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The filing of this Plan of Correction {POC) (03/07/2025)
does not constitute that the deficiéneies

gn;f‘icéfgﬁb_a;ioné uryenyasg?ggggtﬁe?h?t GYE@' : . alleged did i fict exist, rather this POC: is
1 213512?;25 ‘t’,rs dr!gt' enier F‘?"-“I.-, e with AEU(gFR | filed as evidence of the facility’s continuing
= 0 Gelerming compliancs Wi S comumitment to high quality resident care in
Part 463, raquirements for Long Teim Cara fall compliance with state and federal
‘Facllities, State licensure and emergency rega Jatiotis. TS =
‘_pﬁeparle‘q:mss:suweys were also conductedat” - : Complétion date for- optimal. compliance
this facilly. with the POC will be'March 7, 2025.
Deficiencies were identified as & resulf of this
| sunvey. R o '
F 658 |‘Services.Provided Meet Professional Standards F 658! A5z Plan of Correction (POC) for Tag ¥ o7 2005
$8=D CFR{s}. 483.21(b)(3)(i) 658 (03/07/2025)
S o © 4} Resident ID#23 s durrently receiving
| §483.21 (?J,(B) Corpprahens_!ve Care Plans: 1 carg: for skin impdirments ‘according to
| The services provided or arranged by the facility, professional standards. ‘
as outlined by te comprehensive care plan; ' by Residents that reside in the facility who
must- . o : : have- skin  impairments. have the
| {i) Meet professional standards of quality: : , potenitial to be affected by: this finding.

- This REQU!REMENT is not et as evidenced We have rewewed théif care ﬂnd-made

1oy o . A any.needed corrections.
Based on surveyor observation, record review;  |: [/ ¢) We have educated the nursing staff on
and staff interview, it has been determined that | the. impoitance of followidp physician
' thef@?ﬂ'ty'fai_'e.d to provide services that meet : rﬂ orders, especially as'tp the frequency of
professional staridatds of practice for 1.0f 1 (}i treatments, We have instructed them on

Tesideni Qbsewﬁ-rgfaiiye-' to wound care, ensuring that: their documentation .is

| Resident ID #23. h accurate related to the treatments
e o - _ completed. We: have: further: educaled
| Findings are as follows: 1. : the-nurses on the need 10 document any
I . o o o : skin impairments; to report impairments
According to Mosby's:4th Edition, Fundamentals. | ‘ to the provider and to obtain, fmplement
o Al . o ohvalcian | |  the provider and tain, fmplen
of Nursmg' pag:e',sié__gta‘oes, The phys canis and accurately. document tiedtinént
responsible for direcfing medical teatment, | orders. The nurses are 1o chck their
Nurses are obligated o follow physician's orders Trestment Administration Records at
_uaie;s gey believe thtse orders are in erfor ar- | the ehd of cach shift for completencss
would harm the clients... : and accuracy. They _a';re-t’o. réport ahy’
- o " : | incomplete freatments to the charge.
Record review revealed the resident was . T *}or e}ﬁ :iffer ellow op. We hafe

TIFLE. 1K) OATE

TAVES SIGNATURE. >
Bncy Sias g4 an asterisk {*) denoles a deficiency which. the institution may be excused from cerrecting providing it1s determined that

aisshiant ending ¢ : et i 8
_mvide sufficient prolection to the patients: (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 80 days:
1 dste of survey whether of not & plan of correction is provided: For nursing bomes, the sbove findings and plans of tomection ara disclosable 14
wing the dale thesa décumanis 2re made available lo the facility:. i defidenclas are cited, an approved plan of corraction is requisite 1o continued

pragram participation.
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R - o - developed an audit tool to monitor
F 658 Continued From page 1 F658|  compliance with thiis plan.

admitted to the facility with.diagnoses including,

biit not iimited fo, dementia and skin cancer.

‘Record review revealed a physiclan's order dated |

-1/6/2025, to cleanse.the open-area to the left side
of the face with normal saling (NS), pat dry‘ app!y
A8D ointment(a réatment tsed 1o tréat minor

{'skin Irritations), foliowed by a non-adhesive pad

1 and a transparent dressing, once daily.

‘Review of the Treatment Administration Record
{TARY. revealed the treatment order was signed’

off as completed on 23 and 2/4/2025.

1 During a'surveyor observation of the resident on

2/5/2025 at 3:00 PM, the dressing to the left side
of histher face revealed the initials "EJS" with a

| dateof "23

| During a surveyqr-_observa_ﬁon.'o_fjtha' resident on
| 21612025 at 3113 PM in the presence of ;
Registered Nurse, Staff A, she acknowledged the |

dressing to his/her face was dated 2/3, with the

| initfals "EJS." Staff A removed the dressing to the |

resident’s face.and the wound bed was observed
16 be approximately 1.5 centimeters (cm}x 1.5
em and there was a light yellow drainags

.observed.in the wound bed and on the dressing.-

During.a surveyor intefview ori 2/5/2025 at 3:10
 PM with Licensed Practical Nurse (LPN), Slaff B,
 hé revealed that he worked on the evening of
'2/312025, bt He did notwork on 2/(4/2025,
'Additionalty, he confirmed that the inilials "EJG*
-were hig initials and that he.completed the
_dressing change on 2/3/2025,

_ During a surveyor interview on 2/6/2026 at 3:13
-PM with Staff A, she acknowledged although the

| a

The Direc_i'té)r_ of Nursing. (DNSY
designee i responsnb]e for
implementing this plan. The audits will
be conducted on a routine basis;and the:
results  shared  with.  the  QAPI
Committee monthly.. We w;li Teview
ayr progress with the QAPI Committee
for no less thas 6 months; at which

time, -we will défe’rmizte the:
néed/frequency to continike formal
audits;

FORM CMS~2587(02~99) Previavs Versions Qbsclels

Event 1D.JP8011
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PREFIX
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F 695
85=D)

| treafment ordar for the right elbow. Furthier, she

1 the left side-of the:resident's was compleled, as

Continued From page 2
TAR iridivates that the treatment to the resident's |
‘face was signed off as completed on 2/4/2025 by |

LPN, Staff C, the dressing was dated 21312025

with Staff B's initials, indicating that the treatment |

was hot completed on 2/4/2025,

During & surveyor observation of the resident on

1 2/5/2025 at 3:29 PM In the presence of StaffA

and Staff B, thay: acknowledged the resident had
a dressmg on hisfher right elbow with a date of
"2/1." Additionally, when Staff B removed the

yesident's elbow dréssing, a briiise was noted
-with an approximate size of 4.5 ¢ x 4.5 o and

& small; scabbed area was adjacent 1o the bruise. -

' Record review falled to revéal evidence of a

physician’s order fora freatmerit fo the right

-elbow. Further review failed to reveal evidence of |
‘any documentation indicating a skin impairment

1o the resident’s right élbow.

During a surveyor nterview with the Director of

1 Nursing Services on 2/5/2025 at the time of the
| observation, she revealed that she was not awaré |-
1 ofthe bruase and scab to the resident's elbow,
1 Additionally, she- revealed staff should have

naofified the resident's physician and obtained a
could not provide evidence that the dressing fo
ordered on'2/4/2025.

Respxratoxy[‘f racheonstory Care and Suctioning
CFR(s). 483.25())

'§483.25(1 Resplrafory cate, including

tracheostomy-care and tracheal sudtioning.
The facility must ensurg that a resident who
needs fespiratory care, including tracheostormy

F 658

' As a4 POC for Tag F6¥5:
-a)

needed,

Resident [D#13 s currently teceivinig
appropriafe respiratory ffeatment as

| March 7, 2025
{03/07/2025)

FORM CHMS.Z567(02-99) Previcus Versions Obsslata

" Event H):JPeRt1.

Facliity 1D: 15014
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,;pracﬂce the comprehenswe person-centered
Lcara plan, the residents’ goals and preférences,
and 483.65 of this sutipart.

by

- Based on retord review, and staff interview, it
1 hias been determined that the facility failed to

| provide respiratory care consistent with

| professional standards of practice for 1 of 3

Resident ID #13,

| Review of an uridated facility policy titled;

| Record review revealed Resident ID #13'was
readmitled 10 the facility with a diagnosis
1 including, but-not limited to, asthma.,

| Record review of a chest x-ray compieted on

| Levaguin {an antibiotic prescribed ta treat

care and tracheat stctloning, is provided such
care,.consistent with profassiona standards of

This REQUIREMENT is not met as evidenced

residents reviewed with a respiratory ilingss,
Firidings are-as follows:

“Practice for Chiange In Condition” states in-par,
v Suspected Respiratory liiness.,. follow:
physu:ian ordess. . test as ordered.. follow order
set for [positive] + virus...follow resplratory event
orders...all other respiratory illness follow-
réspiratory event and order set...document...”

1/28/2025 indicated the resident had prieumonia.

Record review of the physician's orders revealed

‘amorder, with a start date of 1/28/2025 for
infections), 500 mig daily for 10.days.
Racord review falled to reveal evidence that a

“Respiratory Event’ docurnent was completed for
the resident once s/he was diagnosed with

{X4) ED . SUHMAR\’ STATEMENT OF DEFICIENCIES: [0} . FROVIDER'S PLAN OF CDRRECTiDN e ™s5
‘PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FulL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION )
TAG REGULATORY OR LSG %DEmiFYfNG !NFDRMATIUN) irYe] LROBE- REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N . ‘ p | b} Residents wh have  respirat
F 895 | Continued From.page 3 F 695 ) o | piratory

¢}

H

conditions have the potential o be
impacted By this finding. We have [
réviewed their orders and plans.of care
and made any needed updates or
corrections. X
We have provided education to the |
nurses .on the need to implenient. the. in-
house protocol related 16 changes- in

respiratory conditions so that proper
provider notification 1§ made, apd’
neceéssary’ ordérs .dre- obtained and -
‘imiplementéd; We have also reirainied
the nurses on the necessary orders
required. a5 standards of care for
véspiratdry illness to-  ensure |
notifications and orders have been put

‘in place as a double check of the

protocol implementation, This is to be

followed during the morning meeting

when changes in conditions are fo be. .
reviewed, and care plans. updated to

reflect the changc in respiratory -status,

The: tesident is also to be followed

weekly in risk metings to-ensuié order -
and vare plans are being followed

and/or updated. during the episode: of
respiratory illfiess. We have devised an
audit tool to- monitor our progress with

this plan, '
The DNS/desipnee is responsible for
implenienting this plan. The audits will
be conducted ‘os a routine basis and. the
results shared  with  the QAP
Committee momhiy We will revi'ew :

for no 1es_s thati 6 mon;hs, at_ whlc:h

time; we: will  determine:  the
need/frequency to continue formal ¢
audits: '

FORM GiMS-2567(02-9%) Previous Vstelons Obsolsta

EvenlInJPeEn

Fachty iD: 416014
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PREFIX |

SUMMARY STATEMENT OF DEFICIENG!ES .
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in " PROVIDER'S PLAN OF CORRECTION

PREFIX {EACH CORRECTIVE ACTION SHOLILD BE: | : cm&gﬁ‘non :

TAG CROSS-REFERENCED TO THE APPROPR
DEFICIENGY}

IATE

F 895

Continued From page 4

prietmonta. Additional review of the récord failed
to reveal any arder sets to foliow for the resident,

per-facifity policy.

.During a surveyor intefview on 2/4/2025 at 11:38
AM with Registered Nurse,-Staff E, she :
acknowledged thata "Resplratory Event"
-document was not completed for the resident
‘when s/he wag diagnesed with pneumonia on:
1§28/2025, as per the faclhty‘s policy. Staff E

revezlited that a "Respiratory Event" document.

triggers for physiclan orders thatinclude;.
obtaining'a temperature, oxygen saturation levels, |
10 assess lung sounds every shift and o '

docurnent the findings in the progress notes unti
the antibiotics are completed.

| Record:review.of & “Respiratory Event” document |
completad by Staff E oh 2/4/2025, after it was
brought to her aftentior by the Surveyor, indicates |

the following physician's orders:

~ ohiain oxygen saturation levels, témperature;

| and lung sounds &very shift and dotument under |:

progress: rotes.

| Additional record review falled to reveal evidenice

that a care plan was developed for pneumonia.

| During & Surveyorinterview on 2/4/2025 at 12:26

PM with Registerad Nurse, Staff F, she'

acknowledged that a care plan’ had not developed |

for the resident relative o hisfher diagnosis of
pneumoni

: During a surveyor interview on 2/4/2025 at 12; 03
PM with the Director of Nursing Services {DNS),

she revesled that the "Respiratory Event’

document should have bieer compietad for the

F 695

FORM CHS-2567(02-09) Pravioys Varaions Obeolets Event 10:4P8311

Faciitty D 416914 If continust
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F 695 | Continued From page 5 F 685
-resident when's/ha was d:agnosed with _
- pneumionia and that sthe should have had histher
temnperature; oxygen saturation level and lung
sounds.assessed every shift. Additicnally, the
DNS acknowledged that a care plan was not
' developed for prieumonia, ;
44 Treatment/Service for Dementia F 744} Asa POC for Tag FT44: i) Mareh 7.2085 |
88=D "GFR(S) 483.40(b)(3) $a) Residents ID#23 s currently receiving |
: appropriate dementia care:
18483, A0{b)(3) / AfESiden[WhQ dlspiays of ls b} Residents with dementia Bave ihe [}
“diagnosed with dementia, receives the potential to be affected by this finding:
{ appropriate treaiment and services fo attaln or We have: reviewed their plans of care |
maintain his of her highest practicable physical, and made any needed updates or |
mental, and psychosocial wel-being. revisions. ' ' 1
This REQUIREMENT is not met as evidenced c) W have reviewed standard medication’

" Based o sutveyor observation, record raview

1 treatment and seérvices fo atfain or maintain the
reviewed with a diagnosis of dementia, Resident
11D #23.

| Findings are as follows:

:_. Recard review revealed the resident was:

{ but not limited to, ‘dementia.

‘Record review of & Quarterly Minimum Data Set
| Assessmient dated 11/28/2024, revealed a. Brief

| Interview for Mental Status score of G:out of 15,
{indicating s/he has severe cognitive lmpa:rment

by:

and staff interview, it has been determined that'
the faciiity falled to pmmde the: appmpnate

résident's highest practicable physical; mental,
and psychosccial well-being for 1 of 4 residents

admitted to the facility with a diagnosis including,.

 Record review revealed a physician's order dated |
‘81212024, 1o administer Trazodone {a medication. |

administration times for residents with °
dementia, to ensure that medications |
intended fo provide relief of targeted. |
symptoms. are scheduled to be. given
within the’ appropriate time franies 10
coingide with the fargeted activity, We
‘have provided education fo the nurses
regarding dementia care and the use of
medication intended to.address targeted
symptoms. We have also. provided
education to the rurses and the nurse
dides on vsing care planned appmaches _
with: residents with dementia. We have |
further stresséd to the nurse aids the |
need to report any symptoms affectmg
the resident’s comfort and well-being
during ‘care {and at other times), so that
follow up as indicated {which may’
inglude PRN medtcatloa) can be
provided: We have developed an andit
tool to monitor for comphiance with this
plan.

FORM GMS-2567(02:60) Previous Vartlans Obsclate.

Evert 1D:JP691

Faciily 10: 415014
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8 I
PREFIX
TAG.

“SLIMMARY STATEMENT OF DEFICIENGIES
{EAGH DEFICIENGY MUST BE PRECEDED BY FULL
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0]
PREFIX
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DEFICIENGY}

g
[COMPLETION
DATE

F 744

o 9:00 AM daily.

Continued From page 6
prescribed lo treat depresston and other
conditions determined by heaith care prowdars}

25 willlgrams (mg) by miguth prier to morning
“care. Further review révealed the Trazodone is

scheduled to be administered between 7:00 AM

-

- Record review revealed a physician's order dated |
-1/47/2025 for Trazodone 25 mg by mouth every 8
‘hours PRN (as needed) for restlessness, anxuety,
irritability, or inconsolable. crylng '

| During-a surveyor-obséivation of the residenton

21412025 gt approximately 11:00 AM, s/he was

“observed lying In histher bed quletly with hisfher |
eyes closed. Nursing Assistant (NA), Staff G, was
| observed entering the resident's room shortly

after anid drew the curtain-clpsed. At 11:15 AM,

1 the resident was overheard crying‘and sobbmg in
i hisfhier room while Staff G was assisting the
| resident. Staff (3 opened the curtain, the resident’

1 was now observed sitting In a shower chair (a -

chair used to ransport residents and shower.
them. iny-crying and sobbing,

Record review of the Medication Administration
Record {(MARY revealed the resident received
hisfher standing order for Trazodone 25 mg at

1 8:03 AM on 2/4/2025. Further review of the MAR -

fazled to reves) evidence that the resident

| raceived a PRN dose of Trazodone on-2/4/2025
| for histher crying.

Duiring a surveyor interview on 21512025 at 2:34
PM with Registered Nurse (RN), Staff E and RN,
Staff A, they revealed that they both worked
during the day on2/4/2025. Additionally, both
Staff A and Staff E revealed that they were not

mada aware that the resident was crying that

F744

d) The E)NSfdesagnee is responsible for

imsplernenting this plar. The audits wi
be conducted on-a routine basis and th
results:  shafed  with  the  QAPL:
Committee for no less than 6 months; af :
which time, we will determine the

need/frequency fo continue  forsital

audits.

FORM CMS-2567(02-96) Previous Versions Obsolste

EventiD: Jpgets

Facifity I 415014
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F 744 | Gontinued From page 7 F44
marning. If they had been made sware, they-
wauld have administered the resident histher
PRN Trazodone,
During a surveyor inferview on 2/5/2025 af 3:38
PM with $taff G, she revealed that'she provided
‘mprning care for the resident on 2/4/2025 and
that the residentwas crying out during care, sha
tried to console the resident but sfhe would not
stap-erying, Staff G further révealed that she did
NGt viotify any of the nurses that the resident was:
crying, because this was commorn behavior for
‘the resident.
“During a surveyor interview on 2/5/2025 at 2:54
‘PM with the Director of Nursing Services, she
revealed that she would have expected the NAto |
nofify the nrse when the resident was crying.so
that the resident could have réceived histher PRN |
_ Trazodone, as ordered:
F 880 | Infection Prevention & Controt: F 880} s PGE for Tas F880 I
58=E|C : 483 80(a)(1 He sa - tor 1ag. : || March 7, .
FR(s): 483.80(a)(1)(2){4){e}(}) @) The glucomefers for residents 1D#sz | @00
§483.80 infecticn Control afid 48 are being cleaned aceording o
'| The facliity niust establish and maintain:an : + infection_control  protocol: Dressing |
infection-prevention and control program : changes for resident 1D #179 are-being -
des gned to provide a safe, sanitary and. . { dope— acc.ording_ to infection control
‘comfortable environmentand to help prevent the. | \:}’ principles: The inhaler belonging to
development and transmission of communicable’ | g\ resident 1D #278 is being maintained 10
| diseases and infections.. g 8\ prevent the ‘spread of patliogens.
; o ) Educalion was provided 1o fthe -
§483.80(a) Infection prevention and control: identified. staff members in a timely
program. : , fhanier once thie issiies were identified.
' The facifity must establish an inféction prevéntion | by Residents: who reside: in the facility
1 and confrol program {IPCP} that must include; at | :© Dave the pofential fo be:affected by non-. .
“a minimum, the following elements: adherence to inféction control practices.
o ' We have retrained and are tarefully
| §483:80(a)(1) Asystem for preventing, identifying, | monitoring staff members refative to
) ) o ' ‘ infection control practices.. ]
FORM CMS-2567(02-69) Frevious Versions Obsolete Evant {x JPB911 Fatilty 1D, 415014 ¥ continuetion sheet Page 8.of 18
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reporting, investigating, and controliing infections

‘and communicable diséasés for all residents,

staff, volunieers, visitors, and other individuals
providing services under a confractual

arrangement based upon the fagility assessment
‘conducted according to 8483,71 and foliowing
‘accepled. national standards;:

§483.80(a)(2) Written standards, policies, and
‘procedures for the program, which must include, |

but are not fimited to:

(i) A system of surveillance designed to identify
‘possibie communicable diseases of
infections before they can spread to other

persons in the facility,
(i) When and to whom possible incidents of
commiunicable disease or infections should be

| reported;
| (i), Standard. and fransmission-based precautions

to be followed to prevent spredd of infections;

(W)When and how isolation should be used fora
| resident; including but aot limited to;

1 (&) The type and duration of the isolation,

| depending upon the infacticus agent or organism
{ invoived; and
{B) A requirement that the isolation should be.the |
ieast restrictive possible for the: resident under the

| eircummstances. ,
| {v) The circumstances under which the facility

must prchibit empioyees with-a communicable
disesseé of infected skin lesions from direct

1 contact with residénts or their food; if difect:

contact will transmilt the disease; and

| (V)The hand hygiene procedures 1o be followed

by staff involved in direct resident contact,

§483.80(a)(4) A system for racording incidents

| identified Under the facility's IPCP and the-

,d)

{xa) D svm STATEMENT OF nEﬂclch.les D PROVIDER'S Puw OF CORRECTION C P
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX [EACH CORREGTIVE ACTION SHOULD BE COMPLETION 1.
TAG |  REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROS& REFERENCED T0 THE APFROPRIATE. DATE
DEFICIENGY)
R _ o &) We have rev;ewed infection contml. -
F 8807 Continued From page 8 F 880 principles with. the mirses and CMTs

and/or treatment, cartt. Wg will. make’

and the need fo apply them in: daily |
practice. We have:specifically provided
edycation. for them -on the propef
cleaning and sanitizing of g gucometersz
We' have reviewed. infection control
protocols especially related to, dressing, |
changes, the use’ of gloves and hand
hyglene with the hurses. ‘We have
instructed the nurses -and €MTs about
the need to follow contact precautions
as related to item§ brought iiito 2
precaution room frony the medication

frequent. infection contrel rounds to-
efistire compliance. We - have devised an
audit tool to monitor our achieverent
with this plan.

The [INS/designes is résponsible for
implefhenting this pian The audits will |
be conducted on a routing basis and the:
résults shared: with the QAP] cominittee
forno less than 6 monihs; al. which time |
we will-determiiie the need/frequency 1o
continue formal audits:
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‘cotrective actions taken by the facility,

8483.80(g} Lirens.

Personnel mast handle; store; process, and
transport linens 50 as to prevent the spread of

“infection:

§483.80{f) Anhual réview,

The facility will conduct an annual review of its

IPCP and update their program, as necessary.
.'Thjs REQUIREMENT is nof met as evidericed

by:
Based on surveyor observation, record review,

and staff interview, it has been determined that'

the facility failed to friaintain an infection
prevention'and control program designed 1o

provide a safe, sanitary environment, and to help |
prevent the deveiopment and transmission of
{ communicable diseases and infections for 2 of 2 ¢
residents-observed during the use of a glucose-
“meter to obtain a blood sugar, Resident ID #s 52 |
and 48, for 1 of 1 resident ohserved duringa.
dressing changs, Résident ID #17%and for 1of 1']
resident receiving an inhaler, Resident D #278.

Findings. are s follows:

1, Review of the facllity's poficy titled "CLEANING |

AND DISINFECTING THE [giucose] METER",
provided to the surveyor on 2/5/2025; revealed

two disposable wipes are needed for the meter,
-one wipe for cleaning and the second wipe for

disinfesting ihe meter.

1a, Record review revealed Resident 1D #52 was |
admitted o the facility with a diagnosis inciuding,
“fuat not limited to, diabetes. ’

Record review revealed a physician's order dated |

FORM CMS-2557(02-05} Prsvicns Varsions Obisclete Event 10: P81
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/2512024 to administer Admelog SoloStar insulin
per the sliding scale, before meals and at
bedtime.

‘Durlng & surveyor observation on 2/4/2025 at
41:02.AM revealed Licensed Practical Nurse
(LPN), Staff D using the glucose meler fo obtain
the resident's blood sugar, Staff D then placed
the used rmeter on top of the treatment:cart
‘without cleaning and disipfecting the glucose
meter. Staff D.removed her gloves and performed
‘hand hygiene and then touched the used glucose.
‘meter again, Staf D continued to touch muitiple
{items and surfaces including the treatment cart,
computer, the computer mouse and 2 set of keys
prior to cleaning the meter. Further observation:
revealed Staff D cleéned the giucose meter using
only 1 disposable wipe and not 2, per the facliity's

| policy. Additionally, Staff D falled to cleanand
disinfect the top of the treatment cart, the
cartiputer, the computer mouse, and keys.

{ 1b. Record review revealed Resident ID #48 was :
admitted to the facility with a diagnosis including, |
{ but not limited to, diabetes. '

| Record review revealed a physician's order dated- }
412412024 1o obtain a fingerstick biood sugar
: (_FSBS) fvice daily; 6:00 Ak and 12:00 PM..

During a surveyor-observation on 2/4/2025 at
14:16. AM revealed LPN, Staff D using the.
glucose meter to obtaln the resident's FSBS.
Staff D then placed the used meter on top of the
treatment-cart without cleaning and disinfecting
the glucose mater, Staff D removed her gloves:
| and performed hand tiygiene and then fouched
{ the used glucose meter again. Staff D continued
to fouch miultiple iters and surfaces including the | _ _ |
FORM CMS-2567{02-90) Fravious Verslons Obsolets Event ID: JPESTT Faciiiy iD: 415094, If continuation sheal Page. 11 of 16
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treatment cart, compiter, the tomputed mouse.
Further observation revealed Staff D cleaned the
g!ucose meter using only 1 disposable wipe and -
not 2, per the facility's policy: Additionally, Staff

'fai!ad to clean and disinfect the fop of the

treatment car, the computer, the computer

HEL# 2N

7 During a sUrveyor interview on 2/5/2025 at 12:36
PM with the Education Coordinator, she revealed

that she would have expected Staff D to follow

-fie facility policy and use 2 disposable wipes o

clean and disinfect the glucose meter. She further

revealed that she would have expected Staff D to |

disinfect the. glucose meter after obtaining the
resident's blpod sugar and to disinfect the top 6f
thie medication cart, the computer and the

: computer mouse after handling the used glucose |
‘meter. -

|2, Review of the facllity document {itied,

“Competency Validation for A Cleanh Dressing:

1 Change® revealed the folléwing procedure actions
1 which include, but are riot imited to: :

-wash hands and don (put on) disposable clean
gloves.

-remove old dressing’

| -dispose the soiled dressing in a waterproof bag.

| -ctean-the area as per the physiclan's order,.

| distard contaminated material into the waterproof
| bag

-remove gloves and perform hand hygiene.

-prepare sterile of clean dressing supplies a$
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1]

-apply dressing and fasten the dressing

i a. Record review-revealed Rasident 1D #179 was
‘admitted to the facility with diagnoses including,

but fiot limited fo, stroke, gastrostomy fube
(g-tube; 3 tube that Is inserted info the stomach

| through the abdorinal wall to provide nutritional |
| support, medication and hydration) and two sfage |
{ 4 ulcers (the most serious pressure uicer that
{ extends below the subcutaneous fat info deep.
1 tissues, including muscle, tendons, and

ligaments) to the coceyX and left ankle.

| Record review revealed a physician's order dated, |
12121202410 cleanse the area around the G-lube |

site and 16 changé the dressing daily and as

r‘leeded

During a surveyor obssrvation of the dressing

| change.on 2/5/2025 at 8:55 AM-with LPN, Staff D, |

she removed the old dressing from the G-tube
site then with the same used gloves, she
proceeded to clean the g-fube site with. Norimal

| Saline (NS), dried thie skin and then applied the

drainage gauze dressing. Staff D failed to remove

| the used gloves and perform hahd hygiene after

removing the old g-tube dressing and priorto.

{ applyirig the new treaiment and dressing.

b..Record review for Resident 1D #179 revealed a |
{ physician's order dated 112212025, %0 tleanse the :

stage 4 left lateral ankle wound with NS, pat dry,

| apply collagen {treatment that promotes wolind

healing), then apply Hydrofera blue {absorbent

dressing) moistened with NS, and cover the area |

D SUMMARY STATEMENT OF DEFICENGIES, Ny ‘PROVIDER'S PLAN OF GORRECTION o
PREFIX {EACH DEFICIENCY MUST.8E PRECEDED BY FULL © PREFIX (EAGH CORRECTIVEACTION SHOULDBE | COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION] T8O CROSS-REFERENCED TO THE APPROPRIATE. PATE

o ' DEFIGIENG‘()
F 880 | Continued From page 12 F 8eo}
approptiate
 -don clean gloves
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with a bordered gauze dressing daily.

' During & surveyor observation of of the dressing

charige with Staff [ 6n 2/6/2025 at 10:05 AM, she-
removed the old dressing, which had a small
amount of yeliow and green drainage from the

resident's left-ankle. While wearing the same'
‘used gloves, she proceeded fo clean the wound
‘with NS, pat the wound dry; apply the collagen
“and the Hydrofera blue, and lastly appiy the-

borderad gauze dressiig to the-wound. Staff D

‘falled to-remove the used gloves and perfarm
| hand hygiens after cleaning the wound and prior:
| to applying the new freatment and drassing.

o, Record review for Resident ID #4176 revealed a
: physmnan s order dated 1/22/2025, to cleanse the

coceyx wound with NS, pat dry, apply collagen,

| theén apply Hydrofera blue moistensd with NS,

anhd cover the area with a foam dressing dally.

' During a $urveyor bbservation of the dressing
change with Staff D on 2/6/2025 at 10:14 AM, she |

cleansed the wound with NS, patted the wound

| dry and-did not change her gloves or perform

hand hygiene before applymg the collagen,
Hydrofera blue freatments, or the foarfi dressing:
to the wound. '

During a surveyor inferview.on 2/5/2025 at 12:08

PM with the Direstor of Nursing Services {DNS),
she acknowledged that Staff D should have

-removed her gloves and washed her hands after
- she removed fhe old dressings frofm the g-tube

sita.and the feft ankle, The DNS further revealed :

that Staff D should have removed her gloves and

washed her hands after cleaning the g-tubé sité;.
1eft ankle,and coccyx wounds and before
applying & naw treatment and dressing:

X4 1B SUMMARY STATEMENT OF DEFICIENCIES D, PROVIDER'S PLAN OF CORREGTIQN e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREEI. {EACH CORREGTIVEACTION SHOULD BE. COMPLETION |
TAG: REGULATORY OR LSG iDENTIFYING INFORMATION} © TAG CROSS-REFERENCED TQ THE APPRUPRIATE: BaTE
b DEFIGIENCY}
F 880 Continlied From page 13 F 880
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3. During'the medication administration passon |
/312025 af 11:08 AM with Medication Technician, |
‘Staff |, she was observed preparing to administer |
| Resident 1D #268 hisher inhaler. A sigh was
| observed affixed to the wall outside of the:
{ resident's room, indicating the resident's:
roomimate was on Contact Precautions {a means: |
| to prevent transmission of infections through '

direct contact by wearing personal protective
| equipment such as @ gown-and gloves when
| perforrning tare). Staff [ donned a gown and
| gloves and proceeded to enter the resident's
1 room with-his/her inhaler o administer the

| medication. Staff | administered the inhaler and
| then placed the inhaler on the only buredu in the

room.-She:then removed her gown.and gioves,
removed the inhaler from the bureau, exited the.
room and placed the inhaleron fop ofthe
medication cart. Staff performed hand hyglene,
then removed the Inhaler from the top of the cart

and placed the inhaler i its box-and inta the med |
| cart drawer; without disinfecting thé-inhaler and
| without disinfecting the medication ¢art.

During & surveyor interview imimediately following |
the observation with Staff |, she revealed that she |

should have piaced a batrier down prior o placing
the resident's inhaler on the bureau. Additionally,
she acknowledged she Should have cléaned the

{ inhaler prior ta raturning i to'the cart:

| During a surveyor. intsrview on 2/4/2025 at
‘approximately 12;00 PM with the DNS, she

revealed that Staff { should have used a barrier:

‘prior to placing the inhaler down on the Tesidents |

bureau, Additionally, she acknowledged that Staff

| I should have disinfected the inhaler prior .
| placing # back fo the cart.

F 880
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£ 000 | nitlal Comments

An Emergency Preparedness. Survey was
‘conducted by the Centerfor Health Facllifies and-
- Regidation on2/3/2025. The f&cility was found to
 be jn compliance with 42°CFR §483.73 related {o-

Emergency Preparedness.

No Emergency Préparedniess deficiencies were.
<identified during the survey.

-i:Ca'pacity:' 82 Census: 82

E 000;

{ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TTLE

“{XB} DRTE.

Any geficlency staternent ending with an asterisk () denoles a deficiency which the institution may be excused from corecting providing it I defermiied that
sther safegisards provide sufficlant protection o the palients; (See instractions:) Extep? fornlirsing homes, the findings stated above are:disclosable 90 days.
Following the date of Survey whether or not a plan of correction s provided, For nursing hames, the abova findings and plans of correction are distlosable 14-
days following the dath these dotuments aro made available to the:faciiity, If deficlencles ams cited, an approved plan of comestion I8 requisite o continued

program participation.
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TAG. REGULATORY OR LSC IDENTIFYING INFORMATION} TAG cmssmsssaeggg&;g g%E APPROPRIATE DATE:
K 000 { INITIAL COMMENTS. Kool
- The annual Federal Life Safety Code surveywas
‘conducted by the State Survey Agency. —
Grace Barker Nursing Center was surveyed
puistiant-to the National Fire Proteclion:
Association 101 Life Safety Code, 2012 Edition
as referenced in 42 CFR 483.90(a - d} Physical
Environment.
Life safety code deficiencies were identified. Asa POCTorLife Safety Code (LSO TA8. | w1202
| Capacity: BZA. C.eEt_SU'S?’ 42 : &) i\gléﬁ'd’cﬂts were mentioned in this
KVZ?.-E g?gg%ncy L-lgl;lgi;g K291 b)  820f 82 residents'and an indeterminae
$8=F| CFR(s): NFPAT0 : mimnber of staff and visitors havé the
: Emergency Lighting  potential to be affected by this finding;
| Emergency lighting of at least1-1/2-our duration N o iabiing Smergency batiery |
| is‘provided automatically i accordance with 7.9; electrical Toom whefe the, generator |
182:9.1, 19.2.8.1 rical room where the: generator |
ool By DNeE0S, B ., i 1 £t ; - i .
Tris REQUIREMENT s ot mel as svidenced 9 orbe maintined and tesed a nerval
By: ’g ?g as  reduired 16  ehsure  props
: i i e U R A At i s reduired i ehsure  proper
Basedo n_s__;_iwgyor,_obsewat{nn,_and‘giaﬁ o l\\ functioning. We will maintain 4 supply |
'm?-emi.aw‘ 'thﬁs:bgenide'te"nmed'tpat the facility. | } of repfacémeﬁt bafterfes. We have
| failed to maimamthew errr}ergeng:y'liughtfng 'prévided ’tfaiﬁing to our maintenance
systems inaccordance with National Fire | director of the Trmportance of ensiing
| Protection Association (NFPA) 982012 Edition that the emergency back=up lighting is
| and NFPA 1012012 Edition. This deficient fiinctional, We have developed a fire |
practice has the potential to impact 82 of 82 safety ct;eck ii‘ét' fo moi:tifd v our i
| residents as well as an indsterminable number of | Samaliance with thisglai, our
staff and visitors. dy The Administrator/  desigiies  fs. |
e e responsible: for implementing this plan. |
: Findings are as foliows: The fire safety check Hst witl be ufilized.
: . : T . i “a routing basis and the results shdared: -
Asurveyor observation In the presence of the dn'd FOUtING basis and {ne.Tesuits shared. -
T o e G : h. the QAP! committes for no less. |
Maintenance Director on 2/5/2025 at with. I committee. for no less. |
iy 555 v ot v ity i e, ek i e i
| Tiled to insial a batery baciup emergency confini ormal fit saety checks:
L ABORATORY DIRECTORS OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE THIE ' X6} DATE

Any deficlency statement ending with an asterisk (%) dendtes a deficlency which the instistion may be excused from corretting providing 1t is determinad that
ther safegiards provide sufficient profection to the paffents. (See inslructions’) Except for pursing homes, the findings stated above are disclosable 59 days
follgwing the date-of sunvey whether of not 2 plan of esrfection is provided. For nursing homes; the above findings and plans of conection ara disclosable 14
days following the data these dociments ara mads available t the Tacllity. If deficiencies are cited, an agproved plan of comeetion s requisite to continued.

program- paricipation.
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K291 | Continued From page 1 K201
| ighting unit in the basement slectrical room
whiere the generator transfef switch is located.
| During-a surveyorinterview with the Malintenance |
| Director jmmediately fofiowing the above
| observation, he acknowledged:thal the baseiment
electrical room, where the generator transfer
 switch Is lacalted; lacked a battery backup
emergency lighting unit, as required.
K 3531 Sprinkler System - Mainténance and Testing K 353] As a POC for LSC Tag K353; aren 7, 2025
§6=F | CFR{s): NFFA 101 a) No residents weré: identified in this | ’
D ] o ) f'ndmg
 Sprinkier-System - Maintenance and Testing: b) 82 0f 82 residents and an indeterminate
Automatic sprinkler and standpipe systems are. nimber of Haff and visitors haye: the
inspecied, tested, and maintained in accordance potential 10 be affected by this citation,
“with NFPA 25, Standard for the inspection; ¢j We have provided tealning to relevant
'_Testmg, and Maiﬂt&m‘ng of Water-based Fire staff re:gardir:g the need to ensure: that
Profection SYStEmS RBcords of System demgn, '{he[e, s an I8~ inch gap, between the
_ maintenance, inspection and testing are. : ceiling sprinklers, and the top height of
‘maintained in a secure Jocation and readily , ‘§ storage in the clean linen roam as well
avallable. . q\?/ as other areas of storage. We ‘have " f
a) Date sprinkler: system last checked 7 \3 ‘marked ‘the: 18-inchv limif with & visual
Yo 3 5(} reminder. Our maintenance director will. |
b) Who provided system test make inspections to ensure that stored
W‘t - -t S VI;' et jtems do not exceed the I8+ inch Timit
\Water s Glrce :
c) Waler systerm supply S o between the ce:hng sprmkiers We have.
Provide in REMARKS information an coverage for devised a fire Tafe‘y Chfcl‘i hf‘ o
| any non-required or partial automatic sprinkler : monitorour complignce With this plan. .
) d) The Adiniiistrator/ designes 1%

sysfem.
8.7,5,.9.7.7, 8.7.8, and NFPA 25.
Th!s REQUIREMENT s not met as evidenced

_. Based on record’ revnew. sufveyor ohservation,
and staff Interview, it has been determined that.

the facility failed o maintain a minimum of an
18-inch clearance between the defléctor of the

-celling-mounted sprinkier head and thetop of

responsible for implementing: this-plan,
The fire safety checklist will be utilized
on & roitine basis and the results shared
with thie QAP] commitiee monthly We
will réview our progress with the QAP]
conmittee for no less than 3 months at. |
which fime, we will defermine the
need/frequéncy 10 cantinie. the fire
safety. checkhst
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Continued From page 2

| storage in @&cordance with the National Fire.

Protection Assoclation (NFPA) 13 2010 Edition

| section 8.5.6.1-and NFPA 101 2042 Edition, This |

deficient practice has the potential to impact 82.of
B2 residenits; as 'well as an Undetermined number

of visitors.and staff.
7 Findirigs are as follows:

‘Record review of the NFPA 13 Standard for the

Instaliation of Sprinkler Systems, 2010 Edition

states In part, "..8.6.5:22 Obstructions to
Sprinkler Dlscharge Fattern Development.

8.5.5.2,1 Continuous or.noncontinuous:

‘obstiuction less than or equal fo 18 inches (457
{ milfimeter) below the sprinkler deflactor that

| prevent the pattern fram.fully developing shall

| Gomply with 8.5.5.2."

Asurveyor observation on 2/5/2025.at

| approximately 9:45 AM during the life safely tour |

in the presence of the Mainienance Director;
fafled o reveal the facility maintained the required

1 18-inch minimum clearance betwaen the
 combustibie storage’and fhe sprinkler heads in’

the ¢clean liren storage oo,

‘During a stirveyor inferview immediately following
the above observation with the Maintenance

Director, he acknowledged the facelﬂy failed to

miaintain the reiqulred 18-inch Minimum clearance
“between the combustible storage and the ceitlng _
motnted sprinkier heads in sprinkler heads in the

‘storage room:.
ka3t
‘GFR(s); NFPA 101

Gas Equipment - Cylinder and Container Storag:

| Gas Equipment - Cylinder and Confainer Storage: |

K 35|

| As a POC for LSC Tag K923:
-a) No- residents were identified in this |

1 March 7, 2025
(03/67/2025}
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 Greater than or equal to 3,000 cublc feet

Storage locations are designed, constructed, and
ventilated in accordance with 5.1.3.3.2'and

5:1.3.33. _
>300 but<3,000 cublc feet :
-Storage incations are outdoors in an enclosure or
‘within an-enclosed interior space of non- ot
lirsited- combustible construction, with door {or
“gales outdoors) that can be secured; Oxidizing
gases ara not stored with lammables, and are:
‘separated from combustibles by 20 feet (5 feet if

sprinklered) or enclosed in a cabinet of

| noncombustible canstrustion fraving a minimum
11/2 by fire proteci;on rating.

Less than o equal to 300 cubic feet
In a single smioke compartment; indjvidual
cylinders avaﬂable for immediate use in patient

_'or equal to'300 cubic feet are not requlred to be
| stored in‘an enclosure. Cylinders must be:

handled with precautions as specified in 11.6.2.
A precautionary-sign readable from 5 feet is on

| each door or gate of 8 cylinder storage roony,
1 where the: signincludes the wording asa-

minimum "CAUTION: OXIDIZING GAS(ES).
STORED WITHIN NO SMOKING."

Starage is planned 86 cylinders are. used in.order’ ‘

of which they are. received from the supplier.

| Empty cylinders are segragated frarn. full

¢ylinders, When facility smploys. cylinders with:

| integral pressure gauge, a threshiold pressure _
| considered empty is established. Empty cylinders}-
{ are marked fo avoid.confusion. Cylinders stored

in the Gpen are protected fiom weather,

: a2 1130 1134, 11 65{NFPA99)
| This REQU!REMENT is not met as evidenced

by:

| Based on surveyor observation and staff

interview; it has been determined that the facility

| o

© The
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: . e . o b) 82 of 82 rcs;dents and an indetertiinate:
K 823 Continued From page 3 K823 nusnber of staff and visitors, have the

poteiitial 1o be affec:ied
We' have provided training to staff |
regarding the safély implications of
improperly storéd oxyget cylinders and |
the negd for them. to be, piaced oh a
proper stand or cart when.in use and/or |
when in storage. We have ensured. that |
we: have enough tarts/and proper stands
fo -accominodate edch cylindet: Our |
miainteniance  director  will conduct
inspections. to ensure oxygen is being |
stored, safely. We have: devised a chieck
1ist to mionitor our qpmphance with this
plan.

Administrator/Designes s |
responsible for implementidg this plan, |
The fire safety check list will be utilized
6 & foutine basis and the tesults shared -
with the QAPI Committee monthfy: We
will review our progress with the QAPL |
‘Comimiftes for po less thaa 3 months; at |-
“which time, we will determine the -
need/frequency to continue use of the -
fire safisty checklist,
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[ failed to miaintain oxygen cylinders i in-accordance |
with National Fire Profection Association (NFPA)

99, 2012 Edition. This deficient practica has the
potenﬂal to.impact 82 of 82 residents, as well as-

‘an indeterminable-number of staff-and visitars;

| Eiriding's zire as follows:

Review of NEPA 98, 2012 edition, states in park

41.6.2.3 Cyliriders shall be protected from
‘damage by means of the followirig specific
procedures:

: '(1) Oxygen cylinders shall be protected from:

abnormal mechanical shock, which is liable tg

| damage the cylinder, valve, or safety device.

1 {2) Oxygen cylinders shall not b stored near
| elevators or gangways or In locations where'

heavy moving ohjects wil strike thern or 7all on
them:

i (3) Cylinders shall be protecied from tampering
. hy unaithorized individudls.

{4 Cylinders or. cylinder valves shall not be
repaired, painted; of altered.

{5y Safety relief devices in valves of cylinders

hall not be tampered with

(6) Vialvie outlets clogged with e shall be thawed |

“with warm- not boiling - water..

{7) Atorch fiame shall not be permitted, under

-any circumstances, to confact a cylinder, eylinder
-valve, or safely device.

STATEMENT OF DEFICIENGIES. {X1) PROVIDERISUPPLIER/CLIA [X2) MULTIPLE CONSTRUGTION “[068) DATE SURVEY
AND PLAN GF CORRECTION * " IDENTIEIGATION NUMBER; 2. BUILDING 01 - MAIN BUILDING 01 COMPLEYED
. 415014 B. WING — : 02105/2025
" MAME DF PROVIDER OR-BUPPLIER, BYREET ADDRESS, CITY, STATE, ZIP CODE
: L o 54 BARKER AVENUE
RACE BARKER ING ‘
GRACE HARKER NURSING CENTER, WARREN, Ri 02885
A I " BUNMARY STATEMENT OF DEFICIENCIES . PROVIDER'S FLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORREGTIVE ACTION SHOLLED BE GOMPLETION
TAG: AEGULATORY OR LSCIDENTIEYING INFORMATIONY TAG. CROSS-REFERENCED.TO THE-APPROPRIATE DATR
‘ DEFICIENCY}
- K923| Continued From page 4 K a23|.

FORM CMS-2567(02-88) Fravious Verslons Obsalele.

Event ID:JpEezy

Faclity (D0 415044

If confiniation sheet Pags 5 ot8




PRINTED: 02/13£2025.

cart.

| (8) Sparks and flame shall be kept away front
1 cylinders,

1 (8) Even if they are emply, cylinders shiall not be
 used as rollers; suppors; or for any plrgose

other than that for which the supplier intended
them.

{10) Largecylinders (exceedmg size E) and:
.containers larger than 45 kg (100 ibs.) weight
shall be-transported on‘a proper hand truck or
“cart camplying with 11.4:3.1,

f-(*n) Freestanding cylinders shall be properly

chairied or supported in a proper cylinder stand-or

| Surveyor observations made during the Life
| Safety Tour on 2/5/12025 at approximatsly 9:25

AM, In the presence of the Maintenance Director,
mvea!ed the oxygen storage room Tailed to have

| oylindersstored.in a proper stand or cart.

| During a surveyor interview with the Maintenance |
| Dirgctar, immiediately following the above:
‘observatiorn, he acknowledged that the facility

failed to store portable oxygen cylindérs inan-

approved stand of cart, as required.
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