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Section 300.610 Resident Care Policies

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

Section 300.1010 Medical Care Policies

h) The facility shall notify the resident's physician

of any accident, injury, or significant change in a
resident's condition that threatens the health, safety
or welfare of a resident, including, but not limited

to, the presence of incipient or manifest decubitus
ulcers or a weight loss or gain of five percent or more
within a period of 30 days. The facility shall obtain
and record the physician's plan of care for the care or
treatment of such accident, injury or change in
condition at the time of notification.

Office of Primary Care and Health Systems Management

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

STATE FORM Event ID: 1E173D-H1 Facility ID: IL6005987 If continuation sheet Page 1 of 15



PRINTED: 02/24/2026

FORM APPROVED
lllinois State Department of Health
STATEMENT OF DEFICIENCIES Eé;«ﬁ_?ggkg?gﬁﬁg&ggglcLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS ' A.BUILDING 02/06/2026
3000848
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
The Haven on the River 320 SOUTH 2ND STREET , GRAYVILLE, lllinois, 62844
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

S9999 Continued from page 1 S9999

Section 300.1210 General Requirements for Nursing and
Personal Care

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

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

d) Pursuant to subsection (a), general nursing care
shall include, at a minimum, the following and shall be
practiced on a 24-hour, seven-day-a-week basis:

2) All treatments and procedures shall be administered
as ordered by the physician.

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

These requirements are not met as evidenced by:

Based on interview and record review, the facility
failed to follow physician’s orders and failed to

assess and monitor a resident’s declining condition for
1 of 3 residents (R1) reviewed for quality of care in a
sample of 18. This failure resulted in R1’s hospital
admission for acute kidney injury and hyperkalemia
requiring emergent dialysis and subsequent death.

The Findings Include:

1.R1’s Admission Record documents an admission date of
12/26/25, with diagnoses of acute on chronic combined
systolic (congestive) and diastolic heart failure,

dysphagia, chronic obstructive pulmonary disease,
pneumonitis due to inhalation of food and vomit, acute
kidney failure, emphysema, type 2 diabetes mellitus,

and secondary hyperparathyroidism.

R1’s Minimum Data Set (MDS), dated 01/02/26, documents
in Section C, Cognitive Patterns, a Brief Interview for
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Mental Status (BIMS) score of 15, which indicates R1 is
cognitively intact. Section GG, Functional Abilities,
documents toileting as substantial/maximal assistance.
Section H, Bladder and Bowel, documents appliances as
indwelling catheter.

R1’s Care Plan documents a focus area of R1 is at risk
for alteration in psycho-social well-being d/t (due to)
mood state, health decline and facility placement with

a date initiated of 01/02/26. R1 has another focus area
of R1 has noted delirium or an acute confusional
episodes AEB (as evidenced by) him being easily
distracted at times date initiated 01/02/26 with an
intervention of report abnormal lab results to the MD
(Medical Doctor). Another documented focus area is R1
has potential nutritional problem r/t (related to)
dysphagia, therapeutic diet of NAS (No Added Salt)/LCS
(Low Concentrated Sweets), mechanical soft per SLP
(Speech Language Pathologist) diet restrictions with
interventions of provide, serve diet as ordered,

monitor intake and record every meal. There were no
documented focus area on Diabetes Mellitus or
Indwelling Catheter.

R1’s Progress Note, dated 12/28/25 at 2:00PM, documents
“Resident has not taken any food/nectar thick liquids

this shift. Refuses to even with strong coaching from

staff and family. Bladder palpated/firm. #16fr (French)

foley Cathy [sic] (Catheter) anchored with 450 mls.
(milliliters) clear yellow urine received. Resident has

not responded verbally this day. Squints eye closed.

Did respond to insertion of Foley. (Medical Doctor)

notified of resident condition and condition. Awaiting
further orders at this time.”

R1’s Progress Note, dated 12/28/25 at 2:37PM,
documents, “new orders rec’'d (recorded) from
(V27-Medical Doctor) start Megace Elixir 800mg once a
day CBC (Complete Blood Count), CMP (Comprehensive
Metabolic Panel), TSH ( Thyroid-Stimulation Hormone),
UA (urinalysis) and Urine Culture start protein
supplement each meal TID (three times a day) have
nutrition see patient have psychiatrist see patient.”

R1’s Order Summary documents the following orders:
Catheter- Record output from urinary catheter every
shift order date of 01/07/26, with an order status of
discontinued; Lasix 20mg by mouth one time a day
related to acute on chronic combined systolic
(Congestive) and diastolic (Congestive) heart failure,
with an order date of 01/076/26, with an order status

of discontinued; CMP (Complete Metabolic Panel), TSH
(Thyroid-Stimulation Hormone), CBC (Complete Blood
Count) one time only for per lab parameters until
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12/29/25, with an order date of 12/28/25 and a start
date of 12/29/25; UA (Urinalysis) with C &S (Culture
and Sensitivity) only for prophylaxis until 12/29/25
with an order date of 12/28/25 and a start date of
12/29/25; Accucheck in the morning for DMII (Diabetic
Mellitus type 2), with an order date of 12/26/25 and a
start date of 12/27/25.

R1’s Order Summary does not document an order for an
indwelling catheter or an order for instant glucose in
December or January.

R1’s Progress Note, dated 01/11/26 at 5:55PM,
documents, “(V25-family member) coming to the nurses
station saying her brothers blood sugar is low at 70
asking for orange soda, liquid glucose given. Now on
[sic] hour later she states she is calling 911 because
her brother cannot breathe and his glucose is low. Sats
92 on room air respers [sic] (respirations) even and
unlabored. Resident has no pain, skin warm and dry.
Pulse 74 glucose 117, bp (blood pressure) 112/64.
Advised her that this is not an emergency situation.”

R1’s Progress Note, dated 01/11/26 at 6:24PM, “Resident
leaving with EMS (Emergency Medical Services).”

R1’s Progress Note, dated 1/12/2026 at 12:57 AM,
documents, “admitted [sic] to (name of out of state
hospital) in (room number). Waiting on nephrologist to
make rounds in the morning to decide any further
medical decisions...dialysis.”

R1’s Medication Administration Record for 01/01/26 to
01/31/26 documents accucheck in the morning for DMII
(Diabetes Mellitus type 2) 5:00AM with a start date
12/27/25 and a D/C (discontinued) date of 01/13/26. On
01/04/26, 1/8/26, and 1/11/26 there is no accucheck
documented.

R1’s Treatment Administration Record for 01/01/26 to
01/31/26 documents Catheter: record output from urinary
catheter every shift start date of 01/07/26 and a
discontinued date of 01/13/26. Recorded amounts
documented: 01/07/26 night 200, 01/08/26 day 300cc
(cubic centimeter) and night 400, 01/09/26 day 300 and
night 450, 01/10/26 day none recorded and night 350,
01/11/26 day 200 and night none recorded.

R1’s ambulance Prehospital Care Report, dated 01/11/26
at 6:11PM, documents under narrative “was dispatched to
(the facility) for a 66 year old male with a possible

UTI (Urinary Tract Infection) and low blood sugar. Upon
our arrival, the patient was found in his room with his
sister. The nurse had said she did not call 911 that it
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was the sister even though they could not find any
reason to send him to the hospital. The sister informed
us that she had given him glucose after the nurse had
thrown it at her to do herself when she had refused.
The nurse refused to come into the room and assist in
moving the patient or talk to anyone once we entered
the room. The sister said after she gave him the

glucose the patient was a little more awake, she fed

him fruit that also helped his sugar and made him feel

a little more awake. The sister and patient wanted him
to go (Local Hospital) due to the possibility of a UTI

that has been getting worse over the past week and no
one doing anything about it. He had a catheter in place
and it was cloudy with specks of blood in it. He said

it has been burning and lower abdomen sore feeling the
need to urinate but cannot. He was placed on oxygen 3
L/Min (Liters per minute) by nasal cannula on scene and
it helped bring his oxygen level up. Spo2 (Saturation

of Peripheral oxygen) at 5:21PM was 89%.”

R1’s Local hospital records, dated 01/11/26, documents
under Medical Decision Making: "66-year-old Caucasian
male who is brought in by EMS (Emergency Medical
Services) after stating that he feels horrible in the
nursing home he is there for rehab after having an
iliness which put him in the hospital. He states that

he is not getting any better he feels weaker he has
been hurting in his whole-body for last couple days he
has a urinary catheter in because of urinary retention,
but is not putting out urine and the while area is
hurting. Discussion of management or test
interpretation with external provider document called
(outside hospital) transfer center for a bed for acute
renal failure needing dialysis at 7:32PM. Clinical
Impression: 1. Acute renal failure 2. Hyperkalemia.

R1’s hospital records from the out of state hospital,

dated 01/11/26 ,documents under hospital course: "This
66 yo (year old) male with PMHX (Past Medical History)
significant for IDDMII (Insulin Dependent Diabetes
Mellitus Type 2), COPD (Chronic Obstructive Pulmonary
Disease), HTN (Hypertension), hyperlipidemia,
hyperthyroidism, GERD (Gastroesophageal Reflux
Disease), CKDllla (chronic kidney disease stage 3) and
RA (Rheumatoid Arthritis). Patient transferred from SNF
(Skilled Nursing Facility) to OSH (Outside hospital) ER
(emergency room) with lethargy and decreased UOP
(urinary output) from foley (catheter). He was

transferred from OSH ER to (outside hospital) with BUN
(Blood Urea Nitrogen) 90, creatinine >7, & K

(potassium) 6.4 for higher level of care. Nephrology
consulted, dialysis access was emergently placed and HD
(hemodialysis) run after inadequate response to medical
treatment for hyperkalemia. MWFT (Mid Way Feeding Tube)
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placed for medications and nutrition. Patient failed
swallow and SLP (Speech Language Pathologist) noted
results of recent MBSS (Modified Barium Swallow Study).
SLP recommended PEG (Percutaneous Endoscopic
Gastrostomy) placement. Gl(Gastrointestinal) consulted
for EGD (Esophagogastroduodenoscopy) to eval potential
causes for severe dysphagia & consideration for PEG.
Palliative care consultation requested to help further
delineate goals of cares patient's wishes seemed to
oscillate. While here, Rocephin and doxycycline

continued to cover for possible CAP (Community-Acquired
Pneumonia) Given constellation of Sx (Symptoms) and
imaging, there was concern for nephrotic syndrome.
Kidney bx (biopsy) recommended but not pursued due to
Plavix use. Edema improved since HD initiated.

Ultimately, patient elected to stop hemodialysis. He

was evaluated for inpatient hospice and discharged

there when bed became available. He was discharged to
hospice on 01/21/26."

On 01/20/26 at 12:22PM, V6 (Assistant Director of
Nursing) said she was the nurse taking care of R1 on
01/11/26. V6 said she didn’t take over R1’s care until
around 4:30PM on 01/11/26. V6 said the other nurse (V8,
Registered Nurse/RN) didn’t leave until around 5:00PM
that day. V6 said V8 had been R1’s nurse all day. V6
said she has maybe taken care of R1 one other time
during the day shift and one night shift. V6 said V25
came out and was asking for an orange soda she didn’t
know who it was for, if it was for R1 or herself (V25).

V6 saidV25 went and got change and came back to get the
soda. V6 said V25 came out saying R1's sugar was
running low. V6 said she didn't know how V25 knew R1's
blood sugars were running low. V6 said V25 said his
blood sugar was running in the 60's. V6 said she gave
V25 a tube of instant glucose. V6 said she doesn't know
why she gave it to V25 to give to R1.V6 said she
doesn't know if V25 should have administered the
instant glucose or not. V6 said V25 had a device to

tell her what R1's blood sugars were. V6 said she

didn't check R1's glucose at the time V25 said it was
low. V6 said V25 said R1's blood sugars were running
low all day. V6 said V25 had some kind of device in her
hand waving it around. V6 said V25 was mad. V6 said V25
stated R1's blood sugars were 69 and 65. V6 said V25
was saying blood sugars were low but the dinner tray
was coming in a few minutes. V6 said V25 gave the
instant glucose to R1, and she told me she was going to
call 911 because she felt that he was neglected. V6

said she went and got his vital signs after the sister

told her that. V6 said she told V25 it wasn't an

emergent situation and R1's vitals were normal. V6 said
sometimes R1 wouldn't respond to staff. V6 said she
tried to call V1 (Administrator) and V2 (DON) to let
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them know what was going on, but she was unable to get
ahold of either of them and they didn’t call her back.
V6 said she wasn’t able to print off any of R1’s
paperwork to be able to send to the hospital with R1
because the printer wasn’t working. V6 stated she told
V2 before the weekend that she wasn’t able to print out
papers. V6 said R1 didn’t have any oxygen on and his
oxygen saturation was 92% on room air. V6 said she
doesn’t think R1 had an order for oxygen. V6 said she
thinks R1 did get breathing treatments earlier that day
before R1 went to the hospital. V6 said R1 recently had
gotten a catheter in as well at the facility.

On 01/20/26 at 1:24PM, V8 (RN) said she remembers being
told R1 went out to the hospital. V8 said she took care
of R1 on 01/11/26 from 7AM to around 4:30PM-5:00PM. V8
said R1 wasn’t complaining of any pain, shortness of
breath, or low blood sugars. V8 said R1 had oxygen
orders as needed. V8 said R1 wasn’t on oxygen on
01/11/26.V8 said R1 only got oxygen to maintain his
oxygen levels on room air. V8 said R1 had 4+ pitting
edema to both of his lower extremities when he was
admitted to the facility. V8 said R1 did have an
indwelling catheter in, and she was the one who put the
catheter in. V8 said a Certified Nurse Assistant had

told her R1 hasn't urinated in several hours, so she

put a catheter in and got back urine right away. V8

said V25 was concerned about R1’s urine. V8 said R1
wasn’t drinking a lot, and they were trying to

encourage him to drink fluids often. V8 said R1 already
had a history of kidney and bladder issues. V8 said she
told R1 all the time that he needed to eat and drink.

V8 said R1 didn’t really complain of any pain or
discomfort to the catheter area, the only thing R1
complained about was feeling sick.

On 01/20/26 at 2:21PM, V16 (Certified Nurse
Assistant/CNA) stated R1 wasn't really drinking very
well while at the facility.

On 01/21/26 at 11:02AM, V12 (Certified Nurse Assistant)
stated she wasn't really taking care of R1 on 01/11/26.
V12 said she did go in with V6 (RN) on 01/11/26 to take
R1's blood sugar and vitals after V25 called 911.V12
said she was with V6 and R1’s oxygen levels were within
normal limits, but R1 was acting like he couldn't

breathe. V12 said she was working on 12/28/25 when V8
was going to send R1 out to the hospital. V12 said V8
went in to check on R1, she said R1 wasn’t responding
to anyone then he was in the bathroom and took himself
and was talking.

On 01/21/26 at 11:20AM, V15 (CNA) stated he didn’t
really take care of R1; he only went over to take care
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of R1 when he went over to take the food trays or pick

them up or to maybe check on him. V15 said he remembers
R1 being out of it and he would try to wake him up. V15
said he emptied R1’s urinary catheter bag a couple of
times and R1 would have very little urine in his

indwelling catheter bag. V15 said they tried to get R1

to drink; he said R1 liked tea and he would get R1 tea,

but he really wouldn’t drink much. V15 said R1 was a

poor eater.

On 01/21/26 at 11:26AM, V14 (Certified Nurse Assistant)
stated on 1/11/26, V6 (Assistant Director of Nursing)

told her V25 was calling 911 and said we weren’t taking
care of R1.V14 said she was the one to check R1’s
oxygen level. V14 said she had to go in and take the
Spo2 monitor off of R1’s finger.

On 01/20/26 2:40PM, R1’s lab results per orders
documented on 12/28/25 were unable to be located in
R1’s chart. These lab results were requested from V2
(Director of Nursing) at this time.

On 01/21/26 at 12:13PM, V2 (Director of Nursing/DON)
stated R1 did have an order for CBC, CMP, TSH, and UA
with culture and sensitivity. V2 stated the UA was
completed and she did not have the results of the UA or
the culture and sensitivity back yet. V2 said the CBC,
CMP, and TSH were ordered on 12/28/25 but the nurse who
put the order in put the order on the wrong flow sheet,
which they don’t use anymore. V2 said the orders did

not populate to the EMAR (Electronic Medication
Administration Record) for the nurse to obtain. V2 said
the labs were never done because of this.

On 01/21/26 at 2:30PM, R1’s urinalysis culture and
sensitivity report was provided and documented a
collection date of 12/30/25 and printed date of
01/21/26 at 12:30PM. This report documented final: >
100,000 CFU/ML (Colony-forming units per milliliter)
Pseudomonas fluorescens and >100,000 CFU/ML
Enterococcus Faecalis.

On 1/21/26 at 1:25PM, V8 (RN) stated, | went into
(R1’s) room on 12/28/25 and (R1’s) eyes were closed and
(R1) didn’t look right. (R1) was breathing normal but
wasn’t responding. | rubbed (R1’s) shoulder and took my
fingers and tapped (R1) on the cheek. | looked at

(R1’s) eyes, but (R1) didn’t respond so | did a sternal
rub and called (V27, MD) and took (R1’s) vitals. He has
been in fluid retention and he did grunt when | put a
catheter in (R1)." V8 said she put a catheter in R1
because he wasn't urinating. V8 said she went to the
nurse’s station to get paperwork ready to send R1 out.
After she called V27, R1 had got himself up to go to
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the bathroom. V8 said she notified V27 who didn’t order
anything new, just that we didn’t have to send R1 out

to the hospital now. V8 said R1 was having urinary
retention, but it was because R1 wasn’t drinking. V8
said she kept encouraging R1 to drink and he wouldn't.
V8 said V27 gave an order for labs and urine. V8 said
she didn’t know if she got the urine sample when she
put the catheter in R1 or not. V8 said she put all of

this in the chart. V8 said she also put all of this on

her report sheet for the next shift coming on. V8 said
she put the indwelling catheter in when the CNA said R1
didn’t have any output. V8 remembered she got around
450 ml of clear urine back. V8 said she put the
indwelling catheter in when she did the assessment on
R1 and then called the doctor, and he was ok with V8
putting in the indwelling catheter and gave V8 an

order. V8 said she also reported the output to V27.V8
said V27 also put R1 on Megace to help with R1’s
appetite. V8 said sometimes R1 wouldn’t respond or talk
to staff.

On 01/21/26 at 6:21PM, V18 (CNA) stated R1 was pretty
sickly and R1 would hurt all the time when he moved.
V18 said they put a catheter in R1 while he was at the
facility. V18 said R1 would say that he had to pee all

the time. V18 said R1 didn’t have a lot of urine

output. V18 said she would try to get R1 to drink.

On 01/22/26 at 11:30AM, V22 (CNA) stated R1 did have
some shortness of breath at times, but the nurse would
check his oxygen level, and it would be good. V22
stated R1 wasn't really eating or drinking well.

On 01/22/26 at 11:42AM, V2 (DON) stated they don’t
monitor fluid intake on a resident unless there is an
order from the doctor, even if a resident has a
catheter.

On 01/22/26 at 12:47PM, V20 (CNA) stated R1 did have
some shortness of breath at times. V20 said they would
go get the nurse and she would check the oxygen levels
and then go give R1 a breathing treatment.

On 01/27/26 at 10:05AM, V25 (Family Member) stated R1
was admitted to the facility with a blood glucose

sensor on so that way you can monitor his blood sugars
with a phone. V25 said on 01/11/26 at 5:19PM, she went
to see R1 and his blood sugars were low at 69 when she
got to the facility. V25 said the monitor had shown her
R1’s blood sugars had been in the 60’s all day on
01/11/26. V25 said when she got to the facility R1 was
shaking and could hardly breathe. V25 said while R1 was
at the facility, he never had oxygen on because he

didn’t have an order from the hospital for it when he
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was admitted. V25 said R1 had been on oxygen prior to
him even going to the hospital prior to his admission

to the facility. V25 said when she called 911 on

01/11/26, when the ambulance arrived, they said R1’s
oxygen level was 89% and they put oxygen on him right
away to help get R1’s oxygen level up, and they asked
why R1 was not on oxygen. V25 said when she got to the
facility, she told the nurse R1’s blood sugars had been
low all day and "the nurse threw a tube of stuff at me

and a spoon and told me to give it to (R1)." V25 said

she "guessed" it was something to help bring R1’s blood
sugars up. V25 said the nurse didn’t give her any
instructions on how to administer it or anything. V25

said she gave R1 the whole tube of medication. V25 said
the nurse never came in to check what R1’s blood sugars
were. V25 said after the tube of medication was given,
she was able to get R1’s blood sugars up some and he
was acting a little better. V25 said after a little

bit, R1’s blood sugars started dropping again, she

could see it on the app on the phone. V25 said she went
out and asked for an orange soda because R1 liked
orange soda and the nurse told her they didn’t have any
soda; she would have to get it out of the vending
machine. V25 said that she went out to get some change
from her car for the vending machine. V25 said she gave
R1 several things to help elevate R1’s blood sugars.

V25 said she asked the nurse about R1 going to the
emergency room and she asked if they needed to call 911
or if she had to call 911. V25 said the nurse said it
wasn’t an emergent situation. V25 said the nurse didn’t
even come in and check R1’s vitals until she called
911.V25 said after she called 911, the nurse then came
in and checked R1’s blood sugar and vitals. V25 said

the nurse never came into R1’s room until she called

for an ambulance and then the nurse informed her that
since it wasn’t an emergent situation that she might

have to bring R1 back by car or find another way to get
him back to the facility. V25 said when the ambulance
arrived, they asked about why R1 wasn’t on oxygen and
why there was no urine in R1’s indwelling catheter bag.
V25 said the only drainage that was in R1’s bag was
some sludgy stuff that was in the tube of the bag. That
was the only output R1 had. V25 said R1 was so bad when
they got to the hospital, they had to send him out to
another hospital right away to do dialysis on him. V25
said R1 was so bad they ended up putting him on
palliative care. V25 said R1 expired of renal failure.

V25 said R1 was also not eating or drinking well while
he was at the facility.

On 01/27/26 at 10:35AM, V4 (Regional Nurse in
training/Previous DON) stated he knows R1 didn't like
his pureed diet and he doesn’t know what they did
without looking in the chart about his diet. V4 said

STATE FORM Event ID: 1E173D-H1 Facility ID: IL6005987 If continuation sheet Page 10 of 15



PRINTED: 02/24/2026

FORM APPROVED
lllinois State Department of Health
STATEMENT OF DEFICIENCIES Eé;«ﬁ_?ggkg?gﬁﬁg&ggglcLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS ' A.BUILDING 02/06/2026
3000848
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
The Haven on the River 320 SOUTH 2ND STREET , GRAYVILLE, lllinois, 62844
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

S9999 Continued from page 10 S9999
residents who have congestive heart failure or who are
on dialysis are some of the residents they usually do
input and output on, but only if the doctor ordered it.

V4 said every now and then we get a standing order to
push fluids, it depends on the doctor if they want

input and output. V4 said they should be documenting if
a resident isn’t eating or drinking. V4 said family

would be ok to give instant glucose if the resident

isn’t taking the instant glucose for staff, but a nurse
should be monitoring the blood sugar before and after
administering the instant glucose. V4 said, "If a

resident appears short of breath, | would take the
oxygen saturation and if that comes back ok, | wouldn’t
go off of just that,| would probably administer oxygen
around 2 liters. A nurse can start the oxygen then let
the doctor know. In a critical situation a nurse can
insert an indwelling catheter and then notify the
doctor."

On 01/27/26 at 1:46PM, V27 (Medical Doctor/MD) said his
parameters for blood sugars are anything below 70 he
would want them to give him a call, but that is a
judgement call. He saidthe nurses deal with it a lot so
he wouldn’t necessarily need the nurse to call him if
they had the blood sugar back up with juice or food.
V27 said he wasn’t aware R1 was given instant glucose.
V27 said he doesn’t know if a nurse should use instant
glucose with a blood sugar of 67; he said he would
expect the nurse to use critical judgement. V27 said he
would expect a nurse to check a residents blood sugar
before administering instant glucose and about 20-30
minutes after administering it. V27 said he is not

aware of R1 having any urinary retention and he wasn’t
aware of R1 having an indwelling catheter put in or of
him giving any order for an indwelling catheter. V27

said if a resident isn’t eating or drinking well, he

would expect the nurse to use her judgement call on
when to call him. V27 stated he does not remember
ordering a CBC, CMP, TSH, and a urine with Culture and
Sensitivity. V27 said if he did order labs, he would
expect those labs to be done in a timely manner, and he
would expect the nurses to notify him what the lab
results were. V27 said if the CMP had been done, it
would help show if R1 had renal issues; it would have
been helpful. V27 said with the outputs R1 had, he
didn’t think R1 had oliguria (abnormally low urine
output). He said, "We look at the resident for all

kinds of things not just the urine output. We look for
dehydration and we also look at the physical appearance
of the resident as well to see if there is something

going on with them. We look for low blood pressure and
high pulse." V27 said he would give an order to monitor
output when a resident has an indwelling catheter if
there is a reason for the indwelling catheter.
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On 01/27/26 at 2:10PM, V5 (Regional Operations) stated
she would assume for the reason they didn’t have output
monitoring on the day R1 had his catheter inserted on
12/28/25, was because they switched V2 from the MDS
(Minimum Data Set) position to the DON position and she
did the admission audits with her MDS assessments, but
with everything changing she didn’t have a chance to
get to the MDS yet for R1. When V2 did do R1’s
assessment, V2 got an order to monitor the output for
R1.V5 said V2 usually would review the charts and make
sure all the orders are in correctly and she will catch
stuff the nurse missed like R1’s output order. V5 said

if they put an indwelling catheter in a resident, they
should put an order in the physician orders for the
indwelling catheter. V5 said the labs on R1 were

missing because the person putting the order in put the
order on the wrong flow sheet and not on the TAR
(Treatment Administration Record) to let the staff know
the labs needed to be done. V5 said this is something
they didn’t know until this happened to R1. V5 said

with the new system, this didn’t communicate over.

On 01/28/26 at 10:16AM, V28 (Nephrologist) stated
outputs of 700ml in 24 hours and 750ml in a 24-hour
period aren’t good outputs. V28 said those might be
indicators of some renal problems or of poor fluid
intake. V28 said there are several things that could
cause a lower output. V28 also stated 350 ml and 200ml
in a 12-hour period is not a good output as well. V28
said it could be indicators of renal failure or renal
insufficiency. V28 said it would be hard to tell

without looking at R1’s lab results. V28 said if lab

work was ordered that lab work should have been
completed. V28 said it is a red flag as to why they
weren’t completed. V28 said if the labs would have been
completed on the date that they were ordered it could
have shown or indicated R1 was having renal
insufficiency or renal failure. V28 said R1 already had
renal problems prior to his admission to the hospital

on 01/11/26; he had an acute kidney injury. V28 said if
you are putting a urinary catheter in for urine

retention, you would most definitely monitor the

output. V28 said that urinary retention,
unresponsiveness, and confusion could all be indicators
of renal problems such as insufficiency and failure,

but without the labs being completed it is hard to say
what was all going on at the time. V28 said if they had
gotten the CBC and CMP it could have given the facility
a better picture of what the resident had going on. V28
said if the labs had shown an elevated BUN and Creatine
that it depends on how elevated it was, that could have
been indicator of renal problems. V28 said if the

levels were elevated, they should have notified the
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patient’s doctor, and he would have decided if the
resident needs to be sent to the hospital. V28 said,

"If the levels were high and he had the decreased
output | would hope the primary physician would have
sent the patient out to the hospital." V28 said she
doesn’t know if getting the labs completed on 12/28/25
would have changed the outcome of R1’s death. V28 said
it is hard to say 100% if the facility had completed

the labs that R1 wouldn’t have passed away. V28 said
there are just too many ifs like did R1 have other
things going on along with his renal problem. V28 said
they could have maybe treated him sooner, but she
doesn’t know if the outcome would have been any
different; it is so hard to say. V28 said by the time

she treated R1 that his creatine was 7.7 and his BUN
was 90. V28 said she needed to do a biopsy on his
kidney, and they were unable to because R1 was on
Plavix and they would have to hold it for several days
and with everything going on he really didn’t need the
Plavix to be held. So, with the renal failure and
everything else R1 had going on, the family and
resident decided on palliative care.

On 01/29/26 at 11:09AM, V1 (Administrator) stated even
with a catheter unless a doctor orders for outputs to

be recorded, they do not monitor outputs unless they
have an order. V1 said that on 01/11/26 the nurse
working called him and said R1’s blood sugar was 70 and
his oxygen level was 92% on room air and he doesn’t
remember the blood pressure and pulse, but they were
within normal range. V1 said his outlook on 01/11/26
when R1 was sent out was the nurse told me when she
called that R1’s family was upset wanting R1 sent out
because of R1’s oxygen level at 92% on room air and
R1’s blood sugar being 70. V1 said he told the nurse at
that time those readings are within normal limits and
told the nurse to explain that to the family of R1 and

if the family was adamant about sending R1 out, to send
him out. V1 said ultimately R1 did get sent out because
the family called 911.V1 said if a resident is more
cooperative with the family, he could see a nurse

giving the instant glucose to the family to give,
especially if the resident is in the need for the
medication. V1 said he thinks it would be ok if it was
supervised by the nurse. V1 said they should have a
physician order for the instant glucose along with an
order for an indwelling catheter. V1 stated he does not
know why they put an indwelling catheter in R1.V1 said
he does not know why a UA with C&S, CBC, CMP and a TSH
was ordered. V1 said the CBC, CMP, and TSH did not get
done because the order was not generated in the MAR
(Medication Administration Record). V1 said, "Usually

it would pop up in the MAR and then the nurse would
draw the lab, but now we have an outside lab that will
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come weekly to do labs along with the nurses still
drawing labs. The lab they sent the urinalysis to was
supposed to deliver the results to the facility. Nurses
should have followed up on it." V1 said he doesn’t know
the process V2 used to get the C and S on the urine
finally. V1 said it should have been checked up
previously. V1 said he would hope the doctor would send
out any resident with a change in condition if it is

not treatable in house. V1 said he was not aware of any
problems they were having with the printer at the
facility.

The facility policy titled “Nursing Care of the

Resident with Diabetes Mellitus”, with a revised date

of April 2007, under Purpose documents the purpose of
this guidelines are: create individualized plan for

each resident with diabetes mellitus, to review the

most common and serious conditions and complications
associated with diabetes, to help the resident control
his/her diabetes with diet, exercise, and insulin (as
ordered), prevent recurrent hyperglycemia/hypoglycemia,
recognize, manage, and document the treatment of
complications commonly associated with diabetes; and,
individualize teaching according to carefully assessed
resident and family needs. Under condition associated
with diabetes #3. Hypoglycemia (Blood sugar below
reference ranges) signs and symptoms of hypoglycemia
usually have a sudden onset and may include the
following: a. weakness, dizziness, or faintness, b.
restlessness and/or muscle twitching, c. tachycardia
(increased heart rate), d. pale, cool, moist skin, e.
excessive perspiration, f. irritability or bizarre

changes in behaviors, g. blurred, or impaired vision,

h. headaches, i. numbness of the tongue and lips/thick
speech, j. (more serve) stupor, unconsciousness and/or
convulsions; and, k. (more serve) coma. Glucose
monitoring documents #4. “Finger sticks” (capillary
blood samples) measures current blood glucose levels.
A. the reference ranges for normal blood glucose vary
with different laboratories. B. normal ranges are
approximately 90-130 mg/dl (milligrams/deciliter)

before meals and <180 mg/dl after meals. 5. Approximate
reference ranges for hypoglycemia are: a. mild
hypoglycemia 55-70 mg/dl b. moderate hypoglycemia
40-55mg/dl c. severe hypoglycemia <40mg/dl.

The facility policy titled “Lab, Diagnostic Test

Results and Change In Resident’s Condition-Clinical
Protocol”, with an effective date of October 2025,
documents Protocol: To establish guidelines for
physician notifications concerning resident lab and
diagnostic tests results and change in resident
conditions. #7 A physician should be notified of the
following observations made in the course of routine
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nursing procedures that might require action. A poorly
controlled blood pressure in a resident on
antihypertensives b. Changes in urine or blood sugars
values in diabetics c. poorly controlled blood sugars
while on daily injections or sliding scale coverage.

The facility policy titled “Acute Condition
Changes-clinical Protocol”, with a revised date of
August 2008, documents 1. As part of the initial
assessment, the physician will help identify
individuals with a significant risk for having acute
changes of condition during their stay; the nurse shall
assess and document/report the following a. vital
signs, b. neurological assessment, c. change in level
of consciousness, memory, or mood, d. whether resident
is a danger to themselves or others, e. resident age
and sex, f. onset, duration, severity, g. recent labs,

h. history of psychiatric disturbances, mental iliness,
depression, i. all active diagnoses, j. all current
medications. Cause identification: 1. The nursing staff
and physician will discuss possible causes based on
resident history, current symptoms, medications
regimen, and existing test results. A. if necessary,

the physician will give directives for appropriate
changes in the plan of care. B. the nurse will document
the MD’s directives in the clinical record, along with
writing appropriate telephone order (s) c. the nurse
should also notify the resident and/or responsible
party and document.

The facility policy titled “Catheter Care, Urinary”,

with a revised of September 2005, documents under
general guidelines #7. Maintain an accurate record of
the residents’ daily output, per facility policy and
procedure.

The facility policy titled “Output, Measuring and
Recording”, revised September 2005, documents under
purpose: The purpose of this procedure is to accurately
determine the amount of urine that a resident excretes
in a 24-hour period.

(A)
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