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Statement of Licensure Violations 1 of 6:
300.1060f)
300.1060g9)

Section 300.1060 Vaccinations

f) A facility shall document in the resident's
medical record that he or she was verbally
screened for risk factors associated with hepatitis
B, hepatitis C, and HIV, and whether or not the
resident was immunized against hepatitis B.
(Section 2-213(c) of the Act)

g) All persons determined to be susceptible
to the hepatitis B virus shall be offered
immunization within 10 days after admission to
any nursing facility. (Section 2-213(c) of the Act).

These Requirements were not met as evidenced
by:

Based on interview and record review, the facility
failed to document resident screenings for risk
factors associated with Hepatitis B and offer the
immunization within 10 days after admission for
5 of 5 residents (R2, R6, R14, R23 & R33)
reviewed for immunizations in a sample of 27.

Findings Include:

1. R2's Admission Record from the Electronic
Health Record (EHR) documented an admission
date of 5/28/2021 with diagnoses including
unspecified atrial fibrillation, cognitive
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communication deficit, unspecified dementia, and
diabetes mellitus due to underlying condition with
diabetic neuropathy, unspecified.

R2's Immunization Report from the EHR had no
documentation for Hepatitis B screening or
immunization offered.

2. R6's Admission Record from the EHR
documented an admission date of 4/28/2023 with
diagnoses including cognitive communication
deficit, hyperlipidemia, anxiety disorder and
depression.

R6's Immunization Report from the EHR dated
9/1/2023 had no documentation for Hepatitis B
screening or immunization offered.

3. R14's Admission Record from the EHR
documented an admission date of 2/13/2025 with
diagnoses including hyperlipidemia, unspecified
kidney failure, and type 2 diabetes mellitus.

R14's Immunization Report from the EHR dated
2/1/2025 had no documentation for Hepatitis B
screening or immunization offered.

4. R23's Admission Record from the EHR
documented an admission date of 12/07/2022
with diagnoses including mixed hyperlipidemia,
major depressive disorder, and cognitive
communication deficit.

R23's Immunization Report from the EHR dated
1/1/2023 had no documentation for Hepatitis B
screening or immunization offered.

5. R33's Admission Record from the EHR
documented an admission date of 4/11/2024 with
diagnoses including prediabetes, anxiety
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disorder, schizophrenia, and nicotine dependent.

R33's Immunization Record from the EHR dated
3/1/2024 had no documentation for Hepatitis B
screening or immunization offered.

On 3/11/2025 at 10:50 AM, V1 (Regional
Operations Director) stated Hepatitis B screening
is part of the nursing admission packet. V1
stated, V2 (DON) should be able to verify
information.

On 3/13/25 at 9:00 AM, V2 was not able to find
the information. V2 said that she transferred to
this location from another facility less than 2
weeks ago.

On 3/13/2025 at 9:40 AM, V1 (Regional
Operations Director) stated the facility is unable
to produce documentation of resident screenings
for risk factors for hepatitis B, hepatitis C, and
HIV (Human Immunodefficiency Virus) or
offering/administrating the Hepatitis B vaccine.

The "Facility Immunization of Residents" policy
(revised 09/17) documented under Procedure: "7.
Review the resident's Immunization Record,
Physician Order Sheet, and Consent form to
verify timing of previous vaccinations, allergies
and contraindications."

(C)

Statement of Licensure Violations 2 of 6:
300.610a)

300.690c)

300.3240q9)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
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be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.690 Incidents and Accidents

c) The facility shall, by fax or phone, notify
the Regional Office within 24 hours after each
reportable incident or accident. If a reportable
incident or accident results in the death of a
resident, the facility shall, after contacting local
law enforcement pursuant to Section 300.695,
notify the Regional Office by phone only. For the
purposes of this Section, "notify the Regional
Office by phone only" means talk with a
Department representative who confirms over the
phone that the requirement to notify the Regional
Office by phone has been met. If the facility is
unable to contact the Regional Office, it shall
notify the Department's toll-free complaint registry
hotline. The facility shall send a narrative
summary of each reportable accident or incident
to the Department within seven days after the
occurrence.

Section 300.3240 Abuse and Neglect

9) A facility shall comply with all
requirements for reporting abuse and neglect
pursuant to the Abused and Neglected Long Term
Care Facility Residents Reporting Act.

These Requirements were not met as evidenced
by:
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Based on observation and record review, the
facility failed to notify the proper authorities in an
abuse investigation in 1 (R14) of 1 resident
reviewed for abuse.

The findings include:

R14's Admission Record documented admission
to the facility on 2/13/25 and included diagnoses
of peripheral vascular disease, heart failure, Type
2 Diabetes Mellitus, chronic pressure ulcers on
right buttock, stage 3, non-pressure related
chronic ulcers of left heel and mid foot and left
lower leg.

R14's Minimum Data Set (MDS) dated 2/20/25
documented a Brief Interview for Mental Status
(BIMS) score of 15, indicating R14 is cognitively
intact.

The facility's "Report to IDPH Regional Office"
documented an initial report dated 3/10/25, noting
there was an allegation of staff to resident abuse
(verbal). Actions taken included the CNA's
(Certified Nurse Assistant's) in question were
suspended, the physician and Power of Attorney
(POA) were notified on 3/10/25. The document
also notes an investigation was initiated. There
was no documentation on the Initial Report to
show that the Local Police were notified. The
facility's "Report to IDPH Regional Office"
doucmented a Final Report was submitted on
3/13/25 and noted R14 reported to dayshift CNA
that the night shift CNA's were rude to him and
that they took his laptop away from him. This
report has sections to note if Resident
Representative/Family and Physician are notified
and those sections are marked "Yes." The
document does not include a section to note
whether law enforcement is notified and the
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report does not include this information.

On 3/13/25 at 2:30PM, after being asked if the
facility notified law enforcement, V1 (Regional
Director of Operations) stated she did not notify
the police.

The facility document titled "Abuse Prevention
and Reporting-lllinois" Effective date 11-28-16,
revised 10/24/22 documented the purpose of this
policy is to assure that the facility is doing all that
is within its control to prevent occurrences of
abuse, neglect, exploitation, misappropriation of
property, deprivation of goods and services by
staff and mistreatment of residents. This will be
done by .....Filing accurate and timely
investigative reports....... Informing Local Law
Enforcement. The facility shall also contact local
law enforcement authorities (i.e., telephoning 911
where available) in the following situations:

Physical abuse involving physical injury
inflicted on a resident by a staff member or a
visitor.

Physical abuse involving physical injury
inflicted on a resident by another resident except
in situations where the behavior is associated
with dementia or developmental disability.

Sexual abuse of a resident by a staff
member, another resident, or visitor.

When there is a reasonable suspicion that a
crime has been committed in the facility by a
person other than a resident.

When a resident death has occurred other
than by disease processes.

(C)
Statement of Licensure Violations 3 of 6:
300.3220f)

Section 300.3220 Medical Care
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f) All medical treatment and procedures shall
be administered as ordered by a physician. All
new physician orders shall be reviewed by the
facility's director of nursing or charge nurse
designee within 24 hours after such orders have
been issued to assure facility compliance with
such orders. (Section 2-104(b) of the Act)
Section 300.3220 Medical Care

These Requirements were not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to ensure that dietary
supplements were provided to residents as
ordered for 4 (R4, R13, R19, and R20) of 4
residents reviewed for nutrition status in the
sample of 27.

The Findings Include:

1. R4's Admission Record documents an
admission to the facility on 1/13/2025 and
included the following diagnoses: dementia,
Vitamin D deficiency and Vitamin B12 deficiency.

R4's current Physician Orders for diet are as
follows: regular diet and mighty shakes twice a
day for low Body Mass Index (BMI).

R4's Care Plan has a focus area of: | have a
potential nutritional problem. A goal for this focus
area included: | will maintain adequate nutritional
status daily through the review date. The
interventions include: provide diet as ordered.

2. R13's Admission Record documents an

admission date of 8/25/2020 and included the
following diagnoses: bipolar disease, anxiety,
depression, and muscle wasting and atrophy.
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R13's current Physician Orders have a diet order
of mighty shakes with meals for significant weight
loss for 6 months, No added salt diet.

R13's Care Plan includes a focus area of: risk for
malnutrition. The goal for this focus area is:
resident intake of nutrients will meet metabolic
needs. Interventions include to provide diet as
ordered and a mighty shake at breakfast and
supper.

3. R19's Admission Record documents an
admission to the facility on 1/17/2023 and
included the following diagnoses: unspecified
dementia, Alzheimer's disease, and cognitive
communication deficit.

R19's current Physician Orders include a regular
diet and mighty shakes with three meals.

R19's Care Plan includes a focus area of: the
resident has a potential nutritional problem. The
goal listed for this focus area is: The resident will
maintain adequate nutritional status as evidenced
by maintaining weight, no signs or symptoms of
malnutrition, and no indication of issue with diet
consistency through the next review. The
interventions include the following: mighty shakes
three times a day related to weight loss.

4. R20's Admission Record documented an
admission date of 9/29/2024 and included the
following diagnoses: Alzheimer's, anxiety, major
depressive disorder, and muscle wasting and
atrophy.

R20's current Physician Orders include a diet
order of regular diet with mighty shakes at meals
for encouraging increase in intake with weight
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loss.

R20's Care Plan includes a focus area of: the
resident has a potential nutritional problem. The
goal for this focus area is: The resident will
consume diet in amount adequate to meet
nutritional needs as evidenced by maintaining
weight with no excessive loss. The interventions
include: provide and serve diet as ordered.

On 3/11/2025 during the lunch meal observation
at 12:00 PM, V5 (Dietary Manager) stated that the
truck did not come in until lunch meal service
started and the mighty shakes were frozen when
delivered. V5 stated that the residents that are
ordered mighty shakes did not get them for
breakfast or lunch today. At this time, V5 stated
that residents who are ordered supplements twice
a day get them at breakfast and lunch, residents
who have them ordered once a day get them at
lunch, and residents who are ordered
supplements three times a day get them with
each meal.

On 3/11/2025 at 2:00 PM, V5 provided a list of
residents that are to receive supplements and it
listed R4 to receive mighty shakes twice a day,
R13 to receive mighty shakes three times a day,
R19 to receive mighty shakes three times a day,
and R28 to receive mighty shakes once a day.
(B)

Statement of Licensure Violations 4 of 6:
300.610a)
300.1010h
300.1210b
300.1210c
300.1210d

~— — — —

3)

Section 300.610 Resident Care Policies
a) The facility shall have written policies and
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procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1010 Medical Care Policies

h) The facility shall notify the resident's
physician of any accident, injury, or significant
change in a resident's condition that threatens the
health, safety or welfare of a resident, including,
but not limited to, the presence of incipient or
manifest decubitus ulcers or a weight loss or gain
of five percent or more within a period of 30 days.
The facility shall obtain and record the physician's
plan of care for the care or treatment of such
accident, injury or change in condition at the time
of notification.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents’
respective resident care plan.

d) Pursuant to subsection (a), general

lllinois Department of Public Health
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nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

3) Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

These Requirements were not met as evidenced
by:

Based on interview and record review, the facility
failed to ensure behavioral interventions and
procedures for suicide observation and
prevention were provided to a resident with
suicidal ideations for 1 (R23) of 1 resident
reviewed for behavioral health services in the
sample of 27.

The findings include:

R23's Admission Record documents that she was
admitted to the facility on 12/7/22 and included
diagnoses of major depressive disorder,
schizophrenia, borderline personality disorder,
anxiety disorder, panic disorder, cognitive
communication deficit, vascular dementia,
moderate with psychotic disturbance, unspecified
sequelae of cerebral infarction and epilepsy.

R23's Minimum Data Set (MDS) dated 12/17/24
documented a Brief Interview for Mental Status
(BIMS) score of 11, indicating R23 has moderate
cognitive impairment. Under the section for
"Mood", R23 is documented as having the
following symptoms: Little interest or pleasure in
doing things, feeling down, depressed, or
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hopeless, Trouble falling or staying asleep, or
sleeping too much, feeling tired or having little
energy, poor appetite or overeating, and feeling
bad about self - or that you are a failure or have
let self or family down. At the time of this
assessment, R23 was not documented as having
thoughts that she would be better off dead, or of
hurting self in some way. Under the section for
Behavior, delusions was documented as a
potential indicator of psychosis, and the following
behavioral symptoms were checked: physical
behavioral symptoms directed towards others,
verbal behavioral symptoms directed toward
others, and other behavioral symptoms not
directed toward others which were noted to
significantly interfere with the resident's care and
the resident's participation in activities or social
interactions.

R23's Care Plan documents Focus Areas of Risk
for Depression, Behavior Management, R23 uses
antidepressant medication, R23 uses
antipsychotic medications r/t (related to)
Schizophrenia, and R23 may display s/s
(signs/symptoms) of depression. Interventions
listed for Risk for Depression include to notify
provider any risk for harm to self and/or others
(initiated 5/9/24) and observe resident for any
signs/symptoms of depression, including:
hopelessness, anxiety, sadness ...verbalizing
negative statements, repetitive anxious or
health-related complaints and tearfulness
(initiated 5/9/24). Interventions listed for Behavior
Management include monitor for cognitive factors
that may contribute to new behavior(s) and
provide emotional support regarding new onset
disruptive behavior, refer to SSD (Social Services
Director) PRN (as needed (initiated 3/7/25), and
utilize diversion techniques as needed (initiated
3/6/25). Interventions listed for R23's use of
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antidepressant medication include to
monitor/document/report PRN adverse reactions
to antidepressant therapy: change in
behavior/mood/cognition;
hallucinations/delusions, social isolation, suicidal
thoughts, withdrawal, etc. (initiated 4/4/24).
Interventions listed for R23's use of antipsychotic
medications r/t diagnosis of schizophrenia include
to monitor/document/report PRN any adverse
reactions of psychotropic medications: including
suicidal ideations, social isolation and behavior
symptoms not usual to the person (initiated
4/4/24). Interventions for R23's potential to
display s/s of depression include:
monitor/document/report PRN any risk for harm
to self; suicidal plan, past attempt at suicide, risky
actions, intentionally harming or trying to harm
self ...sense of hopelessness or helplessness,
impaired judgement or safety awareness (initiated
4/4/24), monitor/document/report PRN any s/s of
depression including hopelessness, anxiety,
sadness ...verbalizing negative statements,
repetitive anxious or health related complaints,
tearfulness (initiated 4/4/24), and the resident
needs time to talk. Encourage the resident to
express feelings (initiated 4/4/24).

A Progress Note dated Sunday 3/9/25 at 9:03
PM, documented a behavioral note written by V14
(Agency Licensed Practical Nurse/LPN) noting
"Resident stated several times per this shift that
she wants to kill herself. Writer spoke with
resident she had no plan on how she was going
to kill herself she just wants to die. Staff
monitored resident closely per this shift." There
were no other progress notes in the medical
record on this date or through the night shift
hours documenting whether R23's mood or
behavior improved or worsened, no
documentation to show a suicide checklist or
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assessment was completed, no documentation
noting the physician had been notified, nor any
documentation to show evidence that any
follow-up monitoring had been implemented.

The next behavioral Progress Note regarding
R23's suicidal ideation behavior was dated
Monday 3/10/25 at 9:41 AM by V15 (Social
Service Assistant/SSA) and documented "Was
reported per DON (Director of Nursing) that R23
wasn't feeling well this weekend and had made
several threats that she wanted to die without a
plan. | checked on (R23) twice this morning and
she appears to be sleeping | will ¢/t to monitor
(R23) closely and provide 1:1's as needed for
safety and comfort." This note also does not
document the physician was notified of R23's
suicidal ideation behaviors.

A Progress Note dated 3/10/25 at 2:53 PM
documented a behavior note written by V15 that
stated "l spoke with (R23); she was calling out. |
asked what she was up to. She said she had to
pee. | assured her that some (sic) had just helped
her and left her room. | assured her | would get
someone to help. | asked (R23) what was going
on this weekend about her comment about not
wanting to live anymore. She shook her head and
said, 'l just want someone to take me to poop.' |
will ¢/t monitor Renee's cognitive change."

A "Suicidal Threat Checklist (No Attempt Has
Been Made)" was completed by V15 dated
3/10/25, a day after R23 verbalized suicidal
threats. This checklist includes 5 tasks/questions,
with number 1 stating to check resident's Suicide
Potential Assessment (located in Chart). Question
#2 - Ask the Resident why they made the threat is
answered "l don't know | just want someone to
take me to poop." #3 - Ask the resident if there is
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a staff member who can solve the problem and
how is answered "l want out of this stupid chair."
#4 - If staff and resident can't solve the problem
does the resident still want to harm himself is
answered "No, | want someone to take me pee."
#5 - Ask the resident if there is a plan to harm
himself and what the plan is, is answered "l aint
got no plan, look at me." The Options document
send to hospital, place on 1:1, place on 15 min
check, counseling and the items written in are 1:1
Counseling with cognitive behavioral skills
building training. Under Risk Level is documented
"R23 is at low risk due to cognitive and memory
impairment. R23 is bed ridden at this time."

On Tuesday 3/11/25 at 2:36 PM, V14
documented "Writer telephoned NP (Nurse
Practitioner) to inform of resident's suicidal
threats left message to telephone facility."

On 3/13/25 at 3:10PM, V14 (Agency LPN) stated
she assessed R23 and did not think she was
serious, so she did not notify the Physician. V14
said she did not think to notify the physician (at
that time) but did notify them on 3/11/5 at 2:36
PM. V14 said she just "kept an eye" on R23 that
night and did not document any checks.

On 3/14/25 at 10:00AM, V2 (Director of
Nursing/DON) stated she did not know about R23
having suicidal ideations until she read the note.
V2 said that she went to morning meeting
(3/10/25) where they discussed it and she asked
V15 (SSA) to go talk to R23 and see how she
was doing. V2 said the Physician had not been
notified. V2 said if she would have known about it
at the time it occurred, she would have notified
the Physician, implemented every 15-minute
checks and ensured Social Service completed a
suicide assessment.
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On 3/14/25 at 11:00AM, V15 (Social Services
Assistant) said she was told about R23's suicidal
ideations during morning meeting on 3/10/25.
V15 said she talked with R23 and also did a
suicide assessment in which she determined R23
was not at risk of suicide. V15 said that R23 had
forgotten all about it and was hyper focused on
toileting and had just went to the bathroom.

On 3/14/25 at 11:15AM, V2 (DON) said she did
notify the Physician on 3/11/25 and he called
back and said to have her seen by Psych. V2 said
that R23 was going to be seen anyway on
3/12/25.

The facility's undated "Suicide Observation and
Prevention" policy documents the purpose is to
protect resident from self-injury or death, to
increase resident's control of self-destructive
impulse and to provide opportunity to talk about
problems. The policy documents the
responsibility as nursing personnel and
interdisciplinary team members and states "It is
the policy of the Nursing Department to
implement nursing interventions for residents who
exhibit suicidal tendencies." Under Procedure, #2
documents "Continuous monitoring includes
mental and psychosocial status as well as
physical" and under Rationale/Amplification
documents "All changes in condition require
prompt notification of physician and
sponsor/family member." The same document
notes...Initiate a monitoring form or document
checks every 15 minutes and stay within visual
and close access of the resident at all times as
determined necessary by Charge Nurse and M.D.
(Medical Doctor) until medical psychiatric
evaluation indicates it is no longer necessary.

(B)
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300.610a)
300.2030

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.2030 Hygiene of Dietary Staff

Food service personnel shall be in good health,
shall practice hygienic food handling techniques,
and good personal grooming.

These Requirements were not met as evidenced
by:

Based on observation, interview and record
review the facility failed to properly maintain the
hot water source to reach minimum washing
temperatures in the dish machine and handle
food properly to prevent cross contamination.
These failures have the potential to affect all 40
residents residing in the facility.

The Findings Include:
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1. On 3/11/25 at 1:00 PM, the kitchen staff were
in the process of washing the lunch dishes after
the meal was served in the dish machine. When
the temperature in the dish machine was checked
with a kitchen provided calibrated thermometer,
the water temperature was 80 degrees. At this
time V5 (Dietary Manager) verified their dish
machine was a low temperature dishwasher that
uses chemical sanitization. V5 stated that they
have trouble sometimes with the water
temperatures because of the way the system
works. V5 stated that they have two 40 gallon
water heaters, but one of them feeds both the
three compartment sink and the dish machine. V5
stated that she typically would like the water
temperature above 110 degrees Fahrenheit.

On 3/11/25 at 2:00 PM, V4 (Maintenance) stated
that he thinks that they need to make sure that
they don't fill the 3 compartment sink and run the
dishwasher at the same time, that is why they are
running out of hot water. V4 further stated that he
checked it "now," and the water was up to 100
degrees Fahrenheit. V4 stated that he will tell the
kitchen staff this is new procedure until they have
a long term fix. At this time they are hand
washing the dishes in the sink with the
appropriate water temperature.

On 3/12/2024 at 2:00 PM, V5 checked the
temperature of the water in the dish machine
without the 3 compartment sink filled, and it was
at 100 degrees Fahrenheit. V5 stated that they
have not been using it this afternoon recently, but
they would be sure to take the temperature
before they wash anything to make sure it is hot
enough.

A policy titled Dietary Policies and Procedures
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Mechanical Ware Washing documents the dish
machine should be used in accordance with the
manufacturer's specifications....2. Record the
parts per million (PPM), wash and rinse
temperatures for the low temperature dish
machine. 6. The logs should be completed before
beginning to wash the breakfast, lunch and dinner
dishes. The requirements for the machine must
be met before washing/sanitizing the dishes.
Follow the manufacturer's directions for checking
temperature and sanitizer. Contact the
chemical/machine company for any concerns.

According to www.americandish.com, the
manufacturer's guidelines for the American Dish
Service dish machine used at the facility
recommends a minimum of 120 degrees
Fahrenheit for proper dish cleansing and
sanitization.

2. 0n 3/11/25 at 11:40 AM, V6 (Cook) was taking
temperatures of foods in steam table to be served
for lunch. V6 washed his hands, placed gloves
on, opened a cabinet drawer to get a
thermometer out, opened a drawer to get the
serving utensils out, took off the covers to the
food items on the steam table and with those
same gloved hands while checking the
temperature of the turkey, V6 picked up 3 slices
of turkey and stated "it sure feels hot." As the
lunch service continued on, V6 used his same
gloved hands to push foods off the serving spoon,
and/or move the food around on the plate. V5
(Dietary Manager) stated at this time she would
have a talk with V6 about not touching the food
with his hands whether gloved or not.

The facility's Proper Hand Washing and Glove
Use policy documents: All employees will use
proper hand washing procedures and glove
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usage in accordance with state and federal
sanitation guidelines....... 7.Gloves are changed
any time hand washing would be required. This
includes when leaving the kitchen for a break, or
to go to another location in the building; after
handling potentially hazardous raw food; or if the
gloves become contaminated by touching the
face, hair, uniform, or other non-food contact
surface, such as door handles and equipment. 8.
Staff should be reminded that gloves become
contaminated just as hands do, and should by
changed often. When in doubt, remove gloves
and wash hands again.

The Long Term Care Facility Application for
Medicare and Medicaid signed and dated 3/11/25,
documents 40 residents residing in the facility.
(C)

Statement of Licensure Violations 6 of 6 :
300.1810e)

300.1860a)2)

Section 300.1810 Resident Record
Requirements

e) The record shall include medically defined
conditions and prior medical history, medical
status, physical and mental functional status,
sensory and physical impairments, nutritional
status and requirements, special treatments and
procedures, mental and psychosocial status,
discharge potential, rehabilitation potential,
cognitive status and drug therapy.

Section 300.1860 Staff Responsibility for Medical
Records

a) Each skilled nursing facility shall have a
health information management consultant.
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2) Each skilled nursing facility that does not
have a full-time or part-time health information
management consultant shall designate an
employee to be responsible for completing,
maintaining and preserving the facility's medical
records. This individual shall be trained by, and
receive regular consultation from, a health
information management consultant in order to
meet the requirements of this Subpart.

These Requirements were not met as evidenced
by:

Based on observation and interview, the facility
failed to safeguard medical record information
against loss/destruction and ensure records were
readily accessible for 3 (R2, R33, R38) of 3
residents reviewed in the sample of 27.

The Findings Include:

1. R33's Electronic Health Record (EHR)
included an "Admission Record" documenting
R33 admitted to the facility on 4/11/24. R33's
EHR was missing records dated prior to 1/29/25
(such as progress notes, behavior tracking,
physician orders, etc.).

2. R38's EHR included an "Admission Record"
documenting R38 admitted to the facility on
11/26/24. R38's EHR included an Minimum Data
Set (MDS) assessment dated 12/11/24
documenting a discharge with return not
anticipated assessment an listed a discharge
status of Nursing Home (long-term care facility).
R38's EHR was missing records dated prior to
1/29/25 (such as progress notes, physician
orders, and a discharge summary, etc.).
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3. R2's EHR included an "Admission Record"
documenting R2 admitted to the facility on
5/28/21. R2's EHR included an MDS assessment
dated 4/29/24 documenting a discharge with
return anticipated and listed a discharge status of
"Short-Term General Hospital." R2 had an MDS
entry completed on 5/2/2024 to show R2 returned
to the facility on this date. R2 had another MDS
completed on 9/28/24 documenting a discharge
with return anticipated assessment that listed a
discharge status of "Short-Term General
Hospital" with a subsequent entry completed on
10/3/2024 to show R2 returned to the facility on
this date. R2's EHR was missing several records
dated prior to 1/29/25 (such as progress notes,
physician orders, and any records related to
hospitalizations, etc.).

On 3/13/2025 at 8:30 AM, in response to being
asked to provide previous medical records for R2,
R33 and R38, V13 (Medical Records) stated the
medical records room had water damage related
to a water pipe busting in the facility's sprinkler
system. V13 stated half of the room holding
residents' paper medical records dating prior to
the facility's electronic health records going live
on 1/29/25 are damaged and unreadable.

On 3/13/2025 at 10:00 AM, V1 (Regional Director
of Operations) stated the facility's electronic
medical records went live on 1/29/25 but the
facility did not have any way to obtain R2, R33
and R38's medical records dated prior to that
date because of the medical records room
flooding during a "cold snap," leaving the paper
documents illegible.

On 3/13/2025 at 11:00 AM, surveyor requested
documentation regarding R2's hospitalizations
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and V7 (Financial Coordinator) stated that she did
not have any way to obtain R2's medical records
for these dates due to the room where the
medical records were kept flooded and all of the
paper records are illegible. V7 clarified that the
facility's electronic medical records went live on
1/29/25, so many of the paper records prior to
that date were not available due to being
destroyed.
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