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The following deficiencies resulted from the facility's
annual recertification survey and investigation of
complaint #2701443-C conducted January 11, 2026 to
January 14, 2026.

Complaint # 2701443-C did not result in a cited
daficiency.

See Code of Federal Regulations {42CFR) Part 483,
Subpart B-C.

F0689 Free of Accident Hazards/Supervision/Devices Fo689

8S=D
CFR(s): 483.25(d){1)}2)

§483.25(d) Accidents.
The facility must ensure that -

§483.25{dX1) The resident environment remains as free
of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents,

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, clinical record review, staff
interview, and policy review, the facility failed to
correctly use a mechanical lift during a transfer for 1

of 5 residents (#13} by keeping the mechanical lift’s
legs closed while moving the resident from his bed to a
wheelchair. The facility reported a census of 32
residents.

Findings include:

On 1/11/26 at 4:01 PM, Staff D, Certified Nurse Aide
(CNA) and Staff E, CNA entered Resident #13's room to
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85=D transfer him from his bed to a wheelchair. Staff D
positioned the resident's wheelchair at an angle at the
foot of the resident’s bed. After Staff D and E
positioned the mechanical lift sling under the

resident, Staff E positioned the mechanical lift over
the resident’s bed and connected the sling to the
mechanical lift. Staff E raised the resident off the

bed, backed the mechanical lift and resident away from
the resident's bed, turned the mechanical lift toward
the wheelchair, and pushed it to the front of the
wheelchair. Once the mechanical lift was at the front
of the wheelchair, Staff E opened the mechanical lifts
teg fo fit around the wheelchair, positioned the
resident over the wheelchair, and lowered him onto the
seal

The Minimum Data Set {(MDS) assessment for Resident #13
dated 1/07/26 revealed a Brief Interview for Mental

Status (BIMS} score of 05 cut of 15 which indicated
severely impaired cognition. It included diagnoses of

left lower leg bone fracture, a stroke, and

constipation. It indicated he required setup assistance

with oral hygiene, supervision with eating, maximal
assistance with rolling left-to-right, and was

dependent with all other Activities of Daily Living

(ADLs) and mobility.

The Electronic Health Record (EHR) included a
physician’s order dated 1/02/26 for the resident to not
bear weight on his left, lower leg for 8-12 weeks until
his fellow-up orthopedic appointment.

The Progress Noetes revealed the facility used a
mechanical iift to obtain the resident’s weight during
his admission on 1/02/26.

The undated Care Plan revealed the resident usually
required 2-staff use of a mechanical lift for
chair/bed-to-chair transfers.

On 1/14/26 at 7:47 AM, Staff C, CNA stated the
mechanical lift's legs should be opened to safely
distribute the resident’s weight when actively
transferring a resident. She also stated the mechanical
lit's legs should be closed only if it was necessary

to accommodate object limitations.

At 8:23 AM, Staff G, CNA stated the mechanical lift's

legs sheuid be opened when moving a resident and should
be closed only if it was necessary to accommaodate.
barriers.

On 1/14/26 at 12:28 PM, the Director of Nursing (DON)
stated staff should have cpened the mechanical lift's
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Continued from page 2
fegs at the first available moment.

On 1/14/26 at 2:25 PM, the facility confirmed there
were five (5} residents who were dependent on a
mechanical lift for transfers.

A policy titled “Lifting Machine, Using a Mechanical”
revised July 2017 indicated “The purpoese of this
procedure is to establish the general principles of
safe liting using a mechanical lifting device. It is
not a substitute for manufacturer’s training or
instructions”

The manufacturer's user manual specified “The legs of
the patient [itt must be in the maximum open position
for optimum stability and safety. If it is necessary to
close the legs to maneuver the patient lift under a

bed, close the legs only as long as it takes to

posifion the patient lift over the patient and lift the
patient off the surface of the bed. When the legs of

the patient ift are no longer under the bed, return

the legs to the maximum cpen position.”

Pain Management
CFR({s): 483.25(k)
§483.25(k) Pain Management.

The facility must ensure that pain management is
provided to residents who require such services,
consistent with professional standards of practice, the
comprehensive person-centered care plan, and the
residents’ goals and preferences.

This REQUIREMENT is NOT MET as evidenced by:

Based on observalions, clinical record review, resident
and staff interviews, and policy review, the facility
failed to provide pain management for 1 of 1 resident
(#13). The facllity reported a census of 32 residents.

Findings include:

On 1/11/26 at 2:34 PM, Resident #13 was heard yelling
from his room he wanted his pain medication.

The Minimum Data Set (MDS) assessment for Resident #13
dated 1/07/26 revealed a Brief Interview for Mental

Status (BIMS) scare of 05 out of 15 which indicated
severely impaired cognition. It included diagnoses of

left lower leg bone fracture, a stroke, and

constipation. It indicated he required setup assistance

with oral hygiene, supervision with eating, maximal

Fo689
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dependent with all other Activities of Daily Living
(ADLs) and mobility. It also indicated the resident
received pain medication as needed for the previous 5
days. it further indicated the resident experience
frequent, severe pain that frequently affected sleep
and almost constantly affected day-to-day activities.

The Electronic Health Record (EHR) included a
physician’s order dated 1/03/26 for an opicid for pain
management every four (4) hours as needed.

The Progress Notes dated 1/11/26 ravealed the
resident’s last pain medication administered was an
1/11/26 at 00:27 AM,

The undated Care Plan included an acute pain focus and
directed staff to administer pain medications per

order, if non-medication interventions are ineffective.

It also direcled staff to evaluate the resident's pain.

AL 3:12 PM, the resident was observed sitting up from a
lying position. Staff D, Certified Nurse Aide {CNA)
entered the resident’s room and he told her he had to
urinate. Staff D got Staff E, CNA to assist her with
helping the resident stand to use his urinal. Resident
#6 asked both Staff D and Staff E for pain medication.

At 3:22 PM, Staff D confirmed Resident #13 requested
medication for pain and constipation. She told the
resident the nurse was already made aware of both
medication requests,

AL 3:27 PM, Staff F, Certified Medication Aide (CMA)
was observed serving popcorn to the residents in the
lobby watching a movie.

At 3:38 PM, the resident stated his lower back and both
upper legs hurt. He said he had not raceived his pain
medication yet and wanted it. He rated his pain at a

9.5 on a 0-10 scale with 10 being the worst pain.

At 3:52 PM, Staif F was observed transporting the
popcorn machine from the lobby to a storage room. When
she returned, she took the med cart and went down a
different resident hall.

Al 3:56 PM, Staff D and Staff E entered Resident #13s
room to transfer him to his wheelchair. The resident

told Staff D and Staff E that he wished he had a pain

pill. Staff E told the resident the nurse was coming
around with the medication cart. The resident repeated
he wanted something for his pain and a bowel movement.
Staff D fold the resident they aiready informed the
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nurse.

At 4:05 PM, the resident repeated his request for a
laxative and a pain pill when he gat up.

At 4.08 PM, the resident stated the two things he
needed was a pain pill and a laxative. He said he
couldn't poop.

Af4:10 PM, Staff D wheeled the resident to a dining
room table with his back to the nurses' station and
wenk on her 15-minute break.

At 4:13 PM, Staff F, CMA, approached Resident #13 and
asked him if he wanted his pain pill, She went to the
cart and got his pain pill.

A Progress Note in the EHR dated 1/11/26 at 4:14 PM
revealed the resident received his pain medication.

At 4:20 PM, Staff F stated she informed Staff A,
Registered Nurse (RN} to assess Resident #13's pain
level. He documented a 7 out of 10.

On 1/14/26 at 12:28 PM, the Director of Nursing (DON)
stated staff should've consulted the nurse to
immediately assess the resident’ pain and administer
the resident's pain medication.

A policy titled “Pain Assessment and Management”
revised April 2025 indicated a comprehensive pain
assessments are conducted upon admission, quarterly,
whenever there is a significant change in condition,
and when there is an cnset of new pain or wersening of
existing pain. It also indicated the medication regimen
is implemented as ordered. Results of the interventions
are documented and cemmunicated directly to the
provider when appropriate. Ongeing communication
between the prescriber and the staff is necessary for
the optimal and judicious use of pain medications.

Residents ara Free of Significant Med Errors
CFR(s): 483.45(N(2)
The facility must ensure that its-

§483.45(f)(2) Residents are free of any significant
medication errors.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, clinical record review, resident
and staff interviews, and policy review, the facility
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85 =D failed to correctly administer insulin to a resident

(#10}. Staff administered insulin with an undated,
previously opened multidose insulin pen, Staff also
failed to prime a newly attached insulin pen needle
befare administering it. The facility reported a census
of 32 residents.

Findings include:

On 1/11/26 at 2:34 PM, Resident #10 stated he used
insulin and his blood sugars were sometimes elevated
after [unch.

The Minimum Data Set (MDS) assessment for Resident #10
dated 10/22/25 revealed a Brief Interview for Mental
Status (BIMS} score of 15 out of 15 which indicated
completely intact cognition. It included diagnoses of
high blood pressure, kidney failure, diabetes mellitus,
and morbid chesity. It indicated he required setup
assistance with eating, supervision for bathing, and
was independent for all other Activities of Daily
Living (ADLs) and all mobility. It also indicated he
recelived insulin injections 7 days within the 7-day
{lock-back period.

The Elecironic Health Record (EHR) included a
physician's order dated 1/02/26 directed staff to
administer 10 units (u) of shart-acting (30-minute
onset) insulin with a flexpen with meals.

The Treatment Administration Recard (TAR) for January
2028 revealed the resident's lunch time blood sugar
levels during the month ranged from 166 milligrams per
deciliter {mg/dL) to 398 mg/dL.

The Care Plan reviewed 11/21/25 included the diabetes
diagnosis and directed staff to check the resident's
blood sugar as needed for symptoms and administer
insulin as crdered.

A continuous medication observation on 1/13/26 at 11:20
AM revealed Staff A, Registered Nurse (RN} prepared an
insulin flexpen to administer Resident #10's insufin.

He removed the insulin pen from the medication cart,
placed it and a sharps container on a portable bedside
table and took it into the resident's room. He removed
the insulin pen from the clear, plastic, sealable bag,
removed the cap, placed a flexpen needle on the tip of
the insulin pen, dialed the pen to 10 (units to

_administer) without priming the needle (to remove the.

air from the newly added needle and ensure the full

dese of insulin is delivered), wiped the outer part of

the resident’s upper arm, placed the pen at a slightly
elevated angle, and injected the contents into the
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growing and foad-handling practices.

Gontinued from page 6
resident's arm.

At 11:25 AM, the state surveyor noted the insulin pen

did not have an open date. Staff A stated insulin pens

should be dated when they are opened and whoever opened
it did not date it. He admitted he did not check the

date before administering the insulin and should not

have used it. He also stated he forgot to prime the

needle but confirmed it was part of insulin

administration,

On 1/14/26 at 7:45 AM, Staif B, Certified Medication
Aide (CMA) stated the nurses administer all insuiins.
She stated medication administration should invelve
staff verifying the 5-rights of medication
administration {dose, drug, patient, route, & time) and
label all newly opened medication with an open date.

On 1/14/26 at 12:28 PM, the Director of Nursing (DON)
stated staff should correctly assemble the insulin pen,
prime the needle, and verify the dates on medications
before administering them. She also confirmed this was
not within professional standards.

A policy titled “Administering Medications™ revised
April 2019 indicated when opening a muiti-dose
centainer, the date opened is recorded on the
container.

Food Procurement,Store/Prepare/Serve-Sanitary
CFR(s): 483.80{(({1)(2)

§483.60(1} Food safety requirements.

The facility must -

§483.60(i)(1) - Procure food from sources approved or
considered satisfactory by federal, state or local
authorities.

{i) This may include food items obtained directly from
local producers, subject to applicable State and local
laws or regulations.

(i) This provision does not prohibit or prevent

faciliies from using produce grown in facility
gardens, subject to compliance with applicable safe

(ifi) This provision does not preclude residents from
consuming foods not procured by the facility.

FO780
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§483.60(i)(2) - Store, prepare, distribute and serve
food in accordance with professional standards for food
service safety.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, staff interviews, and 2017
United States Food and Drug Administration (FDA) Food
Code the fadility failed to maintain a clean kitchen

and food storage area that ensured the safety and
protection of foad prepared in one of one kitchen and
food and supplies stored in one of one foed storage
area. The facility reported a census of 32 residents.

Findings include:

Observation of the facility's kitchen conducted on
1/11/26 at 2:05 p.m. revaaled the following: a. A matal
one cup scoop with a black plastic handle was found
sitting in the flour of a bag of stone ground whole
wheat flour. b. A metal one cup scoop with a metal
handle was found with the metal handle siiting in the
sugar of a bag of sugar. Observation of the kitchen's
dry storage room on 01/11/26 2:09 p.m. revealed the
following: a. Eight cardboard boxes sitting on the

flocr that included food items and single serve
dinnerware items.h. A sticky fy strip that hung from
ceiling with approximately half a dozen dead flies and
numerous smaller mosquito-like insects. c. The floor
was stained with a dried liguid residue and |ittered

with remnants of cardboard, tape, and a section of
metal cove base lying on the floor. Observation of the
noon meal service on 1/13/26 revealed the following: a.
At 12:27 p.m. the Dietary Manager assisted with the
meal service by dorning a pair of gloves and made two
sandwiches on a prep table in the kitchen that were
served to residents in the dining room. b. At 12:32

p.m., Staff 1, Dietary Cook made a peanut butter
sandwich on the prep table in the kitchen that was
served to a resident in the dining room. c. At 12:35
p.m. the metal shelf above the prep table used to
prepare ihe sandwiches was noted to be dirty with grime
and debris which had sitting on it a piastic bag

holder, hot pads, labels, a food cover, two dial weight
scales, and three 12-punce syrup centainers. d. Around
the same time, grime and debris were noted on top of
the refrigerator that contained boxed juices for the
residents and the window in the kitchen that had an air
conditioner placed in it was noted to have a filter

with accumulated fuzzy dsbris on it. In an interview on
1/13/26 at 12:59 p.m. with Staff [, Dietary Cook, and
Staff J, Dietary Aide, they revealed:a. Staff |,
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88=E Dietary Cook, stated he had worked at the facility for
two months. b. Staff J, Dietary Aide, stated she had
worked at the facility for seven months. c. When asked
about a cleaning schedule for the kitchen, they both
were unaware of any cleaning schedule and stated that
after each meal service the distary staff "cleans up

the kitchen". During an interview on 1/13/26 at 1:05
p.m. with the Dietary Manager, she stated she had been
the Dietary Manager since May 2025 and when asked
regarding a cleaning schedule for the kitchen and food
service equipment, she stated she did not have a
cleaning schedule for the staff to follow and stated

"we [distary staff] pretty much clean as we go."
Observation of the kitchen's dry storage room en
1/13/26 at 1:17 p.m. revealed the following:a. The

eight cardboard boxes remained setting on the floor. b.
The sticky fly strip that had hung from ceiling had

been removed. c. The floor ramained stained with a
dried liquid residue and littered with remnants of
cardboard and tape.e. The section of metal cove base
that had been lying on the floor had been

removed. During a phone interview on 1/13/26 at 2:50
p.m. with the Consultant Registered Dietitian, she
revealed: a. She had been the Consultant Registered
Dietitian since May 2025.b. She agreed with the concern
for the general cleanliness of the kitchen and dry
storage room. ¢. She stated she had discussed her
concern with the general cleanliness of the kitchen

with the facility. During an interview on 1/14/26 at

10:45 a.m. with the Dietary Manager, she revealed: a.
She agreed the kitchen's dry storage room remained
unclean with debris and stains.b. She stated a
housekeeper would clean the floor when needed. On
1/14/26 at 10:50 a.m., Staff H, Housekeeper, revealed
she: a. Could not remember the last time she had
cleaned the floor of the kitchen's dry storage room. h.
Stated the door was locked and she did not have a key.
During an interview regarding the kitchen and dry
storage room on 1/14/26 at 1:19 p.m., the Administrator
revealed: a. She stated the sticky fly strip that hung
from celling in the dry storage room with approximately
half a dozen dead flies and numerous smaller
mosquito-like insects "should have been taken down by
now."b. She had seen cleaning schedules in the kitchen
over the past year and was surprised that the Dietary
Manager did not have cleaning schedules in place. c.
She expected dally, weekly, and monthly cleaning
schedules for the kitchen. The 2017 Food & Drug
Administration (FDA) Food Code included the
following: a. Part 4-68 CLEANING OF EQUIPMENT-AND
UTENSILS

b, Section 4-602,13 Nonfood-Contact Surfaces.

FORm CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E08AD-H1 Facility ID: 1A0132 If continuation sheet Page 9 of 14



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/27/2026
FORM APPROVED
OMB NO. 0938-0331

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
163426

(X1} PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A, BUILDING 01/14/2026
B. WING

NAME OF PROVIDER OR SUPPLIER
\spire of Perry

3TR

EET ADDRESS, CITY, STATE, ZIP CODE

2625 lowa Street , Perry, lowa, 50220

CFR(s): 483.80{a)(1){2){4)(e){f)
§483.80 Infection Control

The facility must establish and maintain an infection
prevention and contrel program designed to provide a
safe, sanitary and comfortable environment and to help
prevent the development and transmission of
communicable diseases and infections.

§483.80(a) Infection prevention and control program.

The facility must establish an infection prevention and
control program (IPCP) that must include, at a minimum,
the following efements:

§483.80(a)(1) A systemn for preventing, identifying,
reporting, investigating, and controlling infections

and communicable dissases for all residents, staff,
volunteers, visitors, and other individuals providing
sarvices under a contractual arrangement based upon the
facility assessment conducted according to §483.71 and
following accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include, but are
not limited to:

{i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other persons in
the facility;

{ii) When and to whom possible incidents of
communicable disease or infections should be reported;

(iii) Standard and transmission-based precautions to be
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APPROPRIATE DEFICIENCY)
FC812 Continued from page 9 F0g12
SS=E “Non FOOD-CONTACT SURFACES of EQUIPMENT shall be
cleaned at a frequency necessary to preclude
accumulation of soil residues.” ¢, Section 6-501.12
Cleaning, Frequency and Restrictions.
"Cleaning of the physical facilities is an impartant
measure in ensuring the protection and sanitary
preparation of food. A regular cleaning schedule should
be established and fellowed to maintain the facility in
a clean and sanitary manner."
FD880 Infection Prevention & Control FO880
SS=E
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(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation, depending
upon the infectious agent or organism involved, and

(B} A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility must
prohibit employses with a communicable disease or
infected skin lesions from direct contact with
residents or their food, if direct contact will

transmit the disease; and

(vi)The hand hygiene procedures to be followed by staff
involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the corrective
actions taken by the facility.

§483.80(¢) Linens.

Personnel must handle, store, process, and transport
linens so as to prevent the spread of infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, clinical record review, resident
and staff interviews, and policy review, the facility
failed to implement infection control practices to
prevent urinary tract infections {UTI} by failing to
perform hand hygiene while emptying twe (2) urine
drainage bags for 1 of 1 resident (#8). The facility

also failed to perform infection control process
surveillance to ensure infection control process
compliance. The facility reported a census of 32

Findings include:

1) On 1/12/26 at 9:08 AM, Resident #6 stated he had a
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88 =E urinary catheter and a kidney drainage catheter and

staff empty both. He alsc stated he had a urinary tract
infection (UTI} in Oct 2025. Observed an Enhanced
Barrier Precautions sign posted at the resident's door.
It directed:

EVERYONE MUST:

Clean their hands, including before entering and when
leaving the room.

PROVIDERS AND STAFF MUST ALSO:

Wear gloves and a gown for the following High-Contact
Resident Care Activities,

Dressing

Bathing/Showering

Transferring

Changing Linens

Providing Hygiene

Changing briefs or assisting with toileting

Device care or use: central line, urinary catheter,
feeding tube, tracheostomy

Wound Care: any skin opening reguiring a dressing

The Minimum Data Set (MDS) assessment for Resident #6
dated 10/29/25 revealed he had a Brief Interview for
Mental Siatus (BIMS) score of 15 out of 15 which
indicated completely intact cognition. It included
diagnoses of high bloed pressure, kidney failure,
blocked urine flow, and nen-Alzheimer’s demenfia. it
indicated he was independent with bed mobility,
required setup assistance with eating and oral hygiene,
required moderate assistance with personal hygiene,
upper body dressing, and all forms of transfer

mobility, and required maximal assistance with

toileting hygiene, bathing, and lower body dressing. It
also revealed the resident had a urinary catheter and a
nephrastomy tube (tube surgically placed into the
kidney to remove waste).

-The Electronic Health Record (EHR) included a
physician's order dated 1/22/25 that directed staff io
use Enhanced Barrier Precautions due to tha resident's
catheter use.
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had an indwelling catheter with pus around the catheter

The Care Plan reviewed 11/25/25 indicated the resident
required assistance with draining his catheter bag and
nephrostomy tube.

A continuous ebservation on 1/13/26 at 1:39 PM revealed
Staff C, Certified Nurse Aide (CNA) drained Resident’s
#6's urinary catheter bag and nephrostomy bag. She put
on an iselation gown, gloves, and an ear loop mask
(Personal Protective Equipment - PPE) in the hall
without performing hand hygiene. She entered the
resident's roem, moved the resident's bedside table,

and helped him move his legs off his bed. She placed a
drainage cylindar on the flcor in a plastic bag, opened
the urine catheter bag spigot, and emptied the contents
into the cylinder. She cleaned the spigot end with an
alcohol swab, tightened the spigot, and moved the
cylinder to the resident's counter to empty it. She
removed her gloves, put on new gloves, and placed the
nephrostomy drainage cylinder on floor in a plastic

bag. She opened the naphrostomy bag spigot, and emptied
the contents into the cylinder. She wiped the spigot

with an alechel swab, tightened the spigot, took the
cylinder to the counter, measured the volume, and
emptied it into the toilet. She removed her gloves,

tied the trash in knot, placed a new bag in the

trashcan, and performed hand hygiene with soap and
water.

At 1:48 PM, Staff C stated she should have performed
hand hygiene before putting on the PPE and between
emptying each collection bag. She confirmed she
received hand hygiene education upon hire which
included performing hand hygiene at the beginning of a
task, upon changing tasks, and after completion of a
task. She also confirmed draining each bag was separate
tasks.

On 1/14/26 at 12:28 PM, the Director of Nursing {DON)
stated staff should have performed hand hygiene between
glove changes and follow the policy for catheter cares.

A policy titled “Handwashing/Hang Hygiene” revised
October 2023 indicated all personnel are expected to
adhere to hand hygiene policies and practices to help
prevent the spread of infections to other personnel,
residents, and visitors. It revealed hand hygiene is
indicated:immediately before touching a resident;before
performing an aseptic task (for example, placing an
indwelling device or handling an invasive medical
device),after contact with blood, body fluids, or
contaminated surfaces;after touching a resident;after
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wark on a soiled body site to a clean body site on the
same resident; andimmediately after glove remaval.2) On
1/14/26 at 9:22 AM., the Administrator stated she
performed Infection Prevention surveillance audits but
did nol document them. She stated staff follows
McGreer's criteria (standardized definitions for

identifying infections like UTls and respiratory

infections in long-term care facilities (LTCFs) for
surveillance) for suspected urinary tract infections

and must call the en-call administrator to discuss if

they have a concern about a possible infection in a
resident. She stated the facility performs Infection
Prevention competency check-offs for staff but

confirmed there was no documented process surveillance
that captured staff's infection prevention compliance

to prevent cross-contamination or the spread of

infection.

On 1/14/26 at 12:48 PM, the Director of Operations
stated the facility should have teachable moments to
monitor an unannounced method that staff are compliant
with the infection prevention policy of the facility.

A palicy titled “Surveillance for Infections” revised

April 2025 indicated if transmission-based precautions
or other preventative measures are implemented to slow
or stop the spread of infection, the infection
praventionist collects data to help determine the
effectiveness of such measures.
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F689

The facility strives to ensure that each resident has adequate supervision and assistance to
prevent accidents.

Corrective action taken for residents found to have been affected by deficient practice
All staff members involved and on-shift immediately educated to proper usage via owners
manual.

How the center will identify other residents having the potential to be affected by the same
deficient practice.

All residents residing in the facility who use a Hoyer lift for transfers have the potential to be
affected.

What changes will be put into place to ensure that the problem will be corrected and will not
recur.

o Education provided to all departments to correct usage of mechanical 1ift during all-staff
meeting on 1/15/26.

* All nursing team members educated to correct usage of the mechanical by 2/6/2026.

e The DON or designee to complete QA surveillance audits of safe mechanical lift usage
per manufacturers guidelines 3x week for 6 weeks.

¢ Video Using a Hydraulic Lift added to all nurse, CNA, CMA orientation through SNF
Clinic beginning 2/3/26.

s Results reviewed per QAPI process.

Quality Assurance Plan to monitor performance to make sure corrections are achieved and
are permanent.

Identified concerns shall be reviewed by the facilities QAA Committee recommendation for
further corrective action will be discussed and implemented to sustain compliance.

Date when corrective action will be completed. 2/12/2026

F697

The facility strives to ensure that each resident has adequate pain management.

Corrective action taken for residents found to have been affected by deficient practice
Resident #13 pain regimen is reviewed by primary care physician Changes in dose, duration, and
timing on 1/12/26 and 1/16/26 to improve resident comfort. Staff member provided written
coaching regarding incident and expectation of prompt pain management.



How the center will identify other residents having the potential to be affected by the same
deficient practice.
All residents residing in the facility have the potential to be affected.

What changes will be put into place to ensure that the problem will be corrected and will not
recur.

* Al RN, LPN, and CMA educated to pain management policy and the expected urgency
in which PRN medications are to be given meeting on 1/15/26.

e  Weekend activity aid hired to reduce duties and distractions for medication aid starting
2/1/26.

e All staff educated to non-pharmacological interventions for pain and their duty to ensure
resident pain is reported to nurse immediately 1/15/26

¢ Pain interviews conducted with all residents. Tolerance levels, non-pharm interventions,
stressors and relivers of pain are documented in all care plans by 2/12/2026.

e The DON or designee to complete for 3 resident interviews regarding pain management
per week x6 weeks.

o Results reviewed per QAPT process.

Quality Assurance Plan to monitor performance to make sure corrections are achieved and
are permanent.

Identified concerns shall be reviewed by the facilities QAA Committee. Recommendations for
further corrective action will be discussed and implemented to sustain compliance.

Date when corrective action will be completed. 2/12/26

F760

The facility strives to ensure that each resident is free from medication error.

Corrective action taken for residents found to have been affected by deficient practice.
Restdent #10 med error reported and documented per community policy.

How the center will identify other residents having the potential to be affected by the same
deficient practice.
All residents residing in the facility who receive insulin have the potential to be affected.

What changes will be put into place to ensure that the problem will be corrected and will not
recur.

e Al LPNs and RNs educated to proper administration of insulin and performed teach back
demonstration completed 1/17/26.



e DON or designee to complete random IP surveillance on insulin administration 3x
weekly x6 weeks.

» Video Preventing Infection During Blood Glucose Monitoring and Insulin
Administration added to LPN, CMA, and RN orientation through SNF clinic beginning
2/3/26.

e Results reviewed in QAPI for determination of resolution.

Quality Assurance Plan to monitor performance to make sure corrections are achieved and
are permanent.

Identified concerns shall be reviewed by the facilities QAA Committee recommendation for
further corrective action will be discussed and implemented to sustain compliance.

Date when corrective action will be completed. 2/12/26

F812

The facility strives to store, prepare, distribute, and serve food in way that meets professional
industry standards.

Corrective action taken for residents found to have been affected by deficient practice
Scoops removed from flour and sugar, boxes removed from floor of storage room, fly strip
thrown away, floor swept and mopped in storeroom, metal shelf above prep tabled cleaned top
and bottom, tops of refrigerators, air conditioner filter were cleaned immediately.

How the center will identify other residents having the potential to be affected by the same
deficient practice.
All residents residing in the facility have the potential to be affected.

What changes will be put info place to ensure that the problem will be corrected and will not
recur.

» All staff-educated to cleanliness standards for all departments during all-staff meeting on
1/15/26.

e All kitchen staff members in-serviced by dietician to cleanliness policy as well as daily,
weekly, and monthly cleaning logs are required to be filled out correctly 1/31/26.

* Video Safe Food Preparation and Handling added for all kitchen staff orientation through
SNF Clinic beginning 2/3/26. The DON or designee to complete IP surveillance audits of
kitchen cleanliness 3x week for 6 weeks.

o All daily, weekly, and monthly logs are to be collected and reviewed by dietary manager
and turned into Administrator for 3 months.

¢ Results reviewed per QAPI process.

Quality Assurance Plan to monitor performance to make sure corrections are achieved and
are permanent.



Identified concerns shall be reviewed by the facilities QAA Committee recommendation for
further corrective action will be discussed and implemented to sustain compliance.

\/ Date when corrective action will be completed. 2/12/2026

F880

The facility strives to provide a safe, sanitary, and comfortable environment to help prevent the
development and transmission of communicable diseases.

Corrective action taken for residents found to have been affected by deficient practice
CNA immediately educated regarding hand hygiene and community wide infection control
policies reviewed.

How the center will identify other residents having the potential to be affected by the same
deficient practice.
Residents residing in the facility have the potential to be affected.

What changes will be put into place to ensure that the problem will be corrected and will not
recur.

e Al RN, LPN, and CNAs educated to proper hand-hygiene, catheter care, and catheter
emptying with performed competency documented by 2/12/2026.

e Monthly staff meeting conducted on 1/15/26 to review hand-hygiene and community
wide infection control policies.

e [DT educated by Everest Management Solutions Sandra Hovis to Aspire IP surveillance
program 1/22/26. All Aspire Nursing Leaders educated on 1/29/26 and 12 monthly IP
surveillance calendar was created and will be followed by the IP.

e DON or designee will complete IP surveillance assigned 3x weekly for 6 weeks for audit
of ¥760 proper administration of insulin and F812 kitchen cleanliness.

e The DON or designee to complete IP surveillance audits at minimum 3x weekly guided
by assigned 12-month surveillance topics and/or items identified as part of QAPIL.

e Results reviewed per QAPI process.

Quality Assurance Plan to monitor performance to make sure corrections are achieved and
are permanent.

Identified concerns shall be reviewed by the facilities QAA Committee recommendation for
further corrective action will be discussed and implemented to sustain compliance.

\/ Date when corrective action will be completed. 2/12/2026
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