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1211712025, Deficiencies were identified.
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Based on record review and staff interview, it has 1 Maa P
been determined that the residence failed to h ‘:%9 M Pn"' Wi \ ('0/"}’406 ‘ ,a;
accurately reflect the services and inferventions Scus 5. in Weel Y 2
needed on the service plan for three of five e e ,\.ﬂ N a S
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needed on the service plan for three of five
residents reviewed, Resident {D #s 1,3, and 4.

Findings are as follows:

1. Record review of a residence reporied incident
to the R| Department of Health on 12/9/2025
alleged that Resident 1D #1 was involved in an
altercation with another resident.

Record review of a medical provider's note dated
10/2/2025 stated in par, "...[the resident] has
anger problems..."

Record review of a medical provider's note dated
1211012025 stated in part, "...[the resident] has
been having anger problems. Other pecple have
been hit/struck...”

Record review of the resident's service plan dated
10/16/2025 failed to be updated to reflect the
altercation and the services to minimize anger.

2. Record review of Resident ID #3 revealed a
document titled, "Safe Smoking Ability
Assessment Form," revealed that the resident
required assistance or supervision while smoking.

Record review of the resident's service plan failed
to reveal that resident was a smoker, required
supervision when smoking, and interventions
required to ensure the safety of residents at the
facility relative to smoking.

3. Record review of Resident 1D #4 revealed a
document titied, "Safe Smoking Ability
Assessment Form,"” revealed that the resident
required assistance or supervision while smoking.

Record review of the resident's service plan falled
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supervision when smicking, and interventions
requited to ensure the safety of residents at the
facility relative to smoking.
During a surveyor interview on 12/17/2025 at
approximately 2:30 PM with Staff A, Registered
Nurse, she acknowledged that the service plan
did not address the anger issues with
interventions for Resident 1D #1 and that the
service plans did not address smaoking for
Resident iD #s 3 and 4. i
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concentration as indicated by the manufacturer...”

Record review of the manufacturer's guidelines
for the use of a quartnary ammonium sanitizer is
200-400 PPM (parts per million).

During a surveyor observation on 12/17/2025 at
approximately 1:00 PM of the main kitchen, the
pot and pan sink was being used fo wash.and
sanitize dishware. The concentration of the

sanitizing solution read less than the

manufacturer's recommendation of 200 PPM.

immediately following the above-mentioned
observation, the Food Service Director
acknowledged the sanitizer was not at the
appropriate coneentration.

Special Care License Requirements 2.5.2.L
Specific Requirements

2.5.2 (1) Specific Requirements

L. The Alzheimer Dementia Special Care
Unit/Program shall provide a secure distinet living
environment appropriate for the resident
population. This requirement may include, but not
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Findings are as follows:

During a surveyor observation on 12/17/2025 at
approximately 12:45 PM, on the memory care.
unit, in the presence of the Administrator, the
following was observed:

- housekeeping cart with chemicals, which
included, but not limited to, "Fabu!oso {(a
household cleaner)" stored, unattended -

- bathroom door in corridor opened and the lid off
the toilet tank

- paint tray and roller brush in the resident
cortidor

During a surveyor inferview with the
Administrator, immediately following the
above-mentioned observations, she
acknowledged that the housekeeping cart was
not visible to the housekeeper, that the toilet tank
lid was removed, and the paint iray and roller
brush were inappropriately stored.
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