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FO000 INITIAL COMMENTS FO000

The State Agency (SA) conducted an annual
re-certification survey at the facility from 8/18/25
through 8/20/25. During the survey, the SA determined
the facility was not in compliance with Medicare and
Medicaid requirements of participation and cited, F641,
F693, and F880.

The census at the time of the survey was 35 and the
facility is licensed for 36 beds.

F0641 Accuracy of Assessments F0641

SS=D
CFR(s): 483.20(g)(h)(1)(j)

8483.20(g) Accuracy of Assessments.
The assessment must accurately reflect the resident's

status.

8483.20(h) Coordination. A registered nurse must
conduct or coordinate each assessment with the
appropriate participation of health professionals.

§483.20(i) Certification.

8483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed.

8483.20(i)(2) Each individual who completes a portion
of the assessment must sign and certify the accuracy of
that portion of the assessment.

8483.20(j) Penalty for Falsification.

§483.20(j)(1) Under Medicare and Medicaid, an
individual who willfully and knowingly-

(i) Certifies a material and false statement in a
resident assessment is subject to a civil money penalty
of not more than $1,000 for each assessment; or

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 F0641

(i) Causes another individual to certify a material

and false statement in a resident assessment is subject
to a civil money penalty or not more than $5,000 for
each assessment.

8483.20(j)(2) Clinical disagreement does not constitute
a material and false statement.

This REQUIREMENT is NOT MET as evidenced by:

Based on staff interview and record review, the

facility failed to accurately complete section |

(active diagnoses) and O (special treatments and
programs) of the Minimum Data Set (MDS) for four (4) of
14 sampled residents. Resident #6, #7, #29, and #34

Findings include:

Review of facility letterhead revealed, "(Proper name

of facility) Long Term Care follows the RAI (Resident
Assessment Instrument) Regulatory Requirements". This
was signed by the Administrator and dated 8/20/25.

Resident #6

Record review of Resident #6's "Order" dated 6/26/25
revealed, "Admit to Hospice".

Record review of the MDS Section O - Special
Treatments, Procedures, and Programs with Assessment
Reference Date (ARD) of 6/30/25 did not indicate
hospice service was received by Resident #6.

During an interview on 8/19/25 at 3:20 PM, the Director

of Nursing (DON) revealed the MDS assessment's purpose
was to reflect each resident's health status at the

time of the assessment. Resident #6 was admitted to
hospice service on 6/26/25 and the MDS assessment dated
6/30/25 did not indicate the resident received hospice
services. She confirmed her expectation was for the
assessment to be completed correctly, and the facility

failed to submit an accurate assessment on 6/30/25 for

a resident who received hospice services.

Record review of Resident #6's "Demographics” form
revealed an admission date of 3/17/25.
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Continued from page 2
Record review of Resident #6's "Hospital Problems"
revealed a diagnosis of Alzheimer's Disease.

Record review of Resident #6's MDS Section C -
Cognitive Patterns dated 6/30/25 revealed a Brief
Interview for Mental Status (BIMS) score of 99 which
indicated the resident had severe cognitive impairment.

Resident #7

Record review of the Quarterly MDS with an ARD of
6/9/25 revealed under section | (active diagnoses),
Resident #7 was coded for having a diagnosis of bipolar
disorder.

Record review of the “Hospital Problem List” revealed
Resident #7 did not have a diagnosis of bipolar
disorder.

An interview with the Director of Nursing on 8/19/25 at
3:20 PM revealed Resident #7’s MDS was coded in error
and confirmed the resident did not have a bipolar
diagnosis. She revealed her expectations were for the
MDS to be checked for accuracy before the assessment
was closed and submitted.

Record review of the "Demographics” revealed the
facility admitted Resident #7 on 4/1/20 with medical
diagnoses that included History of Cerebrovascular
Accident and Left Sided Hemiparesis.

Record review of the Quarterly MDS with an ARD of
6/9/25 revealed under section C, a BIMS summary score
of 15, indicating Resident #7 was cognitively intact.

Resident #29

Record review of the Quarterly Minimum Data Set (MDS)
with an ARD of 5/20/25 revealed under section | (active
diagnoses), Resident #29 was marked for having a
diagnosis of bipolar disorder.

Record review of the “Hospital Problem List” revealed
Resident #29 did not have a diagnosis of bipolar

FO0641
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F0641 Continued from page 3 F0641
SS=D disorder.

An interview with the Director of Nursing on 8/19/25 at
3:23 PM revealed Resident #29's MDS was coded in error
and confirmed the resident did not have a bipolar
diagnosis.

Review of the “Demographics” revealed the facility
admitted Resident #29 on 9/2/24 with medical diagnoses
that included Closed Fracture of First Lumbar Vertebra
with Routine Healing.

Review of the Quarterly MDS with an ARD of 5/20/25
revealed under section C, a BIMS summary score of 13,
indicating Resident #29 was cognitively intact.

Resident #34

Record review of "Order" dated 6/24/24 for Resident #34
revealed, "Resident on hospice".

Record review of Resident #34's MDS Section O - Special
Treatments, Procedures, and Programs dated 5/26/25 did
not indicate the resident received hospice services.

During an interview on 8/19/25 at 3:21 PM, the DON
revealed the MDS assessment reflected the health status
of each resident and should be entered accurately. She
stated Resident #34 was admitted to hospice on 6/19/24.
She confirmed her expectation was for the assessment to
be completed correctly and the facility failed to

submit the 5/26/25 assessment accurately for a resident
who received hospice services.

Record review of Resident #34's "Demographics” record
revealed an admission date of 7/5/21.

Record review of Resident #34's "Hospital Problems"
list revealed diagnoses of Congestive Heart Failure and
Advanced Dementia.

Record review of Resident #6's MDS Section C Cognitive
Patterns with ARD of 5/26/25 revealed a BIMS score of 2
which indicated the resident had severe cognitive
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F0641 Continued from page 4 F0641
SS=D impairment.

F0693 Tube Feeding Mgmt/Restore Eating Skills F0693
SS=D

CFR(s): 483.25(g)(4)(5)
8483.25(g)(4)-(5) Enteral Nutrition

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

§483.25(g)(4) A resident who has been able to eat
enough alone or with assistance is not fed by enteral
methods unless the resident's clinical condition
demonstrates that enteral feeding was clinically
indicated and consented to by the resident; and

8483.25(g)(5) A resident who is fed by enteral means
receives the appropriate treatment and services to
restore, if possible, oral eating skills and to prevent
complications of enteral feeding including but not
limited to aspiration pneumonia, diarrhea, vomiting,
dehydration, metabolic abnormalities, and
nasal-pharyngeal ulcers.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, staff interview, record review,
and facility policy review, the facility failed to

ensure a resident receiving enteral feeding received
appropriate care for one (1) of two (2) residents with
a Percutaneous Endoscopic Gastrostomy (PEG) tube.
Resident #20

Findings Include:

Review of the facility policy titled “Enteral Feeding:
Gastrostomy, PEG, Jejunostomy,” unrevised, revealed
under “Policy: It is the policy of ‘Proper name of the
facility’ that residents unable or unwilling to ingest
oral nutrients should be properly provided nutrition
and care.”

During an observation of a medication pass on 8/20/2025
at 12:10 PM with Licensed Practical Nurse (LPN) #1, she
checked placement of Resident #20’s feeding tube and
withdrew three and one-half (3 ¥2) 60 ml (milliliter)
syringes of beige-colored gastric residual. She placed
the contents into a non-measurable white Styrofoam cup,
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F0693 Continued from page 5 F0693
SS=D administered the resident’s medication, and discarded
the gastric residual by flushing it down the toilet.

An interview with LPN #1 on 8/20/25 at 12:32 PM
revealed Resident #20 had 150 cc’s (cubic centimeters)
of gastric residual and confirmed she did not return

the residual contents back to the resident. LPN #1
revealed that Resident #20 received a bolus feeding at
10 AM and acknowledged that failing to return the
stomach contents resulted in a lost feeding, which
could lead to fluid and nutrient imbalance and possible
weight loss.

An interview with the Director of Nursing on 8/20/25 at
12:44 PM confirmed Resident #20’s gastric residual
should have been returned. She acknowledged that
failure to do so could result in weight loss or

electrolyte imbalance and stated this was a standard of
nursing practice.

Record review of the “Demographics” revealed the
facility admitted Resident #20 on 8/2/24 with medical
diagnoses that included Cerebral Infarction due to
Unspecified Occlusion, Dysphagia, and Encounter for
Attention to Gastrostomy.

Record review of the Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 7/14/25 revealed
under section C, a Brief Interview for Mental Status
(BIMS) summary score of 13, indicating Resident #20 was
cognitively intact.

F0880 Infection Prevention & Control F0880

SS=D
CFR(s): 483.80(a)(1)(2)(4)(e)(f)

8483.80 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:

8483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
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F0880 Continued from page 6 F0880
SS=D 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;

8483.80(a)(2) Written standards, policies, and
procedures for the program, which must include, but are
not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other persons in
the facility;

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

(i) 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.

8483.80(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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F0880 Continued from page 7 F0880
SS=D §483.80(f) Annual review.

The facility will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, staff interview, record review,

and facility policy review, the facility failed to

follow infection prevention and control practices

during blood glucose monitoring by not using a barrier
and by cleaning the multiuse glucometer with an agent
that was not effective against bloodborne pathogens for
three (3) of eight (8) resident care opportunities
observed. Resident # 8, Resident #22, and Resident #36

Findings Include:

Review of the facility policy titled “Care of

Equipment: Cleaning, Disinfecting, and Storage,”
revised 1/10/24, revealed under “Cleaning and
Disinfecting: Any equipment/devices entering the room
or treatment area should be cleaned and disinfected
between patient use with the approved disinfectant and
according to the manufacturer’s instructions for use
(IFV), regardless of whether or not the equipment is
visibly soiled. (e.g., glucometer)..."

During an observation on 8/19/2025 at 3:56 PM with
Certified Nurse Aide (CNA) #1, she entered Resident
#22’s room and placed the glucometer on the bedside
table without a barrier. After completing the blood
glucose reading, she exited the room and briefly wiped
the end of the glucometer (at the strip insertion site)
with an alcohol prep. CNA #1 then entered Resident
#36's room, placed the glucometer on the bedside table
without a barrier while prepping the resident’s finger,
and after completing the blood glucose reading, briefly
swiped the end of the glucometer with an alcohol pad.
Lastly, CNA #1 entered Resident #8’s room and placed
the glucometer on the bedside table without a barrier.
After obtaining the glucose reading, she again briefly
swiped the glucometer with an alcohol wipe. Further
observation revealed a bottle of Clorox Disinfecting
Wipes available for use on the rolling cart, which was
never used.

An interview with CNA #1 on 8/19/25 at 4:16 PM
confirmed she did not use a barrier during blood
glucose monitoring. She acknowledged the purpose of
using a barrier was to prevent cross contamination. She
stated she used an alcohol wipe to clean the glucometer
and reported that administration told her it was
acceptable. CNA #1 explained she had Clorox wipes
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F0880 Continued from page 8 F0880
SS=D available but used them only after finishing all

glucose checks to disinfect the machine. She admitted
that not using a barrier and not cleaning the
glucometer with the appropriate disinfecting agent
between residents could cause the spread of infection.

An interview with the Director of Nursing on 8/19/25 at
4:27 PM revealed the multiuse glucometer should be
cleaned with the available Clorox wipes. She stated CNA
#1 had been trained on using and properly disinfecting
the machine. The Director of Nursing also confirmed
that a barrier should be used to prevent cross
contamination and the spread of infection.

Record review of the “Demographics” revealed the
facility admitted Resident #8 on 4/28/22 with a medical
diagnosis that included Type 2 Diabetes Mellitus.

Record review of the Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 6/23/25 revealed
under section C, a Brief Interview for Mental Status
(BIMS) summary score of 13, indicating Resident #8 was
cognitively intact.

Record review of the “Demographics” revealed the
facility admitted Resident #22 on 11/1/21 with a
medical diagnosis that included Type 2 Diabetes
Mellitus with Stage 4 Chronic Kidney Disease.

Record review of the MDS with an ARD of 7/2/25 revealed
under section C, a BIMS summary score of 99, indicating
Resident #22 could not complete the interview.

Record review of the “Demographics” revealed the
facility admitted Resident #36 on 11/18/24 with a
medical diagnosis that included Type 2 Diabetes
Mellitus Without Complications.

Record review of the MDS with an ARD of 8/4/25 revealed
under section C, a BIMS summary score of 6, indicating
Resident #36 was severely cognitively impaired.
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