPI schedule,  
meeting minutes, and active performance  
improvement plans to review and provide  
input. Medical director attended QAPI on 3/24/26.  
 
 
All residents have the potential to be affected by the 
lack of Medical Director participation in the QAPI  
process. The facility Administrator and Director of  
Nursing reviewed current QAPI initiatives, clinical  
indicators, and resident care outcomes with the  
Medical Director to ensure oversight and  
recommendations were provided for all identified  
concerns.  
 
 
The Medical Director has been

04/22/2026
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Continued from page 30 
(iv) The infection preventionist.  
 
 
§483.75(g)(2) The quality assessment and assurance 
committee reports to the facility's governing body,  
or designated person(s) functioning as a governing  
body regarding its activities, including  
implementation of the QAPI program required under 
paragraphs (a) through (e) of this section. The  
committee must:  
 
(i) Meet at least quarterly and as needed to  
coordinate and evaluate activities under the QAPI  
program, such as identifying issues with respect to 
which quality assessment and assurance activities,  
including performance improvement projects  
required under the QAPI program, are necessary.  
 
 
§483.80(c) Infection preventionist participation on  
quality assessment and assurance committee.  
 
The individual designated as the IP, or at least one  
of the individuals if there is more than one IP, must 
be a member of the facility's quality assessment  
and assurance committee and report to the  
committee on the IPCP on a regular basis.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on review of the facility's Quality Assurance 
Performance Improvement (QAPI) meeting sign in  
sheets, and staff interview, the facility failed to  
ensure all required members attended meetings at  
least quarterly for 2 of 4 quarters (November 2025  
and February 2026) reviewed. Failure to have the  
medical director participate in the facility's quality  
assurance activities may result in an ineffective QAPI 
program and deprives the committee of the  
physician's unique contributions for analysis of  
quality concerns and assisting with decision making 
based on identified concerns.  
 
Findings include:  
 
Review of the QAPI meeting sign-in sheets, from  
March 2025 to February 2026 showed the medical  
director failed to attend any meetings since August  
2025.  
 
During an interview on 03/18/26 at 3:30 p.m., an  
administrative staff member (#8) confirmed that the  
medical director failed to attend the required  
quarterly QAPI committee meetings.

F0868 Continued from page 30 
re-educated regarding regulatory requirements for  
participation in the QAPI program and expectations  
for attendance and clinical oversight. A standing  
QAPI meeting schedule for the calendar year has  
been established and provided to the Medical  
Director in advance. If the Medical Director is  
unable to attend in person, participation may occur  
via telephone or virtual attendance, with  
documentation maintained.  
 
 
Administrator or designee will audit QAPI meeting  
attendance, including Medical Director participation  
and recommendations, monthly for 4 months and  
quarterly for 2 consecutive quarters to ensure  
ongoing compliance with required quarterly  
attendance. Audit findings will be submitted monthly 
to the QAPI Committee for review, tracking, and  
further recommendations.

04/22/2026
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Infection Prevention & Control  
 
CFR(s): 483.80(a)(1)(2)(4)(e)(f)  
 
§483.80 Infection Control  
 
The facility must establish and maintain an infection 
prevention and control program designed to provide 
a safe, sanitary and comfortable environment and to 
help prevent the development and transmission of  
communicable diseases and infections.  
 
 
§483.80(a) Infection prevention and control program. 
 
The facility must establish an infection prevention  
and control program (IPCP) that must include, at a  
minimum, the following elements:  
 
 
§483.80(a)(1) A system for preventing, identifying,  
reporting, investigating, and controlling infections  
and communicable diseases for all residents, staff,  
volunteers, visitors, and other individuals providing 
services under a contractual arrangement based  
upon the facility assessment conducted according to 
§483.71 and following accepted national standards; 
 
 
§483.80(a)(2) Written standards, policies, and  
procedures for the program, which must include, but 
are not limited to:  
 
(i) A system of surveillance designed to identify  
possible communicable diseases or  
 
infections before they can spread to other persons  
in the facility;  
 
(ii) When and to whom possible incidents of  
communicable disease or infections should be  
reported;  
 
(iii) Standard and transmission-based precautions to 
be followed to prevent spread of infections;  
 
(iv)When and how isolation should be used for a  
resident; including but not limited to:  
 
(A) The type and duration of the isolation, depending 
upon the infectious agent or organism involved, and 
 
(B) A requirement that the isolation should be the  
least restrictive possible for the resident under the  
circumstances.  
 
(v) The circumstances under which the facility must

F0880 Conducted a 100% audit of all residents on Enhanced 
Barrier Precautions (EBP) on 3/30/2026. Residents  
#22 and #24 were assessed by the Infection  
Preventionist for signs and symptoms of infection,  
and no infections were identified. Resident #24 is no 
longer on EBP.  
 
 
All residents have the potential to be affected by  
this alledged deficient practice.  
 
 
Education on hand hygiene (before and after  
touching residents, after removing gloves, and  
before administering medications) and the proper  
use of personal protective equipment (PPE) was  
provided by the Director of Nursing Services (DNS)  
to nursing staff on 3/27/2026, 4/1/2026, 4/12/2026, 
and 4/16/2026, including review of GSS policy and  
procedure. Education on Enhanced Barrier  
Precautions (EBP) was provided by the Infection  
Preventionist to nursing staff on 3/30/2026.  
 
 
New Facility Practice:  
 
 
Ongoing surveillance audits will be conducted to  
ensure adherence to hand hygiene and the proper  
use of gowns and gloves, including use during  
high-contact care activities for residents with  
chronic wounds, infections, indwelling catheters,  
and/or residents on Transmission-Based  
Precautions (TBP).  
 
 
Isolation carts prepped in  
advance by Infection Preventionist.  
 
 
IP or Designee will conduct audits on hand hygiene 
and proper PPE use weekly x 4, monthly x 2 and  
quarterly x 1. The audit findings will  
be submitted monthly to the QAPI Committee for  
review and further recommendations.

04/22/2026
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Continued from page 32 
prohibit employees with a communicable disease or 
infected skin lesions from direct contact with  
residents or their food, if direct contact will transmit 
the disease; and  
 
(vi)The hand hygiene procedures to be followed by  
staff involved in direct resident contact.  
 
 
§483.80(a)(4) A system for recording incidents  
identified under the facility's IPCP and the  
corrective actions taken by the facility.  
 
 
§483.80(e) Linens.  
 
Personnel must handle, store, process, and transport 
linens so as to prevent the spread of infection.  
 
 
§483.80(f) Annual review.  
 
The facility will conduct an annual review of its IPCP 
and update their program, as necessary.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observation, review of facility policy, and  
staff interview, the facility failed to follow  
professional standards of infection control and  
prevention for 1 of 2 sampled residents (Resident  
#24) on enhanced barrier precautions (EBP) and 1  
supplemental resident (Resident #22) during  
medication administration. Failure to practice  
infection control standards related to hand hygiene  
and glove and gown use has the potential to spread 
infection throughout the facility.  
 
Findings include:  
 
Review of the facility policy titled "Hand Hygiene"  
occurred on 03/18/26. This policy, dated 11/13/25,  
stated, " . . . HCW [healthcare worker] will use  
waterless alcohol-based sanitizer or soap and water 
to clean their hands: When entering the patient  
room. Before . . . administering medications. . . .  
hand hygiene must be completed before donning  
gloves. After removing gloves . . . When exiting  
patient room. . . ."  
 
Review of the facility policy titled "Standard,  
Enhanced Barrier, and Transmission-Based  
Precautions" occurred on 03/18/26. This policy,  
dated July 2025, stated, ". . . Enhanced barrier  
precautions expand the use of personal protective  
equipment . . . the use of gown and gloves during

F0880 04/22/2026
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Continued from page 33 
high contact care activities. . . Enhanced barrier  
precautions are used . . . for residents with chronic 
wounds . . . venous statis [sic] ulcers [chronic  
wounds due to poor blood circulation in veins] . . .  
High-contact resident care activities include  
transfers . . . providing hygiene, changing briefs or  
assisting with toileting. . . ."  
 
-Review of Resident #24's medical record occurred 
on all days of survey. The care plan identified EBP  
related to chronic venous stasis ulcers.  
 
Observation on 03/16/26 at 11:10 a.m. showed a  
certified nurse aide (CNA) (#4) entered Resident  
#24's room, performed hand hygiene, applied  
gloves, and assisted the resident with toileting. The 
CNA failed to wear a gown during high contact  
cares.  
 
-Observation on 03/17/26 at 8:21 a.m. showed a  
nurse (#11) prepared Resident #22's medications,  
carried them into the resident's room, and  
administered the oral medications. Without  
performing hand hygiene, the nurse applied gloves, 
administered eyes drops, removed the gloves, and  
without performing hand hygiene, exited the  
resident's room.  
 
During an interview on 03/17/26 at 11:42 a.m., the  
nurse (#11) confirmed he/she failed to appropriately 
perform hand hygiene during Resident #22's  
medication pass.

F0880 04/22/2026
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