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This Statement of Deficiencies was generaled as a
result of a Stale Licensure Complaint investigation
initiated in your facility on October 15, 2025, and
finalized on Oclober 22, 2025, in accordance with
Nevada Adminisiralive Code (NAC) 448, Skilled Nursing
Facililies.

The census at the time of the survey was 234.
The sample size was 19

There were filleen complaints, and thize Facility
Reported Incidents (FRIs) invesligaled.

1. Complaint 2280544: Deficient practice was idenlified
(See Tag Z301).

2. Complaint 2280547: Deficient practice was identified
{See Tag 2266).

3. Complaint 2280552 Deficient practice was identified
(See Tag Z2470).

4. Complaint 2280555: Deficient praclice was idenlified
(See Tag Z470).

5. Complaint 2280554: Deficient practice was Idenlified
(See Tag Z310).

8. Complaint 2563572: Deficient practice was idenlified
(See Tag Z2230).

7. Complaint 2629998: Deficiant practice was idenlified
(See Tag Z2501).

8. Complaint 2280556: Deficient praclice was not
identified,

9. Complaint 2616353: Deficient practice was nol NO V 1 9 2[}2?]
idenlified. UL

10. Complaint 2579708: Deficient praclice was not
identified.
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11, Complaint 2566260; Deficient practice was not
identified.

12. Complaint 2594320: Deficiant praclice was not
idenlified.

13. Complaint 2280542: Deficient practice was not
identified.

14. Complaint 2280543: Deficient practice was nol
idenlified.

15. Complaint 2582975: Deficient praclice was not
identified.

16. FRI 2280524: Deficient practice was idenlified (Ses
Tag Z2301).

17. FRI 2280533: Deficient practice was idenlified (See
Tag 2302).

18. FRI 2280535: Deficient praclice was not idenlified.
The investigation included:

QObsarvation included residents’ rooms, shower rooms,
kilchen, smoking areas, residents’ appearance, slalfl to
resident interactions, resident to resident

inleraclions, call light response, and a tour of the
facility.

Inlerviews were conducted with residents, cerlified
nursing assistants, licensed nurses, environmenlal
sarvices slaff, physician, nurse praciilioner,
firefighter, director of maintenance, director of
envirenmenlal services, dietilian, case manager, unit
manager, infection control nurse, social worker,
slaffing coordinalor, wound care, director of staff
development, director of nursing, administrator, and
assistant administrator,

Clinical record review of 18 residents which included
residents of concern,

Document review included facility policy and
procedures, staffing schedule, training records,
grievance log, resident council meeting minutes, and
infection control surveillance,

The findings and conclusions of any invesligation by
the Division of Purchasing and Compliance shall not be
conslrued as prohibiting any criminal or civil
invesligation, actions or olher claims for relief that
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FAUNN Conlinued from page 2 20000
may be available to any party under applicable federal,
slale, or local laws,

The following regulatory deficiencies were idenlified,
1. Resident #19 and #8 no longer reside at
Z230 Standards of Care 2230 facility

CFR(s): NAC 449.74469 . . _
2. Any resident with behavioral refusals of

A facility for skitled nursing shall provide to each care has the potential to be affected by the
patient in the facility the services and reatment that alleged deficient practice. Facility will audit 5
are necessary to allain and maintain the patienl's i . .

highest praugahle physical, mental and ;Esychosm:ia: residents with behavioral refusals of care to
wall-being, in accordance with the comprehensive ensure MD notification has been completed.
assessment conducted pursuant to NAC 449.74433 and the Any issues identified will be corrected

plan of care developed pursuant to NAC 449.74439. immediately.

This LICENSURE REQUIREMENT is NOT MET as evidencad by: . 5 a ; i
Any resident receiving medications has the

Based on observalion, Interview, record review, and potential to be affected by the alleged
document review, the facilily failed to ensure 1) deficient practice. Facility will randomly audit
facility stalf documented behavioral refusals, failed MARS for any meds not given to ensure
to nolify the atlending physician of significant iy - 3 ifisd Will b
behavioral changes regarding the refusal of care, and MD notified. Any issues identified will be
did not implement interventions in accordance with the corrected immediately.

resident’s care plan, for 1 of 19 sampled residents

(Resident 19) afnd 2) medications we:ezédminisiw:-d as 3.Licensed Nurses will be in-serviced
orderzd for 1 of 19 sampied residents (Resident 8). The \ e L

deficient practice had the potential for residents to regarding notification of physician for

not oblain therapeulic effect of the prescribed refusals of care or when meds are
medicalion and residents nol maintaining ciean unavailable.

clothing, bed linens and room.

4. Facility will randomly audit 5 residents

Pasling e weekly x 4 and then monthly x 3 or until

1) Resident19 (R19) was admilled on 06/16/2022, with substantial compliance has been achieved
diagnoses including malignant neoplasm of the bladder, ensure MD notification for refusals or meds
urostomy, major depressive disorder, and urinary tract not administered. Any issues identified will
infection. 3 : S :
Ml be corrected immediately. Findings will be
On 10/17/2025 at 10:25 AM, an environmental inspection submitted to QAPI.

was conducted in Room 308 with the Director of

Maintenance. A strong urine odor was delected from the 5. Responsible Person: DON

hallway, and the odor intensified upon enlering the

roam.

6. Date of Completion: 11/28/25

R19 was obsarved in bed, covered with a while sheal
that was visibly sailed with a large yellow stain
reésembling dried urine. The filled sheet displayed
similar staining. The floor surrounding the bed was wel
with a yellowish liquid consistent with urine. R19 was
found wearing visibly sailed, urine-soaked garments
salurated with dried, urine-like fluid. The Director of
Maintenance conflirmed the abservations and staled the
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immediate atlention,

situation.

On 10/17/2025 at 10:30 AM, a Licensed Practical Nurse
(LPN) wha had provided care lo R19 reported receiving
the resident in this condilion at the beginning of the

shift around 6:30 AM. The LPN staled a verbal report
from the night shift indicaled R18 had been combalive
and refused hygiene care, The LPN nolified the assigned
Cerlified Nursing Assistant (CNA) thal R19 required
cleaning and a change of clothing. The CNA responded
that R19 continued to refuse caig and would not allow
hygiene lo be performed. The LPN acknowledged not
nolifying the altending physician and recognized the
residenl's condition was unacceptable and required

On 10/17/2025 at 10:35 AM, the CNA assigned to R19
cunfirmed the resident was received in urine-soaked
clothing and refused all hygiene interventions,
including showering, bed linen changes, and clothing
changes. The CNA slaled the LPN was aware of the

On 10/17/2025 at 10:45 AM, the Dir=clor of Nursing
(DON) was informed and confirmed the observations. The
DON staled the resident's condition was unacceptable
and unjusltified. The DON explained when a resident
refused care and exhibited behaviors such as urinating

in bed and on clothing, the attending physician should

be nolified to consider psychialric consultation, The

DON emphasized such behaviors must be addressed, as
they pose a health risk for the residenls,

Review of the Aclivities of Daily Living (ADL) records

for Seplember and Oclober 2025 indicated R19 was
generally continent of biadder with intermitlent
incontinence and required selup assistance or was
independent with toileling hygiene. The records showed
R19 was scheduled for showers on Mandays, Thursdays,
and as needed during the morning shift. Documentation
revealed R19 refused all scheduled showers during this
period, receiving only two bed/towel baths on
09/2972025 and 10/06/2025.

The Minimum Data Set (MDS) Quarlerly Ass2ssment dated
07/06/2025 documented R19 had a urinary calheter and
required selup or clean-up assistance for personal

hygiene, performing the task independently once

prepared. The assassment indicaled R19 required
supervision or touching assistance for toileling

hygiene. Seclion E of the MDS noled R19 rejected care

on 1 to 3 days during the 7-day look-back period.

A Physician Order dated 12/19/2023 instrucled stalf to

10962
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8s=D room had recently undergone deep cleaning.
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Continued from page 4
manitor R19 for behaviors related to non-compliance
with care on every shift.

A Care Plan for urinary continence dated 11/18/2024 and
last revised on 07/29/2025 documented R19 was conlinent
of bladder. The goal of the plan was to maintain
cleanliness and dryness, wilh interventions including
maniloring for signs of urinary tract infection and

assisling with toileling.

A Behavioral Care Plan dated 12/03/2024 and last
revised on 05/30/2025 idenlified behaviors such as
rafusal of showers, suprapubic care, and clothing
changes. Intervenlions included psychialric services
and social services follow-up as needed.

The Medication Adminisiration Racord (MAR) for Qclober
2025 indicaled that R19 did not exhibit any behaviors
associaled with care refusal, including shower refusal,
yelling, cursing, or hilling.

A Psychialiic Evaluation dated 04/10/2024 lisled major
depressive disorder as the only psychiatric diagnosis,
The evaluation recommended conlinued administration of
antidepressant medication and advised staff to contact
the psychiatrist about urgent needs or changes in
condition,

The medical recard lacked documented evidence that the
altending physician was made aware of the increasad
behaviors R4 was exhibiting regarding refusal of care.

2) Resident 8 (R8) was admitied on 04/25/2025 and
discharged on 04/30/2025 with diagnoses including
hepatic encephalopathy, respiratory failure and
ulceralive colitis,

A Physician Order daled 04/25/2025 documented Rifaximin
(an antibiolic used to freal and prevent hepalic
encephalopathy) 550 milligrams (mg) give one tablet by
mouth two times a day.

The Medicalion Administration Record (MAR) for April
2025 documenled a nine to indicale “olher” for the
following dates/times:

-04/26/2025 at 8:00 AM and 8:00 PM

-04/28/2025 at 8:00 PM

-04/29/2025 at 8:00 PM

The MAR adminislralion notes documenled the following

2230
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Conlinued fram page 5
-04/26/2025 at 7:55 AM, Rifaximin on order from
pharmacy,

-04/26/2025 at 8:06 PM, Rilaximin awaiting order.
-04/28/2025 at 7:11 PM, Rifaximin awaiting order.
-04/29/2025 at 9:23 PM, Rifaximin nol available,

On 101172025 at 7:42 AM, a Licensad Practical Nurse
(LPN) &xplained when needing to order madicalions the
orders were sent to the pharmacy, if the medicalion was
not available for administration would contact the
pharmacy to delermine the slalus of the medicalion,
depending on the pharmacy responsa such as the
medication not available would then alert the

physician,

On 10/17/2025 al 10:42 AM, the Direclar of Nursing
(DON) explained when a resident’s medicalion was not
available for administralion the expeclation would be

for the nurse to call the pharmacy to delermine the
slatus of the medication. If the medication was not
available for administration the slall were to nolify

the physician, The DON explained nolification to the
physician was a slandard of practice and was unaware if
the facility had a policy regarding notifying the

physician when medicalion was not available for
adminislration. The DON reviewed R8's medical record
and confirmed that Rifaximin was not adminislered as
orderad and the record lacked documented evidence the
physician was notified,

Severity: 2 Scope: 1

Complaint 2280547

Pressure Sores

CFR(s): NAC 449.74477

Based on the comprehensive assessment of a patient
conducted pursuant to NAC 448.74433, a facility for
skilled nursing shell ensure lhal a patient;

2. Wilh pressure sore receives the services and

realment needed to promote healing, prevent infection
and prevent new sores frum developing.

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and document review,
the facility failed to piovide documenled evidence an
order for wound care trealmenls was oblained and

zz66 | 1. Resident #8 no longer resides in facility.

2. Any resident with wounds has the potential
to be affected by the alleged deficient
practice. Facility will audit other residents
with wounds to ensure orders are in place.

3. Wound nurses will be in-serviced regarding
protocol to obtain orders for wound care for
any resident with wounds.

APPROPRIATE DEFICIENCY) \
|
\
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7266 Conlinued from page 6 _ 2286 14, DON or designee will randomly audit 5
§S=D provided for 1 of 19 sampled residents (Resident B). residents weekly x 4 and then monthly x 3

The deficient praclica had the patential {o place the

resident at risk for delayed healing of a wound. or until substantial compliance has been

achieved to ensure orders for wound care

Findings include. are in place. Any issues identified will be
immediately. Findings will be

Resident 8 (R8) was admilted on 04/25/2025 and Corbre(.:te% TPT el 9

discharged on 04/30/2025 with diagnoses including submitted to Q '

hepalic encephalopalhy, respiralory failure, and

ulceralive colitis, 5. Responsible Person: DON

A Physician Order dated 04/25/2025 documented wound 6. Date of Completion; 11/285/25

care gvaluation and treat as indicaled,

A Skin'Wound Note dated 04/26/2025 documented initial
admission skin assessment completed by wound care
nurse. R8 had a wound in the sacrum area with clean and
dry Opti foam dressing applied over lhe area.

A facility document titled Admission Report Sheet dated
04/25/2025 docurmenled skin integrityiwounds with
location: pressure injury stage 2 cocoyx,

R8&'s madical record Iackad physician orders for wound
care treatments.,

On 10/16/2025 at 1:01 PM, a Wound Care Nurse explained
upon admission of a resident or within 24 hours a

meamber of the wound care team would assess the
residenl’s skin and document the findings, The Wound
Care Nurse would oblain necassary treatment orders if

the resident required wound care. The Wound Care Nurse
reviewed R8's medical record and confirmed R8 was
admilted with a pressure injury and R8's medical record
lacked a physician order wound care treatment.

The facility policy titled "Pressure Injury/Skin
Breakdown- Clinical Prolocal”, undated, documented
oblain physician order for prevenlalive skin care
including appropriale traaiments for exisling pressure
ulcers.

Sevarity: 2 Scope: 1
Complaint 2280547
Z301 Prohibited practices 2301
CFR(s): NAC 44974491

2. A facility for skilled nursing shall adopt

procedures which ensure that all allsged vialalions of

the policies adopled pursuant to subseclion 1 and
injuries to palients of unknawn origin are reported

STATE FORM Event ID: 1D9769-H1  Facility ID: NVS2391SNF If continuation sheet Pags 7 of 30
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Z301 Continued from page 7 2301
$8=D ;:1mt;a-diah=-ly lodl:wa a:ﬁminir.-,._érat;--r of the fa:imy. to ; 1. Resident #12 and #13 no longer reside at
e bureau and to olher officials in accurdance wit - . .
P facility. Resident #7 has had no negative
slale law, and are thoroughly irvesligated, Tha i - .
procedures must ensure thal further violations are outcomg r?latEd to a||998d deficient praCtlce
prevented while the investigalion is being conductad, and the injury of unknown was reported to
; ) ‘ the SA at the time of survey.
This LICENSURE REQUIREMENT is NOT MET as evidenced by The final report for residents #12 and #13
Based on inlerview, record review and document reviaw, have been submitted to the SA.
the facility failed to snsure 1) alleged incident of
verbal abuse was invesligated for 2 of 19 sampled 2. Any resident with allegation of abuse has
e (R.;.“'de“"‘.” R e Sy s the potential to be affected by the alleged
UnKNown ongin was inves ialed and r=ported to the i - .
State Agency (SA} for 1 of 19 sampled residents defumeny practace. AII allegations brought to
(Resident 7). The deficient practics had the polential the facilities attention have been reported to
to compramise the safety and well-being of residents the SA at this time.
Findings include: 3. Assistant Administrator will be in-serviced
1) Resident 12 (R12) was admitled to the facility on on requirement for timely completion of
02/24/2025 and discharged on 04/01/2025 with diagnoses self-reports to the SA.
including non-pressure chronic ulcer of left foot,
i e L 4. Administrator will audit allegations of
Resident 13 (R13) admitted on 01/22/2025 and discharged abuse/neglect weekly x 4 and then monthly x
on 03/21/2025 with diagnases including urinary tract 3 or until substantial compliance has been
infeclion, difficulty in walking and hypertension. achieved to ensure allegations have been
An initial Facllity Raported Incident (FRI) reported to SA per regulatory requirements.
n inihial Facility Reported Inciden was . z 4 t
submilied to the SA on 03/18/2025 at 8:08 PM by the Any issues identified will be corrg cted "
Assistant Adminisiralor documenting a stall member's |mm3d|at9|y: FIHdII"IgS will be submitted to
alleged verbal abuse on 03/18/2025 at 6:30 PM. No final QAPI committee.
report was received by the SA.
ible Party: Administrator
R12 and R13's madical record lacked documentalion Responsible y
PP Date of Completion: 11/28/25
On 10/16/2025 at 2:06 PM, the Assistant Adminisiralor
explained during the time of the alleged event, the
Assistant Administialor had assisted with submitling
the initial report to the SA. Another employes, who was
no longer empioyed at the facility, was compleling the
investigation and final report. The Assistant
Adminisirator was unaware of the findings of the
investigation and if the slall member was suspanded
pending the invesligalion,
The facility empluyee file for the alleged stafl member
lacked dacumented evidence of a suspension,
2. Resident 7 (R7) was admitted an 01/27/2020 with
diagnases including chronic obslructive pulmonary
discase, muscle weskness, and type 2 diabeles mellitus.
STATE FORM Evenl ID: 1D9769-H1  Facility ID: NVS2391SNF If continualion sheet Page 8 of 30
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observalion completed. Bruise to right arm, Bruising to
right arm fading.

R7's medical record lacked dacumentation regarding the
injury of unknown origin,

On 10/16/2025 at 10:32 AM, R7 explained remembering
having a bruise to the arm and explained was unsure how
it occurred,

On 10/16:2025 at 11:35 AM, the Assislant Adminislralor
and the Administralor were unawaie of the alleged event
and an invesligation had not been conducted.

On 10/16/2025 al 1:23 PM, a Souial Wourker Supervisar
with Aging and Disability explained the department
became aware of the alleged event for R7 via a
web-basad facility nolificalion for a report of abuse.

On 10/16/2025 at 2:15PM, the Administrator/Abyse
Coordinator explained the process for alleged
abuse/negiect and Injury of unknown arigin was for the
facility to file a report with Aging and Disability,

the SA, and Ombudsman. If aware of any known
parpeliator and it was a stalf member the individual
was to be suspended pending the investigation to ensure
safely for all residents. The Administralor explained

an investigation would be conducted to include
interviews with stafl and residents. The Administrator
explained an 2ssessment of the resident was to be
performed to assess for any signs/symploms of injury.

The facility policy titled “Abuse”, daled 10/01/2021,
documented the organizalion recagnizes and respects
each resident has the right to be free from abuse,
neglect, misapproprialion of property, and
exploitation, The organization will maintain systems to
ensure all alleged violalions involving abuse, naglect,
exploilation or mislreatmeant, including injuries of
unknown source and misappopriation of resident
property are reported imimediately, but na later than 2
hours afler the allegation is made if the events that
caused the allegation Involve abuse or result in
serious bodily injury, or no laler than 24 hours if the
evenls that causzd the allegalion do not involve abuse
and do not result in serious badily injury, to the
administiator of the facility, or designee, and to

other officials (including Slate Survey Agency and
adult proteclive services where slate law provides for
jurisdiction in lang-term care facifilies) in

accordance with Stale law through eslablished
procedures. Designated stall will immedialely review
and invesligale allegalions or abservalions of abuse.

(X4) 1D 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 DATE
APPROPRIATE DEFICIENCY)
2301 Continued from page 8 Z301
ss=D A Progress Nole daled 04/29/2025 documented weekly skin
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2301 Conlinued from page 9 Z301
S$§=0D

Severity; 2 Scope; 1
Complaint 2280544

Facility Reported Incident 2280533, 2280524

- Prohiofiad prclices 2302 11, Residents #6, #12, and #13 no longer
wssD reside in facility.
FR(s): NAC 449 74491 2 )
CrRes) The final report for resident #6 has been
3. The resulls of any investigation must be reported: submitted to the SA.
a) To the administralor of the facility or his 2. Any resident with allegation of abuse has
designated represeniative and to the bureau within 5 .
working days afler the alleged violalion is reported. the_ p_otentlal tq be affected py the alleged
deficient practice. All allegations brought to
b) In the manner prescribed in NRS 200 5093 and the facilities attention have been reported to
432B.220 and chapler 433 of NRS, the SA at this time.

The adminisiralor of the facility shall taks

appropriate action to correct any viokslion, 3. Assistant Administrator will be in-serviced

on requirement for timely completion of self

This LICENSURE REQUIREMENT is NOT MET as evidenced by: reports to the SA.

Based on interview, record review and document review, i % 2 . .

the facility failed to ensure an alleged incident of 4. Administrator will audit a“":"gat'qns of

verbal abuse was reported to the Stale Agency (SA) abuse/neglect forl3 months or until .

within the required timefiames for 3 of 19 sampled substantial compliance has been achieved to
residents (Rasidenls 6, 12 and 13). The deficiant ensure they have been reported to the SA
practice had (he polential to place residents at risk irem Findinas will be
for incidents of verbal abuse lo not be adequalely per rggulatory PGS en_ts. 9
prolected, submitted to QAPI Committee.

Findings include: Responsible Person: Administrator

Resident 8 R6 was originally adminislered on 03/13/2021 ..

and re-admitied on 09/11/2024, with diagnosas including Date of Completion: 11/28/25

demenlia.

Resident 5 R5 was originally admilted on 11/18/2019,
with diagnoses including hislory of Tourelle's,
developmenlal delay and psychosis,

An initial incident report transmiltad to the SA,

revealed on 02/24/2025 around 10:30 AM, a Certified
Nursing Assistant (CNA) witnessed RS hitting R6 in the
face and shaking their shoulder in the 200 hall of the
facility, R6 was ass23sed by a nurse and no signs of
harm were identified. The Police Department was called,
and an officer inlerviewad bolh residents. R6 refused

to press charges against R5. The residents were
separaled, and emergency conlacls were nulified, as
well as facilities Medical Director, Direclor of

STATE FORM Event ID: 1D9782-H1  Faecility ID: NVS2391SNF If continuation sheet Page 10 of 30
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2302
88=D

Continued from page 10

Nursing (DON), and administralors in training (AITs).
The report documented the facility's Adminislralor was
in the process of conducting their own invesligation,

On 10/17/2025 at 11:30 AM, the Assistant Adminislraior
explained a gap in administralion occurred at that time
of the incident and the investigalion seemed to not
being conducted. The facllity could nat produce a final
report or pruvide evidence that an invesligalion was
conducted.

Resident 12 (R12) was admitied to the facility on
02/24/2025 and discharg=d on 04/01/2025 with diagnoses
including non-pressure chronic ulcer of left foot,

difficulty in walking and type 2 diabeles mellitus,

Resident 13 (R13) admilled on 01/22/2025 and discharged
on 03/21/2025 with diagnoses including urinary tract
infection, difficulty in walking and hypertension,

An inilial Facility Reported Incident (FRI) was

submilied to the SA on 03/18/2025 at 8:08 PM by the
Assislant Administralor documenting a stall member's
alleged verbal abuse on 03/18/2025 at 6:30 PM. No final
report was received by the SA,

R12 and R13's medical record lacked documentation
reqarding the alleged event.

On 10/16/2025 at 2:06 PM, the Assistant Adminislralor
explained during the time of the alleged event, the
Azsistant Administralor had assisled with submitfing
the initial repart to the SA. Another employee, who was
no longer employed at the facility, was completing the
investigalion and final report. The Assistant
Administrator was unaware of the findings of the
invesligation and if the staff member was suspended
pending the invesligalion,

On 10/16/2025 at 2:15 PM, the AdminislraiordAbuse
Coordinalur explained the process for alleged abuss
evenls was once the investigalion was completed the
finding would be submitied in a final report to all
agencies regarding the findings, the report would be
maie within 5 days. The Adminisirator expiained the
rasident care plan would be updaled to reflect evenls.

The facility policy titled “Abuse”, daled 10/01/2021,
documented tha results of all invesligations are to be
communicated to the administralor or designated
represenlative and to olher officials in accordance
with Slate law, including Slate Survey Agency, within
five working days of the incident.

Z3nz
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2302 Conlinued from page 11 2302
S5=D Severity: 2 Scope: 1

Facility Reported Incident 2280533

2310 Natification of Changes or Condition Z310

§5=D 1. Resident #16 biliary drain is being flushed

CFR(s): NAC449.74493 per MD orders and has had no negative
outcome related to alleged deficient practice.
1. A facility for skilled nursing shall immediataly
nolify a patient, the palienl's legat represenlalive or

an inlerested membear of the patient's family, if kKnown, 2. Any resident with a bl|lal’y drain has the

and, if appropriale, the patienl's physician, when: potential to be affected by the alleged
deficient practice. None have been

(a) T'he palient has !:\een injur-lel:.i In an accident and may identified.

require trealment from a physician;

(b) The palienl’s physical, menlal or psychosocial 3. Licensed Nurses will be in-serviced

health has deleriorated and resulted in medical regarding protocol for flushing the biliary

Coniplicatons i SIRINAlT thepelsats M) drain or notifying the physician if unable to

(c) There is a need to disconlinue the current flush the drain.

treatment of the patient because of adversa . . .
consequences caused by that trealment or to commence a 4. DON or designee will audit weekly x 4 and

new type of treatment, then monthly x 3 or until substantial
compliance has been achieved to ensure the
drain is being flushed. Any issues identified
will be corrected immediately. Findings will

(e) The palient will be assigned to anolher room or be given to the QAPI Committee.
assigned a new roommale; or

(d) The patient will be transferred or discharged from
the facility;

Responsible Party: DON

(f) There is any change in federal or slate law that
affects the righls of the patient.

Date of Completion: 11/28/25
This LICENSURE REQUIREMENT is NOT MET as evidenced by-

Based an observalion, interview, and document review,
the facility failed to nolify the physician regarding

the inability to perform a biliary calheter flush for 1

of 19 sampied residenls (Resident 16), The deficient
praclice had the potential to pose a risk of infection,
calheter obslruction, and complications.

Findings Include:

Resident 16 (R16) was admilled to the facility on
03/232025, with diagnoses including spastic diplegic
cerabral palsy, dysphagta, schizoaffective disarder,
and depression.

The Physician Order Summary documented a slanding order
to flush the biliary drain with 10 cubic cenlimelers

{ce) of normal saline each shifl (between 6 AM—6 PM and

6 PM-6 AM).
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2310

Conlinued from page 12

The Progress Noles daled 10/02/2025 documenled the same
flushing order.

The Medication Administration Record (MAR) from
08/01/2025 to 09/30/2025 and from 10/01/20:25 to
10/16/2025 included entries marked with the number *9"
indicating the flush was not completed. The electronic
MAR noled "not able” “unable " or “difficult” to flush

on 10/05/2025, 10/06/2025, and 10/11/2025.

On 10/17/2025 at 8:00 AM, a Licenzad Practical Nurse
(LPN) staled that the biliary catheter was flushed

daily. When the calheter was flushed it was typically

dry with no output. The LPN #xpressed uncertainly about
the purpose of the flushing and reported allempling to
oblain clearer guidance an the pracedure,

On 10/17/2025 at 8:15 AM, R16 reparied the biliary
catheler was flushed once a week and that slaff
performed the flush.

On 10/17/2025 at 8:30 AM, the Unit Manager staled the
biliary catheler was not under wound care sarvices and
was flushed by nursing staff. The Unit Manager
explained the proper procedure for flushing the
catheter: clean the port with an alcohol wipe, use
gloves, allach a syringe to the nesdleless connector,
and flush with normal saline. The Unit Manager
indicated that ali nursing stalf should be trained in

this procedure. It was noted that on the madication
administration record (MAR), a checkmark indicales the
flush was performad, while the number “g” signified it
was nol. The Unit Manager staled that if biliary

catheter flushing could not be perfarmed. the nurse
must nolify thephysician.

Qn 10/17/2025 at 2:45 PM, the Direclor of Nursing (DON)
indicated biliary catheler flushes must be performed
according to physician orders, If the nurse was unable

to flush the catheter or encountered difficulty, the
physician mus! be nolifisd. The DON revealad there was
no documentalion of standard procedures, training
records, or policy relaled to biliary calheler flushes.

On 10/17/2025 at 2:45 PM, the Infection Preventionist
(IP) confirmed nurses must follow physician arders when
performing the biliary catheter flush, The IP

emphasized that if the flush was not performed, the
physician should be nolified immediatzly.

Severily: 2 Scope: 1

Complaint 2563572

Z310
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2310 2310
&452p Radiolngical and Other Diagnoslic Services 2452 11 Resident #15 no longer resides in facility.
§5=D
CFR(s): NAC 449,74535 ) . . . :
2. Residents requiring radiological testing
3. A facility for skilled nursing shall: have the potential to be affected by the
_ alleged deficient practice. Facility has audited
(8) Prrovide or obtain enly such:radlofogical and clher current residents with radiology orders and all
diagnoslic tesls as are ardered by the allending d M
physician of a palient in the facility; have been reported to MD.
(b) Promplly nolify the attending physician of the 3. Licensed Nurses will be in-serviced on the
results of those tesls; protocol to notify MD of radiology results.
(c) Arrange transportation for a patient to oblain . . .
radiclogical and olher diagnaslic lesls ordered by the 4. DON or designee will randomly audit 5
patient’s allending physician, if the palient requires residents weekly x 4 and then manthly x 3 or
such assislance; and until substantial compliance has been

achieved to ensure that radiology results are

d) include in the medical records of a patient all ; ; i ;
{) " g reported to MD. Any issues identified will be

reports of the results of radiological and other

diagnastic lests ordered for the patient, The report corrected immediately. Findings will be
must submitted to QAPI Committee.

1) Include the dale on which the tests zrformed; ;

L.fd" ik Responsible Person: DON

(2) Be signed by the petsaon perfarming the tests. Date of Completion: 11/28/25

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on the interview, document review, and record
review, the facility did not nolify the physician of a
diagnostic result (abdominal ultrasound for asciles)
for 1 of 19 residents (Resident 15). This deficient
practice had the patential for delayed medical
intervention,

Findings Include.

Resident 15 (R15) was admitied to the facility on
05/19/2025 and discharged on 05/27/2025, with diagnoses
including a displaced intertrochanteric fracture of the

right femur, cirrhosis of the liver, and type 2

diabetes mellitus,

A Physisian Order Summary dated 05/23/2025 documented
an abdominal ulirasound (B-scan and/or real-time with
imaging) was ordered via phone due to elevated fiver
transaminase lavels, in ralalion to suspaclad asciles,

Frogress Noles from the Initial Hislory and Physical,
daled 05/21/2025, included asciles as part of the
treatmenl plan,
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2452 Conlinued from page 14

S85=D The Radiclogy Report documented the presence of asciles
in all quadrants of the abdomen, with a lutal volume

measured al 3.0 lilers,

On 10/16/2025 at 2:30 PM, the Unit Manager stated there
was no documsntation nurses had contacted the physician
reqarding the radiclogy result,

On 10/17/2026 at 8:30 AM, the Unit Manager confirmed
there was no documenlation showing any action laken
after receiving the radiolugy results. The Unit Manager
stated the nurses should have notified the physician of
the results of the ultrasound.

On 10/17/2025 a1 2:00 PM, the Advanced Practice
Reqgislered Nurse (APRN) slaled they did nol receive
nolificalion from the facility regarding R15's
radiclogy result, which documented 3.0 liters of
asciles,

On 10/17/2025 at 3:30 PM, the Physician stated there
was no communication from the facility regarding the
radiology result for R15. The Physician emphasized
failure 1o report such findings could result in pain,
shortness of breath, and pressure on the lungs, and
thal immediate madical intervention was necessary due
to the volume of fluid.

The farility's policy tilied “Change in a Resident's
Condition” (undaled) documented nurses must nolify the
allending physician/practilioner (or the physician on
call) when there are specific instructions or when

there is a change in the resident’s condition. Before
nalification, the nurse is responsible for making

delailad observalions and gathering all refovant
information for the provider.

Severily: 2 Scope; 1
Complaint 2280554

2470 Physical Environment

SS=E
CFR(s): NAC 44974539

1. Provide a safe, functional, sanitary and comfortable
enviranment for the patiants in the facility, the
members of its staff and members of the general public.

Basad on observalion, interview, and record review, the
facility failed to maintain a clean, sanilary, and
comlortable environment for residents in 11 of 11 rooms

This LICENSURE REQUIREMENT is NOT MET as evidenced by

2452

2470
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Z470 Continued from page 15 Z470
SS=F observed (Rooms 303, Shower Raom, 307, 309, 310, 311, e . . .
312, 314, 412, 415, and 415 air conditioning unit). The 1. No specific residents were cited as being
deficient practice had the potential for the facility affected by the alleged deficient practice.
to not maintain a cl=an environment.
2. The toilet in the shower room adjacent to
Findi included:
PORER TS room 306 has been replaced.
On 10/15/2025 in the morning, environmental -
obsarvalions were conducled in the 300 Hall accompanied Regarding the flooring in rooms 303, 307,
by the Director of Nursingl {DON)‘. During a walkihrough 309, 310, 311, 312, and 314 the facility has
afthia 300 Hal, haoliowing envirmirmental conosrms mopped all rooms and has hired a vendor to
warg identified: ; ; g
" replace all flooring in the 300 hall as it is
Shower Room adjacent to Room 306: The toilet localed worn beyond routine cleaning.
within the shower ronm was visibly soiled with a
brownish subslance resembling fecal matier. The = ish stick
condition of the toilet indicaled that it had not been RO[;Jm 307 EI’OV\.{)HISh yellow d slc
recently or adequalely cleaned, substance has been removed.
Room 303: A viscous, black-colored substance with Room 309 the gap between air conditioner
embedded parliculate debris was observed along the seam and wall has been repaired.
where the baseboard meels the floor. The malerial
appeared sticky and had accumulated over time. The
baseboard an the wall directly across from the Room 415 floor was cleaned, and u.nderwear
residents' beds was deleriorating and partially were removed from the top of the air
detached from the wall surface. conditioner at the time of survey. Room 412
time of ;
A resident, occupying the bed closest to the door, floor was cleaned at the € of survey
reported that housekeeping stall refrained from using . . . .
chemical cleaning agenls in the room at the resident’s 3. Housekeeping staff will be in-serviced
request, due to respiratory sensitivilies. regarding cleaning protocols for resident
room.
Room 307: A slicky black residue was present along the
baseboard-floor junction. In the left-hand corner near , . .
the room enlrance debris was obsarved. The arsa was EVS Director 'V‘\”” place a mop and broom in
visibly soilad with a brawnish-yellowish sticky each clean utility room to allow after hours
subslance, The floor in this section of the room was cleaning of spills as necessary.
visibly dirty.
Room 309: A dark, sticky residus, ranging in color from 4. EVS Director/Designee will randomfy audit
black to brownish, was observed along the perimeter weekly x 4 and then monthly x 3 or until
where the baseboards meet the flooring. A resident substantial compliance has been achieved to
residing in this room expressed concern regarding the ensure resident rooms/floors are clean. Any
lack of cleanliness, specifically noling that the . : S :
parslsiant prasence:cl the sk retiiarwas Issues ‘ldentme‘d \A_flll be gorrected _
disturbing and unsanilary. |mmedlately.lFlnd|ngs will be submitted to
QAPI Committee.
The resident reported the exislence of a visible gap
between the air condilioning unit and the wall where : i 4
i ‘ ) Person Responsible: EVS Director
the unit was installed. The gap had allowed rainwater
and insecls to enter the room, conlributing to )
environmenlal discomlort and potential hygiene issues. Date of Completion: 11/28/2025
Rooms 310, 311, 312, and 314 Each of these rooms
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2470

Continued from page 16

exhibiled consislent presence of a dark, sticky residue
ranging in color from black to brawnish along the
perimeler where the baseboards meet the flooring.

The Direclor of Nursing confirmed these obsarvations
and achnowledged that these areas should have been
properly cleaned as part of rouline housekeeping
profocols

On 10/17/2025 al 11:00 AM, the Director of Maintenance
explained the slicky dark maller was the result of the
use of wax that with the time had bean accumulatsd.

On 10/15/2025 at 7:58 AM, in room 415 the floor at the
foot of the bed had three areas of dried substances
visible from the hallway. One area of dark brown, one
arza of light brown, and one large area of a rad
substance was partially covered with a white towel,

On 10/15/2025 at 8:00 AM, a Certified Nurse Assislant
(CNA) explained arrived at 6:00 AM and was unsure how
long the substances had been on the floor, verbalized

it was like thal when arrived, 50 probably fram night

shift. The CNA explainad there wera no housekeeping
services at night and was unaware if slafll had access

to a mop.

On 10/15/2025 at 8:03 AM, upon enlry into room 412, a
foul odor was noted, and the floor surface was sticky

to the extent shoes adhered to the floor while walking.
The floor around the resident bed had visible areas of
dried and wel subslance brownish in colur, The bed was
without sheets, and the mallress had areas of feces
smeared near the foot of the mattress. A blanket was
balled up lying in the corner of the room opposite the
bed. Upon entry into the bathroom a soiled brief was
lying on the floor next to the trash can, the toilet

saat had areas of dried feces smeared across the saat,
and feces soiled brief was lying on the floor in front

of the loilet,

On 10/15/2025 at 8:10 AM, the Administralor confirmed
the findings, and explained housekesping cleaned the
rooms daily however the soiled items should have been
removed by stafl.

On 10/15/2025 at 8:14 AM, upon enlry into room 415
lying on tap of the air conditioning wall unit was a
pair of light blue underws=ar with yellow stains with a
brown stained panty liner.

On 10/15/2025 at 8:16AM, the Administralor confirmed
the findings in room 415 and explained housekeeping
sarvices needed to be contacted,

Z470
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The facility policy titied “Cleaning and Disinfecling
Environmental Surfaces”, dated 10/01/2021, documented
housekeeping surfaces (e g., floors, tahletops) will be
cleaned on a reqular basis, when spills occur, and when
the surfaces are visibly soiled. Spills of blood and

other polentially infecious malerial will promplly be
cieaned and decontaminated,

Severity: 2 Scope: 2

Compiaint 2280552, 228055, and 2280554
Physical Environmenl

CFR(s): NAC 449 74539

3. Ensure that the envitonment of the facility is free
of hazards that would cause accidents,

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observalion, interview and document review the
facility failed to ensure chemicals were securely

stored and inaccessibie to residents. The deficient
praclice had the potential for accidental exposure or
ingestion of a harmful subslance,

Findings include:

On 10/15/2025 at 8:03 AM, on a melal shelf localed on
the wall in the bathroom of room 412 was a white spray
bottle laheled “Buff and Scuff Remaover”.

On 10/15/2025 at 8:10 AM, the Administrator
acknowledged the spray boltle in room 412 and explained
chemicals should not have been leflt accessible to
residents,

On 10/16/2025 at 2:05 PM, the Assislanl Administralor
explained “Buff and Scuff Remover” was used when staff
buff the floors,

On 10/17/2025 at 7:55 AM, the Environmenlal Service
Director expiained cieaning chemicals were to remain
locked and inaccessible when not in use. The
Environmental Service Director explained that the buff

and scuff product was a waxing product used when waxing
floors and the product was to be kept secure when not

in use,

The facility Safely Dala Sheet for spray Buff and Scuff
Remover, dated 10/21/2024, documented the misture
consisled of ingredient(s) of unknown toxicity, Avoid

2470

2472

1. No residents were identified as being
affected by the alleged deficient practice.

2. Any resident has the potential to be
affected by the alleged deficient practice.

3. Housekeeping staff will be in-serviced
regarding the protocol to properly store
chemicals when not in use.

4. EVS Director will randomly audit weekly x
4 and then monthly x 3 or until substantial
compliance has been achieved to ensure no
chemicals are left out or not properly stored.
Any issues identified will be corrected
immediately. Findings will be given to QAPI
Committee.

Responsible Person: EVS Director

Date of Completion: 11/28/25

None have been identified as being affected.
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§S=0 |womBelees andskin. Donaissteor semlon. A. No residents were identified as being
Severity: 2 Scope: 1 affecte(ljl by the alleged Qefllc:|ent practice
1. The "TBL D/D 200 Wing" alarm was
Z501 Compliance with NFPA 101 z501 |cleared after the corresponding HVAC unit
SS=F power was restored.
CFR(s): NAC 449.74543.2(a)
2, Except as olhetwise provided In this section: The vendor tested the nine smoke detectors
on 10/22/25 and all passed
(a) A facility for skilled nursing shall comply with
e (revisions afina - ELJu B LTS bRy 0o ce, 2. The AHU-C1 duct detector code has been
adopted by reference pursuant to section 2 of this I d
requlalion. Cleare
This LICENSURE REQUIREMENT is NOT MET as evidenced by: 3. The 9 smoke detectors were tested by the
vendor on 10/22/2025 and all passed
CODE PATH:
National Fire Protection Associalion (NFPA) 101 Life 4. If smoke detectors are found to be not
Safsty Code, 2024 Edilion operating correctly, the facility will have
_ y vendor find an appropriate refurbished
R HF Chtielel Debniions replacement and then have the sensitivity
testing completed to show they meet
3.2.1 Approved. Acceplabls to the authority having requirements of existing system
jurisdiction.
isoA . ¢ Safermards. Every build B. No residents were identified as being
5.2 Apprapriatenass of Safeguards. Every building or Tt P
slructure shall be provided with means of egress and affected by the alleQEd deficient practlce
olher fire and life salely safeguards of the kinds,
numbers, locations, and capacilies appropriate to the
individual building or structure, with due reqgard to 1. The dry sprinkler system has been
the:feilowing: repaired and put back into full service as of
(1):Character of te socupancy, inckiding firs load 10/31/2025. Rooms #607 and #6098 have
been patched and repaired.
(2) Capabilities of the occupants
- 2. The vendor has been onsite and pulled a
(3) Numberof persons exposed sampling of the QR wet and dry sprinkler
(4) Fire protection available heads to send out for testing. Facility will
follow testing recommendations to either
(5) Capabilities of response personnel keep in service or replace
(6) Height and conslruction type of the buildi .
Ln)uc;:fe Fne construsion s o1 The Budng o 3. The vendor has been onsite and pulled a
sampling of the QR wet and dry sprinkler
(7) Other faclors necessary to provide occupants with a heads to send out for testing. Facility will
reasonable degree of safely follow testing recommendations to either
4.5 B Maintenance. Whenever or wherever any device, keEp In service or repiace
equipment, syslem, condilion, arrangement, level of
protection, or any feature is required for compliance
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Z501 Conlinued from page 19 Z501
§3=F with the provisions of this code, such device, 4. The vendor has been onsite and pulled a
equipment, system, condition, arrangement, level of ! . 47 -
protection, or olher fealure shall thersaller be Samp“ng of the QR wet an ry SP!’IH ('-Z‘I‘
maintained, unless the code erempls such maintanancs heads to send out for testing. Facility will
follow testing recommendations to either
4.6.1.1 The authaority having jurisdiction (AHJ) shall keep in service or replace
delermine whelher the provisions of this code are met,
4.6.1.2 Any requirements thal are essenlial for the 5. The vendor has been onsite and pulled a
safely of building occupanls and that are not sampling of the of the QR wet and dry
speciivally provides-for by tsodigenal be sprinkler heads to send out for testing.
determined by the authority having jurisdiction. Facility will follow testing recommendations
4.6.1.3Where it is evident thal a reasanable degree of to either keep in service or replace
salely is provided, any requirement shall be parmitied
to be madified if, in the judgement of the authority C. No residents were identified as being
having jurisdiction, its applicalion would be hazardous affected by the alleged deficient practice
under normal occupancy conditions.,
9.6.1.3 A fire alarm syslem required for life safety 1. The facility has updated the Fire Watch
shall be installed, tested, and maintained in policy to include the functions of the person
accordance with the applicable requirements of NFPA 70 conducting the Fire Watch
Nalional Electrical Code 2011 Edition and NFPA 72 Fire
Alarm and Signaling Code 2010 Edition. . .
Staff conducting the Fire Watch have been
19.3.5.1 Buildings canlaining nursing homes shall be in-serviced on procedure
protecied throughaut by an approved, supervised
auiamalic;epeinkier aysten (v accerdance wih 9.7, D. No residents have been identified as
§.9.8 Sprinkiar System Impairmenis; Sprinkisr being affected by the alleged deficient
impairment procedures shall comply with NFPA 25, practice.
Standard for the Inspection, Testing, and Maintenance
S e 1. The oxygen cylinder cart was removed
ABORATTE GBI s waieh SR SEIsaaL Fvslie from the 200 hall oxygen room at the time of
some special action bayond normal staffing, such as survey.
assigning an additional security guard(s) to walk the
areas affected, Such individuals should be specifically Maintenance Director has rep]aced the lock
trained in fire prevenlion and in occupant and fire
department natificalion techniques, and they should on the 600 hall oXyaEr SeragE reom,
understand the particular fire safsty situation for . . .
public education purpases, Staff has been in-serviced regarding not
propping open the door to the oxygen
Appendix 9.7.6. Where a fire walch is provided to meet storage rooms.
the impairment requirements of NFPA 25, it is the
intent of the Code that the fire walch results in a G ;
heighlened awareness of the building's aparalions and 2. The facility has ordered signs that state,
envitonment. Individuals assigned to the fire walch "Caution: Oxidizing Gas(es) Stored Within
should be able to recognize fire hazards and undarstand No Smoking” and will replace the existing
the procedures for occupants and fire department signs as soon as they arrive
procedures for occupants and fire department g )
nolification and occupant evacualion in an emergency.
National Fire Prolection Associalion (NFPA) 25
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Z501 Conlinued from page 20 2501 ) ) ) )
sS=F Slandards for the Inspaction, Tesling, and Mainlenance Maintenance Director will be responsible to
of Waler-Bazed Fire Prolection Syslems, 2023 Edilion ensure that fire pane| error codes are

cleared or assessed by the vendor as
needed, and to ensure that all vendor
reports with recommendations for repairs

5.2.2.1 Pipe and fittings shall be in good condition are followed up timely.
and free of mechanical damage, leakage, and corrosion,

5.2.2 Pipe and Fitlings, Sprinkler pipe and fittings
shall be inspected annually from the floor level.

Maintenance Director will be responsible to
ensure that smoke detectors and QR

5.3.1.1 Where required by this section, sample sprinkler heads are tested and replaced as
sprinklers shall be submilted to a recognized testing required.

labaratory acceplable to the authority having
jurisdiction for field service tesling.

5.3.1 Sprinklers

Maintenance Director will be responsible to
5.3.1,1.1.3 Sprinkiers manufactured using fact-response provide Fire Watch training to staff as
elements that have been in service for 20 years shall necessary.

be replared, or a represanialive sample shall be

tested, Ih | -tested at 10-year int Is. . . . «
sk iney snal betaissitn Al Drasr ininms Maintenance Director will audit weekly x 4

5.3.1.1.5 Dry sprinkiers that have been In sarvice for and th_en monthly x 3 or U':“” substantial
10 years shall be repiaced, or represenlalive samples compliance has been achieved to ensure
shall be tested, they shall be re-lested at 10-year the doors are not propped open and the
ALl s appropriate signage is displayed. Findings
5.3.1.1.1,6 Where sprinklers are subjected to harsh will be submitted to QAPI Committee.
environments, including corrosive almaspheres and
corfosive water supplies, on a S-year basis, sprinklss Responsible Person: Maintenance Director
shall either be replaced, or representalive’s sprinkler

nples shall be lestad, ;
AIPRAMREIIRAS Date of Completion: 11/28/2025

5.3.1.2 A represantalive sampis of sprinklers for
testing per 5.3.1.1.1 shall consist of a minimum of not
iess than four sprinklers or 1 percent of the number of
sprinklers per individual sprinkler sampie, whichever
is greater,

5.3.1.3 Where one sprinkier within a representalive
sampie fails to meet the test requirement, all
sprinklers within the area represented by that sample
shall be replaced.

15.6 Emergency Impairments

15.6.1 Emergency impairments shall includle, but are nol
limited to, syslem leakage, inlarruplion of waler

supply, frozen or ruplured piping, and equipment

faiture.

15.6.2 When emergency impairments occur, emergency
action shall be taken to minimize potential injury and
damage.
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2501 Conlinued from page 21 Z501
SS=F 15.6.3 The coordinator shall implement the steps

outlined in section 15.5
15.5. Preplanned lmpairment Programs

15.5.1 All preplanned impairments shall be authorized
by the impairmient coordinalor

15 5.2 Before autharizalion is given, the impairment
coordinalor shall be respansihle for verifying that the
following procedures have been implemeanted:

(4) Where a required fire protection system is out of
service for more than 10 hours in a 24-hour period, the
impairment coordinator shall arrange for one of the
following:

(a) Evacualion of the building or portion of the
building alfecte=d by the syslem out of service or,

(b) An approved fire walch

Appendix.15 5.2 (4)(b) A fire walch should consist of
trained personnel who continuously patrol the affected

area.

National Fire Protection Association (NFPA) 72 National
Fire Alarm and Signaling Code, 202022 Edition

14.2.1.1 Performance Verification, To ensure
operational integrity, the syslem shall have an
inspeclion, tesling and maintanance program.

14.2.1.1.1 Inspection, tesling, and mainiznance
programs shall salisfy the requirements of this Code
and conform to the equipment manufacture's published
instructions,

14.2.1,2.2 Syslem defects and malfunclions shall be
corfected.

14.4.5.3.1 Sensitivity shall be checksd within 1 year
afler installation,

14.4.5.3.2 Saensilivity shall be checked every allernale
year therealler, unless olherwise permilied compliance
with 14,4 5.3 3.

14,4 535 Uniess olherwise permitted by 14.4.5.3 6,
smoke deleclors or smoke alarms found lo have a
sensilivity outside the listed and marked sensitivity
range shall be cleaned and recalibraled or replaced.
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2501 Conlinued from page 22 Z501
88 =F National Fire Protection Association (NFPA) 99

Healthcare Faciliies Code (2024) Edition,
11.3 Cylinder and Container Slorage Raquiremenls

11.3.2.1 Stlorage localions shall be outdoors in an
enclosure or within an enciosed inlerior space of
non-combustible or limited combuslible construction,
with doars (or gales outdoors) that can be secured
against unauthorized enlry.

11.3.2 Storage for nonftfammable gasas grealer than (300
fi3) but less than (3000 fit3) shall comply with the
requiremenls in 11.3.21 through 11.3.2.3.

11.3.2.2 Oxidizing gases, such as oxygen and nilrous
axide, shall not be slored wilth any flammable gas,
liquid, or vapar.

11.3.2.3 Ouxidizing gases such as cuxygen and nitrous
axide shall be separated from combustibles or malerials
by one of the fnllowing:

1) Minimum disiance of (20f1)

2) Minimum dislance of (5ft) if the enlire storage
lncalion is prolected by an automalic sprinkler system,

3) Enclased cabinst of noncambuslible construction
having a minimum fire protlection rating of ¥4 hour.

11.3.4 Signs

11.3.4.1 A precautionary sign, readable from a dislance
of (5f), shall be displayed on each door or gate of
the slorage raom or enclosure

11.3.4.2 The sign shall include the following wording
as a minimum:

“CAUTION: OXIDIZING GASE(ES) STORED WITHIN NO SMOHING”

Basad on obsarvalion, inlerview, and document réview,
the facility failed ta maintain compliance with slate
licensing and the 2024 edilion of the NFPA 101 Life
Safety Code by nat ensuring staff received and
documented proper fire walch lraining, maintaining the
water-based fire protection systems; replacing or
testing sprinkler heads beyond their service life;
maintaining fire alarm sysiem components including
outdaled smoke deteclors; and properly storing and
idenlifying medical oxygen cylinders.
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Conlinued from page 23
Findings include:
CITATIONS:

A. K345 Fire Alarm and Smoke Delection Testing and
Maintenance

The facility failed to proparly mainlain the fire aiarm
control panel and suparvised smoka delectors in
accordance with NFPA 72 Standard for Fire Alarm and
Signaling,

1) On 10/15/2025, during a tour of the facility,

ohservalion revealed the main fire alarm panel in the
Mainlenance Direclor's office displayed four trouble
alarms and a vendor inspaction tag marked “Deficient”,
Three of the trouble alarms were specific to a
depressurizalion of the dry sprinkler system which was
impaired and undergoing repair. The fourth trouble

alarm was labeled "TBL D/D 200 WING AHU N-1" and was
unrelated to the in-progress repalr of the dry

sprinkler syslem.

The vendor tag marked “deficient” allached to the main
fire alarm panel, indicaled nine photoslectic smoke
deleclors failed sensitivity and a duct detector in the
air handling unil was inoparable,

During an inlerview, the Maintenance Direclor indicaled
that facility stafl mislakanly believed the four

trouble alarms on the main fire alarm panel weie all
related o the dry sprinkler syslem repair.

2) On 10/15/2025, during a review of lhe facility's

Life Salety Code documenlation, the facility provided a
vendor inspection report titled, “FIRE ALARM AND LIFE
SAFETY SYSTEM TESTING" daled 05/30/2025. The vendar
inspection report indicaled a failed “roof core east

corridar AHU C-1" duct deleclor,

The facllity failed to provide writlen recards for the
repair or replacement of the idenlified duct delector
Trouble alarm #4 on the main fire panel supported the
finding identified by the vendor within the inspection
report,

During an interview, the Maintenance Director indic.aled
being hired 07/2025 and was unable to provide
infurmation on the vendor inspection findings from
05/30/2025.

3) On 10/15/2025, during a review of the facility's

2501
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SS=F Life Safely Code documentalion, the facility provided a

vendor inspectlion report titled, "PM-FIRE ALARM SMOKE
DETECTOR SENSITIVTY TEST-2 YEARS" daled 05/30/2025. THe
vandor inspection report indicaled “(9) smoke delectors
failed sensitivily test”,

The facility failed to provide wrillen records for the
repair or replacement of the ideniified smoks
delectors,

During an interview, tha Mainlenance Director indicaled
Leing hired 07/2025 and believed the (9) of (80)
identified detectors were replaced with unsupervised
baliery-operaled residential style smoke deteclns
wilhin the facility corridors.

4) On 10/15/2025, during a review of the facility's

Life Safaty Coda documentalion, the facility provided a
vendor report titled, “INVENTORY & WARRANTY REPORT",
daled 05/30/2025. The Invenlory & Warranty report

identified 80 pholoeleciric smoke deleclors by specific

make and model number. The report indicaled the
photaelectric smake delectors were manufactured prior

to 1998 and were installed throughout the facility on
05/20/1998, which revealed a manufacture/install date
grealer than 27 years.

On 10/16/2025, a review was conducled for End of Life
{EOL) and End of Service (EOS) manufacture bullating
for the idenlified photoefectric smoke detectors, The
specific make and model of photoaleciric smoke
delectors was disconlinued by the manufacturer on
056/2%/2020. Although current sensilivity and funclional
lesling records show 90 % of the devices inslalled in
the facility are within tolerance, the spacific

make/maodel has been disconlinued by the manufactirer
with no new production and limited/no parls support.

The facility failed to maintain the operational

integrity of its originally installed photosiecinic

smoke detectors, which are no longer supported or
manufactured. These devices have been disconlinued
since 2020 and do not meet current maintenance or
manufacturer service slandards.

B. K353 Sprinkier Syslem-Testing and Mainlenance

The facllity failed to properly mainlain the wet and

dry fire sprinkler syslem in accordance with NFPA 25
Standard for the Inspection, Tesling, and Mainlenance
of Waler-Based Fire Proteclion Syslems,
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observation confirmed the building's dry-sprinkler
system lo be impaired and depressurizad. Further,
abservalion revealed resident room #607 and £608 had
exparienced sprinkler gystem water leaks that
originaled above the ceiling, The leaks penstraled the
monolithic ceiling into the resident rooms, Two
residents had to be reiacated for their prolection and
sarvicing of the system,

Qbservalion of the dry system riser room reveasled a

vandor inspection tag dated 03/21/2025 marked as

deficient. The reverse side of the vendor tag staled,
‘NITROGEN SYSTEM IN TROUBLE, SERVICE NEEDED". The
facility failed to provide documentalion showing

immediale repair of the nitrogen syslem. The nest

vendor tag in series displayed a repair dale of

06/16/2025. The reverse side of the vendar tag stated,
‘RESTORED DRY SYSTEM",

During an interview, the Mainlenance Direclor indicated
the facility's dry system was aged and had experienced
a series of pressure leaks triggering supervisory
alarms and the subsequent floading of the dry pipe
system. Once flooded, water leaks prezented in multiple
patient care areas and resident rooms. The Maintenance
Director further indicaled that each new leak
necessilaled a vendor repair response and that the dry
system had been disabled pending an entire syslem
inspection and that the facility had implemenled a fire
walch prolocal.

During an inlerview, the vendor charged with repair
indicated thal the dry system sprinkler piping had
experignced alectrolysis in several areas above the
celling and that the syslem appeared to be original to
the facility which would place the systam in service
for more than 27 years. The vendor furlher indicated
that each time a repair was made the system was
repressurized, which in turn presented addilional
laaks,

The facility failed to maintain the building's
waler-based fire sprinkler prolection syslem in
arcordance with NFPA 25 requirements and did not
demonsliale proactive measures to anticipate
age-related deterioralion or system obsolescanca in
accordance with NFPA 101,

2) On 10/15/2025, during a review of the facility's
Life Safely code documentalion, a vendor inspeclion
reporttitled,” ODPM-FIRE SPRINKLER 5 YEAR INTERNAL
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inspeclion report indicated thal all wet-type quick
response (QAR) sprinklars heads 20 or more years old
weie replaced or successfully sample tested. The vendor
inspection report furlher indicaled that all dry-type
sprinkier heads 10 ysars old or older were replacad or
successfully sample tesled.

The facility failed to provide written records for the
replacement or sample tesling results of the more than
20-year-old wel-type QR and more than 10-year-old
dry-type sprinkler heads that were indicated within

this inspaction report.

3) On 10/15/2025, during a review of the facility's

Life Safaly code documerntalion, a vendaor inspection

report titled, "PM-FIRE SPRINKLER ANNUAL INSPECTION
100% HEADS-ANNUAL" dated 05/15/2025 was provided. The
vendor inspaction report indicated thal all wel-type QR
sprinkieis heads 20 or more years old were replaced or
succassiully sample tested. The vendor inspection

report further Indicatad that all dry-type sprinkler

heads 10 y=ars old or older were replaced or

succassfully sample lested.

In addition, the facility provided As-Built sprinkler
yetem plans daled 07/26/1298, in which, three of five
pages were inspected. Plan pages four and five were
missing. The limited As-Built plans indicated the
facility contained an =xcess of 359 wel-type QR and
dry-type sprinkler heads installed in 1998, The actual
sprinkler head count remained undeiermined due to the
two miseing plan pages.

During an interview, the Maintenance Ditector indicated
the facllity had not repiaced or sample tested the
building's 20-year-old(er) wel-type QR or
10-year-old(er) dry-type sprinklar heads.

4) On 10/15/2025, during a tour of the facility,
unoccupied resident room #6508 was surveyed for Life
Safely Code compliance, Observalion revealed the
residant room contained two side mounted wet-type QR
sprinkler heads. The sprinkler head deflector plale
conlained the year, lype, make, madel, idenfificalion
number, and applicable manufacture dala. The sprinkler
head defieclor plate indicated the sprinklar head was
manufactured in 1993 and was in fact type QR.

The facility failed to replace the QR wet-type

sprinkler heads within 20 years of service or provide
evidence of approved sample testing of a minimum four
or 1% of the tolal sprinkier heads inslalled.
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5) On 10/15/2025, during a tour of the facility, an
inlerview was conducted with the Supervisor of the
building's sprinklar system repair company. The
Supervisor indicaled that the company was not the
contracted vendaor for the facility and was simply on
site to repair ieaks for the aged and dry-type

sprinkler syslam, The Supervisor indicated the dry-type
sprinkler syslem and sprinkler heads ware localed
wilhin the attic and interstitial spacing and appeared

to conlain all eriginal materials.

The facility failed to replace the dry-type sprinkisr

heads wilthin 10 years of service or provide wrillen
recards of approved sample testing of a minimum four or
1% of the tulal sprinkler heads installed,

C. K354 Fire Walch Policy

The facility failed to provide evidence that 21
identified slaff members received in-service training
on fire walch functions, general fire salely, or

specific concerns relaled to a current sprinkier
impairment thal necessitaled a fire walch. The facility
was unable to pruvide training records, curriculum,
lesson plans, parformance objectives, or decumentad
evidence of the facility's fire walch funclions in

direct contrast to its eslablished policy.

1) On 10/15/2025, during a review of the facility's

Life Safely Code dacumentation, the facility provided
policy #EDP-016 “FIRE SAFETY AND PROCEDURES" with an
effective date of 04/25/2018, Line item #6 of the
document slated, “any individual assigned to fire watch
shall not perform any olher assigned job dulies”. Line
ilem #7 staled, "all parsonnel will be trainad in our

fire walch procedures™. Only the Safely Officer,
Administralor, or designee will assign fire walch duty
and the assigned will underga training in our fire

walch functions prior to being assigned fire walch
duties

The palicy failed to identify spacific fire walch
functions or physical actions utilized in fire walch
implemenlation.

2) On 10/15/2025, during an inlarview, the Mainlenance
Director (MD) indicated also being the designated
Salety Officer (SO) for the facility in addilion to his
full-time duties. The MD/SO Indicated the facllity had
been on an extended fire walch due to an ongoing
sprinkler system impairment, The MD/SO indicated the
facility's maintenance slaff were solely responsible

for conducting fire watch and had documenled their
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quanlity of completed forms titied, “FIRE WATCH
DOCUMENATION".

During a review of the provided fire walch logs, it was
determined that there was incomplete coverage for
saveral days, particularly the night shift hours of
10pm-6am. The MD/SO indicated the four-person
mainlenance leam was unable to provide 24-hour fire
walch coverage and as such, designaled both clinical
and non-clinical staff to assist. The MD/SO then
produced an additional quantity of facility fire walch
logs for the missing walch pariods. Upon review, there
was a tolal of 21 facility slalf members identified who
completed a fire walch log.

During an interview, the MD/SO indicated the facility
could nat provide evidence that the 21 slalf members
received training in fire walch functions. In addition,
the MD/SO indicated the facility could nat pravide
curriculum or documents that specifically illustrale
fire walch funclions in direct contrast to facility

policy #EDP-016.

D. K423 Gas Equipment Cylinder and Conlainer Slarage

The facility failed to ensure meadical gas storage rooms
that contained axygen cylinders were prolected against
unauthorized entry / potenlial tampering and conlained
the required caulion signage.

1) On 10/15/2025 during a tour of the facility,
observation revealed the entry door to the designaled
medical gas slorage room adjacent to the 200 hall was
propped open with an oxygen cylinder cart, Further
observalion revealed, the entry doar to the designaled
medical gas storage room adjacent to the 600 hall was
found unlocked when challenged.

The facility failzd to ensure the oxygen storage rooms
were prolected frum unauthorized entry and potential
cylinder tampering.

2) On 10/15/2025, during a tour of the facility,
obsarvalion revealad the two designated intarior
madical gas storage rooms were designated "Clean
Utility" and “Nourishment Rooms”, Further observalion
revealed signage to the right of the doors that read,
“Oxygen Slorage Flammable”,

The facility failed to ensure the enlry doors for the
two designated inlerior cxygen storage rooms were
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88 =F equipped with signage that indicated oxidizing gas(as)

wera stored within, At a minimum, signage on the entry
doors must read, CAUTION: OXIDIZING GASE(ES) STORED

WITHIN NO SMOKING.
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