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The following citations represent the findings of a 
health resurvey. 

The 2567 was sent electronically on 08/20/25. 
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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. 

 

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
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. 

(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: 
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Continued from page 2
(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 
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 
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Continued from page 3
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 
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 
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Continued from page 4
with the resident's post-discharge medications (both 
prescribed and over-the-counter). 

This REQUIREMENT is NOT MET as evidenced by: 

The facility had a census of 62 residents. The sample 
included 16 residents, with one reviewed for discharge.
Based on record review and interview, the facility 
failed to notify the Office of the Long-Term Care 
Ombudsman (LTCO- a public official who works to resolve
resident issues in nursing facilities) of Resident (R)
1 and R67's. The facility also failed to develop a 
discharge summary that included a recapitulation (a 
concise summary of the resident's stay and course of 
treatment in the facility) of the resident's stay 
for R67’s unplanned discharge. This placed the 
residents at risk for uninformed care choices and 
impaired rights. 

Findings included: 

- R1's Electronic Medical Record (EMR) documented R1 
had diagnoses of sepsis (a life-threatening systemic 
reaction that develops due to infections that cause 
inflammation throughout the entire body), Parkinson's 
disease (a slowly progressive neurologic disorder 
characterized by resting tremors, rolling of the 
fingers, masklike faces, shuffling gait, muscle 
rigidity, and weakness), and aspiration pneumonia (an 
inflammatory condition of the lungs caused by inhaling
foreign material or vomit). 

R1's "Quarterly Minimum Data Set" (MDS), dated 
07/14/25, documented the resident had a Brief Interview
of Mental Status (BIMS) score of 14, which indicated 
intact cognition. The MDS documented R1 had pneumonia.

R1's "Care Plan," revised 07/14/25, documented R1 had 
Parkinson’s and instructed staff to monitor, document,
and report to the physician as needed (PRN) any signs 
and symptoms of aspiration or dysphagia (swallowing 
difficulty), choking, fever, and or coughing. 

R1's "Progress Notes" dated 06/30/25 at 03:18 AM 
documented the resident was transferred to the 
hospital. 

R1's clinical record lacked evidence the LTCO was 
notified of the hospital transfer. 

On 08/05/25 at 10:45 AM, R1 ambulated around the 
facility with a walker without signs of shortness of 
breath. 
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Continued from page 5
On 08/05/25 at 02:10 PM, Administrative Staff B stated
she was responsible for notifying the LTCO when a 
resident was transferred to the hospital. 
Administrative Staff B verified she had not notified 
the LTCO when R1 was transferred to the hospital on 
06/30/25. Administrative Staff B stated she must have 
missed it. 

The facility's "Resident Admission, Transfer, and 
Discharge Rights Policy," undated, documented that the
facility must send a copy of the transfer or discharge
notice to the LTCO program promptly after issuing the 
transfer notice to the resident. 

- R67’s Electronic Medical Record (EMR) documented 
diagnoses of chronic iron deficiency (an inadequate 
number of healthy red blood cells to carry adequate 
oxygen to body tissues ), low back pain, Barrett’s 
esophagus (a condition caused by inflammation and 
damage to the lining of the esophagus), and cognitive 
communication deficit (an impairment in organization, 
sequencing, attention,, memory, planning, 
problem-solving, and safety awareness). 

The” Quarterly Minimum Data Set” (MDS), dated 05/27/25,
documented R67 had intact cognition. R67 was 
independent with all activities of daily living (ADL),
had disorganized thinking, rejection of care for four 
to six days during the look-back period, and had no 
medications. The MDS further documented R67 did not 
want any agency referrals before discharge. 

R67’s “Care Plan,” dated 06/09/25, initiated on 
11/6/24, documented staff would provide R67 with 
options related to discharge planning, medication 
education, and community health services. The care plan
further documented, R67 planned to discharge to the 
street, as he had been homeless for many years, and he
chose to live that way. 

The “Nurse’s Note,” dated 06/20/25 at 09:16 AM, 
documented R67 was adamant about leaving AMA (against 
medical advice) today. R67 had his wagon packed up with
his things, and he reiterated his wishes as above. The
nurse asked him to sit tight until she was able to 
consult with management and his physician. The note 
further documented, the nurse left R67 in the front 
commons area while notifying management of the 
situation, and the social worker was requested to 
consult with the resident. 

The” Nurse’s Note,” dated 06/20/25 at 11:16 AM, 
documented the social worker was notified that R67 
planned to leave the facility. She spoke with him about
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Continued from page 6
how they were in the summer season and how hot it was 
going to be in the coming days, but he stated he was a
country boy and that he was used to the heat. R67 
stated he did not need any medications or medical 
interventions as he had lived off the land, and living
inside was killing him. The note further documented 
that other staff members tried to talk him into staying
in the facility. APS (Adult Protective Services) and 
the local police department were notified of his 
discharge. 

R67’s clinical record lacked evidence that the 
ombudsman was notified of the discharge. 

R67's EMR lacked evidence that a thorough 
recapitulation of R67’s stay was developed. 

On 08/05/25 at 10:05 AM, Administrative Nurse E stated
she did not know what a recapitulation was and that she
only completed a nursing discharge when a resident left
the facility. 

On 08/05/25 at 10:15 AM, Administrative Staff B stated
she did not notify the ombudsman when R67 was 
discharged from the facility and only notified the 
ombudsman for hospital discharges. 

On 0805/25 at 11:00 AM, Administrative Nurse D stated 
she was unsure what a recapitulation was but verified 
that the discharge summary that was completed was not a
thorough representation of R67’s stay in the facility.
Administrative Nurse D further stated, the ombudsman 
should have been notified of his discharge. 

The facility’s “Resident Admission, Transfer, and 
Discharge Rights” undated policy documented that the 
facility shall not request or require residents to 
waive any rights related to admission, transfer, or 
discharge. Residents would be admitted, transferred, or
discharged only for reasons permitted by law and by 
established procedures that safeguard their rights. The
facility must send a copy of the transfer or discharge
notice to the Long-Term Care Ombudsman program promptly
after the resident is discharged. Regular audits and 
case reviews would be conducted to ensure the Ombudsman
was properly and promptly notified. 

The facility’s “Discharge summary” undated policy 
documented that the facility shall prepare and provide
a discharge summary, including a recapitulation of 
stay. The recapitulation shall include the disposition
of pre- and post-medications, diagnoses and conditions,
course of their illness and treatment, pertinent lab, 
other diagnostic tests, and results. The recapitulation
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Continued from page 7
shall also include documented consultations, physician
verification for discharge and/or transfer, and any 
other pertinent information. 

F0657 F0657

SS = D

Care Plan Timing and Revision 

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) A registered 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. 

(iii)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 by: 

The facility identified a census of 62 residents. The 
sample included 16 residents. Based on observation, 
record review, and interview, the facility failed to 
ensure that Resident (R) 9’s comprehensive care plan 
was revised with information about his dialysis (a 
procedure where impurities or wastes were removed from
the blood). This deficient practice placed R9 at risk 
for missed dialysis visits and complications related to
dialysis. 
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Continued from page 8
Findings included: 

- R9’s EMR documented diagnoses of end-stage renal 
disease (ESRD- a terminal disease of the kidneys) and 
dependence on renal dialysis. 

R9’s “Admission Minimum Data Set (MDS)” dated 04/01/25
documented a Brief Interview for Mental Status (BIMS) 
score of 15, which indicated intact cognition. R9 had 
functional limitation in range of motion impairment on
both lower extremities. R9 used a walker and a 
wheelchair to assist with his mobility. R9 required 
substantial staff assistance with toileting and was 
dependent on staff for bathing. R9 was on a dialysis 
program. 

R9’s “Functional Abilities Care Area Assessment (CAA)”
dated 04/01/25 documented he had a diagnosis of stage 
renal disease. R9 has a central venous catheter (CVC- a
thin, flexible tube inserted into a large vein to 
provide long-term access to the bloodstream for medical
purposes) port in the right chest and a shunt (tube or
device implanted in the body to redirect a body fluid 
from one cavity to another) in his left arm. R9’s 
dialysis days are Tuesday, Thursday, and Saturday. R9 
was alert and oriented with clear speech. R9’s hearing
and vision was adequate. R9 was currently on physician
therapy and occupational therapy services and would be
on a restorative program upon completion. 

R9’s “Care Plan” dated 03/25/25 directed staff that he
had end-stage renal disease. The Care Plan directed 
staff that R9 had a shunt for dialysis in his left arm.
Staff were directed to monitor, document, and report 
any signs and symptoms of infection to his dialysis 
access site to the physician. The Care Plan directed 
staff not to take blood pressure in the left arm. The 
Care Plan directed staff to monitor the access site for
bleeding for 24 hours after he returned from his 
dialysis treatment. The Care Plan lacked staff 
direction on the dialysis center location and contact 
information. The Care Plan lacked staff direction on 
the days that R9 had his dialysis treatment. 

R9’s “Orders” tab of the EMR lacked the physician’s 
order for dialysis. 

R9’s “Misc.” tab of the EMR did contain a scanned 
“Communication Form” that documented pre- and 
post-dialysis vital signs. The form also contained 
information on any labs drawn or new orders from the 
dialysis clinic. 

On 08/05/25 at 12:58 PM, R9 sat in his wheelchair in 
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Continued from page 9
his room and stated that he had returned from his 
dialysis appointment earlier. R9 stated that he went to
dialysis on Tuesdays, Thursdays, and Saturdays early in
the morning. 

On 08/06/25 at 09:15 AM, Certified Nurse Aide (CNA) N 
stated that the nurses usually told the CNAs which 
residents were on dialysis or hospice. CNA N stated the
nurse would usually tell staff in the mornings which 
resident had dialysis that day. CNA N stated he could 
not say if R9’s care plan had dialysis information in 
it that he was aware of. 

On 08/06/25 at 09:30 AM, Licensed Nurse (LN) G stated 
R9 should have his dialysis information in his care 
plan. LN G stated that R9 had dialysis on Tuesdays, 
Thursdays, and Saturdays out of town. LN G stated R9’s
pre-dialysis form and vital signs were completed prior
to his transportation to his dialysis appointments. 

On 08/06/25 at 11:15 AM, Administrative Nurse D stated
that R9’s care plan did contain the dialysis provider 
name in his care plan but not the information on the 
days that R9 went to dialysis. Administrative Nurse D 
stated that it must have been overlooked upon R9’s 
return from the hospital in April. Administrative Nurse
D stated R9 did go to dialysis out of town on Tuesday,
Thursday, and Saturday mornings, the pre-dialysis form
was completed by the nurse before each visit and the 
form was returned with the resident post-clinic. 

The facility’s “Care Plan Revisions” policy dated 
08/01/25 documented changes in a resident’s condition 
always required changes to be made in the plan of care,
either by a change in the individual approaches or by 
the addition of new problems to the plan of care. All 
physician orders, progress notes, and consultant notes
would be reviewed and appropriately added to the care 
plan. The revisions to the care plan would be the 
responsibility of a licensed nurse in collaboration 
with the resident, the representative/family, direct 
care staff, and the entire interdisciplinary team, and
changes would be communicated with all staff and all 
shifts. 

F0692 F0692

SS = D

Nutrition/Hydration Status Maintenance 

CFR(s): 483.25(g)(1)-(3) 

§483.25(g) Assisted nutrition and hydration. 

(Includes naso-gastric and gastrostomy tubes, both 
percutaneous endoscopic gastrostomy and percutaneous 
endoscopic jejunostomy, and enteral fluids). Based on a
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Continued from page 10
resident's comprehensive assessment, the facility must
ensure that a resident- 

§483.25(g)(1) Maintains acceptable parameters of 
nutritional status, such as usual body weight or 
desirable body weight range and electrolyte balance, 
unless the resident's clinical condition demonstrates 
that this is not possible or resident preferences 
indicate otherwise; 

§483.25(g)(2) Is offered sufficient fluid intake to 
maintain proper hydration and health; 

§483.25(g)(3) Is offered a therapeutic diet when there
is a nutritional problem and the health care provider 
orders a therapeutic diet. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 62 residents. The 
sample included 16 residents. Based on observation, 
record review, and interview, the facility failed to 
ensure Resident (R) 2’s physician ordered fluid 
restriction was followed by staff. This placed R2 at 
risk of fluid overload and possible complications. 

Findings included: 

- R2’s Electronic Medical Record (EMR) documented 
diagnoses of congestive heart failure (CHF- a condition
with low heart output and the body becomes congested 
with fluid), respiratory failure (a condition where the
lungs cannot adequately exchange oxygen and carbon 
dioxide between the blood and the air, leading to 
insufficient oxygen or excessive carbon dioxide in the
bloodstream), and hypertension (HTN- elevated blood 
pressure). 

R2’s “Significant Change Minimum Data Set (MDS)” dated
01/31/25 documented a Brief Interview for Mental Status
(BIMS) score of 11, which indicated moderately impaired
cognition. R2 used a wheelchair to assist with 
mobility. R2 had a functional limitation in the range 
of motion with impairment on one side of her lower 
extremity. R2 required partial assistance from staff 
with dressing, required substantial assistance with 
bathing, and was dependent on staff with toileting and
lower body dressing. R2 had a pressure ulcer (localized
injury to the skin and/or underlying tissue usually 
over a bony prominence, as a result of pressure, or 
pressure in combination with shear and/or friction) 
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Continued from page 11
that was present on admission. R2 required oxygen 
therapy. 

R2’s “Nutritional Status Care Area Assessment (CAA)” 
dated 02/03/25 documented a recent hospitalization from
01/19/25 to 01/24/25. R2 was on a 2000 milliliter (ml)
fluid restriction per 24 hours. Dietary allowed 16 
ounces(oz) (480 mL) beverage of choice with meals to 
equal 48 oz (1440 mL) per 24 hours. Nursing allowed 18
oz (560 mL) per 24 hours. R2 was to have no bedside 
water pitcher. The Registered Dietitian was to remain 
available to assist with R2’s nutritional needs and 
concerns as identified. 

R2’s “Care Plan” last revised on 06/24/25 directed 
staff of her 2000 ml fluid restriction in 24 hours, 
dietary allowed 16 ounces(oz) (480 mL) beverage of 
choice with meals, 48 oz (1440 mL) per 24 hours; 
nursing allowed 18 oz (560 mL) per 24 hours. R2 was to
have no bedside water pitcher. The Care Plan directed 
staff that R2 was on a no-added salt diet. 

R2’s “Orders” tab documented a physician’s order dated
05/15/25 for a fluid restriction 2000 ml daily. Nursing
may provide 500 ml between meals with med pass per 
shift. Dietary may provide 500 ml with each meal. 

Review of R2’s June 2025 “Treatment Administration 
Record (TAR)” revealed that R2’s physician ordered 2000
ml fluid restriction was exceeded on 10 of 30 days. 

Review of R2’s July 2025 “TAR” revealed that R2’s 
physician ordered 2000 ml fluid restriction was 
exceeded on three of 31 days. 

Review of R2’s August 2025 “TAR” revealed that R2’s 
physician ordered 2000 ml fluid restriction was 
exceeded on two of six days. 

On 08/05/25 at 01:15 PM, R2 sat in her wheelchair in 
her room, her supplemental oxygen on. R2 stated she did
not always follow her fluid restriction. 

On 08/06/25 at 09:15 AM, Certified Nurse Aide (CNA) N 
stated that R2 used to be the director of nursing at 
this facility, so she was one who was going to do just
what she wanted to. CNA N stated R2 knew about her 
fluid restriction, but she did not always follow it. 

On 08/06/25 at 09:30 AM, Licensed Nurse (LN) G stated 
R2 was a special resident. LN G stated R2 was a former
director of nursing at the facility. LN G stated R2 did
have a fluid restriction that included how much fluid 
she could have a meals and how much other fluid she 
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Continued from page 12
could have throughout the day. LN G stated R2 did not 
always follow her fluid restriction and was aware of 
what that could cause with her health. 

On 08/06/25 at 09:34 AM, Administrative Nurse D stated
that R2 knew of her fluid restriction but would not 
always follow the orders and would drink more than she
should. Administrative Nurse D stated R2 was a former 
nurse and director of nursing here at this facility, 
and had told staff that she would drink as much fluids
as she wanted, regardless of what the doctor said. 

The facility’s “Fluid Restrictions” policy dated 
08/01/25 documented that fluid restrictions ordered by
a physician were carried out by the nursing and dietary
departments. Unless otherwise specified, the nursing 
department, in collaboration with the registered 
dietician, determined the allotment of fluids for meal
trays, med-passes, and water provided in the room. 
Nursing would record the residents’ consumption of 
fluids in the room, during meals, and during med passes
using facility input and output documentation. A CNA 
would review fluid restrictions documented on the 
resident’s individualized, comprehensive care plan to 
make sure that allotted amounts were not exceeded on 
meal trays and in-room water services. 

F0698 F0698

SS = D

Dialysis 

CFR(s): 483.25(l) 

§483.25(l) Dialysis. 

The facility must ensure that residents who require 
dialysis receive such services, consistent with 
professional standards of practice, the comprehensive 
person-centered care plan, and the residents' goals and
preferences. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 62 residents. The 
sample included 16 residents. Based on observation, 
record review, and interview, the facility failed to 
ensure that Resident (R) 9’s dialysis (a procedure 
where impurities or wastes were removed from the blood)
physician order was in his orders of the Electronic 
Medical Record (EMR). This deficient practice placed R9
at risk for missed dialysis visits and complications 
related to dialysis. 

Findings included: 

- R9’s EMR documented diagnoses of end-stage renal 
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Continued from page 13
disease (ESRD- a terminal disease of the kidneys), and
dependence on renal dialysis. 

R9’s “Admission Minimum Data Set (MDS)” dated 04/01/25
documented a Brief Interview for Mental Status (BIMS) 
score of 15, which indicated intact cognition. R9 had a
functional limitation in the range of motion impairment
on both lower extremities. R9 used a walker and a 
wheelchair to assist with his mobility. R9 required 
substantial staff assistance with toileting and was 
dependent on staff for bathing. R9 was on a dialysis 
program. 

R9’s “Functional Abilities Care Area Assessment (CAA)”
dated 04/01/25 documented he had a diagnosis of stage 
renal disease. R9 has a central venous catheter (CVC- a
thin, flexible tube inserted into a large vein to 
provide long-term access to the bloodstream for medical
purposes) port in the right chest and a shunt (tube or
device implanted in the body to redirect a body fluid 
from one cavity to another) in his left arm. R9’s 
dialysis days are Tuesday, Thursday, and Saturday. R9 
was alert and oriented with clear speech. R9’s hearing
and vision were adequate. R9 was currently on physician
therapy and occupational therapy services and would be
on a restorative program upon completion. 

R9’s “Care Plan” dated 03/25/25 directed staff that he
had end-stage renal disease. The Care Plan directed 
staff that R9 had a shunt for dialysis in his left arm.
Staff was directed to monitor, document, and report any
signs and symptoms of infection to his dialysis access
site to the physician. The Care Plan directed staff not
to do blood pressure in the left arm. The Care Plan 
directed staff to monitor the access site for bleeding
for 24 hours after he returned from his dialysis 
treatment. The Care Plan lacked staff direction on the
dialysis center location and contact information. The 
Care Plan lacked staff direction on the days that R9 
had his dialysis treatment. 

R9’s “Orders” tab of the EMR lacked the physician’s 
order for dialysis. 

R9’s “Misc.” tab of the EMR did contain a scanned 
“Communication Form” that documented pre- and 
post-dialysis vital signs. The form also contained 
information on any labs drawn or new orders from the 
dialysis clinic. 

On 08/05/25 at 12:58 PM, R9 sat in his wheelchair in 
his room and stated that he had returned from his 
dialysis appointment earlier. R9 stated that he went to
dialysis on Tuesdays, Thursdays, and Saturdays early in
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Continued from page 14
the morning. 

On 08/06/25 at 09:15 AM, Certified Nurse Aide (CNA) N 
stated that the nurses usually told the CNAs which 
residents were on dialysis or hospice. CNA N stated the
nurse would usually tell staff in the mornings which 
resident had dialysis that day. CNA N stated the 
facility did not have a dialysis book for R9 that he 
was aware of. 

On 08/06/25 at 09:30 AM, Licensed Nurse (LN) G stated 
R9 should have his dialysis order on his Medication 
Administration Record (MAR) or Treatment Administration
Record (TAR). LN G stated that R9 had dialysis on 
Tuesdays, Thursdays, and Saturdays. LN G stated R9’s 
pre-dialysis form and vital signs were completed prior
to his transportation to his dialysis appointments. 

On 08/06/25 at 11:15 AM, Administrative Nurse D stated
that R9’s order did not have his physician’s dialysis 
order in it, but now it did. Administrative Nurse D 
stated that it must have been overlooked upon R9’s 
return from the hospital in April. Administrative Nurse
D stated R9 did go to dialysis out of town on Tuesday,
Thursday, and Saturday mornings, the pre-dialysis form
was completed by the nurse before each visit, and the 
form was returned with the resident post-clinic. 

The facility’s “Hemo-Dialysis Policy” dated 08/01/25 
documented the medical management of the resident 
receiving hemo-dialysis was under the direction of the
resident’s chosen attending primary care physician in 
collaborative consultation with the Medical Director of
the dialysis unit. This facility would establish and 
maintain a written agreement with the renal dialysis 
unit that clearly identified the roles and 
responsibilities of each party for the care and 
services of the resident. Management of the resident’s
overall comprehensive plan of care was the 
responsibility of this facility in collaborative 
cooperation with the dialysis unit. Coordination of 
care included: times of dialysis therapy and dialysis 
access orders; dialysis clinic appointments and 
laboratory schedule; transportation arrangements; 
information transmitted to the dialysis unit by the 
facility prior to dialysis; and information transmitted
to the facility by the dialysis unit after dialysis. 

F0756 F0756

SS = D

Drug Regimen Review, Report Irregular, Act On 

CFR(s): 483.45(c)(1)(2)(4)(5) 

§483.45(c) Drug Regimen Review. 
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Continued from page 15
§483.45(c)(1) The drug regimen of each resident must be
reviewed at least once a month by a licensed 
pharmacist. 

§483.45(c)(2) This review must include a review of the
resident's medical chart. 

§483.45(c)(4) The pharmacist must report any 
irregularities to the attending physician and the 
facility's medical director and director of nursing, 
and these reports must be acted upon. 

(i) Irregularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph (d)
of this section for an unnecessary drug. 

(ii) Any irregularities noted by the pharmacist during
this review must be documented on a separate, written 
report that is sent to the attending physician and the
facility's medical director and director of nursing and
lists, at a minimum, the resident's name, the relevant
drug, and the irregularity the pharmacist identified. 

(iii) The attending physician must document in the 
resident's medical record that the identified 
irregularity has been reviewed and what, if any, action
has been taken to address it. If there is to be no 
change in the medication, the attending physician 
should document his or her rationale in the resident's
medical record. 

§483.45(c)(5) The facility must develop and maintain 
policies and procedures for the monthly drug regimen 
review that include, but are not limited to, time 
frames for the different steps in the process and steps
the pharmacist must take when he or she identifies an 
irregularity that requires urgent action to protect the
resident. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility had a census of 62 residents. The sample 
included 16 residents. Based on observation, record 
review, and interview, the facility failed to ensure 
the Consultant Pharmacist (CP) identified Resident (R)
32’s as-needed antianxiety (a class of medications that
calm and relax people) without a stop date and R2’s 
fluid restriction parameter monitoring with the use of
a diuretic (a medication to promote the formation and 
excretion of urine). This placed the residents at risk
for inappropriate and/or unnecessary medication. 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1D2A87-H1 Facility ID: N031003 If continuation sheet Page 16 of 33



PRINTED: 08/20/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
175126

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

08/06/2025

NAME OF PROVIDER OR SUPPLIER

VALLEY VIEW SENIOR LIFE

STREET ADDRESS, CITY, STATE, ZIP CODE

1417 W ASH ST , JUNCTION CITY, Kansas, 66441

(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

F0756 F0756

SS = D

Continued from page 16

Finding included: 

- R32’s Electronic Medical Record (EMR) included 
diagnoses of severe protein-calorie malnutrition, 
chronic kidney disease, major depressive disorder 
(major mood disorder that causes persistent feelings of
sadness), non-pressure chronic ulcer of the left lower
leg, paralytic syndrome (loss of muscle function 
leading to weakness or inability to move), anemia (an 
inadequate number of healthy red blood cells to carry 
adequate oxygen to body tissues), disorder of arteries,
peripheral vascular disease (PVD- slow and progressive
circulation disorder causing narrowing, blockage, or 
spasms in a blood vessel), diabetes mellitus (DM- when
the body cannot use glucose, not enough insulin is 
made, or the body cannot respond to the insulin), and 
paraplegia (paralysis characterized by motor or sensory
loss in the lower limbs and trunk). 

The “Significant Change Minimum Data Set” (MDS), dated
07/17/25, documented that R32 had mild cognitive 
impairment, was dependent on staff with toileting 
hygiene, bathing, and lower body dressing, and required
partial/moderate assistance with upper body dressing. 
R32 received an antipsychotic (a class of medications 
used to treat major mental conditions that cause a 
break from reality), an antianxiety, antidepressant (a
class of medications used to treat mood disorders), 
antibiotic (a class of medications used to treat 
infections), diuretic (a medication to promote the 
formation and excretion of urine), opioid (a class of 
medication used to treat pain) and anticonvulsant (a 
class of medications used to treat seizures). R32 had 
pressure ulcers (localized injury to the skin and/or 
underlying tissue usually over a bony prominence, as a
result of pressure, or pressure in combination with 
shear and/or friction). The MDS further documented that
R32 had a condition or chronic disease that may result
in a life expectancy of less than six months. 

R32’s “Care Plan” dated 07/17/25, documented 
high-risk Black Box Warning (BBW- the highest 
safety-related warning that medications can have 
assigned by the Food and Drug Administration) use of 
lorazepam and opioids may result in profound sedation,
respiratory depression, coma, and death. 

The “Physician Order” dated 07/07/25, directed staff to
administer lorazepam, one to two milligram (mg) tablet
by mouth every four hours as needed for agitation, 
anxiety, or shortness of air. The order lacked a 
stop/discontinue date. 
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Continued from page 17
The CP monthly review dated 07/25/25 failed to identify
R32’s PRN lorazepam lacked a stop date and documented 
“no recommendations”. 

The “Progress Note” dated 07/07/25 at 11:25 AM 
documented that before the noon medication 
administration, R32 was minimally responsive. R32 was 
able to open eyes with tactile stimulation but was 
unable to vocalize anything; pupils were sluggish, and
radial pulses bilaterally were faint. The Progress Note
further documented that the noon medications were held
due to R32’s inability to safely swallow. 

On 08/05/25 at 09:37 AM, R32 sat in bed, on a low air 
loss mattress, watching TV with a breakfast tray on the
overbed table. 

On 08/05/25 at 03:41 PM, Licensed Nurse (LN) H reported
the PRN lorazepam did not have a stop date and was 
indefinite. 

On 08/05/25 at 09:43 AM, Administrative Nurse D 
reported that the PRN lorazepam order should have a 
stop date, and the facility generally implemented a 
stop date of six months from the original order; the CP
should have caught the lack of a stop date. 

The facility’s “Drug Regimen Review Report 
Distribution” policy, 08/01/25, documented the CP will
report any recommendations of apparent irregularities 
resulting from the medication regimen review of each 
resident to the attending physician and/or the director
of nursing on a medication regimen review report form.
Each recommendation must be acted upon. 

F0757 F0757

SS = D

Drug Regimen is Free from Unnecessary Drugs 

CFR(s): 483.45(d)(1)-(6) 

§483.45(d) Unnecessary Drugs-General. 

Each resident's drug regimen must be free from 
unnecessary drugs. An unnecessary drug is any drug when
used- 

§483.45(d)(1) In excessive dose (including duplicate 
drug therapy); or 

§483.45(d)(2) For excessive duration; or 

§483.45(d)(3) Without adequate monitoring; or 
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Continued from page 18

§483.45(d)(4) Without adequate indications for its use;
or 

§483.45(d)(5) In the presence of adverse consequences 
which indicate the dose should be reduced or 
discontinued; or 

§483.45(d)(6) Any combinations of the reasons stated in
paragraphs (d)(1) through (5) of this section. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility had a census of 62 residents. The sample 
included 16 residents. Based on observation, record 
review, and interview, the facility failed to obtain a
stop date for Resident (R) 32’s as-needed (PRN) 
antianxiety (a class of medications that calm and relax
people) lorazepam, which placed R32 at risk of 
receiving unnecessary medication. 

Findings included: 

- R32’s Electronic Medical Record (EMR) included 
diagnoses of severe protein-calorie malnutrition, 
chronic kidney disease, major depressive disorder 
(major mood disorder that causes persistent feelings of
sadness), non-pressure chronic ulcer of the left lower
leg, paralytic syndrome (loss of muscle function 
leading to weakness or inability to move), anemia (an 
inadequate number of healthy red blood cells to carry 
adequate oxygen to body tissues), disorder of arteries,
peripheral vascular disease (PVD- slow and progressive
circulation disorder causing narrowing, blockage, or 
spasms in a blood vessel), diabetes mellitus (DM- when
the body cannot use glucose, not enough insulin is 
made, or the body cannot respond to the insulin), and 
paraplegia (paralysis characterized by motor or sensory
loss in the lower limbs and trunk). 

The “Significant Change Minimum Data Set” (MDS), dated
07/17/25, documented that R32 had mild cognitive 
impairment, was dependent on staff with toileting 
hygiene, bathing, and lower body dressing, and required
partial/moderate assistance with upper body dressing. 
R32 received an antipsychotic (a class of medications 
used to treat major mental conditions that cause a 
break from reality), an antianxiety, antidepressant (a
class of medications used to treat mood disorders), 
antibiotic (a class of medications used to treat 
infections), diuretic (a medication to promote the 
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Continued from page 19
formation and excretion of urine), opioid (a class of 
medication used to treat pain) and anticonvulsant (a 
class of medications used to treat seizures). R32 had 
pressure ulcers (localized injury to the skin and/or 
underlying tissue usually over a bony prominence, as a
result of pressure, or pressure in combination with 
shear and/or friction). The MDS further documented that
R32 had a condition or chronic disease that may result
in a life expectancy of less than six months. 

R32’s “Care Plan” dated 07/17/25, documented 
high-risk Black Box Warning (BBW- the highest 
safety-related warning that medications can have 
assigned by the Food and Drug Administration) use of 
lorazepam and opioids may result in profound sedation,
respiratory depression, coma, and death. 

The “Physician Order” dated 07/07/25, directed staff to
administer a lorazepam, one to two milligrams (mg) 
tablet by mouth every four hours as needed for 
agitation, anxiety, or shortness of air. The order 
lacked a stop/discontinue date. 

The “Progress Note” dated 07/07/25 at 11:25 AM 
documented before the noon medication administration, 
R32 was minimally responsive. R32 was able to open eyes
with tactile stimulation but was unable to vocalize 
anything; pupils were sluggish, and radial pulses 
bilaterally were faint. The Progress Note further 
documented that the noon medications were held due to 
R32’s inability to safely swallow. 

The “Progress Note” dated 07/08/25 at 11:09 AM 
documented that facility staff spoke with R32 regarding
his current health status and his recent decision to no
longer pursue hospitalizations, blood transfusions, 
ectara. The facility staff discussed hospice services 
and benefits, and R32 was in agreement with hospice 
services at that time and would speak to his spouse and
let the spouse know of his decision. 

On 08/05/25 at 09:37 AM, R32 sat in bed, on a low air 
loss mattress, watching TV with a breakfast tray on the
overbed table. 

On 08/05/25 at 03:41 PM, Licensed Nurse (LN) H reported
the PRN lorazepam did not have a stop date and was 
indefinite. 

On 08/05/25 at 09:43 AM, Administrative Nurse D 
reported the PRN lorazepam order should have a stop 
date, and the facility generally implemented a stop 
date of six months from the original order. 
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Continued from page 20
The facility’s “Psychotropic Medication Use” policy, 
dated 08/01/25, documented that the Centers for 
Medicare & Medicaid Services (CMS) regulations state 
that each resident’s drug regimen must be free of 
unnecessary drugs and define what is considered an 
unnecessary drug. An unnecessary drug is any drug used
in excessive doses, for excessive duration, without 
adequate indications, without adequate monitoring, or 
in the presence of adverse consequences, which indicate
the dosage should be reduced or discontinued. 

F0761 F0761

SS = E

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: 

The facility identified a census of 62 residents. The 
facility had two medication rooms and three medication
carts. Based on observation, record review, and 
interview, the facility failed to ensure staff locked 
and secured medications while away from the medication
cart on the Sunshine Hall. This placed residents at 
risk for accidental ingestion of medication and adverse
reactions. 
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Continued from page 21
Findings included: 

- On 08/04/25 at 09:04 AM, on Sunshine Hall, the 
nurse’s medication cart located beside the nurse’s desk
was found unattended and unlocked. At 09:05 AM, 
Administrative Nurse E walked down the hall to the 
medication cart and noticed it was unlocked. 
Administrative Nurse E locked the cart and stood beside
the cart until Licensed Nurse (LN) I returned to her 
cart. 

On 08/04/25 at 09:07 AM, Administrative Nurse E stated
to LN I, upon her return to her medication cart, that 
her cart should remain locked any time she was away 
from the cart. 

On 08/06/25 at 09:34 AM, Administrative Nurse D stated
that all medication carts and rooms should remain 
locked when not in use or when staff walked away from 
direct sight of the medication cart. 

The facility’s “Medication Storage in the Facility” 
policy dated 08/01/25 documented medications and 
biologicals were stored safely, securely, and properly
following the manufacturer or supplier recommendations.
The medication supply was accessible only to licensed 
nursing personnel, pharmacy personnel, or staff members
lawfully authorized to administer medications. 
Medication rooms, carts, and medication supplies were 
locked or attended by a person authorized to access. 

F0849 F0849
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Hospice Services 

CFR(s): 483.70(n)(1)-(4) 

§483.70(n) Hospice services. 

§483.70(n)(1) A long-term care (LTC) facility may do 
either of the following: 

(i) Arrange for the provision of hospice services 
through an agreement with one or more 
Medicare-certified hospices. 

(ii) Not arrange for the provision of hospice services
at the facility through an agreement with a 
Medicare-certified hospice and assist the resident in 
transferring to a facility that will arrange for the 
provision of hospice services when a resident requests
a transfer. 

§483.70(n)(2) If hospice care is furnished in an LTC 
facility through an agreement as specified in paragraph
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Continued from page 22
(o)(1)(i) of this section with a hospice, the LTC 
facility must meet the following requirements: 

(i) Ensure that the hospice services meet professional
standards and principles that apply to individuals 
providing services in the facility, and to the 
timeliness of the services. 

(ii) Have a written agreement with the hospice that is
signed by an authorized representative of the hospice 
and an authorized representative of the LTC facility 
before hospice care is furnished to any resident. The 
written agreement must set out at least the following:

(A) The services the hospice will provide. 

(B) The hospice's responsibilities for determining the
appropriate hospice plan of care as specified in 
§418.112 (d) of this chapter. 

(C) The services the LTC facility will continue to 
provide based on each resident's plan of care. 

(D) A communication process, including how the 
communication will be documented between the LTC 
facility and the hospice provider, to ensure that the 
needs of the resident are addressed and met 24 hours 
per day. 

(E) A provision that the LTC facility immediately 
notifies the hospice about the following: 

(1) A significant change in the resident's physical, 
mental, social, or emotional status. 

(2) Clinical complications that suggest a need to alter
the plan of care. 

(3) A need to transfer the resident from the facility 
for any condition. 

(4) The resident's death. 

(F) A provision stating that the hospice assumes 
responsibility for determining the appropriate course 
of hospice care, including the determination to change
the level of services provided. 

(G) An agreement that it is the LTC facility's 
responsibility to furnish 24-hour room and board care,
meet the resident's personal care and nursing needs in
coordination with the hospice representative, and 
ensure that the level of care provided is appropriately
based on the individual resident's needs. 
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Continued from page 23

(H) A delineation of the hospice's responsibilities, 
including but not limited to, providing medical 
direction and management of the patient; nursing; 
counseling (including spiritual, dietary, and 
bereavement); social work; providing medical supplies,
durable medical equipment, and drugs necessary for the
palliation of pain and symptoms associated with the 
terminal illness and related conditions; and all other
hospice services that are necessary for the care of the
resident's terminal illness and related conditions. 

(I) A provision that when the LTC facility personnel 
are responsible for the administration of prescribed 
therapies, including those therapies determined 
appropriate by the hospice and delineated in the 
hospice plan of care, the LTC facility personnel may 
administer the therapies where permitted by State law 
and as specified by the LTC facility. 

(J) A provision stating that the LTC facility must 
report all alleged violations involving mistreatment, 
neglect, or verbal, mental, sexual, and physical abuse,
including injuries of unknown source, and 
misappropriation of patient property by hospice 
personnel, to the hospice administrator immediately 
when the LTC facility becomes aware of the alleged 
violation. 

(K) A delineation of the responsibilities of the 
hospice and the LTC facility to provide bereavement 
services to LTC facility staff. 

§483.70(n)(3) Each LTC facility arranging for the 
provision of hospice care under a written agreement 
must designate a member of the facility's 
interdisciplinary team who is responsible for working 
with hospice representatives to coordinate care to the
resident provided by the LTC facility staff and hospice
staff. The interdisciplinary team member must have a 
clinical background, function within their State scope
of practice act, and have the ability to assess the 
resident or have access to someone that has the skills
and capabilities to assess the resident. 

The designated interdisciplinary team member is 
responsible for the following: 

(i) Collaborating with hospice representatives and 
coordinating LTC facility staff participation in the 
hospice care planning process for those residents 
receiving these services. 
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Continued from page 24
(ii) Communicating with hospice representatives and 
other healthcare providers participating in the 
provision of care for the terminal illness, related 
conditions, and other conditions, to ensure quality of
care for the patient and family. 

(iii) Ensuring that the LTC facility communicates with
the hospice medical director, the patient's attending 
physician, and other practitioners participating in the
provision of care to the patient as needed to 
coordinate the hospice care with the medical care 
provided by other physicians. 

(iv) Obtaining the following information from the 
hospice: 

(A) The most recent hospice plan of care specific to 
each patient. 

(B) Hospice election form. 

(C) Physician certification and recertification of the
terminal illness specific to each patient. 

(D) Names and contact information for hospice personnel
involved in hospice care of each patient. 

(E) Instructions on how to access the hospice's 24-hour
on-call system. 

(F) Hospice medication information specific to each 
patient. 

(G) Hospice physician and attending physician (if any)
orders specific to each patient. 

(v) Ensuring that the LTC facility staff provides 
orientation in the policies and procedures of the 
facility, including patient rights, appropriate forms,
and record keeping requirements, to hospice staff 
furnishing care to LTC residents. 

§483.70(n)(4) Each LTC facility providing hospice care
under a written agreement must ensure that each 
resident's written plan of care includes both the most
recent hospice plan of care and a description of the 
services furnished by the LTC facility to attain or 
maintain the resident's highest practicable physical, 
mental, and psychosocial well-being, as required at 
§483.24. 

This REQUIREMENT is NOT MET as evidenced by: 
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Continued from page 25
The facility had a census of 62 residents. The sample 
included 16 residents. Based on observation, record 
review, and interview, the facility failed to include a
hospice (a program that gives special care to people 
who are near the end of life) plan of care that 
outlined visit frequency, medications, medical 
equipment, and the resident representative's preference
for Resident (R) 4 and R32. This deficient practice 
placed the residents at risk of not receiving 
resident-directed end-of-life care. 

Findings included: 

- R4’s Electronic Medical Record (EMR) documented 
diagnoses of hemiplegia and hemiparesis (weakness and 
paralysis on one side of the body), cerebral infarction
(stroke - sudden death of brain cells due to lack of 
oxygen caused by impaired blood flow to the brain by 
blockage or rupture of an artery to the brain), 
diabetes mellitus (DM- when the body cannot use 
glucose, not enough insulin is made, or the body cannot
respond to the insulin), chronic kidney disease (a 
condition where the kidneys are damaged and are unable
to filter blood effectively), and hypertension (HTN- 
elevated blood pressure). 

R4’s “Significant Change Minimum Data Set (MDS)” dated
04/17/25 documented she had a Brief Interview for 
Mental Status (BIMS) score of two, which indicated 
severely impaired cognition. R4 was independent with 
eating but dependent on staff for activities of daily 
living (ADL). R4 was on hospice services. 

R4’s “Functional Abilities Care Area Assessment (CAA)”
dated 04/24/25 documented she was a significant change
in status related to a recent hospitalization for 
gastrointestinal (GI) bleed and aspiration pneumonia (a
lung infection caused by inhaling food, liquid, vomit,
or saliva into the lungs). R4 returned to the facility
on hospice services. R4 has had weight loss. R4 has had
a deterioration in her ADLs and required two staff to 
assist for safety. R4 used a wheelchair for mobility, 
propelled by staff. 

R4’s “Care Plan,” revised on 07/22/25, directed staff 
that she was on hospice services. The Care Plan 
directed staff to refer to her notebook at the nurses'
station related to her care and services from hospice.
The Care Plan directed staff to work cooperatively with
the hospice team to ensure the resident’s spiritual, 
emotional, intellectual, physical, and social needs 
were met. R4’s Care Plan lacked staff direction on the
hospice contact information, the supplies and 
medications provided by hospice, and hospice staff and
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the frequency of visits. 

On 08/05/25 at 07:54 AM, R4 laid in her bed with her 
supplemental oxygen on via a nasal cannula (a device 
that gives you supplemental oxygen through your nose).

On 08/06/25 at 09:15 AM, Certified Nurse Aide (CNA) N 
stated that residents who were on hospice each had a 
notebook at the nurse’s station that had the hospice 
information. CNA N stated he could not say what 
supplies hospice provided, and all that information was
in their notebook. CNA N stated the nurse usually would
relay any hospice information to them. 

On 08/06/25 at 09:30 AM, Licensed Nurse (LN) G stated 
that R4’s care plan had information about her being on
hospice and the hospice provider. LN G stated that any
other information about what hospice provided was in 
R4’s hospice book at the nurse’s station. 

On 08/06/25 at 09:34 AM, Administrative Nurse D stated
R4’s care plan did let staff know she was on hospice 
services, but did not contain the hospice contact 
information, the medications, or supplies that hospice
provided. Administrative Nurse D stated that R4’s 
hospice book at the nurse’s station contained all the 
information on what hospice provided, and staff could 
find the information there. Administrative Nurse D 
stated she had not thought about including that 
information on R4’s facility care plan. 

The facility’s “Hospice Services” policy dated 08/01/25
documented the facility would coordinate care planning
with the hospice provider including all services and 
supplies provided by the hospice provider including: 
nursing services; nurse aide services; social service;
chaplaincy services; durable medical equipment; 
medications; and grief support to family members. 

- R32’s Electronic Medical Record (EMR) included 
diagnoses of severe protein-calorie malnutrition, 
chronic kidney disease, major depressive disorder 
(major mood disorder that causes persistent feelings of
sadness), non-pressure chronic ulcer of the left lower
leg, paralytic syndrome (loss of muscle function 
leading to weakness or inability to move), anemia (an 
inadequate number of healthy red blood cells to carry 
adequate oxygen to body tissues), disorder of arteries,
peripheral vascular disease (PVD- slow and progressive
circulation disorder causing narrowing, blockage, or 
spasms in a blood vessel), diabetes mellitus (DM- when
the body cannot use glucose, not enough insulin is 
made, or the body cannot respond to the insulin), and 
paraplegia (paralysis characterized by motor or sensory
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Continued from page 27
loss in the lower limbs and trunk). 

R32’s “Significant Change Minimum Data Set” (MDS), 
dated 07/17/25, documented R32 had mild cognitive 
impairment, was dependent on staff with toileting 
hygiene, bathing, and lower body dressing, and required
partial/moderate assistance with upper body dressing. 
R32 received scheduled and as-needed pain medication 
and had pressure ulcers (localized injury to the skin 
and/or underlying tissue usually over a bony 
prominence, as a result of pressure, or pressure in 
combination with shear and/or friction). The MDS 
further documented that R32 had a condition or chronic
disease that may result in a life expectancy of less 
than six months and received hospice care. 

R32’s “Functional Abilities Care Area Assessment” 
(CAA), dated 07/17/25, documented R32 had been admitted
to hospice for palliative care (treatment designed to 
relieve or reduce the intensity of uncomfortable 
symptoms) and would proceed to the Care Plan. 

R32’s “Care Plan” dated 07/17/25, documented R32 had a
terminal prognosis related to severe protein-calorie 
malnutrition secondary to chronic kidney disease. The 
Care Plan directed staff to adjust provisions of 
Activities of Daily Living (ADL) to compensate for 
resident’s changing abilities, encourage participation
to the extent the resident wishes, and a hospice 
notebook kept at the nurses’ station. The Care Plan 
further directed staff to work cooperatively with the 
hospice team to ensure R32’s spiritual, emotional, 
intellectual, physical, and social needs were met. The
care plan lacked specifics of delegation of hospice 
staff services, visit frequency, medication, medical 
equipment, and supplies provided. 

The "Hospice Physician Order” dated 07/09/25, 
documented R32 admitted to hospice services with a 
diagnosis of severe protein-calorie malnutrition 
secondary to kidney disease, and weight loss was 
expected due to the disease process. The patient’s life
expectancy was six months or less if the disease 
followed natural progression. Discharge from hospice 
upon death. 

The “Progress Note” dated 07/08/25 at 11:09 AM, 
documented that facility staff spoke with R32 regarding
his current health status and his recent decision to no
longer pursue hospitalizations, blood transfusions, 
ectara. The facility staff discussed hospice services 
and benefits, and R32 was in agreement with hospice 
services at that time and would speak to his spouse and
let the spouse know of his decision. 
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On 08/05/25 at 09:37 AM, R32 sat in bed, on a low air 
loss mattress, watching TV with a breakfast tray on the
overbed table. 

On 08/05/25 at 03:41 PM, Licensed Nurse (LN) H reported
that the facility care plan had included the name of 
the hospice provider, but lacked specifics related to 
supplies, medication, and treatment responsibilities 
for R32. LN H stated some of the information may be in
the hospice notebook for R32, which was located at the
nurses’ station. 

On 08/06/25 at 09:43 AM, Administrative Nurse D stated
that each resident had a hospice notebook, which was 
located at the nurses’ station for review. 
Administrative Nurse D reported R32’s hospice provider
did not specify when hospice staff was to visit the 
resident or specifics related to medications and 
supplies. 

The facility’s “Hospice Services” policy, dated 
08/01/25, documented an interdisciplinary care plan 
that integrates the care and services provided by the 
facility and the hospice provider. The facility would 
coordinate care planning with the hospice provider, 
including all services and supplies provided by the 
hospice provider, including nursing services, nurse 
aide services, social services, chaplaincy services, 
durable medical equipment, medications, and grief 
support to family members. 

F0880 F0880

SS = D

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 

 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1D2A87-H1 Facility ID: N031003 If continuation sheet Page 29 of 33



PRINTED: 08/20/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
175126

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

08/06/2025

NAME OF PROVIDER OR SUPPLIER

VALLEY VIEW SENIOR LIFE

STREET ADDRESS, CITY, STATE, ZIP CODE

1417 W ASH ST , JUNCTION CITY, Kansas, 66441

(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

F0880 F0880

SS = D

Continued from page 29
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 
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. 
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§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: 

The facility had a census of 62 residents. The sample 
included 18 residents. Based on observation, record 
review, and interview, the facility failed to ensure a
sanitary and comfortable environment to help prevent 
the development and transmission of communicable 
diseases and infections when staff failed to provide 
enhanced barrier precautions (EBP - infection control 
interventions designed to reduce transmission of 
resistant organisms which employ targeted gown and 
glove use during high contact care) for Resident (R) 
17. The facility staff failed to change gloves when 
providing incontinent care for R17. This deficient 
practice placed the residents at risk for possible 
exposure to infection. 

Findings included: 

- On 08/04/25 at 03:30 PM, observation revealed no EBP
signage or personal protective equipment (PPE) outside
or inside R17's room. 

On 08/04/25 at 03:34 PM, R17 sat in a chair in the 
living room area between all halls. Licensed Nurse (LN)
F and Certified Nurse Aide (CNA) M assisted R17 using a
walker and a gait belt to R17’s room. LN F asked the 
resident if she could provide wound care to her left 
heel. R17 replied yes and smiled. CNA M applied gloves,
cued R17 to sit on the bedside. LN F placed a barrier 
on the bed, put all items on it, applied gloves, and 
removed R17’s heel protector boot from the left foot 
and sock to reveal a wound (without a dressing), with 
oval-shaped black eschar (dead tissue) with an opening
above the eschar. Above this area was an open area with
a small amount of serious (thin, clear) drainage. LN F
applied wound wash on a 4 by 4 gauze pad and cleansed 
the wound, then removed and discarded gloves, 
applied new gloves, and placed betadine (prevents the 
growth of disease-causing microorganisms on the skin) 
on a 4x4 gauze pad and applied it to the wound. LN F 
then removed and discarded gloves, applied new gloves,
and left the wound open to air. LN F placed R17’s socks
and heel protector back on. Further observation 
revealed CNA M assisted the resident to stand by the 
bed. R17 stood and took hold of her walker. Further 
observation revealed CNA M removed R17’s wet 
incontinent brief, provided perineal (private area) 
care, then, without changing gloves, placed a new 
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incontinent brief on R17, pulled R17’s blouse down in 
the back, pulled up R17’s pants up and placed blouse 
over her pants, then removed and discarded her gloves.
When LN F was asked if R17 was on EBP, she stated she 
did not think so because she never used the PPE when 
providing wound care to R17’s left heel. 

On 08/05/25 at 08:47 AM, Administrative Nurse D stated
she was unaware R17 was not on EBP and stated the 
resident should be on them. When she first obtained the
wound, the resident was not placed on EBP because it 
was not open, but on 07/30/25, the wound had serous 
drainage, and R17 should have been placed on EBP then.

On 08/06/25 at 08:14 AM, Administrative Nurse D stated
she would expect staff to change gloves between dirty 
and clean when providing incontinent care. The 
facility’s “Enhanced Barrier Precautions” (EBP) 
documented that EBP would be implemented as one 
intervention this facility used to reduce transmission
of resistant organisms that employs targeted personal 
PPE use during high-contact resident care activities. 
Standard precautions continue to apply to the care of 
all residents, regardless of suspected or confirmed 
infection or colonization status. The policy documented
that EBP would be used for residents with any of the 
following: Central line (a type of intravenous (IV) 
line that is inserted into a large vein, typically near
the heart, to administer medications, fluids, blood 
products, or nutrition, or to draw blood), Urinary 
Catheter (a tube inserted into the bladder to drain the
urine into a collection bag), feeding tube (tube for 
introducing high-calorie fluids into the stomach), an 
tracheostomy (opening through the neck into the trachea
through which an indwelling tube may be 
inserted)/ventilator (a machine or device used 
medically to support or replace the breathing of a 
person, and infection with a novel or targeted multiple
drug-resistant organisms (MDRO- common bacteria that 
have developed resistance to multiple types of 
antibiotics). 

The facility’s “Female Perineal Care Policy,” revised 
05/01/25, instructed staff, when providing perineal 
care, to use the following procedure: wash hands, 
collect equipment, explain the procedure to the elder,
ask another staff member to assist them if the resident
is anxious or needs assistance with turning and 
repositioning, close bedroom door, and if a 
semi-private room, ensure privacy curtain provides for
complete perineal privacy. The policy instructed staff
to wash their hands and put on gloves, clean the 
perineal area with a wet washcloth or perineal wipes, 
discard gloves into the wastebasket, wash hands and put
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on clean gloves, then assist the resident with clothing
and remake the bed, if needed, and reposition the 
resident, etc. 
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