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CFR(z): 483.25(b)(1}{D(ii}
§483.25(h) 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 Licers and does not develop pressure
ulzers untess the individual's clinical condition
demonstrates that they were unavoidable; and

(i) A resident with pressure ulcers receives
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 ohservation, interview, record review, and
policy review, the provider failed to implement
pressure ulcer (skin and/or underlying tissue injury
from prolonged pressure) prevention interventions
for one of one sampled resident {11) who was

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the in
safeguards provide sufficient protection tc the patients. (See reverse far further instrug
90 days following the date of survey whether or not a plan of correction is provided. Fd
14 days following the date these documents are made available to the facility. If deficig

program participation.
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A recertification health survey for compliance with F0686 - Treatment/Services ta Prevent Pressure Ulcers
42 CFR Part 483, Subpart B, requirements for Long Resident #11's cara plan, physician orders, treatment
Term Care faciliies was conducted from 7/14/26 documentation, and interventions related to pressure ulcer
- i prevention and skin integrity will be reviewed by the Directer of
throufgh Télﬁff?. GODdI-S amarlt_al: ﬁoc;lf:‘l:y Tynda]l Nursing {(DON) or designae and corrected as indicated. The care
was found not in compliance with the following plan will be revised to ansure intarventions related to pressure lcer
requirements: F584, F684, F686, and F695. prevention, wound management, positioning, brace use, skin
monitoring, nutrition and hydration, moisture management, and
ather identified risk factors are individualized, current, and cleary
A complaint health survey for compliance with 42 communicated to the interdisciplinary team.
CFR Part 483, _S_ubpart B, requirements for Long Resident #11 currently does not have any existing pressura ulcers,
Term Care facilities was conducted from 7/14/26 If resident #11 develops or is idertified with any pressure ulcer, it
through 7/16/26. The areas surveyed were the will be staged, measured, treated according to physician orders,
quality of care and a safe, clean homelike assassed for signs of infection, and documented in the wound
environment related o cluttered hallways. Good record and care plan sa haaling progression is tracked consistently.
Samaritan Society Tyndall was found in compliance. A roct cause analysis, including an avoidable versus unavoidable
determination, will be completed for any pressure ulcer identifisd for
FOG86 Treatment/Sves to Prevent/Heal Pressure Uicer F0686 resident #11. Findings will be used to guide cara plan revisions.
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pressure ulcer and developed a stage IV (4; open
wound with full-thickness skin and tissue |oss.
Bene, tendan, or muscle may he visible) pressure
ulcer to her right antecubital space (the shallow
triangular depression directly in front of the elbow
joint).

Findings include:

1. Observation on 7/15/26 at 2:19 p.m. revealed
resident 11 was sitting in her recliner in her room,
She wore an arm brace that started just above her
right wrist and stopped at her elbow, and there were
no visible wounds on her right arm.

2. Interview on 7/15/26 at 3:25 p.m. with resident 11
reveated that she did not have any current wounds,
but had an open wound on her right arm a month
ago; that wound had healed. She was unable to
maove her right arm and had worn an arm brace that
had caused the wound on her right arm & month
ago. She now wore a differant arm brace on her
right arm that provided more padding.

3. Review of resident 11's electranic medical record
{EMR) revealed that she admitted to the facility on
711/24. Her Brief Interview for Mental Status {BIMS)
assessment score was 15, which indicated her
cognition was intact.

Her diagnoses included spastic hemiplegia (a
neuromuscular condition causing muscle stiffness
on one side of the bady} affecting her right dominant
side, peripheral vascular disease, contracture {the
permanent tightening or shortening of muscles,
tendons, ligaments, or skin that prevents normal
joint movement) on her right side, and a
non-pressure chronic ulcer on the right upper arm
with the fat layer exposed.

Her 3/3/26 Braden scale (a tool used to assess the
risk of developing pressure ulcers) assessment
score was 15, which indicated she had a mild risk of
developing a pressure ulcer.

Resident 11's 4/28/26 weekly skin assessment
revealed that she had developed a
moisture-associated skin damage (MASD) open area
in the right antecubital space of her right arm, The
wound measurements were 1.2 centimeters {cm) in
length x 0.8 cm in width x 0.2 em in depth. A
non-stick Telfa dressing (a sterile, noen-adherent
wound dressing designed to protect wounds without
sticking to the healing tissue) was placed over the
area for protection. The CCL E requested a
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S85=06 identified as having a mild risk for developing a

Resident #11's nutritional and hydration needs related to pressure
ulcer prevention and healing will be verified and incorporated into
the care plan. Moisture management and incontinence care needs,
including barrier cream use and scheduled toileting when indicated,
will be assessed and ensurad.

Device-related risks, including pressure, friction, and shear
assosiated with braces, splints, positioning devices, or other medical
equipment, will be speciically assessed and monitored,

Resident #11's brace management plan will be reviewad with
nursing and therapy staff to ensure the brace is applied and
removed according to physician/therapy orders, skin is assessed for
pressure or breakdown associated with the device, and required
manitaring and interventians are documented.
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dressing at that time.

Resident 11's madication administration record
{MAR) included a 4/29/26 physician's order for a
“Brace to be ordered for extension and contracture”,
and a 5/5/26 physician's order for "Resident brace
to right elbow to be placed on in the AM and
removed at HS". There was no documentation on
resident 11's treatment MAR to support when her
old brace was placed or when it was removed.

On 5/12/26, resident 11 was referred to and seen in
the wound clinic, and her initial wound
measurements on her right arm were 0.5 cm in
iength x 0.7 cm in width x 0.2 cm in depth. The fat
connective tissue was exposed, and there was a
moderate amount of serosanguinecus {a thin, watery
wound drainage that is light pink or pale red in

color) drainage.

The wound clinic staff indicated the wound was a
stage [l {3; open wound with full-thickness skin
loss. Fatty tissue may be visible) pressure injury.
The wound clinic physician’s orders were to change
the dressing on resident 11's right arm every other
and to have her arm brace on during the day and off
at night.

A 5f19/26 wound clinic note indicated that her right
arm wound measured 0.4 cmin fength x 0.5 emin
width x 0.2 cm in depth.

A 5f26/26 wound clinic note indicated that her right
arm wound measured 0.4 cm in length x 0.4 cmin
width x 0.1 cm in depth. Wound clinic staff indicated
the wound was a stage IV pressure injury.

A 6/9/26 wound clinic note indicated that resident
11's right arm wound was completely healed and
resident 11 would be discharged from wound clinic
care.

Review of resident 11's 7/15/26 care plan
{personalized plan that addresses a resident’s care
needs, goals, and interventions) indicated she had
"an actual and potential risk for pressure ulcer
development due to increased need for assistance
and a right arm contracture.” The goal was to
maintain her intact skin without redness or
discoloration. The interventions included providing a
right arm hrace, which was initiated on 6/8/26, and
a goal for the staff to immediately notify the nursing
depariment of any new skin issues such as redness,
hlisters, bruising, or discoloration during bathing or
daily care that was initiated 7/1/24. The care plan

The DON or designes will conduct a facility-wide review of residents
wha have current or previous pressure ulcers/wounds, are at tisk for
impaired skin integrity, or utilize braces, splints, positioning devices,
or other madical equipment that may contribute to skin breakdown.
The review will include care plans, physician orders, treatment
records, skin and risk assessments, positioning interventions,
nutrition and hydration needs, moisture management and
incontinence care, and device-related skin monitoring.

Moisture management and incontinence care, including barrier
cream use and scheduled toileting when indicated, will be assessed
and ensured for all at-ri

ted immediztely.
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to prevent resident 11's antecubital stage 1l
pressure injury at the right arm brace site before
was identified on 4/28/26.

4. Interview on 7/15/26 at 4:11 p.m. with licensed
practical nurse (LPN) F revealed that the resident's
dressing changes were completed based on the
nhysician’s order in the resident's medication
administration record (MAR). The nurses tried to
change the residents’ dressings in the morning
when the staff members were helping the residents
get up and dressed for the day.

5. Phone interview on 7/16/26 at 2:34 p.m. with
clinical care leader (CCL) E regarding the process to
prevent and monitor the resident's skin for
breakdown revealed that the weekly skin
assessments were completed on the residents to
monitor for skin breakdown. Resident 11's pressure
ulcer to her antecubital space on her right arm was
found during a weekly skin assessment. CCLE
stated she had called resident 11's primary care
provider (PCP} to provide an update and request an
order for wound care. Initially, resident 11's wound
was idertified as a moisture-associated skin damage
{(MASD) wound, Resident 11 received a physician’s
order on for a foam dressing to be placed on the
antecubital space of her right arm daily and for
continued monitoring of the pressure ulcer.

CCL E discussed with the care team the possibility
of a different arm brace for resident 11 to help
manage her contracture and to prevent further skin
breakdown in that area. CCL E had contacted the
physical therapy department, who suggested
obtaining an order from resident 11's physician for
what brace to use, and a new brace was purchased
for resident 11's right arm. When resident 11°s right
arm wound did not improve, she was referred to the
wound clinic for further treatment.

6. Interview on 7f16/26 at 6:00 p.m. with certified
nursing assistant {CNA) G regarding resident 11's
right arm wound revealed that she did not notice a
wound on resident 11 while providing her care. CNA
G stated that if she were to notice a skin issue, she
would report it to the nurse on duty.

7. Interview on 7/16/26 at 6:07 p.m., with the

director of nursing (DON} B and administrator A
reveaied the facility utilized the Braden Scale as its
standardized skin risk assessment tool. DON B
explained that the Braden Scale assessments were
documentad in the resident’s EMR and that the
nursing staff members were expected ta complete an
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The facility will implement a standardized Skin Integrity and Medical
Davice Review Process and checklist. The review will verify current
orders; individualized pressure injury prevention interventions;
device instructions and application/removal schedules: skin
manitering; nutrition and hydration support; meisture management;
device-related friction and shear risks; completion of preventive
interventions; and timely reassessment and care plan revision when
condition changes.

Licensed nurses and certified nursing assistants will be re-educated
on pressure ulcer prevention, early identification of skin concerns,
individualized care plan interventions, skin integrity monitoring
related to braces/splints/devices, nutrition and hydration support,
maisture managerment including incontinence care, recognition of
signs of infection and wound deterioration. timely provider
natification, and required documentation.
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were traingd to report any skin concerns such as
redness or bruising to a nurse on duty at that time.
The staff members were educated on care-plan
interventions for residents identified as having a
high risk of developing pressure ulcers, including
specialized mattresses, heel floating, repositioning,
and other preventive strategies.

DON B expected the nursing staff to notify the
resident's primary care provider of any skin

changes and follow the provider's recommendations
and orders. Regarding resident 11's right arm wound
and brace, DON B reported that the new arm brace
was ordered after consulting with resident 11°s
physician, and the physical therapy (PT) department
educated the nursing staff on how to apply the
brace. The nurses were responsible for applying the
brace and were to document its removal,

DON B was unaware of any documentation that
resident 11's old right arm brace was put on and
removed during April or May 2026 and was unsure
who was responsible for putting on and removing

the brace. Resident 11 received restorative services,
as listed in her care-plan. DON B did not recall any
differences between the two arm braces that resident
11 used. DON B was unsure whether the nurses had
received any education regarding brace
management.

DON B stated there was no documented education
provided by the PT department specific to resident
11's old arm brace, and they were not involved in
establishing a schedule for when to put on and
remove resident 11's brace. There was no
documented education that any staff members were
trained in putting on and remaving resident 11's old
arm brace.

DON B stated CCL E initially identified resident 11's
pressure ulcer during a weekly skin assessment on
4/28{26. Resident 11 was referred promptly to the
wound care clinic, and the clinic routinely sent their
visit notes back to the facility. The resident's
antecubital area on her right arm was initially treated
at the facility for MASD. DON B stated there was no
documentation indicating resident 11's old arm
brace caused her right arm wound.

DON B was unsure what interventions were in place
for resident 11's old right arm brace to prevent her
from acquiring a pressure ulcer, DON B believed the
old brace was intended to prevent further
contracture of the resident's right arm.
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58=G additional nursing note. DON B stated that CNAs

Education wili be completed during the mandatory all-staff meeting
on August 11, 2026, by the clinical care lead, Nicole DeFries, and
the clinical learning and development specialist, Rosemary Bender.
Staff unable to attend on August 11, 2026 will complete make-up
education prior to their next worked shift. Newly hired staff will
receive education during orisntation.

The DON or designee will complate weekly audits of five residents
icentified a5 being at risk for impaired skin integrity, including
resident #11 when applicable, for four weeks; every other week for
four weeks; and monthiy for two additional months until substantial
compfiancs is achieved and sustained. Concerns will bs corrected
immediately.

Audit results and trends will be reported menthly to QAPL. Results of
any root cause analysis will also be reviewed by QAP to identify
facility-wide trends and guide system-level improvemants.

Compliance Date: August 14th, 2026
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8. Review of the provider's 3/2/26 Pressure Ulcer
policy revealed the facility was required to provide
appropriate assessment and prevention of pressure
ulcers, as well as treatment when necessary.

9. Review of the provider's updated 6/30/26 Wound
and Pressure Ulcer Management policy revealed the
faciiity was to provide current and consistent
standards of practice in wound care management,
"Wound care management may include the
management and treatment of surgical wounds,
pressure uleers, diabetic ulcers, skin conditions, as
well as arterial and venous ulcers. These are the
most comman types of wounds that occur.
[Redacted provider's name]} wound ¢care programs,
pressure ulcer guidelines, and protocols have been
developed and implemented to provide quality
service to residents. Promotion of healing, pain
management, and prevention of complications is
extremely important, as well as accurate assessment
and documentation.”

Safe/Clean/ComfortablefHomelike Environment FO584

CFR(s}: 483.10(}{1)-(7)
§483.10(i) Safe Environment.

The resident has a right to a safe, clean, comfortable
and homelike environment, including but not limited
to receiving treatment and supports for daily living
safely.

The facility must provide-

§483.10(i}(1) A sale, clean, comfortable, and homelike
ervironment, allowing the resident tc use his or her
personal belongings to the extent possible.

{i} This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk,

{ii) The facility shall exercise reasonable care for the
protecticn of the resident's property from loss or
theft,

§483.10(i}{2) Housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
comfortable interiar;

§483.10((}3) Clean bed and bath linens that are in

environment.

FO584 - Safe, Clean, Camfortable, and Homelike Environment

Environmental concerns identified during the survay, including
damaged drywall, peeling paint, resident room repairs, and
bathroom privacy concerns, were addressed through the facility
maintsnance process. The batroom door for residents #18 and #32
was repaired and reinstalled by July 16, 2026,

The facility will ensure all damaged dryawall areas identified during
the survey are repaired tu restore a safe, clean, and homelike
anvironment. Areas of peeling paint identified during the survey will
be repainted to maintain a sanitary and wetl-kept physical
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§483.10{}{4) Private closet space in each resident
roomn, as specified in §483.90 (e)}2)(iv);

§483.10(i)(5) Adequate and comfortable lighting levels
in all areas;

§483.10(i)(6) Comfortable and safe temperature levels.
Facilities initially centified after October 1, 1990 must
maintain a temperature range of 71 to B1°F; and

§483.10(i)(7) For the maintenance of comfortable
sound |evals,

This REQUIREMENT is NOT MET as evidenced by:

Based on ohservation, interview, record review, and
policy review, the provider failed to ensure a
homelike environment was maintained for two of
fourteen sampled residents (18 and 32) who did not
have a bathroom door and four of fourteen sampted
residents (10, 24, 35, and 44) whose walls in their
rooms had exposed drywall and peeling paint.

Findings include:

1. Observation on 7/14/26 at 9:28 a.m. in resident
24's room revealed an approximately ten-inch area
hetween her end table and stationary chair with
peeiing paint, more than five gouges in the drywall,
and two three-to-four-inch areas where the drywall
was axposed.

2. Observation and interview on 7/14/26 at 11:19
a.m. with residents 18 and 32 in their shared room
revealed that they did not have a bathroom door.
The bathroom was directly across from where
resident 18 sat in her recliner and resident 32 sat in
her wheelchair.

Resident 18 stated that the door was removed a few
days ago to he repaired. She was unsure if the door
was removed before or after the weekend. She went
across the hallway into the empty resident room’s
bathroom to use the bathroom if she wanted to
close the door. She felt that going across the hall to
use the hathroom gave her the privacy that she
needed but wondered when their bathroom door
would be repaired. She often got up one to two
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SS=E good condition;

All resident room repairs identified by surveyors, including structural
or cosmetic damage, will be completed o ensure resident raoms
rermain clean, comfortable, and homelike.

Bathroom privacy concerns, including missing or improperly
functioning daors, locks, or barriers, will be corracted promptly to
protect resident dignity and privacy.

The Administrator and Maintenance Director completed a
facility-wide snvironmental assessment of resident rooms,
bathrooms, hallways, and commen areas. ldentified concerns wera
entered info the maintanance tracking process for rapair.
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hoped that their bathroom door would be repaired
soon so she could use their bathroom.

Resident 32 stated that when she used the
bathroom, if resident 18 was in their room, the staff
members would try to remember to pull the curtain
around resident 18 and her bed, and the staif
members closed the bedroom door to the hallway.

3. Chservation and interview on 7/14/26 at 12:51
p.m. with resident 10 in her room that she shared
with resident 35 revealed there was a large area
behind her recliner between her bed and resident
35's bed where there were more than five
three-to-four-inch gouges in the wall with exposed
drywall and peeling paint. She pointed at the area
behind the recliner and stated it was "ike that”
when she moved from another roem in the facility
into that room a couple of weeks ago. She thought
that the staff members were aware of the area
berause it was visible from anywhere in the room.

4. Dhservation and interview on 7/15/26 at 8.28 am.
with resident 44 in her rcom reveaied that she sat in
a chair between her bed and the window, and she
did not share the room with ancther resident. There
were several areas behind resident 44's recliner
where the paint was peeling, and the drywall was
exposed. On the side of the room closest to the
window, there were more than five gight-inch-long
areas on the heat register where the paint was
peeling, and the metal was exposed. There were
mare than ten scratches on the wall by the window,
with deep scratches, peeling paint, and exposed
drywall.

Resident 44 did not know how long the areas on her
wall or on the heat register were damaged.

5. Ghservation and interview on 7/15/26 at 8:30 a.m.
with maintenance mechanic J regarding residents 10,
18, 24, 32, 35, and 44°s rooms revealed that he was
unaware of the areas of exposed drywall and peeling
paint. He stated that the facility’s management team
conducted "angel rounds” (a process of going room
to room to observe for resident and environmental
concerns). He expected that when the staff members
observed environmental concerns like peeling paint
or exposed drywall, they would document the need
for repairs on the Maintenance Request Sheets,

Maintenance mechanic J reviewed the Maintenance

At staff will be re-sducated by the Administrator, Shalee Pitman, on
promgt reporting of environmental concerns, completion of
maintenance work reguests, protecting resident privacy while
repairs gre pending, and reporting unrescived maintenance
concems to facility leadership,

Staff unable to attend the initial education will complete make-up
education prior to their next worked shift.

{(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 18 {X5)
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stated that there were no requests made for those
areas to be repaired. If those areas were repored to
him, he would “fix" them. He thought that there were
several resident rooms with damaged sheetrock and
peeling paint. He thought the damaged areas on the
walls were caused by the resident recliners being
pushed up against the wall, and when he fixed those
areas, they just happened again. He confirmed that
the area of drywall damage and peeling paint in
resident 24’s room was not behind a recliner and
thought that there was once a recliner in that spot in
her room, He thought that the peeling paint and
drywall damage in resident 44's room was caused
by a resident’s bed being placed too close to the
heat register and the wall. He stated there was not a
current plan in to repair those areas.

Maintenance mechanic J was aware that residents 18
and 32 did not have a bathroom door because he
removed it so that he could repair it. The repair was
not finished, and he was unsure when the door

would be rehung.

&. Observation and interview on 7/16/26 at 9:19 a.m.
with certified nursing assistant (CNA) H revealed
that when the surveyor knocked on the bedroom
door to resident 18 and 32's shared bedroom, CNA
H informed them that resident 32 was seated on the
toilet and then entered that room. Resident 32 was
seen seated on the toilet in the shared hathroom
frum the doorway when CNA H entered the room.

CNA H thought that it was a few days since
residents 18 and 32 had a bathroom door, CNAH
tried to make sure to pull the curtain around resident
18's bed and close the hedroom door to the hallway
when residents 18 and 32 were both in the room.
The curtain was not pulled because resident 18 was
not in the room at that time. CNA H stated that
resident 32 preferrect to use the bathroom in the
empty resident room across the hall from her room,
because she wanted to use a hathroom with a door.

There was a cliphoard located in an office near the
nurses' station where she woutd document when
there was a problem that maintenance needed to fix.

She was aware of the areas of exposed drywall and
peeling paint in residents 10, 24, 35, and 44's
tedreoms but did not report them to the
maintenance department because she thought that
administrator A and maintenance mechanic J already
knew about those areas, as the management staff
members teok turns checking the rooms each week.

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D ULD BE (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAC’Eggggi%TF'\E’EéS&%N%H%E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
F0584 Continued from page 8 FO584
SS=E Request Sheets on the maintenance cliphoard and

Leadership will continue documanting weekly Angel Rounds utilizing
an environmental audit tool to identify and track needed repairs until
completed.

The Administrator or desigres will conduct weekly environmental
audits of the antire facility for four weeks, bi-weekly for four wesks,
and monthly for two months untii substantial compliance is
achieved. Audits will include resident room condition; walls, paint,
flocring, and furnishings; bathroom privacy; and complstion of
maintenance requests within established timeframes.
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residents 18 and 32 did not have a bathroom door
because the residents told her that maintenance
mechanic J removed the door.

7. Chservation and interview on 7/16/26 at 4:13 p.m.
with administrator A revealed she was aware of the
damaged drywall and peeling paint in residents 10,
24, 35, and 44's rcoms and that residents 18 and 32
did not have a bathroom daor.

Management level staff members completed Angel
Rounds weekly to look at the residents’ rooms and
the environment for damage or other concerns. She
expected the staff members who completed those
rounds to document environmental areas of concern
on the Maintenance Request Sheet,

She thought that an external contractar would need
to complete the repairs to the walls in residents 10,
24, 35, and 44°s rooms due to the extent of the
damage and felt that it was difficult to schedule
those repairs due to “time constraints™ and the
contractor's schedule, Those repairs were not
scheduled to occur.

Administrator A expected the staff members to pull
the curtain around residents 18 and 32's beds and-
to shut residents 18 and 32's hallway door when
they needed to use the bathroom in their shared
roam, Administrator A acknowledged that pulling the
curtain did not provide privacy if someone entered
the room from the hallway while resident 18 or 32
were seated on the toilet, as the curtain extended
around the residents' beds and did not provide
privacy from the hallway door.

Administrator A confirmed that a new resident
maved into the previously empty resident room
across the hall from residents 18 and 32 on 7/16/26
and was unsure which bathroom resident 32 would
have to use if she wanted to use a bathroom with &
door. She stated that the repair to residents 12 and
32's hathroom door was scheduled to take several
days, was not completed, and that it was a
“challenge.”

8. Review of the provider's 3/26/26 through 7/15/26
Maintenance Request Sheet revealed that no
documentation indicated that there was drywall
damage in residents 10, 24, 35, and 44's rooms. On
717126, it was reported that residents 18 and 32's
"Bathroom daoar is really bad [and] falling apart.
Safety Hazard,” The Maintenance Comments

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D (X5)
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F0534 Continued from page 9 FO584
SS=E She did not document when she noticed that

Audit findings will be documented and reviewed monthly during
QAF|. The Adrministrator will report compliance rates, identifizd
trends, and corrective actions to QAR for review and follow-up,

Coempliance Date: August 14th, 2026
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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’ chaices.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and policy
reviews, the provider failed to ensure staff members
responded to call lights promptly for two of two
sampled residents {2 and 4) who reported concerns
regarding extended call light wait times.

Findings include:

1. Interview on 7/14/26 at 3:41 p.m. with resident 4
revealed she felt her call lights were often answered
slowly, especially due to her room being located at
the far end of the hallway. She had two instances of
incontinence due to a delayed response from the
staff.

2. Review of resident 4's electronic medical record
{EMR]) revealed she was admitted on 2/27/25. Her
6/5/26 Brief Interview for Mental Status {(BIMS)
assessment score was 15, which indicated her
cognition was intact. Her 6/3/26 care plan

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES D ULD BE (X3)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAC'EESESE{%E‘E’EQSEE%”%“%E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
Fose4 Continued from page 10 FO584
SS=E indicated “Have [a] new one coming. F0584 - Quality of Care (Call Light Respanse}
Residents identified during the survey as having concerns related to
i ider call light response will be followed up with to clarify concerns,
i.n!;:rgguo: Eguﬂrg; g:;s;ﬁi;%i:lhrr:\fgeséiﬁfaztin address unmet needs, and revise individualized interventions as
5/22/26 the walls in residents 10, 35, and 44's Inceale
rooms contained damage. On 6/26/26, the walis in Call light devices in resident areas will be checked to ensure they
residents 10. 35, and 44's rooms did not contain are fully functional and within easy reach for each resident. Any
Lo : malfunctioning or inaccessible call light will be comrected promptly
ggz:ia:t‘?:n E??ézl‘::l?t ga’gcbcg C?: ; g:r?“h;’arilgf the and interim measurss implemented as needed.
10, Review of the provider's revised 12/29/25
Resident Environment policy revealed "the center
will provide a safe, clean, comfortable homelike
envirohment, ..”
0684 Quality of Care FO684
S5=E
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needs, goals, and interventions) indicated she
required one staff member to assist her and a
front-wheeled walker and gait belt (a waist strap
gripped as suppaort for safe mobility and transfers) to
be transferred to the toilet.

3. Review of resident 4's 6/17/26 through 7/16/26
call-light report (a data report that measures how
long it takes nursing home staff o answer a
patient's call button) revealed 15 call-light response
times exceeded 20 minutes, and the longest
call-light response time was 44 minutes.

4, Interview on 7/15/26 at 9:46 a.m. with resident 2
revealed that he experienced delays when he
requested the staff assistance, which included
requesting medication for pain. He stated the facility
often appeared short-staffed to him.

5. Review of resident 2's EMR revealed he was
admitted on 5/18/26. His 5/22/26 BIMS assessment
score was 14, which indicated his cognitfon was
intact. His 5/18/26 care plan indicated that he
required one staff member to assist him with a
non-mechanical stand aid (a caregiver-assisted
transfer device that relies on the resident’s own
strength to move from a seated to a standing
position) and a gait belt for toilet transfers and
assistance with dressing and bathing.

6. Review of resident 2's 6/17/26 through 7/16/26
call-ight report revealed 10 call-light response fimes
that exceeded 20 minutes, and the longest call-light
response time was 27 minutes.

7. Interview on 7/16/26 at 2:22 p.m. with certified
nursing assistant {(CNA) | revealed that resident call
lights were expected to be answered "as sooh as
they can,” hut acknowledged the staff were delayed
when caring for other residents.

8. Interview on 7/16/26 at 3:54 p.m. with resident 4
revealed that her longest wait time for the staff to
respend to her call light during the past month was
approximately one hour. She stated that was
embarrassing for her.

9. Interview on 7/16/26 at 4:06 p.m. with director of

The facility will conduct routine audits of call light device functionality
to ensure ongoing operability, proper signal transmission to staffed
locations, and prompt identification of malfunctioning equipment.

All nursing staff will be re-educated on prompt call Ight response;
prigritizing resident safety and urgent needs; requesting assistance
when unable to respond immediately; communicating with residents
when additional time is needed; purposeful rounding; and reporting
regurring or unresolved concerns to the charge nurse or nurse
izader. Staff unable to attend the iniial education will complete
make-up education prior to their next worked shift.

The DOM or designee will monitor call light response and device
functionality through routine audits and resident follow-up. Results
and trends will be reviewed through QAPI.

Compliance Date: August 14th, 2025
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S8=E nursing (DON) B revealed all staff were responsible ) .
for answering the residents’ call lights and should COEM. Resplratony: Cate LCERE Manspsinent
notify specific staff members depending on the Resident #18's CPAP squipment, physician orders, care plan, and
residents' needs. documantation will be reviewed by the DON or designee. Equipment

condition, required supplies, resident tolerance, and currant
raspiratory-care interventions will be verified and corrected as

indicated.
10. Interview on 7/16/26 at 5:36 p.m. with A

administrator A revealed that she expected resident Th‘?dDOt:' or d??‘gn‘::s‘;ﬂgf;’:i:tg ?nﬁﬁgi;:;‘g&?“g‘g :;

f . residents receiving i i s :
:?‘ngzﬁ ‘(;Doﬁﬁhau‘enm?ézgt?ss nseoeo dnsaggg?::gl:\;ve d oxygen therapy, nebulizer freatments, and other respiratory devices.
the call-light reports weekly and conducted random
audits of call light respense times.

11. Review of the provider's revised 7/8/25 Call
Light poiicy revealed the facility was required to
ensure residents always had a method to call for
assistance and that call lights were to be answered
promptly.

August 14th, 2026
F0695 Respiratory/Tracheastomy Care and Suctioning F0695
Ss=D
CFR(z}: 483.25(i)

§ 483.25() Respiratory care, including tracheastomy
care and tracheal sucticning.

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:

Based on interview, observation, record review,
policy review, and manufaciurer user guide review,
the provider failed to ensure respiratory care was
provided one of one sampled resident (18) who had
a physician’s order for Continuous Positive Alrway
Fressure {CPAP) therapy (a treatment for abstructive
sleep apnea by delivering a steady, gentle stream of
pressurized air through a tube and mask) when she
slept, and could not use it due to the mask
unsnapping during the night.

Findings include:

1. Interview and observation on 7/14/26 at 11:19
a.m. with resident 18 in her rcom revealed that she
was suppesed to wear a CPAP mask at night when
she slept. For the past couple of months, she was
urable to wear that CPAP mask because the strap

FORM CMS-2567 (02/98) Previous Versions Chsolete Event ID: 25CD4E-H1 Facility ID: Q077 It continuation sheet Page 13 of 18
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F0Gas Continued from page 13 F0695
85=D that held the CPAP mask on came "unsnapped” at All licensed nursing staff who perform respiratary care, including
night while She tr_led fo sleep, and she could npt CPAP, BiPAP, axygen therapy, or nebulizer treatment: will complete
tolerate wearing it. She felt that the mask coming and document a competency validation to demonstrate proper
unhooked and having to sleep without her CPAP technique, equipment handling, infection-control practices, and
therapy disrupted her sleep. She did not have a adherence to professional standards of practice.
good night's sleep for the past couple of months. The Diractor of Nursing wil :
- g will develop and post & respiratory-care
She could not remember which nurse she had training scheduls to ensure all ficensed nursing staff complete the
infermed that her CPAP mask came unsnapped and required competency validation by August 14, 2026.

fell off when she slept. She had told them that she
neadad & new CPAP mask, but they said, "it's not
time yet."

2. Review of resident 18's electronic medical record
{EMR} revealed she admitted to the facility on
7123{25. Her 6/30426 Brief Interview for Mental
Status (BIMS) assessment score was 15, which
indicated her cognition was intact. Her diagnoses
inctuded sleep apnea (a common, potentially serious
disorder where breathing repeatedly stops and starts August 14th, 2026
during sleep), chronic obstructive pulmonary disease
{COPD) {a group of lung diseases that block airflow
and make it difficult to breathe), and ceronary artery
disease (CAD} {narrowing of the blood vessels of the
heart that causes inadeguate oxygen flow to the
heart). She had a 7/23/25 physician's order to wear
her CPAP mask, “on at HS [bedtime], off in AM," for
her sleep apnea.

A Bf11/26 nurse's progress note indicated
“...resident’'s CPAP nasal mask has a tear in it and
we are needing a replacement maskihead piece.
Resident has a ResMed AirFit nasal mask {N20) size
small. The head piece [headpiece] is attached to the
nasal mask. Got the "after hours" answering senvice.
They will message the office tomorrow and someone
will be calling us back.” Her CPAP mask was unable
to be worn as ordered by the physician.

A 6/18/26 nurse's progress note indicated that
resident 18 was refusing to wear her CPAP mask.
“Mask and tubing [were] hanging in {the] bathroom.
Resident [18]'s roommate is jon] contact precautions
[infection control measures used to prevent the
spread of diseases that transmit through direct or
indirect contact with an infected persen or
contaminated surfaces] and resident [18} states that
Iher] mask should not be hanging in [the] bathroom
due to cross contamination. Resident verbally upset
and wants to know which staff placed [her] mask
and tubing in the bathroom. Mask removed from
resident's room at this time. DON [director of
nursing B was] updated on [thelincident.

A TII26 nurse's progress note indicated
"Resident [18] states that her CPAP mask is not
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"stuck” to her neck when staff put tape on it to

keep it together and left & mark an her neck.
Resident does have 2 [two] visible purplish marks to
[the] left side of neck behind [her] ear. Resident [18]
states that she cannot wear it, if it will continue to
not stay on with the hardware. Writer addressed
concern with Admin [administrator], DON via text to
make aware of equipment.”

Resident 18's care plan (persenalized plan that
addresses a resident's care needs, goals, and
interventions} indicated she had a goal to be free
from signs and symptoms of complications of
vardiac problems and wore a CPAP at night while
she slept due to her altered cardiovascular status.
She “has enhanced psychosccial well-being RfT
[related to] individualized daily routine and hongring
personal preferences: stating they had a good
night's sleep, improved mood, expression of
contentment, comfort and/or satisfaction, positive
facial expressions, maintains activity interests,
maintains positive relationships.”

3. Interview and review of resident 18's progress
notes on ¥/16/26 at 12:13 p.m. with DON B revealed
that she thought that resident 18’s CPAP mask was
replaced. She was not aware of the 5/11/26
documentation that indicated resident 18's CPAP
mask was torn, and asked for time to follow up to
find out what transpired after 5/11/26.

4. {nterview on 7/16/26 at 4,13 p.m. with
administrator A revealed that she thought clinical
care leader {CCL) E had provided resident 18 with a
new CPAF mask but was unable to find
documentaticn of that. She expected that resident 18
would have been provided with a new CPAP mask
when her CFAP mask was torn or would not stay
on, s¢ that she could wear her CPAP at night when
she siept. Administrator A expected that when
resident 18's mask was replaced, it would have
been documented in her EMR,

5. Interview on 7/16/26 at 5:04 p.m. with DGN B,
registered nurse (RNYMinimum Data Set (MDS) D
and CCL E who participated by phone revealed CCL
E was aware that resident 18 was having issues with
her CPAP mask. She could not recall when she was
first told about the CPAP mask being torn and
coming unsnapped.

RN/MDS D stated she had documented that she
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
F0595 Continued from page 14 FOBS5
S5=D staying connected by the clips and velcro. it got

The facility will verify that appropriate emergency backup respiratory
supplies, including spare CPAF masks, tuking, filters, oxygen
delivery components, and other resident-specific supplies as
applicable, are available.

Staff will follow required infection-control practices, including
cleaning, disinfection, appropriate storage, and hand hygiene when
handling respiratory equipment.

Licansed nursing staff will be re-educated on routine inspection of
respiratory equipment; reporting damaged or matfunctioning
aquipment; timely provider/vendor notification; manitoring resident
tolerance; documentation; infection-control practices; and following
current physician orders and individualized care plan interventions.

August 14th, 2026
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resident 18's CPAP. She recalled the oxygen supply
company sent nose pieces for the CPAP, and that
she replaced the nose piece, but was unaware that
the mask was coming unsnapped and that resident
18 was refusing to wear her CPAP at night because
it disrupted her sleep.

CCL E stated that she contacted the oxygen supply
company on 7/13/26 about resident 18's CPAP but
was unable to locate documentation of that call and
did not receive confirmation that the replacement
parts were ordered.

6. Review of the provider's reviewed 10/31/25
Non-Invasive Respiratory Suppaort policy revealed
“Inspect the device and be sure the enclosure is not
broken, and all components are secure.”

7. Review of the ResMed Air Sense 11 manufacturers
undated user guide revealed that it referred to the
mask's user guide for detailed information. That

user guide was not provided before the survey exit,

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACHcggggiCEEESEASJ'E%NT%HT%%LD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) |  TAG el b o DATE
FO585 Continued from page 15 FOG695
585=D contacted the oxygen supply company regarding

Eduzation and competency validation will be completed according to
the posted respiratory-care training schedule. Staff unable to attend
the initial training will complete make-up training and required
competency validation prior to their next worked shift, with all
required licensed nursing staff completing competency validation by
August 14, 2026,

The DON or designee will conduct ongoing audits of respiratory
equipment, supplies, orders, care plans, documantation, resident
tolerance, infection-control practices, and competency completion,
Identified concerns will be corrected promptly. Audit results and
trends will be reviewed through QAP

Compliance Date: August 14th, 2026

August 14th, 2026
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Safety Code or NFPA standard citation, should be
included on Form CMS-2567,

18.2,19.2
This STANDARD is NOT MET as evidenced by:

Based on observation, testing, and interview, the
provider failed to provide egress doors as required
at one of one location {north EXIT door).

Findings include:

1. Observaiion on 7f16/26 at 10:39 a.m. revealed the
exterior north marked EXIT door adjacent to the
dietary area was equipped with a magnetic lock that
prevented egress. The door was not labeled as a
delayed egress locked door. The door was equipped
with a keypad to release the magnet {not compliant
for a required EXIT door). The door was not
equipped with a 'Push to Exit’ button to release the
magnet to comply with an access-controlled

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES (X5)
EACH CORRECTIVE ACTION SHOULD BE
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ( CROSS-REFERENCED TO THE COMPLETICN
' DATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) APPROPRIATE DEFICIENCY)
KOooo INITIAL COMMENTS K0000
Bldg. 01 o
A recertification survey was conducted on 7/16/26 B R T T SR e
for compliance with 42 CFR 483.90 (a)&(b), Wt sy g
requirements for Long Term Care facilities. Good
i i i The facllity submits thiz Plan of Correction as an allegation of compliance. Praparation
Sama!ltan SGCIE‘IY Tyndaj[ Wes found natin andg sl.lbn’ll)ifﬁinﬂ of iniz Plan of Cotrection doee not constilute an admisslon that the
compllance. deficiencies identified during the sursay axist o that the facility agress with the survey
findings. KO200 - Means of Egress Raquirements - Otlr;;ri;l'he north exit dogr adij:roe_lght
sy . " to the digtary department was in i I i by the Mai 1ce Direcior. The
The buitding will meet the requirements of the 2012 ragneti locking systom was rewieuwed and corteoted to ansure th exitdoor comples
LSC for existing health care occupancies upon e e
carrection of deficiencies identified at K200 and ware verified and corrected as necessary. The doar was tested 10 enslre appmpriate
] 3 % B 2 : & release during narmal operation, pewer fallure, and fire alarm activalion. To Identify
K321 in conjunction with the provider's commitment otner potentialy affested areas, the Maintanance Director DumEplaetr?% 2 100% audi of _
] i i Il facilily exit docrs agulpped with magnetic locking systems, Each door was inspec
to continued compllance with the fire safety ?u \reﬁf;r:yF?rc:per Iabeli%g.plgequirsd relgase devices. Emergency ralease functons. Fire
standards. alarm intarFaoaAPm;er fr?"ué%reﬁléasii Compliance with qpplicadl_al?ell_ifeTiaf?;yﬁ;de
i Iz, identified deficlencles were comected immediately. The facili
miir?;"pme?;i;:mainlenance pragram to includglins;;:ctlon end Lunctltggal ie=ting
7 cfall -controlled axit dears. The Maintenance Director was re-aduca
K0200 Means of Egress Requirements - Other KO200 | regeraing Lit Safety Cade rarements for magstially locked sgress doore,
55=D Including: Requirad "Push lo Exit* release devicas. Required emergency signage. Fire
alarm release requirements. Powsr fallure reisase regquirements, Documentation of
Bldg. 01 CFR(s): NFPA 101 inspections and tesling. Timaly oorrction asf'zd?olizfgadlﬂdﬂcignia;ghis ledunatlipn was
completad by the administrator on August 5th, X ife Sa oor [nspection
M fE R . Oth Chezklist wa); implemented to ensure all magnetk:a!_ll'_,rhlnchlﬂ(elcl tta)(it doorg_argtinspecied
eans of Egress Requirements - Other ording to the pr i ] 1ca schadul e Maintenance Diractor or
d e will Inspent and test 100% of magnelically locked exit dnors monthly for four
;ﬁgnculive rrnon;:hs. Tha inspection will vegﬁf'y: Proper door operation. Function of
Isti | i "Push to Exit" release devices, Emergency release upen fire alanm activation.
List in the REMARKS section ally LSC Section 18.2 Emergency release upon powaul‘;fallura. App;eu'griate signafge, é‘ruper :;Inc\fmemahnn of
and 19.2 Means of Egress requirements that are not reeing: Remite willn bz dovumented on the Life Safely Door J?S?ﬁé'fé’é‘ Log Audt
1 T il e Wiinenance L
addressed by the pFDVIdEd K-tags, but are deficient. EgrPI?SUOH:'nm?ttr:ep?orefnuTzonsiﬂive months. The QAP Committes will review
This information, along with the applicable Life compliance rates, idantify rends, and direct additional correntive action if deficiencies
: are ideniifier, 08/14/2026

Compliance Date: August 14th, 2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the ins
safeguards provide sufficient protection to the patients. (See reverse for further instruct
30 days fellowing the date of survey whether or not a plan of correction is provided. Fo
14 days fellowing the date these documents are made available to the facility. i deficie
program participation.
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K200 Continued from page 1 K0200
S85=D magnetically locked door. The door could not be
Bldg. 01 tested due to the magnetic locking system heing out
of service the day of the survey.
Interview with the maintenance director at the time
of the observation confirmed that condition. Failure
to provide egress doors as required increases the
risk of death or injury due to fire or other
emergencies.
The deficiency affected one of three marked EXIT
doors with magnetic locks.
Ref: 2012 NFPA 101 Section 18.2.2.2.4(3), 7.2.1.6.1(3)
K0321 Hazardous Areas - Enciosure K321
S5=D
Bldg. 01 CFR{s): NFPA 101
Hazardous Areas - Enclosure
Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating {with 3/4 hour
fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1 or 18.3.5.9. When
the approved automatic fire extinguishing system |
option Is used, the areas Sf'.la” be sepe?.rated from The facility submits this Plan of Corraction a5 an allegation of compliance. Preparation
other spaces by smoke resisting partitions and :ng ?“bnﬂiss.ig” ofﬁ [hui‘sdplgn of Corraction does not constilute an admissian that tha
doors in accordance with 8.4. Doors shali be nﬁafg"é‘;‘.’(;éééz?”."HZza,nﬂe%Z% fé’i:ﬁ%&’é‘:ﬁ%’%i‘ e e L
i I Tol i P ¥ i dfusted to the d I d itivel
selfclosing or atomatic-closing ard permiited. id Iaiohos upon bicsng in Setomancs Wi SPRIebIE Lits Safely Daa requr e Jo
have nonraterd or field-applied protective plates that identify otherrf?ntentially affected areas, the Maln[enanlnlze Dlirelck;r completed 2 100%
H inspect rd d th bt the facllity, i i g
do not exceed 48 inches from the bottom of the e Sy o L, vy oo o
door. rooms, and other identified hazardous arsas. Each door was tested 1 verify proper
self-closing and positive latching. Any deficiencies identifizd during the inspection were
_curlredded ir:'_lme_diatelgrt,_ The fgcfili!y aevisleld il§ prm;erllltiﬁe m;ici'ntmnﬂncagmgra_rphto
Describe the floor and zone locations of hazardous include pautine inspection and uhilenaliesting ol allhecarlotis ates doors: The
S Malnt Director was re-educated ragarding Lifes Safely Dod i t:
areas that are deficient in REMARKS, relaa?emﬁnﬁ:zarlrd%ugra?;: & Sioe "bﬁﬁi' drinsiraton t\gpha?e: Eeiﬁ'ar:.";in :
Wadnasday, August Sth, 2028, including: Seff-closing door operation, Posltive latching
requirements. |dantification of hazardous areas, Documentation of inspections and
19.3.2.1,19.35.9 repairs. Prompt correction of identifled deficiencies. A Hazardous Area Doar Inspection
Checklist was implemented to ensure all hazardous area Jdoors are inspected according
¥ the presentive malnlenance schedule. The Maintenance Diractor o designee will
!nspec{_ 100‘?4_€?I0f h_?yza;’dous arel? dIOOF n'Tl_Untr;lly fogn".'tr. coTslréﬂ_.lﬁvoDmont_h?, The
25 ¥ ¥ 1on Wilk VEFITY: Froper sell-closing Tundctron, . Uoar Integnty.
Area Automatic Sprinkler Separation N/A Hlardviare functionality. Absence of sbeructions pra?grm:gaoloslzge. Findingsgwitﬁ’be
documenled on the Hazardous Area Door Inspoction Log. Audit findings will be
) i gaporte_ﬁ mnfnt‘hflg' by the MaI;tenanc$hDir_le_ﬁIUrng';l'l1tEoAdmiqiis{rau_:i:' and QAPI i
- OMMITiEs T0r IGUr CONSECUTYe Montns. e T
a. Boiler and Fuel-Fired Heater Rooms rates, identify trends, and direct additional correctiva acﬁm; ?ed;.‘gclﬁélee\; :?‘eﬂi%:nrtli%ced_ 0842025
b. Laundries (Jarger than 100 square feet) Compliancs Date AUgUstTath, 2026
¢. Repair, Maintenance, and Paint Shops
d. Seiled Linen Rooms {(exceeding 64 gallons})
e. Trash Collection Rooms
{exceeding 64 gallons)
f. Combustible Storage Rooms/Spaces
FORM CMS-2567 (02/99) Previous Versions Obsoclete Event [D: 25CD4E-L1 racility ID: 0077 if continuation she 3
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K0321 Continued from page 2
S5=D (over 50 square feet)

Bldg. 01
g. Laboratories {if classified as Severe

Hazard - see K322}

for the Harbor wing.

Findings include:

finding,

requirements for hazardous rooms.

This STANDARD is NOT MET as evidenced by;

Based on observation, testing, and interview, the
provider failed to maintain the kitchen pantry storage
room cornider door (would not self-close and latch}

1. Observation on 7/16/26 at 10:45 a.m. revealed the
corndor door for the kitchen pantry storage room
was standing ajar. Testing of the door at the time of
the observation reveaied the door would not
self-close and lateh. Interview with the maintenance
director at the time of the observation confirmed that

The deficiency affected one of numerous

K0321

FORM CMS-2567 {02/99) Pravious Versions Obsolete
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DATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROFRIATE DEFICIENCY)
EQ000 Initial Comments EQGO0
A recertification survey for compliance with 42 CFR P B e e bl Sl o he st vl Tt U LRy S
Part 482, Subpart B, Subsection 483.73, Emergency .
Preparedness, requirements for Long Term Care
iliti i The facility submits this Plan of Carrection as an allegation of compliance. Preparation
fa(:||‘|t|es wds capdueled or 7!1.6!26' qud San"_tarltan Eng :ucblm s:luon t:I\fthIs Plan of Correction does not :gnastltute an admission that the
Society Tyndall was found not in compliance with deflclanclas identified during tgle aurer lexlsé?nr that the ;acility apyecs glilh thRe ey
: : ; findings. ED0D4 - E evelop Emergency Preparedness Plan, Review
the fO”DWII’Ig mqulremems' E004' E013‘ and E030. alnd"lilgpsdahe Annual?;e'rrﬁzngnarggncy Prega.rednrg:s( P} Plan and Emargancy
Preparedness Binder ware imrmediately rew;.ewedar:;leneurglall required cu;ntpqnertg
. were present and cument. The Emergency Preparedness Plan was revised to include
EQ004 Develop EP Plan, Review and Update Annually EDOO4 aII qui lregé@nt% Elme anan% .:'Q",f; mehision :;:?n Z?:%?Aégvi!:\g{;he updated
|an was placed |l
§5=D ,Btdminislr:tur's wfice, To ider?ttifycgther areas ?genlilally affec!edfbtrl lhlg deficient
3 Iz, tha Administrat ted enslve reviow of the Emergency
RER{s 8373 g:'i;a?;dn:ss Prrnnlglr:m,‘i)nrcﬁrd?ﬁ.getﬁe Enﬁ:“rginw Praparedness Plan, Hazard
Vulnarability Assessment, Emergency Operations Plan, Communicalion F’Iaﬁn,r .
§403.748(a), 8416.54(a), 8418.113(a), §441.184(a), g E el e SRt Sl drnll e
§460.84{a), §482.15(a), 8483.73(a), §483.475(a}, the facHity's Emergency Preparedness Program b determing whether other areas were
otenfially affected by the deficient practice. The review Included: Emergency
§484.102(a), §485.68(a), 8485.542(a), §485.625(a}, Erspamd‘:ms_s Pt;ln. Faoard Yulnerabllity Assassrglarat Egergenr;_:y Ogﬁzrtlgoemi ;‘Ian,
h CEm Prep nder. Suppartin
gjgiég?(;ﬂ)' §485'920(a}' §486360(a}' §491.12{a}. Preparedness dmﬁ;ent&lion. Annual review aﬂ update reﬂﬂirem%ntg. Anly Ldanllﬂgd
X da}. deficiencies were corractad as applicable. The Administrator was re-educated by
( Ser;%?‘ngilrector. Alex Dysthe, reg?rding CMS Emergency Preparedness regulations,
Including annual raview mqmrergents&ucurrneahtlﬂn ?pel_:t?hnns, regfull}qszmergency
componants of the Emergency Freparadness Plan, and maintenance
a 5 2 Pfepr:aredness Einder. The faclty implamantad an Emergency Preparadness Annual
The [famllty] must comply with all appllcable Federal, Complia;c:(:alenda&an}? Checklist m?.”‘”"?ﬂ;fa"i““”“e. Ermargell'ﬂ:)'I f‘l_rr?padr_lodr::ﬁ
o § and whenevar aparational nges requirg revislons. The checkl
State:- and local emerge.[-my preparedness ; \.\riﬁréi:umen‘-'lg::mp?etion of the resuired review, identifleation of necessary updates,
requirements. The [facility] must develop establish cmumé)leljon of re;l_selons. dand veéi_ﬂr;tio%haidmaiug?abgg dogurr_\ents ar_elimamtTlrlleed; in
H 1 . . nGiral or designee Wil comple
and maintain a comprehensive emergercy T55% rowiaw of ine Emergertey Freparetness Binder monthly fof four COnSeciive.
preparedness program that meets the requjremems mnr;::ltu \rEErify that all r;qulreggocumpelms :_arr: praznlztm,ufurreﬂnwt. é"“' :.nun;ismnfntthwlm
: : the facility's Emargen raparadness Flan. The audit will varfy: Complation E
of this section. The emergency preparedness sttt ol ol rview. Clrrent Hazard Vunerabity Assesamert
i imi ired | d tation. raty and currency of supporting Emergenay
pregram must include, but not be iimited to, the Eﬁ&ﬁuﬁ&l"&ﬁﬂ? Crl:?w:pleﬁ of !;he Ernargancgy F'repparednsgss Annual
following elements: Complisnes Checklist, Results wil b documented on the Emergancy Preparadness
Audit Tool, Audlt results will be reported monthly by the Administrator to the Quality
Assuranca and Performance |mprovement (QAPI} Comimittee for four conseautive
maonths. The QAP Cr will review iance rates, idenIfy trends, and direct o
(a) Emergency Plan. The [facility] must develop and additional educalion ar corractive acton when deficiencies are [dentifiad. 08/14/2021
maintain ah emergeﬁcy preparedness plan that must Compliance Date: August 14th, 2026
be [reviewed], and updated at least every 2 years.
The plan must do all of the following:
* [For hospitals at 8482.15 and CAHs at §485.625(a):]
Emergency Flan. The {hospital or CAH} must comply
with all applicabte Federal, State, and local
emergency preparedness requirements. The [hospital
or CAH] must develop and maintain a
comprehensive emergency preparedness program
that meets the reguirements of this section, utifizing
an ail-hazards approach.
* [For LTC Facilities at §483.73(a).] Emergency Plan,
The LTC facility must develop and maintain an

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the ins
safeguards provide sufficient protection to the patients, (See reverse for further instruct
90 days following the date of survey whather or not a plan of correction is provided. Fo
14 days following the date these documents are made available to the facility. If deficie
program participation.
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E0004 Continued frem page 1 E0004
SE=D emergency preparedness plan that must be
reviewed, and updated at least annually.
* [For ESRD Facilities at §494.62{a):] Emergency
Plan. The ESRD facility must develop and maintain
an emergency preparedness plan that must be
[evaluated], and updated at least every 2 years.
This REQUIREMENT is NOT MET as evidenced by.
Findings include:
1. Record review revealed that the facility's
Emergency Preparedness hinder located in the
administrator's office was not updated annually in
2024 and 2025. Interview with the administratar at
the time of the record review confirmed that
finding. The deficiency could affect 100% of the
building occupants.
EC013 Development of EP Policies and Procedures EDD13
s3=D il 1 i |
. a2 sLrvey fcings.
CFR(S) 48373“)) The facility submitz iz Plan of Correction as an allegalfon of compliance. Preparation
3”% slubmissli:j:n olifrthui‘sdplgn ntthnrradion qores nt:rn‘t :?rTStfiIUtlﬁ an admis:}nmn tl':at the
BMCIENGes wen!
§403.748(0), §5416.54(b), 5418.113(b), §441.184(b), findings. E00T - Emargency Proparcinass Policies and Procedures Devalonmont o
§460.84(b)‘ §482.15(b), §483,73(b)‘ §483-4?5(b)‘ Enrlelrgencyc"PrepardBdness Palicias and rmoedures The Emergen':yhPr?apalredness
pulicies and procedures were r d to ensura conslst: ith 1 ity
§484.102(h), §485.68(b), §485.542(b), §485.625(h), Emergancy F'v’reparedngss Plan Hazard Uulnerabily s b o T o
lan. The Emergen reparedness Bi i d, and missil tdatad
§485727(b), §485920(b)’ 548636003)' §49112(b)! documen[at’lunr\%ascfpdatgg. Tha I\uisal'rl2r.‘aer:nzzl““::?\?gf?‘IL".i:‘:}ﬂ::r:3t§2|:|i|:rlgls[sl\flrzjsauo}rfgII:I Q
5494.62(b). ememmency waker supply was reviewed and updated to ensure curent emergency
rasnurcas were avallable, To identify other potentially affected araas, the Adminstrator
completed a comprehansive sudit of all Emergency Preparednaess policies, emargency
agreements, vondor contracts, MOUs, and supporting documentation to verify
o e compliance with CM3 Emergency Preparadness reguirements. The review induded
(b} Policies and procedures. [Facilities] must develop ver[;ﬁcalj_tlmb}.har:)emefgdency agresrnonts and sUppOring decumentation were cumrent
: . 2 i . Any identified deflelencl
and implement emergency preparedness policies and immodiately. The AGIINISUAY WA re-oducaied by Semor Diracior. Alex Pyee,
procedures, hased on the emergency p|ar] set forth regarding: Anhual rmli;w ogitlnergencg Pr?%argdn\essdqoliciss._I\:']ain_[aining current
in paragraph (a) of this section, risk assessment at E:;EL%E%? s geenl agartneemeelz?sn.r?lr;cﬁrﬁentnaﬁ?:r:Irgréullr;gfneigl?sslér:ngsgl‘;genCY
. 1 i _ Maintaini i by E P
paragraph (a)(1) of this section, andthe OIies and the Emergancy Praparednoss Plan. Ao Anrival Emorgancy Propareness.
communication plan at paragraph {c} of this section. Sliow Scfuuts and Trackirll_g Jool was irnplemﬁﬂn&ed requiring verification of al
2, : MEFZEMN reparadnas icles, ts, s, and rting d katl
The policies and procedures must be reviewed and omch August and Fllowing any sigheant oparaiional Changes. The Adrinstizior ar
Updﬂted at least every 2 years. designee will complete 8 100% audit of tha Emargency Preparedness Binder quarterly
for four consecutive quarters, The audit will verify: Current Emergency Preparedness
polleles, Aulive and current emergency agreemants and MOUs, Curtrent emergency
rpesouroeds and vendor agr?erréen!s: Dcu:un:lentaljnn Euppnr‘ting Emargency :
s _ reparedness requiremants. Col i mergency Prepared icie:
*[FOF LTC facilities at §48373(b)] Policies and ang t{'le Egnedrl?x!ain;y Prep_slilr\;_;dnglss Planﬁ(ijompleﬁ;n oé‘rregquirtgd a;nual re;iewgoand :
ili e . i
procedures. The LTC facility must develop and Akt Too. Raeuits wi be raporiod quariody by ihe AGMINSIaIr 1 6 GARE. "
|mp|emen'[ emergency preparedness pDIICIeS and CTmmgtaet_f;rhfgu‘rjmnsgcdqnv; quézl_‘{_ers. I'I'hde QAr‘I Committee will review compllance
procedures, based on the emergency plan set forth R are EoriTod, T MRl ERUES . CoTTe seton hen 0814/2025
in paragraph (a) of this section, risk assessment at Compliance Date: August 14th, 2026
paragraph {a}{1) of this section, and the
communication plan at paragraph (c) of this section.
The policies and procedures must be reviewed and
updated at least annually.
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E0013 Continued from page 2 E0013
SS=D *Additional Requirements for PACE and ESRD
Facilities:
*[For PACE at §460.84(b):] Policies and procadures,
The PACE organization must develop and implement
emergency preparedness policies and procedures,
based on the emergency plan set forth in paragraph
{a) of this section, risk assessment at paragraph
{a){1) of this section, and the communication plan at
paragraph {c} of this section. The palicies and
procedures must address management of medical
and normedical emergencigs, including, but not
limited to; Fire; equipment, power, or water failure;
care-related emergencies; and natural disasters
likely to threaten the health or safety of the
participants, staff, or the public. The policies and
procedures must be reviewed and updated at least
every 2 years.
*[For ESRD Faciliies at 8494.62(b):] Policies and
procedures. The dialysis facility must develop and
implement emergency preparedness policies and
procedures, baset on the emergency plan set forth
in paragraph (&) of this section, risk assessment at
paragrap-h (a)(l) of this SeCtion. and the . . T::%:::?;t?:z::nﬂ; this Plan of Corraction a= an allegation of compliance, Preparail'anl
commuplpaﬂon plan at paragraph (¢) of ”:"5 section. and submission of this Plan of Corraction does m?lt mr:lstfilul_? an admissifm Eat the
e e e e
. i med [Zte
inF::Iude but are not Ii?rnite'\{j to, fire equipmer?t or gﬁ;ﬂiﬁn?fpﬁ%?:t&g tznﬁnymu::ea‘:’gﬂrtrﬁrﬁ:esmp?nn;r::%:tﬂ i:ér:?mtzl;}hee f?‘-fegd.
1 ’ ] reparedness Binder mainiain in
power failures, care-related emergencies, water ?ﬁ‘h‘%"ﬁ%‘ﬁ%‘h'ﬁ%@fﬁ%!ﬁ? g?heg;?;lt;:nqgﬂy F?f?ec‘tec‘lj armas{ 0 Adninstialor
supply interruption, and natural disasters likely to B st oo Tor B e siase Phyaam
L e BT e e B e Dl e
) smergency contacts. Any cutdated or missing contact information was corected. The
) . . Administrator was re-educated by SenI0rn?ire_dxll:[.dﬁ:exmalfu?;.lnreg:urw% E]nn‘telrgency
This REQUIREMENT is NOT MET as evidenced by: T o
Emergengy Proparedness communication decuments, and maintaining required
¥ 5 . communication information within the Emergency Praparedness Binder. A standardized
Findings include: Employee Contact Verificatlon Loy was Implementad requining review of contact
informelion manthly and following stafing changes. The Administrator or designee will
i p compiele a 100% audit of the Emergency Preparedness Communication Plan menthly
1. Record review revealed that the facility's for four gonsecutive months. The audit wfm veri‘:y: Curtent amployes contact "
i i i i iCi i : wlder
Emergency Preparedness binder located in the Informalion: Requird Brengonty 30eNcy comack. Renuied communioaton © -
administrator's office did not contain an updated documentation, Complztion of required updates follawing stafiing changes. Resuls wil
. ool Kesul
Memorandum of Understanding (MOU) for an L b vaperie meani by e Anebatot o (e GAP) Commtiag for o
Sieige y seler Ol The bt pated MU e A ol ) o s s Rl o s
okl ’ Compliance Date: August 14th, 2026
Interview with the administrator at the time of the
record review confirmed that finding.
The deficiency could affect 100% of the building
ocecupants.
E0Q30 Names and Contact Information EQ030
S8=D
CFR(s): 483.73(c)(1)
FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 25CD4E-L1 Facility ID: 0077 If continuation she B



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

PRINTED: 07/30/2026

FORM APPROVED

OMB NO. 0938-0391

435098

{X1) PROVIDER/SUPPLIER/CLA
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS

{(X2) MULTIPLE CONSTRUCTICN

B. WING

A BUILDING 0711612026

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
GOOD SAMARITAN SOCIETY TYNDALL

STREET ADDRESS, CITY, STATE, ZiP CODE
2304 LAUREL STREET , TYNDALL, South Dakota, 57066

PROVIDER'S PLAN OF CORRECTION

§441.184(c)(1), $460.84(c){1), §482.15(c)(1). §483.73(c)
{1},

§483.475(c)(1), §484.102(c){(1}, §485.68(c)(1),
5485.542(c)(1), 5§485.625(c)(1}, §485.727(c)(L),
$485.920(c)(1), §486.360(c)(1), §491.12(c)(1),
§494.62(c)(1).

{{c) The [facility must develop and maintain an
emergency preparedness communication plan that
complies with Federal, State and local laws and must
he reviewed and updated at |east every 2 vears
[annually for LTC facilities]. The communication plan
must include all of the following:]

{1) Names and cortact information for the following:
{i} Staff.

{ii) Entities providing services under arrangement.
{iiiy Patients’ physicians

(iv) Other [facilities].

{v) Volunteers.

*[For Hospitals at §482.15(c) and CAHs at
§485.625(c}] The communication plan must include all
of the following:

{1} Names and contact information for the following:
{iy Staff.

(i} Entities providing services under arrangement.
{iify Patients' physictans

(iv) Other [hospitals and CAHs].

{v} Volunteers.

*For RNHCIs at §403,748(c):] The communication
plant must inglude all of the following:

{1} Names and contact information for the following:
{i) Staft.

{ily Entities providing services under arrangement.

{iii) Next of kin, guardian, or custodiar.

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACHCESQS_ERCETF’EEQ&;E%NTSOH%%LD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG ADPHORESTE DEE CIENEY) DATE
EQ030 Continyed from page 3 EQ030
55 =D §403.748(c)(1), §416.54(c)(1), 5418.113(c)(1),
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{iv) Other RNHCIs.

(V) Volunteers,

*[For ASCs at §416.45{c}.] The communication plan
must include all of the fallowing:

{1) Names and contact information for the following:
{i) Staff.

{ii) Entities providing services under arrangement.
{iii} Patients’ physicians.

{iv) Volunteers.

*[For Hospices at §418.113(c):] The communication
plan must include all of the following:

{1) Names and contact information for the foflowing:
{i} Hospice employees.

(i) Entities providing services under arrangement.
{iiiy Patients' physicians.

{iv} Other hospices.

*[For HHAS at §484.102(c):] The communication plan
must include all of the following:

{1) Names and contact information for the following:
(i} Staff.

(i) Entities providing services under arrangement.
{iii} Patients' physicians.

(i) Volunieers.

*[For OPOs at §486.360(c):] The communication plan
must include all of the following:

(2} Names and contact information for the following:
(i) Staff.

{ii) Entities providing services under arrangement.
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{iii} Volunteers.
{iv) Other QPOs.

{v) Transplant and doner hospitals in the OPO's
Donation Service Area (DSA).

This REQUIREMENT is NQT MET as evidenced by:
Findings include:

1. Observation and record review revealed that the
facility's Emergency Preparedness binder located in
the administrator's office did not contain a list of

the employees' contact information. A list was

found to be located with other documentation at the
nurses' station. An interview with the administrator
at the time of the record review confirmed that
finding.

The deficiency could affect 100% of the building
occupants.
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