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The standard Medicare/Medicaid recertification

and complaint survey started on 09/09/24 and

concluded 09/19/24. The issues identified by the

complainant were found to be in compliance with

regulatory requirements.
F 623 Notice Requirements Before Transfer/Discharge F 623 10/16/24
SS=D CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(ii) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(i) 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
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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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 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
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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 lll 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(k).
This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interview, the 1. Corrective Action:
facility failed to provide the resident or the a. The Transfer for Hospitalization
resident's representative a written notice of for resident #13 was started and
transfer for 1 of 2 sampled residents (Resident completed properly. It was then signed,
#13) transferred to the hospital. Failure to provide emailed to the State Ombudsman,
a written copy of the transfer notice does not given to the resident and scanned into the
allow the resident and/or their representative to EMR.
make an informed decision regarding their rights. 2. Identifying of Others:
a. This deficient practice has the
Findings include: potential to affect all of the residents
that are transferred from our facility
Review of Resident #13's medical record to hospital for further care.
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§483.20(f) Automated data processing
requirement-

§483.20(f)(1) Encoding data. Within 7 days after
a facility completes a resident's assessment, a
facility must encode the following information for
each resident in the facility:

(i) Admission assessment.

(ii) Annual assessment updates.

(iii) Significant change in status assessments.
(iv) Quarterly review assessments.

(v) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(vi) Background (face-sheet) information, if there
is no admission assessment.
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occurred on all days of survey and identified a 3. System Changes:
hospital transfer on 06/28/24. The medical record a. When residents are sent to
lacked evidence the facility provided the resident emergency rooms or hospital for further
and/or representative with a written transfer care, we will look for the completed
notice. Transfer for Hospitalization on the next
working day to process and notify the
During an interview on 09/10/24 at 4:55 p.m., an appropriate people. Education was
administrative staff member (#6) confirmed the provided to the nursing staff, DDS and
facility failed to complete a Notice of Transfer for WC about this practice on 9/18/2024.
Hospitalization for the resident. 4. Monitoring:
a. Social Service Designee or Designee
will complete audits of all Transfers for
Hospitalizations weekly for 6 weeks;
and then monthly for 3 months. Then
the results will be submitted to QAPI
Committee for their review and
recommendations for further audits or
approval of compliance.
5. Corrective Date:
10/16/2024
F 640 Encoding/Transmitting Resident Assessments F 640 10/22/24
SS=E CFR(s): 483.20(f)(1)-(4)
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§483.20(f)(2) Transmitting data. Within 7 days
after a facility completes a resident's
assessment, a facility must be capable of
transmitting to the CMS System information for
each resident contained in the MDS in a format
that conforms to standard record layouts and
data dictionaries, and that passes standardized
edits defined by CMS and the State.

§483.20(f)(3) Transmittal requirements. Within
14 days after a facility completes a resident's
assessment, a facility must electronically transmit
encoded, accurate, and complete MDS data to
the CMS System, including the following:
(iYAdmission assessment.

(ii) Annual assessment.

(iii) Significant change in status assessment.

(iv) Significant correction of prior full assessment.
(v) Significant correction of prior quarterly
assessment.

(vi) Quarterly review.

(vii) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(viii) Background (face-sheet) information, for an
initial transmission of MDS data on resident that
does not have an admission assessment.

§483.20(f)(4) Data format. The facility must
transmit data in the format specified by CMS or,
for a State which has an alternate RAI approved
by CMS, in the format specified by the State and
approved by CMS.

This REQUIREMENT is not met as evidenced
by:

Based on record review, staff interview, review
of the Long-Term Care Facility Resident
Assessment Instrument (RAI) User's Manual, and
review of the federal database for Long-Term

1.Residents 4, 5, 20 and 75 were
affected by this deficiency. Since MDS
were submitted Residenthere is no further
action that can be performed for those
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sampled residents (Resident #4, #5, and #20)
and one supplemental resident (Resident #75).
Failure to follow the MDS data submission
specifications does not meet the intended
regulatory requirements.

Findings include:

The Long-Term Care Facility RAI 3.0 User's
Manual (Version 1.18), page 2-34, stated, ". . .
The MDS must be transmitted . . . electronically
no later than 14 calendar days after the MDS
completion date . . ." Page 2-35 stated, ". . . The
ARD [assessment reference date] must be within
92 days after the previous OBRA assessment . . .
The MDS completion date (item Z0500B) must
be no later than 14 days after the ARD. . . ." Page
2-38 stated, "Entry Tracking Records . . . Must be
submitted no later than the 14th calendar day
after the entry . . ." Page 5-1 stated, ". . . All
Medicare and/or Medicaid-certified nursing
homes . . . must transmit required MDS data
records to CMS' [Center for Medicare and
Medicaid Services] Internet Quality Improvement
and Evaluation System (iQIES) Assessment
Submission and Processing (ASAP) system. . . ."

- Review of Resident #4's medical record
occurred on all days of survey and showed a
quarterly MDS with an ARD date of 07/29/24 and
a completion date of 08/23/24 (completed 30
days late).

- Review of Resident #5's medical record
occurred on all days of survey and showed a

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
355081 B. WING 09/19/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ROLETTE COMMUNITY CARE CENTER 804 STATE STREET
ROLETTE, ND 58366
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 640 Continued From page 5 F 640
Care Survey, the facility failed to ensure timely affected.
electronic data submission of required Minimum 2. All residents have the potential to be
Data Set (MDS) assessments for 3 of 12 affected.

3. MDS coordinator responsible for late
submissions is no longer at facility. New
MDS Coordinator is aware of the rules
surrounding MDS and timely submission.
Coordinator was educated on the
deficiency( s related to this survey on
10/1/24. All MDS were reviewed to make
sure there are no others that are currently
late. All staff involved in MDS completion
dates will be sent a monthly calendar with
the due date of each assessment to
ensure MDS are submitted in a timely
fashion.

4. Audits will be completed by the DON
or designee weekly x4 weeks, monthly x2
months, and quarterly thereafter until
100% compliance is achieved. All audits
will be reviewed by the Administrator or
designee and brought to QAPI for review
and recommendation.

5. 10/22/24
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quarterly MDS with an ARD of 6/26/24, a
completion date of 06/28/24, and transmitted to
iQIES on 09/01/24 (transmitted 44 days late).

- Review of Resident #20's medical record
occurred on all days of survey and showed the
following:

* A discharge return anticipated MDS with an
ARD of 6/27/24, and a completion date of
08/17/24 (completed 51 days late).

* An entry tracking MDS with an ARD of 6/30/24
and transmitted to iQIES 08/13/24 (transmitted
61 days late).

* A quarterly MDS with an ARD of 7/6/24, and a
completion date of 08/17/24 (31 days late).

- Review of Resident #75's MDS occurred on
09/09/24 and showed the facility completed and
transmitted quarterly MDSs with ARD dates of
02/27/24 and 08/27/24. The facility failed to
submit an MDS 92 days after the MDS dated
02/27/24.

During a phone interview on 09/12/24, a facility
nurse (#5) confirmed staff failed to submit MDSs
in a timely manner.

Accuracy of Assessments

CFR(s): 483.20(g)

F 641
SS=E

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.

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
1.18.11), and staff interview, the facility failed to

F 640

F 641 10/22/24

Residents #1, #13, #16, #18 and #20
were affected by this practice. Resident
#1 MDS was corrected on 9/11/2024. The
rest of the residents #13,16,18, and 20
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ensure accurate coding of the Minimum Data Set
(MDS) for 5 of 12 sampled residents (Resident
#1, #13, #16, #18, and #20). 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 K: SWALLOWING/NUTRITIONAL
STATUS

The Long-Term Care Facility RAI 3.0 User's
Manual, revised October 2023, pages K-2
through K-11, stated, ". . . K0200: Height and
Weight . . . Weight . . . Base weight on most
recent measure in the last 30 days, . . . K0520:
Nutritional Approaches . . . PARENTERAL/IV
FEEDING Introduction of a nutritive substance
into the body by means other than the intestinal
tract (e.g., subcutaneous, intravenous).
FEEDING TUBE Presence of any type of tube
that can deliver food/ nutritional substances/
fluids/ medications directly into the
gastrointestinal system. Examples include, but
are not limited to . . . percutaneous endoscopic
gastrostomy (PEG) tubes. . . ."

- Review of Resident #1's medical record
occurred on all days of survey and showed a
physician's order for Jevity 1.5 cal (a nutritional
formula) per PEG Tube, four times a day. The
quarterly MDS, dated 06/28/24, identified
parenteral feeding coded incorrectly and failed to
identify Resident #1's feeding tube.
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MDS were corrected on 10-7-24

2. All residents have the potential to be
affected.

3. Staff that are currently responsible for
MDS submissions have been educated
on deficiency. Matrix was contacted on
9/11/24 to discuss medications not
populating to medication list correctly.
Instructions were obtained on making
sure all medications are included in
reports going forward. Dietician will
complete section K and weights will be
reviewed by the MDS coordinator for
accuracy before submission.

4. Audits will be completed by the DON or
designee weekly x4 weeks, monthly x 2
months, and quarterly thereafter until
100% compliance is achieved. All audits
will be reviewed by the Administrator or
designee and brought to QAPI for review
and recommendation.

5. 10/22/24
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During an interview on 09/11/24 at 3:55 p.m., an
administrative staff member (#5) confirmed staff
failed to code the MDS correctly for Resident #1.

- Review of Resident #18's medical record
occurred on all days of survey. The quarterly
MDS, dated 08/09/24, identified Resident #18's
weight as 155 pounds. Review of the record
identified Resident #18's weight 167 pounds.

The facility failed to use the most recent weight
when completing the MDS.

SECTION N: MEDICATIONS

The Long-Term Care Facility RAI 3.0 User's
Manual, revised October 2023, pages N-6
through N-8, stated, ". . . N0415: High-Risk Drug
Classes: . . . Coding Instructions . . .N0415A1.
Antipsychotic: Check if an antipsychotic
medication was taken by the resident at any time
during the 7-day look-back period . . . NO415F1.
Antibiotic: Check if an antibiotic medication was
taken by the resident at any time during the
7-day look-back period . . . N0415G1. Diuretic:
Check if a diuretic medication was taken by the
resident at any time during the 7-day look-back
period . . .NO415H1. Opioid: Check if an opioid
medication was taken by the resident at any time
during the 7-day look back period . . . NO415I1.
Antiplatelet: Check if an antiplatelet medication
(e.g., aspirin . . .) was taken by the resident at
any time during the 7-day observation period . . .
N0415J1. Hypoglycemic (including insulin):
Check if a hypoglycemic medication was taken
by the resident at any time during the 7-day
observation period . . ."
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- Review of Resident #13's medical record
occurred on all days of survey. Review of the
medication administration record (MAR) for July
2024, showed Resident #13 received the
following medications:

* clindamycin, an antibiotic

* tramadol, an opioid

* aspirin, an antiplatelet

* Fiasp insulin and Levemir insulin,
hypoglycemics

The quarterly MDS, dated 07/10/24, showed staff
failed to identify Resident #13 received an
antibiotic, opioid, antiplatelet, and hypoglycemics.

- Review of Resident #16's medical record
occurred on all days of survey. Review of the
MAR for June 2024, showed the resident
received azithromycin, an antibiotic. The
quarterly MDS, dated 06/23/24, showed staff
failed to identify Resident #16 received an
antibiotic.

- Review of Resident #18's medical record
occurred on all days of survey . Review of the
MAR for August 2024, showed the resident
received bumetanide, a diuretic. The quarterly
MDS, dated 08/09/24, showed staff failed to
identify Resident #18 received a diuretic.

- Review of Resident #20's medical record
occurred on all days of survey. Review of the
MARs for June-July 2024, showed Resident #20
received the following medications:

* quetiapine, an antipsychotic

* amoxicillin, an antibiotic

The quarterly MDS, dated 07/06/24, showed staff
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SS=E CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

(i) Developed within 7 days after completion of
the comprehensive assessment.

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

(A) The attending physician.

(B) Aregistered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the
resident.

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

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

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

This REQUIREMENT is not met as evidenced
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failed to identify Resident #20 received an
antipsychotic and antibiotic.
During an interview on 09/11/24 at 3:59 p.m., an
administrative staff member (#5) confirmed staff
failed to code the MDS correctly for Resident
#13, #16, #18, and #20.
F 657 Care Plan Timing and Revision F 657 10/22/24
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by:

Based on observation, record review, review of
facility policy, and staff interview, the facility failed
to review and revise the comprehensive care
plan to reflect the current status for 7 of 12
sampled residents (Resident #1, #5, #7, #9, #10,
#18, and #20). Failure to review and revise the
care plan limited staff's ability to communicate
needs and ensure continuity of care.

Findings include:

Review of the facility policy titled "Care Plans,
Comprehensive Person-Centered" occurred
09/11/24. This policy, revised March 2022,
stated, "A comprehensive, person-centered care
plan that includes measurable objectives and
timetables. . . The comprehensive,
person-centered care plan: . . . describes the
services that are to be furnished to attain or
maintain the resident's highest practicable
physical, mental, and psychosocial well-being . . .
the interdisciplinary team reviews and updates
the care plan . . ."

- Review of Resident #1's medical record
occurred on all days of survey. Diagnoses
included gastrostomy status. The current care
plan stated, ". . . Feeding Tube . . . Resident
requires tube feeding . . ."

Observation on 09/09/24 at 4:08 p.m. showed a
medication aide (MA) (#10) don a gown and
gloves prior to entering Resident #1's room.
When asked why they were wearing the gown
and gloves, the MA (#10) stated, "For enhanced
barrier precautions because he has a feeding
tube."

F 657

1. Residents #1, #5, #7, #9, #10, #18,
and #20 were affected by this practice.
Care plans were updated for resident #1,
#7, and #18 on 10/2. Residents #5 care
plan was updated on 10/8 and residents
#9,#10 and #20 were updated on 9/16/24.
All care plan areas cited were reviewed
on 10/8 to ensure accuracy.

2. All residents have the potential to be
affected.

3. Staff that are currently responsible for
MDS submissions have been educated
on this deficiency. List was given to the
nursing staff to ensure that all changes
related to resident care be communicated
to MDS coordinator going forward so that
care plans can be kept up to date with
resident(]s current status. Review of
records will be completed on each
resident every week at a minimum by
MDS Coordinator to review for changes
related to care for each resident.

4. Audits will be completed by the DON or
designee weekly x 4 weeks, monthly x 2
months, and quarterly thereafter until

100% compliance is achieved. All audits
will be reviewed by the Administrator or
designee and brought to QAPI for review
and recommendation.

5. 10/22/24
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The facility failed to update Resident #1's care
plan to include enhanced barrier precautions.

- Review of Resident #5's medical record
occurred on all days of survey. A progress note,
dated 03/09/24, at 8:05 p.m., stated, "Fall
precaution in place bed in low position. . . " The
facility failed to update Resident #5's care plan to
include the new fall intervention.

- Review of Resident #7's medical record
occurred on all days of survey. Observation on
09/09/24 at 12:45 p.m. showed the resident using
a pommel cushion (supports the body, prevents
slipping and relieves lower back pain). The
facility failed to update Resident #7's care plan to
include the use of the pommel cushion.

- Observations on all days of survey identified an
isolation cart outside Resident #9 and #10's
rooms with signage identifying the resident
required enhanced barrier precautions. The
facility failed to update Resident #9 and #10's
care plans to include enhanced barrier
precautions.

- Review of Resident #18's medical record
occurred on all days of survey. Diagnoses
included end stage renal disease and
hyperkalemia (high potassium). The current care
plan stated, ". . . Nutritional Status . . . Resident
is on a diabetic diet. . . . Long Term Goal . . .
Resident will accept and be satisfied with meals
over the next 90 days. . . . Approach . . . Resident
will be provided with diabetic diet as ordered. . . ."

A dietary note, dated 05/13/24 at 9:12 p.m.,
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stated, ". . . is a new admit . . . with a medical hx
[history] significant for type 2 diabetes, renal
disease, . . . dialysis . . . receives a nutrition
score of 8 indicating she is at high nutrition risk."

The facility failed to update Resident #18's care
plan to reflect dialysis related nutrition.

During an interview on 09/11/24 at 3:30 p.m., an
administrative staff (#1) agreed Resident #18's
care plan was "very vague."

- Review of Resident #20's medical record
occurred on all days of survey. The current care
plan stated, ". . . Urinary Incontinence . . .
Resident requires an indwelling urinary catheter.
..." The facility failed to update Resident #20's
care plan to include enhanced barrier
precautions.

During an interview on 09/11/24 at 5:35 p.m., an

administrative staff member (#1) confirmed she

expected enhanced barrier precautions to be

identified on Resident #1 and #20's care plans.
F 658 Services Provided Meet Professional Standards F 658 10/22/24
SS=D CFR(s): 483.21(b)(3)(i)

§483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

(i) Meet professional standards of quality.

This REQUIREMENT is not met as evidenced

by:

1. Based on observation, review of professional 1. Pens-Corrective action Staff #3 was
reference, and staff interview, the facility failed to educated on priming of the insulin pens
follow professional standards of practice for 1 of prior to injection on 9/12/24. Notification
1 sampled resident (Resident #10) observed for sent to provider regarding pen not being
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insulin preparation. Failure to prime an insulin
pen correctly may result in residents receiving an
inaccurate dose.

Findings include:

Review of the manufacturer's guidelines titled
"Fiasp insulin aspart injection. . . Instructions for
use. . ." occurred on 09/11/24. This document,
dated July 2023, page 8, states, ". . . Priming
your . . . Pen: Step 7: Turn the dose selector to
select 2 units. . . Step 9: Hold the pen with the
needle pointing up. Press and hold in the button
until the dose counter shows"0". . . . A drop of
insulin should be seen at the needle tip. . . ."

Observation on 09/10/24 at 11:53 a.m. showed a
nurse (#3) attached a needle to Resident #10's
Fiasp FlexTouch insulin pen, selected two units
of insulin, and depressed the plunger while the
pen was in the horizontal position. The nurse (#3)
failed to hold the pen with the needle pointing up
while pushing the plunger button.

During an interview on the afternoon of 09/10/24,
an administrative nurse (#1) confirmed the nurse
(#3) failed to prime the insulin pen correctly.

2. Based on observation, record review, review of
policies/procedures, review of professional
reference, and staff interview, the facility failed to
follow physician's orders for 2 of 12 sampled
residents (Resident #1 and #7). Failure to follow
physician's orders for notification of blood
glucose outside of specific parameters (Resident
#7), for tardive dyskinesia assessments, range of
motion (ROM) exercises, and changing of
oxygen/respiratory tubing (Resident #1) placed

primed prior to administration on 9/11/24.
This will be completed by 10/15/24.

2. All residents who receive insulin via
insulin pens have the potential to have
complications related to not priming
insulin pen.

3. Policy was reviewed and no
corrections were made. Staff were
educated on 9/12/24.

4. The DON or designee will complete
audits weekly x 4 weeks, monthly x 2
months, and quarterly thereafter until
100% compliance is achieved. All audits
will be reviewed by the Administrator or
designee and brought to QAPI for review
and recommendation.

5. 10/22/24

1. Resident #1 had AIMS completed on
9/11/24. PT re-evaluated him on 9-25-24
his ROM was discontinued on 9/26/24.
The oxygen tubing was changed and
labeled on 9/11/24 and again on 10/1/24.
Resident #7- Physician was contacted
and a new order for blood glucose ranges
was received and added to residents
orders. Nurse was educated on
notification to physician when readings
are out of range.

2. All residents who receive
antipsychotic medications, oxygen
supplementation or have blood sugar
monitoring have the potential to be
affected by this deficient practice.

3. Policies were reviewed and were
found to be accurate with the exception of
Antipsychotic Medication Use. This policy
was updated to reflect that testing for
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Residents #1 and #7 at risk for delayed treatment
and adverse health events.

Findings include:

Kozier & Erb's "Fundamentals of Nursing,
Concepts, Process and Practice," 11th Edition
eText, 2021, Pearson, Boston, Massachusetts,
page 63, stated, "Nurses are expected to analyze
procedures and medications ordered by the
physician or primary care provider. . . . If the
order is neither ambiguous nor apparently
erroneous, the nurse is responsible for carrying it
out...."

A review of the facility policy titled "Physician
Services" occurred on 09/11/24. This policy,
revised February 2021, stated, ". . . The medical
care of each resident is supervised by a licensed
physician. . . . Supervising the medical care of
residents includes (but is not limited to): . . .
monitoring changes in resident's medical status .

- Review of Resident #1's medical record
occurred on all days of survey. Diagnoses
included cerebral palsy and dependence on
supplemental oxygen. Physician's orders
identified the following:

*02/11/16 "ROM both lower extremities 1-2 x
[times] per day, flex extremities at knee 6 reps
[repetitions] both extremities . . . Twice a day."
*12/30/23 "change oxygen equipment, date
equipment. 1. 02 [oxygen] bag 2. duel [sic] lumen
w/c [wheelchair] 3. concentrator 4. neb
[nebulizer] (no blue mask) ... Every 2 Weeks . .

. 02/01/24 "TD [tardive dyskinesia] Assessment
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tardive dyskinesia should be done every 6
months. In addition, the provider was
contacted and blood sugars levels for
provider notification were adjusted and
added to the orders for each resident.
Staff were educated on 9/10/24.

4. Audits will be completed by the DON
or designee weekly x 4 weeks, monthly x
2 months, and quarterly thereafter until
100% compliance is achieved. All audits
will be reviewed by the Administrator or
designee and brought to QAPI for review
and recommendation.

5. 10/22/24
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Reglan [anti-nausea medication] every 6 months

Review of Resident #1's point of care (POC)
responses (CNA charting), dated 08/01/24
through 09/10/24, showed ROM completed 5 of
41 days.

The medical record lacked a tardive dyskinesia
assessment completed since 02/01/24.

Observations on all days of survey showed
Resident #1 wearing oxygen, the oxygen tubing
on the concentrator dated 08/24/24, and the
nebulizer tubing/mask dated 08/04/24. The
facility failed to change oxygen and nebulizer
tubing/mask every two weeks as ordered.

During an interview on 09/10/24 at 1:59 p.m., a
certified nurse aide (CNA) (#8) stated she is the
restorative aide and is supposed to work as the
restorative aide five times per week but is
"always on the floor" due to staffing. She
confirmed Resident #1 did not receive daily ROM
exercises.

During interviews on 09/10/24 at 2:40 p.m., and
09/11/24 at 8:45 a.m., an administrative nurse
(#1) confirmed any CNA can perform ROM
exercises for Resident #1, and she expected staff
to document each shift if completed/attempted,
and staff failed to complete a tardive dyskinesia
assessment as ordered.

- Review of Resident #7's medical record
occurred on all days of survey and included a
diagnose of Type 2 Diabetes Mellitus. A
physician's order, dated 06/18/24, stated, ". . . If
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Blood Sugar is less than 100 [mg/dL, milligrams
per deciliter], call MD [medical doctor]. . . . If

Blood Sugar is greater than 450 [mg/dL], call MD.
..." Aphysician's order, dated 11/13/23, stated,
"Accu-check [checks blood sugar levels] PRN [as
needed] for symptoms of hypo/hyperglycemia
[low blood glucose/high blood glucose] < [less
than]100 or > [greater than] 400 CALL
PHYSICIAN . . ."

Review of Resident #7's blood glucose checks
from 08/04/24 through 09/08/24 showed the
following:

*09/01/24 5:27 a.m., 63 mg/dL

*08/27/24 7:57 p.m., 403 mg/dL

*08/27/24 11:25 a.m., 55 mg/dL

*08/26/24 5:47 a.m., 80 mg/dL

*08/20/24 5:16 a.m., 421 mg/dL

*08/17/24 7:39 a.m., 430 mg/dL

The medical record showed the facility failed to
notify the physician of Resident #7's blood
glucoses that were less than 100 or greater than
400.

During an interview on 09/11/24 at 08:44 a.m., an

administrative nurse (#1) confirmed staff failed to

notify the provider of Resident #7's blood glucose

being out of parameters as ordered.
F 758 Free from Unnec Psychotropic Meds/PRN Use F 758 10/16/24
SS=D CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.

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

(i) Anti-depressant;
(iii) Anti-anxiety; and
(iv) Hypnotic

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

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

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

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
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prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced
by:

Based on record review, review of facility policy,
and staff interview, the facility failed to ensure
residents remained free from unnecessary
psychotropic medications for 2 of 4 sampled
residents (Resident #5 and #11) reviewed for
psychotropic medication use. Failure to limit as
needed (PRN) psychotropic medication use to 14
days unless reevaluated by a practitioner, and
failure to monitor the residents on psychotropics
placed the residents at risk of receiving
unnecessary medications and experiencing
adverse drug effects and consequences related
to their use.

Findings include:

Review of the facility policy titled "Psychotropic
Medication Use" occurred on 09/11/24. This
policy, dated July 2022, stated, ". . . PRN orders
for psychotropic medications are limited to 14
days. . .. PRN orders cannot be renewed unless
the attending physician or prescriber evaluates
the resident and documents the appropriateness
of the medication. Resident receiving
psychotropic medications are monitored for
adverse consequences, including: . . . neurologic
affects-agitation, distress . . . tardive dyskinesia .
. . If psychotropic medications are identified as
possibly causing or contributing to adverse
consequences, the prescriber will determine
whether the medication(s) should be continued,
and document the rationale. . . ."

- Review of Resident #5's medical record

Free from Unnecessary Psychotropic
Meds/PRN Use

1. Corrective Action

a. Resident #5, antipsychotropic prn
medication was DC11d for 14 day end
date

on 9/11/2024. She was re-evaluated by
physician on 9/12/2024 with a new order
for the antipsychotropic on 9/20/2024 with
end date of 10/4/2024.

b. Resident #11 had an AIMs completed
on 9/11/2024.

2. Identification of Others

a. All residents who receive
antipsychotropic medications scheduled
or prn have the potential to be affected by
this practice to assure justification for the
use of these medications.

3. System Changes:

a. Policy for Psychotropic Medication
Use was reviewed and revised to read:
TD (every 6 months) was added.

b. Consultant RPh
reviews all medications monthly.

c. Inservice was completed on
9/18/2024.

4. Monitor:

a. The DON or her designee will
complete the monitoring of this deficiency
with auditing weekly for 6 weeks,
monthly times 3 and then submitted to
QAPI for review, recommendations for
further auditing or approval of
compliance.
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occurred on all days of survey. The current
orders in the electronic medical record and the
electronic medication administration record
(EMAR) identified alprazolam (medication to treat
anxiety) 0.5 milligrams (mg) every 12 hours as
needed for uncontrolled anxiety started 08/09/24.
The order lacked a stop date. Review of the
resident's EMAR for August 1- September 11,
2024 identified the resident received alprazolam
on 09/01/24 and 09/02/24. Review of the
physician's orders in the resident's paper chart
identified an order to discontinue the alprazolam
on 07/09/24 with no order to restart the
medication. Review of the resident's progress
notes failed to identify the provider had given an
order for the PRN alprazolam. The resident
received two doses of the alprazolam after it was
discontinued.

The facility failed to write an order for the
alprazolam started 08/09/24 and failed to have
the physician or prescriber evaluate the
resident's need to extend the psychotropic
medication beyond the original 14 days.

During an interview on 09/11/24 at 4:47 p.m., an
administrative nurse (#1) confirmed the facility
failed to write the physician's order received via
phone for the Alprazolam started on 08/09/24
and failed to have the provider reevaluate the
resident for further need of the medication after
14 days.

- Review of Resident #11's medical record
occurred on all days of survey. Physician's orders
included Seroquel (antipsychotic medication) 25
mg at bedtime and a tardive dyskinesia (TD)
assessment to be completed every 6 months
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5. Date of Completion: 10/16/2024
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§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 Il of the Comprehensive Drug
Abuse Prevention and Control Act of 1976 and
other drugs subject to abuse, except when the
facility uses single unit package drug distribution
systems in which the quantity stored is minimal
and a missing dose can be readily detected.
This REQUIREMENT is not met as evidenced
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while on Seroquel (the 6th of every 6th month).
The medical record identified an incomplete TD
assessment dated 02/06/24.
During an interview on 09/11/24 at 8:57 a.m., an
administrative nurse (#1) confirmed staff failed to
fully completed the TD assessment on 02/06/24
and failed to complete another one in the last 6
months.
F 761 Label/Store Drugs and Biologicals F 761 10/16/24
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Based on observation, review of facility policy, Label/Storage Drugs and Biologicals
and staff interview, the facility failed to ensure 1. Corrective Action:
safe and secure storage of medications for 2 of 2 a. No residents were affected by this
unlocked and unattended carts (medication and deficient practice.
treatment carts). Failure to securely store 2. ldentification of Others:
medications may result in unauthorized access to b. All residents who receive medications
medications. or treatments at the facility have the
potential to be affected.
Findings include: 3. System Changes.
c. The policy for Medication Labeling
Review of the facility policy titled "Medication and Storage was reviewed. Education
Labeling and Storage" occurred on 09/11/24. was given on 9/18/2024 to the nurses and
This undated policy, stated, "Policy Statement. . . CMAs
The facility stores all medications. . . in locked 4. Monitoring
compartments. . . . Medication Storage. . . 2. The a. The DON or her designee will monitor
nursing staff is responsible for maintaining to assure that the carts are locked, with
medication storage. . . 3. Compartments meds put away when not attended. The
(including, but not limited to, drawers, . . . carts, . audits will be completed daily for two
. ) containing medications. . . are locked when weeks alternating shifts, weekly for 12
not in use, . . . carts used to transport such items weeks alternating shifts, and 3 months
are not left unattended if open or otherwise alternating shifts. Then the audits will be
available to others. . . ." submitted to QAPI for review and for
recommendation for further audits or
Observation on 09/11/24 at 8:18 a.m., showed an approval of compliance.
unlocked/unattended medication cart with 5. Date of correction:
medications on the top of the cart and an a. 10/16/2024
unlocked/unattended treatment cart in the
200-hallway.
During an interview on 09/11/24 at 8:34 a.m., an
administrative nurse (#1) stated she expected
staff to lock the medication cart and keep all
medications in the cart when the nurse or
medication aide [MA] are not within
sight/accessing them.
F 801 Qualified Dietary Staff F 801 10/23/24
SS=F CFR(s): 483.60(a)(1)(2)
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§483.60(a) Staffing

The facility must employ sufficient staff with the
appropriate competencies and skills sets to carry
out the functions of the food and nutrition service,
taking into consideration resident assessments,
individual plans of care and the number, acuity
and diagnoses of the facility's resident population
in accordance with the facility assessment
required at §483.71.

This includes:

§483.60(a)(1) A qualified dietitian or other
clinically qualified nutrition professional either
full-time, part-time, or on a consultant basis. A
qualified dietitian or other clinically qualified
nutrition professional is one who-

(i) Holds a bachelor's or higher degree granted
by a regionally accredited college or university in
the United States (or an equivalent foreign
degree) with completion of the academic
requirements of a program in nutrition or dietetics
accredited by an appropriate national
accreditation organization recognized for this
purpose.

(i) Has completed at least 900 hours of
supervised dietetics practice under the
supervision of a registered dietitian or nutrition
professional.

(iii) Is licensed or certified as a dietitian or
nutrition professional by the State in which the
services are performed. In a State that does not
provide for licensure or certification, the individual
will be deemed to have met this requirement if he
or she is recognized as a "registered dietitian" by
the Commission on Dietetic Registration or its
successor organization, or meets the
requirements of paragraphs (a)(1)(i) and (ii) of
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this section.

(iv) For dietitians hired or contracted with prior to
November 28, 2016, meets these requirements
no later than 5 years after November 28, 2016 or
as required by state law.

§483.60(a)(2) If a qualified dietitian or other
clinically qualified nutrition professional is not
employed full-time, the facility must designate a
person to serve as the director of food and
nutrition services.

(i) The director of food and nutrition services
must at a minimum meet one of the following
qualifications-

(A) A certified dietary manager; or
(B) A certified food service manager; or
(C) Has similar national certification for food
service management and safety from a national
certifying body; or
D) Has an associate's or higher degree in food
service management or in hospitality, if the
course study includes food service or restaurant
management, from an accredited institution of
higher learning; or
(E) Has 2 or more years of experience in the
position of director of food and nutrition services
in a nursing facility setting and has completed a
course of study in food safety and management,
by no later than October 1, 2023, that includes
topics integral to managing dietary operations
including, but not limited to, foodborne illness,
sanitation procedures, and food
purchasing/receiving; and
(ii) In States that have established standards for
food service managers or dietary managers,
meets State requirements for food service
managers or dietary managers, and
(iii) Receives frequently scheduled consultations
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§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
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from a qualified dietitian or other clinically
qualified nutrition professional.
This REQUIREMENT is not met as evidenced
by:
Based on staff interview, the facility failed to Qualified Dietary Staff
ensure 1 of 1 dietary manager (#4) obtained the 1.No residents have been identified as
proper qualifications to serve as the director of being affected by this deficient practice
food and nutrition services. Failure to ensure staff
have the qualifications to carry out the functions 2.All residents have the potential to be
of food and nutrition services has the potential to affected by this practice
result in foodborne iliness to residents, staff, and
visitors. 3.
a. An employee was hired on 10-01-24
Findings include: who holds a food safety manager
certificate she was promoted to dietary
During an interview on 09/11/24 at 10:40 a.m., an manager on 10-10-24. The Dietician
administrative manager (#2) confirmed the monitors and evaluates all residents on
dietary manager (#4) lacked the required training admission and on a quarterly basis.
for the position.
4.The Business Office Manager or
The facility failed to ensure the dietary manager designee will complete audits related to
(#4) completed the education for a certified staffing of the dietary department monthly
dietary manager, certified food service manager, for 2 months then quarterly x 2. These
or national certification for food service audits will be reviewed by QAPI so they
management and safety from a national certifying can make further recommendations.
body. 5. 10/23/24
F 880 Infection Prevention & Control F 880 10/16/24
SS=K CFR(s): 483.80(a)(1)(2)(4)(e)(f)
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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;

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

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

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

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

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

(v) The circumstances under which the facility
must prohibit employees with a communicable
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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,
review of professional reference, and staff
interview, the facility failed to follow standards of
infection control for 3 of 12 sampled residents
(Resident #1, #3, and #10) and 1 supplemental
resident (Resident #14) observed during cares.
Failure to follow infection control practices related
to enhanced barrier precautions (Resident #1
and #10) and transmission-based precautions
(Resident #3 and #14) has the potential to
spread infection throughout the facility.

During the on-site recertification survey, the team
determined an Immediate Jeopardy (I1J) situation
existed on 09/09/24 at 1:32 p.m. The IJ resulted
from staff failure to properly doff an N95 mask
upon exiting the room of a COVID positive
resident and before entering the rooms of COVID
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Infection Control

1. Corrective Action

a. Resident #10 had no adverse affect
from the deficient practice of not
cleaning the wound kit when removing it
from his EBP room as evidenced by no
current infect.

2. ldentification of Others:

a. We identified that all residents would
have the potential to be affected by the
practice of not cleaning equipment when
bringing it out of an EBP or isolation room
before it goes into storage, the treatment
cart or into another room.

3. System Changes:

a. Policy for Enhanced Barrier
Precautions, Isolation-Catagories of
Transmission Based Precautions were
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negative residents, which had the potential to
spread the infection to residents, staff and
visitors.

*09/19/24 at 11:45 a.m. The survey team notified
the director of nursing (DON) and administrator
of the |J situation, presented the IJ template, and
requested a plan for removal of the immediate
jeopardy.

*09/19/24 at 3:10 p.m. The survey team reviewed
and accepted the facility's removal plan for the IJ.

The removal plan contained the following:
*Review of Infection Control, Isolation and
personal protective equipment (PPE) policies. No
changes needed.

*Posted signs demonstrating proper donning and
doffing of PPE on all doors of COVID positive
resident rooms.

*Educated all staff on proper application of
gowns, masks (including N95), gloves, when to
perform hand hygiene, and PPE guidelines for
donning and doffing for COVID positive residents
and residents in isolation. This education will be
conducted either in person or via phone prior to
next scheduled shift.

*09/19/24 at 3:30 p.m. The survey team verified
the implementation of the removal plan and the IJ
removal. The deficient practice remained at a "E"
scope and severity following the removal of the
immediate jeopardy.

Findings include:

Review of the facility policy titled "Isolation -
Categories of Transmission-Based Precautions"

reviewed. Education was provided to
All staff on 9/18/2024.

4. Monitoring:

a. The DON or her designee will
monitor the cleaning of resident
equipment and supplies that is used in
EBP and isolation rooms and shared
with residents in standard precaution
rooms. They will monitor daily for 2
weeks alternating shifts, weekly for 6
weeks, and then monthly for 3 months.
It will then be submitted to QAPI for
review, recommendations for further
audits or approval of compliance.

5. Date of Correction:

a. 10/16/2024

Removal Plan for F 880

Infection Control

1. The current policy for Isolation, PPE
and Infection Control were reviewed on
9.9.2024 and no changes made. Nursing
staff present on 9.9.2024 were educated
on the proper application of gowns,
masks

-N95, gloves, when to perform hand
hygiene, and PPE guidelines for donning
and doffing for residents in EBP, COVID
positive rooms, and Isolation. On
9.9.2024 signs demonstrating proper
donning and doffing of PPE were posted
on the doors of all COVID positive and
EBP rooms. Staff not present on
9.9.2024 will be contacted on 9.19.2024
via phone and/or in person and provided
the stated education prior to their next
scheduled shift.
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occurred on 09/11/24. This policy, revised
September 2022, stated, ". . . Contact
precautions are implemented for residents known
or suspected to be infected with microorganisms
that can be transmitted by direct contact with the
resident or indirect contact with environmental
surfaces or resident care items in the resident's
environment. . . . Staff and visitors wear gloves . .
. when entering the room . . . Staff and visitors
wear a disposable gown upon entering the room
and remove before leaving the room . . . Droplet
precautions are implemented for an individual
documented or suspected to be infected with
microorganisms transmitted by droplets . . . that
can be generated by the individual coughing,
sneezing, talking . . . Masks are worn when
entering the room . . ."

Review of the facility policy titled "Enhanced
Barrier Precautions" occurred on 09/11/24. This
policy, revised March 2024, stated, "Enhanced
barrier precautions (EBPs) are utilized to reduce
the transmission of multi-drug resistant
organisms (MDROs) to residents. . . . EBPs
employ targeted gown and glove use in addition
to standard precautions during high contact
resident care activities when contact precautions
do not otherwise apply. . . . Examples of
high-contact resident care activities . . . include: .
.. transferring . . . device care or use (central
line, urinary catheter, feeding tube, ... );and . ..
wound care . . . Signs are posted in [sic] the door
or wall outside the resident room indicating the
type of precautions and PPE required. . . ."

Review of "Infection Control Guidance:
SARS-CoV-2 [COVID]" at
https://www.cdc.gov/covid/hcp/infection-control/,
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dated 06/24/24, stated, ". . . Source control
options for HCP [health care providers] include: .
.. ANIOSH [National Institute for Occupational
Safety and Health] Approved® particulate
respirator with N95® filters or higher . . . If they
are used during the care of patient for which a
NIOSH Approved respirator or facemask is
indicated . . . they should be removed and
discarded after the patient care encounter and a
new one should be donned. . . ."

During the entrance conference on 09/09/24 at
12:01 p.m., an administrative nurse (#1)
identified Resident #3 and #14 as COVID
positive.

- Observation on 09/09/24 at 1:16 p.m. showed a
certified nurse aide (CNA) (#9) wearing a gown,
N95 mask, and face shield exited Resident #3's
room and carried a trash bag down the hall to a
larger trash cart. A sign on the resident's door
stated, "special droplet/contact precautions." The
CNA failed to remove his gown, N95 mask, and
face shield prior to leaving the room and
completing other tasks.

- Observation on 09/09/24 at 1:32 p.m. showed a
CNA (#9) wearing an N95 mask and face shield
exited Resident #14's room. A sign on Resident
#14's door stated, "special droplet/contact
precautions." The CNA failed to remove the N95
mask and entered Resident #1's room followed
by a staff nurse (#3) who wore a surgical mask.
The staff transferred the resident from the
wheelchair to the bed. The CNA (#9) exited
Resident #1's room wearing the N95 mask worn
upon entry, and entered two additional resident
rooms.
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The CNA (#9) failed to remove the N95 mask
upon exiting the room of a COVID positive
resident (Resident #14) and before entering the
rooms of COVID negative residents.

During an interview on 09/09/24 at 2:12 p.m., the
CNA (#9) stated he could wear the same N95
when providing care for COVID positive
residents, but not when he provided care for
COVID negative residents.

During interviews on 09/09/24 at 2:30 p.m., an
administrative nurse (#1) confirmed she expected
staff to doff N95 masks prior to exiting COVID
positive resident rooms and don a new mask
prior to caring for COVID negative residents.

- Review of Resident #1's medical record
occurred on all days of survey and showed
Resident #1 had a feeding tube. Observation on
09/09/24 at 1:32 p.m. showed Resident #1's
room lacked signs indicating Resident #1 was in
EBP. A CNA (#9) and a staff nurse (#3) entered
Resident #1's room and transferred the resident
from the wheelchair to the bed. Both staff failed
to don gown or gloves.

During an interview 09/11/24 at 5:35 p.m., an
administrative nurse (#1) confirmed she expected
staff to properly don/doff PPE.

- Observation on 09/10/24 at 9:50 a.m. showed a
nurse (#3) prepared to complete wound care on
Resident #10. The nurse (#3) donned PPE and
entered the room carrying a closed plastic
container with the resident's wound supplies. The
nurse placed the plastic container on the
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resident's bedside stand before cleaning the
stand, completed the wound care, then exited the
room without cleaning the plastic container and
placed it in the bottom drawer of the treatment
cart. The nurse (#3) failed to clean the plastic
container prior to exiting the resident's room
and/or before returning the container to the
treatment cart.

During an interview on 09/11/24 at 5:44 p.m., an
administrative nurse (#1) stated she expected
staff to clean any supplies with a disinfecting
cloth before removing from a resident's room with
EBP and before placing in the treatment cart.
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