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Allow residents to self-administer drugs if determined clinically appropriate.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility
had a census of 34 residents. The sample included 13 residents. Based on observation, record review, and
interview, the facility failed to ensure that Resident (R)1 had a physician's order and was assessed for the
ability to safely self-administer medications left at the bedside. This placed R1 at risk for improper use of
medications and related side effects.Findings included:- The Electronic Medical Record (EMR) for R1
documented diagnoses of chronic obstructive pulmonary disease (COPD- a progressive and irreversible
condition characterized by diminished lung capacity and difficulty or discomfort in breathing), edema
(swelling resulting from an excessive accumulation of fluid in the body tissue), chronic pain, anxiety (mental
or emotional reaction characterized by apprehension uncertainty, and irrational fear), hypertension (high
blood pressure), and atrial fibrillation (rapid, irregular heartbeat).The admission Minimum Data Set (MDS),
dated [DATE], documented R1 had moderately impaired cognition. R1 required supervision with bathing,
and was independent with dressing, toileting, hygiene, eating, mobility, transfers, and oral care. The MDS
further documented R1 received anticoagulant (a class of medication used to prevent the blood from
clotting), diuretic (a medication to promote the formation and excretion of urine), and opioid (a class of
controlled drug used to treat pain) medication.R1's Care Plan dated 07/22/25 directed staff to administer
medications as ordered and monitor for side effects, administer supplemental oxygen as ordered to keep
oxygen saturation (percentage of oxygen in the blood) above 90%.The Self-Administration of Medications
Assessment, dated 07/28/25, documented R1 required assistance for all medications, including
inhalants.R1's EMR lacked a physician's order that allowed R1 to keep medications at her bedside and
self-administer.The Physician's Order, dated 07/22/25, directed staff to administer Breztri Aerosphere (an
inhaler used for the maintenance treatment of COPD), 160-9-4.8 mcg (micrograms), two puffs, twice a day
for COPD.On 08/19/25 at 09:00 AM, observation revealed Licensed Nurse (LN) H went into R1's room to
administer her Breztri inhaler. When she opened the box, the inhaler was not in it. R1 stated, The inhaler is
over here, and pointed to the table next to her recliner. LN H stated, I will have to get an order for the inhaler
to be left in your room; it cannot be left in your room without it. R1 took the inhaler and self-administered 2
puffs into her mouth.On 08/20/25 at 12:20 PM, Administrative Nurse D stated that there should be an order
before any medication can be left at a resident's bedside, and there also needs an assessment to make
sure the resident can self-administer medication.The facility's Self-Administration of Medications policy,
dated 02/21, documented that the residents have the right to self-administer medications if the
interdisciplinary team (IDT) had determined that it was clinically appropriate and safe for the resident to do
so. The policy further documented, as part of the evaluation comprehensive assessment, the IDT assesses
each resident's cognitive and physical abilities to determine whether self-administering medications is safe
and clinically appropriate for the resident.
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Keep residents' personal and medical records private and confidential.

The facility identified a census of 34 residents. The sample included 13 residents. Based on observation,
record review, and interview, the facility failed to ensure staff secured and protected the privacy and
confidentiality of Resident (R) 24's medical record. This placed this resident at risk for impaired right to
confidentiality.Findings included:- On 08/19/25 at 08:08 AM, an observation revealed that facility staff left
R24's point of care (POC) information of the Electronic Medical Record (EMR) open and visible on the east
medication cart laptop. On 08/19/25 at 08:09 AM, Certified Medication Aide (CMA) R stated the screen
should not be left unlocked with resident information open.On 08/20/25 at 09:02 AM, Licensed Nurse (LN)
G stated that the medication cart and the laptop screen should always be locked when away from the
cart.On 08/20/25 at 12:15 PM, Administrative Nurse D stated she would expect any nursing staff to lock any
screen on the laptop, and the medication cart should always be locked as well when a staff member was
not in direct sight of the cart.The facility's undated Protected Health Information (PHI), Management and
Protection of policy documented that PHI shall not be used or disclosed except as permitted by current
federal and state laws.
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Prevent the use of unnecessary psychotropic medications or use medications that may restrain a resident's
ability to function.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility
had a census of 34 residents. The sample included 13 residents, with five reviewed for unnecessary
medications. Based on observation, record review, and interview, the facility failed to obtain a stop date for
Resident (R) 10's as needed (PRN) Ativan (an antianxiety medication class of medication that calms and
relaxes people). The facility failed to ensure an appropriate indication for R17's Seroquel (an antipsychotic)
and failed to document a physician's rationale and the risks versus benefits for the Seroquel use. The
facility further failed to obtain a gradual dose reduction (GDR) for R6. This placed the residents at risk for
unnecessary psychotropic (alters perception, mood, consciousness, cognition, or behavior) medications
and related complications.Findings included:- The Electronic Medical Record for R10 documented
diagnoses of vascular dementia (a progressive mental disorder characterized by failing memory and
confusion caused by a decreased blood flow to the brain), anxiety (mental or emotional reaction
characterized by apprehension, uncertainty, and irrational fear), bipolar disorder (a major mental illness that
causes people to have episodes of severe high and low moods), and major depressive disorder (major
mood disorder that causes persistent feelings of sadness).

The&rdquo; Significant Change Minimum Data Set&rdquo; (MDS), dated [DATE], documented R10 had
intact cognition. R10 required supervision with bathing and was independent with all other activities of daily
living. The MDS further documented R10 received antipsychotic (a class of medications used to treat major
mental conditions), antidepressant (a class of medications used to treat mood disorders), and antianxiety (a
class of medications used to calm and relax people).

The &ldquo;Quarterly MDS,&rdquo; dated 05/23/25, documented R10 had intact cognition. R10 required
supervision with showers and dressing and was independent with all other activities of daily living. R10
received antipsychotic, antidepressant, and antianxiety medications daily.

R10&rsquo;s &ldquo;Care Plan&rdquo; dated 08/04/25, initiated on 07/14/25, documented R10 was at risk
for complications from medications with Black Box Warning (BBW- highest safety-related Warning that
medications can have assigned by the Food and Drug Administration), and directed staff to administer
medications as ordered by the physician, monitor for side effects, and the pharmacist would review her
medications monthly.

The&rdquo; Physician&rsquo;s Order,&rdquo; dated 02/23/25, directed staff to administer Ativan (an
antianxiety medication), 1 milligram (mg), by mouth every four hours, PRN, for restlessness and anxiety.
The order lacked a stop date for the PRN medication.

On 08/19/25 at 08:00 AM, Licensed Nurse (LN) H administered R10&rsquo;s medications without issue or
concern.

On 08/20/25 at 12:15 PM, Administrative Nurse D stated R10&rsquo;s Ativan should have a stop date and
be reassessed by the physician.

Upon request, a policy for Psychotropic Medication Use was not provided by the facility.

- The Electronic Medical Record for R17 documented diagnoses of Alzheimer's disease (a progressive
mental deterioration characterized by confusion and memory failure), hypertension (high blood pressure),
anxiety (mental or emotional reaction characterized by apprehension, uncertainty, and

(continued on next page)
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Residents Affected - Few

irrational fear), and depression (a mood disorder that causes a persistent feeling of sadness and loss of
interest).The &ldquo;Annual Minimum Data Set&rdquo; (MDS), dated [DATE], documented R17 had
severely impaired cognition. R17 required substantial staff assistance for toileting, hygiene, and personal
hygiene. R17 was independent with eating, dressing, mobility, transfers, and ambulation. The MDS further
documented R17 received antidepressant (a class of medications used to treat mood disorders) and
antianxiety (a class of medications used to calm and relax people) medication daily.

The &ldquo;Quarterly Minimum Data Set (MDS),&rdquo; dated 06/20/25, documented R17 had severely
impaired cognition. R17 required supervision from staff for personal hygiene, eating, oral care, dressing,
and set up assistance with mobility and transfers. The MDS further documented R17 received antipsychotic
(a class of medications used to treat major mental conditions), antidepressant, and antianxiety medication
daily.

R17&rsquo;s &ldquo;Care Plan&rdquo; dated 07/02/25, initiated on 02/12/24, directed staff to converse
with R17 while providing care, encourage activities, encourage family involvement, and facilitate resident
interaction. The update, dated 01/15/24, documented R17 was at risk for adverse reactions from
medications with Black Box Warning (BBW- the highest safety-related Warning that medications can have
assigned by the Food and Drug Administration) and directed staff to monitor for signs and symptoms of
side effects from the medications. The care plan update, dated 01/16/24, directed staff to cue, reorient, and
supervise as needed and use task segmentation to support short-term memory deficits. The care plan
update, dated 04/07/25, directed staff to consult with the pharmacy and physician to consider dosage
reduction when clinically appropriate, at least quarterly.

The &ldquo;Physician&rsquo;s Order,&rdquo; dated 01/27/25, directed staff to administer Seroquel (an
antipsychotic medication), 12.5 milligrams (mg), by mouth, at bedtime, for anxiety and agitation. The
medication was increased to twice per day on 03/07/25.

On 08/19/25 at 08:30 AM, Certified Medication Aide (CMA) R administered R17&rsquo;s medication with a
lot of encouragement and discussion. CMA R stated R17 had periods of crying and, at times, aggression.
CMA R further stated that staff provided 1:1 care, took her to activities, and she had as-needed anxiety
medication.

On 08/20/25 at 10:20 AM, Licensed Nurse (LN) H stated R17 had a lot of anxiety and at times she seems
to be afraid to be alone. LN H further stated that staff provided a lot of 1:1 activities with her to help with the
anxiety.

On 08/20/25 at 12:15 PM, Administrative Nurse D stated the physician needed to provide an ongoing
indication or risk versus benefit for her Seroquel. Administrative Nurse D verified that agitation was not an
appropriate diagnosis for the Seroquel use.

Upon request, a policy for Antipsychotic Medication Use was not provided by the facility.

- R6&lsquo;s &ldquo;Electronic Medical Record&rdquo; included diagnoses of diabetes mellitus (DM- when
the body cannot use glucose, not enough insulin is made, or the body cannot respond to the insulin) and
major depressive disorder (major mood disorder which causes persistent feelings of sadness).

R6&lsquo;s &ldquo;Quarterly Minimum Data Set&rdquo; (MDS), dated [DATE], documented a Brief
Interview for Mental Status (BIMS) score of 12, indicating moderate cognitive impairment, and no mood
issues or behaviors. The MDS documented R6 required substantial staff assistance with most activities of

(continued on next page)
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daily living. The MDS documented R6 received insulin (a hormone that lowers the level of glucose in the
blood), antidepressant (a class of medications used to treat mood disorders), and anticonvulsant (a drug
that is used to prevent or treat seizures or convulsions by controlling abnormal electrical activity in the
brain) medications.

R6&lsquo;s Care Plan, dated 05/15/25, directed staff to administer medications as ordered. R6's plan of
care directed staff to monitor for side effects and effectiveness, initiated 07/12/19.

The &ldquo;Physician Order,&rdquo; dated 07/12/19, directed staff to administer Sertraline, 50 milligrams
(mg) by mouth daily, related to major depressive disorder, a single episode.

The Consultant Pharmacist's review on 05/05/25 recommended a gradual dose reduction (GDR) of
sertraline or a rationale explaining the decision for continuing the sertraline. No physician response was
documented.

On 08/19/25, upon request, the consultant pharmacist sent to the facility the February 2025 &ldquo;Drug
Regimen Review,&rdquo; which recommended a GDR, rationale, or risk versus benefit statement for
sertraline.

On 08/19/25 at 09:15 AM, Licensed Nurse (LN) H administered medications to R6. He took them whole in
pudding with water.

On 08/19/25 at 03:55 PM, Administrative Nurse D stated the pharmacist consultant had forgotten to send
the February 2025 drug regimen reviews to the facility. She verified R6&rsquo;s physician would not have
received the February 2025 recommendation. Administrative Nurse D verified the physician had not
responded to the 05/05/25 recommendation.

Upon request, the facility did not provide a policy for Psychotropic drugs.

The facility&rsquo;s &ldquo;Pharmacy Services&rdquo; policy, dated April 2019, stated the consultant
pharmacist will provide specific activities related to medication regimen review, including:

A documented review of the medication regimen of each resident at least monthly, or more frequently under
certain conditions, based on applicable federal and state guidelines.

Appropriate communication of information to prescribers and facility leadership about potential or actual
problems related to any aspect of medications and pharmacy services, including medication irregularities,
and pertinent resident-specific documentation in the medical record, as indicated.

Providing the facility with written or electronic reports and recommendations related to all aspects of
medication and pharmaceutical services review.
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Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility
identified a census of 34 residents. The sample included 13 residents. Based on observation, record review,
and interview, the facility failed to ensure Resident (R) 38's care plan was revised with interventions to
reflect his current level of staff assistance her required after a recent hospital stay and on hospice care. The
facility failed to update R2's care plan with interventions related to the need for enhanced barrier
precautions (EBP- infection control interventions designed to reduce transmission of resistant organisms,
which employ targeted gown and glove use during high contact care). This placed R38 and R2 at risk for
delayed or missed care.Findings included:- The Electronic Medical Record (EMR) for R2 had diagnoses of
Alzheimer's disease (a progressive mental deterioration characterized by confusion and memory failure),
chronic obstructive pulmonary disease (COPD- a progressive and irreversible condition characterized by
diminished lung capacity and difficulty or discomfort in breathing), hemiparesis/hemiplegia (weakness and
paralysis on one side of the body), and anxiety (mental or emotional reaction characterized by
apprehension, uncertainty, and irrational fear).

The &ldquo;Quarterly Minimum Data Set&rdquo; (MDS), dated [DATE], documented R2 had severely
impaired cognition. R2 was dependent upon staff for all activities of daily living, had a Stage 2
(partial-thickness skin loss into but no deeper than the dermis, including intact or ruptured blisters), and
was on received Hospice (specialized care that mainly aims to provide comfort and dignity to the patients,
by providing physical comfort and emotional, social, and spiritual support for people nearing the end of life)
services.

R2&rsquo;s &ldquo;Care Plan,&rdquo; dated 07/17/25, initiated on 07/12/23, documented R2 had actual
skin impairment due to dry skin and limited mobility. The care plan directed staff to follow policies/protocols
for the prevention and treatment of skin breakdown, monitor, and report any changes in skin status. The
care plan lacked documentation. R2 was on Enhanced Barrier Precautions (EBP- infection control
interventions designed to reduce transmission of resistant organisms, which employ targeted gown and
glove use during high contact care) and lacked direction to staff on what personal protective equipment
(PPE- gowns, face shields, and/or eyeglasses/goggles, and gloves) to use.

The&rdquo; Physician&rsquo;s Order,&rdquo; dated 07/22/25, directed staff to apply Opti foam (a brand of
foam wound dressing designed to absorb fluid and protect wounds) to her Stage 2 pressure ulcer, change
the dressing every seven days and as needed, and discontinue when healed.

On 08/20/25 at 10:15 AM, Licensed Nurse (LN) G and LN H sanitized their hands and donned clean
gloves. LN G stated R2 had recently gotten a small open area on her coccyx. LN H got on the side of the
bed closest to the wall, and LN G was on the opposite side. R2 had bilateral heel protectors on, and LN G
pulled down her pants, checked her incontinence brief, and stated she had a bowel movement (bm).
R2&rsquo;s heel protectors and pants were removed due to LN G had gotten BM on her pants while she
was providing personal care. Both LN G and LN H removed their soiled glove and donned clean gloves. LN
G and LN H assisted R2 onto her left side so that LN H could perform wound care. LN H removed the old
dressing, used gauze to cleanse the wound, placed the wound cleanser on the bed, and measured the
wound. LN H put Opti foam on R2&rsquo;s wound, assisted with a clean brief, and still had on soiled
gloves. LN H verified that she should have changed her gloves after she cleansed the wound. LN H stated
that she had discussed with Administrative Nurse D that R2 needed to be on EBP, and she had not done it
yet. LN H stated, it was on her list and would do it right away.

(continued on next page)
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On 08/20/25 at 11:00 AM, Certified Nurse Aide (CNA) N stated she did not know that R2 required EBP and
that she had never worn a gown while she provided care to R2, only gloves.

On 08/20/25 at 12:20 PM, Administrative Nurse D stated R2 should be on EBP due to her open area and
that staff should have changed her gloves after she cleaned R2&rsquo;s wound. Administrative Nurse D
further stated she would review the care plan and make sure the EBP information was on the care plan.

The facility&rsquo;s &ldquo;Care Plans, Comprehensive Person-Centered&rdquo; policy, dated 03/22,
documented a comprehensive, person-centered care plan that includes measurable objectives and
timetables to meet the physical, psychosocial, and functional needs was developed for each resident. The
interdisciplinary team reviewed and updated the care plan when there has been a significant change in the
resident's condition, at least quarterly, and when a resident has been readmitted to the facility from a
hospital stay.

- The &ldquo;Medical Diagnosis&rdquo; tab of R38&rsquo;s Electronic Medical Record (EMR) documented
diagnoses of paraplegia (paralysis characterized by motor or sensory loss in the lower limbs and trunk),
hypertension (HTN- elevated blood pressure), pressure ulcer (localized injury to the skin and/or underlying
tissue usually over a bony prominence, as the result of pressure, or pressure in combination with shear
and/or friction) of the sacral region (area between the posterior hip bones), and osteomyelitis (local or
generalized infection of the bone and bone marrow).

R38&rsquo;s &ldquo;Significant Change Minimum Data Set (MDS)&rdquo; dated 08/13/25 documented he
had a Brief Interview for Mental Status (BIMS) score of seven, which indicated moderately impaired
cognition. R38 required substantial to being dependent on staff for his activities of daily living (ADL) cares.
R38 had an indwelling catheter (tube placed in the bladder to drain urine into a collection bag) and an
ostomy (surgical opening from an area inside the body to the outside). R38 had a Stage 4 (a deep pressure
wound that reaches the muscles, ligaments, or even bone) pressure ulcer. R38 was on Hospice services.

R38&rsquo;s &ldquo;Functional Abilities Care Area Assessment (CAA)&rdquo; dated 08/15/25
documented he was a [AGE] year-old male admitted on hospice with osteomyelitis of the sacral and
sacrococcygeal (area located at the base of the spine) region. R38 presented with a pressure ulcer, Stage
4 of the sacral region (left buttocks), chronic paraplegia, and multiple comorbidities. R38 has severe
cognitive impairment.

R38&rsquo;s Care Plan, last revised 08/15/25, directed staff for his activities of daily living (ADL) cares: for
bathing, he had been getting showers one to two times per week. The Care Plan documented R38 used a
shower chair and a sit-to-stand (device to assist with going from a seated position to standing) for transfers,
and R38 shaved himself daily independently. The Care Plan directed staff that on occasion, R38 would get
up in his wheelchair and he could independently propel himself. The Care Plan directed staff that, due to
the R38&rsquo;s inability to safely ambulate, stair climbing, and walking would not be routinely assessed or
documented by direct care staff. The Care Plan documented these activities posed a safety risk and are not
within the resident's current functional capabilities. The Care Plan directed staff R38 liked to reposition
himself and would request help if needed, dressing, and R38 could dress himself. The Care Plan
documented R38 wore a shirt only and a brief, but R38 did not wear pants. The Care Plan documented R38
was able to eat independently with set-up help only, was on a regular diet, and preferred high protein. The
Care Plan documented R38 was able to do his own oral care with set-up help only. The Care Plan
documented R38 required the assistance

(continued on next page)
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of one staff member with personal hygiene. The Care Plan documented R38 had his own wipes and were
kept in his room. R38 was incontinent of bowel and does not use the toilet. R38 would tell you when he
needs to be changed. The Care Plan documented R38 used a bedpan for bowel movements; he has a
metal bedpan and a plastic one. R38 required a mechanical lift full lift with two assist. R38 refused to get up
in his wheelchair or recliner most time. R38 often moved and turned himself fast and often bangs his arms
around on the side rails and headboard while doing so. R38 requests that staff move out of the way while
moving himself.

R38 had a hospital stay from 07/22/25 to 08/07/25. Upon R38&rsquo;s return from the hospital, he was
placed on hospice services. R38&rsquo;s care plan was not revised and updated to reflect his current ADL
care needs as indicated from his Significant Change MDS on 08/13/25.

On 08/20/25 at 12:15 PM, Administrative Nurse D stated that R38&rsquo;s care plan should have been
updated with his most current level of care needed after his return from the hospital. Administrative Nurse D
stated she had gotten behind on the updates on the care plans, and she took responsibility for that.

The facility&rsquo;s &ldquo;Care Plans, Comprehensive Person-Centered&rdquo; policy, dated March
2022, documented the comprehensive, person-centered care plan was developed within seven days of the
completion of the required MDS assessment, and no more than 21 days after admission. The
interdisciplinary team (IDT) reviewed and updated the care plan when there had been a significant change
in the resident&rsquo;s condition; when the desired outcome was not met; when the resident had been
readmitted to the facility from a hospital stay; and at least quarterly, in conjunction with the required
quarterly MDS assessment.
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Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility
had a census of 34 residents. The sample included 13 residents, with one reviewed for respiratory care.
Based on observation, record review, and interview, the facility failed to provide adequate respiratory care
and services for Resident (R) 10 when staff failed to store their oxygen tubing and cannula (a medical
device used to deliver supplemental oxygen through the nostril) and nebulizer (a medical device that
converts liquid medication into a fine mist, allowing it to be inhaled into the lungs) mask in a sanitary
manner when not in use. This placed the resident at risk for an infection.Findings included:- The Electronic
Medical Record for R10 documented diagnoses of chronic obstructive pulmonary disease (COPD- a
progressive and irreversible condition characterized by diminished lung capacity and difficulty or discomfort
in breathing), vascular dementia (a progressive mental disorder characterized by failing memory and
confusion caused by a decreased blood flow to the brain), anxiety (mental or emotional reaction
characterized by apprehension, uncertainty, and irrational fear), bipolar disorder (a major mental illness that
causes people to have episodes of severe high and low moods), and major depressive disorder (major
mood disorder that causes persistent feelings of sadness).The Significant Change Minimum Data Set
(MDS), dated [DATE], documented R10 had intact cognition. R10 required supervision with bathing and
was independent with all other activities of daily living. The MDS further documented R10 received
antipsychotic (a class of medications used to treat major mental conditions), antidepressant (a class of
medications used to treat mood disorders), and antianxiety (a class of medications used to calm and relax
people) medications. The MDS documented R10 did not require supplemental oxygen.The Quarterly MDS,
dated 05/23/25, documented R10 had intact cognition. R10 required supervision with showers and
dressing, and was independent with all other activities of daily living. R10 received antipsychotic,
antidepressant, and antianxiety medications daily. The MDS further documented R10 received
supplemental oxygen.R10's Care Plan dated 08/04/25, initiated on 03/03/25, directed staff to monitor for
signs or symptoms of respiratory distress and report to the physician as needed. The care plan further
directed staff to administer oxygen via nasal cannula at 2 liters per minute at all times.The Physician's
Order, dated 09/15/24, directed staff to administer Oxygen at 2 liters to keep her saturation above 90%.The
Physician's Order, dated 12/04/24, directed staff to administer ipratropium-albuterol (medication to help
control symptoms of lung diseases) 0.5 - 2.5 (3) milligrams (mg)/3 milliliters (ml), one vial, inhaled, twice a
day for COPD.On 08/18/25 at 09:56 AM, R10's oxygen tubing and cannula were unbagged and draped
over the lamp beside her recliner. Further observation revealed the nebulizer mask was unbagged and lying
on the table by the recliner.On 08/19/25 at 08:00 AM, R10's nebulizer mask was unbagged and lying on the
table by the recliner and was visualized by Licensed Nurse (LN) H.On 08/19/25 at 08:10 AM, LN H stated
the oxygen tubing and canula, as well as the nebulizer mask, should always be bagged when not in use. LN
H further stated R10 put the tubing over the lamp as her preference and that it should be care planned to
do so.On 08/20/25 at 11:01 AM, Certified Nurse Aide (CNA) N stated that when R10 left her room, she
personally made sure the tubing was bagged, as they had been provided with bags to store the tubing
in.On 08/20/25 at 12:15 PM, Administrative Nurse D stated that the oxygen tubing, as well as the nebulizer
mask, should be in a bag when not in use. The facility's Departmental (Respiratory Therapy)-Prevention of
Infection policy, dated 11/11, directed staff to keep the oxygen cannula, tubing, and nebulizer mask in a
plastic bag when not in use.
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Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical chart,
following irregularity reporting guidelines in developed policies and procedures.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility
had a census of 34 residents. The sample included 13 residents, with five reviewed for unnecessary
medications. Based on observation, record review, and interview, the facility pharmacist consultant failed to
provide the facility with a monthly Drug Regimen Review for February 2025, which placed all residents who
received prescribed medications from the facility at risk for less supervision regarding their medication
regimen. The facility pharmacist consultant failed to continue to request a gradual dose reduction (GDR) or
a physician's rationale and the risks versus benefits for Resident (R) 6's sertraline (antidepressant- a class
of medications used to treat mood disorders), for R17's Seroquel (antipsychotic- a class of medications
used to treat major mental conditions that cause a break from reality) use, and obtain a stop date for R10's
as needed (PRN) Ativan (antianxiety- a class of medication that calm and relax people).Findings included:-
The Electronic Medical Record for R17 documented diagnoses of Alzheimer's disease (a progressive
mental deterioration characterized by confusion and memory failure), hypertension (high blood pressure),
anxiety (mental or emotional reaction characterized by apprehension, uncertainty, and irrational fear), and
depression (a mood disorder that causes a persistent feeling of sadness and loss of interest).

The &ldquo;Annual Minimum Data Set&rdquo; (MDS), dated [DATE], documented R17 had severely
impaired cognition. R17 required substantial staff assistance for toileting hygiene and personal hygiene.
R17 was independent with eating, dressing, mobility, transfers, and ambulation. The MDS further
documented R17 received antidepressant (a class of medications used to treat mood disorders) and
antianxiety (a class of medications used to calm and relax people) medication daily.

The &ldquo;Quarterly MDS,&rdquo; dated 06/20/25, documented R17 had severely impaired cognition.
R17 required supervision from staff for personal hygiene, eating, oral care, dressing, and set up assistance
with mobility and transfers. The MDS further documented R17 received antipsychotic (a class of
medications used to treat major mental conditions), antidepressant, and antianxiety medication daily.

R17&rsquo;s &ldquo;Care Plan&rdquo; dated 07/02/25, initiated on 02/12/24, directed staff to converse
with R17 while providing care, encourage activities, encourage family involvement, and facilitate resident
interaction. The care plan update, dated 01/15/24, documented R17 was at risk for adverse reactions from
medications with Black Box Warning (BBW- the highest safety-related Warning that medications can have
assigned by the Food and Drug Administration) and directed staff to monitor for signs and symptoms of
side effects from the medications. The care plan update, dated 01/16/24, directed staff to cue, reorient, and
supervise as needed and use task segmentation to support short-term memory deficits. The care plan
update, dated 04/07/25, directed staff to consult with the pharmacy and physician to consider dosage
reduction when clinically appropriate, at least quarterly.

The &ldquo;Physician&rsquo;s Order,&rdquo; dated 01/27/25, directed staff to administer Seroquel (an
antipsychotic medication), 12.5 milligrams (mg), by mouth, at bedtime, for anxiety and agitation. The
medication was increased to twice per day on 03/07/25.

The &ldquo;Medication Regimen Review,&rdquo; dated 02/05/25, documented that R17 received the
antipsychotic agent Seroquel but lacked an allowable diagnosis to support the use. If continued use of this
medication for the indication currently listed in the chart was warranted, please provide a risk versus benefit
or discontinue the medication. The Consultant Pharmacist failed to send the

(continued on next page)
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recommendations to the facility or the physician; therefore, there was no response from the physician.

On 08/19/25 at 03:55 PM, Administrative Nurse D stated the Pharmacist Consultant had forgotten to send
the February 2025 Medication Regimen Reviews to the facility. Administrative Nurse D stated that, after she
received the monthly recommendations, she would send the recommendations to the physician.

The facility&rsquo;s &ldquo;Pharmacy Services-Role of the Consultant Pharmacist&rdquo; policy, dated
04/19, documented that the Consultant Pharmacist would review the medication regimen of each resident
at least monthly, or more frequently under certain conditions, based on applicable federal and state
guidelines. Appropriate communication of information to prescribers and facility leadership about potential
or actual problems related to any aspect of medications and pharmacy services, including medication
irregularities, and pertinent resident-specific documentation in the medical record, as indicated.

- R6&lsquo;s &ldquo;Electronic Medical Record&rdquo; included diagnoses of diabetes mellitus (DM- when
the body cannot use glucose, not enough insulin is made, or the body cannot respond to the insulin) and
major depressive disorder (major mood disorder which causes persistent feelings of sadness).

R6&lsquo;s &ldquo;Quarterly Minimum Data Set&rdquo; (MDS), dated [DATE], documented a Brief
Interview for Mental Status (BIMS) score of 12, indicating moderate cognitive impairment, and no mood
issues or behaviors. The MDS documented R6 required substantial staff assistance with most activities of
daily living. The MDS documented R6 received insulin (a hormone that lowers the level of glucose in the
blood), antidepressant (a class of medications used to treat mood disorders), and anticonvulsant (a drug
that is used to prevent or treat seizures or convulsions by controlling abnormal electrical activity in the
brain) medications.

R6&lsquo;s Care Plan, dated 05/15/25, directed staff to administer medications as ordered. R6's plan of
care directed staff to monitor for side effects and effectiveness, initiated 07/12/19.

The &ldquo;Physician Order,&rdquo; dated 07/12/19, directed staff to administer Sertraline (antidepressant
medication), 50 milligrams (mg) by mouth daily, related to major depressive disorder, single episode.

The Consultant Pharmacist's review on 05/05/25 recommended a gradual dose reduction (GDR) of
sertraline or a rationale explaining the decision for continuing the sertraline. No physician response was
documented.

On 08/19/25, upon request, the consultant pharmacist sent to the facility the February 2025
&ldquo;Medication Regimen Review,&rdquo; which recommended a GDR, rationale, or risk versus benefit
statement for sertraline.

On 08/19/25 at 09:15 AM, Licensed Nurse (LN) H administered medications to R6. He took them whole in
pudding with water.

On 08/19/25 at 03:55 PM, Administrative Nurse D stated the pharmacist consultant had forgotten to send
the February 2025 Medication Regimen Reviews to the facility. She verified R6&rsquo;s physician would
not have received the February 2025 recommendation. Administrative Nurse D verified the

(continued on next page)
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physician had not responded to the 05/05/25 recommendation. She verified that the pharmacist consultant
sends the monthly reviews to the facility, and she sends them on to each specific physician. She verified the
physicians would not have received the February 2025 reports.

The facility&rsquo;s &ldquo;Pharmacy Services&rdquo; policy, dated April 2019, stated the consultant
pharmacist would provide specific activities related to medication regimen review, including: a documented
review of the medication regimen of each resident at least monthly, or more frequently under certain
conditions, based on applicable federal and state guidelines. Appropriate communication of information to
prescribers and facility leadership about potential or actual problems related to any aspect of medications
and pharmacy services, including medication irregularities, and pertinent resident-specific documentation in
the medical record, as indicated. The policy documented regular review of the emergency medication
supply, review of medication storage areas at least monthly, and medication carts at least quarterly, for
proper storage and labeling of medications, cleanliness, and expired medications, and providing the facility
with written or electronic reports and recommendations related to all aspects of medication and
pharmaceutical services review.

2012175419

04/08/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

175419 08/20/2025

Lincoln Park Manor Inc 922 N 5th St
Lincoln, KS 67455

F 0761

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments, separately
locked, compartments for controlled drugs.

The facility had a census of 34 residents. Based on observation, interview, and record review, the facility
failed to ensure medications were secure when a medication cart was left unlocked and unattended, failed
to label and date insulin (a hormone that lowers the level of glucose in the blood) pens when opened, and
failed to remove expired medication from use. This deficient practice placed residents at risk of receiving
ineffective medication.Findings included:- On 08/18/25 at 09:32 AM, the facility's west medication cart
contained:An insulin flex pen without a name or an opened date. A bottle of Aspirin (non-steroidal
anti-inflammatory drug- NSAID), 81 milligram (mg) pills, expired 08/2024. Systane (eye lubricant) eye
drops, expired 06/2025. Dulcolax (laxative) pills,100 mg, expired 04/2023. On 08/18/25 at 09:45 AM, the
facility's east medication cart contained: Two unlabeled, undated insulin pens.A bottle of melatonin (sleep
aide) 3 mg pills, expired April 30, 2024.Artificial tears, expired 03/2023.On 08/20/25 at 12:25 PM, the
facility's medication room emergency medication kit (E-Kit) had two expired medications: Lidocaine (pain
reliever) jelly 2% with expiration date of 07/31/25. Epinephrine (used to treat severe allergic reactions,
cardiac arrest, and other conditions) auto-injector 0.3 mg expired 07/31/25. On 08/18/25 at 08:40 AM,
Certified Medication Aide (CMA) T verified that the medications in the west medication cart had expired. On
08/18/25 at 09:45 AM, Licensed Nurse (LN) G verified the unlabeled insulin pens and expired medications
in the facility's east medication cart.On 08/20/25 at 12:10 PM, Administrative Nurse D verified that staff
were to ensure the medication cart was locked when they left it. Staff were to check for and remove expired
medications. Staff were to label and date insulin pens when opened.On 08/20/25 at 12:25 PM, CMA RR
verified the expiration dates on the E-kit paperwork.On 08/20/25 at 01:20 PM, Administrative Nurse D
opened the E-kit and verified that the lidocaine jelly and epinephrine pen were expired. The facility's
Medication Labeling and Storage policy, dated February 2023, stated that drawers, cabinets, rooms, or
carts containing medications and biologicals would be locked when not in use, and carts would not be left
unattended if open and potentially available to others. The policy stated medication labels would include the
resident's name and expiration date. The facility's Administering Medications policy, dated February 2023,
stated insulin pens would be clearly labeled with the resident's name. Staff would check the medical label
for the expiration date, and when opening a multi-dose container, record the date opened on the container.
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Employ sufficient staff with the appropriate competencies and skills sets to carry out the functions of the
food and nutrition service, including a qualified dietician.

The facility identified a census of 34 residents. The facility had one main kitchen and one main dining area.
Based on observation, record review, and interview, the facility failed to ensure the director of food and
nutrition services had the required qualifications of a certified dietary manager (CDM). This placed
residents at risk for unmet dietary and nutritional needs.Findings included:- On 08/19/25 at 08:20 AM,
Dietary BB stated she did not have her CDM certification, but the administrator and she were currently
enrolled in classes to get certified.On 08/19/25 at 10:15 AM, Administrative Staff A stated that the dietary
manager and she were currently in classes to get certified as a dietary manager. Administrative Staff A
stated the registered dietician came to the facility twice a month, but she was always available by
phone.The facility's Dietician policy dated July 2025 documented if a dietician was not employed full-time, a
director of food and nutrition services would be designated. This individual would be a certified dietary
manager; or a certified food service manager; or be nationally certified in food service management and
safety; or have an associate's degree in food service management or hospitality; or has two or more years
of experience in the position of director of food and nutrition services in a nursing facility setting and has
completed a course of study in food safety and management.The facility failed to ensure the director of food
and nutrition services had the required qualifications of a CDM. This placed residents at risk for unmet
dietary and nutritional needs.
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Arrange for the provision of hospice services or assist the resident in transferring to a facility that will
arrange for the provision of hospice services.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility
identified a census of 34 residents. The sample included 13 residents, with two residents sampled for
hospice care. Based on observation, record review, and interview, the facility failed to ensure there was a
collaboration of care between Resident (R) 2 and R38's hospice provider and the facility which included the
information on what hospice would provide the residents. This placed R2 and R38 at risk of inadequate
end-of-life care. Findings included:- The Electronic Medical Record (EMR) for R2 had diagnoses of
Alzheimer's disease (a progressive mental deterioration characterized by confusion and memory failure),
chronic obstructive pulmonary disease (COPD-a progressive and irreversible condition characterized by
diminished lung capacity and difficulty or discomfort in breathing), hemiparesis/hemiplegia (weakness and
paralysis on one side of the body), and anxiety (mental or emotional reaction characterized by
apprehension, uncertainty, and irrational fear).

The &ldquo;Significant Change Minimum Data Set&rdquo; (MMDS), dated [DATE], documented R2 had
severely impaired cognition. R2 was dependent upon the staff for activities of daily living. The MDS
documented R2 received Hospice (specialized care that mainly aims to provide comfort and dignity to the
patients, by providing physical comfort and emotional, social, and spiritual support for people nearing the
end of life) services.

The&rdquo; Quarterly MDS,&rdquo; dated 07/1/25, documented R2 had severely impaired cognition. R2
was dependent upon the staff for activities of daily living. The MDS documented R2 received Hospice
services.

R2&rsquo;s &ldquo;Care Plan&rdquo; dated 07/17/25, initiated on 04/22/25, documented R2 received
hospice services and directed staff to keep the environment quiet and calm, observe for pain, and
administer medications as ordered. The care plan lacked instruction on the services provided by hospices,
including the frequency of support visits, supplies and medical equipment provided by hospice, medications
covered by hospice, and the address of the chosen hospice.

Review of R2's clinical record revealed the resident was admitted to hospice care on 04/11/25.

On 08/19/25 at 12:40 PM, R2 sat in a reclined Broda (specialized wheelchair with the ability to tilt and
recline), with her eyes closed.

On 08/20/25 at 10:15 AM, Licensed Nurse (LN) G stated R2 received hospice services, the nurse came
twice per week, as well as a nurse aide.

On 08/20/25 at 12:15 PM, Administrative Nurse D stated she would review the care plan to make sure the
appropriate information was on the care plan.

The facility&rsquo;s &ldquo;Hospice Program&rdquo; policy, dated 07/17, documented that the facility and
hospice company would coordinate care provided to the residents. The facility would communicate with
hospice representatives to ensure quality of care for the resident and family. The coordinated care plans for
the resident receiving hospice services would include the most recent hospice plan of care as well as the
care and services provided by the facility.

- The &ldquo;Medical Diagnosis&rdquo; tab of R38&rsquo;s Electronic Medical Record (EMR) documented

(continued on next page)

2015175419

04/08/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

175419 08/20/2025

Lincoln Park Manor Inc 922 N 5th St
Lincoln, KS 67455

F 0849

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

diagnoses of paraplegia (paralysis characterized by motor or sensory loss in the lower limbs and trunk),
hypertension (HTN- elevated blood pressure), pressure ulcer (localized injury to the skin and/or underlying
tissue usually over a bony prominence, as the result of pressure, or pressure in combination with shear
and/or friction) of the sacral region (area between the posterior hip bones), and osteomyelitis (local or
generalized infection of the bone and bone marrow).

R38&rsquo;s &ldquo;Significant Change Minimum Data Set (MDS)&rdquo; dated 08/13/25 documented he
had a Brief Interview for Mental Status (BIMS) score of seven, which indicated moderately impaired
cognition. R38 required substantial to being dependent on staff for his activities of daily living (ADL) cares.
R38 had an indwelling catheter (tube placed in the bladder to drain urine into a collection bag) and an
ostomy (surgical opening from an area inside the body to the outside). R38 had a Stage 4 (a deep pressure
wound that reaches the muscles, ligaments, or even bone) pressure ulcer. R38 was on Hospice services.

R38&rsquo;s &ldquo;Functional Abilities Care Area Assessment (CAA)&rdquo; dated 08/15/25
documented he was a [AGE] year-old male admitted to hospice with osteomyelitis of the sacral and
sacrococcygeal (area located at the base of the spine) region. R38 presented with a pressure ulcer, Stage
4 of the sacral region (left buttocks), chronic paraplegia, and multiple comorbidities. R38 has severe
cognitive impairment.

R38&rsquo;s Care Plan, revised on 08/15/25, directed staff that R38 had a terminal prognosis related to
osteomyelitis and was on hospice services. The Care Plan directed staff to consult with the physician and
social services to have hospice care for the resident in the facility. The Care Plan directed staff to keep the
environment quiet and calm. The Care Plan directed staff to keep linens clean, dry, and wrinkle-free. The
Care Plan directed staff to keep the lighting low and familiar objects close. The Care Plan directed staff to
observe R38 closely for signs of pain, to administer pain medications as ordered, and to notify the
physician immediately if there was breakthrough pain. The Care Plan directed staff to work cooperatively
with the hospice team to ensure the resident's spiritual, emotional, intellectual, physical, and social needs
are met. The Care Plan directed staff to work with nursing staff to provide maximum comfort for the
resident. The Care Plan lacked staff direction on the durable medical equipment (DME), supplies, and
medications provided by hospice. The Care Plan lacked staff direction on what hospice staff would visit and
how often those visits would be.

R38&rsquo;s &ldquo;Misc.&rdquo; tab of the EMR was a scanned &ldquo;Referral Order&rdquo; dated
08/06/25 for a referral for hospice care.

R38&rsquo;s &ldquo;Misc.&rdquo; tab of the EMR had a scanned &ldquo;Facility Notification of Hospice
Admission/Change&rdquo; document with an effective date of 08/07/25.

R38&rsquo;s &ldquo;Misc.&rdquo; tab of the EMR documented the &ldquo;Hospice Certification and Plan
of Care&rdquo; dated for the period of 08/07/25 to 11/04/25. The plan of care documented the
frequency/duration of hospice staff visits; orders of discipline and treatments; goals; DME and supplies;
functional limitations; safety measures; activities permitted; nutritional requirements; advance directives;
mental statuses; allergies; medications; the hospice physician information; and the order description.

On 08/18/25 at 11:35 AM, R38 laid on his back on his low air loss mattress (a specialized type of medical
mattress designed to prevent and treat pressure ulcers). Staff were preparing to provide care for R38.

(continued on next page)
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On 08/20/25 at 09:02 AM, Licensed Nurse (LN) G stated that Administrative Nurse D typically updated the
care plans for residents, but the floor nurses could also update the care plans. LN G stated the care plan
should list all the hospice information on it.On 08/20/25 at 12:15 PM, Administrative Nurse D stated that
when R38 returned to the facility on hospice, his care plan should have been updated to include all the
hospice information, which included what equipment, medications, and supplies that hospice provided.
Administrative Nurse D stated R38&rsquo;s care plan should also contain the information on what hospice
staff would visit and how often.

The facility &ldquo;Hospice Program&rdquo; policy, dated July 2017, documented the coordinated care
plans for residents receiving hospice services would include the most recent hospice plan of care as well
as the care and services provided by the facility to maintain the resident&rsquo;s highest practicable
physical, mental, and psychosocial well-being.
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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility
identified a census of 34 residents. The sample included 13 residents. Based on observation, record review,
and interview, the facility failed to ensure staff followed appropriate Enhanced Barrier Precautions (EBP-
infection control interventions designed to reduce transmission of resistant organisms which employ
targeted gown and glove use during high contact care) and hand hygiene while providing wound care to
Resident (R) 38 and R2. The facility failed to ensure R10's nasal cannula (NC- a hollow tube medical device
that provides supplemental oxygen therapy to people who have lower oxygen levels) and nebulizer (a
device that changes liquid medication into a mist easily inhaled into the lungs) mask was properly stored
when not in use. This placed R38, R2, and R10 at risk of infection development and possible respiratory
complications.Findings included:- The Electronic Medical Record (EMR) for R2 had diagnoses of
Alzheimer's disease (a progressive mental deterioration characterized by confusion and memory failure),
chronic obstructive pulmonary disease (COPD- a progressive and irreversible condition characterized by
diminished lung capacity and difficulty or discomfort in breathing), hemiparesis/hemiplegia (weakness and
paralysis on one side of the body), and anxiety (mental or emotional reaction characterized by
apprehension, uncertainty, and irrational fear).

The &ldquo;Quarterly Minimum Data Set&rdquo; (MDS), dated [DATE], documented R2 had severely
impaired cognition. R2 was dependent upon staff for all activities of daily living, had a Stage 2
(partial-thickness skin loss into but no deeper than the dermis, including intact or ruptured blisters), and
was on received Hospice (specialized care that mainly aims to provide comfort and dignity to the patients,
by providing physical comfort and emotional, social, and spiritual support for people nearing the end of life)
services.

R2&rsquo;s &ldquo;Care Plan,&rdquo; initiated on 07/12/23, documented R2 had actual skin impairment
due to dry skin and limited mobility. The care plan directed staff to follow policies/protocols for the
prevention and treatment of skin breakdown, monitor, and report any changes in skin status. The care plan
lacked documentation. R2 was on Enhanced Barrier Precautions (EBP- infection control interventions
designed to reduce transmission of resistant organisms, which employ targeted gown and glove use during
high contact care) and lacked direction to staff on what personal protective equipment (PPE- gowns, face
shields, and/or eyeglasses/goggles, and gloves) to use.

The Physician&rsquo;s Order,&rdquo; dated 07/22/25, directed staff to apply Opti foam (a brand of foam
wound dressing designed to absorb fluid and protect wounds) to her Stage 2 pressure ulcer, change the
dressing every seven days and as needed, and discontinue when healed.

On 08/20/25 at 10:15 AM, Licensed Nurse (LN) G and LN H sanitized their hands and donned clean
gloves. LN G stated R2 had recently gotten a small open area on her coccyx. LN H got on the side of the
bed closest to the wall, and LN G was on the opposite side. R2 had bilateral heel protectors on, and LN G
pulled down her pants, checked her incontinence brief, and stated she had a bowel movement (bm).
R2&rsquo;s heel protectors and pants were removed due to LN G had gotten BM on her pants while she
was providing personal care. Both LN G and LN H removed their soiled glove and donned clean gloves. LN
G and LN H assisted R2 onto her left side so that LN H could perform wound care. LN H removed the old
dressing, used gauze to cleanse the wound, placed the wound cleanser on the bed, and measured the
wound. LN H put Opti foam on R2&rsquo;s wound, assisted with a clean brief, and still had on soiled
gloves. LN H verified that she should have changed her gloves after she cleansed the wound. LN H stated
that she had discussed with Administrative Nurse D that R2 needed to be on EBP, and she had not done it
yet. LN H stated, it was on her list and would do it right away.

(continued on next page)
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On 08/20/25 at 11:00 AM, Certified Nurse Aide (CNA) N stated she did not know that R2 required EBP and
that she had never worn a gown while she provided care to R2, only gloves.

On 08/20/25 at 12:20 PM, Administrative Nurse D stated R2 should be on EBP due to her open area and
that staff should have changed her gloves after she cleaned R2&rsquo;s wound. Administrative Nurse D
further stated she would review the care plan and make sure the EBP information was on the care plan.

The facility&rsquo;s &ldquo;Enhanced Barrier Precautions&rdquo; policy, dated 12/24, documented that
EBP is utilized to prevent the spread of multidrug-resistant organisms (MDRO) to residents. Enhanced
barrier precautions apply when a resident is not known to be infected or colonized with any MDRO, has a
wound or indwelling medical devices, and does not have secretions or excretions that are unable to be
covered or contained, and contact precautions do not otherwise apply. EBPs employ targeted gown and
glove use in addition to standard precautions during high-contact resident care activities when contact
precautions do not otherwise apply. High-contact resident care activities requiring the use of a gown and
gloves for EBPs included: dressing, bathing, providing hygiene or grooming, changing briefs or assisting
with toileting, transferring, bed mobility, changing linens, and wound care. Signs are posted on the door or
wall outside the residents&rsquo; rooms, which communicate the type of precautions and PPE required.

- On 08/18/25 at 11:35 AM, an observation of R38&rsquo;s Stage 4 (a deep pressure wound that reaches
the muscles, ligaments, or even bone) pressure ulcer (localized injury to the skin and/or underlying tissue
usually over a bony prominence, as the result of pressure, or pressure in combination with shear and/or
friction) wound care revealed the following:

Licensed Nurse (LN) G gathered the wound care supplies to complete R38&rsquo;s wound care. LN G
placed a barrier on R38&rsquo;s bedside table and placed all supplies needed on top of the barrier. LN H
was in R38&rsquo;s room to assist LN G. LN H performed hand hygiene with hand sanitizer prior to
applying clean gloves. LN G applied clean gloves without performing hand hygiene. Neither LN G nor LN H
donned a protective gown prior to beginning wound care for R38. LN G raised R38&rsquo;s bed to be at a
height appropriate to do wound care. LN G and LN H assisted in rolling R38 to his right side. LN G
unfastened R38&rsquo;s brief and then placed a clean barrier under his bottom. LN G removed her gloves
and threw them in the trash. LN G then put on a clean pair of gloves (no hand hygiene performed) and
began to remove R38&rsquo;s old wound dressings and placed the dressings in the trash can. LN G then
grabbed the wound cleanser and cleans the wound area, and wiped with clean 4 x 4 gauze. LN G then
started to grab the bottle of packing tape, but stopped and stated, &ldquo;I guess I should probably change
my gloves.&rdquo; LN G removed the dirty gloves and put on a clean pair of gloves (no hand hygiene
performed). LN G continued to perform the wound care as ordered. LN G gathered the trash after the task
was completed and removed her gloves. LN G failed to perform hand hygiene after disposing of the trash.
LN H removed her gloves and performed hand hygiene before leaving R38&rsquo;s room.

On 08/18/25 at 11:50 AM, LN G stated she should have washed her hands and done hand hygiene after
removing her gloves. LN G stated that a gown should have also been worn while providing cares to R38.

On 08/20/25 at 12:15 PM, Administrative Nurse D, the facility&rsquo;s Infection Preventionist, stated the
staff had just had an education session with staff about the EBP. Administrative Nurse D stated staff should
know to always wear gloves and gowns when providing a resident on EBP as well as doing hand hygiene in
between glove changes.

(continued on next page)

2019175419

04/08/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

175419 08/20/2025

Lincoln Park Manor Inc 922 N 5th St
Lincoln, KS 67455

F 0880

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Many

The facility&rsquo;s &ldquo;Enhanced Barrier Precautions&rdquo; policy dated December 2024
documented EBPs were utilized to prevent the spread of multidrug-resistant organisms (MDRO) to
residents. EBP applies when a resident was infected with a Centers for Disease Control and Prevention
(CDC)- targeted MDRO. EBPs employ targeted gown and glove use in addition to standard precautions
during high-contact resident care activities when contact precautions do not otherwise apply. Gloves and a
gown are applied prior to performing the high-contact resident care activity. Examples of high-contact
resident activities requiring the used of gown and gloves for EBPs included: dressing bathing/showering;
providing hygiene or grooming changing briefs or assisting with toileting; transferring; providing bed
mobility; changing linens; prolonged, high-contact with items in the resident&rsquo;s room, with
resident&rsquo;s equipment, or with resident&rsquo;s clothing or skin&rsquo; device care or use; and
wound care.

The undated facility&rsquo;s Handwashing/Hand Hygiene&rdquo; policy documented all personnel were
trained and regularly in-service on the importance of hand hygiene in preventing the transmission of
healthcare-associated infections. All personnel were expected to adhere to hand hygiene policies and
practices to help prevent the spread of infections to other personnel, residents, and visitors. Hand hygiene
products and supplies were readily accessible and convenient for staff use to encourage compliance with
hand hygiene policies. Alcohol based hand-rub (ABHR) dispensers were placed in areas of high visibility
and consistent with workflow throughout the facility. All personnel were to perform hand hygiene before
applying non-sterile gloves. After removing gloves, perform hand hygiene.
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