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F 0623 Provide timely notification to the resident, and if applicable to the resident representative and ombudsman,
before transfer or discharge, including appeal rights.

Level of Harm - Minimal harm
or potential for actual harm 45120

Residents Affected - Few Based on record review and interview, the facility failed to provide a transfer/discharge form for 2 of 2
residents reviewed for hospitalization s. (Residents 11 & 1)

Findings include:

1. A record review for Resident 11 was completed on 6/6/2024 at 9:49 A.M. Diagnoses included, but were
not limited to, sepsis, Alzheimer's disease, and cerebral infarction (stroke).

A Nurse's Note, dated 5/28/2024 at 5:59 P.M., indicated Resident 11 refused to eat or drink. She had eaten
one bite of pureed food, and refused to swallow which allowed food to run out of her mouth. Vital signs
included: blood pressure 100/48 mmHg (millimeters of mercury), pulse 102 beats per minute, respirations 20
per minute, and temperature 98.9 Fahrenheit. The physician was notified, and he indicated the resident's
Power of Attorney (POA) wanted Resident 11 sent to the hospital.

During an interview, on 6/10/2024 at 10:18 A.M., the Director of Nursing (DON) indicated the
transfer/discharge form was part of the Hospital-ER Transfer Form under the Observation tab of the
electronic health record. She indicated the form should have been completed when a resident was
transferred from the facility.

The form, Hospital-ER Transfer Form could not be found in the electronic medical record for Resident 11.
2. A record review for Resident 1 was completed on 6/5/2024 at 10:37 A.M. Diagnoses included, but were
not limited to, nondisplaced intertrochanteric fracture of right femur, hemiplegia and hemiparesis following
CVA (stroke), and osteoporosis.

A Nurse's Note, dated 4/13/2024 at 11:00 P.M., indicated Resident 1 was helped with a transfer when she
stumbled and spun around, falling on her buttocks. Resident 1 complained of right hip and back pain. The
physician was notified, and an order was obtained to send Resident 1 to the emergency department.

A Nurse's Note, dated 4/14/2024 at 2:00 A.M., indicated Resident 1 was admitted to the hospital.

(continued on next page)
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F 0623 During an interview, on 6/10/2024 at 10:18 A.M., the Director of Nursing (DON) indicated that the
transfer/discharge form was part of the Hospital-ER Transfer Form under the Observation tab of the

Level of Harm - Minimal harm or electronic health record. She indicated the form should be completed when a resident is transferred from the

potential for actual harm facility.

Residents Affected - Few The form, Hospital-ER Transfer Form, dated 4/13/2024 at 11:00 P.M., indicated the resident or resident

representative was not provided the transfer/discharge form.

A form titled, Notice of Transfer or Discharge was provided by the Regional Nurse Consultant on 6/10/2024
at 12:49 P.M. A policy was not attached to the form.
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F 0625

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Notify the resident or the resident’s representative in writing how long the nursing home will hold the
resident’s bed in cases of transfer to a hospital or therapeutic leave.

45120

Based on record review and interview, the facility failed to provide the bed hold policy for 2 of 2 residents
reviewed for hospitalization s. (Residents 11 & 1)

Findings include:

1. A record review for Resident 11 was completed on 6/6/2024 at 9:49 A.M. Diagnoses included, but were
not limited to, sepsis, Alzheimer's disease, and cerebral infarction.

A Nurse's Note, dated 5/28/2024 at 5:59 P.M., indicated Resident 11 refused to eat or drink. She had eaten
one bite of pureed food and refused to swallow, which allowed food to run out of the her mouth. Vital signs
included: blood pressure 100/48 mmHg (millimeters of mercury), pulse 102 beats per minute, respirations 20
per minute, and temperature 98.9 Fahrenheit. The physician was notified, and he indicated the Resident's
Power of Attorney (POA) wanted Resident 11 sent to the hospital.

During an interview, on 6/10/2024 at 10:18 A.M., the Director of Nursing (DON) indicated that the bed hold
policy was part of the Hospital-ER Transfer Form under the Observation tab of the electronic health record.
She indicated the policy should be completed when a resident is transferred or discharged from the facility.
The form, Hospital-ER Transfer Form could not be found in the electronic medical record for Resident 11.
2. A record review for Resident 1 was completed on 6/5/2024 at 10:37 A.M. Diagnoses included, but were
not limited to, nondisplaced intertrochanteric fracture of right femur, hemiplegia and hemiparesis following

CVA (stroke), and osteoporosis.

A Nurse's Note, dated 4/13/2024 at 11:00 P.M., indicated Resident 1 was helped with a transfer when she
stumbled and spun around, falling on her buttocks. Resident 1 complained of right hip and back pain.

The physician was notified, and an order was obtained to send Resident 1 to the emergency department.

A Nurse's Note, dated 4/14/2024 at 2:00 A.M., indicated Resident 1 was admitted to the hospital.

During an interview, on 6/10/2024 at 10:18 A.M., the Director of Nursing (DON) indicated the bed hold policy
was part of the Hospital-ER Transfer Form under the Observation tab of the electronic health record. She

indicated the policy should be completed when a resident was transferred or discharged from the facility.

The form, Hospital-ER Transfer Form, dated 4/13/2024 at 11:00 P.M., indicated neither the resident nor the
resident's representative was provided with a copy of the bed hold policy.

(continued on next page)
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F 0625

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

A policy was provided on, 6/10/2024 at 12:49 P.M. by the Regional Nurse Consultant. The policy titled, Bed
Hold, indicated, .If a private pay resident leaves the facility for a temporary stay in an acute hospital or
elsewhere for a medical therapeutic leave, the resident or resident's responsible party may request the
facility to hold open the resident's bed during the absence by paying the full daily rate. If a
Medicare/Medicaid resident leaves the facility for a temporary stay in an acute hospital or elsewhere for a
medical therapeutic leave, the bed will be held .2. The residents will be provided the bed hold policy at the
time of the hospital transfer or therapeutic leave. 3. The Resident's Representative will be informed of the
bed hold policy at the time of notification of the transfer. The Resident's Representative will be provided a
copy of the bed hold policy. 4. The staff will document the notification to thee resident and resident
representative of the bed hold policy on the Emergency Resident Transfer Form
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F 0695 Provide safe and appropriate respiratory care for a resident when needed.

Level of Harm - Minimal harm or 45120
potential for actual harm
Based on observation, record review, and interview, the facility failed to properly store a Bi-Pap (bi-level

Residents Affected - Few positive airway pressure) mask for 1 of 1 resident reviewed for oxygen/respiratory equipment. (Resident 131)

Finding includes:

A record review for Resident 131 was completed, on 6/5/2024 at 1:08 P.M. Diagnoses included, but were not
limited to, pulmonary hypertension, chronic obstructive pulmonary disease (COPD), and obstructive sleep
apnea.

During an observation, on 6/4/2024 at 9:35 A.M., Resident 131's Bi-Pap mask was observed on the floor
under the bed.

A Physician's Order, dated 5/31/2024, indicated Bi-Pap on at bedtime and off upon waking.

A Care Plan, dated 6/3/2024, indicated Resident 131 had the potential for impaired gas exchange related to
pulmonary hypertension and COPD. The goal indicated Resident 131 would have adequate respiratory
functions as evidenced by decreased or absence of dyspnea, improved breath sounds, decreased or
absence of shortness of breath, and improved oxygen saturation results. The care plan did not address the
use of the Bi-Pap.

During an interview, on 6/10/2024 at 10:17 A.M., the Director of Nursing (DON) indicated the Bi-Pap mask
should be stored in a respiratory bag when not in use.

A policy was provided on, 6/102024 at 12:49 P.M. by the Regional Nurse Consultant. The policy titled,
Bi-Level Therapy. The policy did not address the storage of the mask when not in use.

3.1-47(a)(6)
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F 0730 Observe each nurse aide's job performance and give regular training.

Level of Harm - Minimal harm or 38845
potential for actual harm
Based on interview and record review the facility failed to ensure performance evaluations were completed
Residents Affected - Some annually for 4 of 4 employee files reviewed. (CNA 3, CNA 4, CNA 7 & CNA 8)

Findings include:

1. During an interview on 6/10/2024 at 10:05 A.M., CNA 3 indicated they (the facility) do not do
competencies every year or evaluations.

2. During an interview on 6/10/2024 at 11:01 A.M., CNA 4 indicated she had not received a performance
evaluation since she started working here (at the facility).

3. During an interview on 6/10/2024 at 1:23 P.M.,the Business Office manager indicated they (the facility)
used to do them (competency evaluations) but when the new company took over they gave out the raises in
January and they just didn't get done, but we are starting it back again.

4. During an interview on 6/10/2024 at 1:29 P.M., the Administrator indicated she and the Director of Nursing

complete them and they should be done every year. There were some that were done, but there was a lot of
turn over and she did not think they were all done.

The employee file for CNA 3 was reviewed on 6/10/2024 at 1:36 P.M. CNA 3 was hired on 2/8/2023. No
annual performance evaluation was located in the file.

The employee file for CNA 4 was reviewed on 6/10/2024 at 1:38 P.M. CNA 4 was hired on 4/17/2023. No
annual performance evaluation was located in the file.

The employee file for CNA 7 was reviewed on 6/10/2024 at 1:40 P.M. CNA 7 was hired on 8/11/2017. No
annual performance evaluation was located in the file.

The employee file for CNA 8 was reviewed on 6/10/2024 at 1:43 P.M. CNA 8 was hired on 9/22/2019. No
annual performance evaluation was located in the file.

During an interview on 6/20/2024 at 1:45 P.M., the Business Office Manger indicated the performance
evaluations should be done every year.

During an interview on 6/10/2024 at 1:46 P.M., the Administrator indicated she did not have a policy
regarding the performance evaluations.
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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

Level of Harm - Minimal harm or
potential for actual harm 38845

Residents Affected - Many Based on observation, interview and record review, the facility failed to ensure kitchen equipment were in
good working condition in 1 of 1 kitchen reviewed.

Finding includes:

During a kitchen tour with the Dietary Manager on 6/4/2024 at 9:26 A.M., the following was observed:
-broken seals to both doors of the freezer.

-broken seals to both doors on 2 refrigerators.

During an interview on 6/4/2024 at 9:45 A.M., the Dietary Manager indicated the seals needed to be fixed.
On 6/10/2024 at 1:36 P.M., the Regional Nurse Consultant provided the policy titled,Kitchen Safety
Guidelines, dated 4/2024, and indicated the policy was the one currently used by the facility. The policy
indicated .2. All employees will report defective equipment, unsafe condition,acts, or safety hazards to the
supervisor and/or the maintenance department . 13. The maintenance department is responsible for routine

inspections and repair of fans, vents and equipment
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm or 38845
potential for actual harm
Based on observation, record review and interview, the facility failed to ensure proper infection control
Residents Affected - Some practices were implemented related to Enhanced Barrier Precautions (EBP) for 1 of 4 residents reviewed for
EBP; failed to follow infection control practices when completing a blood sugar check for 1 of 1 resident
reviewed for blood sugar assessments and failed to complete changing gloves and hand washing during
catheter care for 1 of 1 resident observed for urinary catheter care. (Resident 28, QMA 2, CNA 5, Resident
23)

Findings include:

1. During an interview on 6/5/2024 at 8:27 A.M., Resident 28 indicated he went to dialysis 3 times a week.
There was no signage and or indication the resident was to be in EBP isolation.

The record for Resident 28 was reviewed on 6/6/2024 at 9:58 A.M. Diagnoses included, but were not limited
to: cellulitis to the right leg, diabetes type 2, and end stage renal disease.

A current Care plan, dated 5/7/2024 at 3:46 P.M., indicated the resident was receiving hemodialysis and was
at risk for complications such as fluid imbalance, bleeding or infection due to a right jugular perma catheter.

During an interview on 6/10/2024 at 10:05 A.M., CNA 3 indicated they had 3 residents on EBP. Resident 28
was not named.

During an interview on 6/10/2024 at 10:27 A.M., the Director of Nursing indicted the resident had a porta cath
(implanted port). The Regional Nurse Consultant indicated yes that is an indwelling catheter.

2. During an observation of a blood sugar check, on 6/6/2024 at 12:11 P.M.,with QMA 2, the following was
observed:

QMA 2 placed the glucometer (a device for obtaining a blood sugar level) on the bedside table without
placing a barrier first. She then donned gloves. QMA 2 wiped the residents' finger with an alcohol pad, then
with an opened hand fanned the area that had just been cleansed. She then obtained a blood sample. QVA
2 exited the resident's room with her gloves on, and went to the medication cart. She removed the gloves
and threw away her trash.

During an interview on 6/6/2024 at 11:56 A.M., QMA 2 indicated she should have used a barrier, not fanned
the area, and removed her gloves prior to coming out of the room.

3. During an interview on 6/4/2024 at 9:46 A.M., Resident 6 indicated she had 2 catheters.
The record for Resident 6 was reviewed on 6/5/2024 at 10:43 A.M. Resident 6's diagnoses included, but
were not limited to Multiple Sclerosis, pressure ulcers stage 4 sacral region, left buttocks, right buttocks, and

neuromuscular dysfunction of bladder.
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F 0880

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

A Quarterly MDS (Minimum Data Set) Assessment, dated 3/28/2024, indicated the resident required total
assist of 2 staff for bed mobility, transfers, and toilet use.

A Care Plan, dated 5/6/2024, indicated the resident required a suprapubic (SP) urinary catheter and also had
a Foley indwelling catheter due to: diagnosis of neuromuscular dysfunction of bladder. The resident had an
indwelling Foley catheter placed upon return to the facility due to leakage of the SP catheter to keep urine off
of her wounds to her bottom.

On 6/7/2024 at 1:40 P.M., CNA 5 was observed to provide catheter care to Resident 6. The aide put her
supplies on the over-the-bed table. She then washed her hands, applied a gown and gloves and filled the
water basins with water. She then completed the washing, rinsing and drying of the catheter tube and the
peri area. With the same gloves on, CNA 5 then rearranged the residents legs, moved a pillow, used the bed
controls and then rearranged the sheet over the resident.

During an interview, on 6/7/2024 at 2:02 P.M., CNA 5 indicated she knew she should have washed her
hands and changed her gloves after completing peri and catheter care.

4. During an observation on 6/4/2024 at 11:11 A.M., Resident 13 was observed to have an urinary catheter
drainage tube with a large amount of sediment in the tubing.

The record for Resident 13 was reviewed on 6/5/2024 at 2:36 P.M. Resident 13's diagnoses included, but
were not limited to: diabetes, neuromuscular dysfunction of bladder, and intellectual disabilities.

A Quarterly MDS (Minimum Data Set) Assessment, dated 3/22/2024, indicated the resident required
extensive assist of 1 staff for bed mobility, transfers, and extensive assist for 2 staff for toilet use, and had an
indwelling urinary catheter.

A current Care Plan, dated 5/4/2023, indicated the resident required an indwelling urinary catheter due to
neuromuscular dysfunction of the bladder. Interventions included,, but were not limited to: Do not allow the
tubing or any part of the drainage system to touch the floor. Store the collection bag inside a protective
dignity pouch.

During an observation, on 6/6/2024 at 10:29 A.M., Resident 13's catheter drainage bag was uncovered with
the catheter tubing on the floor.

During an observation, on 6/6/2024 at 12: 15 P.M., Resident 13's catheter tubing was on the floor.
During an observation, on 06/6/2024 at 1:14 P.M., Resident 13's catheter tubing was on the floor.
During an observation, on 6/6/2024 at 3:16 P.M., Resident 13's catheter tubing was on the floor.
During an observation, on 6/7/2024 at 2:06 P.M., Resident 13's catheter tubing was on the floor.

During an interview, on 6/7/2024 at 3:25 P.M., the Director of Nursing indicated the catheter tubing should
have been off the floor.

During an observation, on 6/10/2024 at 10:16 A.M., Resident 13's catheter tubing was on the floor.
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F 0880 On 6/10/2024 at 1:36 P.M., the Regional Nurse Consultant provided the policy tithed,Shared Glucometer
Cleaning and Disinfecting, dated 1/2024, and indicated the policy was the one currently used by the facility.

Level of Harm - Minimal harm or The policy indicated . 2. Throughout thee procedure, perform appropriate hand hygiene. c. Perform hand

potential for actual harm hygiene immediately after removal of gloves and before touching other medical supplies intended for use on

other residents
Residents Affected - Some
On 6/10/024 at 1:36 P.M., the Regional Nurse Consultant provided a Skills Competency- Title:Catheter Care
(Urinary), dated 5/2023, and indicated the policy was the one currently used by the facility. The policy
indicated .17. Remove gloves. 18. Perform hand hygiene. 19. Dispose of soiled linen properly. 20. Perform
hand hygiene

On 6/10/2024 at 1:30 P.M. the Regional Nurse Consultant provided the policy titled,Bowel and Bladder
Program, dated 5/2019. The policy did not address the catheter tubing and or drainage bag placement.
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