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M0000 M0000Initial Comments 

 

The State Agency (SA) conducted an Annual 
Recertification survey along with five (5) Complaint 
Investigations (CI MS #2709313, CI MS #2709504, CI MS 
#2710537, CI MS #2787564 and CI MS #2788123) at the 
facility from 02/23/26 through 02/26/26. During the 
survey, the SA determined the facility was not in 
compliance with the Minimum Standards for Institutions
for the Aged and Infirm. The SA investigated CI MS 
#2709504 and CI MS #2787564 for residents rights and 
cited M500. The SA investigated CI MS #2788123 and 
cited M710 for pharmacy services. CI MS #2709313 
related to neglect and CI MS #2710537 related to pest 
control were investigated with no deficiencies cited. 
During the recertification survey the SA cited M610, 
M640 and M1570. 

The census at the time of the survey was 105 and the 
facility is licensed for 119 beds. 

 

M0500 M050045.17.2 Residents' Rights 

Residents' Rights. The residents' rights policies and 
procedures ensure that each resident admitted to the 
facility: 

1. is fully informed, as evidenced by the resident's 
written acknowledgment, prior to or at the time of 
admission and during stay, of these rights and is given
a statement of the facility's rules and regulations and
an explanation of the resident's responsibility to obey
all reasonable regulations of the facility and to 
respect the personal rights and private property of 
other residents; 

2. is fully informed, and is given a written statement
prior to or at time of admission and during stay, of 
services available in the facility, and of related 
charges including any charges for services covered by 
the facility's basic per diem rate; 
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M0500 M0500Continued from page 1
3. is assured of adequate and appropriate medical care,
is fully informed by a physician or nurse 
practitioner/physician assistant of his medical 
conditions unless medically contraindicated (as 
documented by a physician or nurse 
practitioner/physician assistant in his medical 
record), is afforded the opportunity to participate in
the planning of his medical treatment, to not be 
limited in his/her choice of a pharmacy or pharmacist 
provider in accordance with state law, as referenced in
House Bill 1439, which states that the facility shall 
not limit a resident ' s choice of pharmacy or pharmacy
provider if that provider meets the same standards of 
dispensing guidelines required of long term care 
facilities, to refuse to participate in experimental 
research, and to refuse medication and treatment after
fully informed of and understanding the consequences of
such action; 

4. is transferred or discharged only for medical 
reasons, or for his welfare or that of other residents,
or for nonpayment for his stay (except as prohibited by
sources of third-party payment), and is given a two 
weeks advance notice in writing to ensure orderly 
transfer or discharge. A copy of this notice is 
maintained in his medical record; 

5. is encouraged and assisted, throughout his period of
stay, to exercise his rights as a resident and as a 
citizen, and to this end may voice grievances, has a 
right of action for damages or other relief for 
deprivations or infringements of his right to adequate
and proper treatment and care established by an 
applicable statute, rule, regulation or contract, and 
to recommend changes in policies and services to 
facility staff and/or to outside representatives of his
choice, free from restraint, interference, coercion, 
discrimination, or reprisal; 

6. may manage his personal financial affairs, or is 
given at least a quarterly accounting of financial 
transactions made on his behalf should the facility 
accept his written delegation of this responsibility to
the facility for any period of time in conformance with
State law; 

7. is free from mental and physical abuse; 

8. is free from restraint except by order of a 
physician or nurse practitioner/physician assistant, or
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M0500 M0500Continued from page 2
unless it is determined that the resident is a threat 
to himself or to others. Physical and chemical 
restraints shall be used for medical conditions that 
warrant the use of a restraint. Restraint is not to be
used for discipline or staff convenience. The facility
must have policies and procedures addressing the use 
and monitoring of restraint. A physician order for 
restraint must be countersigned within 24 hours of the
emergency application of the restraint; 

9. is assured security in storing personal possessions
and confidential treatment of his personal and medical
records, and may approve or refuse their release to any
individual outside the facility, except, in the case of
his transfer to another health care institution, or as
required by law of third-party payment contract; 

10. is treated with consideration, respect, and full 
recognition of his dignity and individuality, including
privacy in treatment and in care for his personal 
needs; 

11. is not required to perform services for the 
facility that are not included for therapeutic purposes
in his plan of care; 

12. may associate and communicate privately with 
persons of his choice, may join with other residents or
individuals within or outside of the facility to work 
for improvements in resident care, and send and receive
his personal mail unopened, unless medically 
contraindicated (as documented by his physician or 
nurse practitioner/physician assistant in his medical 
record); 

13. may meet with, and participate in activities of, 
social, religious and community groups at his 
discretion, unless medically contraindicated (as 
documented by his physician or nurse 
practitioner/physician assistant in his medical 
record); 

14. may retain and use his personal clothing and 
possessions as space permits, unless to do so would 
infringe upon rights of other residents, unless 
medically contraindicated (as documented by his 
physician or nurse practitioner/physician assistant in
his medical record); 
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M0500 M0500Continued from page 3

15. if married, is assured privacy for visits by 
his/her spouse; if both are inpatients in the facility,
they are permitted to share a room, unless medically 
contraindicated (as documented by the attending 
physician or nurse practitioner/physician assistant in
the medical record); and 

16. is assured of exercising his civil and religious 
liberties including the right to independent personal 
decisions and knowledge of available choice. The 
facility shall encourage and assist in the fullest 
exercise of these rights. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Level II 

Based on resident, resident representative and staff 
interviews, record review, along with facility policy 
review, the facility failed to ensure residents were 
treated with dignity and respect by providing timely 
toileting assistance and honoring the resident's rights
for two (2) of twenty-five (25) sampled residents 
reviewed. Resident #5 and Resident #18. 

Findings Include: 

Review of the facility policy titled “Resident Rights &
Quality of Life Policy,” with an effective date of 
March 13, 2020, revealed, “It is the policy of 'Proper
name of facility' that all patients and residents have
the right to a dignified existence, self-determination,
and communication with access to people and services 
inside and outside the center.” 

Resident #5 

During an interview on 2/23/2026 at 11:41 AM, Resident
#5 revealed that at approximately 11:00 PM, she 
activated her call light requesting assistance to the 
bathroom, at which time Certified Nurse Aide (CNA) #1 
responded and stated, “Didn’t someone come in here 
earlier and take you to the bathroom?” The resident 
stated she informed CNA #1 that she had been asleep and
needed to go at that time, and CNA #1 then assisted 
her. Resident #5 further revealed that at approximately
3:00 AM she again required toileting assistance. 
Although CNA #1 assisted her to the bathroom, she was 
left sitting on the toilet for approximately thirty 
(30) minutes without supervision. The resident stated 
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M0500 M0500Continued from page 4
she waited for CNA #1 to return and, when she did not,
she activated the bathroom call light; upon returning,
CNA #1 stated, “I told you I was coming back. I had to
make my rounds.” Resident #5 stated she informed CNA #1
that she could not sit on the toilet for that length of
time and should not have to remain there for an 
extended period and further reported that she notified
the night nurse of the concern and was told the issue 
would be reported to Registered Nurse (RN) #2 in the 
morning. 

During an interview on 2/25/2026 at 2:10 PM, Registered
Nurse (RN) #2 revealed she was not made aware of any 
complaints or concerns with Resident #5 on Monday 
morning. 

In an interview on 2/25/2026 at 2:15 PM, Licensed 
Practical Nurse (LPN) #1 revealed there have been prior
issues involving CNA #1 that she was not professional 
and not friendly with the residents, which were 
reported to the Director of Nursing (DON). 

On 02/25/2026 at 3:05 PM, during an interview, the DON
stated the CNA #1 can be “kind of gruff in her tone,” 
and further revealed that all residents are to be 
treated with the utmost respect and dignity. 

On 02/26/2026 at 9:05 AM, during a follow-up interview,
the DON revealed CNA #1 has received multiple write-ups
in the past. She stated she has provided verbal 
coaching to CNA #1 related to activities of daily 
living (ADL) care and service standards. The DON 
further revealed that CNA #1 previously received a 
write-up for leaving a resident on the toilet longer 
than appropriate. The DON revealed it is our 
expectation that residents receive timely toileting and
confirmed that not doing so could place residents in 
discomfort and loss of personal dignity. 

Record review of the “Admission Record” revealed 
Resident #5 was admitted to the facility on 2/29/24 
with medical diagnoses that included Chronic 
Obstructive Pulmonary Disease, Type 2 Diabetes 
Mellitus, and Heart Failure. 

Record review of the Minimum Data Set (MDS) with an 
Assessment Reference Date (ARD) of 2/5/26 revealed 
under Section C a Brief Interview for Mental Status 
(BIMS) summary score of 14, indicating Resident #5 was
cognitively intact. 

Resident #18 
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M0500 M0500Continued from page 5
An interview with a family member on 2/24/26 at 2:10 PM
revealed she had entered the facility around 1:05 PM 
that day to visit Resident #18, whose call light was 
sounding because she was wet and needed to be changed.
The family member revealed that the resident was left 
with 3 soiled towels on top of her chest from the lunch
meal which was covered in spaghetti. The family member
revealed that the call light had been going off for 
some time and the day shift CNA #5 entered the room to
remove the soiled towels and stated to Resident #18, 
“You’re just showing out because your sister is here.”

A telephone interview with CNA #5 on 2/26/26 at 10:46 
AM revealed she did not recall making the statement to
Resident #18. She confirmed dirty towels were left on 
the resident's chest area from lunch. CNA #5 did 
confirm that the family was upset and that she just 
left the room to allow time for it to deescalate. 

An interview with the DON on 2/26/26 at 3:30 PM 
confirmed her expectations were that all residents have
the right to be treated with dignity and respect. 

Record review of the “Admission Record” revealed 
Resident #18 was admitted to the facility on 4/22/14 
with medical diagnoses that included Cerebral Palsy. 

Record review of the MDS with an ARD of 1/26/26 
revealed under Section C a BIMS summary score of 13, 
indicating Resident #18 was cognitively intact. Section
H revealed the resident was always incontinent of 
bladder and frequently incontinent of bowel. 
Additionally, Section GG revealed Resident #18 was 
dependent on staff for toileting and personal hygiene.

M0610 M061045.21.2 Activities of daily living 

Activities of daily living. Each resident shall receive
assistance as needed with activities of daily living to
maintain the highest practicable well being. These 
shall include, but not be limited to: 

1. Bath, dressing and grooming; 

2. Transfer and ambulate; 

3. Good nutrition, personal and oral hygiene; and 

4. Toileting. 
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M0610 M0610Continued from page 6
This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Level II 

Based on staff and family interview, record review, and
facility policy review, the facility failed to ensure a
resident who was dependent on staff for incontinent 
care received timely assistance with activities of 
daily living (ADLs) for one (1) of 25 sampled 
residents. Resident #18 

Findings Include: 

Review of the facility policy titled “ADL’s (Activities
of Daily Living)” dated 2025 revealed under, “Policy: 
Ensure ADL’s are provided in accordance with accepted 
standards of practice, the care plan, and reasonable 
accommodation of the resident’s choices and 
preferences.” 

On 2/24/26 at 2:10 PM, an interview with a family 
member revealed she entered the facility around 1:05 PM
to visit Resident #18, whose call light was sounding 
because she was wet and needed to be changed. The 
family member stated that when second shift (2PM-10PM)
came in, Resident #18 was soiled to the extent that the
brief was saturated, appeared brown in color, and the 
bed sheets were wet. She further stated the resident 
had a bowel movement in her brief and waited over one 
hour to be changed. The family member reported this had
been an ongoing issue with day shift not changing the 
resident timely and stated she had complained to 
administration the previous week. 

During an interview with the evening shift (2PM-10PM) 
Certified Nurse Aides (CNA’s) #3 and #4 on 2/24/26 at 
2:18 PM, they revealed that when they came on shift, 
Resident #18’s call light was on. CNA #3 stated they 
both entered the room and changed the resident. CNA #3
and #4 confirmed the resident was soaked in urine, had
a bowel movement, and had wet the bed sheets. Both 
aides confirmed this was an ongoing issue when coming 
behind day shift and stated they did not make rounds 
with day shift to ensure residents were clean and dry.
CNA #4 stated the resident was not a heavy wetter and 
that when rounds were made every two hours, as 
expected, this did not occur. 

On 2/24/26 at 2:32 PM, an interview with Registered 
Nurse (RN) #3 revealed she observed the resident’s call
light on, went to the room, and answered the light. The
family member notified her the resident was wet. RN #3
stated she turned the call light off and went across 
the hall to locate the aide, who was busy, so she 
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M0610 M0610Continued from page 7
returned and notified the resident it would be a 
minute. She explained the call light came on again 
later, so she returned to the room and found the 
resident was still waiting to be changed. She then 
checked again with the assigned aide, who was still 
busy, and returned to notify the resident the aide 
would be there shortly. RN #3 stated the call light 
came on again and she observed the aide walking down 
the hall away from the room. She confirmed the aide 
never addressed Resident #18’s needs and by that time 
second shift had come in. RN #3 confirmed timely 
incontinent checks should be completed every two hours
and as needed and that the resident should not have 
been left soiled which could cause skin breakdown. 

During a telephone interview with Certified Nurse Aide
(CNA) #5 on 2/26/26 at 10:46 AM, she revealed she was 
across the hall giving another resident a bath when 
Resident #18’s call light was going off. She stated she
could not stop what she was doing to address the 
residents’ needs. CNA#5 revealed the last incontinent 
round completed for Resident #18 was around 10:00 AM 
and confirmed rounds should be made every two hours and
as needed. She stated she entered the room before the 
end of her shift; however, tensions were high with the
upset family member, so she left to allow the situation
to de-escalate. She stated the evening shift agreed to
change Resident #18. She acknowledged leaving the 
resident soiled could cause skin breakdown. 

An interview with the Director of Nursing on 2/26/26 at
3:30 PM confirmed that any staff member could provide 
incontinent care to a resident. She further confirmed 
expectations were that rounds should be made every two
hours and as needed. 

Record review of the “Admission Record” revealed 
Resident #18 was admitted to the facility on 4/22/14 
with medical diagnoses that included Cerebral Palsy. 

Record review of the Minimum Data Set (MDS) with an 
Assessment Reference Date (ARD) of 1/26/26 revealed 
under Section C a Brief Interview for Mental Status 
(BIMS) summary score of 13, indicating Resident #18 was
cognitively intact. Section H revealed the resident was
always incontinent of bladder and frequently 
incontinent of bowel. Additionally, Section GG revealed
Resident #18 was dependent on staff for toileting and 
personal hygiene. 

M0640 M064045.21.8 Accidents 

Accidents. The facility shall ensure that the residents
' environment remains as free of accident hazards as 
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M0640 M0640Continued from page 8
possible, and adequate supervision shall be provided to
prevent accidents. If an unexplained accident occurs, 
this injury must be investigated and reported to 
appropriate state agencies. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Level II 

Based on observations, resident and staff interviews, 
record review, and facility policy review, the facility
failed to ensure residents were protected from accident
hazards related to unsafe possession and storage of 
smoking materials for four (4) of nineteen residents 
identified as smokers. (Resident #88, Unsampled 
Residents A, B, and C) 

Findings Include: 

Review of the Facility policy titled “Safe Tobacco Use”
with a revision date of November 3, 2022, revealed 
under, “Purpose: 1. To maximize our ability to provide
a safe environment for all residents/patients who 
smoke, while taking into account non-smoking 
residents.” … 4. …” Staff members will monitor or 
obtain fire igniting materials (matches/lighters) for 
the benefit of smokers at the nurses’ station or other
designated location …” 

On 2/23/2026 at 11:30 AM, an observation revealed a 
gray box of cigarettes lying on the chest of drawers 
near the television in Resident #88’s room. 

On 2/24/2026 at 9:45 AM, an observation and interview 
revealed two (2) boxes of cigarettes and a red lighter
lying on Resident #88’s bedside table, and one (1) 
additional box of cigarettes on the chest of drawers. 
Resident #88 stated, “I can have my cigarettes and 
lighter in my room. I had them in my vest pocket when I
came back from smoking. I usually put them on my 
bookcase, but I just laid them on my table this time.”

On 2/24/2026 at 3:00 PM, during scheduled smoke break 
time, observations and interviews revealed three (3) 
unsampled residents seated in the hallway near the exit
door to the outside smoking area. Unsampled Resident A
had a half-smoked cigarette in his mouth and stated, “I
had to borrow this one.” Unsampled Resident B was 
seated in her wheelchair with a cigarette box visible 
in her cup holder and stated, “We can keep our 
cigarettes and lighters with us.” Unsampled Resident C,
also seated in her wheelchair, stated she always keeps
her cigarettes with her and takes them to her room. 
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M0640 M0640Continued from page 9
On 2/24/2026 at 3:30 PM, the Director of Nursing (DON)
stated the facility expectation is that residents do 
not keep cigarettes or lighters on their person. The 
DON stated smoking materials are to be kept in a locked
box and provided to residents at designated smoke 
times. The DON acknowledged residents sometimes obtain
and keep cigarettes and lighters despite this 
expectation and stated that staff attempts to 
confiscate the items when observed. 

On 2/24/2026 at 3:40 PM, the Administrator stated the 
facility attempts to prevent residents from keeping 
cigarettes and lighters; however, she confirmed she has
observed residents in possession of these items. She 
revealed the facility is attempting to address the 
issue through care planning and family education and 
acknowledged the presence of smoking materials 
constitutes an accident hazard. The Administrator 
further stated staff conduct morning room rounds and 
are expected to notify administration if smoking 
materials are observed. 

Record review of the "Admission Record" revealed the 
facility admitted Resident #88 on 3/10/25 with medical
diagnoses that included Emphysema, Atrial Fibrillation
and Atherosclerotic Heart Disease. 

Record review of the Minimum Data Set (MDS) with an 
Assessment Reference Date (ARD) of 12/3/2025 revealed 
under section C, A Brief Interview for Mental Status 
(BIMS) summary score of 15, which indicates Resident 
#88 is cognitively intact. 

M0710 M071045.24.3 Consultation 

Consultation. Each facility shall obtain the services 
of a licensed pharmacist who will be responsible for: 

1. Establishing a system of records of receipt and 
disposition of all controlled drugs and to determine 
that drug records are in order and that an account of 
all controlled drugs are maintained and reconciled; 

2. Provide drugs regimen review in the facility on each
resident every thirty (30) days by a licensed 
pharmacist; 

3. Report any irregularities to the attending physician
or nurse practitioner/physician assistant and the 
director or nursing; and 

4. Records must reflect that the consultation 
pharmacist monthly report is acted upon. 
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M0710 M0710Continued from page 10

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Level II 

Based on staff interview, record review, monthly 
pharmacy reviews, and facility policy review, the 
facility failed to ensure its pharmacy services and 
drug regimen review process identified and addressed 
irregularities in as needed (PRN) opioid medication 
documentation for 13 of 25 residents on medication cart
B. Resident #9, #12, #22, #27, #38, #43, #44, #47, #61,
#65, #68, #95 and unsampled Resident D. 

Findings Include: 

Review of the facility policy titled “Drug Regimen 
Review” reviewed 4/23, revealed under, “Policy: Drug 
Regimen Review consists of a review and analysis of 
prescribed medication therapy and medication use, 
including nursing documentation, medication ordering, 
and administration. The Consultant Pharmacist reviews 
the medication regimen and medical record of each 
resident at least monthly. Recommendations and 
identified irregularities are reported in writing to 
the Director of Nursing, the Attending Physician, and 
the Medical Director.” 

Record reviews of the January and February 2026 
Medication Administration Record (MARs) revealed 13 
residents had active physician orders for PRN opioid 
pain medications, including Norco (12 residents) and 
Oxycodone (1 resident). 

Review of the January and February 2026 MARs for 13 
residents receiving PRN pain medication revealed 
repeated documentation of administration to multiple 
residents at identical times on numerous dates across 
different rooms throughout both months by Licensed 
Practical Nurse (LPN #3). The highest cluster occurred
on 2/21 and 2/22, where PRN pain medication was 
documented for 12 residents at 7:01 AM. This 
documentation did not reflect real-time documentation 
of medication administration times. 

Record review of the “Proper Name of Pharmacy Services
Monthly Consultant Review” dated October 2025 revealed
a med pass observation – Med Preparation & MAR 
documentation audit was conducted with LPN #3. "The 
nurse did not check meds against MAR prior to 
administering them, did not document them as 
administered directly after giving the meds to the 
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M0710 M0710Continued from page 11
patient." 

Record review of the “Monthly Consultant Pharmacist 
Review” dated December 2025, January 2026 and February
2026 revealed a drug regimen review was conducted for 
all the residents residing in the facility. MARS were 
reviewed for appropriate documentation along with an 
evaluation of PRN medication usage with documentation.

Record review of the "Controlled Substance Inventory 
Record" dated 12/04/25 for Resident #9 revealed a 
narcotic sign out sheet for "Norco 5/325" quantity 60 
pills with sign out times by LPN #3 of "0700, 1230 and
1830" for 58 of the 60 doses given. LPN #3 had signed 
out 58 of the 60 doses as administered by her to 
Resident #9. 

An interview with the Pharmacy Consultant, on 2/25/26 
at 10:55 AM revealed that she came monthly and reviewed
the medication dispensing machine, the medication 
rooms, the medication carts, did medication pass 
observations with the nurses, and conducted medication
cart audits and narcotic log audits. She revealed that
she did the monthly medication regimen reviews for the
residents to ensure that PRN pain medication was 
documented accurately. She revealed that she did audit
the narcotic log and stated that she had noticed one 
nurse (LPN#3) had signed out narcotics frequently and 
had made a note of this in her cover page in October 
2025 and let the Director of Nursing (DON) know. She 
stated that she did a medication pass with LPN #3 in 
October, and during that time, she noted that the nurse
did not compare the medications to the MAR prior to 
administering and she did not sign the medications out
immediately after administering them. She revealed that
they had not identified any narcotic discrepancies or 
concerns with the PRN pain medications during the 
monthly regimen reviews conducted. But she did confirm
that she had reviewed the "Controlled Substance 
Inventory Record" dated 12/04/25 for Resident #9 and 
had noted that LPN #3 had signed for 58 of the 60 doses
and she had brought it up in her exit meeting with the
Administrator and the DON. 

A telephone interview with Licensed Practical Nurse 
(LPN) #3 on 2/27/26 at 9:13 AM revealed she 
administered all PRN pain medication during routine 
medication pass (morning, noon, and evening) and 
selected one set time for all residents (referring to 
repeated documented times of 7:01 AM and 12:31 PM) so 
residents could receive medication again depending on 
physician orders. LPN #3 confirmed the residents’ 
medical records did not accurately reflect actual 
administration time. She stated this was not how she 
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M0710 M0710Continued from page 12
had been trained to administer medication and should be
charting the medications immediately after giving them.

An interview with the DON on 2/27/26 at 3:30 PM 
confirmed that after reviewing all 13 residents’ MARs a
pattern of documentation inconsistencies related to LPN
#3 was identified. She stated the nurse had worked at 
the facility for 11 years and had prior medication 
documentation issues, for which a medication 
administration competency had recently been completed.
The DON revealed the facility had not identified any 
pain medication irregularities with LPN #3 and 
confirmed that the facility failed to identify narcotic
documentation irregularities. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #9 on 10/17/23 with medical
diagnoses that included Hemiplegia and Hemiparesis 
following Cerebral Infarction affecting Right Dominant
Side. 

Record review of the Minimum Data Set (MDS) with an 
Assessment Reference Date (ARD) of 12/30/25 revealed 
under section C, a Brief Interview for Mental Status 
(BIMS) summary score of 15, indicating Resident #9 was
cognitively intact. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #12 on 8/10/21 with medical
diagnoses that included Chronic Respiratory Failure. 

Record review of the MDS with an ARD of 1/22/26 
revealed under section C, a BIMS summary score of 15, 
indicating Resident #12 was cognitively intact. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #22 on 3/17/16 with a 
medical diagnosis that included Unspecified Dementia. 

Record review of the MDS with an ARD date of 12/12/26 
revealed under section C, a BIMS summary score of 2, 
indicating Resident #22 was severely cognitively 
impaired. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #27 on 8/6/25 with medical 
diagnoses that included Peripheral Vascular Disease. 

Record review of the MDS with an ARD of 2/13/26 
revealed under section C, a BIMS summary score of 11, 
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M0710 M0710Continued from page 13
indicating Resident #27 was moderately cognitively 
impaired. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #38 on 2/9/23 with medical 
diagnoses that included Nonalcoholic Steatohepatitis. 

Record review of the MDS with an ARD date of 1/15/26 
revealed under section C, a BIMS summary score of 15, 
indicating Resident #38 was cognitively intact. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #43 on 2/13/26 with medical
diagnoses that included Encounter for other Specified 
Surgical Aftercare. 

Record review of the MDS with an ARD of 2/19/26 
revealed under section C, a BIMS summary score of 15, 
indicating Resident # 43 was cognitively intact. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #44 on 2/12/26 with medical
diagnoses that included Pain and Type 2 Diabetes 
Mellitus without Complications. 

Record review of the MDS with an ARD of 2/18/26 
revealed under section C, a BIMS summary score of 10, 
indicating Resident #44 was moderately cognitively 
impaired. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #47 on 10/21/21 with medical
diagnoses that included Chronic Diastolic (Congestive)
Heart Failure. 

Record review of the MDS with an ARD of 2/6/26 revealed
under section C, a BIMS summary score of 11, indicating
Resident # 47 was moderately cognitively impaired. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #61 on 4/14/23 with medical
diagnoses that included Adjustment Disorder with Mixed
Anxiety and Depressed Mood. 

Record review of the MDS with an ARD of 1/14/26 
revealed under section C, a BIMS summary score of 14, 
indicating Resident #61 was cognitively intact. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #65 on 1/22/26 with medical
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M0710 M0710Continued from page 14
diagnoses that included Hemiplegia and Hemiparesis 
following Cerebral Infarction affecting Left 
Non-Dominant Side. 

Record review of the MDS with an ARD of 1/27/26 
revealed under section C, a BIMS summary score of 6, 
indicating Resident #65 was moderately cognitively 
impaired. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #68 on 2/13/26 with medical
diagnoses that included Cerebral Infarction. 

Record review of the MDS with an ARD of 2/19/26 
revealed under section C, a BIMS summary score of 8, 
indicating Resident #68 was severely cognitively 
impaired. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #95 on 12/12/24 with medical
diagnoses that included Displaced Fracture of Base of 
Neck of Right Femur. 

Record review of the MDS with an ARD of 2/8/26 revealed
under section C, a BIMS summary score of 9, indicating
Resident # 95 was moderately cognitively impaired. 

Record review of the “Admission Record” revealed the 
facility admitted unsampled Resident D on 2/20/26 with
medical diagnoses that included Pressure Ulcer of 
Sacral Region. 

The resident transferred to the hospital and was 
discharged on 2/22/26, therefore, a BIMS summary score
was not conducted. 

M1570 M157048.58.1 Infection Control 

The following infection control standards shall be met:

1. The facility must maintain and document an effective
infection control program that protects patients, 
families, visitors, and facility personnel by 
preventing and controlling infections and communicable
diseases. 

2. The facility must have an active surveillance 
program that includes specific measures for prevention,
early detection, control, education, and investigation
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M1570 M1570Continued from page 15
of infections and communicable diseases in the 
facility. There must be a mechanism to evaluate the 
effectiveness of the program(s) and take corrective 
action when necessary. The program must include 
implementation of nationally recognized systems of 
infection control guidelines to avoid sources and 
transmission of infections and communicable diseases. 

3. The facility must follow accepted standards of 
practice to prevent the transmission of infections and
communicable diseases, including the use of standard 
precautions. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Level II 

Based on observations, staff interviews, record review,
and facility policy reviews, the facility failed to 
implement infection prevention and control practices to
prevent the transmission of infections. Specifically, 
the facility failed to ensure oxygen delivery devices 
were stored in a sanitary manner when not in use for 
one (1) of four (4) days of survey and failed to ensure
staff used Enhanced Barrier Precautions (EBP) during 
wound care during 1 of 4 resident care opportunities. 
(Residents #3 and #12) 

Findings include: 

Resident #3 

Review of manufacture’s guidelines titled “(Proper 
Name) product guidelines for resp (respiratory) O2 
(oxygen) tubing” with no date, revealed, 
“…Environmental Storage and Protection, For tubing not
currently in use, containment should protect the 
material from degradation:…it should be contained in a
clean, sealed plastic bag or container to protect it 
from dust, pet dander, and other contaminants…” 

During observations on 2/23/2026 at 10:45 AM and again
at 3:41 PM, Resident #3's oxygen tubing was lying on 
the floor at both observation times. 

During an interview on 2/23/2026 at 3:42 PM, Registered
Nurse (RN) #1 confirmed the tubing should not be on the
floor and stated it should be stored in the bag 
attached to the concentrator. She identified the tubing
lying on the floor as an infection control concern. 

During an interview on 2/24/2026 at 1:45 PM, with the 
Director of Nursing (DON) confirmed each oxygen 
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M1570 M1570Continued from page 16
concentrator has a bag attached and that oxygen tubing
should be stored in the bag when not in use. She 
further stated oxygen tubing lying on the floor was an
infection control concern and placed Resident #3 at 
increased risk for infection. 

Record review of the Admission Record revealed Resident
#3 was admitted to the facility on 9/20/24 with medical
diagnoses that included Displaced Intertrochanteric 
Fracture of Left Femur, Subsequent Encounter for Closed
Fracture with Routine Healing. 

Record review of the quarterly Minimum Data Set (MDS) 
with an Assessment Reference Date (ARD) of 1/14/2026 
revealed under Section C a Brief Interview for Mental 
Status (BIMS) score of 9, indicating the resident had 
moderate cognitive impairment. 

Resident #12 

Review of the facility’s “Infection Control Guide,” 
dated 2025, revealed under “Enhanced Barrier 
Precautions (EBP),” “The use of gown and gloves for 
high-contact resident care activities is indicated, 
when Contact Precautions do not otherwise apply, for 
nursing home residents with wounds and/or indwelling 
medical devices.” 

An observation and interview with Resident #12 on 
2/23/26 at 10:44 AM revealed a sign outside the 
resident’s doorway that indicated EBP. The resident 
stated he had orthopedic hardware exposed through the 
skin of his right ankle from an old injury that 
occurred 22 years ago. He revealed he had been on 
antibiotics off and on and had been hospitalized for 
sepsis, with the doctor recommending hardware removal.

Record review of Resident #12’s “Treatment 
Administration Record” revealed an order dated 2/8/26:
“Other erosion to right medial ankle - Clean wound with
wound cleanser, pat dry with gauze, apply zinc oxide 
ointment 20% (percent) to peri wound, apply Mupirocin 
(antibiotic) ointment 2% (percent) to wound bed and 
cover with a folded 4 x (by) 4 gauze, ABD (abdominal) 
pad, wrap with kerlix and secure with tape every day 
shift for exposed surgical hardware.” 

An observation of wound care with the Assistant 
Director of Nursing Services (ADNS) on 2/24/26 at 4:02
PM revealed she did not apply a gown for Enhanced 
Barrier Precautions (EBP) while providing wound care. 

An interview with the ADNS on 2/24/26 at 4:16 PM 
confirmed the resident was on EBP due to an open wound
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M1570 M1570Continued from page 17
and acknowledged she did not wear a gown. She further 
revealed the purpose of the precautions was to protect
the resident from getting an infection. 

Record review of the “Admission Record” revealed the 
facility admitted Resident #12 on 8/10/21 with medical
diagnoses including Type 2 Diabetes Mellitus with 
Hyperglycemia, Presence of Right Artificial Ankle 
Joint, and Local Infection of the Skin and Subcutaneous
Tissue. 

Record review of the Minimum Data Set (MDS) with an 
Assessment Reference Date (ARD) of 1/22/26 revealed 
under Section C, a Brief Interview for Mental Status 
(BIMS) summary score of 15, which indicated Resident 
#12 was cognitively intact. 
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