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E 000 Initial Comments E 000

 An unannounced recertification and complaint 

investigation survey were conducted from 

09/11/22 through 09/14/22. The facility was found 

in compliance with 42 CFR 483.73 related to 

E-0024 (b)(6), Subpart-B-Requirements for Long 

Term Care Facilities.  Event ID# 65IZ11.

 

F 000 INITIAL COMMENTS F 000

 An unannounced recertification and complaint 

survey was conducte from 09/11/22 through 

09/14/22. The following intakes were investigated 

during the survey: NC00189486, NC00189764, 

NC00189832, NC00190754, NC00190959, 

NC00191095, NC00191562, NC00192003, 

NC00192827, NC00192915

Intake NC00191562 and NC00192003 resulted in 

immediate jeopardy. Immediate Jeopardy was 

identified at :

CFR 483.80 at tag F 880 at a scope and severity 

(K)

Immediate Jeopardy began on 09/11/22 and was 

removed on 09/13/22.

 

F 580 Notify of Changes (Injury/Decline/Room, etc.)

CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes. 

(i) A facility must immediately inform the resident; 

consult with the resident's physician; and notify, 

consistent with his or her authority, the resident 

representative(s) when there is-

(A) An accident involving the resident which 

results in injury and has the potential for requiring 

physician intervention; 

(B) A significant change in the resident's physical, 

F 580 10/18/22

SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

10/07/2022Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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F 580 Continued From page 1 F 580

mental, or psychosocial status (that is, a 

deterioration in health, mental, or psychosocial 

status in either life-threatening conditions or 

clinical complications); 

(C) A need to alter treatment significantly (that is, 

a need to discontinue an existing form of 

treatment due to adverse consequences, or to 

commence a new form of treatment); or 

(D) A decision to transfer or discharge the 

resident from the facility as specified in 

§483.15(c)(1)(ii). 

(ii) When making notification under paragraph (g)

(14)(i) of this section, the facility must ensure that 

all pertinent information specified in §483.15(c)(2) 

is available and provided upon request to the 

physician. 

(iii) The facility must also promptly notify the 

resident and the resident representative, if any, 

when there is- 

(A) A change in room or roommate assignment 

as specified in §483.10(e)(6); or 

(B) A change in resident rights under Federal or 

State law or regulations as specified in paragraph 

(e)(10) of this section. 

(iv) The facility must record and periodically 

update the address (mailing and email) and 

phone number of the resident 

representative(s).

§483.10(g)(15) 

Admission to a composite distinct part. A facility 

that is a composite distinct part (as defined in 

§483.5) must disclose in its admission agreement 

its physical configuration, including the various 

locations that comprise the composite distinct 

part, and must specify the policies that apply to 

room changes between its different locations 

under §483.15(c)(9).
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This REQUIREMENT  is not met as evidenced 

by:

 Based on record review, staff and Physician 

interviews, the facility failed to notify the Physician 

of medication unavailability for 1 of 1 resident 

(Resident #38) reviewed for pain. 

The finding included:

Resident #38 was admitted to the facility on 

06/18/21 with diagnoses that included 

degenerative joint disease and chronic pain 

syndrome.

A review of the after visit report from the 

emergency department dated 09/09/22 revealed 

Resident #38 was seen for leg pain and 

diagnosed with Sciatica (nerve pain) of the left 

side. The report also indicated Resident #38 was 

given the prescription of Solumedrol 4 milligram 

(mg) tablets with the instruction to follow the 

package directions. 

A review of a progress note written by Nurse #1 

on 09/09/22 6:25 PM revealed Resident #38 

returned from the emergency department with a 

new script for Solumedrol 4 mg tablets and to 

follow the package directions. 

On 09/11/22 a review of Resident #38's 

Medication Administration Record for September 

2022 revealed there was no medication listed for 

Solumedrol.

On 09/12/22 a review of Resident #38's 

Medication Administration Record for September 

2022 revealed the first dose of Solumedrol was 

given on 09/12/22 at 2:00 PM.

 1. Physician was contacted for 

clarification of dosing instructions for 

Resident # 38, on 09/11/2022, by 

Christina McKiddy, RN Initial dose of 

medication was administered on 

9/12/2022.

2. All residents have the potential to be 

affected. DON/ designee will audit all 

notes from external visits from the last 30 

days and compare orders to MAR 

(Medication Administration Record) to 

ensure order is present and administered 

timely and correctly. If ordered treatment 

is not available, ensure that the physician 

has been notified and additional orders for 

an alternative has been obtained and 

carried out.

3.  The Director of nursing or designee 

educated all licensed staff on procedures 

for orders obtained from outside 

appointments or emergency room visits, 

the process for obtaining medications 

from pharmacy, notifying the physician if 

orders are unavailable to obtain an 

alternative. Education will be provided to 

all new staff including new agency staff 

during orientation.

4. DON/designee will audit all external 

visit notes to ensure that all orders have 

been implemented and if medications are 

not available that the Physician has been 

notified, daily x 1 week, 3 times weekly x 1 

week, weekly x 1 week, and random 

checks bi-weekly x 1 month. Results of 
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F 580 Continued From page 3 F 580

An interview was conducted with Nurse #1 on 

09/13/22 at 3:18 PM who explained that Resident 

#38 was sent to the emergency room on 09/09/22 

and was diagnosed with Sciatica and returned to 

the facility during shift change with a prescription 

for Solumedrol 4 mg tablets and to follow the 

package directions. The Nurse continued to 

explain that she gave the prescription to Nurse #2 

to notify the pharmacy so the medication would 

be delivered to the facility.     

During an interview with Nurse #2 on 09/13/22 at 

3:34 PM the Nurse stated on Friday 09/09/22 and 

received report that Resident #38 had been sent 

to the emergency room for leg pain and returned 

with a prescription for Solumedrol. The Nurse 

continued to explain that she attempted to input 

the order into the system which would have been 

sent directly to the pharmacy and delivered in the 

next pharmacy run but she could not get the 

system to take the prescription because the script 

said to follow directions on the package and she 

had to be specific in putting the directions in the 

system. She stated she faxed the prescription to 

the pharmacy two times. The Nurse explained 

that the medication did not come in the pharmacy 

delivery that night therefore, the steroid did not 

get started.  

On 09/14/22 at 4:38 PM during an interview with 

Resident #38's Physician the Physician stated he 

was not notified of Resident #38 not receiving his 

ordered medication.

these audits will be brought before the 

Quality Assurance and Performance 

Improvement Committee monthly with the 

QAPI Committee responsible for ongoing 

compliance.

F 641 Accuracy of Assessments

CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.  

The assessment must accurately reflect the 

F 641 10/18/22

SS=D
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F 641 Continued From page 4 F 641

resident's status.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record review and staff interviews, the 

facility failed to accurately code the Minimum 

Data Set (MDS) assessments in the areas of 

medications and cognition for 2 of 24 residents 

reviewed for MDS accuracy (Resident #58 and 

Resident #19). 

The findings include:

1. Resident #58 was admitted to the facility on 

05/20/15 with diagnoses that included 

hypertension.

A review of Resident #58's physician orders 

revealed an order dated 11/02/21 for 

Chlorthalidone tablet (a diuretic) give 12.5 

milligrams (mg) by mouth one time a day for 

hypertension. 

A review of Resident #58's Medication 

Administration Record for August 2022 revealed 

the Resident received Chlorthalidone 12.5 mg by 

mouth one time a day for hypertension.

A review of Resident #58's quarterly Minimum 

Data Set assessment with the Assessment 

Reference Date (ARD, the last day of the look 

back period) of 08/17/22 indicated the Resident 

did not receive a diuretic during the 7 day look 

back period. 

On 09/13/22 at 5:29 PM during an interview with 

the Director of Nursing (DON) she explained that 

the MDS Nurse who completed the 08/17/22 

MDS assessment on Resident #58 was no longer 

employed at the facility. The DON acknowledged 

 1. MDS�s for resident�s #58 and 

resident #19 were corrected for sections 

N and C, and submitted on 10/7/2022 by 

the MDS coordinator. 

2. All residents have the potential to be 

affected. Regional MDS Nurse will audit 

all current residents MDS Assessments 

for the last 30 days to ensure accurate 

coding for sections N and C, any 

deviations corrected and submitted at 

time of audit.  

3. Regional MDS Nurse to provide 

education to Social Services Director and 

MDS nurse on accurate completion of 

MDS Sections N and C.  

4. DON / designee will audit 5 MDS�s 

per week for accurate completion of 

Sections N and C to ensure accurate 

coding of MDS, X 4 weeks, then one MDS 

per week X 4 weeks then randomly 

thereafter.  Results of these audits will be 

brought before the Quality Assurance and 

Performance Improvement Committee 

monthly with the QAPI Committee 

responsible for ongoing compliance.
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F 641 Continued From page 5 F 641

the miscoded MDS and stated the MDS should 

have reflected how many days the Resident 

received the diuretic. 

Resident #19 was admitted to the facility on 

11/18/19 with diagnoses that included Alzheimer's 

disease, and frontotemporal lobe dementia. 

A review of Resident #19's quarterly Minimum 

Data Set Assessment dated 07/13/22 revealed 

the Brief Interview for Mental Status (BIMS, a 

screening tool used to assess the resident's 

current cognition) resident interview had not been 

conducted nor had the staff assessment for 

mental status been completed. 

During an interview with MDS Nurse #1 on 

09/14/22 at 2:18 PM, she reported the BIMS 

interview was completed by the facility's social 

worker. She reported if the resident was unable to 

participate in an interview, then a staff 

assessment for mental status should be 

completed with the nurse. She explained one or 

the other should have been completed.

During an interview with the Social Worker on 

09/14/22 at 2:46 PM, she reported she had 

attempted to complete the BIMS interview but 

was unable to complete it due to Resident #19 

not understanding the questions she was asking. 

She reported that typically, if she was unable to 

complete the BIMS interview, the MDS Nurse 

would check that the staff assessment should be 

completed. She explained she did not know why 
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the staff cognitive patterns assessment had not 

been completed.

During an interview with the Director of Nursing 

on 09/14/22 at 5:54 PM, she reported either the 

resident interview or staff assessment for 

cognition should have been completed to reflect 

Resident #19's cognition. She explained if the 

social worker was unable to complete the 

resident interview, then the staff assessment 

should be completed to determine memory 

issues.

F 657 Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans

§483.21(b)(2) A comprehensive care plan must 

be-

(i) Developed within 7 days after completion of 

the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that 

includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the 

resident.

(C) A nurse aide with responsibility for the 

resident.

(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of 

the resident and the resident's representative(s). 

An explanation must be included in a resident's 

medical record if the participation of the resident 

and their resident representative is determined 

not practicable for the development of the 

resident's care plan.

(F) Other appropriate staff or professionals in 

disciplines as determined by the resident's needs 

or as requested by the resident.

F 657 10/18/22

SS=D
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(iii)Reviewed and revised by the interdisciplinary 

team after each assessment, including both the 

comprehensive and quarterly review 

assessments.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record review and staff interviews, the 

facility failed to update a resident's advanced 

directive care plan when it changed from full code 

status to a do not resuscitate for 1 of 2 residents 

reviewed for hospice (Resident #19).

The findings included:

Resident #19 was admitted to the facility on 

11/18/19 with diagnoses that included Alzheimer's 

disease, and frontotemporal lobe dementia. 

Review of quarterly Minimum Data Set 

assessment dated 7/13/2022 revealed Resident 

#19 received Hospice Services. 

A physician order dated 3/17/22 for Do Not 

Resuscitate (DNR) was observed in Resident 

#19's record.

A review of Resident #19's care plan most 

recently updated on 07/29/22 included: "Resident 

#19 has an established advanced directive - full 

code ..."

During an interview with MDS Nurse #1 on 

09/14/22 at 2:18 PM, she reported she was 

responsible for reviewing and updating care plans 

as they changed.  She reported the care plan 

updates would happen when there was a 

significant change or when a new Minimum Data 

Set assessment was completed.  Regarding 

Resident #19, she reported her advanced 

 1. Care Plan for residents # 19 was not 

updated. Resident is deceased. 

2. All residents have the potential to be 

affected.  Social Service Director to audit 

all current resident�s code status and 

ensure care plan is up to date with current 

code status. 

3. Social Services director and MDS 

nurse educated Director of Nursing on 

importance of ensuring accurate 

documentation for advanced directives. 

4. Code status and advanced directive 

care plan will be audited by the Social 

Service Director at each Care Plan 

Meeting to ensure accuracy. Director of 

Nursing/Designee to audit all new Code 

Status order weekly to ensure that the 

Care Plan has been updated accordingly. 

Results of these audits will be brought 

before the Quality Assurance and 

Performance Improvement Committee 

monthly with the QAPI Committee 

responsible for ongoing compliance.
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directive care plan should have been updated by 

the Social Worker when the order for do not 

resuscitate was written.

During an interview with the Social Worker on 

09/17/22 at 2:46 PM, she verified she was 

responsible for updating advanced directive care 

plans when they changed.  She reported she 

must have overlooked the change from a full 

code to a DNR for Resident #19. She stated the 

care plan should accurately reflect the most 

current advanced directive.

During an interview with the Director of Nursing 

on 09/14/22 at 5:54 PM, she reported she 

expected care plans to be reviewed and updated 

as needed and at the completion of each 

Minimum Data Set assessment.  She reported 

Resident #19's advanced directive care plan 

should accurately reflect the corresponding 

physician order and should not have been 

missed. She reported Resident #19's care plan 

should be updated to reflect her current advanced 

directive.

F 684 Quality of Care

CFR(s): 483.25

§ 483.25 Quality of care 

Quality of care is a fundamental principle that 

applies to all treatment and care provided to 

facility residents. Based on the comprehensive 

assessment of a resident, the facility must ensure 

that residents receive treatment and care in 

accordance with professional standards of 

practice, the comprehensive person-centered 

care plan, and the residents' choices.

This REQUIREMENT  is not met as evidenced 

by:

F 684 10/18/22

SS=G
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 Based on observation, record review, resident, 

staff, and Nurse Practitioner interview the facility 

failed to perform a skin assessment upon 

admission and failed to initiate treatment for a 

rash that was itching for 1 of 4 residents reviewed 

with skin conditions (Resident #21). Resident #21 

was admitted on 07/08/22 with a rash that was 

very itchy. The rash was not treated until 

07/21/22. 

The finding included:

Resident #21 was admitted to the facility on 

07/08/22 with diagnoses that included: congestive 

heart failure, diabetes, psoriatic arthritis 

(inflammatory arthritis) and others. 

Review of Resident #21's care plan initiated on 

7/8/2022 revealed a care plan in place for rash on 

admission to upper, inner and posterior thighs, 

bilateral buttocks, abdominal folds and bilateral 

groin with interventions of redirect from 

scratching, administer as needed anti-itch 

medication initiated 8/18/2022 and was treated 

for scabies initiated 7/26/2022.

Review of Resident #21's medical record 

revealed no skin assessment completed on 

admission. 

Review of an admission Minimum Data Set 

(MDS) dated 07/14/22 revealed that Resident #21 

was cognitively intact and required extensive 

assistance with activities of daily living and no 

behaviors or rejection of care was noted during 

the assessment reference period. The MDS did 

not identify any open lesion other then ulcers, 

rashes, cuts. 

 1. Resident #21 admitted on 7/8/2022. 

Skin assessment was completed 

7/17/2022 by a staff nurse.  Resident #21 

currently has scattered scabs to bilateral 

upper arms, and wounds to bilateral heels 

that have current wound care orders. 

Weekly skin assessments are completed 

by licensed nurses. 

2. All residents have the potential to be 

affected. DON/ Designee completed an 

audit of all current resident’s skin 

condition to ensure that appropriate 

treatments were in place as indicated. 

3. The Director of nursing or designee 

educated all licensed staff on procedures 

for admission skin assessments, 

completing weekly skin assessments, 

obtaining orders for any wounds or skin 

abnormalities, notifying the physician if 

orders are unavailable to obtain an 

alternative.  The Director of Nursing 

educated Nursing management on 

completing weekly wound rounds on all 

wounds and ensuring appropriate 

treatments are in place and effective, and 

physicians are notified for new orders as 

appropriate. Education added to new 

employee orientation information, to the 

yearly education required for facility staff , 

and to the new agency orientation packet. 

Competency verified at the facility.

4. DON/designee will audit all admission 

skin assessments and weekly skin 

assessments, weekly wound 

documentation and physician treatment 

orders to ensure that all orders have been 
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Review of a skin assessment dated 07/17/22 

revealed that Resident #21 had a rash on her 

bilateral arms. 

Review of physician's orders for July 2022 

revealed an order on 7/20/2022 that read; apply 

Permethrin Cream 5% (used to treat scabies) 

apply cream to entire body topically STAT (now) 

for scabies head to soles of feet, including neck, 

scalp, hairline, temple, forehead leave on for 14 

hours then bathe.

  

Review of a physician order dated 07/21/22 read; 

Permethrin Cream 5% apply to entire body 

topically one a day for scabies for 7 

administrations head to soles of feet including 

neck, forehead, scalp, hairline and temple. 

Review of the Medication Administration dated 

July 2022 revealed that Resident #21 received 

the Permethrin cream as ordered on 07/21/22, 

07/23/22, 07/24/22, 07/25/22, 07/26/22, and 

07/27/22.

An observation and interview were conducted 

with Resident #21 on 9/11/2022 at 3:47 PM. 

Resident #21 stated she was admitted to the 

facility on 7/8/2022 with skin sores on her bilateral 

arms, legs, chest, bilateral legs, back and 

buttocks. She revealed she had scabies before 

but could not remember the date. Resident #21 

stated she just thought she might have come in 

contact with something she was allergic to at the 

hospital, since her Cardiologist told her it was not 

scabies, but an allergic reaction to something. 

She indicated it was very itchy and she kept 

scratching the sores.  

An interview was conducted with Nurse Aide (NA) 

implemented and if treatments are not 

available that the Physician has been 

notified, daily x 1 week, 3 times weekly x 1 

week, weekly x 1 week, and random 

checks bi-weekly x 1 month.   Results of 

these audits will be brought before the 

Quality Assurance and Performance 

Improvement Committee monthly with the 

QAPI Committee responsible for ongoing 

compliance.
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#5 on 9/13/2022 at 4:21 pm. NA #5 stated she 

was assigned to 100 hall and took care of 

Resident #21 upon her admission on 07/08/22. 

She revealed Resident #21 was admitted to the 

facility with a rash "all over her." She stated the 

Nurse Practitioner was here when Resident #21 

was admitted and came to assess Resident #21's 

rash. NA #5 revealed Resident #21 was on 

contact precautions because we were told she 

had a "bad bug in her urine," so we were only 

wearing personal protective equipment (PPE) to 

empty her urinary catheter. NA #5 stated that the 

first time she was aware that Resident #21 was 

ordered a cream for her rash was on 07/23/22. 

The Nurse applied cream to Resident #21's entire 

body on Saturday, 7/23/2022, and the Nurse told 

me that it would need to be washed off after 24 

hours. NA #5 stated she gave Resident #21 a 

bath on Sunday, 7/24/2022. 

An observation and interview of Resident #21 

was made on 09/13/22 at 5:27 PM. Resident #21 

was up in chair at the nursing station. She stated 

that this was her first time up and out of her room 

since admission. She was dressed in long pants 

and short sleeve shirt. Resident #21's bilateral 

arms were covered with small irregular scabs that 

were approximately the size of pencil eraser. 

They were well defined, and each area was 

scabbed over. There was no redness or erythema 

or drainage and were not crusted. Resident #21 

indicated that her arms looked "better than they 

have in a long time." 

The Nurse Supervisor was interviewed on 

9/14/2022 at 10:16 AM. The Nurse Supervisor 

stated that each resident upon admission was 

supposed to have a head-to-toe assessment 

including their skin. Once the admission nurse 
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completed the assessment then the night shift 

nurse was supposed to check and ensure all the 

components of the admission were completed 

then the Director of Nursing (DON) would do the 

final check to ensure all components of the 

admission were completed. The Nurse 

Supervisor stated she did not know who was 

supposed to completed Resident #21's admission 

assessment and could not speak to how the 

checks and balances were not done to ensure the 

admission skin assessment was completed and 

treatment for identified issues started. 

An interview was conducted with Medication Aide 

(MA) #2 on 09/14/22 at 2:00 PM who confirmed 

she was working on the hall when Resident #21 

was admitted to the facility. She confirmed that 

she did not do treatments or any form of skin 

assessment that would be up the Nurse 

Supervisor and she could not recall who was the 

nurse was that day. MA #2 stated that she 

assisted Resident #21 on the bed pan on 

07/08/22 and noted that she had open lesions all 

over her body that looked like bites or "bug bites." 

MA #2 stated that she told a nurse but could not 

recall who that was but recalled being told it 

looked like something she was allergic to 

probably from the hospital. She stated she did not 

think that was right and couple of week later 

learned that it was scabies.   

The DON was interviewed on 9/14/2022 at 2:24 

PM. DON stated she was on vacation when 

Resident #21 was admitted to the facility, from 

7/8/2022 through 7/16/2022, so she was unaware 

that Resident #21's admission assessments, to 

include a skin assessment, had not been 

completed or why treatment to identified areas 

had not been initiated sooner.  DON revealed she 

FORM CMS-2567(02-99) Previous Versions Obsolete 65IZ11Event ID: Facility ID: 923249 If continuation sheet Page  13 of 88



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/07/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345261 09/14/2022

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

179 COMBS STREET
ALLEGHANY CENTER

SPARTA, NC  28675

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 684 Continued From page 13 F 684

was supposed to have daily clinical meetings to 

talk about resident findings and concerns, this 

team is supposed to made up of the DON, Social 

Worker, MDS, Nurse Supervisor, Assistant 

Director of Nursing and Therapy, but right now 

the clinical team consisted of the DON and Nurse 

Supervisor and at lot of time the Nurse 

Supervisor was being pulled to the hall due to 

staffing challenges. 

The Nurse Practitioner was interviewed on 

06/14/22 at 6:29 PM. The NP confirmed that she 

had seen and evaluated Resident #21 upon her 

admission to the facility on 07/08/22 and 

suspected scabies by the crusted lesion she had 

on her arms and legs. The Nurse Practitioner 

stated that she had ordered Triamcinolone cream 

for the itching and Permethrin cream for the 

scabies but later learned that she did not enter a 

date and time on the order, so the order never got 

carried out and the medication never got applied 

until it was again ordered on 07/20/22. The Nurse 

Practitioner also stated she was unaware until 

07/20/22 that her initial order never got carried 

out by staff.

F 686 Treatment/Svcs to Prevent/Heal Pressure Ulcer

CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.  

Based on the comprehensive assessment of a 

resident, the facility must ensure that-

(i) A resident receives care, consistent with 

professional standards of practice, to prevent 

pressure ulcers and does not develop pressure 

ulcers unless the individual's clinical condition 

demonstrates that they were unavoidable; and

(ii) A resident with pressure ulcers receives 

F 686 10/18/22

SS=D
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necessary treatment and services, consistent  

with professional standards of practice, to 

promote healing, prevent infection and prevent 

new ulcers from developing.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observations, record review, staff, 

Nurse Practitioner, and Medical Director 

interviews the facility failed to provide wound 

treatments per the hospital discharge summary 

for 5 days and to complete or document a skin 

assessment on admission for 1 of 3 residents 

reviewed for pressure ulcers (Resident #21).

The findings included:

Resident #21 was admitted to the facility on 

7/8/2022. Her diagnoses included combined 

systolic and diastolic (congestive) heart failure, 

and type 2 diabetes with neuropathy.

Review of the hospital discharge summary dated 

7/8/2022 at revealed bilateral heel wound orders:

1. Left foot: Topical dressing: wet to dry gauze 

with Dakin's (contains sodium hypochlorite, used 

as an antiseptic to cleanse wounds in order to 

prevent infections), to be changed 2 times a day, 

wash with soap and water in between dressing 

changes. Recommend collagenase (enzymes 

that break down the native collagen that holds 

animal tissues together) to right leg ulcer with 

eschar, compression therapy (edema wear), 

offloading of heels and non-weight bearing, 

calf-ankle exercises, and follow-up with wound 

care.

2. Right foot: twice daily dressing changes: apply 

barrier cream to wound border/peri-wound, then 

 1. Resident #21 admitted on 7/8/2022. 

Skin assessment was completed 

7/17/2022 by a staff nurse.   Resident #21 

currently has scattered scabs to bilateral 

upper arms, and wounds to bilateral heels 

that have current wound care orders. 

Weekly skin assessments are completed 

by licensed nurses. Resident #21 had 

wound orders entered on 7/14/2022.  

2. All residents have the potential to be 

affected. DON/ Designee completed an 

audit of all current resident�s skin 

condition to ensure that appropriate 

treatments were in place as indicated. 

Nursing Management completed an audit 

of all wounds and orders to ensure that 

the correct order is in place and being 

completed as ordered.  Director of 

Nursing or designee reviewed the 

admissions from the last 30 days to 

ensure that all wounds and orders are 

documented appropriately.  Education 

added to new employee orientation 

information, to the yearly education 

required for facility staff, and to the new 

agency orientation packet. Competency 

verified at the facility.

3. The Director of nursing or designee 

educated all licensed staff on procedures 

for admission skin assessments, 
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apply a dampened Dakin's kerlix to the wound 

bed, cover with a pad, kerlix and ace bandage 

(starting from below toes to below knee).

3. Follow-up appointment at Wound Care Center 

on 7/25/2022 at 9:15 AM.

Review of the electronic record revealed the 

Nurse Practitioner entered the order to follow the 

hospital discharge wound orders on 7/8/2022 at 

4:22 PM and it was confirmed by the Nurse 

Supervisor. 

An interview was conducted with the Nurse 

Practitioner (NP) on 9/14/2022 at 6:14 PM. NP 

stated she no longer worked at the facility and her 

last day was 8/19/2022. She stated she was 

familiar with Resident #21 and that she was 

admitted to the facility with bilateral wounds on 

her heels. NP revealed she had been present at 

the time of Resident #21's admission to the 

facility and had assessed her at that time. NP 

stated she entered the wound treatment orders 

and forgot to enter the time and date to start the 

treatments.

An interview was conducted with Nurse 

Supervisor on 9/14/2022 at 10:17 AM. She stated 

on Resident #21's admission to the facility, she 

confirmed and entered the orders into the 

electronic medical record. She revealed she 

thought she had reviewed the orders before 

confirming and stated she must have made a 

mistake on the wound orders and did not make 

sure they had a time and date to start. The Nurse 

Supervisor stated she had no knowledge that 

Resident #21's pressure ulcers on her bilateral 

heels did not have treatment orders from 

7/8/2022 through 7/13/2022.

completing weekly skin assessments, 

obtaining orders for any wounds or skin 

abnormalities, notifying the physician if 

orders are unavailable to obtain an 

alternative.  The Director of Nursing 

educated Nursing management on 

completing weekly wound rounds on all 

wounds and ensuring appropriate 

treatments are in place and effective, and 

physicians are notified for new orders as 

appropriate.

 

4. DON/designee will audit all admission 

skin assessments and weekly skin 

assessments, weekly wound 

documentation and physician treatment 

orders to ensure that all orders have been 

implemented and if treatments are not 

available that the Physician has been 

notified, daily x 1 week, 3 times weekly x 1 

week, weekly x 1 week, and random 

checks bi-weekly x 1 month.   Results of 

these audits will be brought before the 

Quality Assurance and Performance 

Improvement Committee monthly with the 

QAPI Committee responsible for ongoing 

compliance.
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Review of the admission Minimum Data Set 

(MDS) dated 7/14/2022 revealed Resident #21 

was cognitively intact and required extensive to 

total assistance with activities of daily living 

(ADL). She was coded as an extensive 

assistance for bed mobility. Resident #21 was 

coded for 2 unstageable pressure ulcers.

Review of Resident #21's care plan revealed she 

had a care plan in place for admission with 

bilateral heel pressure ulcers initiated on 

7/8/2022, with intervention of provide wound 

treatments as ordered initiated on 7/15/2022.

Review of Resident #21's Treatment 

Administration Record for July 2022 revealed 

there were no wound orders entered prior to 

7/14/2022:

1. Order dated 7/14/2022 with a stop date of 

7/22/2022: Collagenase (enzymes that break 

down the native collagen that holds animal 

tissues together) ointment 250 milligrams/unit 

(mg/u), apply to left heel topically every night shift, 

cleanse heel with normal saline, apply a nickel 

layer of collagenase to slough tissue, cover with a 

pad and wrap with kerlix every night shift. 

2. Order dated 7/22/2022 with a stop date of 

8/29/2022: Collagenase ointment 250mg/u apply 

to bilateral heels topically every night shift for 

wound care, cleanse heels with normal saline, 

apply a nickel thick layer of collagenase to slough 

tissue, cover with a pad and wrap with kerlix wrap 

every night shift and as needed. 

Observation of Resident #21's wound care on 

9/13/2022 at 2:12 PM revealed Nurse #5 
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explained to Resident #21 what treatments she 

was going to perform to her bilateral heels. Nurse 

#5 followed infection control principles and 

completed wound treatments to bilateral heels as 

per medical provider orders. The bilateral heel 

wounds were without drainage or odor, edges of 

wounds clean, wound beds pink, no necrotic 

tissue noted. Resident stated she had been to the 

wound center on 9/12/2022 for wound 

debridement. 

An interview was conducted on 9/14/2022 at 

1:34PM by telephone with Nurse #7. She stated 

she worked at the facility through an Agency and 

had been assigned as the Nurse on 7/22/2022 for 

7 PM-7 AM shift for 100 hall. Nurse #7 revealed 

she had not worked at the facility for last 3 weeks. 

She revealed she was familiar with Resident #21 

and had taken care of her since her admission to 

the facility. Nurse #7 revealed Resident #21 was 

admitted with bilateral wounds on her heels. She 

stated the Nurse was responsible for completing 

any treatments ordered for the resident and then 

document the completion on the Treatment 

Administration Record (TAR). She stated she was 

not aware that treatments had been missed for 

Resident #21. She stated Resident #21 had not 

voiced any concerns to her. Nurse #7 stated she 

documented completion of treatments as soon as 

she completed them, because it was very busy at 

night and if you didn ' t ' t take the time to 

document, then you might forget to document at 

all. She stated she would notify the Director of 

Nursing is she had any concerns regarding 

wound care and treatments.

An interview was conducted with the Director of 

Nursing (DON) on 9/14/2022 at 2:14 PM. The 

DON stated she was familiar with Resident #21 
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and noted she was admitted to the facility with 

bilateral wounds on her heels. DON revealed she 

had not checked on TAR completion because it 

was only her and one other Administrative Nurse 

to review and complete all the nurse 

administration jobs. The DON revealed she did 

not know why Resident #21 did not have a skin 

assessment completed on admission or how she 

did not have treatment orders. The DON 

indicated part of the admission process was to 

make sure that all orders are entered correctly 

into the electronic record and that all 

assessments are completed within 24 hours and 

to report to her that the admission process was 

completed within 24 hours and staff to notify her if 

unable to complete.

A telephone interview was conducted with the 

Medical Director (MD) on 9/14/2022 at 4:16PM: 

He stated he was familiar with Resident #21. MD 

stated he was not aware that Resident #21's 

treatments had not been completed. MD stated 

he expected staff to complete orders as 

prescribed and if unable to complete orders, then 

to notify him or the Nurse Practitioner.

F 688 Increase/Prevent Decrease in ROM/Mobility

CFR(s): 483.25(c)(1)-(3)

§483.25(c) Mobility.  

§483.25(c)(1) The facility must ensure that a 

resident who enters the facility without limited 

range of motion does not experience reduction in 

range of motion unless the resident's clinical 

condition demonstrates that a reduction in range 

of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of 

motion receives appropriate treatment and 

F 688 10/18/22

SS=D
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services to increase range of motion and/or to 

prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility 

receives appropriate services, equipment, and 

assistance to maintain or improve mobility with 

the maximum practicable independence unless a 

reduction in mobility is demonstrably unavoidable.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observations, record review, staff, 

Nurse Practitioner, and Medical Director 

interviews the facility failed to apply splints for 1 of 

1 resident reviewed for range of motion (Resident 

#9).

The findings included:

Resident #9 was admitted to the facility on 

3/24/2022. Her diagnoses included anoxic brain 

injury, and chronic obstructive pulmonary 

disease.

Review of the hospital discharge summary dated 

3/23/2022 revealed Resident #9 had a diagnosis 

of contractures of the hands, that were not 

present on admission to the hospital. Discharge 

order: bilateral soft wrist splints.

Review of the most recent quarterly Minimum 

Data Set (MDS) dated 6/27/2022 revealed 

Resident #9 was cognitively intact and was totally 

dependent on staff for activities of daily living 

(ADLs). Range of motion was not coded.

Review of Resident #9's care plan initiated on 

7/11/2022 revealed a care plan for splint 

application by restorative nursing, to apply 

bilateral palm splint for 8 hours a day, every day.

 1. Nurse #1 applied bilateral palm splints 

for Resident # 9 on 09/13/2022. Resident 

# 9 is currently receiving splints as 

ordered. 

2. All residents who have splints ordered 

are at risk for being affected. 

Occupational Therapist/COTA reviewed all 

residents with splints on 10/10/2022 to 

ensure proper placement of splints. 

3. Occupational therapist/designee 

in-serviced all licensed staff on splint 

placement for each resident with orders 

for splints. Clinical staff assigned to the 

hall will be responsible for ensuring that 

splints are applied as ordered.  Nursing 

management educated on splint 

application to allow for train the trainer 

education with new staff or agency staff. 

Education added to new employee 

orientation information, to the yearly 

education required for facility staff, and to 

the new agency orientation packet. 

Competency verified at the facility.

4. The Occupational Therapist/ 

designee, will conduct rounds 5 X week 

for appropriate placement of splints.  
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Observations of Resident #9 throughout the 

survey revealed the following:

9/11/2022 at 11:25AM revealed Resident #9's 

hands, lying on top of covers, had bilateral hand 

contractures without bilateral palm splint in place.

9/11/2022 at 2:58PM no bilateral palm splints 

in place. 

9/12/2022 at 9:07AM observation of Resident 

#9, bilateral hands located on top of covers with 

no bilateral palm splints in place.

9/12/2022 at 3:10PM no bilateral palm splints 

in place.

9/13/2022 at 9:03AM observation of Resident 

#9 revealed bilateral hands outside of covers and 

no bilateral palm splints in place. 

An interview conducted with Nurse #1 on 

9/13/2022 at 9:11 AM revealed she was the hall 

nurse responsible for Resident #9. She stated 

she was aware that Resident #9 had bilateral 

hand contractures but was not sure if she was 

supposed to wear splints. She indicated she was 

going to review the order. Nurse #1 reviewed 

Resident #9's orders and reported that Resident 

#9 was supposed to be wearing bilateral palm 

splints for 8 hours a day, on day shift, she further 

revealed that Resident #9 should of already had 

the splints applied, and that she would apply 

them. Nurse #1 stated if a resident had an order 

for splint application, then staff should follow the 

orders, if they are not able to apply the splints, 

then the Director of Nursing should be notified. 

Nurse #1 indicated there was no restorative 

nursing at the facility, therefore the Nurse Aides 

or the Nurse were responsible for applying the 

splints.

An interview was conducted with Nurse Aide (NA) 

Results of these audits will be brought 

before the Quality Assurance and 

Performance Improvement Committee 

monthly with the QAPI Committee 

responsible for ongoing compliance.
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#1 on 9/13/2022 at 10:32 AM. NA #1 stated she 

was an Agency NA. She revealed she was not 

familiar with Resident #9 and had only been at 

the facility for a couple of days. She stated she 

was supposed to check the Resident's Kardex to 

find out what kind of care a resident needed. NA 

#1 revealed she did not check the Kardex prior to 

taking care of Resident #9 and that she and NA 

#2 had been working together to complete the 

work on the hall. NA #1 indicated she had not 

reviewed the Kardex because there were so 

many residents on the hall (300 hall) and their call 

bells rang constantly, so she was just doing the 

best she could. NA #1 stated she should have 

reviewed the Kardex, and that Resident #9 should 

have had bilateral palm guards applied.

An interview was conducted with NA #2 on 

9/13/2022 at 1O:33 AM. She stated she was an 

Agency NA. She revealed she was working with 

NA #1 on 300 hall to get the work completed. NA 

#2 stated she was not aware that Resident #9 

was supposed to be wearing bilateral palm 

guards. NA #2 revealed she had received report 

from the previous shift this morning, but there 

was no mention of splints. She stated she should 

have checked the Kardex to see what kind of 

care Resident #9 needed, but she did not, she 

stated she was too busy to check the Kardex. NA 

#2 indicated she was doing the best she could do 

and would remember to check the Kardex the 

next time. NA #2 stated to her knowledge there 

was no restorative nursing and NAs should apply 

the splints.

An interview was conducted with the Certified 

Occupational Therapy Assistant (COTA) on 

9/13/2022 at 11:32 AM. The COTA revealed she 

had been at the facility for 3 years and she was 
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familiar with Resident #9. She stated the facility 

did not have a restorative nursing program and 

had not had one for several years. The COTA 

indicated Resident #9 had an order for bilateral 

palm splints to be applied for 8 hours every day. 

She stated the facility had a lot of traveling Nurse 

Aides and they should review the Kardex prior to 

taking care of a resident to see what kind of care 

that resident needed. The COTA stated she had 

gone down to assess Resident #9 and found her 

bilateral palm guards on. She stated she 

educated the 2 traveling NAs (NA #1 and NA #2) 

on 9/13/2022 on how to apply the splints correctly 

and for how long the splints were to remain on, 

when she realized the splints had not been 

applied. The COTA revealed the Occupational 

Therapist is only in the facility 2 days a week, but 

she left a treatment plan with goals for the COTA 

to follow, to treat those residents on her caseload. 

She stated since the facility did not have a 

restorative nursing program, the staff on the hall 

were responsible for the splint application. She 

indicated when a resident came off Occupational 

Therapy for splints, the Therapy Department 

initially educated the hall staff on the application 

of the splint and how to remove the splint, after 

that, any new staff or Agency staff were trained by 

the nursing department.

The Nurse Supervisor was interviewed on 

9/14/2022 at 10:17 AM. She stated she was 

familiar with Resident #9. Nurse Supervisor 

revealed Resident #9 did have an order for hand 

splints. She indicated Resident #9 had previously 

been on Physical Therapy caseload when she 

was first admitted to the facility. Nurse Supervisor 

revealed she was concerned that Resident #9's 

hand contractures had gotten worse, and she had 

put in an order for Physical Therapy to screen 
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Resident #9, Physical Therapy did not pick 

Resident #9 up for therapy and Nurse Supervisor 

was advised that Resident #9 did not have 

contractures, but her hands had just stiffened. 

She stated she did not remember when she had 

put in the request for an evaluation by Physical 

Therapy, but it had been in the past couple of 

months. Nurse Supervisor stated if a resident had 

an order for splint application, then staff should 

apply the splints as ordered. She indicated the 

facility did not have a restorative nursing 

program, so hall staff was supposed to apply the 

splints. She stated the nursing department was 

trained by the Therapy Department on how to 

apply splints and how to remove splints for an 

individual resident when the resident came off 

therapy. Nurse Supervisor stated the nursing 

department was responsible for training any staff 

that did not have the initial training.

An interview was conducted with the Director of 

Nursing (DON) on 9/14/2022 at 2:25 PM. The 

DON stated she was familiar with Resident #9. 

She stated Resident #9 had an order for bilateral 

palm splints to be applied every day for 8 hours 

on day shift. DON revealed the facility did not 

have a restorative nurse program, therefore, staff 

on the hall assigned to Resident #9 was 

responsible for making sure the splints had been 

applied. The DON revealed the Therapy 

Department did the initial training for splint 

application and removal, nursing staff had annual 

training on competencies and on hire. The DON 

stated her expectation was for staff to follow all 

orders and if they were unable to apply the splints 

to notify the Nurse on the hall or herself.

A telephone interview as conducted with the 

former Nurse Practitioner (NP) on 9/14/2022 at 

6:29 PM. She stated her last day at the facility 
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was 8/19/2022. The NP stated she was familiar 

with Resident #9 and that she had bilateral hand 

contractures. She indicated that Resident #9 had 

orders for bilateral hand splint application and hall 

staff was responsible for splint application. NP 

stated Resident #9's bilateral hand splints should 

have been applied as ordered and that by not 

having the splints applied could make the 

contractures worse. The NP stated her 

expectation was for orders to be followed as 

written, and if the order could not be followed then 

she should have been notified, and she had not 

been made aware that the splints had not been 

applied. She further revealed she expected the 

Occupational Therapist to conduct another 

evaluation to determine if the contractures had 

deteriorated and to treat if indicated.

A telephone interview was conducted with the 

Medical Director. He stated he was familiar with 

Resident #9. He stated his expectation was for 

staff to follow physician orders as written and to 

notify himself or the NP if the order could not be 

followed. Medical Director revealed that 

contractures could worsen if splints were not 

applied.

F 689 Free of Accident Hazards/Supervision/Devices

CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) 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 

F 689 10/18/22

SS=G
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by:

 Based on record review, facility staff interviews, 

the facility failed to provide care in a safe manner 

for 1 of 4 residents reviewed for accidents. The 

resident rolled out of bed during care and 

sustained a laceration above his eye along with 

contusions to his head, skin tear to left elbow and 

a skin tear just above the left wrist (Resident 

#33).

The findings included:

Resident #33 was admitted to the facility on 

02/19/21 with diagnoses that included contracture 

and poly-osteoarthritis.

Review of Resident #33's most recent annual 

Minimum Data Set assessment dated 01/24/22 

revealed him to be severely impaired with no 

behaviors or rejection of care.  He required total 

assistance of 2 or more with bed mobility, 

transfer, dressing, personal hygiene, and bathing.  

He required extensive assistance of 2 or more 

with toilet use.

A review of Resident #33's progress notes 

revealed a progress note dated 6/18/22 at 4:47 

AM and was written by Nurse #3.  The note 

documented at approximately 12:45 AM, the 

nurse was called to Resident #33's room by the 

Nursing Assistant (NA).  Upon entering the room, 

the nurse observed the resident lying on the floor, 

face down.  The resident's mouth, nose, and face 

were found to be actively bleeding.  After 

checking for injuries, the resident was rolled over 

onto side to and the resident had an approximate 

1.5 centimeter (cm) laceration just above his left 

eye.  There was also a skin tear to left elbow and 

a skin tear just above his left wrist.  The nurse 

 1. Resident #33, a current resident, is 

care planned at risk for falls, fall 

interventions in place including bed 

mobility with assist of 2 per assessment. 

2. All residents have the potential to be 

affected. The Director of nursing reviewed 

all current residents� care plans to 

ensure that the level of care needs are 

accurately documented and reflected on 

the Kardex for nurse�s aides to know 

what level of support is required. 

3. The Director of nursing or designee 

educated all licensed staff how to access 

the care plan or Kardex to review level of 

care needed in order to ensure resident 

safety.  Education added to new 

employee orientation information, to the 

yearly education required for facility staff , 

and to the new agency orientation packet. 

Competency verified at the facility.

4. DON/designee will complete 5 

random audits of care being provided, 

including bed mobility and transfers to 

ensure care is being provided as 

assessed and care planned, weekly X 4 

weeks, then 3 audits per week X 4 weeks, 

and randomly thereafter. Results of these 

audits will be brought before the Quality 

Assurance and Performance 

Improvement Committee monthly with the 

QAPI Committee responsible for ongoing 

compliance.
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applied pressure to left eye to control the bleeding 

while another nurse called 911 for emergency 

transport.  The resident was sent to Emergency 

Room (ER) and received stitches above the left 

eye and steri-strips to the left elbow.  The 

resident returned was documented as having 

returned to the facility in stable condition.

Review of Resident #33's hospital notes dated 

6/18/22 from his visit post fall revealed he was 

treated for a 1.5 cm laceration above the left eye 

between the eyebrow and eyelid. The notes 

indicated 3 sutures (stitches) were completed 

with no complications.  Other injuries noted in the 

hospital report included a contusion (bruise) to 

Resident #33's left knee and shoulder, a 

contusion on his head, a cervical strain, and 

abrasions and skin tears. 

 An interview with Nurse Aide (NA) #6 on 9/13/22 

at 4:00 PM, she reported she remembered the 

night Resident #33 fell out of bed on 6/18/22.  

She stated it was her first night working and on 

her 2nd round, she went into Resident #33's 

room and noticed he had vomited on himself and 

had some diarrhea.  She reported after she 

changed him and had removed his dirty sheets, 

she rolled him on his side to put on clean sheets 

and when she went to apply the corner of the 

fitted sheet over the corner of his mattress, 

Resident #33 rolled out of bed towards her and 

face down onto the floor.  She reported she 

believed he hit his head, elbow, and side. NA #6 

verified it was just her in the room during care 

and that she was under the impression from the 

NA she received report from that Resident #33 

was a one person assist.  She stated she did not 

verify his care status with the nurse or in the 

electronic system.  NA #6 detailed that Resident 
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#33 was bleeding from his head, so she went and 

got the hall nurse immediately who assessed the 

resident and began first aid while another staff 

member contacted 911.

During an interview with Nurse #3 on 9/14/22 at 

4:45 PM, she reported she remembered the night 

Resident #33 fell on 6/18/22.  She stated she was 

on the hall when NA #6 came and got her and 

stated Resident #33 had fallen from the bed while 

she was providing care.  Nurse #3 stated she 

went to the room and noticed he was bleeding 

from his head and was face down on the floor.  

After she assessed him, they rolled him over and 

she noted a laceration above Resident #33's eye 

that looked like it would need stitches.  911 was 

called and resident was sent to the emergency 

room for treatment and evaluation.  She reported 

she believed he returned shortly after with 

stitches and other bandages from various skin 

tears. 

A review of the facility ' s fall investigation dated 

6/18/22 and completed by Nurse #3, revealed 

Resident #33 "was being cleaned up from 

vomiting just before incident occurred, was turned 

to his side to prevent aspiration if vomiting should 

occur again, NA (Nurse Aide) #6 was reaching for 

a clean sheet when resident rolled onto the floor."  

Per the investigation, there was only one staff 

member in the room at the time and attempted to 

change the bed sheets when Resident #33 fell 

from the bed. 

 

During an interview with the Director of Nursing 

on 09/14/22 at 5:54 PM, she reported she was 

aware of the incident and reported staff should 

verify care needs by looking at the electronic 

system. The DON indicated NA #6 received 
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training to verify care status before providing care 

to all residents on her assignment.  She stated all 

staff should verify care needs daily before their 

shift to ensure they knew how many staff 

members would be needed to safely provide 

care.  She reported if Resident #33 was coded as 

requiring 2 or more persons to assist with 

bathing, dressing, toilet use, and personal 

hygiene, then there should have been at least two 

staff members in the room the night he fell out of 

the bed.

F 690 Bowel/Bladder Incontinence, Catheter, UTI

CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that 

resident who is continent of bladder and bowel on 

admission receives services and assistance to 

maintain continence unless his or her clinical 

condition is or becomes such that continence is 

not possible to maintain.

§483.25(e)(2)For a resident with urinary 

incontinence, based on the resident's 

comprehensive assessment, the facility must 

ensure that-

(i) A resident who enters the facility without an 

indwelling catheter is not catheterized unless the 

resident's clinical condition demonstrates that 

catheterization was necessary;

(ii) A resident who enters the facility with an 

indwelling catheter or subsequently receives one 

is assessed for removal of the catheter as soon 

as possible unless the resident's clinical condition 

demonstrates that catheterization is necessary; 

and

(iii) A resident who is incontinent of bladder 

receives appropriate treatment and services to 

F 690 10/18/22

SS=D
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prevent urinary tract infections and to restore 

continence to the extent possible.

§483.25(e)(3) For a resident with fecal 

incontinence, based on the resident's 

comprehensive assessment, the facility must 

ensure that a resident who is incontinent of bowel 

receives appropriate treatment and services to 

restore as much normal bowel function as 

possible.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observations, record review, and 

facility staff interviews, the facility failed to ensure 

a resident's urinary catheter tubing and drainage 

bag did not come into contact with the floor for 1 

of 3 residents reviewed for catheters (Resident 

#33).

The findings included:

Resident #33 was admitted to the facility on 

02/19/21 with diagnoses that included 

neuromuscular dysfunction of bladder.

A review of Resident #33's annual Minimum Data 

Set Assessment dated 07/29/22 revealed him to 

be severely impaired.  He was coded as having a 

catheter.   

Review of Resident #33's care plans last 

reviewed on 08/02/22 revealed a care plan for 

Resident #33 that required an indwelling 

(supra-pubic) catheter due to: neurogenic 

bladder.  Interventions included: keep catheter off 

floor.

An observation of Resident #33 in his room 

completed on 09/12/22 at 9:22 AM revealed his 

 1. Resident # 33 catheter drainage bad 

and tubing was removed from floor and 

placed in a wash basin to keep from 

touching floor due to resident being in a 

low bed, by the Director of Nursing on 

9/14/2022.   

2. All residents with an Indwelling 

catheter have the potential to be affected. 

The Director of Nursing reviewed all 

residents with an indwelling catheter on 

9/14/2022 to assure proper placement of 

the urinary bag holder and tubing and 

ensure that the tubing and drainage bag 

are not touching the floor.

 

3. The Director of nursing, or designee, 

in-serviced all nursing staff on the proper 

placement of catheter drainage collection 

bag and catheter tubing with an emphasis 

on ensuring collection bag and tubing are 

not in contact with the floor.   Education 

added to new employee orientation 

information, to the yearly education 

required for facility staff, and to the new 

agency orientation packet. Competency 
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catheter tubing 

and catheter bag to be laying on the floor beside 

his bed.

An interview with Nurse Aide #3 (NA#3) on 

09/12/22 at 9:27 AM revealed she did not know 

why the catheter bag was on the floor and she 

reported it should not be in contact with the floor 

at any time.  She proceeded to adjust the 

catheter bag and the tubing to where it was no 

longer in contact with the floor.  NA #3 reported it 

was the responsibility of all floor staff to ensure 

catheter bags and tubes were off the floor.

Another observation completed on 09/13/22 at 

2:21 PM revealed Resident #33 to be in his bed 

resting, his catheter tubing was observed to be 

lying in the floor.

During an interview with Nurse #4 on 09/13/22 at 

2:31 PM, she reported that catheter bags and 

tubing should not encounter the floor.  She 

reported she believed it was the responsibility of 

the nurse aides when they provided care to make 

sure the catheter tubing was off the floor.  She 

reported she would adjust the tubing and the bed 

to make sure it was no longer touching the floor.

An additional observation completed on 09/14/22 

at 10:55 AM revealed Resident #33's catheter 

tubing to lay on the floor beside his bed 

During an interview with the Director on Nursing 

on 09/14/22 at 11:00 AM, she verified that 

catheter bags and tubing should not touch the 

floor.  She reported it was the responsibility of all 

the staff to ensure catheter bags and tubing did 

not rest on the floor.  She reported she expected 

catheter tubing and bags to stay off the floor to 

verified at the facility.

4. The Director of Nursing/ designee, will 

conduct rounds 5 X week for appropriate 

placement of catheter drainage collection 

bag and tubing.  Results of these audits 

will be brought before the Quality 

Assurance and Performance 

Improvement Committee monthly with the 

QAPI Committee responsible for ongoing 

compliance.
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prevent possible contamination.

F 695 Respiratory/Tracheostomy Care and Suctioning

CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including 

tracheostomy care and tracheal suctioning.  

The facility must ensure that a resident who 

needs respiratory care, including tracheostomy 

care and tracheal suctioning, is provided such 

care, consistent with professional standards of 

practice, the comprehensive person-centered 

care plan, the residents' goals and preferences, 

and 483.65 of this subpart.

This REQUIREMENT  is not met as evidenced 

by:

F 695 10/18/22

SS=E

 Based on observations, record review and staff 

interviews, the facility failed to keep air filters on 

oxygen concentrators clean and free from dust 

buildup for 1 of 3 residents reviewed for 

respiratory care. (Resident #24)

The findings included

A review of the facility's policy titled "Oxygen: 

Concentrator" last revised on 06/01/21 revealed 

the following instructions: 

"14. Perform maintenance according to 

manufacturer's instructions and by approved 

preventative maintenance personnel ... 14.2 

clean the intake filter".

Resident #24 was admitted to the facility on 

03/15/22 with diagnoses that included COVID-19, 

shortness of breath, and solitary pulmonary 

nodule (a single mass in the lung).

Review of Resident #24's significant change 

 1. Resident # 24�s Oxygen 

Concentrator Filters were cleaned by 

nursing management on 9/14/2022.  

2. All residents on Oxygen have 

potential to be effected.  Nursing 

Management completed an audit of all 

current residents on Oxygen to ensure 

that the concentrator filters were clean. 

3. Education provided for licensed 

nurses by the DON/Designee regarding 

the policy for cleaning Oxygen filters and 

changing tubing weekly. Schedule put in 

place for night shift nurses to clean 

Oxygen filters and change tubing weekly. 

Education added to new employee 

orientation information, to the yearly 

education required for facility staff, and to 

the new agency orientation packet. 

Competency verified at the facility.

4. Nursing Management to audit Oxygen 
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Minimum Data Set assessment dated 09/12/22 

revealed him to be severely impaired and having 

received oxygen therapy while a resident.

A review of Resident #24's physician orders 

revealed an order dated 04/10/22 to clean 

external filter on oxygen concentrator.  Another 

order dated 04/04/22 was for oxygen at 2 liters 

per minute via nasal canula as needed for 

shortness of breath, exertional dyspnea, or 

oxygen saturation levels below 90%.

An observation of Resident #24's oxygen 

concentrator on 09/12/22 at 9:08 AM revealed the 

filter to be caked with white dust particles.  The 

oxygen concentrator was running at the time of 

the observation.

Another observation completed on 09/13/22 at 

2:33 PM revealed the oxygen concentrator to be 

in the same condition as the day before with the 

filter caked with white dust particles.

A third observation completed on 09/14/22 at 9:08 

AM revealed Resident #24's oxygen concentrator 

to be in the same condition as the previous two 

days, with the filter caked with thick white dust 

particles.

An interview with Nurse Aide #4 on 09/14/22 at 

9:10 AM revealed she was an agency nurse aide 

and did not know who was responsible for 

cleaning the filters on the oxygen concentrators.  

She reported she had been at the facility several 

weeks and she had never cleaned any oxygen 

filters, nor had she ever been told it was her 

responsibility.

During an interview with Nurse #3 who was 

concentrator 5 X week to ensure filters 

are clean and tubing is changed. 

Managers on Duty will audit Oxygen 

concentrators for clean filters and oxygen 

tubing change on the weekends.  Results 

of these audits will be brought before the 

Quality Assurance and Performance 

Improvement Committee monthly with the 

QAPI Committee responsible for ongoing 

compliance.
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assigned to Resident #24 on 09/14/22 at 9:14 

AM, she reported she did not know who was 

responsible for cleaning oxygen concentrator 

filters.  She reported she had never cleaned or 

changed a dirty oxygen concentrator filter.  Nurse 

#3 verified she was a routine nurse on Resident 

24's hall.

An interview with Nurse Supervisor #1 on 

09/14/22 at 9:25 AM, she reported oxygen 

concentrator filters should be cleaned when the 

oxygen tubing and nasal cannulas were changed 

out.  She reported the condition of Resident #24's 

oxygen concentrator filter was unacceptable and 

"probably had not been cleaned in several 

weeks."  She reported she would change the 

filter.

During an interview with the Director of Nursing 

09/14/22 at 5:54 PM, she reported oxygen 

concentrator filters should be changed weekly 

with the tubing and nasal cannulas.  She reported 

she was informed by Nurse Supervisor #1 about 

the condition of Resident #24's oxygen 

concentrator filter and that it should have been 

changed before getting to that condition.

F 712 Physician Visits-Frequency/Timeliness/Alt NPP

CFR(s): 483.30(c)(1)-(4)

§483.30(c) Frequency of physician visits

§483.30(c)(1) The residents must be seen by a 

physician at least once every 30 days for the first 

90 days after admission, and at least once every 

60 thereafter.

§483.30(c)(2) A physician visit is considered 

timely if it occurs not later than 10 days after the 

date the visit was required.

F 712 10/18/22

SS=E
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§483.30(c)(3) Except as provided in paragraphs 

(c)(4) and (f) of this section, all required physician 

visits must be made by the physician personally.

§483.30(c)(4) At the option of the physician, 

required visits in SNFs, after the initial visit, may 

alternate between personal visits by the physician 

and visits by a physician assistant, nurse 

practitioner or clinical nurse specialist in 

accordance with paragraph (e) of this section.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record reviews and staff interviews, the 

facility failed to ensure physician visits were 

performed every 60 days as required for 4 of 4 

residents reviewed for physician visits (Resident 

#73, Resident #75, and Resident #33).   

Findings included:

1. Resident #73 was admitted to the facility on 

11/19/19 with diagnosis that included 

frontotemporal dementia, Alzheimer's disease, 

and recently diagnosed on 8/29/22 with 

COVID-19.

A quarterly MDS dated 8/8/22 indicated Resident 

#73 was cognitively impaired. 

A review of the EMR revealed Resident #73 was 

seen by MD #2 for an acute problem visit on 

11/15/21. It further indicated Resident #73 had 

not been seen by the physician (MD#1) or Nurse 

Practitioner (NP) for a routine regulatory visit in 

the facility since November 2021. Resident #73 

was only seen for acute problem visits by the NP 

on 5/18/22 and 7/8/22.

 1. Residents # 33, # 73 and # 75 had 

Physician Visit on 9/15/2022.  

2. All residents have potential to be 

effected.  Health Information Manager ran 

a report all current residents to determine 

last physician�s visit.  All residents who 

had not had a Physician�s visit in the last 

60 days were seen by a Physician on or 

before 10/06/2022. All current resident are 

current with Physician�s Visit. 

3. Facility has hired a full time Medical 

Director, who is also be the attending 

Physician for residents at the facility. 

4. The Health Information Manager will 

track and audit all Physician�s visits 

weekly to ensure that all residents are 

seen by Physician every 60 days 

according to regulation. Results of these 

audits will be reported to the Quality 

Assurance and Performance 

Improvement Committee monthly with the 

QAPI Committee responsible for ongoing 

compliance.
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2. Resident #75 was admitted to the facility on 

4/1/21 with diagnosis that included diabetes, 

peripheral vascular disease, and epilepsy with a 

recent re-admission dated 6/25/22 after a 

hospitalization for diabetic ketoacidosis and 

pneumonia. 

A Significant Change MDS dated 9/5/22 indicated 

Resident #75 was moderately impaired for 

cognition.

A review of the EMR revealed Resident #75 had 

not been seen by a MD or NP for a routine 

regulatory visit since re-admission. The record 

further indicated Resident #75 was only seen for 

acute problem visits by the NP on 5/24/22, 6/1/22, 

6/2/22, 6/7/22, 6/8/22, 6/9/22, and 6/29/22.

3. Resident #33 was admitted to the facility on 

5/26/21 with diagnosis that included diabetes, 

chronic pain, and recent readmission following a 

hospitalization for a fall with pain and a left upper 

eyelid laceration and a second hospitalization for 

sepsis secondary to cellulitis of the lower 

extremity.

An Annual MDS dated 7/29/22 indicated Resident 

#33 was severely cognitively impaired.

A review of the EMR revealed Resident #33 

revealed had been seen by MD #2 for an acute 

problem visit on 2/21/22. It further indicated he 

had not been seen by a MD or NP for a routine 

regulatory visit in the facility since February 2022. 

It indicated Resident #33 had been seen by the 

NP for acute problem visits on 6/1/22, 6/17/22, 

and 7/8/22.  

An interview with the Business Office Manager 
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(BOM) on 09/14/22 at 10:50 AM revealed she 

prepared a list for MD #1 of residents who 

needed to be seen for certification regulatory 

visits required for Medicare payments only; 

however, she was not involved in preparation of a 

list of routinely required visits or the notes 

returned to the facility following visits by MD #1. 

The BOM indicated these duties would be 

handled by the Medical Records Director and she 

was unaware of exactly how many residents had 

not yet been seen by MD #1 since he started as 

the Interim Medical Director in April 2022.  

An interview with the Director of Nursing (DON) 

on 9/14/22 at 10:57 AM revealed she has been 

the DON since January 2022. She indicated the 

facility's former Medical Director (MD #2) had 

retired from the facility in April 2022. Since that 

time, the facility had in place an Interim Medical 

Director (MD #1) who lived over 3 hours away 

from the facility and she was aware he had not 

been able to see each resident as required in the 

facility for routine regulatory visits since he took 

over. The DON stated the facility attempted to 

collaborate between herself, BOM, and the 

Medical Records Director to provide MD #1 a list 

of residents in the facility that must be seen with 

priority. The DON elaborated to say the Medical 

Records Director had not provided her a list of 

residents who had not been seen by MD #1; 

however, she was aware there were concerns 

that residents had not been seen in a timely 

manner according to regulatory requirements.

An interview with the Medical Records Director on 

09/14/22 at 11:03 AM revealed she has been the 

Medical Records Director since January 2022. 

She indicated she was aware MD #1 had not 

seen all residents for routine regulatory visits 
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since he took over as Interim Medical Director 

when MD #2 retired in April 2022. The Medical 

Records Director stated she was told to print a list 

of who MD #1 needed to see, but she had only 

witnessed MD #1 being in the facility to see 

patients on one occasion since he started which 

was in July 2022, but she could not recall the 

exact date. 

An interview with the Administrator on 09/14/22 at 

2:53 PM revealed he had been made aware of 

concerns that MD #1 had not seen residents as 

he should.

F 727 RN 8 Hrs/7 days/Wk, Full Time DON

CFR(s): 483.35(b)(1)-(3)

§483.35(b) Registered nurse

§483.35(b)(1) Except when waived under 

paragraph (e) or (f) of this section, the facility 

must use the services of a registered nurse for at 

least 8 consecutive hours a day, 7 days a week.

§483.35(b)(2) Except when waived under 

paragraph (e) or (f) of this section, the facility 

must designate a registered nurse to serve as the 

director of nursing on a full time basis.

§483.35(b)(3) The director of nursing may serve 

as a charge nurse only when the facility has an 

average daily occupancy of 60 or fewer residents.

This REQUIREMENT  is not met as evidenced 

by:

F 727 10/18/22

SS=E

 Based on record review and staff interview the 

facility failed to ensure there was a Registered 

Nurse (RN) scheduled for at least 8 consecutive 

hours per day for 15 days out of the last 60 days 

reviewed (07/15/22, 07/19/22, 07/20/22, 07/25/22, 

07/28/22, 07/29/22, 08/07/22, 08/08/22, 08/14/22, 

 1. Facility is currently maintaining eight 

hours of RN coverage 7 days per week. 

2. All residents have the potential to be 

effected.  The Administrator reviewed 

staffing for the last 30 days to ensure the 
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08/17/22, 08/18/22, 08/22/22, 09/01/22, 09/02/22, 

and 09/04/22.)

The findings included:

A review of the daily assignment sheet for the last 

60 days was made along with the Scheduling 

Coordinator on 09/13/22 and 09/14/22. The 

review revealed that there was no RN scheduled 

for at least 8 consecutive hours on the following 

days: 07/15/22, 07/19/22, 07/20/22, 07/25/22, 

07/28/22, 07/29/22, 08/07/22, 08/08/22, 08/14/22, 

08/17/22, 08/18/22, 08/22/22, 09/01/22, 09/02/22, 

and 09/04/22. 

The Scheduling Coordinator was interviewed on 

09/13/22 at 11:31 AM who confirmed that she 

scheduled the nursing staff in the facility. She 

stated that she did not have a RN at least 8 

consecutive hours every day. The Scheduling 

Coordinator stated that she tried have a RN in the 

building each day but with the agency staff that 

was not always possible. She further confirmed 

that she was actively recruiting for additional RNs 

to help with the coverage. 

The Director of Nursing (DON) was interviewed 

on 09/14/22 at 2:24 PM. The DON confirmed that 

she was aware she did not have a RN for 8 

consecutive hours each day. She stated that her 

RN supervisor had worked several weeks in a 

row and needed some time off. The DON stated 

most of her staff were agency and she took what 

staff she could get and sometimes there was no 

RN coverage in the building. The DON stated 

they were actively recruiting for additional staff 

specifically a RN. 

The Administrator was interviewed on 09/14/22 at 

Facility had maintained RN coverage a 

minimum of eight hours per day. 

3. Education completed by the 

Corporate Nurse with the Administrator, 

Director of Nursing, and Facility Scheduler 

regarding requirement to maintain a 

minimum of eight hours of RN coverage 

per day.  Licensed Nurses were educated 

on this regulation and their responsibility 

to notify the Administrator and/or Director 

of Nursing of any changes to the schedule 

from call offs or staff leaving early that 

impact the eight hours of RN coverage. 

Education added to new employee 

orientation information, to the yearly 

education required for facility staff, and to 

the new agency orientation packet. 

Competency verified at the facility.

The Administrator will meet with the 

Director of Nursing, The Workforce 

Manager, and Scheduler daily (Monday- 

Friday) to ensure sufficient staffing to 

meet the needs of the residents.   The RN 

Nurse on call will be required to cover any 

variances in the schedule to ensure 8 

hours per day of RN Coverage is 

maintained. 

4. The Administrator will audit RN 

coverage for eight hours per day, 7 days 

per week, daily for two weeks, weekly 

times four weeks, and monthly thereafter 

to ensure sufficient staffing to meet the 

needs of the residents.
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3:45 PM. The Administrator he had only been at 

the facility for about 3 weeks and he expected 

there to be a RN in the building at least 8 

consecutive hours each day.

F 760 Residents are Free of Significant Med Errors

CFR(s): 483.45(f)(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:

F 760 10/18/22

SS=D

 Based on record review, staff, Resident, 

Pharmacy Manager and Nurse Practitioner 

interviews, the facility failed to prevent a 

significant medication error when they failed to 

obtain and administrator a steroid medication as 

ordered by the physician for 1 of 2 residents 

reviewed for pain (Resident #38). 

The finding included:

Resident #38 was admitted to the facility on 

06/18/21 with diagnoses that included 

degenerative joint disease and chronic pain 

syndrome.

A review of Resident #38's quarterly Minimum 

Data Set (MDS) assessment dated 08/03/22 

revealed the Resident was cognitively intact and 

received scheduled and as needed pain 

medication in the last five days of the assessment 

reference date (ARD). The MDS also indicated 

the Resident received opioids 5 days of the 7 day 

look back period.

A review of a progress note written by Nurse #1 

on 09/09/22 at 2:09 PM revealed Resident #38 

 1. Physician was contacted for 

clarification of dosing instructions for 

Resident # 38, on 9/11/22, by the RN 

supervisor. Initial dose of medication was 

administered on 9/12/2022. 

2.  All residents have the potential to be 

affected. DON/ designee will audit all 

notes from physicians from the last 30 

days and compare orders to MAR 

(Medication Administration Record) to 

ensure order is present and administered 

timely and correctly. If ordered treatment 

is not available, ensure that the physician 

has been notified and additional orders for 

an alternative has been obtained and 

carried out. 

3. The Director of nursing or designee 

educated all licensed staff on procedures 

for orders obtained from outside 

appointments or emergency room visits, 

the process for obtaining medications 

from pharmacy, notifying the physician if 

orders are unavailable to obtain an 

alternative. Education added to new 
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complained of 

increased throbbing pain to his left lower leg and 

insisted on going to the hospital. The on call 

service was notified and gave an order to send to 

the emergency room.

A review of the after visit report from the 

emergency department dated 09/09/22 revealed 

Resident #38 was seen for leg pain and 

diagnosed with Sciatica (nerve pain) of the left 

side. The report indicated the Resident was given 

Tylenol (for pain) and Solumedrol (a steroid) while 

in the emergency department. The report also 

indicated Resident #38 was given the prescription 

of methylprednisolone 4 milligram (mg) tablets 

with the instruction to follow the package 

directions. 

A review of a progress note written by Nurse #1 

on 09/09/22 6:25 PM revealed the Resident 

returned from the emergency room with a new 

script for Solumedrol 4 mg tablets and to follow 

the package directions. The Resident was in bed 

and continued to complain of pain and wanted to 

know when the shot of steroid would start to 

work. He was educated on medications and 

verbalized understanding.

On 09/11/22 a review of Resident #38's 

Medication Administration Record for September 

2022 revealed there was no medication listed for 

the steroid Solumedrol.

On 09/12/22 a review of Resident #38's 

Medication Administration Record for September 

2022 revealed an order for Solumedrol tablet 4 

mg, give one tablet by mouth one time a day for 

moderate pain. Follow tapering dosage on 

package, change order to reflect. Start date 

employee orientation information, to the 

yearly education required for facility staff , 

and to the new agency orientation packet. 

Competency  verified at the facility.

4. DON/designee will audit all external 

visit notes and physician orders to ensure 

that all orders have been implemented 

and if medications are not available that 

the Physician has been notified, daily x 1 

week, 3 times weekly x 1 week, weekly x 

1 week, and random checks bi-weekly x 1 

month.   Results of these audits will be 

brought before the Quality Assurance and 

Performance Improvement Committee 

monthly with the QAPI Committee 

responsible for ongoing compliance.
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09/12/22 at 2:00 PM. 

On 09/11/22 at 3:13 PM an interview was 

conducted with Resident #38. The Resident 

explained that he went to the emergency room on 

Friday September 09, 2022 for pain in his left leg 

and was diagnosed with Sciatica. The Resident 

continued to explain that he was given a steroid 

shot and a prescription for the steroids to 

continue for a few days, but he had not received 

the steroid medication. He stated the nurse (he 

did not know which one) told him that they could 

not get the medication over the weekend because 

the "faxes" did not work. The Resident stated the 

steroid shot they gave him in the emergency 

room had worn off and they tried to give him 

narcotics, but he did not take narcotics. He stated 

the Tylenol helps a little. The Resident remarked 

he did not see why the facility could not get his 

medication when the doctor ordered it to be given 

to him. 

An interview was conducted with the Supervisor 

on 09/12/22 at 9:16 AM who was also the Nurse 

who cared for Resident #38 on 09/11/22 from 

7:00 AM to 7:00 PM. The Supervisor was asked 

about Resident #38's visit to the emergency room 

on 09/09/22 and the order for the steroid 

medication. The Supervisor explained that she 

did not know about the emergency room visit or 

new medication being ordered until the Surveyor 

asked about it. The Supervisor looked through a 

stack of papers on the desk and found a 

prescription for Solumedrol 4 mg tablets (21 

tablets) and to follow the package directions. The 

Supervisor also found where the prescription had 

been faxed to the pharmacy on 09/10/22 at 12:04 

AM and 12:05 AM both with the confirmation of 

"no answer" for the faxed prescription. The 
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Supervisor explained that the nurse who faxed 

the prescription to the pharmacy should have 

called the pharmacy and received verbal 

confirmation of receiving the prescription so the 

Resident could have been given the mediation as 

ordered and without delay. The Nurse continued 

to explain that the Resident did not complain of 

pain when she worked with him on 09/11/22 nor 

did the Resident report to her about the 

emergency room visit or the new medication.

On 09/12/22 at 10 AM the Supervisor provided a 

faxed confirmation dated 09/12/22 9:45 AM of 

Resident #38's Solumedrol prescription being 

sent to the pharmacy. Attached to the 

confirmation was the prescription for Resident 

#38's Solumedrol dated 09/10/22 at 6:54 AM with 

the result of that "no answer".

On 09/13/22 at 11:07 AM an interview with the 

Pharmacy Manager (PM) revealed, the pharmacy 

delivery occurred once on Sunday and twice a 

day Monday through Saturday at times of 

approximately 4:35 PM and 1:05 AM. The PM 

explained that when the nurses input the orders 

into the system the order will directly be 

transmitted to the pharmacy and the medication 

would be delivered in the next delivery scheduled 

for the facility. She continued to explain that the 

nurses could also fax or telephone the orders 

directly to the pharmacy both of which would be 

received 24 hours a day 7 days a week. The PM 

continued to explain that the pharmacy closed at 

5:00 PM but the phone call would roll over to an 

after hour service and the pharmacy had a stat 

service they could utilize within 4 hours so there 

was no reason why the Resident should have 

missed his medication. 
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An interview was conducted with Nurse #1 on 

09/13/22 at 3:18 PM who explained that on the 

afternoon of Friday 09/09/22 Resident #38 

complained of pain in his left leg but refused to 

take his prescribed Tramadol for the pain citing 

he did not take narcotics. The Resident insisted 

on being sent to the emergency room, so she 

notified the on call service and got an order to 

send him to the emergency room. The Nurse 

continued to explain that when the Resident 

returned to the facility, she learned that they 

diagnosed him with Sciatica and gave him a 

steroid injection and sent a prescription of more 

steroids to continue at the facility. The Nurse 

reported he returned from the emergency room 

around shift change so she gave the prescription 

to Nurse #2 who was relieving her from duty. 

Nurse #1 explained that Nurse #2 attempted to 

input the new prescription in the computer system 

which would have been immediately transmitted 

to the pharmacy and sent in the next pharmacy 

delivery but since the prescription was not 

specific to the dose and times she faxed the 

prescription to the pharmacy. The Nurse stated it 

was not until she came on duty the next day that 

she realized Resident #38's medication was not 

at the facility. She stated on Saturday the 

Resident did complain of left leg pain but stated it 

was not as bad as it was on Friday and was 

agreeable to taking the Tramadol for the pain 

which was effective. The Nurse stated she did not 

call the pharmacy about the medication because 

she thought the medication would be delivered 

during her shift but there was no pharmacy 

delivery during her shift that day. The Nurse 

explained that she did not pass on in report to 

Nurse #3 that Resident #38's medication had not 

come from the pharmacy because she was so 

busy that she forgot. 
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On 09/14/22 2:01 PM Nurse #1 explained that 

she witnessed Nurse #2 fax Resident #38's 

prescription to the pharmacy on the morning of 

09/10/22 during the shift change report. 

During an interview with Nurse #2 on 09/13/22 at 

3:34 PM the Nurse stated she was an agency 

Nurse that worked 3-4 days a week on the 7:00 

PM to 7:00 AM shift. The Nurse explained that 

she relieved Nurse #1 on Friday 09/09/22 and 

received report that Resident #38 had been sent 

to the emergency room for leg pain and returned 

with a prescription for Solumedrol. The Nurse 

continued to explain that she attempted to input 

the order into the system which would have been 

sent directly to the pharmacy and delivered in the 

next pharmacy delivery but she could not get the 

system to take the prescription because the script 

said to follow directions on the package and she 

had to be specific in putting the directions in the 

system. She stated she faxed the prescription to 

the pharmacy two times. The Nurse explained 

that the medication did not come in the pharmacy 

delivery that night. The Nurse continued to 

explain that when Nurse #1 came on duty the 

next morning (09/10/22) she told the Nurse that 

she could not complete the order in the system, 

so she faxed it again that morning. She stated 

she did not know if it went through to the 

pharmacy or not but did not think about calling 

the pharmacy directly. 

Numerous attempts were made to interview 

Nurse #3 who worked on 09/10/22 from 7:00 PM 

to 7:00 AM, but the attempts were unsuccessful. 

During an interview with Nurse #4 on 09/13/22 at 

4:30 PM the Nurse explained that when the nurse 
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inputs the order into the medication system it 

automatically informed the pharmacy of the order 

and the medication was sent in the next 

pharmacy delivery to the facility. The Nurse 

continued to explain that if they had a 

prescription, it could be faxed to the pharmacy 

and the medication would come in the next 

delivery run as well. The Nurse stated they could 

always call the pharmacy and the facility would 

deliver the medication stat if needed. 

On 09/13/22 at 5:00 PM during an interview with 

the Director of Nursing (DON) the DON stated 

that she had already been made aware of 

Resident #38's medication situation. The DON 

explained that it was unacceptable for the 

Resident to not receive the newly prescribed 

medication for three days. The DON stated Nurse 

#1 should have faxed the new medication order 

to the pharmacy and also made the follow up 

telephone call to the pharmacy to ensure the 

pharmacy had received the order. 

An interview was conducted with the previous 

Nurse Practitioner (NP) on 09/14/22 at 6:42 PM 

who stated she was familiar with Resident #38. 

The NP explained that she would have expected 

the prescription was successfully faxed and 

received by the pharmacy so that the medication 

could have been started on the next pharmacy 

delivery. The NP stated it was unacceptable for 

Resident #38 to not receive his medication all 

weekend.

F 761 Label/Store Drugs and Biologicals

CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals

Drugs and biologicals used in the facility must be 

F 761 10/18/22

SS=E

FORM CMS-2567(02-99) Previous Versions Obsolete 65IZ11Event ID: Facility ID: 923249 If continuation sheet Page  46 of 88



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/07/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345261 09/14/2022

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

179 COMBS STREET
ALLEGHANY CENTER

SPARTA, NC  28675

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 761 Continued From page 46 F 761

labeled in accordance with currently accepted 

professional principles, and include the 

appropriate accessory and cautionary 

instructions, and the expiration date when 

applicable.

§483.45(h) Storage of Drugs and Biologicals  

§483.45(h)(1) In accordance with State and 

Federal laws, the facility must store all drugs and 

biologicals in locked compartments under proper 

temperature controls, and permit only authorized 

personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately 

locked, permanently affixed compartments for 

storage of controlled drugs listed in Schedule II of 

the Comprehensive Drug Abuse Prevention and 

Control Act of 1976 and other drugs subject to 

abuse, except when the facility uses single unit 

package drug distribution systems in which the 

quantity stored is minimal and a missing dose can 

be readily detected.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, record review, staff, and 

Consultant Pharmacist interviews the facility 

failed to remove expired medication and date 

open insulin pens from 1 of 3 medication carts 

(300 hall medication cart) and failed to remove 

loose unsecured pills from 2 of 3 medication carts 

(100 hall/200 hall cart and 300 hall cart) reviewed 

for medication storage. 

The findings included:

1a. An observation of the 300-hall medication cart 

was made on 09/12/22 at 11:16 AM along with 

Nurse #8 revealed the following: Glipizide (used 

 1. Nurse #8 called pharmacy for 

replacement insulin pens and to clarify 

storage time for Novolin 70/30. Nurse #8 

also discarded an expired card of 

Glipizide and discarded loose pills that 

were noted in the medication cart. Nurse 

#5 also discarded unsecured, loose pills 

from her med cart. 

2. All residents have the potential to be 

affected. DON/designee reviewed all 

medication carts for loose pills, expired 

medications, and undated or expired 

insulin pens on 10/7/2022

FORM CMS-2567(02-99) Previous Versions Obsolete 65IZ11Event ID: Facility ID: 923249 If continuation sheet Page  47 of 88



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/07/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345261 09/14/2022

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

179 COMBS STREET
ALLEGHANY CENTER

SPARTA, NC  28675

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 761 Continued From page 47 F 761

to treat diabetes) 10 milligrams (mg) 16 tablets 

that expired on 07/31/22, Novolin 70/30 insulin 

pen that was opened on 07/29/22, Lantus insulin 

pen with no date of when it was opened, and 

Glargine insulin pen with no date of when it was 

opened.  The observation also revealed the 

following loose unsecured pills that were found in 

the bottom of the medication drawers on the cart: 

2 large oval white pills, 4 smaller oval white pills, 

1 pink oval pill, 1 white capsule, 1 large round 

white pill, 2 small round white pills, 1 small oval 

blue pill, 1 peach oval pill, 3 beige round pills, 1 

half white oblong pill, 1 square brown pill, and 1 

oblong yellow pill. 

Nurse #8 was interviewed on 09/12/22 at 11:26 

AM and stated she worked at the facility through 

an agency. She stated that she had gone through 

her medication cart this morning labeling eye 

drops and to ensure the medication cart was 

clean. Nurse #8 was unable to confirm when the 

Lantus or Glargine insulin pen were opened but 

stated she would contact the pharmacy for 

replacements Nurse #8 stated she would have to 

call the pharmacy and find out how long the 

Novolin 70/30 was good for after opening 

because she was not sure. Nurse #8 stated that 

since she did not know when the insulin pens 

were opened, she did not know when they 

expired. She added that all insulin pens and vials 

should be dated when opened. Nurse #8 stated 

that when she went through her medication cart 

this morning she did not check for expired 

medication and did not realize that the Glipizide 

was expired but stated she would discard that 

and the loose unsecured pills that were found on 

the medication cart. 

1b. An observation of the 100/200 hall medication 

3.  Insulin expiration times posted on 

each med cart on 10/7/2022 All 

Nurses/medication aides, including 

agency staff in-serviced by the Director of 

Nursing/designee on medication storage, 

including removing loose medication, 

dating insulin pens.

4. Director of Nursing/ designee, will 

conduct rounds 5 X week on all 

medication carts and med rooms for 

proper medication storage. Nurses will 

check their assigned med cart each shift 

for expired medication, loose pills, and 

unlabeled insulins.   Results of these 

audits will be brought before the Quality 

Assurance and Performance 

Improvement Committee monthly with the 

QAPI Committee responsible for ongoing 

compliance.
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cart was made on 09/12/22 at 3:45 PM along with 

Nurse #5. The observation revealed the following: 

7 round white pills, 3 oblong yellow pills, 2 square 

brown pills, 1 white oblong pill, 2 round blue pills, 

2 small round pink pills, 2 peach round pills, and 

3 oblong green pills that were loose and 

unsecured not in their original package in the 

medication drawers. 

Nurse #5 was interviewed on 09/12/22 at 3:51 PM 

and stated she had discarded the loose 

unsecured pills that were found in the medication 

drawers. She stated she could not identify the 

pills or who they belonged to, so she discarded 

them. Nurse #5 explained she was an agency 

nurse and had briefly gone through her 

medication cart this morning checking dates but 

did not notice the loose pills that had fallen out of 

their original package. 

The Consultant Pharmacist was interviewed on 

09/12/22 at 3:12 PM. She stated that the Novolin 

70/30 insulin pen was good for 42 days after 

opening and the Lantus and Glargine insulin pens 

were good for 28 days after opening and then 

should be discarded. The Pharmacist stated that 

she had recently visited the facility during her 

monthly visit and had audited 10% of the 

medication carts and checked for expired 

medication. She indicated that on her 08/31/22 

visit she had some concerns that she had sent to 

the Director of Nursing (DON). 

Review of the Quality Improvement Consultant 

Pharmacist Summary dated 08/31/22 under the 

section labeled Drug Storage and Security read in 

part: 100/200 cart found expired medication and 6 

insulin pens that were note dated. 300 hall cart: 

please date all pens (worked with nursing to date 
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the insulins in the carts). The report was 

electronically signed by the Consultant 

Pharmacist.

The DON was interviewed on 09/12/22 at 3:15 

PM. The DON stated that each nurse should be 

going through the medication carts daily to 

ensure there were no expired medications and to 

ensure the insulins, eye drops, and over the 

counter medications were all dated when opened. 

The DON confirmed the Novolin 70/30 was good 

for 42 days and should have been discarded on 

09/09/22 and the Lantus and Glargine should 

have been dated when opened and discarded 28 

days later. The DON stated she had received the 

Consultant Pharmacist report but had not had 

time to go through the full report yet. She 

expected all expired medication and any loose 

unsecured pills to be immediately discarded.

F 812 Food Procurement,Store/Prepare/Serve-Sanitary

CFR(s): 483.60(i)(1)(2)

§483.60(i) 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.

(ii) This provision does not prohibit or prevent 

facilities from using produce grown in facility 

gardens, subject to compliance with applicable 

safe growing and food-handling practices.

(iii) This provision does not preclude residents 

from consuming foods not procured by the facility.

F 812 10/18/22

SS=E
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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 and staff interview the 

facility failed to remove expired refrigerated food 

items and food items with signs of spoilage 

stored ready for use, failed to date opened 

containers of food stored in the reach-in cooler 

and failed to ensure 1 of 1 refrigerator was free 

from dust and black slimy substance.  These 

practices had the potential to affect food served 

to residents.

The findings included:  

An observation of the kitchen was made on 

09/11/22 at 10:42 AM along with the Dietary 

Manager (DM). The observation revealed the 

following in the reach in cooler of the kitchen: one 

opened container of chicken base with no date of 

when it was opened and a bag of lettuce that was 

red/brown and appeared slimy. The observation 

also revealed in the refrigerator of the kitchen six 

½ gallons of butter milk that expired on 09/06/22. 

The refrigerator was also observed to have dust 

on the inside ceiling to the left of the door that 

came from the fan that was attached to the 

refrigerator. On the right side of the ceiling of the 

refrigerator was a black slimy substance. 

The DM was interviewed on 09/13/22 at 5:34 PM. 

She stated that the buttermilk was delivered on 

09/09/22 early in the morning before any of the 

dietary staff arrived at the facility and she stated 

she had not gone behind the delivery man and 

checked the dates of the milk. She stated that the 

delivery person usually rotated all the milk 

 1. Dietary Manager (DM) removed 

expired Butter Milk and lettuce from 

refrigerator on 9/13/22.  DM also 

discarded the food in containers without 

dates on 9/13/22.  DM ensured that the 

refrigerator was cleaned of dust and black 

substance on 9/13/22. 

2. All residents have potential to be 

effected.  The Regional Dietary Services 

Manager provided education with the 

Dietary Manager regarding manager�s 

responsibility to ensure that food items 

are stored and labeled appropriately, and 

discarded as required. Education also 

included Dietary Managers responsibility 

to ensure that the Kitchen and all 

equipment is cleaned routinely.  The 

Administrator completed a Kitchen walk 

through on 9/14/22 to ensure that items 

noted had been addressed/corrected. 

3. Education was provided to all dietary 

staff regarding the labeling, dating and 

cleaning policies by the Dietary Manager. 

Education added to new employee 

orientation information and to the yearly 

education required for facility staff. 

Competency verified at the facility.

4. The Administrator will conduct Dietary 

Rounds 5 X week to monitor for 

compliance with cleaning, labeling and 

dating.  Manager on Duty will audit for 
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products and generally she did not have any 

issues. The DM stated that everyone that goes 

into the cooler and refrigerator has a 

responsibility to check dates and discard food 

items that were expired, unlabeled or has signs of 

spoilage. She added that she had thrown the 

butter milk away along with the chicken base and 

lettuce.  The DM further stated that she had 

weekly and a monthly cleaning schedule and 

each area or piece of equipment was assigned to 

a staff member. She stated that the ceiling of the 

refrigerator was not on the schedule, and she had 

been working the last 3 days and had not noticed 

the dust or black slimy substance on the ceiling. 

The DM stated she was immediately going to 

clean it and add it to her weekly cleaning 

schedule for completion by the dietary staff . 

The Administrator was interviewed on 09/14/22 at 

3:45 PM and stated that he expected the kitchen 

to be kept clean and tidy and all expired food to 

be discarded.

compliance on the weekends.  Results of 

these audits will be brought before the 

Quality Assurance and Performance 

Improvement Committee with the QAPI 

Committee responsible for ongoing 

compliance.  Audits will remain in place 

until the QAPI Committee has confirmed 

sustained compliance with this plan.

F 867 QAPI/QAA Improvement Activities

CFR(s): 483.75(g)(2)(ii)

§483.75(g) Quality assessment and assurance.

§483.75(g)(2) The quality assessment and 

assurance committee must:

(ii) Develop and implement appropriate plans of 

action to correct identified quality deficiencies;

This REQUIREMENT  is not met as evidenced 

by:

F 867 10/18/22

SS=G

 Based on observations, record review, resident, 

and staff interview the facility's Quality 

Assessment and Assurance (QAA) committee 

failed to maintain implemented procedures and 

monitor the interventions that the committee put 

 1. Facility received six repeat citations 

during recent annual survey that had been 

cited during prior surveys.  Revised plans 

have been developed to address those 

areas with ongoing monitoring by the 
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into place following the recertification survey 

completed on 03/12/21 and the complaint 

investigation completed on 10/04/19, 06/29/20, 

and 01/18/22. This was for three repeat 

deficiencies in the area of respiratory care,  

supervision to prevent accidents, and prepare 

and serve food under sanitary conditions that 

were originally cited on 03/12/21 during a 

recertification survey and complaint survey for 

four repeat citation in the area of notification, 

supervision to prevent accidents, significant 

medication errors, serve food under sanitary 

conditions, and infection control that was cited on 

10/04/19, 06/29/20, and/or 01/18/22 during a 

complaint investigation. The continued failure of 

the facility during three federal surveys showed a 

pattern of the facility's inability to sustain an 

effective Quality Assessment and Assurance 

Program. 

The finding included:

This citation is cross referred to:

F580: During the recertification of 09/14/22 the 

facility failed to notify the Physician of a 

medication unavailability for 1 of 1 resident 

(Resident #38) reviewed for pain. 

During the complaint investigation of 10/04/19 the 

facility failed to notify the medical provider of a 

delay in administering an antibiotic and steroid for 

1 of 4 sampled residents. 

F689:  During the recertification of 09/14/22 the 

facility failed to provide care in a safe manner for 

1 of 4 residents reviewed for accidents. The 

resident rolled out of bed during care and 

sustained a laceration above his eye along with 

Quality Assurance and Performance 

Improvement Committee.  Plans for F580 

physician notification of medications 

availability, F689 prevention of accidents 

related to falls, F695 oxygen 

administration and storage, F 760 

medication errors related to obtaining 

physician ordered medications, F812 

Kitchen sanitation/food storage and F880 

Infection Control practices. 

2. All residents have potential to be 

effected.  Root Cause Analysis completed 

for each of these deficiencies to 

determine the systemic break that led to 

the deficient practice with revised plans 

developed to address these areas. 

3. Education provide to the Quality 

Assurance and Performance 

Improvement Committee (QAPI) by the 

Regional Nurse.  All QAPI Team Members 

also completed an online course 

regarding Quality Assurance and 

Performance Improvement. (QAPI team 

consists of Administrator, Director of 

Nursing, Dietary Manager, Business 

Office Director,  Human Resources 

Manager, Maintenance Director, Social 

Services Director, Housekeeping/Landry 

Manager, Nursing Supervisor, Activities 

Director and Therapy Director)   Licensed 

staff, Nurses Aids, Dietary, Housekeeping, 

laundry and therapy were all educated by 

the Administrator on Quality Assurance 

and recognizing areas for Performance 

Improvement and how to report these 

findings to the QAPI Committee.  

Education added to new employee 
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contusions to his head, skin tear to left elbow and 

a skin tear just above the left wrist (Resident 

#33).

During the recertification of 03/12/21 the facility 

failed to determine the root cause analysis of a 

Resident's fall with no injury, in order to 

implement effective interventions to prevent 

further falls for 1 of 5 residents reviewed for 

accidents.

During the complaint investigation of 06/29/20 the 

facility failed to provide supervision to prevent 

accidents by leaving a resident unassisted on the 

toilet while summoning assistance which resulted 

in a resident being lowered to the floor. Once the 

resident was lowered to the floor the facility failed 

to assess the resident and subsequently failed to 

notify the medical provider. The resident 

sustained an acute fracture of the tibia and fibula. 

This affected 1 of 3 residents (Resident #1) 

investigated for providing care according to 

professional standards.

F695: During the recertification survey of 

09/14/22 the facility failed to keep air filters on 

oxygen concentrators clean and free from dust 

buildup for 1 of 3 residents reviewed for 

respiratory care (Resident #24). 

During the recertification survey of 03/12/21 the 

facility failed to administer oxygen as ordered and 

failed to replace oxygen cannula that had been 

placed on the floor for 2 of 3 residents reviewed 

for respiratory management.

F760: During the recertification of 09/14/22 the 

facility failed to prevent a signification medication 

error when they failed to obtain and administer a 

orientation information, to the yearly 

education required for facility staff, and to 

the new agency orientation packet. 

Competency verified at the facility.

4. The Administrator to conduct Monthly 

Quality Assurance and Performance 

Improvement Meetings, with oversight 

provided by the Medical Director. The 

QAPI Committee to review all active 

Performance Plans for compliance, any 

deviations noted will be addressed by the 

QAPI Committee to determine Root 

Cause Analysis of non-compliance with 

revisions to plan as indicated. Regional 

Nurse to review all monthly QAPI Minutes 

x 6 months and attend QAPI Meetings 

Quarterly to ensure that the Committee is 

maintaining implemented 

procedures/interventions to prevent 

recurring non-compliance.
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steroid medication as ordered by the Physician 

for 1 of 2 residents reviewed for pain (Resident 

#38). 

During the complaint investigation of 10/04/19 the 

facility failed to administer an antibiotic and 

steroid per the Physician's order for 1 of 4 

residents sampled.  

F812: During the recertification survey of 

09/14/22 the facility failed to remove expired 

refrigerated food items and food items with signs 

of spoilage stored ready for use, failed to date 

opened containers of food stored in the reach-in 

cooler and failed to ensure 1 of 1 refrigerator was 

free from dust and black slimy. These practices 

had the potential to affect food served to 

residents.

During the complaint survey of 01/18/22 the 

facility failed to follow their recipe for pureed egg 

salad and failed to serve pureed egg salad, a 

potentially hazardous food at 41 degree or below 

per the recipe on the lunch tray line for 1 of 1 

observed meal. This had the potential to affect 2 

of 12 residents on the 100 hall. The facility also 

failed to remove expired food items and 

unlabeled food items from 1 of 1 refrigerator, 1 of 

1 freezer, 1 of 1 dry storage areas, and 1 of 2 

(200 hall) nourishments rooms reviewed. 

During the recertification survey of 03/12/21 the 

facility failed to label, and date opened food items 

in one of two kitchen refrigerators and one of one 

nourishment room refrigerators and failed to 

remove expired items from one of one 

nourishment room refrigerators.

F880: During the recertification survey of 
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09/14/22 the facility failed follow the Center for 

Disease Control and Prevention (CDC) guidelines 

and facility policy when they did not identify Covid 

19 positive residents and failed to place them on 

transmission-based precautions, therefore the 

staff (Nurse Aide (NA) #3,  NA #4, and 

Housekeeper #1) failed to don/doff personal 

protective equipment (PPE) when entering and 

exiting a Covid 19 positive room and before 

interacting with other residents (Resident#35, 

Resident #41, and Resident #44) this affected 3 

of 24 residents on 1 of 4 units (memory care 

unit.) The facility failed to have personal 

protective equipment available for the staff to use 

when caring for Covid 19 positive residents that 

resided on the memory care unit. The facility was 

in outbreak status that started on 08/26/22 and 

affected 10 of 24 residents on the memory care 

unit. There were 5 residents that had not had 

Covid 19 in the last 90 days and of those 5 

residents 1 was unvaccinated against Covid 19. 

The facility further failed to identify and prevent 

the spread of scabies (a very contagious skin 

condition caused by a tiny burrowing mite). This 

affected 2 of 4 units in the facility (100 and 200 

units).    

During the complaint investigation of 01/18/22 the 

facility failed to follow the facility hand washing  

policy when 1 of 3 staff members (Nurse Aide #2 

) failed to wash her hands and change her gloves 

between contact between 2 residents (Resident 

#2 and Resident #3) on 1 of 4 halls (300 hall) and 

also failed to follow Center for Disease Control 

and Prevention (CDC) guidelines regarding 

appropriate Personal Protective Equipment (PPE) 

for counties of high transmission rate when 1 of 1 

Hospice Staff failed to wear eye protection when 

providing care to 1 of 1 resident (Resident #1). 
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The failure occurred during a COVID-19 

pandemic.

The Administrator was interviewed on 09/14/22 at 

6:15 PM. The Administrator stated he has not had 

the opportunity to have a QA meeting since he 

came to the facility a few weeks ago. He stated 

the QA members were made up of the 

Administrator, the Director of Nursing, Dietary 

Manager, Business office manager, Maintenance 

Director, Social Worker, Activities Director, 

Housekeeping director, Nurse Supervisor and the 

Medical Director was always invited. The 

Administrator stated that he currently had 5 areas 

that the facility was currently working on 

improving and "obviously we will look at the things 

identified during the survey." He stated he was 

made aware of the issues as they were identified 

during the survey but did not realize how 

significant they were. The Administrator stated he 

had to have consistent staff especially with 

infection control to make progress and maintain 

that progress. He added he would be holding staff 

members accountable and especially the 

department managers and he believed through 

consistency and accountability the facility can 

achieve substantial compliance.

F 880 Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an 

infection prevention and control program 

designed to provide a safe, sanitary and 

comfortable environment and to help prevent the 

development and transmission of communicable 

diseases and infections.

F 880 10/28/22

SS=K
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§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 elements: 

§483.80(a)(1) A system for preventing, identifying, 

reporting, investigating, and controlling infections 

and communicable diseases for all residents, 

staff, volunteers, visitors, and other individuals 

providing services under a contractual 

arrangement based upon the facility assessment 

conducted according to §483.70(e) 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 followed to prevent spread of infections;

(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 employees with a communicable 

disease or infected skin lesions from direct 
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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(e) 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, record review, staff, 

Nurse Practitioner, and Medical Director 

interviews the facility failed to follow the Center 

for Disease Control and Prevention (CDC) 

guidelines and facility policy when they did not 

identify Covid 19 positive residents and failed to 

place them on transmission-based precautions, 

therefore the staff (Nurse Aide (NA) #3,  NA #4, 

and Housekeeper #1) failed to don/doff personal 

protective equipment (PPE) when entering and 

exiting a Covid 19 positive room and before 

interacting with other residents (Resident#35, 

Resident #41, and Resident #44) this affected 3 

of 24 residents on 1 of 4 units (memory care 

unit.) The facility failed to have personal 

protective equipment available for the staff to use 

when caring for Covid 19 positive residents that 

resided on the memory care unit. The facility was 

in outbreak status that started on 08/26/22 and 

affected 10 of 24 residents on the memory care 

 1. Resident # 35, # 41 and # 44 have 

had their Covid Infection resolve and are 

no longer requiring Transmission Based 

Precautions. 

Proper Infection Control practices related 

to handwashing as well as CDC 

guidelines regarding appropriate use of 

PPE are currently being followed in the 

center. 

Skin assessments done on admission and 

weekly to identify potential areas of 

concerns. Any abnormalities reported to 

the provider for treatment. 

Proper signage posted outside of rooms 

for residents who have tested positive for 

Covid. An updated list of positive 

residents posted at the nurse’s station. 
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unit. There were 5 residents that had not had 

Covid 19 in the last 90 days and of those 5 

residents 1 was unvaccinated against Covid 19. 

The facility further failed to identify and prevent 

the spread of scabies (a very contagious skin 

condition caused by a tiny burrowing mite). This 

affected 3 of 4 residents (Resident #21, Resident 

#17, and Resident #61 that resided on 2 of 4 

units in the facility (100 and 300 units).    

Immediate jeopardy began on 09/11/22 when the 

facility direct care staff and housekeeping staff 

were unable to identify the Covid 19 positive 

residents or rooms on the memory care unit. The 

staff were observed caring for Covid 19 positive 

residents without personal protective equipment 

and then caring for and/or interacting with Covid 

19 negative residents. The immediate jeopardy 

was removed on 09/13/22 when the facility 

provided and implemented an acceptable credible 

allegation of immediate jeopardy removal. The 

facility will remain out of compliance at a lower 

scope and severity Level G (actual harm that is 

not immediate jeopardy) to implement a plan of 

correction for the second example.

The findings included:

Review of a facility document titled, Hand 

Hygiene dated 12/01/06 read in part, wash hand 

with soap and water in the following situations: 

when visibly soiled or contaminated, before any 

direct contact with residents, before putting on 

gloves, after contact with residents '  intact skin, 

after contact with inanimate objects in the 

immediate vicinity of the resident and after 

removing gloves. 

Review of a facility document titled, Suspected 

Donning/doffing, hand hygiene 

procedures validated with all facility staff. 

Staff education completed to properly 

disinfect eye protection after exiting Covid 

positive rooms. 

2. All residents have potential to be 

effected. Director of Nursing completed 

infection control rounds on 10/7/2022 to 

validate that all infection control practices 

were in place for all residents on 

Transmission Based precautions.  DON/ 

Designee completed an audit of all current 

resident’s skin condition to ensure that 

appropriate treatments were in place as 

indicated.

3. Director of Nursing or designee 

provided staff education for all staff, on 

the facility handwashing policy and CDC 

guidelines regarding proper use of PPE, 

hand hygiene, use of eye protection in 

resident care areas for counties with high 

transmission rates. Director of Nursing or 

designee educated Nurses on completion 

of skin assessment on admission and 

weekly and reporting any areas of 

concern to the provider.  Education will be 

added to agency orientation information 

and competency validation will occur on 

an individual basis. 

4. Infection control rounds will be 

performed by the leadership team with a 

focus on appropriate use of PPE and 

handwashing twice daily for one month. If 

100% compliance achieved and sustained 
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Covid 19 Facility Checklist revised on 07/30/21 

read; for all suspected or confirmed patients: 

close door to affected patients'  room and wear 

appropriate PPE when entering the room(s) of 

affected patients (gown, gloves, full face shield, 

N95 respirator).

Review of the Center for Disease Control and 

Prevention (CDC) guidelines dated 02/02/22 read 

in part, Manage Residents with Suspected or 

confirmed SARS-CoV-2 (Covid 19) infection: 

Healthcare personnel caring for residents with 

suspected or confirmed SARS-CoV-2 infection 

should use full personal protective equipment 

(gowns, gloves, eye protection, and a 

NIOSH-approved N95 or equivalent or 

higher-level respirator). 

1a. Upon entrance to the facility on 09/11/22 at 

10:32 AM the Nurse Supervisor stated that the 

facility had 5 of 24 residents that were Covid 

positive, and all resided on the 400 hall that was 

the facility's memory care unit.       

 

An observation of the door to the memory care 

unit was made on 09/11/22 at 10:44 AM, the door 

contained a sign that read: Patient Specific: 

Contact Plus Airborne Precautions: STOP: 

Perform hand hygiene before and after patient 

contact with environment and after removal of 

PPE, Wear a N95 respirator, Gown, Face shield 

and gloves upon entering the room. Change 

gown after each patient contact, keep room door 

closed. There was no PPE available at the 

entrance to the unit. 

Nurse #6 was interviewed on 09/11/22 at 11:15 

AM and confirmed that he was working on the 

memory care unit of the facility, and he was 

unable to confirm who the Covid 19 positive 

for at least 2 weeks, then scale back to 

3x/week to include weekends for 2 

months. After 3 months (total) QAPI will 

review compliance and determine 

intervals/frequency for ongoing audits 

Results and findings of the audits will be 

reported/presented to the Administrator 

for review.  Skin assessment audits will be 

reviewed by the Director of Nursing or 

designee audits will be completed for 

admissions and 1x/weekly for all other 

residents for 3 months. After 3 months, 

QAPI will evaluate findings of audits and 

determine interval/frequency of ongoing 

audits. Transmission-based precautions 

and PPE audits will be completed Twice 

daily for one month. If 100% compliance 

achieved and sustained for at least 2 

weeks, then scale back to 3x/week to 

include weekends for 2 months. After 3 

months (total) QAPI will review 

compliance and determine 

intervals/frequency for ongoing audits

Date of compliance:10/28/2022
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residents were but stated he had a list at the 

station. After Nurse #6 retrieved his list, he was 

able to report that the follow rooms were Covid 

positive rooms: Room 403 A and B, Room 405 B, 

Room 406 A, Room 408 A, Room 409 B, and 

Room 412 B. 

Observation of the memory care unit was made 

on 09/11/22 at 11:45 AM and revealed that Room 

403 Room 405, Room 406, Room 408, and 

Room 409 contained no sign on the door 

indicating that either resident in the room were 

Covid positive. The observation further revealed 

that there were 2 PPE containers sitting on the 

hallway of the unit. One at the far end of the 

hallway and one near the upper end of the 

hallway. Neither PPE cart contained any gowns 

for the staff to wear. Each PPE cart contained a 

box of gloves and a few N95 mask but no other 

PPE. The residents in Room 403, 405, 406, 408, 

and 409 were all in their rooms in their bed. The 

resident in room 412 which had a 

transmission-based precaution sign on their door 

was ambulating and wandering in/out of other 

resident rooms on the unit.    

       

A follow up interview was conducted with Nurse 

#6 on 09/11/22 at 3:03 PM who confirmed he only 

worked the memory care unit when he worked at 

the facility through an agency and had worked on 

09/10/22 and 09/11/22 twelve-hour shifts. Nurse 

#6 stated that they kept a list of the Covid positive 

residents and room numbers at the nurse's 

station and he would always verify the information 

with the off going nurse in report. He stated that 

the Nurse Aides (NAs) would get report from the 

off going NAs about which residents who were 

Covid positive and if they did not get that 

information, they could always ask the nurse on 
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the unit. Nurse #6 stated "I treat the whole hall as 

a Covid unit." He stated "we are supposed to 

have gowns, gloves masks and goggles on the 

unit" but he could not say why they did not have 

personal protective equipment on both 09/10/22 

and 09/11/22. Nurse #6 stated they were not 

supposed to leave the hall to get supplies and 

was not aware if the facility had supplies in other 

areas of the facility or not. He indicated that he 

wore his N95 mask for the duration of his 12-hour 

shift and was not aware of what the protocol was 

for changing his N95 mask. Nurse #6 confirmed 

that during the weekend of 09/10/22 and 09/11/22 

he had not called the other side of the facility or 

the Director of Nursing (DON) to obtain the 

personal protective equipment and stated, "in the 

past they have brought it to us." He further added 

that when a resident tested positive for Covid the 

PPE container did not always get put out for use 

by the staff on the unit. 

1b. Resident #13 admitted to the facility on 

03/24/20 and resided in Room 403 B and tested 

positive for Covid 19 on 09/05/22. 

Resident #24 was readmitted to the facility on 

07/09/22 and resided in Room 403 A and tested 

positive for Covid 19 on 09/08/22. 

NA #3 and NA #4 were observed to enter Room 

403 (both Covid positive) on 09/11/22 at 11:45 

AM wearing a N95 mask and eye protection. 

They were observed to interact with both 

residents and their environment. They adjusted 

covers on bed, moved bedside tables and 

touched Resident #13's hand. NA #3 and NA #4 

exited the room and neither changed their N95 

mask or cleaned or disinfected their eye 

protection and did not perform hand hygiene. 

FORM CMS-2567(02-99) Previous Versions Obsolete 65IZ11Event ID: Facility ID: 923249 If continuation sheet Page  63 of 88



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/07/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345261 09/14/2022

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

179 COMBS STREET
ALLEGHANY CENTER

SPARTA, NC  28675

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 880 Continued From page 63 F 880

They exited into the hallway and entered the 

common area on the unit where other residents 

were located. 

NA #3 and NA #4 were interviewed on 09/11/22 at 

11:48 AM. Neither NA #3 nor NA #4 could 

verbalize who the Covid positive residents were 

on the unit. They both confirmed that this was 

their weekend to work and during report no one 

gave them the names or room numbers of the 

Covid positive residents. Both NAs stated that 

sometimes they had a Covid positive and Covid 

negative in the same room and "it was so 

confusing" on what they should do with their PPE. 

NA #3 stated that if she was aware that a resident 

was Covid positive then she would put on a gown 

before entering the room but stated "we don't 

have any right now and we did not have any 

yesterday either" and of course we already have 

on goggles and N95 mask. NA #3 stated that 

when they came out of a Covid positive room they 

would remove their gown and gloves but did not 

change their N95 mask or clean/disinfect their 

goggles. NA #4 confirmed that they wore their 

N95 mask for the duration of their 12-hour shift 

on the memory care unit. Both NAs stated that 

none of the residents had any symptoms of Covid 

19 and added "we treat everyone like their 

positive." NA #3 stated that they had not received 

any education since their Nurse Educator that 

was here temporarily left a few weeks ago but 

added that they used to get education on Covid 

and PPE "pretty often."

A subsequent observation of NA #3 was made on 

09/11/22 at 3:14 PM. There was a sign on the 

door of Room 403 that read; Contact Plus 

Airborne Precautions: STOP Perform hand 

hygiene before and after patient contact with 
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environment and after removal of PPE, Wear a 

N95 respirator, Gown, Face shield and gloves 

upon entering the room. Change gown after each 

patient contact, keep room door closed. NA #3 

entered Room 403 (both resident Covid positive) 

wearing a N95 mask and goggles. She reapplied 

Resident #24 ' s oxygen cannula in his nose and 

moved his bedside table back within his reach. 

She exited the room without performing hand 

hygiene or changing her N95 mask and she did 

not clean/disinfect her eye protection. Once in the 

hallway NA #3 was observed to approach two 

wandering residents (Resident #35 (who was 

currently Covid negative but had Covid 07/19/22) 

and Resident #41 (who was currently Covid 

negative but had Covid 08/03/22) and grab their 

hand and walk them down the hallway to the 

common area again without performing hand 

hygiene. 

        

NA #3 was interviewed on 09/11/22 at 3:16 PM. 

NA #3 stated that if she was aware that a resident 

was Covid positive then she would put on a gown 

before entering the room but stated "we don't 

have any right now and we did not have any 

yesterday either" and of course I already have on 

goggles and N95 mask. NA #3 stated that when 

she came out of a Covid positive room she would 

remove her gown and gloves but did not change 

her N95 mask or clean/disinfect her goggles. She 

stated she had not noticed the sign on the door 

when she entered Room 403 but also there was 

no gowns for her to apply anyway when she 

entered the room. NA #3 also stated that she 

forgot about using hand sanitizer because when 

she walked out of Room 403 there were 2 

residents in the hallway that she needed to 

redirect. 
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1c. Resident #36 was admitted to the facility on 

04/25/20 and resided in Room 412 B and tested 

positive for Covid 19 on 09/06/22. 

An observation of Resident #36 was made on 

09/11/22 at 11:59 AM. Resident #36 was 

observed wandering on the memory care unit. 

She was observed to enter Room 408 

(Resident#44 who resided in 408 B was Covid 

Negative) and shut the door behind her.  

Nurse Aide (NA) #3 was notified that Resident 

#36 had gone into Room 408 and shut the door 

on 09/11/22 at 12:03 PM. NA #3 replied "she is 

hiding in that room she will be ok" and continued 

up with the hallway without redirecting Resident 

#36 out of the room. 

An observation of Housekeeper #1 was made on 

09/11/22 at 3:17 PM. Housekeeper #1 was 

observed in the hallway wearing a N95 mask and 

a face shield he was observed to enter Resident 

#36's room that had a sign on the door that read: 

Contact Plus Airborne Precautions: STOP 

Perform hand hygiene before and after patient 

contact with environment and after removal of 

PPE, Wear a N95 respirator, Gown, Face shield 

and gloves upon entering the room. Change 

gown after each patient contact, keep room door 

closed. Housekeeper #1 was observed to enter 

the room and place a trash bag in the trash can 

and then enter the bathroom and exit out of the 

adjoining room which was Room 410 (Covid 

negative) room. He returned to the housekeeping 

cart in the hallway and proceed to empty the trash 

and clean the trash can. Housekeeper #1 did not 

change his N95 mask, clean/disinfect his eye 

protection or perform hand hygiene in between a 

Covid positive room and a Covid negative room. 
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Housekeeper #1 was interviewed on 09/11/22 at 

4:36 PM. He stated that he did not see the sign 

on the door of Room 412, so he did not apply his 

gown or gloves and did not change his N95 mask 

when he exited the room. Housekeeper #1 stated 

that generally if he was entering a Covid positive 

room he would follow the instructions on the door 

as to what personal protective equipment he 

needed to apply but because he had not seen the 

sign posted on the door, he had not done that 

earlier in the day. 

An observation of NA #4 was made on 09/12/22 

at 8:32 PM. NA #4 was observed to enter 

Resident #36's room wearing gown, gloves, N95 

mask and eye protection and provided morning 

care to Resident #36 and assisted her with meal 

set up. Prior to exiting Resident #36's room NA 

#4 removed her gown and gloves and bagged 

them in a trash bag and exited the room she did 

not clean/disinfect her eye protection and did not 

change her N95 mask. 

NA #4 was interviewed on 09/12/22 at 8:33 AM 

and confirmed that she had removed her gown 

and gloves but had not changed her N95 mask or 

clean/disinfected her goggles and she should 

have. NA #4 could not provide a reason why she 

did not change her N95 mask or clean/disinfect 

her goggles.

 

The former Nurse Practice Educator was 

interviewed via phone on 09/13/22 at 2:52 PM via 

phone. The former Nurse Practice Educator 

stated that she had worked at the facility through 

an agency and a couple of weeks into her 

contract the Director of Nursing (DON) informed 

her that she would also be responsible for 

maintaining the infection control program at the 
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facility. She stated she was responsible for 

ensuring appropriate signage was on the door if 

we had Covid 19 positive resident in the facility, 

ensuring PPE was available, ensure staff were 

wearing the PPE correctly, provide education on 

donning/doffing PPE, hand washing, Covid 

testing, keeping line listing of infections and 

tracking resident quarantine days. The Nurse 

Practice Educator stated the biggest issue she 

had was the staff "was not compliant at all" no 

one wanted to apply the PPE correctly. The 

Nurse Practice Educator explained that she was 

on vacation when the memory care unit had its 

first initial outbreak on 08/05/22, she stated when 

she returned to work on Monday 08/08/22 and 

found out that they had 7 residents that tested 

positive on 08/05/22 and nothing had been done. 

She stated that on 08/08/22 in the afternoon the 

former Administrator had asked her to round with 

him to ensure that all the pieces had been 

implemented for the outbreak on the memory 

care unit, she stated when they rounded, she 

discovered that there was no signage posted on 

door, no PPE on the unit, and staff were not 

wearing the appropriate PPE to be caring for 

Covid positive residents. The former Nurse 

Practice Educator stated that she immediately 

began implementing the appropriate measures, 

she placed signs on the doors, obtained PPE 

carts and filled them and put them outside of the 

resident rooms and she educated the staff on 

appropriate PPE use. She stated that when she 

would say to the staff in the facility pull your mask 

up, they would respond "we have already had 

covid" and would not follow directions. She stated 

that she made the DON aware of the issues and 

questioned her why the measures were not 

implemented when the residents tested positive 

but received no answer. When a resident tested 
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positive for Covid the staff were taught and 

expected to wear full PPE including N95 mask, 

eye protection, gown, and gloves. They were also 

taught and expected to remove the PPE when 

they exited the Covid positive room perform hand 

hygiene and reapply a new N95 mask and new 

face shield. Again, compliance was always the 

biggest issue with infection control in the facility. 

The Nurse Practice Educator stated she had 

specific concerns with NA #3 and NA #4 that she 

had spoken to them several times and educated 

them several times during the first outbreak on 

the memory care unit and they just would not 

wear the PPE correctly. She added the DON was 

informed numerous times of my concerns with 

the staff noncompliance and the only response 

she would get if any at all was that "we have to 

cover the building." 

The former Administrator was interviewed via 

phone on 09/13/22 at 5:14 PM and confirmed that 

his last day at the facility was 08/26/22. He stated 

that at the time the Nurse Practice Educator was 

handling infection control and reporting to the 

health department as needed. He stated that 

when he left the facility on 08/26/22 there was no 

positive cases of Covid 19. When asked if he had 

any issue with infection control the former 

Administrator replied, "we had error of 

opportunity" and "I constantly harped on staff to 

put goggles on and pull your mask up." He further 

stated he had the department managers 

responsible for stocking PPE carts each day and 

the biggest issue was the off-hour times like early 

morning, late evening, and weekends when 

management staff was not always present. The 

former Administrator stated that they did a lot of 

"coaching in the moment" to ensure mask were 

properly worn but to his knowledge he had no 
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egregious issues with compliance.    

    

The Nurse Supervisor was interviewed on 

09/14/22 at 10:16 AM and confirmed that she had 

seen staff not being compliant with PPE all the 

time. She stated she believed staff 

noncompliance with PPE contributed to the 

facility's Covid outbreaks. The Nurse Supervisor 

stated that when the residents that resided on the 

memory care unit test positive everyone should 

have been isolated but the staff noncompliance 

contributed to the continued outbreak. She stated 

night shift on the memory care unit was the worst 

for compliance with PPE but added NA #3 and 

NA #4 were also very non-compliant more so 

than the other staff. The Nurse Supervisor stated 

she would address her immediate concerns with 

the staff member at the time but could not say if 

the DON was aware of the staff noncompliance 

or not as she just assumed the Nurse Supervisor 

role and was not sure what previous 

conversations had been had.     

The Nurse Practitioner (NP) was interviewed via 

phone on 09/14/22 at 6:29 PM who stated she 

worked at the facility from January 2022 to 

August 2022 and treated the residents as they 

tested positive for Covid. She stated if staff were 

not wearing PPE as they were supposed to then it 

would have caught her attention. She stated she 

had no infection control concerns that she could 

recall.

The DON was interviewed on 09/11/22 at 12:54 

PM who confirmed she was the acting infection 

preventionist because the former Nurse Practice 

Educator who was responsible for infection 

control left 2 weeks ago. The DON stated she 

had been at the facility since January 2022 and 
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the facility had been in outbreak status the entire 

time except for one week. The DON explained 

that the outbreak on the 400 hall or memory care 

unit started in August 2022 and currently all but 5 

of the residents have had Covid in the last 90 

days. The DON stated that of the 5 residents who 

had not had Covid in the last 90 days two were 

fully vaccinated and boosted/ up to date, one was 

only partially vaccinated,  one was vaccinated 

without booster and one resident vaccination 

status was unknown.  The DON stated that she 

worked Friday 09/09/22 until 11:00 PM and when 

she left the facility the memory care unit had a 

good supply of PPE, in addition there was more 

PPE on the other side of the building and even 

more in storage building outback that was not 

locked so it was accessible by all staff. She 

confirmed that she had not received any calls 

from the facility on 09/10/22 or 09/11/22 stating 

they needed or did not have PPE. The DON 

stated that each resident room that had a Covid 

19 positive resident in it should have a sign on the 

door indicating Contact/Airborne precautions and 

tell staff to don eye protection, gloves, gown, and 

N95 mask before entering the room. There 

should be PPE carts outside of each of the 

resident rooms that were fully stocked with PPE 

for staff to use. She continued to say that 

education on Covid 19 and PPE use had been a 

constant "revolving door" and indicated the facility 

had done full PPE and hand hygiene 

competencies twice recently but could not recall 

the exact dates. Periodic emails were sent out to 

staff updating them on any changes with 

guidance and they also continued to have staff 

meetings to keep staff aware of the Covid status 

and changes. The DON stated that the local 

health department had made a visit less than a 

month ago and had no recommendations related 
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to Covid 19.

The Administrator was interviewed on 09/14/22 at 

3:45 PM and stated that he expected the staff to 

follow the CDC guidance on infection control and 

for all staff to be compliant with PPE use to 

prevent the spread of infection. 

 

The Medical Director (MD) was interviewed on 

09/14/22 at 4:10 PM and confirmed that he had 

been the MD at the facility since the summer of 

2022. He stated that when he came to the facility, 

they were in the middle of a Covid outbreak. He 

also confirmed that staff made him aware of the 

recent outbreak on the memory care unit. The 

MD stated that he expected the staff to wear PPE 

appropriately, they should be performing frequent 

hand hygiene, and they should certainly be aware 

of who the Covid positive residents were all in 

attempt to prevent the spread of the Covid 19 

within the facility.  

The DON was notified of the immediate jeopardy 

on 09/11/22 at 8:02 PM via phone. 

The facility provided the following immediate 

jeopardy removal plan:

 Identify those residents who have suffered, or 

are likely to suffer a serious adverse outcome as 

a result of the noncompliance: 

Facility failed to follow transmission-based 

precautions and use of personal protective 

equipment (PPE) per CDC Guidance on the 

Memory Support Unit on 9/11/22.  All residents on 

the Memory Support Unit have potential to be 

affected.  As of 9/11/22 there were 24 residents 

on the Memory Support Unit, with 7 of them being 
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Covid Positive, 12 Covid Recovered in the last 90 

days, leaving 5 residents at risk for exposure to 

Covid due to this deficient practice. Testing was 

completed in the morning of 9/12/22 by 8:30 a.m., 

with no new positive residents. The 5 residents at 

risk have the following vaccination status: two 

fully vaccinated and boosted/ up to date, one with 

only initial dose of a 2 dose vaccination (partially 

vaccinated), refused the second dose/ partially 

vaccinated, one vaccinated without booster- 

booster declined/ fully vaccinated, and one status 

unknown.  

On 9/11/22 at approximately 7 p.m. the Director 

of Nursing responded to the Memory Support Unit 

and provided education for NA # 1 and # 2.  The 

Director of Nursing assigned the RN Supervisor 

to the unit to monitor for compliance with 

immediate action taken for any discrepancies 

noted. Director of Nursing stayed at center and 

educated night shift staff on the Memory 

Support/Covid Positive unit on 9/11/22. 

Director of Nursing restocked the PPE supplies 

on the Memory Support Unit/Covid Positive Unit, 

on day shift on 9/11/22 and again on evening shift 

on 9/11/22. 

Specify action the entity will take to alter the 

process or system failure to prevent a serious 

adverse outcome from occurring or recurring, and 

when action will be complete: 

Director of Nursing began education for all staff in 

all departments on 9/11/22 and continues on 

9/12/22, regarding CDC Guidance for use of 

PPE/ Transmission Based precautions during an 

outbreak and hand hygiene.  Education also 

included the location of PPE Supplies in the event 
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that they are needed during off shifts/weekends 

to restock units, located in the Biohazard Room 

and in the storage building in back parking lot, 

this is unlocked and available to all staff . 

Education included that staff should monitor each 

other, peer to peer for PPE compliance and 

report noncompliance to management.  

Education included disinfecting of eye protection 

and changing of N95s between Covid positive 

and Covid negative residents and the use of 

gloves and gowns (don and doff gloves and 

gowns on entry to a room with a resident on 

Transmission Based Precautions and to change 

gloves and gowns between roommates). 

Education included following the precaution 

signage on resident rooms and the location of a 

list of residents on precautions maintained at the 

nurse's station. Signage will designate if 

precautions are indicated for Bed A, Bed B or 

both, this was initiated on 9/12/22. 

This education included Full Time, Part Time, 

PRN (as needed) and Agency Staff. Across all 

departments. 

Education will continue for all new hires and new 

agency staff, and no staff shall work until 

education completed. The Director of Nursing is 

responsible for tracking who still needs education 

and providing the education.  Part-time and prn 

staff being educated via phone, and then in 

person upon next scheduled shift. 

On 9/11/22 signage was replaced on all resident's 

rooms who were Covid positive and required 

transmission-based precautions, and a list 

updated and kept at nurse's station in the event 

that the cognitively impaired residents remove the 

signage by the Director of Nursing.  Nursing 
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Management (Director of Nursing and Nursing 

Supervisor) responsible for monitoring that 

signage is in place and replaced as needed. The 

Nursing Supervisor is responsible for keeping the 

list updated daily as of 9/12/22. Nursing 

Supervisor and Director of Nursing educated by 

the Regional Nurse regarding this responsibility to 

include keeping the list and signage up to date for 

all residents that require Transmission Based 

Precautions and those that are coming off 

precautions on 9/12/22. Current signage follows 

CDC Guidance. 

Immediate plan of correction initiated on 9/12/22 

which included management assigned to 

complete surveillance on all shifts and weekends 

on appropriate PPE use, PPE supplies and Hand 

hygiene. This surveillance will be documented on 

the "Covid- 19 Walking Infection Control 

Rounding Tool". The Management Team 

consisting of the Administrator, Director of 

Nursing, Nursing Supervisor, Social Service 

Director, Activities Director, Central Supply, 

Business Office Manager, and Manager on Duty, 

were educated by the Regional Nurse on 9/12/22 

regarding how to complete the Covid 19 Walking 

Infection Control Rounds and ensuring that there 

is an adequate PPE supplies stocked on the 

units. PPE is routinely stocked during the week by 

the Central Supply Clerk, Weekends will be 

covered by Nursing Supervisor and/or the 

Manager on Duty. The surveillance for Infection 

Control Rounds and PPE supplies will be 

monitored by the Administrator through daily 

review of the Covid 19 Walking Infection Control 

Rounds tool, which monitors the following:  1) 

rooms on transmission based precautions are 

clearly marked with signage  2) these rooms have 

the doors closed as residents will allow 3) staff 
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perform hand hygiene before and after resident 

care and/or contact with resident/resident's 

environment 4) PPE is readily available 5) PPE is 

donned per CDC guidance- gloves, gowns, N95s 

and eye protection. 6) PPE is removed and 

discarded per CDC guidance. 7) staff follow 

procedures for cleaning/disinfecting eye 

protection 8) staff change gloves and perform 

hand hygiene after each patient. Management 

team (as outlined above and Manager on duty) 

will be assigned "Covid-19 Walking Infection 

Control Rounds" by the Administrator on a 

schedule that will cover both shifts 7 days per 

week. 

Administrator held an ADHOC QAPI Meeting to 

address this plan as well as the facility's current 

policy for transmission-based precautions during 

outbreak was reviewed and current with CDC 

guidelines on 9/12/22.

Alleged date Immediate Jeopardy was removed, 

9/13/22. The Administrator is responsible for the 

implementation of this plan.

A credible allegation of infection control was 

conducted in the facility on 09/14/22. 

Observations of the memory care unit on 

09/14/22 revealed that all Covid positive rooms 

had a sign on the door indicating which resident 

was positive. Each Covid 19 positive resident 

room was observed to have a PPE cart outside of 

the room that was fully stocked with gowns, 

gloves, N95, and face shields. Each staff member 

was observed to have disinfecting wipes available 

to clean/disinfect their eye protection. The Nurse 

Supervisor was observed on the unit monitoring 

the infection control practices of the staff on the 

unit. Further observations revealed supplies of 
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additional PPE to be located across from the 

main nurse ' s station, in the facility break room, 

and in a unlocked storage container out back of 

the facility. Interviews were conducted with staff 

members that worked in administration, nursing 

department, dietary department, maintenance 

department revealed that they had all received 

recent education on Covid 19, and appropriate 

PPE use along with hand hygiene. The managers 

at the facility verbalized understanding of their 

walking infection control rounds that they were to 

complete, and the supporting documentation 

required on the Covid 19 Walking Infection 

Control Round audit form.         

The facility's IJ removal date of 09/13/22 was 

validated. 

2. Review of the facility policy and procedure for 

scabies with an effective date of 9/1/2004 and 

review on 11/15/2021 revealed:

Definition: Crusted (Norwegian) Scabies- single 

or multiple cases: an infestation characterized by 

thick crusts of skin that contain large numbers of 

scabies mites and eggs. It is a severe form of 

scabies.

1.Identify signs and symptoms of scabies: 

1.1: intense itching, especially at night,

1.2: maculopapular rash,

1.3: tiny, irregular reddish lines (burrows),

       

 2.1      Document daily patient skin checks for 8 

weeks,

 2.2    Maintain a high index of suspicion that 
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scabies may be the cause of undiagnosed skin 

rash; suspected cases should be evaluated and 

confirmed by obtaining skin scrapings.

 2.5   Maintain accurate line listings with patient 

name, age, sex, room number, roommate name, 

skin scraping status and result and name of all 

staff who provided hands on care to the patient 

before implementation of infection control 

measures.

2.10 Follow contact precautions until 24 hours 

after treatment. 

2.13 Ensure bedding and clothing used by a 

person with scabies is collected and transported 

in a plastic bag and emptied directly into washer 

to avoid contaminating other surfaces and items. 

Machine wash and dry all items using the hot 

water and high heat cycles (temperature in 

excess of 50 degrees Celsius or 122 degrees 

Fahrenheit for 10 minutes will kill mites and 

eggs). Ensure laundry personnel use protective 

garments and gloves when handling 

contaminated items.

2.15 Store items that cannot be washed (shoes, 

slippers, pillows, stuffed animals, etc.,) in a 

sealed plastic bag for at least 72 hours.

a. Resident #21 was admitted to the facility on 

7/8/2022. 

Review of the admission Minimum Data Set 

(MDS) dated 7/14/2022 revealed Resident #21 

was cognitively intact and required extensive to 

total assistance with activities of daily living 

(ADLs). 

Review of Resident #21's care plan initiated on 

7/8/2022 revealed a care plan in place for rash on 

admission to upper, inner and posterior thighs, 

bilateral buttocks, abdominal folds and bilateral 
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groin with interventions of redirect from 

scratching, administer as needed anti-itch 

medication initiated 8/18/2022 and was treated 

for scabies initiated 7/26/2022.

Review of physician's orders for July 2022 

revealed an order on 7/20/2022 of apply 

Permethrin Cream 5% (medication used to treat 

scabies, a condition caused by tiny insects called 

mites that infest and irritate the skin) apply cream 

to entire body topically one time for scabies to 

include scalp and skin scrapping and send 

samples to lab one time only for screening for 

scabies. Both orders documented as completed 

by Nurse Supervisor on the Medication 

Administration Record.

Review of Resident #21's skin checks revealed:

1. No skin check documented for admission of 

7/8/2022.

2. 7/17/2022 documented rash on bilateral arms

3. 7/24/2022 documented rash bilateral arms 

and legs.

4. 7/31/2022 documented rash continues

5. 8/16/2022 documented rash continues

6. 8/24/2022 documented rash continues

7. 9/9/2022 documented rash continues

An interview was conducted with Resident #21 on 

9/11/2022 at 3:47 PM. Resident #21 stated she 

was admitted to the facility on 7/8/2022 with skin 

sores on her bilateral arms, legs, chest, bilateral 

legs, back and buttocks. She revealed she had 

scabies before, did not remember the date. 

Resident #21 stated she just thought she might 

have come in contact with something she was 

allergic to at the hospital, since her Cardiologist 

told her it was not scabies, but an allergic 
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reaction to something. She indicated it was very 

itchy and she kept scratching the sores.  

An observation and interview of Resident #21 

was made on 09/13/22 at 5:27 PM. Resident #21 

was up in chair at the nursing station. She stated 

that this was her first time up and out of her room 

since admission. She was dressed in long pants 

and short sleeve shirt. Resident #21's bilateral 

arms were covered with small irregular scabs that 

were approximately the size of pencil eraser. 

They were well defined, and each area was 

scabbed over. There was no redness or erythema 

or drainage and were not crusted. Resident #21 

indicated that her arms looked "better than they 

have in a long time." 

An interview was conducted with Nurse Aide (NA) 

#5 on 9/13/2022 at 4:21 pm. NA #5 stated she 

was normally assigned to 100 hall and took care 

of Resident #21 on 07/23/22, 07/24/22, and 

07/25/22. She revealed Resident #21 was 

admitted to the facility with a rash "all over her." 

She stated the Nurse Practitioner was here when 

Resident #21 was admitted and came to assess 

Resident #21's rash. NA #5 revealed Resident 

#21 was contact precautions because we were 

told she had a "bad bug in her urine," so we were 

only wearing personal protective equipment 

(PPE) to empty her urinary catheter. The Nurse 

applied cream to Resident #21's entire body on 

Saturday, 7/23/2022, and the Nurse told me that it 

would need to be washed off after 24 hours. NA 

#5 stated she gave Resident #21 a bath on 

Sunday, 7/24/2022, and wore a gown, gloves and 

mask during the bath. She stated she worked on 

7/25/2022 and she scratched all day and did not 

work again until 08/02/22. When she got home on 

the 25th, and removed her uniform, she noticed 
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she had a rash between her breasts and under 

one arm. NA #5 stated she took a picture of the 

rash and sent it to the DON on 7/26/2022 and did 

not receive a reply from the DON until 7/27/2022, 

that stated she should go and be treated for 

scabies. On 7/28/2022, NA #5 went to the 

Emergency Room and was prescribed permethrin 

cream and triamcinolone cream (for itching). She 

stated returned to work on 8/2/2022 and noticed a 

couple of new spots. She went back to the 

Emergency Room on 8/3/2022 and was treated 

with Ivermectin. When she returned to the facility, 

all of 100 hall was on isolation for scabies.    

      

The Nurse Practitioner was interviewed on 

06/14/22 at 6:29 PM. The NP confirmed that she 

had seen and evaluated Resident #21 upon her 

admission to the facility on 07/08/22 and 

suspected scabies by the crusted lesion she had 

on her arms and legs. The Nurse Practitioner 

stated that she had ordered Triamcinolone cream 

for the itching and Permethrin cream for the 

scabies but later learned that she did not enter a 

date and time on the order, so the order never got 

carried out and the medication never got applied 

until it was again ordered on 07/20/22. The Nurse 

Practitioner also stated she had conferred with 

the Medical Director about obtaining a scraping of 

the lesions and he indicated it was really not 

necessary and that if was suspected by 

observation to go ahead and treat it. 

b. Resident #17 was re-admitted to the facility 

on 8/13/2022. Resident resided on 300 hall.

Review of the quarterly MDS, dated 7/12/2022 

revealed Resident #17 was not cognitively intact 

and was independent to total assistance of 1-2 

staff for ADLs, and was totally dependent for 

FORM CMS-2567(02-99) Previous Versions Obsolete 65IZ11Event ID: Facility ID: 923249 If continuation sheet Page  81 of 88



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/07/2022
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345261 09/14/2022

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

179 COMBS STREET
ALLEGHANY CENTER

SPARTA, NC  28675

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 880 Continued From page 81 F 880

bathing.

Review of the care plan initiated on 7/29/2022 

revealed a care plan in place for scabies with 

interventions of contact isolation, notify medical 

doctor/nurse practitioner of any changes and 

treatments as ordered.

Review of physician orders for 7/27/2022 

revealed two orders:

1. Apply permethrin cream 5% to entire body

2. Obtain a skin scraping for scabies and send 

sample to lab one time only for screening

Review of the Treatment Administration Record 

for July 2022 revealed on 7/27/2022 documented 

as administered permethrin cream 5% and skin 

scraping obtained.

c. Resident #61 was readmitted to the facility on 

04/08/22 and resided on 100 hall. 

A physician order dated 08/03/22 read; 

Permethrin Cream 5% apply to entire body 

topically one time only for exposure to scabies for 

2 days. Leave on for 8-14 hours then rinse. 

An interview was conducted with Nurse Aide (NA) 

#5 on 9/13/2022 at 4:21 pm. NA #5 stated she 

was normally assigned to 100 hall and took care 

of Resident #61 on 07/23/22 and 07/24/22 and 

during that time Resident #61 was not under any 

precautions for scabies so she did not wear any 

personal protective equipment while caring for 

him that weekend. NA #5 confirmed that she also 

cared for Resident #21 that weekend that was 

suspected to have scabies and she had worn 

personal protective equipment while caring for 
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that resident but stated it clearly did not prevent 

the spread. 

An interview was conducted with the Director of 

Nursing on 9/11/2022 at 12:54 PM. The DON 

stated she had been the acting Infection 

Preventionist (IP) since the Agency Nurse IP left 2 

weeks ago. She revealed the facility did have an 

outbreak of scabies a few months ago, it started 

when a resident who was admitted with scabies. 

The DON stated scabies did spread from one hall 

to the other, and she was not sure how the 

spread happened, since staff wore PPE and 

residents were placed on contact precautions.

An interview was conducted with the former 

Nurse Practice Educator on 9/13/2022 at 2:52 

PM, by telephone. She stated she worked at the 

facility as an Agency Nurse. She stated the 

scabies outbreak started with Resident #21 who 

was admitted with scabies and affected 4 resident 

on 2 different units along with 2 staff members. 

The Nurse Practitioner diagnosed Resident #21 

by observation and ordered skin scrapings, she 

stated the DON told her she had obtained the 

scrapings and dropped them off at the local 

hospital and Nurse Practice Educator called every 

hospital in the surrounding area, within 50 miles, 

and no one had the scrapings. She revealed that 

one of the NA's got scabies, and was treated, but 

still worked for several days before she was sent 

home by the DON. She stated she educated staff 

on the proper PPE, how to put it on and take it 

off, and how to dispose of it. She stated she had 

taken the DON down to Resident #21's room for 

her to observe staff had hung used PPE gowns 

on the outside of the room and were re-wearing 

them. She provided on the spot verbal education 

to staff on how to dispose of and the proper use 
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of PPE. 

An interview was conducted with the 

Housekeeping Supervisor on 9/13/2022 at 4:52 

PM. She stated housekeeping had bagged up all 

personal belongings and took them to the 

laundry, where it was washed and dried on high 

heat. If the resident had scabies, the room was 

deep cleaned, bagged up the belongings and if 

unable to launder then the belongings were 

double bagged for 1 week. She stated laundry 

personnel wore PPE when they did the laundry. 

Items from scabies positive rooms were washed 

separately from other laundry and housekeeping 

staff had education that any laundry that had 

anything to do with scabies was placed in a 

barrel.  

An interview was conducted with the former 

Administrator, by telephone, on 9/13/2022 at 5:14 

PM. He stated his last day at the facility was 

8/26/2022. He revealed the facility had some 

residents with rashes, and skin samples were 

sent to the lab, "We treated residents who had 

rashes and their roommate prophylactically." He 

revealed he thought the Nurse Practice Educator, 

or the DON had collected the skin samples, the 

results were not available to him by the time he 

left the facility. He stated scabies had not been 

confirmed by the time he left the facility. Former 

Administrator stated he made rounds and did a 

lot of teaching on the spot, for example: put on 

your goggles, and read the signage on the door 

before entering the room. He revealed the 

interdisciplinary team (IDT) made rounds to make 

sure PPE was stocked, signage on the doors for 

isolation and that staff was compliant with PPE. 

He stated the Health Department came for a visit 

approximately one to two months ago and 
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conducted rounds for scabies outbreak he did not 

recall any recommendations from that visit.    

       

An interview was conducted with Housekeeper #1 

on 9/14/2022 at 9:58 AM. She stated she had 

been at the facility for 26 years. She revealed the 

scabies laundry was put outside in a grey cart, 

and she would have to go outside and get it, that 

laundry was not mixed with other laundry. She 

stated she wore a plastic gown, mask an goggles 

and washed the laundry separately on hot water 

and dried on high, hot heat. Housekeeper #1 

stated there was very little personal laundry, but a 

lot of linens and towel. She stated after she used 

her gown, she sprayed it with a substance then 

washed it after 3 uses, she stated she had 2 

gowns to alternate with.

The Nurse Supervisor was interviewed on 

9/14/2022 at 10:16 AM. She stated Resident #21 

was admitted with scabies, but she was unsure if 

the diagnosis came from symptoms or if 

confirmed by skin scraping. She revealed an 

Agency Nurse obtained a skin scraping from 

another resident (Resident #7) and took it to the 

local hospital, but the DON informed her that the 

hospital was unable to perform skin scrapings. 

Nurse Supervisor stated the Health Department 

did come out to the facility, but she is unaware of 

the outcome of the visit. She revealed that 

Resident #21 was on 100 hall and was on 

transmission-based precautions, so she 

questioned the DON about how scabies had 

traveled from 100 hall to 300 hall and was told 

that one of the NAs had floated to 300 hall but 

could not recall which NA that was. She indicated 

she had seen staff not be compliant with PPE use 

all of the time and that if staff had been compliant 

scabies would not have spread from one hall to 
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the other. She stated the lack of compliance 

contributed to the scabies outbreak. Nurse 

Supervisor stated she was unsure when everyone 

was treated, but the residents and roommates 

had treatment. She revealed she had asked the 

Nurse Practitioner if all staff should be treated 

and was told yes, but that never happened, she 

does not know why. She stated the former Nurse 

Practice Educator was doing surveillance rounds, 

but she did not personally see her do them. She 

stated the Former Nurse Practice Educator 

reported to the Administrator and the DON.        

A second interview was conducted with the 

Director of Nursing (DON) on 9/14/2022 at 2:24 

PM. DON stated she was on vacation when 

Resident #21 was admitted to the facility, from 

7/8/2022 through 7/16/2022, so she was unaware 

that Resident #21's admission assessments, to 

include a skin assessment, had not been 

completed. DON revealed she was supposed to 

have daily clinical meetings to talk about resident 

findings and concerns, this team is supposed to 

made up of the DON, Social Worker, Minimum 

Data Set Nurse (MDS), Nurse Supervisor, 

Assistant Director of Nursing and Therapy, but 

right now the clinical team consisted of the DON 

and Nurse Supervisor. DON stated Resident #21 

told her that she was itching in the hospital and 

thought it was because of detergent the hospital 

used. She stated Resident #21 had been treated 

multiple times for scabies since her admission to 

the facility. DON revealed she had reached out to 

the Corporate Infection Control Prevention Nurse 

and was advised that according to research, 

scabies required prolonged touch to be spread 

and that should not have happened. She stated to 

her knowledge the spread of scabies was from 

staff and that she was in the facility for 14 hours a 
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day and monitored staff usage of PPE and they 

wore it correctly while she was in the building. 

DON revealed she had no documentation on the 

scabies outbreak because the former Nurse 

Practice Educator was responsible for education 

and line listing of positive residents, staff and their 

contacts, and left before giving her the 

information. The DON stated she was ultimately 

responsible for the facility infection control 

program and should have been aware of 

everything that was done to prevent spread of 

infection in the building. She stated her 

expectation was for staff to follow policy and 

procedures regarding PPE and general infection 

control to reduce the risk of and spread of 

infectious disease.

A telephone interview was conducted with the 

Medical Director on 9/14/2022 at 4:10 PM. He 

stated he took over as Medical Director in May or 

June 2022. He stated he was aware of the 

scabies outbreak in July 2022. He stated he 

assessed the first resident (Resident #21) with 

scabies, he identified a lesion on her arm that 

looked suspicious for scabies. He stated scabies 

was usually treated symptomatically and was only 

truly identified by biopsy or a skin scraping. 

Medical Director stated he was unsure if a skin 

scraping had been obtained with Resident #21. 

He stated he remembered Resident #21 had 

some issues with being compliant with her 

laundry being washed by her family, the facility 

had asked that the family not do the laundry and 

allow staff to do the laundry. He stated scabies 

was transmitted from person to person or linen to 

person or other objects shared by residents, such 

as the drapes, and bedspreads, scabies will infest 

those items, scabies does not require prolonged 

exposure or contact, and the mite gets on the 
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person and penetrates the skin. He stated he 

expected staff to follow infection control policies 

and procedures and to wear PPE when required.
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