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FO000 INITIAL COMMENTS FO000

The State Agency (SA) conducted an Annual
Recertification survey along with one (1) Complaint
Investigation (Cl MS #2707861), at the facility from
1/11/26 through 1/14/26. CI MS #2707861 was
investigated related to an allegation of bed bugs and
medication administration and there were no
deficiencies cited related to the complaint. During the
recertification survey, the SA determined the facility
was not in compliance with the requirements of
participation in Medicare and Medicaid and cited F584,
F656, F657, F658, F693, and F851.

The facility had a census of 86 and was licensed for 90
beds.

F0584 Safe/Clean/Comfortable/Homelike Environment F0584

SS=D
CFR(s): 483.10(i)(1)-(7)

8483.10(i) Safe Environment.

The resident has a right to a safe, clean, comfortable
and homelike environment, including but not limited to
receiving treatment and supports for daily living
safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and homelike
environment, allowing the resident to use his or her
personal belongings to the extent possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the physical
layout of the facility maximizes resident independence
and does not pose a safety risk.

(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss or
theft.

8483.10(i)(2) Housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and

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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F0584 Continued from page 1 F0584
SS=D comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are in
good condition;

8483.10(i)(4) Private closet space in each resident
room, as specified in §483.90 (e)(2)(iv);

8483.10(i)(5) Adequate and comfortable lighting levels
in all areas;

§483.10(i)(6) Comfortable and safe temperature levels.
Facilities initially certified after October 1, 1990
must maintain a temperature range of 71 to 81°F; and

8483.10(i)(7) For the maintenance of comfortable sound
levels.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and record review, the
facility failed to ensure residents’ rights to a safe,

clean, and homelike environment by not ensuring privacy
curtains were clean and laundered for two (2) of (19)
sampled residents. Residents #9 and #20.

Findings include:

A review of the facility’s policy, “Resident Rights,”
(undated) revealed, “Resident rights. The resident has
the right to a dignified existence...8. Safe environment.
The resident has a right to a safe, clean, comfortable
and homelike environment...”

A record review of the facility’s document,

“Environmental Services Cleaning Procedure for Common
Iltems” (undated) revealed for “Walls, Blinds and

Curtains” the “Cleaning Procedure” was “When visibly
dusty or soiled.”

On 1/12/26 at 11:11 AM, during an observation and
interview, Resident #9 reported she requested her
privacy curtain be washed due to reddish-brown stains
in multiple areas but that it had not been removed or
laundered following her request.

On 1/13/26 at 2:46 PM, during the Resident Council
meeting, residents reported privacy curtains in
resident rooms, including Residents #9 and #20, had not
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F0584 Continued from page 2 F0584
SS=D been laundered or changed.

On 1/14/26 at 9:04 AM, during an interview and
observation, Resident #20 reported she asked to have
her privacy curtain cleaned but was informed the stains
were from her roommate’s tube feeding solution spilling
onto the curtain. She reported she had never seen her
privacy curtain cleaned since admission, and the
privacy curtain was observed to have several large
brown stains near the bed.

On 1/14/26 at 12:36 PM, during an interview and
observation, the Housekeeping Supervisor #1 reported
privacy curtains were removed and cleaned upon request,
with maintenance responsible for removal and rehanging
and housekeeping responsible for washing and drying.
During the observation of Resident #20's privacy, the
Housekeeping Supervisor verified it was visibly soiled

and stated it would be removed, washed, and rehung. She
reported her expectation was for staff to ensure

residents’ needs were met and promptly reported.

On 1/14/26 at 12:45 PM, during an interview, the
Administrator reported his expectation was for
housekeeping and environmental services staff to ensure
privacy curtains for residents were changed and

cleaned.

Resident #9

A record review of the “Admission Record” revealed the
facility admitted Resident #9 on 1/4/23 with current
diagnoses including Type Two (2) Diabetes Mellitus.

A record review of the Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 12/10/25 revealed
Resident #9 had a Brief Interview for Mental Status
(BIMS) score of fifteen (15), which indicated the

resident was cognitively intact.

Resident #20

A record review of the “Admission Record” revealed the
facility admitted Resident #20 on 7/21/23 with current
diagnoses including Chronic Obstructive Pulmonary
Disease.

A record review of the MDS with an ARD of 12/30/25
revealed Resident #20 had a BIMS score of (15), which
indicated the resident was cognitively intact.

F0656 Develop/Implement Comprehensive Care Plan F0656

SS=D
CFR(s): 483.21(b)(1)(3)
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F0656 Continued from page 3 F0656

SS=D
8483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develop and implement a
comprehensive person-centered care plan for each
resident, consistent with the resident rights set forth

at §483.10(c)(2) and §483.10(c)(3), that includes
measurable objectives and timeframes to meet a
resident's medical, nursing, and mental and

psychosocial needs that are identified in the
comprehensive assessment. The comprehensive care plan
must describe the following -

(i) The services that are to be furnished to attain or
maintain the resident's highest practicable physical,
mental, and psychosocial well-being as required under
§483.24, §483.25 or §483.40; and

(i) Any services that would otherwise be required

under §483.24, §483.25 or 8483.40 but are not provided
due to the resident's exercise of rights under §483.10,
including the right to refuse treatment under
§483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will

provide as a result of PASARR recommendations. If a
facility disagrees with the findings of the PASARR, it
must indicate its rationale in the resident's medical
record.

(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and desired
outcomes.

(B) The resident's preference and potential for future
discharge. Facilities must document whether the
resident's desire to return to the community was
assessed and any referrals to local contact agencies
and/or other appropriate entities, for this purpose.

(C) Discharge plans in the comprehensive care plan, as
appropriate, in accordance with the requirements set
forth in paragraph (c) of this section.

8483.21(b)(3) The services provided or arranged by the
facility, as outlined by the comprehensive care plan,
must-

(iii) Be culturally-competent and trauma-informed.

This REQUIREMENT is NOT MET as evidenced by:
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F0656 Continued from page 4 F0656
SS=D
Based on observation, interviews, record review, and
facility policy review, the facility failed to ensure
comprehensive care plan interventions were implemented
related to anchoring indwelling catheter tubing for one

(1) of 19 sampled residents. Resident #85.

Findings include:

A review of the facility’s policy, “Comprehensive Care
Plans”, dated 6/4/25, revealed, “...It is the policy of

this facility to...implement a comprehensive
person-centered care plan for each residents...that
includes measurable objectives and timeframes to meet a
resident’s medical, nursing...needs and...meet professional
standards of quality...Policy Explanation and Compliance
Guidelines...3. The comprehensive care plan will
describe, at a minimum, the following: a. The services
that are to be furnished to attain or maintain the
resident’s highest practicable physical, mental, and
psychosocial well-being...”

Resident #85

A record review of the “Care Plan Detail” revealed
Resident #85 had a “Focus” of “...Indwelling Catheter...”
with “Interventions/Tasks” of “Foley (Indwelling)
catheter: check leg anchor g shift...”

A record review of the “Order Details” revealed
Resident #85 had a Physician’s Order dated 8/1/24 for
“LEG STRAP to anchor indwelling catheter in place q
(every) shift.”

During an observation and interview on 1/14/26 at 8:36
AM, Resident #85 was lying in bed preparing for wound
care and did not have a leg anchor or strap securing
catheter tubing.

During an interview on 1/14/26 at 8:55 AM, Registered
Nurse (RN) #1 confirmed that Resident #85 did not have
a leg anchor in place. After reviewing the care plan,

she confirmed there was a care plan intervention for

the resident to have a leg strap or anchor for the
catheter tubing.

During an interview on 1/14/26 at 10:15 AM, RN #2/Care
Plan Nurse confirmed the catheter care plan for
Resident #85 included an intervention of a leg anchor
for the catheter tubing. She stated that staff lets her
know if a resident frequently refuses interventions and
the care plan be revised. She reported that the care

plan should reflect the actual care, and she expected
staff to implement care plan interventions.
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F0656 Continued from page 5 F0656
SS=D
During an interview on 1/14/26 at 10:30 AM, the

Director of Nursing (DON) reported it was her
expectation for nurses to implement comprehensive care
plan interventions and that if a resident refused, the
nurse should complete documentation indicating the
refusal.

A record review of the "Admission Record" revealed the
facility admitted Resident #85 on 1/4/24 with current
diagnoses including Paraplegia.

A record review of the Quarterly Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 10/31/25
revealed Resident #85 had a Brief Interview for Mental
Status (BIMS) score of thirteen (13), which indicated

she was cognitively intact.

F0657 Care Plan Timing and Revision F0657

SS=D
CFR(s): 483.21(b)(2)(i)-(iii)

8483.21(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.

(i) 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.

(ii)Reviewed and revised by the interdisciplinary team
after each assessment, including both the comprehensive
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F0657 Continued from page 6 F0657
SS=D and quarterly review assessments.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, facility policy review
and record review, the facility failed to revise the
resident’s care plan to ensure all appropriate
disciplines were assigned to interventions for one (1)
of (19) sampled residents. Resident #61.

Findings include:

A review of the facility’s policy, “Care Plan Revisions
Upon Status Change,” dated 11/14/25, revealed, “...The
purpose of this procedure is to provide a consistent
process for reviewing and revising the care plan...
Policy Explanation and Compliance Guidelines: 1. The
comprehensive care plan will be reviewed and revised as
necessary... 2. Procedure for reviewing and revising the
care plan... d. The care plan will be updated with the
new or modified interventions. e. Staff involved in the
care of the resident will report... new or modified
interventions. f. Care plans will be modified as needed
by the MDS Coordinator or other designated staff
member. g. The Unit Manager or other designated staff
member will communicate care plan interventions to all
staff involved in the resident’s care...”

A record review of the “Care Plan Report” revealed
Resident #61 had a “Focus” of “...(Indwelling Suprapubic)
Catheter...” with “Interventions/Tasks” of “Subrapubic
catheter care every shift...” and the “Position” assigned
as “RN (Registered Nurse)/LP (Licensed Practical) ...”
only.

On 1/12/26 at 3:20 PM, during an observation and
interview, Certified Nurse Aide (CNA) #1 was observed
providing suprapubic catheter care to Resident #6. She
reported this was the first resident for whom she had
performed suprapubic catheter care. She confirmed she
documented completion in the resident’s task section on
the computer.

On 1/14/26 at 10:20 AM, during an interview, Registered
Nurse (RN) #1 reported she provided suprapubic catheter
care to two (2) residents in the facility, including

Resident #61. She reported that she documented
completion on the TAR. She was not aware CNAs were also
performing the catheter care and documenting completion
in the CNA task section.

On 1/14/26 at 10:35 AM, during an interview, RN #2
confirmed Resident #61's care plan listed suprapubic
catheter care as an intervention assigned to nursing
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F0657 Continued from page 7 F0657
SS=D staff only and did not include CNAs. She further
confirmed CNA task documentation listed suprapubic
catheter care for CNAs to complete and stated the care
plan should include all positions assigned to the
intervention. She stated that CNAs were omitted in
error and the care plan needed to be revised to include
the CNA discipline for providing suprapubic catheter
care.

On 1/14/26 at 11:32 AM, during an interview, the
Director of Nursing (DON) reported she was made aware
the care plan for Resident #61 did not include CNAs for
suprapubic catheter care and stated her expectation was
for care plans to include all disciplines responsible

for the resident’s care.

A record review of the “Admission Record” revealed the
facility admitted Resident #61 on 11/11/25 with
diagnoses including Malignant Neoplasm of Prostate.

A record review of the “Order Summary Report” revealed
active orders for Resident #61 included suprapubic
catheter care every shift.

A record review of the Admission Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 11/17/25,
revealed Resident #61 had a Brief Interview for Mental
Status (BIMS) score of (15), which indicated the

resident was cognitively intact, and Section H

indicated the resident had an indwelling catheter,

including a suprapubic catheter.

A record review of the “Treatment Administration Record
(TAR)” revealed suprapubic catheter care for Resident
#61 was documented as completed every shift and signed
off by nursing staff.

A record review of the “Task: Suprapubic Cath Care”

dated 1/1/26 through 1/14/26 for Certified Nurse Aides
(CNAs) revealed Resident #61 had CNA task documentation
marked “yes” for completion each shift.

F0658 Services Provided Meet Professional Standards F0658
SS=D
CFR(s): 483.21(b)(3)(i)

8483.21(b)(3) Comprehensive Care Plans

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

(i) Meet professional standards of quality.

This REQUIREMENT is NOT MET as evidenced by:
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F0658 Continued from page 8 F0658
SS=D
Based on observation, interview, and record review, the
facility failed to follow a physician’s order related

to ensuring that catheter tubing was anchored to
prevent trauma for one (1) of (19) sampled residents.
Resident #85.

Findings include:

On 1/14/26 at 8:36 AM, during an observation and
interview, Resident #85 was lying in bed preparing for
wound care and was noted to have an indwelling catheter
with no leg anchor or strap securing the tubing.

Resident #85 stated she would wear a leg anchor for the
tubing if the staff provided one.

On 1/14/26 at 8:55 AM, during an interview, Registered
Nurse (RN) #1 confirmed that Resident #85 did not have
a leg anchor in place and reported she was unsure if
there was a physician’s order related to the leg

anchor.

On 1/14/26 at 9:29 AM, during an interview, Licensed
Practical Nurse (LPN) #1 reported it was the nurse’s
responsibility to ensure leg anchors were in place and
stated Resident #85 often refused even though she had
explained to the resident that leg anchors were used to
prevent trauma.

On 1/14/26 at 10:30 AM, during an interview, the
Director of Nursing (DON) reported it was her
expectation for nurses to follow physician orders and
if a resident refused, the nurse should complete
documentation indicating the refusal.

A record review of the "Admission Record" revealed the
facility admitted Resident #85 on 1/4/24 with current
diagnoses including Paraplegia.

A record review of the Quarterly Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 10/31/25
revealed Resident #85 had a Brief Interview for Mental
Status (BIMS) score of thirteen (13), which indicated

she was cognitively intact.

A record review of the “Order Details” revealed
Resident #85 had a Physician’s Order dated 8/1/24 for
“LEG STRAP to anchor indwelling catheter in place q
(every) shift”

A record review of the “Task: Ensure foley (indwelling)
cath (catheter) leg strap is in place” with a “Look

Back” of 14 days for Resident #85 was documented as
“yes” indicating the strap was in place.
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F0658 F0658
Ee69pH 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-

8483.25(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, interview, facility policy review
and record review, the facility failed to provide

enteral feeding care in accordance with professional
standards of practice by not documenting the date and
time the feeding was hung, which was necessary to alert
staff when the bag must be changed to prevent
complications such as contamination and infection for
one (1) of (12) residents observed with enteral

feedings, Resident #5.

Findings include:

A review of the facility’s policy, “Care and Treatment
of Feeding Tubes,” with a reviewed/revised date of
10/22/25, revealed, “Policy: It is the policy of this
facility to utilize feeding tubes in accordance with
current clinical standards of practice, with
interventions to prevent complications to the extent
possible...”

On 1/11/26 at 11:45 AM, during an observation, Resident
#5 was lying in bed. There was an enteral feeding
hanging from a pole. There was no date or label on the
bag indicating the date and time it was hung.
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F0693 Continued from page 10 F0693
SS=D
On 1/11/26 at 11:46 AM, during an interview and
observation, Laundry #2 worker who was immediately
present in the hallway outside the resident’s room
observed and agreed that she did not see a date or time
documented on the bag.

On 1/14/26 at 11:05 AM, during an interview, Licensed
Practical Nurse (LPN) #1 reported it was the
responsibility of the nurse who changed Resident #5's
tube feeding bag to label and date the bag and
explained the purpose of labeling was to ensure the bag
was not outdated and to prevent infection or bacterial
growth if the feeding solution remained in the bag too
long.

On 1/14/26 at 11:10 AM, during an interview, the
Director of Nursing (DON) reported the purpose of
labeling and dating enteral feedings was to ensure the
feeding was used within twenty-four (24) hours to
prevent expiration and contamination.

A record review of the "Order Summary Report" revealed
Resident #5 had a Physician's Order, dated 8/8/24, for
"Enteral Feed Order TWO CAL: 40/ml/hr
(milliliters/hour)..."

A record review of the “Admission Record” revealed the
facility admitted Resident #5 on 9/19/23 with diagnoses
including Dysphagia Following Cerebral Infarction.

A record review of the Quarterly Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 10/16/25
revealed Resident #5 had a Brief Interview for Mental
Status (BIMS) score of nine (9), which indicated his
cognition was moderately impaired.

F0851 Payroll Based Journal F0851

SS=F
CFR(s): 483.70(p)(1)-(5)

8483.70(p) Mandatory submission of staffing information
based on payroll data in a uniform format.

Long-term care facilities must electronically submit to
CMS complete and accurate direct care staffing
information, including information for agency and
contract staff, based on payroll and other verifiable
and auditable data in a uniform format according to
specifications established by CMS.

8483.70(p)(1) Direct Care Staff.
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F0851 Continued from page 11

SS=F Direct Care Staff are those individuals who, through
interpersonal contact with residents or resident care
management, provide care and services to allow
residents to attain or maintain the highest practicable
physical, mental, and psychosocial well-being. Direct
care staff does not include individuals whose primary
duty is maintaining the physical environment of the
long term care facility (for example, housekeeping).

8483.70(p)(2) Submission requirements.

The facility must electronically submit to CMS complete
and accurate direct care staffing information,
including the following:

(i) The category of work for each person on direct care
staff (including, but not limited to, whether the
individual is a registered nurse, licensed practical
nurse, licensed vocational nurse, certified nursing
assistant, therapist, or other type of medical
personnel as specified by CMS);

(i) Resident census data; and

(iii) Information on direct care staff turnover and
tenure, and on the hours of care provided by each
category of staff per resident per day (including, but
not limited to, start date, end date (as applicable),
and hours worked for each individual).

8483.70(p)(3) Distinguishing employee from agency and
contract staff. When reporting information about direct
care staff, the facility must specify whether the

individual is an employee of the facility, or is

engaged by the facility under contract or through an
agency.

8483.70(p)(4) Data format.

The facility must submit direct care staffing
information in the uniform format specified by CMS.
8483.70(p)(5) Submission schedule.

The facility must submit direct care staffing
information on the schedule specified by CMS, but no
less frequently than quarterly.

This REQUIREMENT is NOT MET as evidenced by:

F0851
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F0851 Continued from page 12 F0851
SS=F Based on staff interview, record review, and facility
policy review, the facility failed to ensure

Payroll-Based Journal (PBJ) staffing information was
accurate and corrected prior to submission to the
Centers for Medicare and Medicaid Services (CMS) for
one (1) of four (4) quarters reviewed in 2025. FY
(Fiscal Year) Quarter 3 2025 (April 1 — June 30)

Findings include:

A review of the facility's policy, "Payroll Based

Journal "dated 6/1/2025, revealed, “...It is the policy
of this facility to electronically submit timely to CMS
complete and accurate direct care staffing information,
including information for agency and contract staff,
based on payroll and other verifiable and auditable
data in a uniform format according to specifications
established by CMS...”

A record review of the “PBJ Data Report”, for FY

(Fiscal Year) Quarter 3 2025 (April 1 — June 30)

revealed the facility triggered for excessively low
weekend staffing, no Registered Nurse (RN) coverage for
four (4) or more days, and failure to provide licensed
nursing coverage 24 hours per day. The facility also
triggered a one-star staffing rating.

On 1/13/26 at 9:00 AM, during an interview, the

Director of Nursing (DON) stated she was aware the PBJ
data reflected the facility triggered for a one-star

staffing rating, excessively low weekend staffing, no

RN coverage during a 24-hour period, and failure to
maintain licensed nursing coverage 24 hours per day.
The DON stated that RNs were present in the building
daily for eight (8) hours and licensed nurses were
present daily. She further stated the corporate office
failed to submit the PBJ data correctly.

On 1/13/26 at 10:00 AM, during an interview, the
Administrator confirmed he was aware the PBJ report
indicated the facility triggered for a one-star

staffing rating, excessively low weekend staffing, no

RN coverage during a 24-hour period, and failure to
maintain licensed nursing coverage 24 hours per day.
The Administrator stated he questioned the report with
the corporate office and was informed the PBJ data had
been submitted incorrectly to CMS.

On 1/13/26 at 10:30 AM, during an interview the
Consultant confirmed the facility triggered for a
one-star staffing rating, excessively low weekend
staffing, no RN coverage during a 24-hour period, and
failure to maintain licensed nursing coverage 24 hours
per day. The Consultant stated PBJ data for several
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F0851 Continued from page 13 F0851
SS=F facilities within the corporation had been submitted
incorrectly by the corporate office and that the
company was in the process of correcting the issue.
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