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F0000 INITIAL COMMENTS 

The State Agency (SA) conducted Complaint 
Investigations (CIs) at the facility from 4/21/26 
through 4/22/26. CI MS # 2978133, CI MS# 2968120 
and CI MS# 2969903 were investigated regarding 
resident abuse. CI MS# 2974749 was investigated 
regarding pain management. CI MS# 2976551 was 
investigated regarding quality of care. There were no
citations related to these CIs. During the survey, the
SA determined the facility was not in compliance 
with the requirements of participation in Medicare 
and Medicaid. CI MS# 2991541 was investigated 
regarding quality of care and resident rights and 
F677 was cited. CI MS# 2988331 was investigated 
related to residents' rights for means of private 
communication and M576 was cited. 

The facility held a license for 105 beds and had a 
census of 88 residents. 

F0000

F0576
SS = D

Right to Forms of Communication w/ Privacy 

CFR(s): 483.10(g)(6)-(9) 

§483.10(g)(6) The resident has the right to have 
reasonable access to the use of a telephone, 
including TTY and TDD services, and a place in the
facility where calls can be made without being 
overheard. This includes the right to retain and use
a cellular phone at the resident's own expense. 

§483.10(g)(7) The facility must protect and facilitate 
that resident's right to communicate with individuals
and entities within and external to the facility, 
including reasonable access to: 

(i) A telephone, including TTY and TDD services; 

(ii) The internet, to the extent available to the 
facility; and 

(iii) Stationery, postage, writing implements and the 
ability to send mail. 

§483.10(g)(8) The resident has the right to send and

F0576
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receive mail, and to receive letters, packages and 
other materials delivered to the facility for the 
resident through a means other than a postal 
service, including the right to: 

(i) Privacy of such communications consistent with 
this section; and 

(ii) Access to stationery, postage, and writing 
implements at the resident's own expense. 

§483.10(g)(9) The resident has the right to have 
reasonable access to and privacy in their use of 
electronic communications such as email and video
communications and for internet research. 

(i) If the access is available to the facility 

(ii) At the resident's expense, if any additional 
expense is incurred by the facility to provide such 
access to the resident. 

(iii) Such use must comply with State and Federal 
law. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, interview, record review and 
facility policy review, the facility failed to ensure the
residents’ rights to access the use of a telephone 
privately for one (1) of six (6) sampled residents. 
Resident #1 

Findings Include: 

Record review of the facility policy “Resident 
Rights” revised December 2016 revealed “… 1. 
Federal and state laws guarantee certain basic rights
to all residents of this facility. These rights include 
the resident’s right to…cc. access to a telephone, 
mail and email; dd. communicate in person and by 
mail, email and telephone with privacy…” 

Record review of the Admission Record for Resident
#1 revealed the facility admitted the resident on 
12/18/24 and the resident had diagnoses of Sjogren
syndrome, rheumatoid arthritis, chronic kidney 
disease, and morbid obesity. 

On 4/21/26 at 11:00 AM, during an interview 
Resident #1 reported that she had dropped and 
broken her personal cellular telephone, which she 
had used for private communication. She reported 
that the facility did not have any telephone that was
convenient for her to use for private communication.

F0576
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She reported that there were plans for having her 
cellular telephone repaired, but it had not been 
returned to her yet. She stated that no staff had 
offered her the use of a staff office or any other 
mechanism for private communication and she was
upset because she was accustomed to having a 
telephone to keep in touch with her significant other
who had cancer and was unable to visit her at the 
facility. 

On 4/21/26 at 11:50 AM, during an observation it 
was revealed there was no cordless telephone for 
use by residents on the 100 Hall of the facility. 

On 4/21/26 at 12:00 PM, during an interview the 
Director of Nurses (DON) confirmed that the facility 
did not have a method to provide residents with the
ability to have private communication without first 
making arrangements or an appointment to use a 
staff office. She explained that the facility did have 
cordless telephones but that the range did not reach
South Hall. 

On 4/21/26 at 12:20 PM, during an interview the 
Social Services Director (SSD) revealed there were 
no cordless telephones available at the South Hall 
nurses’ station which could be taken to residents’ 
rooms for private use by residents. She confirmed 
that Resident #1 broke her cellular telephone last 
week and she asked the SSD to take the phone to a
nearby business that repairs cellular telephones. She
stated her sister sent money to pay for the repair 
and Resident #1 was awaiting the return of the 
repaired telephone. She stated that she was aware 
that the resident was close to her significant other 
who could not visit the facility due to illness. 

On 4/21/26 at 3:45 PM, during an interview the 
Administrator confirmed that the facility did not have
a method to provide residents on South Hall with the
ability to have private communication without first 
making arrangements or an appointment to use a 
staff office, and confirmed that it was a guaranteed 
resident right to have access to a private 
communication method. 

F0576
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ADL Care Provided for Dependent Residents 

CFR(s): 483.24(a)(2) 

§483.24(a)(2) A resident who is unable to carry out 
activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene; 

This REQUIREMENT is NOT MET as evidenced by:

F0677
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Based on observation, interview, record review, and
facility policy review, the facility failed to provide 
assistance with activities of daily living (ADLs) to 
maintain personal hygiene for one (1) of six (6) 
sampled residents. Resident #2. 

Findings Included: 

Record review of the facility policy “Activities of 
Daily Living (ADLs), Supporting” revised March 2018
revealed “…Residents who are unable to carry out 
activities of daily living independently will receive 
the services necessary to maintain good nutrition, 
grooming and personal and oral hygiene...” 

Record review of the "Admission Record" for 
Resident #2 revealed the facility admitted the 
resident on 12/09/25 with diagnoses that included 
heart failure, chronic kidney disease and 
hypertension. 

Record review of the Quarterly Minimum Data Set 
(MDS) with an Assessment Reference Date (ARD) of
3/11/26 revealed a Brief Interview for Mental Status
(BIMS) score of 12 which indicated moderate 
cognitive impairment, was always incontinent of 
bowel and bladder and the resident required 
substantial/maximal assistance for personal hygiene
and was dependent for toilet hygiene. 

On 4/22/26 at 1:42 PM, during a telephone interview
with the complainant, she revealed she had 
concerns related to a complaint reported to her by 
Resident #2 that he had difficulty getting staff to 
provide assistance with activities of daily living. 

On 4/22/26 at 3:30 PM, during an observation and 
an interview with Resident #2, accompanied by 
Licensed Practical Nurse (LPN) #2, revealed Resident
#2 reported that he had difficulty getting assistance
with ADLs. Observation revealed the resident had 
ten long, dirty fingernails that protruded 3.0 to 3.5 
millimeters past the end of his fingers with black 
substance beneath all fingernails. Resident #2 stated,
“They need cleaning and cutting/ They are too 
long”. 

On 4/22/26 at 3:35 PM, during an interview with 
LPN #2 revealed she characterized the resident’s 
fingernails as “too long and dirty” and said that his
fingernails “need to be cleaned and trimmed”. She 
confirmed that nursing staff were responsible for 
checking each resident’s fingernails daily during 
care and weekly during body audits and were also 
responsible for provision of fingernail care as part of
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ADLs. She confirmed that long, dirty, unkempt 
fingernails had the potential of causing damage or 
scratches to the resident’s skin. 

On 4/22/26 at 4:00 PM, during an interview the 
Director of Nurses (DON) revealed she was not 
aware that Resident #2 had any complaints regarding
lack of care. She confirmed that she expected the 
ADLs for all residents' dependent on staff for 
personal hygiene to be maintained and provided as
needed. She stated that only licensed nurses could 
trim fingernails for some residents, but any nursing
staff could clean under resident fingernails. 

On 4/22/26 at 4:15 PM, during an interview the 
Administrator confirmed that personal hygiene and 
grooming were part of resident ADLs, and that she 
expected all ADLs for all residents who were 
dependent on staff to be provided by the staff.
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