
Pil PRINTED: 12l16/2025

FORM APPROVED

oMB NO.0938-0391
DEPARTMENT OF HEALTH AND HUI\.TAN SERV]CES

CENTERS FOR MEOICARE & MEDICAID SERVICES

iX3) DATE SURVEY COMPLETED

091261202s

(x2)MULrlP$f)8Yrrrid8
A BUILDING

A, WING

(X1 ) PROVIDEF'SUPPLIERYCLIA
I DENTIFICATION N U [,'I8ER]

295011

STATEi'ENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

STREET ADDRESS, C TY STATE Z P CODE

'rOO DELMAR GARDENS DRIVE, HENOERSON, Nevada,89074
NAI\ilE OF PROVIDER OR SUPPLIER

OASIS NURSING & REHAA OF GREEN VALLEY

(x5)
COMPLETION

DATE

ID

PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULO AE

CROSS-REFERENCED TO THE
APPROPRIATE OEFICIENCY)

SUMN1ARY STATEI,4ENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

ipcuutonv on rsc TDENTtFYtNG INFoRMATIoN)

Pubucno$ca-Digc]aiEor!

The ptan ofcorrection is signed

and submitted as reouired under

State snd Federat Law. The signing

and submissions ofthis Ptan does

not constitute an admission on the

part of Oasis Nursing and

Behabilitstion ol Green Vatley

("lacility")as to the accuracy of the

surveyor's f indings or the

conctusions drawn th€re from. Ibe
otan of correction does not

constitute an admissjon on oart of

the facitiw or emotovees that the

findings cited as accurate. that the

findings constitute a deliciency or

the scope and severity regarding

anv of the deficiencies cited is

correctly apotied. AnY changes to

facility policies 8nd Procedures
shatt be considered to be

subsequent remedial measures as

that concept is aPPtied in Rute 407

of the Federat Rutes of Evidence

and NRS 48.095 8nd shatt be

inadmissibte in any Proceeding on

that basis. The tacitity submits this

plan ot correction with the

intention that it shalt be

inadmissibte by anYthird Party in

any regutatory, civit or criminat

action against the facitity or anY

emptoy6e, agent officer, director or

sharehotder of the facitity.
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This Statemenl of Deficiencies was generated as a

resull of a l,4edlcare Recarlification, Complaint and

Facility Reported lncid€nt (FRl) Survey conducted in

your fac lity from 09/23l2O25lhtough 0912612025 n

accordance wth 42 Code of Federal Regulations (CFR),

Chapter tV, Part 483, Requiremenls for Long Term Care

Facilities

The census at the time of the survey was 189

There were four complaints and tv,/o FRls investigaled

1) Complaini 2287283, dellcient practice was not

identified.

2) Complainl2287288, delicient practice was identrfed

(See F677)

3) Complainl2287292, derlcienl practice was not

idenufied.

4) Complainl 2610547, deficient practice was nol

identified-

5) FRI 2287290, deflcrent practrce was not identified

6) FRI 2287291, deficient practice was not identified

The investigalion included:

Observation of staff prov ding care and supervision lo

residents, staff 1o resrdent nteaactions, resident to

residenl interactions, kay lin6 and a tour of the

facilily.

lnlervrews were conducled wilh certified nursing

assistants, maintenance director, dietary manager,

laundry manager, housekeeping, treatmenl nurse social

work director, social work assistiant, licensed nurses

registered dietitian corsultanl nurse practitioner.

director of nurslng, and adminislrator.

Clinrcal record review of residents which included

INITIAL COIVMENTS

The sample size was 51

Any deliciency statement ending with an asterisk (') denoles a deficiency which lhe nstilution rnay be excused frorn correctinq providing ii is determined lhat other

saf;guards prov de suffcient prolect on ro lhe patienls. (See reverse fo"urlhe'rnslrL,cl'ons') Exceot

erher or not a plan of correclion rs orovloed. Fo'nurs rg ho'nes
for nursing homes the findings stated above aro d sclosable g0

days following the dale of survey wh the above find ngs and plans of correction are d sclosable 14 days

following lhe date these documents are made available lo the facilily. lf delicrencies are c led, an approved plan of correction is roquislte to conlinu6d program

{cfrtu
REC LIER REPRESENTATIVE'S SIGNATUREOR DER/S
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F0552 Right to be

informed /Make
Treatment Decisions
The lacitity witt continue to ensure that residents

are intormed or, and are abte to participate in, his

or hertreatment.

Resident (Rl 69) psychotropic medication

consent form was immediately obtained on

09/ 23/2025 lrom the responsibte party and

ptaced in the resident's medicat record.

Resident (R169) continues to reside in the

facility and is receiving care according to
physician's orders and plan ot care-

Resident (R191)psychotropic medication

consent form was oblained on g9l2il2A25

and ptaced in the resident's medical record.

Resident (R191) continues to reside in the facitity

and is receiving care according to physician's

orders and pLan of care.

A comprehensive audit ol att residents

receiving psychotropic medications was

completed to verifythat signed consent

forms are present in each medicat

record. Any missing or incomptete

F0000

F0552

Documenl review incl!ded facility policy and
procedures grievance log, resident council meeting

minutes, marnlenance work logs. and FRI rnvestigation

liles.

The findings and conclusions of any rnvestigation by

the Division ol Purchasing and Complance shallnol be

conskued as prohibiling any criminal or civil

rnvestigaiion, actions or other claims for relief thal
may be available to any party under applicable federal,

state or local laws.

The lollowrng regLrlalory defrcrencres were idenlified

Right to be lnformed/Make Trealmenl Decisrons

CFR(s): a83.10(c)il X4X5)

5483 10(c)Plannrng and lmplementing Care.

The residenl has the righl lo be informed of. and
particrpale in, hrs or her treatment, includlngl

5483.10(c)(1) The right to be fully informed rn

language that he or she can understand of his or her

total heallh status, including but not lmiled io, his

or her medical condiiion.

5483.10(c)(4) The righl to be rnformed rn advance. of

the care to be furrllshed and the type of care grver or
prolessional thal will furnish care.

5483.10(c)(5) The right to be rnformed in advance by

the physician or other praclrtioner or professional, ol
lhe risks and benefits of proposed care, of lroatment
and treatrrenl allernatives or lreatmenl oplions and lo
choose lhe alternalive or option he or she prefers.

This REQUIRELIENT is NOT i.4ET as evidenced by

Based on interview. record review, and docurnenl review

the 'acrlty faileo lo ensure eacl' residenl or

resident's guardian provided signed evrdence of
rnformed consent prior lo the adminiskation of a
psychoactive nredication for 2 of 51 sampled residents
(Residents 169 and 191). The deficient practice had the
potentiallo pul restdents al risk of us ng
psychoactive medicalion without understanding lhe risks

and benefrts of the medlcation.

Continued from page 1

residents of concern.

F0552
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consents were immediateLy addressed

with the resident and responsibte panies

The DON/designee witt audit att new

medication orders daity and new

admission orders within 24 hours to
ensure that any newty prescribed

psychotropic medication has a

corresponding signed consent form prior

to administration.

The DON/designee witt audit six resident

charts each weekfor 12 weeks of
residents receiving psychotropic

medications, ensuring that consent

forms are fully compteted and incLuded

in the medicat record. Any missing or

incomplete consents identif ied during
daity order checks or weekly audits witl
be corrected immediately. Audit results

wilt be reported and reviewed during

monthly QAPI meetings to maintain

comptiance.

Nursing staff were reeducated on 12A12025
on obtaining and documenting consent for
psychotropic medications prior to administration,
and this education will be ongoing. Trsinrng

emphasized proper consent form comptetion,
and documentation. New nursing staff witt receive

training on psychotropic medication consent
requirements ongoing and during orientation.
Ongoing education witt be provided as needed

based on audit resutts. Any deficiencies witt be

addressed immediatety with corrective action
and staff re-education.

Comptetion data: December 5, 2025

F0552

Findings include

'l) Resident 169 (R169)was admitted on 04/08/2022 wilh

diagnoses including bipolar disorder.

The medical record rnd caled a guardian had been

appointed to make medical decrslons for R169.

A Phystctan order datod 09/2012024 indicaled lo grve

Ouetrapine (an antipsycholE medrcal on) 25 mill grams

1m9) al bedtime for mood relaled to bipolar disorder.

A review of the September 2025 lvledication

Adm nrstration Record (MAR) revealed the resrdenl had

taken Quetiapine every evening of the month. The MAR

rndicated R169 was monilored for potential srde effecls

of the Ouetiapine which included constipation. blurred

vrsion and coniusion.

The record lacked documenled evidence lhe guardian had

grven nformed consent for the use of the Queliapine.

on 09t2612025 al l:25 PM, lhe Direclor of Nurslng (DON)

rndrcated nurses were supposed to contact the resident

or resident s representatjve/family, explain lhe r sks

and benefits of usinq the medrcation and lhen if
consent was grven, documenl the consenl in the record

The DON verified R169s record lacked documented
evidence informed consent had been obtained for R'169 to

use Ouetiaprne slarlrnq on 09/20/2024. The DON

verbalized consent should have been obtarned prior to

starring the rnedication

A Physician Order dated 09/05/2025 documented
Seftaline Hydrochloride (HCl) oral tablet 50

mill grams (mg), give one lablet by moulh one t me a

day ror verDal/aro_ ol sadness relaled lo raior
depressive d sorder.

R191 s medrcal record lacked documenled ev dence an

informed consenl was obtained prior to lhe firsl
adninistrat on of Sertra|ne (HCl) on ogi 05/2025.

On 0912612025 al l2:33PIvl a Lrcensed Practical Nurse

(LPN), slated rf lhe resident was alerl, the residenl
was asked to sign the medication consenl form lf the

res dent was nol alert, the residents represenlative
or tamrly member was contacted lo obtain consenl

Continued from paqe 2F0552
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2) Resrdent 191 (R191)was admitted on01l\4l2023 and

readmitted on 04/06/2025 wilh diagnoses including

dementia, depression d sorder polyneuropathy, chronic
obslructive pulmonary disease and b polar disorder.

Evenl lDr 1O6F4C-H1 Facility lD: NVS503S
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Conilnued from Page 3

On 09/26/ 2025 al 1 T 8 PM, the Director of Nursing

(DON), indrcated before a resident could be placed on a
psychotropic rnedicatlon, a consent must be obtained and

a consent lorm signed. lf lhe resident was not alert,

the family or legal representative needed to sign the

consent form. lf the resident was alert, the resident

was required lo sign the consent. The DON indicaled
psychotropic medications should not be admrnistered

withoul a signed consenl form.

The facility policy titled "Psychotrop c Medicatio6

Use', efreclive A712022, documenled residents (and/or

representatives) have lhe right lo decline treatment
with psychotropic medications. The staff and physic an

will rev ew with residenls/representatives the risks

related to not taking lhe medication as wellas
appropnate allernatives.

Comprehensive Assessment Afler S gnfcant Chg

CFR(s): a83.20(bX2)( i)

5483.20(b)(2Xi ) Wlthin 14 days after the faciilty

determrnes, or should have determined that there has

been a significant change irl the resident's physical or
mental condition. (For p!rpose of this section, a

"significant change'means a major decline or
improvenent in the resident's status that will not

normally resolve tselfwithout furlher ntervent on by

staff or by implem€nling slandard disease-relaled
clinical interventions that has an irnpact on more than

one area of the resident s health status, and requ res

interdisciplinary review or revision of the care plan,

or both.)

This REOUIRE[/ENT is NOT l\rET as evidenced bv:

Based on inlerview record review and docL.rment review

the facilily failed to ensure a significant change n

status assessment was compleled for a hosp ce resident
for 1 of 3 closed record sarnpled resldents (Resident

200). fhe deficient pract ce had the potential for a

hosprce plan ol care lo nol be generated.

Findlngs rnclude

Resident 200 (R200) was admitted on 01/18/2025, wilh

d agnoses including Alzheimer's dementia and
prolein-calorie malnutrition.

An Alert Note dated 0712412a25 @vealed R2ao was

admitted to hospice care-

FO552

F0637

F0537 ComPrehensive Assessment

Significant Chango

The faciLity wilt continue to

comptete comPrehensive MDS

assessments after a significant

change in the resident's physicator
mental condition.

Resident (R2OO) no tonger resides in the facility

A house-wide audit was conducted of all residents

who etected hospice services to identify any other

instances where a significant change in status MDS

assessment may have been missed. No other

residents were identitied as being affected.

A change of condition form is avaitabte at attfaciLity

units for ststtto notifythe DON when a resident has

a change in physicat or mentat condition.

The MDS Coordinators were re-educated on the

criteria for a Significant Change in

Status Assessment including changes in

care reLated to hospice etection on 10/0612025,
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and this education wilt be ongoing.

New nursing staff witt receive training on

Signilicant Change in Status

requirements during orientation.

The MDS team added a weekty

review of new hospice cases during

IDT meetings to ensure assessment

compliance.

The DON or designee will audit atl new hospice

admissions weekty for 12 weeks, and monthty

thereafter to ensure "signiticant change in status"
MDS assessments are completed as required.

Audit resutts witt be reported to the QAPI

Committee monthly.

Compt€tion date: Decembsr 5, 2025

Fo657 Care Pten Timing and
Revision

The facitity will continue to develop and

F0637

F0657

F0637

F0657

SS=D

Continued from page 4
The medical record lacked documented evrdence that a

significant change in status assessment was corrpleted
when R200 was admrtled lo lhe hospice program on

a7 t24t2025.

On 0912612025 al820 AM the Mrnimum Data Set (MDS)

Coordinator reviewed R200's medrcal record and

confirmed R200 was adm tied to lhe facility on

O1/18/2025 afld was enrolled nto the hospice proqram on

0712412a25 The l\,'lDS Coordinator acknowledged that a

signrficant change in status assessmenl was nol

completed for R200 n accordance wilh residenl

assessmenl inslrLrrrerl (RAll ,eq,J rernenls

On O9/2612025 al 8:30 AM, the l\,4DS Coordrnator explained

the facility had 14 days to complele a significanl
change in slatus assessment from a residenl's admission

into hospice in accordance with lhe RAI manualand the

assessment would then generate a hospice care plan. The

MDS Coordinalor explained that [,4DS staff were nformed

oi changes in conditron by '1) busrness ojllce due lo
payor source change,2) daily stand'up meelings and/or

3) d rect communication by nursing staff. The MDS

Coordinator indrcated being newly hired rn June 2025

and was not attending stand-up meetings I JlV 2A25

On 09/2612025 at 9:56 AM the Drrector ot Nurstng (DON)

confirmed there was no signi{lcanl change in stalus

assessmenl compleled lor R200 which was due 14 days

aiter R2OOs enrollment inlo hospice for the purpose of
generalrng a hospice care plan.

On 0912612025 al11:23 AM, the Medical Records Director

confirmed R2OO did not have a signiflcant change in

slatus assessment.

The RAlVersion 3.0 IUanual dated October 2023, revealed

a significant change in status assessrnenl was required
when a terrninally ill patient enrolled into lhe hospice
program. The assessment reference dale must be within
14 days from the date of the hospice eleclon. The

signrilcanl change in status assessment must be

performed regardless of whether an assessmenl was

recenlly conducted on the residenl.

Care Plan Timing and Revisron

CFR(s ): a83.21(b)(2 )(i)-(iii)

5483.21(b) Comprehensive Care Plans

S483.21(b)(2) A cornprohensive care plan musl be-

( ) Developed wilhin 7 days after complelron of the

FORM CMS-2567 (02199) Previous Versrons Obsolete Event lD: 1D6F4C-H1 Facrlity lD NVS503S lf contrnuation sheet Page 5 of 18
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comprehensrve assessrnent.

(L)Prepared by an nlerdrsc pl nary leam. lhai

nclldes bul s nol lmited 1o

(A) The allending PhYslcian

(B) A regrstered nurse wrth responsibildy for the

residenl.

(C)A nurse arde with responslbilty for lhe res denl.

(D) A member of food and nutrrtion servrces slaff.

(E)To the extent practicable the pa(iopalon of the

resident and the resident's representalrve(s) An

explanation musl be included in a resident's medical

record if the participation of the resrdenl and the r

resident representative is de{ermrned nol practcable

for the develoomenl of the res dent s care plan.

(F) Other appropriate staff or profess onals rn

dlsciplines as deiermined by the resident's needs or as

requested by lhe resident.

(rii)Reviewed and revised by the interdisciplinary tearn

after each assessment, lncl!ding bolh lhe comprehensive
and qua(erly review assessmenis

Th s REOUIREMENT is NOT MET as evidenced bv

Based on rnlerview, record revlew and document revlew

the iacilily failed to develop a hosprce care plan for
'1 of 3 closed record sampled resrdents (Resident 200).

The deficient practice had the potentia to place the

res dent al risk for receiving inadequate hosprce care

Findrngs lnclude:

Resid6nt 200 (R200)was admitled on 01/18/2025, wilh

dlagnoses including Alzheimer's dementia and

protern-calorie malnutrition.

An Alert Nole dated 07124DA25 tevealed R2AA was

admrtted 10 hosprce care.

The medrcal record lacked documenled evidence lhat a

hosp ce care plan was developed afler R200 was adm tled

to hospice.

On 09/2612025 at 8r30 AM, the Mrnimum Date Sel (MDS)

Coordinalor confirrned a hospice care plan was not

developed when R2OO enrolled into hospice on 07/2412025

because the signiflcanl change ln slatus assessrnenl was

F0657

implement a comprehensive person-

centered care ptan, inctuding

measurabte objectives and

timetrames to meet a resident's

medicat, nursing, mentat and

psychosociat needs.

Resident (R200) no tonger resides in the lacitity

A house-wide audit was conducted at the time of

survey of atl residents currentty receiving hospice

seryices to ensure each has a ctearty defined,

indivaduatized hospice care plan, and evidence of

coordination with hospice staft. No other hospice

residents were identified as being 8ffected.

The Care Ptan Nurse and MDS coordinators were

in-serviced on care ptanning requirements for

hospice residents, inctuding incorporating the

hospice agency's ptan of car€. on 1Q/0612825, and

this education witt be ongoing.

New nursing staff wilt receive training on care ptan

requirements during orientation.

The DON or designee witt audit care plans of alt

new hospice admissions weekty for 12 weeks, and

monthty thereafter to ensure hospice-specific care

ptans are in pLace.

Audit findings witt be reviewed during

QAPlmeetings monthtY.

Comptetion dato: Decembor 5,2025
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F0677ADL Care Provided tor
Dependent Residents
The facil.ity witt continue to ensure that a

resident who is unabte to carry out activities of
dail.y (iving receives the necessary services to
maintain good nutrition, grooming, and
personat hygiene.

Resident (R202) no tonger resides in the facitity

The facitity has updated the shower
documentation form to inctude more detaited
information, such as whether the resident
rerused the shower, in addition to the date and
time the shower was provided.

The DON imptemented new shower bjnders tor
each hatt, organized by the shower schedute
specific to that ha[. Nursing staff wiI be
required to fite att shower forms in the binder

F0657

F06T7

F0657

SS=D

F0671

SS=D

Continued from page 6

not completed in accordance wrth residenl assessment

inskument (RAl) requiremenls

On 09126/2025 at 9:56 AM, the D rector of Nursrng (DON)

explarned there was no stgniflcant change in stalus

assessnent completed within 14 days from R200 s

admrssion to hospice and may have been the reason a

hospice care plan was nol developed The DON revealed

hospice care plans typically rncluded a goal focused on

the resident's comfort and common inlerventions

lncl!ded pain managemenl, follow ng advanced directives

and coord nalion between the facility and the hospice

The facility policy titjed ''Comprehensive

Person-Cenlered Care Plan", revised March 2022

documenled a person-centered comprehenslve care plan

was developed with n seven days of a slgnrficant change
in status assessment. The lnterdisciplinary team would

revlew and update the care plans after a significant
chanqe in the reside n ts' con dition.

ADL Care Provided fo. Dependent Residents

CFR(s): 483.24(aX2)

5483.24(a)(2) A res dent who rs unable to carry out
activ ties of dailY livinq receives the necessary
seruices lo maintain good nulrltion, grooming, and

personal and oral hyg ene

This REQUIREMENT is NOT NIET as evidenced bv

Based on interview record revrew and documenl revlew'

the facility failed to ensure showers were provided as

scheduled for a residenl who required assrstance wilh

bath ng for I of 51 sampled residents (Resident 202)

The deficient practice had the potential lo result n

poor hygiene, increased risk for skin breakdown and

negatvely affecl resident's d gnily and psychosocial

wellbelng.

Find ngs includel

Resrdent 202 (R202)was admilted to the tucilily on

A3/2112A25 and d\scharged on 06/01/2025 with diagnoses
nclLrding Wernicke s encephalopathy, alcoholinduced

chronrc pancreatitrs, and aLrditory halLuc nal ons

The facllily document titled Preferred shower Schedule

lhe resident census documented R202 resided in room

2A3B ftam O3l27t2O25lo 05/08/2025, and room 2078 from

0goal2025 to 06101 12025
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The Admission [/inimum Data Set (MDS) daled 0410112025

doc!mented R2O2 required maximal assistance with

shower/bathe self: the ability lo balhe self, including

washing, nnsing, and drying self (which 6xcluded

washing of back and ha r).

The facility ADL documentation for l\,4ay 2025 documented

a shower for R202 occurred on 05/'13/2025 evening shift.

On OSl25t2O25 al1 2O PM, Certified Nurse Assrstanl4

(CNA4)explained when resident care was orovrded il was

documented in the residenl's chart. CNA4 explained thal

the documenlation lncluded allActivrties of Daily

Lrv nq (ADL) assistance provided including thlngs such

as showers, briel changes, and translers

On 0912612025 al9:29 AM Certified Nurse Asslsianl 5

(CNA5), explained the residenls had shower schedules

and the balhing occurred twice a week CNAs expla ned

completing skin shower sheels whef showors were done,

and the sheets were signed by a nurse. CNA5 explained

the showers were docLrmented in the residenl s

electronic record.

On 0912612025 a|932 AM, a Registered Nurse (RN)

reviewed R2O2 s ADL bath ng documenl for May 2025 and

staled the lack of documenlation looked like showers

were not compleled as assigned.

On 09/2612025 at 1O:00 Alvl the Direclor of Nursing
(DON) confirmed showers for residents were scheduled

lwrce a woek along wrth staff corrpletion of skin shower

sheets. The DON explained lhe CNAS were to chart

completron of bat'ing ln the,es denl's electronrc

med cal record.

Or Ogl26t2o25 at11:Y AM, the DON revrewed R202's ADL

documentation for l\,4ay 2025 and confirmed one episode ol

balh ng had been documenled on 05/13i2025.

On 0912612025 al1:43 PM, the Medical Records Direclor

was unable lo locate additional May 2025 skin shower

sheets for R202-

Continued from Page 7

for the 2oo-hall documented 2038 was lo receive showers

on day shift Wednesday and Saturday Room 2078 was lo

receive showers on evening shift Tuesdays and Fridays.

F0671

The DON/or designee witt conduct weekty

audits of th€ shower binders to ensure that

atl required documentation is comptete and

maintained on an ongoing basis. Any missing

shower forms or incomplete documentation

wittbe addressed immediatetywith the staff

member resPonsibte.

Education inctuded instruction on

documenting resident refusats and timety

fiting of shower sheets in the designated

binder. New nursing staff witt receive training

in these procedures during orientation. Ongoing

education and competency checks witt be

conducted as needed based on sudit findings.

Resutts of the audits witt be reviewed in monthty

QAPI meetings to identify trends, compLiance

issues, and opponunities for further education or

corrective action.

Completion dato: Docomber 5, 2025

immediatety after the shower is provided or

refused.
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A care Plan dated 04107/2025 documented R202's had an

Activities of Da ly Livrng (ADL) self_care performance

defrcil related lo encephaloDalry'nalrulrition,
pancrealitis and pa n wiih inlerventions including

provide sponge bath when a full bath or shower could

nol be lolerated.

The DON/Designee witt audit CNA charting

daity to ensure lhat showers are being

documented in the etectronic medicaI record.

Nursing staff received in-service training on

the updated shower form, ProPer

documentation requlrements, and the new

shower binder syslem on'121112025 and lhis

education witt be ongoing,

DEPARTI\,1ENT OF HEALTH AND HU|\ilAN SERVICES

CENTERS FOR MEDICARE & MED]CAID SERVICES
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F0585 Tre6tment/Sarvices to
Prsvont/Heal Prsssure Ulcor
The ,acility witl continus to ensure that residents

receive care consistent with professionaL

standards of practice, to prevent pressure utcers

and do not develop pressure utcers untess the
individuatt ctinicat condition demonstrates that
they are unavoidabLe.

Resident (R12) continues to reside in the facility
and is receiving care according to physician's

ord6r8 and plan of care.

The DON/Nurse management team assessed

atL residents for wounds or skin concerns,

and lindings were documented and addressed

accordingtY.

The DON/designee witL audit att new admissions

within 24 hours to ensure comptetion of skin risk

assessments.

The shower sheet form has been updated to
include ctearer prompts for stafi to assess and

document any skin concerns, including

wounds, redness, or other abnormatities.

The DON imptemented shower binders for

each hall, organized accord ing to the specific

F0617

F0686

Continued from Paqe 8

The facilily poicy titled "Activities of Daily Livlng

, Supporling". revised [4arch 2018, documented
appropriate care and services wo!ld be provided br
residents who were unable lo carry out ADLs
rndependently, with the consenl of the resident and rn

accordance with the plan of care, including appropriate

supporl and assislance wilh hygiene (bathing, dressing'
grooming, and oral care)

Trealmenusvcs 10 PrevenrHea Pressure Ulcer

5483.25(b) Skin lntegnty

5483.25(b)(1 ) Pressure ulcers.

Based on the comprehensive assessmenl of a resident

the facility must ensure that

( )A resrdenl receives care, conslslent wlh
professional standards of practice to prevenl pressure

ulcers and does not develop pressure ulcers unless the

rndivrdLral's clrnrcal condltion demonskales thal lhey
were unavo dable, and

(i ) A resident with pressure Llcers Teceives necessary
i16alment and 5eruicas, consistenl wilh professional

standards of practjce, to promote healing, prevent

rnrectro^ and p'evelt.ew ulce's l'or1 developing

This REOUIREI,4ENT s NOT MET as evidefced by

Based on observation, interview record review and

document review. the hcilily failed to ensure 1) a

risk assessmenl lor pressure ulcer development was

compleled and 2)a new skin mpairment was denlified
and addressed for 1 o{ 51 sampled residents (Resident
'12). The delicient pracl ce had the potential io place

the resdenl at nsk lor new or worsening pressure

ulcers.

Resident 12 (R12) was admi]|.ed on 021'1712023 and

readmjtted on 07/08/2025, with diagnoses including end

slage renaldisease (ESRD), and acute osteomyelitis of

ankle and foot.

On Ogl23l2o25 a1,9:55 AM, Rl2 was alert while seated in

wheelchair. R12 recounted being hospilalized in July

Complatnt 2287288

cFR(s): 483.25(bX1 XiXii)

F0677

F0686

SS=D
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Continued from Page I
2025 and a righl fool wound was rdentfied by emergency

department (ED) stafi which according to the resrdent

was a new wound. R12 ind cated being treated for

osteornyelitis wrth lntravenous (lV) antibrotics which

was resumed upon relurn ng to the facility.

T ) The lacility policy tilled Pressure lnlury Risk

Assessment". revrsed l\rarch 2020, documented to L.lse a

facility-approved risk assessment tool to identify a
resrdenl s rsh {or develop.ng nelv or wo'senin9
pressure rnjuries. The assessment should be conducled
as soon as possible afler admisslon, weekly for the

first four weeks, when there was a slgnifrcant change

n condition or as often as required based on the

residenl's cond tion. 11a new skin alleration was

dentified. there m!st be documentalion of phys cran

notiflcal on.

On 0912612025 al 1 37 PM, the Clinrcal Resource Nurse

indicaled the facillty utilized the Braden skin

assessmenl tool for determining a residenl s risk for

developing pressure iniuries. The Braden assessmenl

musl be completed on admission, readmrssion and on a

quarterlY basis.

The medical record lacked documented evidence staff
completed a B€dGn assessmenl for R12 since 02118/2023

(rniualadmissron).

A Braden assessmenl d aled 0Zlal2o23 reveaied R12 was

al risk for developtng pressure ulcers due lo being

chairfast and limiled mobility.

On 0912612025 in lhe afternoon, the Clinical Resource

Nurse and Medical Records Director conllrmed there had

been one Eraden assessmenl completed for R12 since

admission to the facil ty on 0211812023.

2) A Skin Assessment co.ducted on 07/0212025' revealed

R12 s skrn was ntact with no skln itnpairmenls.

A Nurse's Note dated 0710512025 tevealed R12 was

transterred lo the hospital due lo yellowish_green

emesis.

A Hospilal Consultation Reporl dated 07/06/2025,

documonled R12 s wounds which were presenl on admlss on

included 1)a full lhickness ulcer on right lateral

foot wilh red granulalion lissue and undermining 2) a

scabbed wound on the base on right fifih toe.

F0686 shower schedute ,or that hatt. Staff are

required to file compteted shower sheets in

the binder immediatety after the shower is

provided or refused.

The charge nurses witt perform weekty skin risk

assessments on each resident to ensure any

changes in skin integrity are addressed.

The DON/designee witt audit 6 skin risk

assessments weekly x 12 weeks to ensure the

skin assessments are comptete and skin

concerns are addressed.

The nurse management team witt conduct

weekty audits of atL the shower binders

weekty x 12 weeks to ensure documentation is
present, comptete, and timety. Any missing or

incomptete documentation is addressed

immediatety with the staff member

responsibte.

The nursing staff received in-service training

on the revised shower documentation form,

proper wound and skin integrity documentation
procedures for documenting refusats and

fiting protocots using the new binder system on

121112925 and rhis education witL be ongoing.

Att newly hired nursing staff receive training

on these Drocedures during their orientation

Ongoing education and competency checks

witt be conducted based on audit findings.
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A Nutrition Nole dated 071A2/2025, rcYealed R12 had

intact skin.
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F0686 A change of condition form is

avaiLable at att facitity units for staff

to notify ths DON when a resident

has a change in skin/Physicat or

mentat condition. Audit resutts witt

atso be reviewed in monthLy QAPI

meetings to Monitor for trends,

identify recurring comPtiance

issues, guide additionat training or

corrective actions as needed.

Completion date: December 5, 2025

F0689 Freo otAccident
Hazardg/SuPervision

The facility witt continue to ensure the resident

environment remains as

Continued from page '10

A Hospilal Discharge Sommaty daled 07lo8l2025 revealed

a wound consull for RT2's riqht foot occurred due to

wounds presenl on admrssion. Discharge medicalrons

ncluded Meropenem 500 milligrams img) inaavenously

tlV) once darly'or 10 davs'ot osleorrYelitis.

A Readmission Nole da:ed Al la8l2025 revealed R12

relurned lo facility after being trealed for nausea and

vomiling and foot wound osteomyeltis.

A Nurse's Nole daled 0710812025 documenled RT 2 arrived
rn a strelcher dressing on right arm for lV and a
nghl foot wound covered wilh dressrng.

A SkinruVound Nole daled 07/10/2025, revealed right

lateral fool wound measured 15 millimeters (rnm) length

x 14 mm wrdth x 3 mm depth with scanl serosengulnous
drscharge. Wound bed wilh 50 percenl (%) eschar and 50%

granulalion.

On 09/2612025 at 8:10 AM, a Trealmenl Nurse indicaled
being familiar with R12 since the nurse was trealinq
R12's sacralwound whrch had resolved in June 2025. No

new skin impairmenls were reporled to the lreatrrenl
team by lhe floor nurses regardlng a right foot wound,

but the lreatment nurse recalled berng informed R12

rel!rned from the hospital with a righl foot ulcer

which was being treated with lV anlibiolics.

On Ogl25l2125 al332 P M, the Drrector of Nurs ng (DON)

reviewed R12 s medical record and indicated R12 s right

foot wound appeared to be facilty-acquired not

rdentrfied during the last weekly skln check on

07/02/2025 The DON indicaled not performing skin

checks in accordance with lhe facilty's prolocols,

placed residents at risk for nfection, developmenl of
new wounds, worsening of existing wounds and delay in

appropriale nlerventions.

The facility pohcy titles "Prevention of Pressure

lnjuries revrsed April 2020, documented skrn checks

were done within eighl hours from admission. weekly and

when lhere was a change in conddron. lnspecl the skin

daily when performing care or acliviiy. Document and

reporl any changes in sk n.

Free of Accidenl Hazards/Superv sion/Oevices

CFR(s): 483.25(d)(1 X2)

5483.25(d) Accidents

The iacility musl ensLrre that '

F0686

SS=D

F0689

SS=D
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5483.25(d)(1) The resident environment remains as free

of accrdent hazards as is possible;and

5483.25(dX2)Each resident receives adequate
s!pervrsron and assislance devrces to prevent

Th s REOUIREI/ENT is NOT [,4ET as evidenced bv

Frndrngs rnclude

1) Resrdent 17 (R'17) was admitted on 11/A1DO24 wlh
dragnoses including unspeclf ed dementia,
hyperglycem a and bipolar disorder

A Brief lnterview for Menlal Status (BIMS) evaluat on

dated 09/15/2025 documenled a score of zero indrcating

R17 had severe coqnilive impairment.

A Progress Nole dated 09/20/2025 documented R'17 was

lakrng sugar packets from the service area and was

redirected.

A Progress Nole daled 09/2212025 documented R17 was

rummaging and taklng sugar packets. When staff

atlempled to take sugar packets away, the resident

started yelling R17 was given space, R17 eventually sal

down, and slaff were abls lo lake some of the sugar
packets.

A Care Plan dated 10/14/2024 documenied R17 was at risk

for harm related to wandering throughoui the unit and

hoarding.

On Ogl25l2A25 al7:5A AN4 RlTobtained multiple yeLlow

packels of artificral sweetener from a drawer ln the

service area. A Licensed Practical Nurse (LPN)

atlempted to remove the packets from R17 s hand and was

unsuccessful. The LPN explained R17 I ked lo eat sugar
end would sometimes eal the packet.

On Ogl25l2125 al804 A1,1, Rl7 was pacing back and forlh

n the service area and placed an entire yellow packel

of artificral sweelener into mouth and began to chew

F0689
free of accident hazards as is possibte and

that each resident receives adequste

supervision and assistance devices to
prevent accidents.

An aclivity staff member has been added to

work on the memory care unit 7 days a week to
provide addilionat supervision and assistance.

The broken drawer was repaired immediatety.

The locks on the two wooden cabinets were

reptaced.

Atl Statf were re-educated on the requirement

to keep refrigerators and cabinets locked at atl

times on the memory care unit on 12/512025

and this education witt be ongoing . New staff
witt receive training in these procedures during

orientation. Competency checks witt be

conducted as needed based on audit findings.

A Refrigerator/Cabinet Safety Check Log

was imptemented, requiring nursing staff to

confirm the tocked status of refrigerators

and cabinets on the memory care unit hourly.

f4emory care staff received in-service training

on the procedure lor reporting equipment

issues to maintenance and, if needed, fotlowi

up with the administrator.

ng

The Director of l"laintenance/designee witt

conduct weekty inspections of tocking

FORM Cl\.iS-2567 (02199) Previous Verslons Obsolete Event D 1D6F4C'H1 FaclitvlD NVS503S

Resident (R l7) continues to reside in the
facility and is receiving care according to
physacians'orders and ptan of care.

Based on observation, Interview, record review and

document review, lhe facilily failed 10 ensure adequate

supervrsion and a sate environment to prevent a

resideni w lh cognitive mpa rmenl from accessing and

ngesting non]ood rtems for 1 of 51 samplcd resrdents

(Residenl 17).The deficienl prac|ce had the potental

to result in chokjng, gastrorntestinal upsel or olher

adverse healih outcomes-

lf continuation sheel Page 12 of 18
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The LPN approached R17 and attempted lo get R17 to sp t

the paclet out and R17 continued to chew pushed past

the nurse and began walking down the hall

The lacility policy titled 'Behavroral Assessment,

lntervenlion and [,4oniloring". revised March 2019

documented salely stralegies wou d be implemented

rmmedrately if necessary to protecl the resident and

others from harm.

2) On 09/2312025 at B 1O AIV an inspectron ofthe

specralty care unit revealed h,vo wooden cabinets wrlh

broken locks The Director of Mainlenance confirmed the

cab net locks we.e broken Certilled Nursing Ass stanl

1 (CNA1) confirmed lhe first cabinet contarne'l

approximately 2OO sugar packets, 100 packets of

arlifcial sweeleners, a box of breakfasl syrup. and a

vaiety of condimenls such as calsup' mustard, crearn of

tartar and sall. The second cabinet conlained lhree

open bottles of |quid hand soaP.

o^ 09/2312025 a|8.15 AM CNAl explained the specialty

care unit housed 17 residents wfh a d agnosis of

dementia and allcabinels and refrlgerators must be

kept secure and contents inaccessible for safely

On 09/23/2025 at 8:20 AM a Lrcensed Practical Nurse

(LPN) explained all cabrnets and retrigerators musl

remarn locked and inaccessible because confused

resrdents may ingest chemicals and food and non"food

rterrs, The LPN revealed there was one resident who was

known lor pulling on the cabinets, getting an'l

ingesting sugar Packets.

On Ogl23l2o25 al8 22 AI\r' CNA2 idenlifred the resrdenl

the LPN was referring to as Resident 200 who was oflen

seen opening and tummaglng lhrough the cabinet

containing condiments and often ate the sugar packets'

CNA2 confirmed there were more than 200 packets of

sugar. more than 100 packets of arlrficial sweelener a

box of salt packets and a variety of condimenls wh ch

were supposed to be inaccessible given lhe unil s

resident population.

Personal Food Po rcy

C FR(s): 483.60(i)(3)

5483.60(i)(3) Have a policy regardrng use and slorage

of foods brought io resrdents by family and o(her

visitors lo ensure safe and sanitary storage handling,

and consumpt on.

F0689

F0813

mechanisms on cabinets and refrigerators on

the memory care unit for 12 weeks, then

transition to monthty inspections to ensure att

equipment remains in good working order and

property secured.

The DON/designee witl review refrig€rator

safety togs 3x a week x'\2 weeks. Any

discrepancies wit[ be addressed immediatety,

with re-education and correclive aclion as

needed.

Comptiance and trends witt be monitored and

reviewed during the facitity's monthty QAPI

meetings.

Comptetion date: December 5, 2025

F0813 PeBonat Food Poticy

The facility wilt maintain a poticy
governing the use and storage of

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES
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This REOUIRE[rENT is NOT MET as evidenced by

Eased on observalion, rnlerview, and documenl revlew

the facility failed to ensure the temperature dating

and labeling of lood rn residents'personal
refflgeralors were properly mon tored for 3 of 51

sampied residents (Resident 1,2 and 136) and one

unsampled resident (Resident 125). The deflcient
practrce had lhe potential to lead to foodborne

illness.

1) O^ Ogl25l2125 at lO 45 AM. a Licensed Practical

Nurse (LPN), indicaled Cerlilied Nursrng Ass stances
(CNAs) were responsible for cleaning the resident

personal refr gerators weekly and on weekends. The LPN

observed Resident 2 s personal refrlgerator and agreed

the refrigerator was dirty and freezer had a buildup of

ce and needed lo be cleaned.

The LPN explarned food broughl in by farn ly members

rnusl be slored in the relrrgeralor for no more than

three days (72 hours). The LPN verbalzed il the food

remarned beyond lhe expiration date, it was lo be

discarded by the CNAS. The LPN stated food rnusl be

dated either by staff or by lhe family. The LPN

reiterated food items w th manufacturer expiratron

dates rnust be discarded when exp red-

2) An LPN verifred the lemperalure in R125 s personal

refngerator was 50 degrees Fahrenhell. The lemperature
in R1's relrigeratorwas 42 degrees Fahrenhel.

on O9125t2025 al ll:14 AM Certifed NursngAssislant
6 (CNA6)rndicated CNAs were responsible for checkrng

and cleaning residents'personal refrgeralors f they
were dirly, The cNA was unsure who was responsible for

checking the refrigeralor ternperatures and had nol

checked the temperaiure. The CNA explained food broughl
in by family members must be dated and remarned in the

refngerator for three days. After three days the food
was d scarded. The CNAS inforrred the resrdent the food

had explred before the food was discarded

On 09/2512025 al 11 | 19 AM, Certified Nursrng Assistant
7 (CNA7) verbalized CNAS checked and cleaned residenls'
personal refrigerators darly. The CNA explained all

food rnust be daled and labeled with an expiration date

of 72 hours (lhree days) The CNA acknowledged beiore

discardrng any food lhe CNAs explained lo the residents

why the food had lo be discarded. CNAT revealed

housekeeping was respons ble for checking the
-e,-igeralo' le'nDe'aluras and logging ther

F0813 foods brought in by famity members

and other visitors to ensure safe,

sanitary handting, storage, and

consumption.

Residents (R1), (R2), (R136) and (R1 25)

continue to reside in the facitity and are

receiving care according to physician's

orders and Ptan of care.

Resident (R125)'s refrigerator was relocated

in room to a secure tocation.

A house-wide audit of att resident room

refrigerators was compteted to assess

cteantiness, temperature regutation, and the
presence of expired or unsafe food. Any

expired food was discarded, and retrigerators

were cteaned as needed,

A daity refrigerator monitoring checktist was

imptemented for housekeeping staff to

ensure that resident room refrigerators are

checked each day for cleantiness (both

interior and exterior), expired or improperty

stored food, and proper functioning,

inctuding temperature controt. Housekeeping

staff are responsibte for cteaning the inside

and outside of each resident refrigerator and

reporting any issues to nursing or maintenance

Relrigerator monitoring was added to the
existing Anget Round form, whach is

compteted by management on a bi-weekty

basis to ensure compliance with environmenta
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FO813 and safety standards across a[[ resident rooms

The daity housekeeping checktist is reviewed by

the Housekeeping Supervisor to confirm

comptetion and address any concerns
promptty. The Anget Round form, now inctuding
refrigerator checks, is reviewed bi-weekty by the

Administrator/designee for oversight and fotlow
up.

ALt housekeeping staff received in-service

training on the new daity refrigerator

monitoring checktist, inctuding proper cteaning
techniques, identifying expired or improperty

stored food, and reporting procedures for any

issues d iscovered o n 1Ol08/2025 and training
witt be ongoing. New housekeeping staff witt be

educated on this process during orientation.

The DON and Maintenance Director were atso

educated on their roles in respondang to
reported retrigerator concerns to ensure timety
resotution on 1013O12Q25 and ljain ing witt be

ongoing. Management staff were trained on

compteting the updated

Anget Round form with refrigerator monitoring
inctuded and on fottow-up procedures. New

emptoyees witt receive training on the

ref rigerator monitoring and safety procedures

during their orientation and onboarding process

to ensure consistent comptiance. ongoing
education witt be provided as needed based on

monitoring outcomes and during annuat

competency reviews.

F0813

SS=D
OnOgt25l2025 al11:25 AI\,4 Certified Nursing Assistanl
I (CNAB) was nol aware who was responsible for checking

resrdents personal refrigerators. CNAB did not know

who was required to dale the food when t was brought

in by famrly members or from the outslde, especially if

they had not already had dale, or a abel. CNAS

acknowledged was food should remain in the refrigerator

for three days.

O^ 0912512025 a\ 11r30 AM Certfied Nursing Assistant
I (CNAg) verbalzed CNAs were responsible for checking

residents personal refrigeralors for expired or

spilled food. CNAg explained that food would be

discarded after three days CNAg indicaled CNAs were

respons ble for labelng food with the dale if the

family or resident had not akeady done so. CNAg was

unsure who was responsible for checking the
refr geralor lemperatures.

O^ 09/2512025 al l l:45 AI\r, a housekeeper mentioned

housekeeping checked residenis personal ref rigerators

daily and cleaned both the lnside and outslde each day

The housekeeper added if any food appeared lo be

spo led, housekeeping would d scard t with lhe
permission from the res denl. The housekeeper was rrol

responsible for daling the residents food

On A9/2512025 al ll:55 AIU a Housekeeping and Laundry
Manaqer indicated housekeeping staff checked res dents
relr geralors daily for spilled food or if t was dirty

and performed a fLrllcleanlng once a month due to

hav ng 24 rooms 10 clean. The Housekeeprng and Laundry

I\ranager explained resident personal refngeralor
temperatures were checked daily but nol documenled n a

logbook. The Ho!sekeeping and Laundry Manager noled if

a resident refused staff access to clean the
refrigerator, they would not proceed.

The facrlilv hao no specrllc polcv -elaled lo
residents' personal refr geralbrs

On Ogl25l2o25 al l 1:00 PM, Direclor of Nurs ng (DON),

ndicated all the slaffwas responsible for cleanrng

resrdents personalretrigeraiors, and was a leam

effort The DON explained lood brought ln by familes
must be dated and slored for no lonqer than 72 hours,

the same policy as the facility's marn refrigeralors.
The DON added that the res denl personal refrrgerator

ternperatures were logged by maintenance staff and
recorded in lheir logbook. The DON confirmed the

Dersonal relr geralor for Rl25, R1 R2andRl36needed
to be cleaned. lood needed to be dated. and expired

food should have been discarded. The DON acknowledged

Continued from page 14
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expired food poses a r sk of causing loodborne illness.

R125's personal refrigeralor was found lo be unsecured
and unsleady on top of the resident's chesl of drawors
The DON noted thal rf the refrigeralor door was pulled

forcefully lhe un t could llp over presenting a

safety hazard.

O^ O9/2512a25 al 12:00 PM the Adminislrator confirmed
the facility did nol have a pohcy specillc to

residents' personal refrigerators. The Adminislrator
rndicated the existing polcy perta ned to food broughl
in by fam jly members or usitors

Or Ogl25l2o25 al2tO0 PM, lhe Maintenance Director
indicaied mainlenance staff did not monitor the
lernperatures of residents' personal refrigerators The
Mainlenance Direclor explarned maintenance, checked the

lacility's relrigerators and addressed repairs as

needed. Mainlenance prov ded thermomelers for use in

res denls' personal refrigerators.

On agl25/2o25, at 3 T 7 PI\,1, lhe Administrator, indicated

famrly rrembers were expected to label and dale food

rtems placed in resrdents'personal relrigerators as

lhey were the ones brlnglng lhe food for their loved

On 091261 2025 al I 14 AM, a D rector of D nrng

Services indicaied food slored n residents personal

refrigeralors should be maintained al a temperature
between 30 degrees Fahrenheit and 40 degrees

Fahrenheil.

The facility policy titled "Foods Brought by

Family^y'rsitors", revised October 2017, documenled tood

brought nto the facilty by family/visitors that was

leil wilh the resident to consume laler, would be

labeled and stored appropriately and lhe nursrng stafi
would discard perishable foods on or before lhe use by

date. The facility utilzed safe food handling
guidelines which documenled food should be kept al40
degrees Fahrenheit or cooler.

Safe/Functional/Sanrtary/Comfortable Environ

CFR(s).483.90(i)

Sa83 90(i) Olher Envi,on-enlal Cond,lrons

The lacility must provide a safe, functional, sanitary
and comiortable environment for residenls, siaff and
the public.

F0813

FA921

The House keeping Supervisor witt audit six

resident refrigerators weekty for 12 weeks, then

transition to monthty audits thereafter to ensure

continued comptiance.

Residents and famities were sent a tetter

regarding the guidelines of personat

refrigerators.

Resutts from the daity housekeeping checktist,

nurse management audits, and Angel Round

forms, inctuding any comptiance findings, witt

be reported and reviewed during monthty QAPI

meetings to identify trends, determine if further

action or staff re-education is needed, and to

ensure sustained adherence to refrigerator

safety protocots.

Comptetion date: December 5, 2025

F0921

Saf e/Fu nctional,/Sanitary/Comf ortabte

Environment
The facitity witt continue to provide a safe'

f unctionat, sanitary, and comtortabte
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Thrs REOUIREMENT s NOT [rET as evrdenced by

Based on observat on, interview and document review,

the facility failed to ensure cabinet and refrigerator
locks were in workrng condition in the specialty care

un t. The deficrent oractice had the potentialto pose

a safety r sk to residenls with dementia who reslded in

the uni(.

Findrngs nclude.

On 0912312025 al8:10 AM, an inspeclion of the

specially care un i revealed two wooden cabinets and a

staff refrigerator wlth broken locks. The Director of

I\larnterlance lurned lhe locks and confrrmed lhe cabinel

and refrigerator locks were broken. Certifled Nursing

Assistanl 1 (CNA1) nd caled the firsl cabinet
conta ned food condlmefts and plasllc cutlery while the

second drawer contarned three opened bottles of d sh

soap.

On Ogl23l2125 ata 15 At!4, CNA'l explained the specrally

care unil housed 17 residents with a d agnosis of
dementra and all cabrnets and refr geralors must be

kept secure and contents inaccesslble for safety

OnOgt25l2025 al844 AM, a revis t to the specialty
care unrt revealed the firsl cabinet was missing a

drawer ibce and had no knob while the botlom drawer had

a broken lock whrch made conlenls easily accessible by

slaff and resrdents. The locks on lhe second drawer and

the stafl refrrgeralor remained broken.

On 09/2512025 at 8:46 AM, CNA3 verbalized the broken

cabrnet, and locks had been broken for almosl one monlh

and CNA3 recalled runninq into one of the ma ntenance

slafi members and mentioned lhe ssLres in the unit.

CNA3 acknowledged nol completing a mainlenance work

order form lor the broken equ pment.

O^ Ogl25l2125 al8:5A AM, R200 was observed approach ng

the first cabnet and puiled the handles but was

redlrected by staff before accessing lhe cabinet

On 09/2512025 al8:52 AM, a Lrcensed Practlcal Nurse
(LPN) lndLcated cab nel and refrigerator locks had been

broken for neady a month. The LPN prov ded the

Ma ntenance Work Request Log brnder wh ch revea ed lhe
ur r dio not have any oulsldnolng reoLesl loIeoai'.
The LPN expla ned the cab nel and refrigeralor locks

were broken when the LPN relLlrned frorn vacation, so lhe
LPN assumed someone else pul ln a work order for

F0921 environment for residents, staff and the public.

The 2 cabinet tocks and the broken

drawertace were repaired. The staif

retrigerator Lock was repaired. The

untocked resident refrigerator was

secured immediatety with existing

lock.

A Refrigerator/Cabinet Sarety Check Log was

imptemented, requiring nursing statf to confirm

the Iocked status of relragerators and cabinets on

the memory care unit hourly.

Memory care staff received in-service training on

the procedure for reporting equipment issues to

maintenance and, it needed, fottowing up with the

administrator on 121512025 and train ing witt be

o ngo ing.

The Director of Maintenance/ designee wiLt conduct

week{y inspections of cabinets and retrigerators on

the memory care unit for 12 weeks, then transition to

monthLy inspections to ensure alt equipment remains

in good working order and property secured

The DON/designee witt review refrigerator safety

togs 3x a week x12 weeks. Any discrepancies wiLL be

addressed immediately, with re-education and

corrective action as needed.

Comptiance and trends witt be monitored and

reviewed duringthe facitity's monthty QAPI meetings.

Gomptetion date: December 5, 2025
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repair

O^ Ogl25l2A25 al 1 1:2O AM, lhe Director of Maintenance
and anolher maintenance statl member explained each

nLlrses'stalion had a maintenance binder where nurslng

slaff could documenl request for repair of equipment.

The maintenance staff explained there was one method

for requesting reparl of equlpment and thrs was by

using the marnlenance log. Verbal requesls were not

acceptable because it would be easy for maintenance to

forget especially when the requesl was menuoned while

the maintenance was busy with anolher task.The
Director of Marntenance indlcated mosl requests were

repaired wllhin 24 hours from rece pt unless and

confirmed there were no work requLs(ions rece ved by

marntenance staff regarding lhe broken cabrnel and

The facility polcy 'Homelike Envrronmenl", revlsed

February 2021 documented residents were 10 be provided

a safe environrnent.

F0921
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