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CFR{s): 483.21(bY3)(H
§483.21(b){3} Camprehensive Care Plans

The services provided or arranged by the factllty, as
ouliined by the comprohensiva cara plan, must-

{i) Meet professional standerds of quality,
This REQUIREMENT is NOT MET as svidencad by!

Based on clinical racord review, residant and staff
interview, the facility falled to ensure that resldents
receive treatment and care in accordance wilh
profasstonal standards of practica for 3 of 3 residents
reviewed for not following physicfan's orders, Res!dent
D #s 2, 17 and 208.

Findings are as follows:

%) Record review revealed Resident ID #2 was admitted
fo the faclfity In November of 2023 with a dfagnosls
Including, but not imlted fo, cerebrovascuiar disease

{a group of condillons that affect blood flow (o the
brain). Further review ravealed the residenthas a

Facilites Reguiatinn

(M4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PRWIDER'é PLAN OF CORRECTION {X5)
PREFEX (EACH DEFICIENCY MUST BE PRECEDER BY FULL PREFIX {EACH CORRECGTIVE ACTION SHOULD BE COMPLETION
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AFPROPRIATE DEFICIENCY)
& 7 2

FOO00 ITIAL COMMENTS FODOD 5 } 5@. Oct

A racertification and complaint surveys, Intake ID

referance numbers 2608526, 2704185, 2709021, 2714531, : H :

and 2712664 ware conducted at Elmhurst Rehabifitation The ﬁllng' of this Plan of Cf)r{‘e(—:tlon (FOC) in?S

and Meatihcare Center on 112/2026 through 1/15/2026 1o not constitute that the deficiencies alleged did in

determine compliance with 42 C.E.R, Part 483, fact exist, rather this POC is filed as evidence of

requirernents for Long Term Care Faciliies. State e s .. K .

licensure and emergency preparedness surveys were also the facility’s continuing commitment to high

conducted at this facllity. quality resident care in full compliance with state

Q}-[ and federal regulations. Completion date for

Deficlancles were Idantified as a result of this ‘\ optimal compliance with POC will be February

sUvey, 2 2006,

Faclllty Census; 185

Bod Count: 208
FOB58 Services Provided Meet Professional Standards FOB58
85=D

Any deficlency statement ending wilh an esterisk (*) denoles a deficlency which the insituflon may be excused from correcting providing it Is determined that ather
safeguards provida sufficlent protection to the patients. {See raverse for further fnstructions.) Except for nureing homes, the findings stated abova are disclosable 90
days following the date of survey whether or not a plan of correclion is provided. For nursing homas, the above findings and plans of correction are diszkoesble 14 days
following the date these documents are made avallable to the faciity. If deficlencies are cited, an approved plan of corection is requisite o continued program

artigipation.
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abdominal wall directly into the stomach used fo
provide nudrition, hydration and medications for
resldents that-are unabls to take food or fluids by
mouth),

Retord review revealed a physician's order dated
4{14/2026 to flush the g-tube with 50 milliifers {mi}
of water afler medications, and feedings.

Duting & surveyor observation on 1/14/2026 at 8:46 AM, -
during the medicslion adminislzation task, Llcensed
Practical Nurse {LPN}, Staff A, flushed the resident's
g-iube with 30 m! of water after administering the
resident his/er medications, Instead of 50 mi of

watar, per the physiclan’s arder.

During & surveyor interview on 1/14/2026 al 1:45 P,
with Staff A, she acknowladged that she did not flush
the g-tuba with 50 mi of water and reveafed that she
should that per the physiclan's order.

Durlng a stirveyor inferview on 1/14/2026 at 3:00 PM,
wilh the Direcfor of Nursing Serviees (DNS), she
revealed that If is her sxpectation that the

phystclan’s orders are followed.

2) Review of a poficy dated 4/2018 tited,
"Adminlstering Medications®, stales kn part,
“..-Medications are administered in a safe and timely

manner, and as presciibed.. . Madications are administered

within one {1) hour of thelr prescribed fime..,”

Record review revealed that Resident 1D #17 was
readmiltad o the facility in December of 2025, with a
diagnosis Including, but not imited o, Parkinsons
disaase.

Record review reveaied a care plan dated 11/11/2025,
which revealsd the resident is on antiparkinsanian
tharapy, with an intesvention to adminiater medications
as ordered.

Record review ravealad the followlng physiclan orders:

- Rytary (a medications prescribed to freat Parkinson's
disease) Oral Capsule Exdanded Release 36.26-145
milligrams {mg), with instructions to adminlster 2
capsules by mouth, two times a day, at 8:30 AM and 4:30
PM for Parkingons disease.

- Rytary Oral Capsufe Extended Releasa 35.25-145 MG,
with instructions te administer 3 capsulas by mouth,
iwa timas a day, al 5:00 AM and 12:39 PM for Parkinsons

a)

b
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. 1 (3 =3
/

Fo658 Continued from page 1 F0658 /‘7; \ 6]20 Zf[ﬁ
§5=D gastostomy wbe (G-lube-a tube Insarled thmugh the

As a Plan of Correction (POC) for Tag F658:

Resident ID#208 has since been discharged
to Assisted Living (AL). Residents ID#2
and #17 are stable without any untoward
outcome as a result of the concerns noted by
the surveyor (s). Resident ID#2 is receiving
the proper amount of mls for the G-Tube

flush and the medication for Resident ID#17-

{Rytary) is being administered per MD order
at the proper time intervals.

We recognize that any resident may be at
potential risk of receiving medications
outside of the time parameters. We have
reviewed our MAR report fo ensure that the
medications with specified time intervals
ordered are being administered timely; we
are addressing any issues of concemn noted
during our audit. We have also reviewed
those residents with G-Tube/I-Tube flushes
to confirm the proper amount of water is
being administered/flushed; we did not
identify any further issues in this regard. The
other issue noted in this tag was related to
orders provided by the Third Eye (off hour
covering physician group) MD/NP; the
orders were not followed. We recognize that
any resident who we receive orders for from
Third Eye, are at potential risk of a similar
occurrence. We have completed a look back
review (from last day of this survey) to
confirm that orders provided by any Third
Eye Provider were carried out timely, We
did not identify any further issues of
concern.
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Review of the December 2025 Medication Administration
Record (MAR), under the section tilled, “Administration
Detalts” reveated the following:

~ 1229: 12:30 PM dose administered at 2:16 PM

- 12/29: 4:30 PM dose administered at 5:39 PM, which is
3 hours and 23 minutes affer the last dose was
administered, as epposed to 4 hours apart

-12/31; 5:00 AM dose adminisiered at 7:53 AM

- 12/31: 8:30 AM dose adminfstared at 8:52 AM, 1 hour
and 7 minutes after the last dose was administered, as
opposed io 3 hours and 30 minutes apart

Review of {he MAR Administration Detalls for Janusry
2026 reveniad the following;

- 1/4: B:30 AM dose administerad at 10:52 AM

~ 11! 12:30 PM dose administerad at 12:41 PM, 1 hour
and 49 minutes afler the last dose was administered, as
opposed fo 4 hours apart

- 1/1: 4:30 PM dose adminlstered et 7:18 PM, 2 hours
and 11 minuies after the scheduled tme

- 1/2; 5:00 AM dose adminlstered at 7:02 AM, 2 hours
iafe

- 1/2: 8:30 AM dose administered at 11:03 AM, 2 hours
and 33 minutes late

~1/2: 12:30 PM dose administered at 11:31 AM, 28
minutes after the last dose was administered, as
opposed o 4 hours apart

- 1/3; :00 AM dose administersd at 9:14 AM, 4 hours
and 14 minuies late

- 113: B:30 AM dose administered at 10:43 AM, 1 hour
and 25 minutes afler the last dose was adminisiered, as
opposed to 3 hours and 30 minutes apart

- 1/3: 12:30 PM dose administarad at 12:07 PM, 1 hour
and 24 minutes aflar fhe last dose was adminlstered, as
opposed to 4 hours apart

- 1/4; 8:30 AM dose administerad at 10:48 AJ;uE, 2 hours
and 18 mimues lsle

d

regarding the expectations associated with
following MD orders and medication
administration safety, related to the specific
time frames that medications are to be
administered and any G-Tube flushes that
must be given per the amount in the MD
order. We will observe the nurses/CMTs
during random medication passes to ensure

. they are administering medications per MD

order and the time interval indicated. We

will also review the MAR report specific to
designated time intervals ordered (i:e. every
4 hours, every 8 howrs...) to check times
administered and follow-up as necessary.
We are also re-educating the nurses
regarding follow through with orders given
by the Third Eye Provider group. We do
believe the issue noted with Resident
ID#208 was “an oversight” vs. a systems

" failure but we are also reminding the nurses

about the importance of documentation to
ensure the progress notes effectively
communicate action taken.

The DNS/designee is responsible for
ensuring this action plan is executed
effectively, We will conduct routine audits
of medication observations (med pass) and
MAR reports for those specific medications
as well as audits of orders given by Third
Eye Providers. These andit results will be
shared with the QAPI Committee monthly
for at least 3 months, after which time, the
Committee will re-evaluate the need to
formally monitor the issue based on our level
of compliance and improvement.
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FUS5B Continuad from page 2 Fosss ©) We have provided education to our nurses :7{1 \6‘ 9‘ (
88=D diseasa,
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and 8 minutes late

- 4/8; 12:30 PM dose admiréstered at 2:16 PM, 1 hour
and 46 minutes late

-1/7: 8:30 AM dose administered at 10:07 AM, 1 hour
and 37 minutes late

- 1/7: 12:30 PM dose administerad at 2,27 PM, 1 hour
and 53 minutes [ale

- {7+ 4:30 PM dose administered at 6:21 PM, 1 hour and
58 minutes lale

- 118 4:30 PM dose administerad al 8:04 PM, 3 hows
and 34 minutes tafe

- 110; 8:30 AM dose administerad al 10:06 AM, 1 hour
and 38 minufas lale

- 4110: 12:30 PM doss adminislered at £1:31 AN, 1 hour
and 25 minutes after the last dose was administered, as
opposed to 4 hours apart

- 140: 4:30 PM dose administered at 9:53 PM, 6 howrs
and 23 minutes late

- 1/11: B30 AM dose administered at 10:44 AM, 2 hours
and 14 minutes late

- 11113 12:30 PM dose administered at 11:43 AM, 58
minutes aRter ke last dose was administered, as
opposed to 4 hours apart

- 1/11: £:30 PM dose administered at 7:43 PM, 3 hours
and 13 minutes apart

During a surveyor Interview on 17152028 at 8:55 AM,

with tha DNS, she acknowledged Resident 1D #17's Rytary
was not edministered per the physiclar’s order and
inclicated that [ should have been.

3) Record review revealed Resident 1D #208 was admitied
fo the facliity in January of 2026 with a diagnosis
[ncluding, but pot imited to, altered mental stafus.

Review of a progress note dated 1/11/2026, authored by
ah on-cafl provider, revealed nursing called and

reported the rasident was experlencing increasad
agitation, a runny nose, and weakness. Furthsr review
states In part, “.. Nursing staff to discuss wilh
famiy/POA {Power of Aftorney} regarding whather or not
thiey would like the paien! taie tested for COWIB and

B X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOM(PLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
FO658 Continued from page 3 FOB58 ) %\%\ ZOL{(
55=D - 14 4:30 PM dose administared af 8:22 PM, 3 hours
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FO858 Conflhuad from page 4 F0858 %\ 5\2‘(’ W

88 =D FLY and wilt notify this [Nurse Practitioner] of thelr
decislon, if so, then the slaff may test for COVID and
FLU.."

Record review revealed a physician order, scanned Inlo
tha resident’s elactronls medical record (EMR), dated
11 1/2028, which siales In part, “Please discuss with
family/POA regarding whather or nof they would like the
patiant fo be testad for COVIED and FLU and nollfy
dinician of their decision, -If famiiy/POA want

patiant to be tested for COVID and FLU, then you may
test patlent for COVID and FLU and nolify a clinfclan

of the results...”

Record review falled to reveal evidence that Resldent
1D #208's family/POA was conlacted to discuss testing
tha resident for COVID or FLU,

During a surveyor interview on 1/14/2026 at 9:54 AM,
with LPN, Staff B, she revealad that she was tynaware If
the residenf's farmlly was contacled to discuss lesting
himfer for COVIDYFLY and ravealed that if the family
was contatted, it should be documented in a progress
note, Further, she was unabls to provide evidance that
Resident ID #208's family was contacted, per the
physiclan’s order.

Duting a surveyor Intarview on 1/14/2026 at 11:18 AM,
with Resident 10 #208's family member, sthe revealad
that the facility had not caliad himfher about testing

the residant for COIVD or the FLU and indicated that
had s/ha been cailed and the resident was symplomafic,
sfhe would have approved the testing.

Durring a surveyor interview on 1/14/2026 af 11:28 AM,
with the DNS, she ravealad that the on-cali providers
witte thelr physlcian's orders it a progress nole and
ina document thet Is scanned to the facility. She
revealed that it Is the nurse's responsibility to

ansure the physiclan's order is entered infa the
residents EMR. Further, she revealsd that sha would
hava expected staff to call the resident's famly 1o
discuss testing him/her and revealed that the
netification should be documentad in a pragress nota,

FosB4 Quality of Care FOBB4

S8=E
CFR(s). 483.26

§ 483,25 Quality of cara
Quality of care Is a fundamental principle that applies

{o aff treatment and care provided to fBclity
residents. Based on the comprehensive assessmant of 3

FORM CMS-2667 (02/89) Previous Verslons Obsolete Event D; TE09CT-H1 Facillty 1D: 415084 If confinuation sheel Page 5 of 12
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recalve freatment and care In accardance withs
professional standards of practice, the comprehensive
person-senterad care plan, end the residents' cholces.

This REQUIREMENT Is NOT MET as evidenced by:

Baesed on surveyor obeervation, clinical record review,
and staff inlerview the fadllity fallad to ensure that
resldents recelve treatmant and care In accordance with
professlonal standards of practice relalive to the care

of a central venous catheler (EVC, a long thin ube

that is inserted thraugh a velin and passed through to
the [arger veins info the heart), for 3 of 3 residents
reviawed with a CVC, Resident 1D #s 23, 161, and 285,
and for 1 of 1 residert reviewad for mouth care,
Resident 1D #2.

Findlngs are as follows:

According to Lippincott Nursing Proceduras, Ninth
Edition page 657, states in part, “...Performing a CVC
dressing change...Use a sterlle measwring lape orthe
Incremnental markings on the catheter to measure the
external fength of the catheter from hub to skin antry
fo make sure that the cathater hasn't migrated..”

Revlaw of & facllity policy titted, "Central Venous

Cathetar Care and Dressing Changes® dated October 2024
states In part, "...Measure the length of the external

central vascular access davice with sach dressing

changa or if catheter dislodgement Is suspecied,

Compare with tha length dacumented at insertion...Changse
tha dressing if it becomes damp, loosened or vislbly

sofled and at leasl svery 7 days...For PICCs {a PICC, a
long, fiexible catheler that is inserted info & veinin

the upper arm, Afier Insartion, the catheter is

threaded to a.central vein near the hearl. The PICC

lina can ba used fo deliver flulkls and madications],
measurs arm circumferenca and compare ta baseline when
clinlcally indicated o assess for edema and possible

deep- valn thrombosls {DVT- a blood clot (thrombus)

that forms In one or more of the deep veins In fhe

bodyl..”

1a. Record review revealed that Resldent ID #23 was
admitted to the fadlity on 1/2/2026 with a diagnosis
Including, but not imited fo, bacterial pneumanta.

Racord review of a hospltal document titfed "PICC
insertion Record” dated 12/31/2025, revealed the
resident had a PICG placed In hisfher lefl arm. The
baseline external langth of the calheter was 0
centimeaters {aw), and the baseline arm circumfarence

BUMMARY STATEMENT OF DEFICIENCIES D " PROVIDER'S PLAN GF CORRECTION sy
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE DATE
APPROPRIATE DEFICIENCY)
Fos84 Certinued from page § Fose4 }) |6} 202 (ﬁ
gg=f | resident, the faciity must ensure that resldents As a POC for Tag F684:

a) Residents ID#23, 161, and 206 have all been
successfully discharged. Resident ID#2 is
stable and receiving proper mouth care with
new orders for mouth/throat solution to be
administered twice per day by the nurse.

b} We recognize that all residents with central

venous access devices (i.e. PICCs) are at

potential risk of a similar occurrence and we

have since reviewed all residents with a

PICC/midlinc to ensure the orders for care of

these devices are being followed per policy

and standard of care. We are responding
accordingly to amy concerns we have
identified. We also recognize that residents
who are dependent on our staff for (mouth)

-care are at risk for the same outcome noted

by the surveyor (s) and we have made

observation of those residents to confirm
adequate mouth care is being provided.

¢) We have completed competency-based
training for our nurses regarding the policies,
practices, and standards of care related to
CAVs (PICCs/Midlines); this is being done
now ‘and will be repeated at cur annual
competency-based training and any time we
determine an opportunity for improvement
along the way. The Interdisciplinary Team
(IDT)} will monitor this and review residents
and  their medical records with
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Record review revealed a physiclan's arder
dated 1/3/2028 to change the PICC dressing on admission
and then every 7 days,

Further record review falled fo reveal evidence that
the PICC dressing was changed on admisslon per the
physicien's order and the facliity policy.

Record review revealed a physician's order dated
14120286 to document the baseline mid-uppsr arm
clrcumference, check arm olrcumierence {2 meastwement
used to moniter for a deep vein thrombosls (DVT, a

blood tlot) as needed ane time only on 1/4/2026.

Review of the Medication Administration Record (MAR}

for January 2026 reveatad the above order fo check the
arm clretimference was complated on 1/4/2026 with an arm
clrcumference of 41 em, indicating a 6 om increase from
the hospital’s measurement,

Record review revealed a physician’s order dated
1/3/2026 fo decument the basaline externai fength of
the-intravanous {IV) catheter, chack external fangih

with each dressing changs and as needed In the evening
every 7-day(s) end document the exfernal length.

Review of the MAR for January 2026 revealed that tha
above order to check the external fsngth was compleled
on 1/6/2026 with & documented external fangth of 7 om,
indicating a 7 em Increasa from the hospital's
measirement.

Record review failad to reveal svidence that the
provider was notilad that the arm circumference -
measurement was § cm greater than the baseline amm
circurnferenca and that tha PICC line was documenisd as
migrating 7 em on 1/6/2026 (displacement of the tlp of
the cathater from the intended posltion, Increasing the
risk for compiicationa such as clot develapment,
Infection and vessel perforation) from the nitiet
placement. Furthermore, the recard revealad that the
resident cortinued to receiva histher antiblatic 20
fimes withou! confirration that the PICC tip was in the
carrect location or that the resident did not have &
DVT ralative fo histher enlargad arm clrcumstance,

Dauring a surveyor inferview with tha Nurse
Praciitioner, Staif E, on 1/14/2026 at 11:40 AM, she
revealed that she would have expacted to have baan
nofifled of the changes o the axternal length of the
PICC line catheter 4s well as the changa in arm
droumference and acknowladged that she was not

PICCs/Midlines are the weekly Risk meeting
to confirm all elements of care required are
being completed timely. We are also
completed education for our direct care staff
{nurses and CNAs/CMTs) regarding mouth
care for those who are dependent on us for
mouth care (with a focus on those with G-
Tubes/I-Tubes) so that staff understand the
importance of routine monitoring of thes
residents’ oral care needs. :
dy The DNS/designee is responsible for
executing this action plan. Routine audits of
residents with PICCs/Midlines will be done
to ensure all orders related to the care of the
line, the site, and the dressing are being
completed properly and per MD order. We
will also conduct audits for mouth care, The
audit findings will be shared with the QAPI
Committee monthly. We will review our
progress with the QAPI Committee for no
less than 3 months; at which time, we will
determine the need/frequency of formal
audits based on our level of improvement.

(x4) D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION - (x5)
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BYFULL  |PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
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APPROPRIATE DEFICIENCY)
FOG84 | Continued from page 6 FO8B4 A ] %‘ o0
8S=f was 36 cm, -
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FOB84 | Continued from page 7 F0B84 2_’ 5\&0],
SS=E notified of elther change for Resident 1D #23. Sha

further revealed that if she was aware she would have
oidered a chest Xray to conflrm that the PICC was
comreclly placed.

1b. Ratord review revealed that Resident 1> #161 was
admitted {0 the faciily In Dacember of 2025, with a
tHagnosis including, but not limifed to, unnary tract
infection,

Record review revealed = physiclan order dated 1/7/2028
to document the baseline external length of the i
catheter, check external length with each dressing
change and as needed one ime a day every 7 days.

Record review of tha Jaruary 2028 MAR revealed a
physician's order dated 1/7/2028 te change the central
fine dressing every 7 days and to measure the length.
Further record review revealed that the orderwas
signed off as complated on 1/7/2026 with the lengih
documented as “NA"

Record review falled to reveal evidanca thal a beseline
external length was decumented on 1/7/20286.

Buring & surveyor infarview on 1/13/2026 at 1:42 PM
with Regislered Nurse, Staff D, she acknowledged that
the external catheter langth was not documeried in the
resident’s rocord. Bhe further revealad thal she
changed the resident’s dressing and will document the
external length that she cbserved,

Durlng a surveyor intarview with the Nurse
Practitioner, Staff E, on 1/14/2026 at 11:40 AM, she
revaaled that If the resident has an order Io measure
the extemnat length of & PICC ine cathsler, sha
expacts {hat fo be complstad.

During 2 survevor Interview with the Director of

Nursing Services {DNS) an 1/14/2026 at 12:10 PM, she
revealed that sha would axpect staff io measure and
document the external fangth as ordsred and was unable
to provide evidence that the extarnal length was
documented untif It was brought fo the facliity's

{ atiention by the surveyor.

1e. Record review rovesaled thaf the Resident 1D #2068
was readmitted to the facilty in January of 2026 with
diagnoses Inchuding, but net limlted to, end stage
ranal failure and profein salorde malnutrifion.

Record review of the hespital discharge summary fitted,
“Paflent ines/Drains/Alrway Status” revealed that the
resident had a CVC doublg lumer Intarnal jugular fine
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B

12/24/2025 with an Initial external catheter length of
flom,

Record review revealed a physiclan's order dated
1/7/2026 to change the central line dressing every 7
days and 1o measwe the length of the external
catheter.

Recard review of a nureing progress note dated 1/7/2026
revsaled that the dressing fo the left chest wall was
changed. Further revlew falfed to reveal evidanca that

a baseflne external fongth was dacumented on 1/7/2026,

Record raview of a nursing pragrass note dated
1/10/2026 marked as a "Late Envy™ for 1/8/2026 authorad
by the Chief Nursing Officer {CNO) stales In part,
*...chest confral Ine dresslng change by nurse 08 {On
Shift], observed by this writer. Changed due {o

dressing becoming jonse at the edges, Left chest CVC
site is clean and dry with no signs of infaction,

External catheter length is 2 em. Cathater I3 sutured

In place”

During a surveyor Inferview on 1/15/2026 at 9:34 AM
with the CNO, she revealed that she abserved the nurse
oh 1/8/2026 change the dressing and measure the
external catheter langth at 2 em. Additionaily, she
ravaaled that tha calheter was stitured and was not
aware that the hosplial dlscharge documents had a2
measurament of the langth at 8 cm. She further
acknowladged that a measuremant of the external
cathater fength is to be comploted with each drassing
change, decumenied [n the medical record, and a change
from Lhe hoapiial record should be reported fo the
physician, -

During surveyor interviews with the Physlcan on
11162026 at 8:08 AM and $:48 AM he revesied that the
external fength of the catheter should be comgpleted

with each dressing changa and would expact lo ke
nofifad if there is a change. Additionally, he

revaaled ha was not awara of the change In the cathefer
langth on 1/8/2026.

2. Review of a faclity policy fitled, “Mouth Care”™

last revised in February 2018 states in part, ‘The
purposes [skc] of this procedure are to keep the
rasident's dips and oral Ussues malst, fo cleanse and
freshan the resident's mouth, and fo prevent oral
infection. ..moisten the applicators with the mouathwash
solution... Thoroughly wipe the roof of the resident's
mouth, Insida the cheeks, the longue, and the teeth
with the applicater...”
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Sg=& {a CVC that Is placed In the Juguler vein) placed an
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Record review revealed Rasldent 1D #2 was adinitted to
tha facility in May of 2623 with diagnoses including,

but not timited to, cerebrovascular disease {a graup of
contiffons that affect biood fow 1o the brain) and

adutt failura fo theive.

Record review reveslad a physiclan's order dated
10102024 indicating sfha recelves nothing by moudh.
Additionally, stha recelves enteral nutrition (2 method

of detlvering liguid nutrition directly Into the

stomech) via a gastrostomy uba (G-tube-a tube Inserted
through the abdominal wall directly Into the stormach
used to provide rutrition, hydration and medications

for resldents that are unable to take food or flulds by
mouth).

Review of a care plan focus area dated 6/26/2025
ravealed s/he has self-care parformence deficits and is
dapandeni on staff for personal hygiene and requires
assistance with oral care.

Further review revealed the following physician's
arders pertaining {o oral hygiene:

-1110/2023: Mouth carg two fimes sach shift

-12{4/2023: Blofene artiflclal saliva apply 2 swabs
orally every 4 hours for mouth care

Ravlew of an annual oral sxam assessment dated
623/2026 revaaled the resident's longue appeared pink,
Additionally, it revealed the torigue was documented as
ol coated.

Surveyor observallons ravesled the resident's tongue
had a thick brown, fuzzy coating that appeared
hardened, blackish brown matter on histher upper and
fower feath, and malodorous breath on the foflowing
dates and times:

-1/12/2628 at 10:12 AM
~1M3/2026 at 12:20 PM, 2:29 PM, 3:13 PM, and 3:48 M

During a surveyor intarview Immediately fallowing tha
vhservation on 1/13/2028 at 3:48 PM with Licensad
Practicat Nurse, Siaff F, she acknowledged tha thick
brown coating on the resident's tongue and the bulidup
of blackish brown matter on the resident's upper and
lower taelh. She revealed that she has boen working at
the facility since July of 2025 and indicated the
resident's tangue and oral cavity has always appearsd
that way. She further revealed thal she fesls mouth
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8S =B care shouid be completed mere than what is ordared,
however has not informed {he provider, She revealed
that she already cotnpleted mouth care for the resident
earfier In the day at approximately 8:45 AM and 11:45
AM. When the surveyor nquired how sha conducls mouth
care, she revealad she only uiilizes the Blolens
solution and a mouth swab, Staff F falled to indicate
that she utliizes mouthwash {o ¢lean the resident's
oral cavity, Further, Staff £ acknowladged the
resident's maludercus breath that was noticasbls to the
aurveyor desplie wearlng a surglcat mask.
During survayer Interviews on 1/14/2026 at
approximately 11:10 AM and 12:60 PM with the Nurse
Practitioner, Slaff E, she revealed that she would
expoct staff o be providing mouth care according o
the factlily policy to cleanse the resldents mauth In
addition to the applylng the Blotens solution.
During a surveyor Interview on 1/14/2026 at
approximately 3:00 PM with the DNS, she revealad that
sha expects proper mouth ¢are fo be complated as
ordered.
Duting & surveyor observallon on 1715/2026 at
approximately 8:30 AM, tha resident's teeth and oral
cavlty appeared clean, hisfher tongue pink and without
a coating, and hisfer breath without & noticaable fout
odor affer the concarn was brought Lo the facillty's o
attention by the surveyor,
FO759 Fras of Madicatlon Erar Rig 5 Prent or More FO759
88=D .
CFR(s): 483.45(0(1) Asa POC for"l‘ag F759: o
a) The Lactaid oral tablet is being administered
§483.45(1) Medication Errors. before meals for Resident ID#56. Resident
ID#161 has since been discharged
facili ust & that |1 . . )
The facility must ensute that lts- b) We recognize that any resident may be at
- potential risk of receiving medications
§483.45(7){1) Medication error rates are not § percent outside of the time parameters. We have
or grealer; reviewed our MAR report to ensure that the
Tols REQUIREMENT Is NOT MET as evidenced by: medications with specified time intervals
ordered (i.e. before meals) are being
Based on surveyar abservalion, clinlcal recard revisw, administered in accordance with the order
and staff intarview, the facility fafied to ensure that and instructions: we are addressing any
each resldent's medication ragimen Is fres frota a issues of conce ’ ted duri di
medication error rate of 5% or greater. Based on 27 ) rn_no €4 during our 'au 1L,
epportunifies for errors observed during the madication wﬂ hdve also reviewed all other residents
adralnistration task, there were 2 errars resulting in with orders for IV medications to ensure
an arvor rate of 7.41%, involving Resident ID #s 56 and these medications are not expired and to
161, confirm the flow rate is correct; there were
no other issues of concem during our audit,
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Review of a faclilty policy Utisd, “Administering
Medicaliuns” (ast revised In April 2018 states in part,
“Medications are adminigtered in a safe and timely
manner, and as prescribed?

1.Record review for Resident ID #1614 revealed a
physiclan’s order for erfapenem sodium (an antiblotlc)
and lo Infuse 500 mifligrams evary 24 hours
intravenously ai a rate of 105 mifititers per hour
{mithr) for a urinary iract infection.

During a survayor obssrvation of the medication
adminisiration task on 1/43/2026 at approximately 1:10
PM with Registerad Nurse, Staff D, she began Infusing
the resident’s antiblotic but was asked by the surveyor
fo pause the Infusion. An additianal obssrvation
revealed the medication hud expired on 1/10/2026 and
the flow rate was incorreatly set to 100 mlhr instead

of the prescribed flow rale of 105 mifhr.

Buring & surveyor Inferview immediately following the
above observation with Staff D, she acknowledged the
medication was expired and the flow rate was niot set aa
prescribed,

2.Record review for Resident ID #56 revealed g
physlclan's order for Lactald oral lablet and to
administer one tablsl before meals for lactose
Infolerance.

During a surveyor observation of the madication
administration fask on 1/14/2026 at approximately 8:55
AM with Ceriified Medication Techniclan, Staff @, she
administered the Lactald tablet o the resfdent.

Daring a follow up surveyor interview on 1/14/20286 at
appraximately 1:50 PM, sha acknowledged administering
the Laclald tablet to the resident afler sthe kad

already eaten hisiher breakfast,

Duying & surveyor Infarview on 1/14/2026 at
approximately 3.08 PM with the Direclor of Nurslng
Services, she revealed that medications are fo ba
administered as prescribed, She was unable to provide
evidenca that the faciilty ensured each resident's
medication regimen I3 Fee from a medicatlon error rate
of 6% or greater,

.

d) The DNS/designee
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FO759 Continued from page 14 FO758 | ¢) We have provided education to our murses 235\ Z'C C’C"
58=D Findings ere as follows:

regarding the expectations associated with
following MD orders and medication
administrations safety, related to the time
frames that IV medications are to be
administered, confirming no expiration, and
the proper rate of administration. We will
observe the nurses/CMTs during rendom
medication passes to ensure they are
administering medications per MD order
and the time interval (and rate of IV)
indicated. We will also review the MAR

report to check ,times administered and .

follow-up as necessary.

is responsible for
ensuring this action plan is executed
effectively. We will conduct routine andits
of medication observations (med pass) and
MAR reports related to specific time
intervals to confirm medications are
administered at the right times, IV
medications are administered at the proper
rate, and that no IV  medications
administered are expired. These -audit
results will be shared with the QAPI
Committee monthly for at least 3 months,
after which time, the Committee will re-
evaluate the need to formally monitor the
issue based on our level of compliance and
improvement.
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