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A standard survey was conducted at Foxwood
Springs Living Center from 1/7/26 through
1/10/25. This invesligation was conducled on
behalf of the Missouri Depariment of Health and
Senior Services by Ascellon Corporation, The
standard survey revealed {hat the facllity was not
in substantial compllance with Medicare/Medicald
regulations at 42 Code of Federal Regulations
(C.F.R.} Part 483, Subpart B - Requirements for
Long Term Care Facililies, The foflowing
deficlencies resulted from the facility's
noncompllance relaled to the standard survey.
The facility's census on 1/7/25 was 82 residents.
F 851 | Rights Exercised by Ropresantative F 551
$8=D | CFR(s): 483.10(b}(3)-(7){i)-{iii)

§483.10(b)(3) In the case of a resident who has
not been adjudged incompetent by the state
courl, the resldent has the right to designate a
representative, in accordance with State law and
any legal surrogate so designated may exercise
the resident's righls to the extent provided by
stale law. The same-sex spouse of a resident
must be afforded treaiment equal o that afforded
to an opposite-sex spouse If the marriage was
valid In the jurisdiction in which it was celebrated.
(i} The resident representative has the right to
axerciss the residenl's rights to the exlent those
rights are delsgated {o the ropresentative.

(it} The resident retains the right to exerclse those
rights not delegated o a resident representative,
including the right to revoke a delegation of rights,
except as limited by State law.

§483.10(b)(4) The facility must treal the decisions
of a resident representative as the decislons of
the resident {o the extent required by the court or
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A standard survey was conducted at Foxwood
Springs Living Center from 1/7/25 through
1/10/25. This investigation was conducted on
behalf of the Missouri Department of Health and
Senior Services by Ascellon Corporation. The
standard survey revealed that the facility was not
in substantial compliance with Medicare/Medicaid
regulations at 42 Code of Federal Regulations
(C.F.R.) Part 483, Subpart B - Requirements for
Long Term Care Facilities. The following
deficiencies resulted from the facility's
noncompliance related to the standard survey.
The facility's census on 1/7/25 was 82 residents.
F 551 Rights Exercised by Representative F 551
SS=D CFR(s): 483.10(b)(3)-(7)(i)-(iii)

§483.10(b)(3) In the case of a resident who has
not been adjudged incompetent by the state
court, the resident has the right to designate a
representative, in accordance with State law and
any legal surrogate so designated may exercise
the resident's rights to the extent provided by
state law. The same-sex spouse of a resident
must be afforded treatment equal to that afforded
to an opposite-sex spouse if the marriage was
valid in the jurisdiction in which it was celebrated.
(i) The resident representative has the right to
exercise the resident's rights to the extent those
rights are delegated to the representative.

(ii) The resident retains the right to exercise those
rights not delegated to a resident representative,
including the right to revoke a delegation of rights,
except as limited by State law.

§483.10(b)(4) The facility must treat the decisions
of a resident representative as the decisions of
the resident to the extent required by the court or
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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 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
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F 551  Continued From page 1

delegated by the resident, in accordance with
applicable law.

§483.10(b)(5) The facility shall not extend the
resident representative the right to make
decisions on behalf of the resident beyond the
extent required by the court or delegated by the
resident, in accordance with applicable law.

§483.10(b)(6) If the facility has reason to believe
that a resident representative is making decisions
or taking actions that are not in the best interests
of a resident, the facility shall report such
concerns when and in the manner required under
State law.

§483.10(b)(7) In the case of a resident adjudged
incompetent under the laws of a State by a court
of competent jurisdiction, the rights of the resident
devolve to and are exercised by the resident
representative appointed under State law to act
on the resident's behalf. The court-appointed
resident representative exercises the resident's
rights to the extent judged necessary by a court of
competent jurisdiction, in accordance with State
law.

(i) In the case of a resident representative whose
decision-making authority is limited by State law
or court appointment, the resident retains the right
to make those decisions outside the
representative's authority.

(ii) The resident's wishes and preferences must
be considered in the exercise of rights by the
representative.

(iii) To the extent practicable, the resident must be
provided with opportunities to participate in the
care planning process.

This REQUIREMENT is not met as evidenced
by:

F 551
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Based on interviews and record review, the
facility failed to ensure a resident, who was not
determined by a physician to lack the ability to
make informed healthcare decisions, was
provided with opportunities to make decisions in
their best interest for the Care Plan process. This
was evidenced by one (1) of three (3) residents
sampled for participation in the Care Plan
process (Resident #64).

Findings include:

Review of the facility's "Advance Directives"
policy with a revision date of December 2016
revealed:

"Policy Statement - Advance directives will be
respected in accordance with state law and
facility policy. Policy Interpretation and
Implementation ... 3. If the resident is
incapacitated and unable to receive information
about his or her right to formulate an advance
directive, the information may be provided to the
resident's legal representative. 4. If the resident
becomes able to receive and understand this
information later, he or she will be provided with
the same written materials as described above,
even if his or her legal representative has already
been given the information."

Review of Resident #64's Durable Power of
Attorney (DPOA) for Health Care Decisions
document revealed, "l appoint the person named
below to be my agent to make health care
decisions for me when and only when | cannot
make decisions or communicate what | want
done."

Review of Resident #64's Minimum Data Set
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(MDS) dated 10/18/24 revealed a Brief Interview
for Mental Status (BIMS) score of nine (9), which
indicated moderate cognitive impairment.

In an interview on 1/10/25 at 4:25 p.m., Social
Worker #1 stated that Resident #64 was
determined by his/her physician to lack the
capacity to make informed healthcare decisions.
Social Worker #1 stated that they did not
document a decline in the resident's
decision-making capacity, nor could they provide
the physician's documentation about such a
change.

In an interview on 1/10/25 at 4:30 p.m., Social
Worker #2 stated that Resident #64 had a
Durable Power of Attorney (DPOA) representative
who was notified of healthcare concerns and
asked to acknowledge changes in care and
services. The surveyor asked Social Worker #2
why Resident #64 was not asked to participate in
planning his/her care and to acknowledge
changes in his/her care and services. Social
Worker #2 stated that the resident was not able
to participate in the planning of his/her care at the
time, due to his/her cognitive status. Social
Worker #2 stated that the decision-making
authority of the DPOA representative was placed
into effect upon the date of the resident's
signature on the DPOA document and not after
the resident's physician determined that he/she
was no longer able to make informed healthcare
decisions.

F 582 Medicaid/Medicare Coverage/Liability Notice F 582

SS=D CFR(s): 483.10(g)(17)(18)(i)-(v)

§483.10(g)(17) The facility must--
(i) Inform each Medicaid-eligible resident, in
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writing, at the time of admission to the nursing

Medicaid of-

(A) The items and services that are included in
nursing facility services under the State plan and
for which the resident may not be charged;

(B) Those other items and services that the
facility offers and for which the resident may be
charged, and the amount of charges for those
services; and

(ii) Inform each Medicaid-eligible resident when
changes are made to the items and services
specified in §483.10(g)(17)(i)(A) and (B) of this
section.

§483.10(g)(18) The facility must inform each
resident before, or at the time of admission, and
periodically during the resident's stay, of services
available in the facility and of charges for those
services, including any charges for services not
covered under Medicare/ Medicaid or by the
facility's per diem rate.

(i) Where changes in coverage are made to items
and services covered by Medicare and/or by the
Medicaid State plan, the facility must provide
notice to residents of the change as soon as is
reasonably possible.

(ii) Where changes are made to charges for other
items and services that the facility offers, the
facility must inform the resident in writing at least
60 days prior to implementation of the change.
(iif) If a resident dies or is hospitalized or is
transferred and does not return to the facility, the
facility must refund to the resident, resident
representative, or estate, as applicable, any
deposit or charges already paid, less the facility's
per diem rate, for the days the resident actually
resided or reserved or retained a bed in the

facility and when the resident becomes eligible for
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facility, regardless of any minimum stay or
discharge notice requirements.

(iv) The facility must refund to the resident or
resident representative any and all refunds due
the resident within 30 days from the resident's
date of discharge from the facility.

(v) The terms of an admission contract by or on
behalf of an individual seeking admission to the
facility must not conflict with the requirements of
these regulations.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record review, the
facility failed to ensure the Notice of Medicare
Non-Coverage and the Skilled Nursing Facility
Advance Beneficiary Notice of Non-Coverage
were acknowledged by the resident. This was
evidenced for one (1) of three (3) residents
sampled for Notice of Medicare Non-Coverage
and the Skilled Nursing Facility Advance
Beneficiary Notice of Non-coverage (Resident
#64).

Findings include:

Review of Resident #64's Durable Power of
Attorney (DPOA) for Health Care Decisions
documents revealed, "l appoint the person
named below to be my agent to make health care
decisions for me when and only when | cannot
make decisions or communicate what | want
done."

Review of Resident #64's Minimum Data Set
(MDS) dated 10/18/24 revealed a Brief Interview
for Mental Status (BIMS) score of nine (9), which
indicated moderate cognitive impairment.

In an interview on 1/10/25 at 4:25 p.m., Social
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Worker #1 stated that Resident #64 was not
notified of the determination of non-coverage,
because the resident was determined by his/her
physician to lack capacity to make informed
healthcare decisions. Social Worker #1 stated
they did not document that a decline had
occurred in the resident's cognitive status, nor
could they provide documentation that Resident
#64's physician determined the resident was no
longer able to make his/her own informed
healthcare decisions - to include acknowledging
the receipt of the Beneficiary Notice of
Non-Coverage.

In an interview on 1/10/25 at 4:30 p.m., Social
Worker #2 stated that Resident #64 had a
Durable Power of Attorney (DPOA) representative
who was making healthcare decisions on behalf
of the resident. The surveyor asked Social
Worker #2 why Resident #64 was not asked to
participate in his/her own healthcare
decision-making - to include being informed of
and acknowledging receipt of the Beneficiary
Notice of Non-Coverage. Social Worker #2 stated
that Resident #64 was not able to do so at the
time due to his/her cognitive condition. Social
Worker #2 stated that the decision-making
authority of the DPOA representative was placed
into effect upon the date of the resident's
signature on the DPOA document and not after
the resident's physician determined that he/she
was no longer able to make informed healthcare
decisions.

F 584 Safe/Clean/Comfortable/Homelike Environment F 584

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

§483.10(i) Safe Environment.
The resident has a right to a safe, clean,
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but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
possible.

(i) This includes ensuring that the resident can

receive care and services safely and that the

independence and does not pose a safety risk.

or theft.
§483.10(i)(2) Housekeeping and maintenance

and comfortable interior;

in good condition;

§483.10(i)(4) Private closet space in each

levels in all areas;

81°F; and

sound levels.
This REQUIREMENT is not met as evidenced
by:

comfortable and homelike environment, including

use his or her personal belongings to the extent

physical layout of the facility maximizes resident

(ii) The facility shall exercise reasonable care for
the protection of the resident's property from loss

services necessary to maintain a sanitary, orderly,

§483.10(i)(3) Clean bed and bath linens that are

resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting

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

§483.10(i)(7) For the maintenance of comfortable

F 584
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Based on observations, interviews, and review of
the facility's cleaning checklist, the facility failed to
maintain the physical environment in a safe,
clean, comfortable and homelike manner on 200
Hall for two (2) residents who resided on this hall
(Resident #48 and Resident #53), and failed to
maintain in a safe, clean manner a lounge area
and ice machine shared by residents from both
100 and 200 Halls. The combined census on the
100 and 200 Halls on 1/7/25, the first day of the
survey, was 45.

Findings include:

During the initial tour of 200 Hall on 1/7/25,
beginning at 12:55 p.m., observation found the
carpeting on the hall was not clean, with small
pieces of paper trash, small fragments of gauze,
and debris noted throughout the length of the
hallway from one (1) end of the residential
corridor to the other. The carpeting on this hall
was found to be in the same state when observed
throughout the rest of the afternoon on 1/7/25 and
throughout the day on 1/8/25.

An observation was made of Resident #48's
semi-private room in the presence of a visiting
family member at 1:01 p.m. on 1/7/25. At the time
of the observation, Resident #48 was sitting
upright in a specialty chair at bedside facing the
TV as the visitor sat on the edge of Resident
#48's bed. When asked if he/she had any
concerns regarding care and/or services,
Resident #48 shook his/her head no. When
asked if the visitor had any concerns, the visitor
pointed to trash on the floor (including cotton
balls), expressed concern about the cleanliness
of the room, and stated he/she would usually just
pick up the trash himself. Further observation
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found trash under the center of Resident #48's
bed and several pillows under the head of
Resident #48's bed by the wall.

An observation was also made of the other half of
Resident #48's semi-private room, which was
occupied by Resident #53, who was out of the
room at the time of this observation. This
observation found trash on the floor in front of the
foot of Resident #53's bed, as well as a cushion
(labeled with Resident #53's name) on the floor
under a wooden armchair positioned next to the
sink and across from the foot of Resident #53's
bed.

At 10:36 a.m. on 1/8/25, a repeat observation
was made of the room shared by Resident #48
and Resident #53. This observation found the
floor on Resident #53's side of the room was not
clean, with trash, equipment (including the seat
cushion labeled with Resident #53's name), and
debris on floor under the sink and furniture. Trash
was also observed on the floor at the foot of
Resident #48's bed (including cotton balls) and
pillows and paper trash under Resident #48's
bed.

Beginning at 9:15 a.m. on 1/10/25, a tour was
conducted of the shared lounge located across
from the nursing station and at the juncture of
100 Hall and 200 Hall. This tour was conducted in
the company of the Assistant Director of Nursing
(ADON). When asked what this space was
called, the ADON stated he/she always referred
to as the "common area". The common area was
divided into a living room area (with a TV, tables,
and chairs on vinyl plank flooring) and a sunroom
area (with potted plants, floor-to-ceiling window
panels, quarry tile flooring, and a door to an
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concerns were noted:

living room area;

of walls and behind the potted plants in the
sunroom area;

the top surfaces of wooden chair rail molding
along the walls of the perimeter of the common
area; the dust was easily removed with rubbing
by a finger;

of the common area, including in the sunroom
was easily removed with rubbing by a finger;

generally clean, except within about two (2)
inches of the wooden baseboard, where the tile
was noticeably discolored;

the frames of the floor-to-ceiling windows in the
sunroom area, in the corners of the walls and
floors, and stringing from a wall-mounted light
sconce to the frame and the automatic closing
device on the adjacent door leading into a
courtyard, which was marked with signage

EXIT";

chairs placed around two (2) tables in the
common area, which was easily removed with
rubbing by a finger;

- Pieces of paper trash was found on the open
floor, as was a bottle cap under an end table in
the living room area; and

- The doorknob to a door labeled "HOSPICE
SUPPLIES ONLY" was loose from the door and

outside courtyard). During this tour, the following

- A disposable exam glove was under rear wheel
of the medication cart parked by the piano; in the

- Accumulations of dirt were seen in the corners

- Heavy accumulations of dust were found along

- The wooden baseboards around the perimeter
area, had heavy accumulations of dust; the dust

- The quarry tile flooring in the sunroom area was

- Multiple cobwebs were noted in the corners of

stating: "NO PUBLIC USE" and "THIS IS NOT AN

- Dust build-up was on the bottom rungs of all the
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missing one (1) of two (2) screws intended to
secure the doorknob to the door.

The above findings were verified by the ADON at
the time of the observations, after which the
observations were halted to allow the ADON to
invite supervisors for the Housekeeping and
Facilities (Maintenance) departments to join the
tour.

A tour of the 200 Hall began at approximately
9:35 a.m. on 1/10/25, in the company of the
ADON, the Facilities Director (who was
supervisory over Housekeeping and Facilities),
the Facilities Supervisor, and Housekeeping
Supervisor #5, with the following concerns noted:

- The left-hand leaf of the double doors going
from the Health Care Center to the Administrative
Offices, which had been held open by a magnetic
holder, was closed, and the surveyor pointed to
heavy accumulations of dark-colored dust, debris
and webbing in the corner of the floor behind the
door as well as on all three (3) door hinges.

- The ice machine located across from the
nursing station was noted to be dripping water
into the collection tray. On the front of the ice
machine and on the collection tray were heavy
accumulations of a white substance consistent in
appearance with lime build-up, which was easily
removed by scrapping with a fingernail. The vent
on the left side of the ice machine was coated
with an accumulation of dust. The polyvinyl
chloride (PVC) piping leading from the left side of
the machine to an air-gapped drain in the wall
beside the machine was coated with a heavy
accumulation of dust. The floor under the
machine was not clean. When interviewed at the
time of the observation, the Facilities Director
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confirmed it was the responsibility of Facilities
staff to maintain the cleanliness of the ice
machines.

- As the group traveled down the 200 Hall from
the nursing station, accumulations of dust and
debris were observed along the top edge of the
wooden baseboards, the top edge of the
backboard to the wooden handrails, and inside
the wells of the handrails lining both sides of the
hall.

- The surveyor commented to the accompanying

on Days 1 and 2 of the survey. The
Housekeeping Supervisor confirmed the
expectation that the carpets in the hallways were
to be vacuumed daily. At 9:39 a.m. on 1/10/25,
the surveyor released the left-hand leaf of the
double doors between Rooms 205 and 207 to
examine the carpeting behind the previously
closed door. On the carpeting were multiple
pieces of debris which were yellow-orange in
color with an appearance consistent with food
particles.

of the room to be generally clean, but the floor
between the wall and the wardrobe near the
window was found to have debris and a large
particle of food (possibly a cookie) visible just
inside the opening to that space. Examination of
the vent to the packaged terminal air conditioner
(PTAC) unit found an accumulation of debris
inside the unit. The bottom rung of a wooden
armchair (identical to the chairs seen in the
common area) was found to have a heavy

by a finger.
- Aframed picture in the hallway outside of Room

staff that the carpets looked clean today, but they
were visibly soiled with pieces of trash and debris

- Examination of a resident room whose occupant
was not present (Room 210) found the open floor

accumulation of dust easily removed with rubbing

F 584
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210 was tested for cleanliness, by running a
finger across the top of the frame. This resulted in
finding a heavy accumulation of dust.

- Debiris, including a piece of medical tape with
writing on it, was noted within the well of the
handrail outside of Room 214.

- The left-leaf of the double doors across from a
door labeled "HOUSEKEEPING CENTRAL
STORAGE" was released from the magnetic
hold-open device. Examination of the carpeted
flooring behind where the door had been held
open against the wall found the carcass of a
large, winged insect on the floor, as well as a
heavy accumulation of debris in the corner behind
the door.

All the above findings were verified by all staff
members accompanying the surveyor at the time
of the observations.

At 9:51 a.m. on 1/10/25, the surveyor asked the
Facilities Director and Housekeeping Supervisor
#5 about expectations for cleaning residents'
rooms. They reported that at a minimum, on a
DAILY basis, the residents' rooms were to be
dusted, sinks cleaned, and floor swept and
mopped (including under beds, sinks, and easily
movable furniture, such as an armchair). When
asked about routine cleaning of the hallways, they
reported that the carpeting in the hallways was to
be vacuumed daily and the handrails
dusted/wiped down daily, including inside the
wells of the handrails.

At approximately 9:55 a.m. on 1/10/25, the
surveyor knocked on the door to Resident #48's
room and obtained permission from his/her to
enter and examine his/her room in the company
of the same facility staff. Upon entering the room,
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the surveyor noted the open floor of the room had
been swept and mopped, but on the floor under
the head of Resident #48's bed were three (3)
bed pillows. Under the wooden armchair beside
the sink across from the foot of Resident #53's
bed was the seat cushion labeled with Resident
#53's name. The surveyor reported to the facility
staff having observed pillows under Resident
#48's bed on Day 1 and Day 2 for the survey, as
well as trash on the floor around Resident #48's
bed, including paper trash and cotton balls. Upon
exiting Resident #48's room, the ADON reported
the cotton balls were likely used to obtain the
resident's capillary blood glucose levels, and the
ADON re-entered the room to remove the pillows
from the floor.

At approximately 10:00 a.m. on 1/10/25, the
surveyor asked the Facilities Director and
Housekeeping Supervisor #5 for the facility's
policies and procedures for cleaning the resident
rooms and common areas, as well as any
cleaning schedules, cleaning checklists that had
been completed during the current week, and the
schedule "as worked" for the Housekeeping
Department for the week of the survey (1/7/25
through 1/10/25). The Facilities Director stated
he/she was not sure whether such policies and
procedures existed, but they did have a sheet on
each housekeeper's cart that provided direction
to staff on what was to be cleaned and how often.

At 10:24 a.m. on 1/10/25, the Facilities Director
presented a two-page document titled "Health
Center" and stated, "These tasks are to be done
daily." No policies or procedures, completed
cleaning checklists, or a copy of the
Housekeeping Department's schedule "as
worked" for the current week were provided.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: FZMN11 Facility ID: 02649 If continuation sheet Page 15 of 27



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/31/2025

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
265803 B. WING 01/10/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FOXWOOD SPRINGS LIVING CENTER 1S MEST FRMBoD RS
RAYMORE, MO 64083
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 584 Continued From page 15 F 584

Review of the document titled "Health Centered"
contained the following (quoted verbatim):

"Clean and disinfect all high touch surfaces to
include door knobs, key pads hand rails, faucets,
crash carts etc.

100 Hall

___Clean Nurses Stations Daily (Sweep, Mop,
Trash & Clean Counters)

__Clean Med-Room Daily (Sweep, Mop, Clean
Counters & Sink)

___Clean Both Offices Daily (Sweep, Mop, Trash
& Clean Counters)

___Clean Soil Utility Room Daily (Sweep & Mop &
Clean Sink)

__Clean Linen Room Daily (Sweep & Mop)
NOTHING ON TOP SHELVES!

__Clean Supply Room (Sweep & Mop) Daily

200 Hall

___Clean Beauty Shop Daily (Sweep, Mop, Trash,
Clean All Counters, Bathroom, & Mirrors)
__Clean Soil Utility Room Daily (Sweep, Mop &
Clean Sink)

___Clean Ice Maker 2X [twice] A Daily

___Clean Linen Room Daily (Sweep & Mop)
NOTHING ON TOP SHELVES!

__Clean HCC [Health Care Center] Lounge Daily
(Sweep, Trash, Wipe Down Tables & Chairs,
MOP 3X [three times] A Week)

___Clean Restorative Therapy 2X A Week
(Vacuum, Wipe Down Table, Trash)

___Clean Chaplains Office 1X A Week (Vacuum,
Wipe Down Tables, Trash, Dust)

___Deliver Morning & Afternoon Personals (11AM
& 2PM)
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Clean and disinfect all high touch surfaces to
include door knobs, key pads hand rails, faucets,
crash carts etc.

Monday - Clean handrails on beds, overhead
lights & glove boxes

Tuesday - Pull out nightstands and beds, sweep
& mop behind them.

Wednesday - Dust all furniture and sprinkler
heads and vents.

Thursday - Clean blinds & window sills

Friday - Clean janitor cart & closet. Clean floor
sink, sweep & mop."

When interviewed again at 3:20 p.m. on 1/10/25,
the Facilities Director confirmed there were no
policies or procedures for cleaning the resident
rooms or common areas and that a copy of the
checklist identified above was kept on each
housekeeping cart as a reference tool only. The
Facilities Director confirmed that the checklist
was not actually filled out by housekeeping staff

the facility verified that the tasks identified on the
checklist were being completed at the
frequencies specified, the Facilities Director
stated it was the responsibility of the
Housekeeping Supervisor to do "spot checks"
daily. According to the Facilities Director,
"[He/She, referring to Housekeeping Supervisor
#5] is supposed to 'spot check' at least one (1)
room on every hall every day." The Facilities

a tour of 200 Hall and the lounge or "common
area" shared by the residents on 100 Hall and
200 Hall.

F 657 Care Plan Timing and Revision

SS=D

each day, turned in, or retained. When asked how

Director acknowledged that additional monitoring
was indicated in view of the findings made during

F 584

F 657
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CFR(s): 483.21(b)(2)(i)-(ii)

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-

(i) Developed within 7 days after completion of
the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the
resident.

(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and the resident's representative(s).
An explanation must be included in a resident's
medical record if the participation of the resident
and their resident representative is determined
not practicable for the development of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.

(if)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
assessments.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record review, the
facility failed to develop a Comprehensive Care
Plan after a significant change in the
status/condition of a resident. This was
evidenced by Resident #10 having had an
unwitnessed fall with major injury resulting in a
right hip replacement and pubic bone fracture on
7/24/24. The Care Plan was not revised within
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seven (7) days to ensure timeliness of a
person-centered comprehensive assessment to
address the resident's needs for one (1) of one
(1) resident sampled for Comprehensive Care
Plan timeliness (Resident #10).

Findings include:

Review of the facility policy titled, "Care Plans,
Comprehensive Person-Centered," with a
revision date of March 2022, noted:

"Policy Interpretation and Implementation ... 2.
The comprehensive, person-centered care plan is
developed within seven (7) days of the
completion of the required MDS [Minimum Data
Set] assessment (Admission, Annual or
Significant Change in Status), and no more than
21 days after admission."

Review of Resident #10's face sheet documented
an admission date of 2/1/21. Medical diagnoses
included Senile Degeneration of Brain, Major
Depressive Disorder, Hypertension, Dementia
and Type |l Diabetes.

Review of Resident #10's significant change
status/condition Care Plan dated 8/19/24
documented the resident had sustained a pubic
bone fracture on 7/24/24.

An interview with the Assistant Director of Nursing
(ADON), on 1/10/25 at 10:16 a.m., revealed
Resident #10's Care Plan was not updated within
the seven (7) day timeframe. The ADON stated
the Care Plan, which reflected the fall on 7/24/24,
was updated on 8/19/24.

F 689 Free of Accident Hazards/Supervision/Devices F 689
SS=E
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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:

Based on observation, interview and record
review, the facility staff failed to ensure an
environment free from accident hazards. Staff
failed to secure the contents of an unattended
treatment cart stored in a lounge used by
residents on the 100 and 200 Halls. The cart
contained medicated creams, ointments, and
topical sprays, as well as bandage scissors. The
unlocked treatment cart presented a potential
hazard to all residents residing on 100 and 200
Halls.

Findings include:

Review of the facility policy titled "Security of
Medication Cart", revised April 2007, noted:

"Policy Interpretation and Implementation ... 4.
Medication carts must be securely locked at all
times when out of the nurse's view."

On 1/7/25 at 12:41 p.m., the surveyor observed
an unlocked treatment cart in which were stored
band aids, bandages, gauze, gauze tape,
lidocaine pain spray, medicated ointments and
creams, and bandage scissors. The cart was
stored in an open lounge area, and multiple
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§483.60(i) Food safety requirements.
The facility must -

§483.60(i)(1) - Procure food from sources
approved or 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.

(i) This provision does not preclude residents

§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:

Based on observations, interviews, and record
review, the facility failed to store, prepare,
distribute, and serve food in accordance with
professional standards for food service safety.
Specifically, the facility failed to clean the kitchen

from consuming foods not procured by the facility.
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residents were observed to be within six (6) feet
of the treatment cart.
In an interview on 1/7/25 at 12:42 p.m.,
Registered Nurse (RN) Charge Nurse #4 stated
he/she accidentally left the cart unlocked after
being called away to assist someone. RN Charge
Nurse #4 stated he/she should have secured the
cart by locking it before leaving it unattended.
F 812 Food Procurement,Store/Prepare/Serve-Sanitary F 812
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floors, preparation table, shelves and drawers,
stove, the grill, grill area, ovens, sides and front of
the deep fat fryer, refrigerators, and the
steamer/convection ovens.

Findings include:

Review of the undated "Sanitization" policy read
in part:

"Policy Statement - The food service area shall
be maintained in a clean and sanitary manner.

Policy Interpretation and implementation -
1. All kitchens, kitchen areas and dining areas
shall be kept clean ...

2. All utensils, counters, shelves and equipment
shall be kept clean, maintained in good repair and
shall be free from breaks, corrosions, open
seams, cracks and chipped areas that may affect
their use or proper cleaning ...

3. All equipment, food contact surfaces and
utensils shall be washed to remove or completely
loosen soils by using the manual or mechanical
means necessary and sanitized using hot water
and/or chemical sanitizing solutions ...

16. Kitchen and dining room surfaces not in
contact with food shall be cleaned on a regular
schedule and frequently enough to prevent
accumulation of grime.

17. The Food Services Manager will be
responsible for scheduling staff for regular
cleaning of kitchen and dining areas. Food
service staff will be trained to maintain
cleanliness throughout their work areas during all
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tasks, and to clean after each task before
proceeding to the next assignment.”

During the initial tour of the kitchen on 1/7/25 at
11:24 a.m., the following items were not clean in
the kitchen. The kitchen floors had food debiris,
black colored grime and grease under the stove,
grill, ovens, steamers and preparation tables. in
the kitchen. The food preparation tables, shelves
and drawers had food debris and crumbs on and
in them; the stove had dried food debris and
accumulated grease on the front, sides and back
of it; the grill and grill area had food debris and
accumulated grime and yellow colored grease on
the front and sides of the table to include the
wheels of the grill table; the ovens had black food
debris built up inside and the outside of the ovens
had food debris on the doors and sides; there
was yellow grease build up on the sides and front
of the deep fat fryer; the refrigerators had dried
food substances inside to include dried
beverages that had not been cleaned up, and the
handles had food sticky debris stuck to them and
in the crevices around the handle, the bottoms of
the outside of the refrigerators had stains on
them:; the tilt skillet, and the steamer/convection
ovens had black colored food debris inside, and
the glass doors were yellowish/brownish in color
with gunky handles. There was a sign posted on
the steamer that read: "Top steamer lunch cook
clean after lunch is over. Evening cook check and
reclean before leaving if needed.”

During a second tour of the kitchen on 1/9/25 at
10:04 a.m., the following items were not clean the
kitchen. The kitchen floors had food debris, black
colored debris, grease under all areas in the
kitchen. The preparation tables, shelves and
drawers had food debris and crumbs; the stove
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the front, sides and back; the grill and grill area
had food debris and accumulated grime and
yellow colored grease on the front and sides of
the table to include the wheels of the grill table;
the ovens had black food debris built up inside
and the outside of the ovens had food debris on
the doors and sides; there was yellow grease
build up on the sides and front of the deep fat
fryer; the refrigerators had food debris inside to
include beverages that had not been cleaned up,
the handles had food debris stuck to them and in
the crevices, the bottoms of the outside of the
refrigerators had stains on them; the tilt skillet,
and the steamer/convection ovens had black
colored food debris inside, the glass doors were
yellowish / brownish in color. There was a sign
posted on the steamer that read: "Top steamer
lunch cook clean after lunch is over. Evening
cook check and reclean before leaving if
needed." Observation of the plate warmer
revealed it had dried food substances inside and
outside to include crevices.

During an observation and interview on 1/9/25 at
11:04 a.m., Chef #3 stated that all staff cleaned
the kitchen. He/She pointed out a white board on
the wall with the dates "12/28" and "12/29" that
had a list of staff and items to be cleaned. Chef
#3 stated that he/she had been out, and the
whiteboard had not been updated. He/she stated
that he/she and the Executive Chef were

He/she stated they were also responsible for
monitoring to ensure that the tasks were
completed. Chef #3 stated it was important to
clean the kitchen to prevent illness to the
residents and keep rodents and bugs out.

had dried food debris and accumulated grease on

responsible for ensuring the kitchen was cleaned.
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§483.75(g) Quality assessment and assurance.
§483.75(g) Quality assessment and assurance.
§483.75(g)(1) A facility must maintain a quality
assessment and assurance committee consisting
at a minimum of:

(i) The director of nursing services;

(ii) The Medical Director or his/her designee;
(iii) At least three other members of the facility's
staff, at least one of who must be the
administrator, owner, a board member or other
individual in a leadership role; and

(iv) The infection preventionist.

§483.75(g)(2) The quality assessment and
assurance committee reports to the facility's
governing body, or designated person(s)
functioning as a governing body regarding its
activities, including implementation of the QAPI
program required under paragraphs (a) through
(e) of this section. The committee must:

(i) Meet at least quarterly and as needed to

program, such as identifying issues with respect
to which quality assessment and assurance
activities, including performance improvement
projects required under the QAPI program, are

coordinate and evaluate activities under the QAPI
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During an observation and interview on 1/9/25 at
12:08 p.m., the Director of Dining Services (DDS)
agreed the aforementioned items were not clean.
He/she said, "Just needs to be cleaned." The
DDS stated it was important to clean the kitchen
to prevent cross contamination, not get people
sick, keep bugs out, and not get dirt in the food.
He/she also stated he/she had not been in the
kitchen as often as he/she should have been.
F 868 QAA Committee F 868

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

Event ID: FZMN11

Facility ID: 02649

If continuation sheet Page 25 of 27




PRINTED: 01/31/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
265803 B. WING 01/10/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
FOXWOOD SPRINGS LIVING CENTER 1S MEST FRMBoD RS
RAYMORE, MO 64083
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 868 Continued From page 25 F 868

necessary.

§483.80(c) Infection preventionist participation on
quality assessment and assurance committee.
The individual designated as the IP, or at least
one of the individuals if there is more than one IP,
must be a member of the facility's quality
assessment and assurance committee and report
to the committee on the IPCP on a regular basis.
This REQUIREMENT is not met as evidenced
by:

Based on interviews and record review, the
facility failed to maintain a Quality Assessment
and Performance Improvement (QAPI)
Committee with the participation of the Medical
Director and Infection Control Preventionist (or
designee) for three (3) out of six (6) quarterly
meetings.

Findings include:

Review of the facility's "Quality Assurance and
Performance Improvement" policy, dated 3/15/24,
noted, "Policy Interpretation and Implementation
... 5 ... The following individuals serve on the
committee: Administrator, or designee who is in
a leadership role; Director of Nursing Services;
Medical Director; Infection Preventionist ..."

Review of QAPI committee meeting attendance
sheets revealed all required committee members
signed the attendance sheets for meetings held
on 9/21/23, 3/21/24, and 6/20/24.

On 12/21/23, the signature of the Medical
Director was not present on the sign-in sheet for
this quarterly meeting. On 9/19/24, the signature
of the Infection Control Preventionist was not
present on the sign-in sheet for this quarterly
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meeting. On 12/19/24, the signatures for both the
Medical Director and the Infection Control
Preventionist were not present for this quarterly
meeting.

In an interview on 1/10/25 at 10:16 a.m., the
Assistant Director of Nursing (ADON) verified the
sign-in sheets and identified the roles of the
committee members. It was revealed that neither
the Medical Director nor a designee participated
in the 12/21/23, and 12/19/24 meetings and the
Infection Control Preventionist did not participate
in the 9/19/24 and 12/19/24 meetings. The
ADON stated that he/she was new to the role of
coordinating the QAPI Committee Meetings and
he/she was not aware of required attendance of
members.
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F551

Rights [xercised by Representative

Corrective Action:

On 1/7/2025, upon notification of the deficient practice, the
Healthcare Facility Administrator instructed the Social
Services/designee to obtain the COI for Resident #64.
Resident #64 had expired as of 01/04/2025.

Identification of others with the potential of being
affected:

On 1/7/2025, upon notification of the deficient practice, the
Healthcare Facility Administrator instructed the Social
Services worker/designee to audit all residents ensuring
those residents, who had a durable power of attorney or
healthcare power of attorney, had a COI in place for
decision making powers. Any negative findings were
corrected immediately with notification made to the
Healthcare Facility Administrator.

To ensure deficient practice does not recur:

On 1/7/2025, the Healthcare Facility Administrator re-
educated the Social Services worker/designee specific to
the facility policy ensuring that residents, who had a
durable power of attorney or healthcare power of attorney,
had a COl in place for decision making powers, On
01/10/2025, a facility wide audit was completed ensuring
that residents, who had durable power of attorney or
healthcare power of attorney, had a COI in place for
decision making powers. Any negative findings were
corrected immediately with notification made to the

0212472024




Administrator. This failed practice had the potential to
impact 82 of 82 resident who resided in the facility.
Monitoring:

Social Services/designee will audit weekly x 4, every other
week x 2, monthly x 1 quarter or until compliance is
verified by the State agency ensuring that all Advance
Directives are being honored per State Law and Facility
policy. Any negative findings will be corrected
immediately and reported to the Administrator/designee.
Audits will be reviewed in QAPI quarterly until
compliance is achieved.

Quality Assurance:

Director of Nursing Services/Social Services/designee will
present all findings at least quarterly to the Quality
Assurance Committee for further review and
recommendations.

Completion Date:

02/24/2025

F582

Medicaid/Medicare Coverage/Liability

Corrective Action:

On 1/7/2025, upon notification of the deficient practice,
Social Services Worker/Designee determined they could
not complete the COI for Resident #64 who expired on
01/04/2025.

Identification of others with the potential of being
affected:

On 1/7/2025, Social Services Worker/Designee identified
that all residents, who remained in the building post
discharge from beneficiary services, had the possibility of
being affected by the deficiency. Any negative findings
were corrected immediately with notification made to the
Administrator.,

To ensure deficient practice does not recur:

On 1/7/2025, the Administrator re-educated the
interdisciplinary team related to the deficient practice
ensuring that all residents, who remained in the building
post discharge {from beneficiary services, had the
possibility of being affected by the deficiency. Any
negative findings were corrected immediately with
notification made to the Administrator.

Monitoring:

Social Services Worker/designee will audit weekly x 4,
every other week x 2, monthly x 1 quarter or until
compliance is verified by the State agency to ensure that all
Advance Directives are being honored per State Law and
Facility policy. Any negative findings will be corrected

02/24/2025




immediately and reported to the Administrator/designee.
Audits will continue to be done on a quarterly basis
ongoing until QAPI Committee deems otherwise.
Quality Assurance:

Social Services Worker/designee will present all findings
monthly to the Quality Assurance Committee for further
review and recommendations.

Completion Date:

February 24, 2025

F584

Safe/Clean/Comfortable/Homelike Environment
Corrective Action:

On 1/8/2025, upon notification of the deficient practice, the
Healthcare Facility Administrator instructed the Director of
Nursing/designee instructed nursing team to pick up all
cotton balls in resident #48 and #53’s room and the
Healthcare Administrator/designee had housekeeping clean
residents #48 and #53 rooms, common area and 100/200
halls along with ice machine. Maintenance replaced the
door handle on the hospice closet to ensure it was safety
compliance. The Facility’s Director/designee provided an
in-service on daily cleaning responsibilities on the unit and
placed laminated task forms on housekeeping carts for
them to mark daily as they complete tasks.

Identification of others with the potential of being
affected:

On 1/8/25 The Director of Plant Services/designee audited
all halls and rooms to ensure compliance was being met.
This failed practice had the potential to impact 45 of 45
residents at the facility having had the potential of being
affected by this deficiency.

To ensure deficient practice does not recur:

On 1/8/2025, the Plant Services Director/designee
educated all Housekeeping Staff, specific to the rights of
our residents to live in a clean and safe environment.
Facilities Director/designee educated and provided
housekeepers with laminated daily tasks list to keep on
their carts to follow for daily cleanings to be audited daily
by Housekeeping Supervisor.

Monitoring:

Director of Plant Services/designee will audit daily or until
compliance is verified by the State agency. Any negative
findings will be corrected immediately and reported to the
Administrator/designee. Audits will be reviewed in QAPI
quarterly until compliance is achieved.

Quality Assurance:

02/24/2025




Director of Nursing Services/designee will present all
findings at least quarterly to the Quality Assurance
Committee for further review and recommendations.
Completion Date:

02/24/2025

F657

Care Plan Revision

Corrective Action:

On 1/7/2025, upon notification of the deficient practice, the
MDS coordinator ensured a proper care plan intervention
for falls was in place for resident #10. Resident #10’s care
plan was updated to reflect current care issues.
Identification of others with the potential of being
affected:

On 1/7/2025, The Director of Nursing Services instructed
the MDS coordinator to review and correct any resident
care plans following re-hospitalization to reflect current
care issues at the time of readmission. Any negative
findings were corrected immediately with notification
made to the Director of Nursing Services/designee. This
failed practice had the potential to impact 82 of 82
residents at the facility have had the potential of being
affected by this deficiency.

To ensure deficient practice does not recur:

On 1/7/2025, the MDS Coordinator/designee re-educated
all interdisciplinary team personnel related to Care plans,
Comprehensive Person-Centered policy and procedure and
correct any resident care plans following re-hospitalization
to reflect current care issues at the time of readmission.
Monitoring:

Director of Nursing Services/designee will audit weekly x
4, every other week x 2, monthly x 1 quarter or until
compliance is verified by the State agency to ensure care
plans are being updated to reflect changes to resident’s
care specific to falls. Any negative findings will be
corrected immediately and reported to the Quality
Assurance committee. Audits will be reviewed in QAPI
quarterly until compliance is achieved.

Quality Assurance:

Director of Nursing Services/designee will present all
findings at least quarterly to the Quality Assurance
Committee for further review and recommendations.
Completion Date:

02/24/2025

02/24/2025

F689

Accidents
Corrective Action:

02/24/2025




On 1/7/25, upon notification of deficient practice, the
Healthcare Facility Administrator, upon notification of the
deficient practice, instructed the Nurse/designee to
secure/lock the treatment cart and ensure the environment
was free from accidental hazards. Any negative findings
were corrected immediately.

Identification of others with the potential of being
affected:

On 1/7/2025, the Director of Nursing/designee audited all
medication and treatment carts to ensure that all carts were
secured and free from the potential for accidental hazards.
This deficient practice, which had the potential to impact

| 82 of 82 residents at the facility.

To ensure deficient practice does not reoccur:

On 01/07/2025, upon notification of the deficient practice,
the Director of Nursing/designee re-educated all registered,
licensed, and certified medication personnel related proper
secure of all medication and treatment carts to ensure
environment was free from the potential for accidental
hazards.

Monitoring:

DON/Designee will be completing Weekly audits for 4
weeks, then every 2 weeks times 2, then monthly thereafter
for one quarter related to proper security/locking of
freatment cart and ensure the environment is free from
accidental hazards. Any negative findings will be corrected
immediately and reported to the Administrator/designee.
Audits will be reviewed in QAPI quarterly until
compliance is achieved.

Quality Assurance:

DON/Designee will present the results of audits will be
tracked and trended and presented to QAPI for ongoing
compliance and evaluation with recommendations as
deemed necessary.

Date of Compliance: 02/24/2025

F812

Kitchen Sanitation

Corrective Action:

On 1/7/2025, upon notification of deficient practice, the
Dietary Manager immediately provided education to the
kitchen staff on sanitation and did a deep clean on all
surfaces in the kitchen to ensure all debris was removed.
The Healthcare Administrator instructed the Director of
Dining Services/designee to ensure that surfaces were
clean of debris and wiped down after use daily.

02/24/2025




Identification of others with the potential of being
affected:

On 1/7/2025, the Director of Dining Services/designee
recognized that 82 of 82 residents and staff have the
potential to be affected.

To ensure deficient practice does not recur:

Director of Dining/designee will in-service all staff on
proper sanitation of surfaces in kitchen to ensure a clean
work environment in accordance with professional
standards for food service safety.

Monitoring:

Director of Dietary/designee will audit weekly times four,
monthly times three, then monthly thereafter for one
quarter to ensure proper food storage, preparation, and
distribution. Findings will be shared in QAPI quarterly
moving forward. Any negative findings will be corrected
immediately.

Quality Assurance:

Director of Dining Services/designee will present all
findings to be tracked and trended to QAPI for ongoing
compliance and evaluation with recommendations as
deemed necessary.

Completion Date:

2/24/2025

F868

QAA/QAPI Committee

Corrective Action:

On 1/7/2025, upon notification of deficient practice, the
Administrator instructed the Quality Assurance
Director/designee to contact the Medical Director/provider,
review the Quality Assurance Performance Improvement
meeting notes, and obtain signature as
acknowledgement/verification for the three (3) out of six
(6) quarterly meetings that did not have signature verifying
attendance.

Identification of others with the potential of being
affected:

On 1/7/2025, upon notification of the deficient practice, the
Quality Assurance Performance Improvement
Director/designee to review all Quality Assurance
Performance Improvement meeting notes to verify
attendance of all pertinent parties during routine meetings
within the facility. Any negative findings were corrected
immediately. This failed practice had the potential to
impact 82 of 82 residents who resided at the facility and
had the potential of being affected by this deficiency.

To ensure deficient practice does not recur:

02/24/2025




On 01/07/2025, the Quality Assurance Director/designee
in-serviced all required attendees related to the necessity of
attending the QAPI meeting at least quarterly.
Monitoring:

DON/Designee will monitor on a routine basis to ensure
that mandatory attendees are in attendance to all QAPI
meetings, at least quarterly. Any negative findings will be
corrected immediately. DON/Designee will do quarterly
audits. Audits will be reviewed in QAPI Committee
members quarterly until compliance is achieved.

Quality Assurance:

Quality of Assurance Director/designee will present all
findings to be tracked and trended to QAPI for ongoing
compliance and evaluation with recommendations as
deemed necessary.

Completion Date:

2124/2025




