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F 0554 Allow residents to self-administer drugs if determined clinically appropriate.
Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm observations, record review, and staff and resident interviews, the facility failed to assess a resident's ability

to self-administer medications for 1 of 1 resident reviewed for self-administering medications (Resident #76).
Residents Affected - Few
The findings included:

Resident #76 was admitted to the facility on [DATE] with diagnoses that included chronic respiratory failure,
history of stroke, hemiplegia and hemiparesis following a stroke, hypertension, and heart failure.

Review of Resident #76's quarterly Minimum Data Set assessment dated [DATE] revealed Resident #76 was
cognitively intact with no delusions, behaviors, or rejection of care.

Review of Resident #76's medical record revealed no documentation that Resident #76 had been assessed
to self-administer medications.

Further review of Resident #76's medical record revealed no care plan for self-administration of medications.

An observation of Resident #76 on 04/14/25 at 10:51 AM revealed her to be in her room, sitting in her
wheelchair watching television. On Resident #76's overbed tray was a medicine cup that contained 2 blue
capsules, 1 pink capsule, 4 white tablets, and 2 beige tablets.

An interview with Resident #76 on 04/14/25 at 10:52 AM revealed that Nurse #4 came in and gave her the
medication but that she didn't want to take it right then, so Nurse #4 left the medicine cup and left the room.
Resident #76 reported she thought the medicine cup included her potassium and a bunch of other stuff.
Resident #76 indicated she was unsure what other medications were in the cup.

An interview with Nurse #5 on 04/14/25 at 10:59 AM revealed she was the nurse assigned to Resident #76
but that an orientee, Nurse #4, was the nurse that passed Resident #76's medications that morning. Nurse
#5 reported that Resident #76 did not have a self-administration order, and that the medication should not
have been left at her bedside.

(continued on next page)
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F 0554 An interview with Nurse #4 on 04/16/25 at 10:24 AM via telephone revealed she had worked at the facility for
approximately 2 weeks. She verified she was the nurse assigned to Resident #76 on 04/14/25 and had given

Level of Harm - Minimal harm or her medication that morning. Nurse #4 continued, stating she was unaware if Resident #76 had a

potential for actual harm self-administration order or if she had been assessed to safely administer her own medications. Nurse # 4
reported when she walked into the room, Resident #76 stated she was not quite ready to take her

Residents Affected - Few medications and would take them later so Nurse #4 left them on her overbed table. Nurse #4 reported she

could not recall what medications had been given to Resident #76 on 04/14/25.

An interview with the Director of Nursing on 04/16/25 at 11:58 AM revealed she was not very familiar with
Resident #76 but reported that she did not believe the facility had any residents who had the ability to
self-administer medications. She reported for residents who wished to self-administer medications, the
facility would complete an assessment to ensure the resident was safe to self-administer medications and
would then obtain a physician's order which would indicate which medications the resident would be able to
self-administer. She indicated without the assessment and the physician's order, no medications should be
left at a resident's bedside.

An interview with the Administrator on 04/16/25 at 12:38 PM revealed there were no residents in the facility
that were currently able

to self-administer medications. She stated that unless a resident had been assessed and the facility had
obtained a physician's order indicating a resident was safe to self-administer medications, she expected her
staff to remain in the residents' rooms and observe them taking their medications.
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F 0578

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to
participate in experimental research, and to formulate an advance directive.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record reviews and staff interviews, the facility failed to ensure the code status information was accurate
throughout the medical record for 1 of 1 resident (Resident #10) reviewed for advanced directives.

The findings included:
Resident #10 was admitted to the facility on [DATE].

A review of Resident #10's hospital Discharge summary dated [DATE] indicated Resident #10 was a Do Not
Resuscitate (DNR).

A review of Resident #10's physician orders revealed an order for DNR dated 12/12/24.

A review of the code status notebook kept at the nursing desk revealed Resident #10 did not have a DNR
form in the book.

On 04/15/25 at 10:44 AM an interview was conducted with Nurse #1 who explained that if she had to
immediately determine a resident's code status, she would look in the resident's medical record on the
computer but if the computer was not booted up at that time, she would look in the code status notebook
kept at the desk. The Nurse reported if there was no DNR form in the code status notebook then the resident
was determined to be a full code. Nurse #1 looked in the code status notebook for Resident #10's DNR form
and acknowledged the form was not in the book. The Nurse stated she would determine Resident #10 to be
a full code.

An interview was conducted with the Director of Nursing (DON) on 04/15/25 at 10:46 AM. The DON
explained that if a resident was a DNR then there should be a DNR form in the code status notebook at the
desk. The DON looked in the code status notebook for Resident #10's DNR form and acknowledged the
form was not there. The DON stated the Social Worker was responsible for the advanced directives.

During an interview with the Social Worker (SW) on 04/15/25 at 11:55 AM the SW explained that on
admission the nurse verified the residents' code status, and their code status was also discussed in the
morning clinical meeting the next day. She continued to explain that she was responsible for auditing the
code status and the last audit she completed for DNR status was on 04/07/25. A review of the audit revealed
Resident #10 was not listed on the audit. When the SW was asked why Resident #10 was not on the audit,
she looked in the Resident's medical record and acknowledged the DNR status and stated she could not
explain why the Resident did not populate to the audit because the list for the audit came directly from the
residents' code status from their medical record.

An interview was conducted with the Administrator on 04/16/25 at 12:23 PM. The Administrator stated that
she was aware of the problem with Resident #10's code status not matching both in the medical record and
the code status notebook. She indicated that not having the residents' code status match throughout the
medical record could be a problem and that the facility would be putting new systems in place to prevent the
discrepancy from occurring again. The Administrator reported that after researching the issue it was
discovered that Resident #10 should have been a full code.
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F 0880

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

Based on observations, staff interviews and record reviews, the facility failed to clean and disinfect an
individually assigned glucometer stored outside of the resident's room per manufacturer's recommendations
for 1 of 1 resident observed to have their blood glucose level checked (Resident #13). The facility also failed
to provide enhanced barrier precautions (EBP) during wound care by failing to wear a gown during wound
care provided to 1 of 1 resident observed (Resident #39).

The findings included:

1.The glucometer manufacturer's recommendations for cleaning and disinfecting of Resident #13's
individually assigned glucometer recommended the Environmental Protection Agency (EPA)'s registered
germicidal and disinfectant wipes that the facility used. The manufacturer's instructions noted, The meter
should be cleaned and disinfected after use on each patient.

On 04/15/2025 at 11:27 AM Nurse #2 was continuously observed performing a glucometer check on
Resident #13. The nurse obtained a glucometer from a plastic bag labeled with Resident #13's name from
the medication cart drawer. She failed to clean and disinfect the glucometer prior to using it to obtain a
fingerstick blood glucose monitoring reading. Nurse #2 performed the blood glucose monitoring for Resident
#13 and placed the meter back into the plastic bag and stored it in the medication cart drawer without
cleaning or disinfecting it.

Upon interviewing Nurse #2 on 04/15/2025 at 11:34 AM about the cleaning and disinfecting process for
glucometers, she stated, | think they get cleaned once a day unless they are visibly soiled. | think they are
cleaned on nightshift because | know | don't do it.

On 04/15/2025 at 12:36 PM an interview with the Unit Manager for Resident #13 was conducted. When
asked about the cleaning and disinfecting process for glucometers, she explained the nurses were supposed
to clean and disinfect the glucometer using an EPA registered disinfectant in accordance with the
manufacturer's instructions prior to performing blood glucose monitoring and after completion even if the
resident had their own glucometer. The Unit Manager stated that the facility used one of the wipes
recommended by the glucometer manufacturer.

The Assistant Director of Nursing who served as the Staff Development Coordinator and Infection
Preventionist was interviewed at 12:38 PM on 04/15/2025. She revealed that the nursing staff received
recent glucometer cleaning and disinfecting education, and Nurse #2 attended the training. During this
session and upon hire, each nurse was instructed to clean and disinfect the glucometer prior to and after
each use of the glucometer using the wipe that the manufacturer recommended.

At 12:44 PM on 04/16/2025, the Director of Nursing revealed during interview that the nurses were just
retrained to clean and disinfect glucometers before and after use of the glucometer. One EPA registered
disinfectant towelette was used to clean the glucometer and another towelette was used to disinfect it after
use. Then the glucometer was to be air dried.

(continued on next page)
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F 0880 An interview with the Administrator was conducted on 04/16/2025 at 1:20 PM and revealed that the facility
policy was for the nurse to clean and disinfect the glucometer using an EPA registered disinfectant in

Level of Harm - Minimal harm or accordance with the manufacturer's instructions prior to and after use. The Administrator explained that

potential for actual harm Nurse #2 didn't use the glucometer on any other resident and received training less than one month prior to

observation on 04/15/2025.
Residents Affected - Few
2. A review of the facility policy for Transmission-Based Precautions and Isolation Policy last revised on
03/20/2025 revealed four types of precautions including Enhanced Barrier Precautions (EBP). EBP were
indicated for high contact care activities for a resident with a chronic wound.

A continuous observation of wound care on 04/16/2025 at 10:40 AM was conducted and revealed that the
Wound Care Physician Assistant (PA) nor the Wound Care Nurse donned a gown for wound care provided
to Resident #39. The PA measured and debrided the unstageable pressure ulcer to Resident #39's sacral
area, and the Wound Care Nurse provided cleaning, treatment and dressing to the sacral wound as ordered.

An interview was conducted with the Wound Care Nurse at 11:03 AM on 04/16/2025 and revealed that if
Resident #39 was on EBP, she would have used mask, gloves and gown. When asked if she thought that
Resident #39 should be on EBP she stated that she wondered that this morning and that the resident had
been on EBP.

When the PA was interviewed at 11:03 AM on 04/16/2025, she stated that Resident #39 used to be on EBP,
but someone took down the sign. When asked if she thought Resident #39 should be on EBP, she stated
that she wondered about it and, Yeah. The PA revealed that today the wound was now Stage 3.

On 04/16/2025 at 11:10 AM, the Assistant Director of Nursing (ADON who served as Staff Development
Coordinator and Infection Preventionist was interviewed and revealed that EBP with gown and gloves would
be used if there was any drainage. She explained that EBP would be used for any chronic wound, and a
closed surgical incision would not need EBP. The ADON stated that she would expect Resident #39 to be on
EBP and reported that Resident #39 has had the sign, but it isn't there right now. She explained that she
conducted audits every so often due to one resident on another hall removing his post EBP sign.

An interview with the Director of Nursing (DON) was conducted at 11:19 AM on 04/16/2025 that any type of
chronic wound would have EBP using gown and gloves. The DON stated that an unstageable wound or
Stage 3 pressure ulcer should have EBP.
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