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F0000 F0000INITIAL COMMENTS 

The following citations represent the findings of a 
health resurvey and complaint investigations 2587301 
and 2573179. 

The 2567 was sent electronically on 09/03/25. 

 

F0558 F0558

SS = D

Reasonable Accommodations Needs/Preferences 

CFR(s): 483.10(e)(3) 

§483.10(e)(3) The right to reside and receive services
in the facility with reasonable accommodation of 
resident needs and preferences except when to do so 
would endanger the health or safety of the resident or
other residents. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 57 residents. The 
sample included 15 residents, with two reviewed for 
reasonable accommodation of needs related to assistive
devices. Based on observation, record review, and 
interviews, the facility failed to ensure Resident 
(R)2’s wheelchair foot pedals were utilized while being
pushed. The facility additionally failed to ensure R43
had a way to communicate her needs due to her call 
lights being left out of reach. This deficient practice
placed the residents at risk for preventable accidents
and injuries. 

Findings included: 

- The "Medical Diagnosis" section within R2’s 
Electronic Medical Records (EMR) noted diagnoses of 
cognitive communication deficit (an impairment in 
organization, sequencing, attention, memory, planning,
problem-solving, and safety awareness), dementia (a 
progressive mental disorder characterized by failing 
memory and confusion), muscle weakness, and a history 
of falls. 

R2’s “Quarterly Minimum Data Set (MDS)” completed 
06/27/25 revealed a Brief Interview for Mental Status 
Score of 14, indicating severe cognitive impairment. 
The MDS noted she had no upper or lower extremity 

 

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
impairments. The MDS noted she used a wheelchair for 
mobility. The MDS noted she required supervision or 
touch assistance for bed mobility, transfers, dressing,
bathing, toileting, personal hygiene, and putting on 
footwear. The MDS noted she had a history of falls. 

R2’s “Falls Care Area Assessment (CAA)” completed 
06/13/25 indicated she had a history of falls related 
to generalized weakness and her medical diagnoses. The
CAA noted she used a wheelchair. The CAA indicated that
a care plan was implemented to minimize her risk of 
falls. 

R2’s “Care Plan” initiated on 11/28/20 indicated she 
required assistance with her activities of daily living
(ADLs). The plan noted she had a history of falls 
related to her medical diagnoses. The plan indicated 
signage was placed in her room to “call for help”. The
plan instructed staff to ensure she wore non-skid 
footwear before transferring. The plan indicated that 
her room was to have non-skid traction tape placed on 
her bedroom and bathroom floors to prevent falls. The 
plan noted she used a wheelchair for mobility. 

On 08/20/25 at 11:17 AM, a Certified Nurse’s Aide (CNA)
stated staff were expected to use the foot pedals when
pushing residents in their wheelchairs. 

On 08/20/25 at 11:24 AM, Administrative Nurse D stated
staff should not be pushing residents in their 
wheelchairs without using foot pedals to prevent their
feet from dragging or being a fall risk. 

The facility’s “Fall Management System,” revised 
03/2025, indicated the facility promoted an environment
that remains free from accident hazards. The policy 
indicated the facility appropriately assessed and 
implemented interventions to prevent falls and minimize
complications if falls occurred. 

- R43's Electronic Medical Record (EMR) from the 
"Diagnosis" tab documented diagnoses of hypothyroidism
(a condition characterized by decreased activity of the
thyroid gland), anxiety (mental or emotional reaction 
characterized by apprehension, uncertainty, and 
irrational fear), major depressive disorder (major mood
disorder that causes persistent feelings of sadness), 
muscle weakness, and Parkinson’s disease (a slowly 
progressive neurologic disorder characterized by 
resting tremors, rolling of the fingers, masklike 
faces, shuffling gait, muscle rigidity, and weakness, 
fracture with routine healing, and hypoxia (inadequate
supply of oxygen). 
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Continued from page 2
The "Quarterly Minimum Data Set" (MDS) dated 06/19/25 
documented a Brief Interview of Mental Status (BIMS) 
score of zero, which indicated severely impaired 
cognition. The MDS documented R43 was rarely or never 
understood. The MDS documented R43 was dependent on 
staff for all ADLs. 

R43 's " Tube Feeding Care Area Assessment" (CAA) dated
09/18/24 documented that R43 was nothing by mouth (NPO)
and received tube feeding continuously. The CAA 
documented R43 receives hydration through tube feeding
(administration of nutritionally balanced liquefied 
foods or nutrients through a tube), and nursing 
administers the feeding and hydration per the 
physician's orders. 

R43's “Care Plan” dated 05/13/24 indicated R43 required
staff assistance for her activities of daily living and
was at risk for falls related to her medical diagnoses.
The plan instructed staff to ensure her call light 
remained within reach and staff provided assistance as
needed. 

On 08/18/25 at 08:34 AM, R43 lay in her bed on her back
with her eyes shut. R43 had a thick yellow substance on
her lips and in her mouth. 

On 08/19/25 at 02:12 PM, R43's call light lay between 
R43's bed and her roommate’s bed on the floor. R43's 
call light was not within her reach. 

On 08/20/25 at 11:17 AM, the Certified Nurse Aide (CNA)
M stated that call lights were to be placed within the
resident’s reach at all times. 

On 08/20/25 at 11:24 AM, Administrative Nurse D stated
staff were expected to check the call light placement 
during each encounter to ensure the residents could 
communicate their needs. 

The facility’s “Fall Management System,” revised 
03/2025, indicated the facility promoted an environment
that remains free from accident hazards. The policy 
indicated the facility appropriately assessed and 
implemented interventions to prevent falls and minimize
complications if falls occurred. 

F0583 F0583
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Personal Privacy/Confidentiality of Records 

CFR(s): 483.10(h)(1)-(3)(i)(ii) 

§483.10(h) Privacy and Confidentiality. 

The resident has a right to personal privacy and 
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Continued from page 3
confidentiality of his or her personal and medical 
records. 

§483.10(h)(l) Personal privacy includes accommodations,
medical treatment, written and telephone 
communications, personal care, visits, and meetings of
family and resident groups, but this does not require 
the facility to provide a private room for each 
resident. 

§483.10(h)(2) The facility must respect the residents 
right to personal privacy, including the right to 
privacy in his or her oral (that is, spoken), written,
and electronic communications, including the right to 
send and promptly receive unopened mail and other 
letters, packages and other materials delivered to the
facility for the resident, including those delivered 
through a means other than a postal service. 

§483.10(h)(3) The resident has a right to secure and 
confidential personal and medical records. 

(i) The resident has the right to refuse the release of
personal and medical records except as provided at 
§483.70(h)(2) or other applicable federal or state 
laws. 

(ii) The facility must allow representatives of the 
Office of the State Long-Term Care Ombudsman to examine
a resident's medical, social, and administrative 
records in accordance with State law. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 57 residents. The 
sample included 15 residents, with one reviewed for 
privacy. Based on observation, record review, and 
interviews, the facility failed to secure protected 
health information (PHI) for Resident (R) 31. This 
deficient practice placed R31 at risk for decreased 
psychosocial well-being due to a lack of privacy. 

Findings Included: 

- On 08/18/25 at 07:39 AM, a walkthrough of the 100 
Hall revealed an unattended nursing cart across the 
hallway from the nurse’s station. An inspection of the
cart revealed R2’s PHI displayed on the cart. 

At 08/18/25 at 07:40 AM, Licensed Nurse (LN) H exited a
room in the 100 Hall and locked the computer screen. 
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Continued from page 4

On 08/20/25 at 11:01 AM, LN G stated the computer was 
to be locked when not attended by staff to protect 
health information. 

On 08/20/25 at 11:40 AM, Administrative Nurse D stated
staff were expected to lock the computer screens when 
they were not in use to protect the residents' PHI. 

A review of the facility’s “Resident Rights” revised 
09/2024 indicated the facility will ensure each 
resident’s privacy and ensure all residents were 
educated and informed of their rights. 

F0628 F0628

SS = D

Discharge Process 

CFR(s): 483.15(c)(2)(iii)(3)-(6)(8)(d)(1)(2); 
483.21(c)(2) 

§483.15(c)(2) Documentation. 

When the facility transfers or discharges a resident 
under any of the circumstances specified in paragraphs
(c)(1)(i)(A) through (F) of this section, the facility
must ensure that the transfer or discharge is 
documented in the resident's medical record and 
appropriate information is communicated to the 
receiving health care institution or provider. 

(iii) Information provided to the receiving provider 
must include a minimum of the following: 

(A) Contact information of the practitioner responsible
for the care of the resident. 

(B) Resident representative information including 
contact information 

(C) Advance Directive information 

(D) All special instructions or precautions for ongoing
care, as appropriate. 

(E) Comprehensive care plan goals; 

(F) All other necessary information, including a copy 
of the resident's discharge summary, consistent with 
§483.21(c)(2) as applicable, and any other 
documentation, as applicable, to ensure a safe and 
effective transition of care. 

§483.15(c)(3) Notice before transfer. 
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Continued from page 5
Before a facility transfers or discharges a resident, 
the facility must- 

(i) Notify the resident and the resident's 
representative(s) of the transfer or discharge and the
reasons for the move in writing and in a language and 
manner they understand. The facility must send a copy 
of the notice to a representative of the Office of the
State Long-Term Care Ombudsman. 

(ii) Record the reasons for the transfer or discharge 
in the resident's medical record in accordance with 
paragraph (c)(2) of this section; and 

(iii) Include in the notice the items described in 
paragraph (c)(5) of this section. 

§483.15(c)(4) Timing of the notice. 

(i) Except as specified in paragraphs (c)(4)(ii) and 
(c)(8) of this section, the notice of transfer or 
discharge required under this section must be made by 
the facility at least 30 days before the resident is 
transferred or discharged. 

(ii) Notice must be made as soon as practicable before
transfer or discharge when- 

(A) The safety of individuals in the facility would be
endangered under paragraph (c)(1)(i)(C) of this 
section; 

(B) The health of individuals in the facility would be
endangered, under paragraph (c)(1)(i)(D) of this 
section; 

(C) The resident's health improves sufficiently to 
allow a more immediate transfer or discharge, under 
paragraph (c)(1)(i)(B) of this section; 

(D) An immediate transfer or discharge is required by 
the resident's urgent medical needs, under paragraph 
(c)(1)(i)(A) of this section; or 

(E) A resident has not resided in the facility for 30 
days. 

§483.15(c)(5) Contents of the notice. The written 
notice specified in paragraph (c)(3) of this section 
must include the following: 
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Continued from page 6
(i) The reason for transfer or discharge; 

(ii) The effective date of transfer or discharge; 

(iii) The location to which the resident is transferred
or discharged; 

(iv) A statement of the resident's appeal rights, 
including the name, address (mailing and email), and 
telephone number of the entity which receives such 
requests; and information on how to obtain an appeal 
form and assistance in completing the form and 
submitting the appeal hearing request; 

(v) The name, address (mailing and email) and telephone
number of the Office of the State Long-Term Care 
Ombudsman; 

(vi) For nursing facility residents with intellectual 
and developmental disabilities or related disabilities,
the mailing and email address and telephone number of 
the agency responsible for the protection and advocacy
of individuals with developmental disabilities 
established under Part C of the Developmental 
Disabilities Assistance and Bill of Rights Act of 2000
(Pub. L. 106-402, codified at 42 U.S.C. 15001 et seq.);
and 

(vii) For nursing facility residents with a mental 
disorder or related disabilities, the mailing and email
address and telephone number of the agency responsible
for the protection and advocacy of individuals with a 
mental disorder established under the Protection and 
Advocacy for Mentally Ill Individuals Act. 

§483.15(c)(6) Changes to the notice. 

If the information in the notice changes prior to 
effecting the transfer or discharge, the facility must
update the recipients of the notice as soon as 
practicable once the updated information becomes 
available. 

§483.15(c)(8) Notice in advance of facility closure 

In the case of facility closure, the individual who is
the administrator of the facility must provide written
notification prior to the impending closure to the 
State Survey Agency, the Office of the State Long-Term
Care Ombudsman, residents of the facility, and the 
resident representatives, as well as the plan for the 
transfer and adequate relocation of the residents, as 
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Continued from page 7
required at § 483.70(l). 

§483.15(d) Notice of bed-hold policy and return- 

§483.15(d)(1) Notice before transfer. Before a nursing
facility transfers a resident to a hospital or the 
resident goes on therapeutic leave, the nursing 
facility must provide written information to the 
resident or resident representative that specifies- 

(i) The duration of the state bed-hold policy, if any,
during which the resident is permitted to return and 
resume residence in the nursing facility; 

(ii) The reserve bed payment policy in the state plan,
under § 447.40 of this chapter, if any; 

(iii) The nursing facility's policies regarding 
bed-hold periods, which must be consistent with 
paragraph (e)(1 ) of this section, permitting a 
resident to return; and 

(iv) The information specified in paragraph (e)(1) of 
this section. 

§483.15(d)(2) Bed-hold notice upon transfer. At the 
time of transfer of a resident for hospitalization or 
therapeutic leave, a nursing facility must provide to 
the resident and the resident representative written 
notice which specifies the duration of the bed-hold 
policy described in paragraph (d)(1) of this section. 

§483.21(c)(2) Discharge Summary 

When the facility anticipates discharge, a resident 
must have a discharge summary that includes, but is not
limited to, the following: 

(i) A recapitulation of the resident's stay that 
includes, but is not limited to, diagnoses, course of 
illness/treatment or therapy, and pertinent lab, 
radiology, and consultation results. 

(ii) A final summary of the resident's status to 
include items in paragraph (b)(1) of §483.20, at the 
time of the discharge that is available for release to
authorized persons and agencies, with the consent of 
the resident or resident's representative. 

(iii) Reconciliation of all pre-discharge medications 
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Continued from page 8
with the resident's post-discharge medications (both 
prescribed and over-the-counter). 

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 57 residents. The 
sample included 15 residents, with two residents 
reviewed for the discharge process. Based on 
observation, record review, and interviews, the 
facility failed to provide a final summary of the 
resident's status at discharge for Resident (R) 64 and
R1. This deficient practice placed R64 and R1 at risk 
of delayed care or uncommunicated care needs. 

Findings Included: 

- R64's “Electronic Medical Records” (EMR) documented 
diagnoses of malnutrition (consuming to few calories),
cerebral palsy (a progressive disorder of movement, 
muscle tone, or posture caused by injury or abnormal 
development in the immature brain, most often before 
birth), cancer of the rectum, muscle weakness, 
unsteadiness on feet, depression (a mood disorder that
causes a persistent feeling of sadness and loss of 
interest), dysphagia (swallowing difficulty), and 
anemia (an inadequate number of healthy red blood cells
to carry adequate oxygen to body tissues). 

R64's "Modification of Admissions Minimum Data Set 
(MDS)" completed 05/13/25 noted a Brief Interview for 
Mental Status (BIMS) score of 15, indicating intact 
cognition. The MDS documented that he had an impairment
of her lower extremity. The MDS documented R64 needed 
supervising or touching assistance with eating and oral
hygiene, and partial/moderate assistance with toileting
and bathing. 

R64’s “Functional Abilities (Self-Care Mobility) Care 
Area Assessment (CAA)," dated 05/13/25, documented 
generalized muscle weakness and was on skilled 
services, nursing assisted with activities of daily 
living (ADLs) function as needed, and staff to place 
R64’s call light within his reach. 

R64’s EMR recorded a “Discharge Assessment-Return Not 
Anticipated MDS” documenting R64's discharge dated 
06/24/25. 

R64’s “Care Plan,” revised 07/07/25, documented the 
discharge plan was to go home after therapy services. 
The plan of care for R64 documented the facility would
develop and follow a full discharge plan with a 
comprehensive plan. 
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Continued from page 9
R64’s EMR under “Progress Notes” revealed a “Nursing 
Note” dated 06/24/25 that documented R64’s caregiver 
was at the facility to pick up R64 and take him home. 
R64 refused his medications; he stated he wasn't going
to take them, and the caregiver agreed. R64’s 
belongings were packed and given to him. R64 left in a
personal car. Paperwork was sent with R64. 

R64’s “Discharge Charge Summary” was undated and lacked
documentation showing recompilation of his stay in the
facility. 

On 08/20/25 at 11:01 PM, Licensed Nurse (LN) G stated 
it was the responsibility of the nurse who was on duty
when a resident was discharged from the facility. He 
stated the nurse would document in the resident's 
nursing notes what the facility had done for the 
resident, where the resident was going, what he took 
with him, the medications he had, what the facility did
with the medications, and what follow-up appointments 
the resident had scheduled. 

On 08/20/25 at 11:24 PM, Administrative Nurse D stated
it was the nurse on duty’s responsibility to document a
recompilation of the resident's stay in the facility, 
which included where his medication was sent, where the
resident was going, and what the facility had done for
the resident. 

The facility’s “Discharge Summary” dated 09/05/25 
documented that the social services and nursing staff 
participate in developing a discharge summary when a 
resident is discharged to a private residence, another
nursing facility, or another type of residential 
facility. The discharge summary provides a 
recapitulation of the resident’s stay and the 
resident’s status at the time of discharge to ensure 
continuity of care. Facilities will complete the 
discharge summary located in PointClick Care unless 
state policy requires the use of a state-mandated 
discharge summary form. 

- R1's Electronic Medical Record (EMR) from the 
"Diagnosis" tab documented diagnoses of respiratory 
failure with hypoxia (inadequate supply of oxygen), 
dyspnea (difficulty breathing), insomnia (inability to
sleep), anxiety (mental or emotional reaction 
characterized by apprehension, uncertainty, and 
irrational fear), and chronic obstructive pulmonary 
disease (COPD- a progressive and irreversible condition
characterized by diminished lung capacity and 
difficulty or discomfort in breathing). 

The “Admission Minimum Data Set (MDS)” dated 03/13/25 
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Continued from page 10
documented a Brief Interview of Mental Status (BIMS) 
score of 15, which indicated intact cognition. The MDS
documented R1 was independent with activities of daily
living (ADL). 

The "Quarterly MDS" dated 07/21/25 documented a BIMS 
score of 14, which indicated intact cognition. The MDS
documented that R1 was independent with his ADLs. 

R1’s "Cognitive Loss/Dementia Care Area Assessment 
(CAA)” dated 03/19/25 documented R1 had verbal 
behaviors directed toward other residents. 

R1's “Care Plan,” dated 07/16/25, documented nursing 
staff would discuss the history of hospitalization with
him and family. The plan of care documented the staff 
would educate him and his family on his current health
condition and self -manager. 

R1‘s EMR under the “Progress Notes” tab revealed the 
following “Health Status Note” on 05/30/25 at 06:36 PM:
R1 was transferred to the hospital. 

On 08/19/25 at 11:41 AM, R1 sat outside the facility in
his wheelchair during an activity. R1 visited with 
staff and other residents. 

On 08/20/25 at 11:02 AM, Licensed Nurse (LN) G stated 
he would have the resident sign the facility’s bed hold
policy prior to the transfer to the hospital and give 
the resident a copy of the policy. LN G stated he 
called the resident’s family or their legal 
representative to notify them of the transfer. LN G 
stated he did not notify the family or representativity
in writing. 

On 08/20/25 at 11:25 AM, Administrative Nurse D stated
the written notification to the resident’s legal 
representative was provided by the social service 
department. Administrative Nurse D stated the bed hold
policy was sent with the resident at the time of 
transfer. 

The facility’s “Bed-Hold Policy,” last revised 
08/05/25, documented the bed-hold policy would be given
upon admission, upon transfer of a resident to the 
hospital (if in an emergency within 24 hours), or the 
resident goes on therapeutic leave of absence. The 
facility would provide written information to the 
resident or resident representative, the nursing 
facility's policy on bed-hold periods, and the 
resident's return to the facility to ensure that 
residents are made aware of a facility’s bed-hold and 
reserve bed payment policy before and upon transfer to
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a 

hospital or when taking a therapeutic leave of absence
from the facility. 

F0677 F0677

SS = D

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: 

The facility identified a census of 57 residents. The 
sample included 15 residents, with two residents 
reviewed for activities of daily living (ADL) care. 
Based on observation, record review, and interviews, 
the facility failed to ensure that cleaning of her 
mouth was provided for Resident (R) 43, who required 
assistance from staff to complete the care. This 
deficient practice placed R43 at risk for 
complications, including discomfort related to poor 
personal hygiene. 

Findings included: 

- R43's Electronic Medical Record (EMR) from the 
"Diagnosis" tab documented diagnoses of hypothyroidism
(a condition characterized by decreased activity of the
thyroid gland), anxiety (mental or emotional reaction 
characterized by apprehension, uncertainty, and 
irrational fear), major depressive disorder (major mood
disorder that causes persistent feelings of sadness), 
muscle weakness, Parkinson’s disease (a slowly 
progressive neurologic disorder characterized by 
resting tremors, rolling of the fingers, masklike 
faces, shuffling gait, muscle rigidity, and weakness, 
fracture with routine healing), and hypoxia (inadequate
supply of oxygen). 

The "Quarterly Minimum Data Set" (MDS) dated 06/19/25 
documented a Brief Interview of Mental Status (BIMS) 
score of zero, which indicated severely impaired 
cognition. The MDS documented R43 was rarely or never 
understood. The MDS documented R43 was dependent on 
staff for all ADLs. 

R43's " Tube Feeding Care Area Assessment" (CAA) dated
09/18/24 documented R43 was nothing by mouth (NPO) and
received tube feeding continuously. The CAA documented
R43 receives hydration through tube feeding 
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Continued from page 12
(administration of nutritionally balanced liquefied 
foods or nutrients through a tube), and nursing 
administers the feeding and hydration per the 
physician's orders. 

R43's “Care Plan” dated 05/13/24 documented R43 had 
oral/dental health problems (inflamed gums) related to
poor oral hygiene and was NPO. R43’s plan of care 
documented mouth care was to be provided at least 
daily. R43’s plan of care directed staff to provide 
mouth care daily, and staff were to report any 
abnormalities to nursing. 

On 08/18/25 at 08:34 AM, R43 laid in her bed on her 
back with her eyes shut. R43 had a thick yellow 
substance on her lips and in her mouth. 

On 08/20/25 at 11:01 AM, Licensed Nurse (LN) G stated 
that the cleaning of a resident's mouth that had an 
internal feeding was not documented anywhere. He stated
staff know residents with internal feedings need their
mouths cleaned at least every shift. 

On 08/20/25 at 11:17 AM, the Certified Nurse Aide (CNA)
M stated it was all the nursing staff’s responsibility
to ensure residents stay clean. CNA M stated normally,
the LN was the person who cleaned residents' mouths 
when the resident had an internal feeding because they
were in her room more often. She stated it was all the
nursing staff’s responsibility to ensure the residents
are clean. 

On 08/20/25 at 11:24 AM, Administrative Nurse D stated
residents should have their mouths cleaned when a staff
member sees the resident's mouth is dirty. She stated 
that all residents should be clean and that it was 
every staff member's responsibility. 

The facility’s “Activities of Daily Living” policy 
dated 09/25/25 documented the resident would receive 
assistance as needed to complete activities of daily 
living. The quality-of-care fundamental principle that
applies to all treatment and care provided to facility
residents. Based on the comprehensive assessment of a 
resident, the facility must ensure that residents 
receive treatment and care by professional standards of
practice, the comprehensive person-centered care plan,
and the residents’ choices. 

F0686 F0686

SS = D

Treatment/Svcs to Prevent/Heal Pressure Ulcer 

CFR(s): 483.25(b)(1)(i)(ii) 

§483.25(b) Skin Integrity 
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§483.25(b)(1) Pressure ulcers. 

Based on the comprehensive assessment of a resident, 
the facility must ensure that- 

(i) A resident receives care, consistent with 
professional standards of practice, to prevent pressure
ulcers and does not develop pressure ulcers unless the
individual's clinical condition demonstrates that they
were unavoidable; and 

(ii) A resident with pressure ulcers receives necessary
treatment and services, consistent with professional 
standards of practice, to promote healing, prevent 
infection and prevent new ulcers from developing. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 57 residents. The 
sample included 15 residents, with two residents 
reviewed for treatment/services to prevent/heal 
pressure ulcers (localized injury to the skin and/or 
underlying tissue usually over a bony prominence, 
because of pressure, or pressure in combination with 
shear and/or friction). Based on observation, record 
review, and interviews, the facility failed to ensure 
pressure-reducing measures were placed on Resident (R)
58's bilateral lower extremities to prevent pressure 
ulcers. This placed R58 at increased risk for pressure
ulcer development. 

Findings Included: 

- R58's Electronic Medical Record (EMR) from the 
"Diagnosis" tab documented diagnoses of hypertension 
(high blood pressure), diabetes mellitus (DM- when the
body cannot use glucose, not enough insulin is made, or
the body cannot respond to the insulin), chronic 
obstructive pulmonary disease (COPD- a progressive and
irreversible condition characterized by diminished lung
capacity and difficulty or discomfort in breathing), 
muscle weakness, communication deficit, need for 
assistance with person care, history of falling, 
disruption of wound, encephalopathy (a broad term for 
any brain disease that alters brain function or 
structure), hemiparesis/hemiplegia (weakness and 
paralysis on one side of the body) following cerebral 
infarction (stroke - sudden death of brain cells due to
lack of oxygen caused by impaired blood flow to the 
brain by blockage or rupture of an artery to the brain)
affecting left dominant side. 

The “Annual Minimum Data Set" (MDS) dated 05/29/24 
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Continued from page 14
documented a Brief Interview of Mental Status (BIMS) 
score of zero, which indicated severely impaired 
cognition. The MDS documented R58 was never or rarely 
understood. The MDS documented R58 was at risk for 
pressure ulcers. The MDS documented R58 needed 
supervision or touching assistance to roll from right 
to left. The MDS documented R58 had a pressure-reducing
mattress in her wheelchair and her bed. 

R58’s "Pressure Ulcer/Injury Care Area Assessment" 
(CAA) dated 05/29/24 documented R58 had a history of 
pressure injury. The CAA documented staff were to apply
barrier cream to her buttocks for protection, and 
Skin-prep (liquid skin protectant) to bilateral heels.

R58's “Care Plan” dated 05/21/25 documented R58 was at
risk for skin integrity. The plan of care for R58 had a
Stage 1 (pressure wound which appears reddened, does 
not blanche, and may be painful but is not open) on the
left heel, which had healed. R58’s plan of care 
documented to maintain intact skin with no breakdowns,
R58 used a pressure-reducing mattress, and staff would
perform weekly skin checks. 

R58’s EMR under the “Order” tab documented the 
following physician orders: 

Bilateral boots were on even when she was in bed. 
Remove boots every shift to examine skin, related to 
disruption of wound, dated 03/14/25. 

Skin prep wipes were applied to the bilateral heel 
topically every shift related to the disruption of the
wound, dated 03/14/25. 

The "Braden Scale" (a scale for predicting pressure 
sore risk) dated 07/25/25 documented a score of 12, 
which indicated a high risk for pressure wounds. 

On 08/19/25 at 02:14 PM, R58 laid on his bed on his 
back; R58’s heels were directly on his mattress. 

On 08/20/25 at 11:01 AM, Licensed Nurse (LN) G stated 
that if a resident were to have boots applied to their
heels, it would be a nursing duty and would be on the 
“Treatment Administration Record” (TAR). He stated it 
would be a nursing duty, and the nurse would ensure the
boots were on the residents’ feet. 

On 08/20/25 at 11:17 AM, Certified Nursing Aide (CNA) M
stated that if a resident was to have their heels 
floated or boots applied to heels, it would show on the
CNAs documentation and the charge nurses’ 
documentation. She stated that all nursing staff would
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Continued from page 15
know that the residents’ heels were to float, or boots
needed to be applied to their heels. 

On 08/20/25 at 11:24 AM, Administrative Nurse D stated
ensuring boots were applied to a resident’s heels was 
ultimately the nursing duty and would be on the TAR. 
She stated the nurse could delegate the task to a CNA 
but would need to ensure the task was followed through.

The facility’s “Skin Integrity and Pressure 
Ulcer/Injury Prevention and Management” reviewed 
03/31/23 documented the facility would provide 
associates and licensed nurses with procedures to 
manage skin integrity, prevent pressure ulcer/injury, 
complete wound assessment/documentation, and provide 
treatment and care of skin and wounds. 

F0688 F0688

SS = D

Increase/Prevent Decrease in ROM/Mobility 

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

§483.25(c) Mobility. 

§483.25(c)(1) The facility must ensure that a resident
who enters the facility without limited range of motion
does not experience reduction in range of motion unless
the resident's clinical condition demonstrates that a 
reduction in range of motion is unavoidable; and 

§483.25(c)(2) A resident with limited range of motion 
receives appropriate treatment and services to increase
range of motion and/or to prevent further decrease in 
range of motion. 

§483.25(c)(3) A resident with limited mobility receives
appropriate services, equipment, and assistance to 
maintain or improve mobility with the maximum 
practicable independence unless a reduction in mobility
is demonstrably unavoidable. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 57 residents. The 
sample included 15 residents, with two residents 
reviewed for position and mobility. Based on 
observation, record review, and interview, the facility
failed to ensure Resident (R) 54 was given (ROM- the 
full movement potential of a joint, usually its range 
of flexion and extension) exercises to prevent 
contractures (abnormal permanent fixation of a joint or
muscle) and help with R54's flaccid left hand. This 
deficient practice left R54 at risk for further decline
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and decreased range of motion or mobility. 

Findings included: 

- R54's Electronic Medical Record (EMR) from the 
"Diagnosis" tab documented diagnoses of hypertension 
(high blood pressure), diabetes mellitus (DM- when the
body cannot use glucose, not enough insulin is made, or
the body cannot respond to the insulin), 
hemiparesis/hemiplegia (weakness and paralysis on one 
side of the body) following cerebral infarction (stroke
- sudden death of brain cells due to lack of oxygen 
caused by impaired blood flow to the brain by blockage
or rupture of an artery to the brain) affecting left 
non-dominant side, muscle weakness, need for assistance
with personal care, dysphagia (swallowing difficulty),
history of falling, and depression (a mood disorder 
that causes a persistent feeling of sadness and loss of
interest). 

The “Quarterly Minimum Data Set" (MDS) dated 08/08/25 
documented a Brief Interview of Mental Status (BIMS) 
score of five, which indicated severely impaired 
cognition. The MDS documented R54 was independent with
eating, needed setup or cleanup for oral hygiene, and 
was partial/moderate assistance from staff for 
toileting, bathing, and dressing. 

R54's "Functional Abilities Care Area Assessment" (CAA)
dated 05/09/24 documented R54 had a cerebral infarction
with one-sided weakness and used his wheelchair for 
locomotion. 

R54’s "Care Plan” dated 08/27/24 documented R54 had 
weakness and a decrease in physical mobility related to
a cerebral accident. The plan of care documented R54 
required extensive assistance from one staff member for
locomotion using a wheelchair. The plan of care 
documented the staff were to observe and report any 
immobility, contractures forming or worsening. The plan
of care for R54 documented the nursing and restorative
aide were to perform active ROM to the bilateral lower
extremities for 20 minutes. 

Review of R54’s EMR documented no indication that ROM 
exercises were performed. R54’s EMR documented no 
refusals of ROM exercises. 

On 08/20/25 at 11:01 AM, Licensed Nurse (LN) G stated 
the facility does have a restorative Certified Nurse’s
Aide (CNA). He stated the facility had been 
understaffed, and the restorative aide had been pulled
to the floor to work as a CNA and was unable to do her
restorative duties. 
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On 08/20/25 at 11:17 AM, CNA M stated she was the 
restorative aide. She stated the facility was now fully
staffed, and there was a plan in place for her to start
doing exercises daily with the residents. 

On 08/20/25 at 11:24 AM, Administrative Nurse D stated
the facility had been short-staffed, and the 
restorative aide was not able to work as a restorative
aide. She stated the facility did have a plan in place
to ensure the restorative program was in place. 

The facility’s “Restorative Nursing” policy, reviewed 
on 09/20/24, documented that the restorative program 
was to promote the resident’s optimum function. A 
restorative program may be developed by proactively 
identifying, care planning, and monitoring of a 
resident’s assessments and indicators. Nursing 
Assistants must be trained in the techniques that 
promote resident involvement in restorative activities.

F0689 F0689

SS = E

Free of Accident Hazards/Supervision/Devices 

CFR(s): 483.25(d)(1)(2) 

§483.25(d) Accidents. 

The facility must ensure that - 

§483.25(d)(1) The resident environment remains as free
of accident hazards as is possible; and 

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility had a census of 57 residents. The sample 
included 15 residents, with four reviewed for 
accidents. Based on observation, record review, and 
interview, the facility failed to secure 44 E 
pressurized medical oxygen tanks in a safe, locked 
area, and out of reach of the eight cognitively 
impaired, independently mobile residents. The facility
further failed to ensure R2’s fall interventions were 
in place. This deficient practice placed the residents
at risk for preventable accidents and injuries. 

Findings Included: 

- On 08/18/25 at 07:56 AM, an inspection of the 
facility’s oxygen storage room revealed that the door 
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was not secured. An inspection of the room revealed 44
full E-supplemental oxygen cylinders in the storage 
racks. The door had a keypad and did not lock when the
door was shut. 

On 08/19/25 at 07:22 AM, an inspection of the 
facility’s oxygen storage room revealed that the door 
was not secured. An inspection of the room revealed 44
full E-supplement oxygen cylinders in the storage 
racks. The door had a keypad and did not lock when the
door was shut. 

On 08/20/25 at 08:22 AM, the facility identified it had
eight cognitively impaired, independently mobile 
residents. 

On 08/19/25 at 07:25 AM, Licensed Nurse (LN) H stated 
the oxygen room should be unlocked. 

On 08/20/25 at 11:17 AM, Certified Nurse’s Aide (CNA) M
stated the room had been unlocked, and she was unsure 
if the room should be locked or unlocked. 

On 08/20/25 at 11:24 AM, Administrative Nurse D stated
staff were expected to ensure the door was locked upon
entering and exiting the room. She stated the room 
should always be locked. 

The facility’s “Oxygen Administration (Safety, Storage,
Maintenance) revised 10/11/24 documented it was the 
policy of the facility to ensure that oxygen was 
administered and stored safely within the healthcare 
centers or in an outside storage area. 

- The "Medical Diagnosis" section within R2’s 
Electronic Medical Records (EMR) noted diagnoses of 
cognitive communication deficit (an impairment in 
organization, sequencing, attention, memory, planning,
problem-solving, and safety awareness), dementia (a 
progressive mental disorder characterized by failing 
memory and confusion), muscle weakness, and a history 
of falls. 

R2’s “Quarterly Minimum Data Set (MDS)” completed 
06/27/25 revealed a Brief Interview for Mental Status 
Score of 14, indicating severe cognitive impairment. 
The MDS noted she had no upper or lower extremity 
impairments. The MDS noted she used a wheelchair for 
mobility. The MDS noted she required supervision or 
touch assistance for bed mobility, transfers, dressing,
bathing, toileting, personal hygiene, and putting on 
footwear. The MDS noted she had a history of falls. 

R2’s “Falls Care Area Assessment (CAA)” completed 
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Continued from page 19
06/13/25 indicated she had a history of falls related 
to generalized weakness and her medical diagnoses. The
CAA noted she used a wheelchair. The CAA indicated that
a care plan was implemented to minimize her risks of 
falls. 

R2’s “Care Plan” initiated on 11/28/20 indicated she 
required assistance with her activities of daily living
(ADL). The plan noted she had a history of falls 
related to her medical diagnoses. The plan indicated 
signage was placed in her room to “call for help”. The
plan instructed staff to ensure she wore non-skid 
footwear before transferring. The plan indicated her 
room was to have non-skid traction tape placed on her 
bedroom and bathroom floors to prevent falls. 

A review of R2’s EMR under “Census” revealed she was 
moved to a new room on 08/01/25. The EMR indicated she
had no falls since being moved to her new room. 

On 08/18/25 at 07:34 AM, an inspection of R2’s room 
revealed no traction tape or signage posted in R2’s 
bedroom or bathroom. 

On 08/20/25 at 11:17 AM, Certified Nurse’s Aide (CNA) M
stated R2 recently moved room and her fall 
interventions should have been transferred to her new 
room. 

On 08/20/25 at 11:01 AM, Licensed Nurse (LN) G stated 
staff were expected to ensure the interventions were in
place each shift and transfer the implemented fall 
interventions when a resident was moved to a new room.

On 08/20/25 at 11:24 AM, Administrative Nurse D stated
R2 was recently moved to a different room, and her fall
interventions should have been transferred to her new 
room. She stated staff were expected to inspect her 
room and ensure the fall interventions were 
implemented. 

The facility’s “Fall Management System,” revised 
03/2025, indicated the facility promoted an environment
that remains free from accident hazards. The policy 
indicated the facility appropriately assessed and 
implemented interventions to prevent falls and minimize
complications if falls occurred. 

F0756 F0756

SS = D

Drug Regimen Review, Report Irregular, Act On 

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

§483.45(c) Drug Regimen Review. 
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Continued from page 20
§483.45(c)(1) The drug regimen of each resident must be
reviewed at least once a month by a licensed 
pharmacist. 

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

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

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

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

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

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

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 57 residents. The 
sample included 14 residents, with five residents 
reviewed for unnecessary medications. Based on 
observation, record review, and interviews, the 
facility failed to ensure the Consultant Pharmacist 
(CP) identified and reported irregularities regarding 
the lack of monitoring antihypertensive (a class of 
medication used to treat high blood pressure) 
medications for Resident R10. These deficient practices
placed these residents at risk for adverse medication 
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Continued from page 21
effects and unnecessary medications. 

Findings included: 

- R10's Electronic Medical Record (EMR) from the 
"Diagnosis" tab documented diagnoses of adult failure 
to thrive, cognitive communication deficit (an 
impairment in organization, sequencing, attention, 
memory, planning, problem-solving, and safety 
awareness), congestive heart failure (CHF- a condition
with low heart output and the body becomes congested 
with fluid), and hypertension (HTN- elevated blood 
pressure). 

The “Admission Minimum Data Set (MDS)” dated 04/21/25 
documented a Brief Interview of Mental Status (BIMS) 
score of 11, which indicated moderately impaired 
cognition. The MDS documented R10 required substantial
to maximum assistance with her activities of daily 
living (ADLs). 

The "Quarterly MDS" dated 07/29/25 documented a BIMS 
score of 14, which indicated intact cognition. The MDS
documented that R10 required substantial to maximum 
assistance with her ADLs. 

R10's "Functional Abilities (Self-Care and Mobility) 
Care Area Assessment (CAA)” dated 04/24/25 documented 
she was alert and oriented and able to communicate her
needs, but had cognitive impairment. 

R10's “Care Plan,” dated 04/15/25, documented staff 
would administer her medication as ordered by the 
physician. 

R10‘s EMR under the “Orders” tab revealed the following
physician orders: 

Toprol XL (antihypertensive) oral tablet extended 
release 24-hour 25 milligram (mg) (metoprolol 
succinate), give three tablets by mouth at bedtime for
chronic heart failure and high blood pressure dated 
04/12/25. 

Review of R10’s “Medication Administration Record 
(MAR),” “Treatment Administration Record (TAR),” and 
her EMR from 05/01/25 to 08/19/25 (111 days) lacked 
consistent heart monitoring for antihypertensive 
medication Toprol. 

Review of the “Monthly Medication Review” (MMR) from 
August 2024 to July 2025 lacked documented 
recommendations for heart monitoring for R10’s 
antihypertensive medication orders for hold parameters
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and physician notification. 

On 08/19/25 at 11:41 AM, R10 laid asleep on her bed. 
R10 was covered with a blanket, call light was on the 
bed next to her. 

On 08/20/25 at 11:02 AM, Licensed Nurse (LN) G stated 
antihypertensive medication should be monitored. LN G 
stated that if an order lacked physician-ordered 
parameters, he would call and clarify the 
antihypertensive order. 

On 08/20/25 at 11:25 AM, Administrative Nurse D stated
there should be monitoring for antihypertensive 
medication. Administrative Nurse D stated she would 
expect the CP to identify the lack of correct 
monitoring for medications. 

The facility’s “Pharmacy Services and Medication 
Regimen Review” policy last reviewed 09/16/23 
documented the facility maintains the resident’s 
highest practicable level of physical, mental, and 
psychosocial well-being and prevents or minimizes 
adverse consequences related to medication therapy to 
the extent possible, by providing oversight by a 
licensed pharmacist, attending physician, medical 
director, and the director of nursing (DON). 

F0757 F0757

SS = D

Drug Regimen is Free from Unnecessary Drugs 

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

§483.45(d) Unnecessary Drugs-General. 

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

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

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

§483.45(d)(3) Without adequate monitoring; or 

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

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

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

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 57 residents. The 
sample included 14 residents with five residents 
reviewed for unnecessary medications. Based on 
observation, record review, and interviews, the 
facility failed to follow the pharmacist's 
recommendation for the monitoring of antihypertensive 
(a class of medication used to treat high blood 
pressure) medications for Resident R10. These deficient
practices placed these residents at risk for adverse 
medication effects and unnecessary medications. 

Findings included: 

- R10's Electronic Medical Record (EMR) from the 
"Diagnosis" tab documented diagnoses of adult failure 
to thrive, cognitive communication deficit (an 
impairment in organization, sequencing, attention, 
memory, planning, problem-solving, and safety 
awareness), congestive heart failure (CHF- a condition
with low heart output and the body becomes congested 
with fluid), and hypertension (HTN- elevated blood 
pressure). 

The “Admission Minimum Data Set (MDS)” dated 04/21/25 
documented a Brief Interview of Mental Status (BIMS) 
score of 11, which indicated moderately impaired 
cognition. The MDS documented R10 required substantial
to maximum assistance with her activities of daily 
living (ADL). 

The "Quarterly MDS" dated 07/29/25 documented a BIMS 
score of 14, which indicated intact cognition. The MDS
documented that R10 required substantial to maximum 
assistance with her ADLs. 

R10's "Functional Abilities (Self-Care and Mobility) 
Care Area Assessment (CAA)”, dated 04/24/25, documented
she was alert and oriented and able to communicate her
needs, but had cognitive impairment. 

R10's “Care Plan,” dated 04/15/25, documented staff 
would administer her medication as ordered by the 
physician. 

R10‘s EMR under the “Orders” tab revealed the following
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physician orders: 

Toprol XL (antihypertensive) oral tablet extended 
release 24-hour 25 milligram (mg) (metoprolol 
succinate), give three tablets by mouth at bedtime for
chronic heart failure and high blood pressure, dated 
04/12/25. 

Review of R10’s “Medication Administration Record 
(MAR),” “Treatment Administration Record (TAR)”, and 
her EMR from 05/01/25 to 08/19/25 (111 days) lacked 
consistent heart monitoring for antihypertensive 
medication Toprol. 

On 08/19/25 at 11:41 AM, R10 laid asleep on her bed. 
R10 was covered with a blanket, call light was on the 
bed next to her. 

On 08/20/25 at 11:02 AM, Licensed Nurse (LN) G stated 
antihypertensive medication should be monitored. LN G 
stated if an order lacked physician-ordered parameters,
he would call and clarify the antihypertensive order. 

On 08/20/25 at 11:25 AM, Administrative Nurse D stated
there should be monitoring for antihypertensive 
medication. Administrative Nurse D stated she would 
expect the CP to identify the lack of correct 
monitoring for medications. 

The facility was unable to provide policy-related 
medication monitoring. 

F0761 F0761

SS = E

Label/Store Drugs and Biologicals 

CFR(s): 483.45(g)(h)(1)(2) 

§483.45(g) Labeling of Drugs and Biologicals 

Drugs and biologicals used in the facility must be 
labeled in accordance with currently accepted 
professional principles, and include the appropriate 
accessory and cautionary instructions, and the 
expiration date when applicable. 

§483.45(h) Storage of Drugs and Biologicals 

§483.45(h)(1) In accordance with State and Federal 
laws, the facility must store all drugs and biologicals
in locked compartments under proper temperature 
controls, and permit only authorized personnel to have
access to the keys. 
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§483.45(h)(2) The facility must provide separately 
locked, permanently affixed compartments for storage of
controlled drugs listed in Schedule II of the 
Comprehensive Drug Abuse Prevention and Control Act of
1976 and other drugs subject to abuse, except when the
facility uses single unit package drug distribution 
systems in which the quantity stored is minimal and a 
missing dose can be readily detected. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility reported a census of 57 residents. The 
facility identified four medication carts. Based on 
observations, record review, and interviews, the 
facility failed to secure medication at the nurse’s 
station. This deficient practice placed the residents 
at risk for unnecessary medication and administration 
errors. 

Findings included: 

On 08/18/25 at 07:45 AM, an inspection of the 200 Hall
revealed a bottle of ocular vitamins dated 07/07/25 
left unsecured on the counter at the nurse’s station. 
The bottle contained the warning “Keep out of reach of
children, in case of accidental overdose, get medical 
help or contact poison control center right away.” 

On 08/18/25 at 07:50 AM, Licensed Nurse (LN) G secured
the vitamins and stated the medications were to be 
locked up in the nurse’s carts and not left out at the
station. 

On 08/20/25 at 11:24 AM, Administrative Nurse D stated
medications were to be locked up at all times and out 
of reach of the residents. 

The facility’s “Medication Access and Storage” policy,
revised 09/2024, indicated the facility was to ensure 
all medications and biologicals remained locked and 
secured to prevent tampering or exposure to the 
environment. 

F0812 F0812

SS = F

Food Procurement,Store/Prepare/Serve-Sanitary 

CFR(s): 483.60(i)(1)(2) 

§483.60(i) Food safety requirements. 

The facility must - 

§483.60(i)(1) - Procure food from sources approved or 
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considered satisfactory by federal, state or local 
authorities. 

(i) This may include food items obtained directly from
local producers, subject to applicable State and local
laws or regulations. 

(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable safe 
growing and food-handling practices. 

(iii) This provision does not preclude residents from 
consuming foods not procured by the facility. 

§483.60(i)(2) - Store, prepare, distribute and serve 
food in accordance with professional standards for food
service safety. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 57 residents. The 
facility had one kitchen. Based on observation, record
review, and interviews, the facility failed to follow 
sanitary dietary standards related to overflowing trash
and food storage. This deficient practice placed the 
residents at risk for food-borne illness. 

Findings included: 

- During the initial tour on 08/18/25 at 07:33 AM, 
observation revealed the following: 

The kitchen floor was sticky. 

In the small one-door freezer, there was food wrapped 
in plastic wrap that appeared to be fish, unlabeled and
undated. 

In the two-door freezer, there was a bottle of pink 
Minute Maid lemonade, a tub of ice cream, and a bag of
cookie dough opened and undated. 

The green trash bins were overflowing with trash, next
to the stove, uncovered. 

On 08/18/25 at 07:46 AM, Dietary Staff BB stated all 
foods should be dated and labeled. She stated the 
kitchen floor was sticky and would be cleaned. Dietary
Staff BB stated that the trash should not be 
overflowing and should always be covered. 

The facility’s “Food Safety” policy dated 05/01/25 
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documented that food was stored and maintained in a 
clean, safe, and sanitary manner following federal, 
state, and local guidelines to minimize contamination 
and bacterial growth. 

F0881 F0881

SS = F

Antibiotic Stewardship Program 

CFR(s): 483.80(a)(3) 

§483.80(a) Infection prevention and control program. 

The facility must establish an infection prevention and
control program (IPCP) that must include, at a minimum,
the following elements: 

§483.80(a)(3) An antibiotic stewardship program that 
includes antibiotic use protocols and a system to 
monitor antibiotic use. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 57 residents. The 
sample included 14 residents. Based on observation, 
record review, and interviews, the facility failed to 
develop and implement the core elements of antibiotic 
stewardship to ensure an effective infection prevention
and control program including antibiotic stewardship 
for the residents of the facility. 

Findings included: 

- Review of the "Infection Control Log" for tracking 
and trending infections from August 2024 through 
July 2025, lacked evidence of tracking and 
identification of possible infection outbreaks at the 
facility, lacked consistent identification of 
infection, and of antibiotic administration. The 
facility was unable to provide evidence of the 
documentation of continent documentation of the 
infection control surveillance from August 2024 through
March 2025. 

On 08/19/25 at 03:23 PM, Administrative Nurse E, the 
facility's Infection Preventionist (IP), stated she had
just started as the IP in April 2025. Administrative 
Nurse E stated she was unable to answer whether the 
previous IP had tracked the antibiotic administration,
tracking, and trending of clusters of infections or 
organisms. 

The facility’s “Antibiotic Stewardship” policy, last 
revised 07/22/25, documented the antibiotic stewardship
program promoted the appropriate use of antibiotics and
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included a system of monitoring to improve resident 
outcomes and reduce antibiotic resistance. This meant 
that the antibiotic was prescribed for the correct 
indication, dose, and duration to appropriately treat 
the resident while also attempting to reduce the 
development of antibiotic-resistant organisms and/or 
other adverse events. The program would be managed and
overseen by the Infection Preventionist. 

F0883 F0883

SS = D

Influenza and Pneumococcal Immunizations 

CFR(s): 483.80(d)(1)(2) 

§483.80(d) Influenza and pneumococcal immunizations 

§483.80(d)(1) Influenza. The facility must develop 
policies and procedures to ensure that- 

(i) Before offering the influenza immunization, each 
resident or the resident's representative receives 
education regarding the benefits and potential side 
effects of the immunization; 

(ii) Each resident is offered an influenza immunization
October 1 through March 31 annually, unless the 
immunization is medically contraindicated or the 
resident has already been immunized during this time 
period; 

(iii) The resident or the resident's representative has
the opportunity to refuse immunization; and 

(iv)The resident's medical record includes 
documentation that indicates, at a minimum, the 
following: 

(A) That the resident or resident's representative was
provided education regarding the benefits and potential
side effects of influenza immunization; and 

(B) That the resident either received the influenza 
immunization or did not receive the influenza 
immunization due to medical contraindications or 
refusal. 

§483.80(d)(2) Pneumococcal disease. The facility must 
develop policies and procedures to ensure that- 

(i) Before offering the pneumococcal immunization, each
resident or the resident's representative receives 
education regarding the benefits and potential side 
effects of the immunization; 

 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1D3E8D-H1 Facility ID: N105012 If continuation sheet Page 29 of 31



PRINTED: 09/03/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
175281

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

08/20/2025

NAME OF PROVIDER OR SUPPLIER

LIFE CARE CENTER OF KANSAS CITY

STREET ADDRESS, CITY, STATE, ZIP CODE

3231 N 61ST STREET , KANSAS CITY, Kansas, 66104

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

F0883 F0883

SS = D
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(ii) Each resident is offered a pneumococcal 
immunization, unless the immunization is medically 
contraindicated or the resident has already been 
immunized; 

(iii) The resident or the resident's representative has
the opportunity to refuse immunization; and 

(iv)The resident's medical record includes 
documentation that indicates, at a minimum, the 
following: 

(A) That the resident or resident's representative was
provided education regarding the benefits and potential
side effects of pneumococcal immunization; and 

(B) That the resident either received the pneumococcal
immunization or did not receive the pneumococcal 
immunization due to medical contraindication or 
refusal. 

This REQUIREMENT is NOT MET as evidenced by: 

The facility identified a census of 57 residents. The 
sample included 14 residents, with five reviewed for 
immunization status. Based on record reviews, and 
interviews, the facility failed to offer or obtain 
informed declinations or a physician-documented 
contraindication for the Pneumococcal Conjugate Vaccine
(PCV20 - vaccination for bacterial infections), and 
pneumococcal (type of bacterial infection) vaccination
for Resident (R) 1, R7, and R29. This placed the 
residents at increased risk for complications related 
to pneumonia. 

Findings included: 

- Review of R1’s clinical record revealed the 
Pneumococcal Polysaccharide Vaccine (PPSV23) was 
offered and declined on 09/13/24. R2’s clinical record
lacked documentation the PCV20 was offered or declined
and lacked documentation of a historical administration
or physician-documented contraindication. 

Review of R7’s clinical record revealed the 
Pneumococcal Polysaccharide Vaccine (PPSV23) was 
offered and declined on 10/07/24. R7’s clinical record
lacked documentation the PCV20 was offered or declined
and lacked documentation of a historical administration
or physician-documented contraindication. 

On 08/20/25 at 11:02 AM, Licensed Nurse (LN) G stated a
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resident was offered vaccination at the time of 
admission. LN G stated if the resident consented for 
any vaccinations, the vaccination would be ordered from
the pharmacy. LN G stated the order would be placed on
the “Medication Administration Record (MAR).” LN G 
stated the vaccination would be given upon delivery 
from the pharmacy and then documented in the resident’s
electronic medical record (EMR) under the 
“Immunization” tab. 

On 08/20/25 at 11:25 AM, Administrative Nurse D stated
the residents were offered immunizations at the time of
admission. Administrative Nurse D stated Administrative
Nurse E was responsible to track and ensure the 
vaccinations offered. 

The facility’s “Pneumococcal Vaccine Policy for 
Residents” policy, last reviewed 07/08/25, documented 
each resident would be offered pneumococcal 
immunization, unless the immunization was medically 
contraindicated, or the resident has already been 
immunized. There would be documentation in the medical
record if there is reason to believe that pneumococcal
vaccine(s) was given previously, but the date cannot be
verified, and this had an impact upon the decision 
regarding administration of the vaccine(s). 
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