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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview, record review, and observation, it was determined the facility failed to implement policies and
 procedures that prohibited mistreatment, neglect, and the abuse of five (Residents #6, #16, #19, #20, and #21) of 39
 residents, who were reviewed for abuse and neglect.
1. The facility failed to provide adequate supervision of Resident #14, who was known to run into other residents with her
 walker. On 05/05/15, Resident #14 ran into Resident #6's leg with her walker causing a large hematoma, which required the
 resident to be transferred to the hospital for evaluation and treatment. This incident was not reported to DADS.
2. The facility failed to provide adequate supervision to prevent Resident #24 from physically abusing other residents. On
 04/18/15, Resident #20 was punched in the chest by Resident #24, and this was reported to the local police department.
 Prior to this incident, Resident #24 hit Resident #21 on the top of the head. These incidents were not immediately reported
 to the Administrator and not reported to DADS.
3. The facility failed to prevent the elopements of two confused residents and failed to ensure there was a system in place
 to check the WanderGuard bracelets of those residents identified as being elopement risks. The facility also failed to
 ensure the gate leading away from the smoking area was locked to prevent residents from leaving the facility unsupervised.
 On 05/03/15, Resident #19 eloped from the facility and was found at a business establishment across from the facility. On
 04/06/15, Resident #16 eloped from the facility and was found by police officers at a fast food restaurant located 0.2
 miles from the facility. Both residents were found on the other side of a busy, four-lane road with a speed limit of 40
 miles per hour. Resident #19's elopement was not reported to the Administrator, and he did not learn about the elopement
 until survey inquiry.
The facility failed to ensure WanderGuard bracelets were in place and/or functioning for the following six residents, who
 were identified as being at risk for eloping, Residents #14, #22, #28, #29, and #30, and #33.
An Immediate Jeopardy (IJ) was identified on 05/07/15. While the IJ was removed on 05/11/15, the facility remained out of
 compliance at a severity level of actual harm that is not immediate jeopardy and a scope of pattern due to the facility
 still monitoring the effectiveness of the Plan of Removal.
The failure could result in all 86 residents being placed at risk for abuse and neglect.
Findings included:
1. The facility's current Abuse-Reportable Events policy and procedure, revised November 2013, reflected:
Policy: It is the policy of this home to prohibit resident abuse or neglect in any form, and to report in accordance with
 the law of any incident/event in which there is a cause to believe a resident's physical or mental health or welfare has
 been or may be adversely affected by abuse or neglect caused by another person.
Definitions:
Abuse: Any act, failure to act, or incitemnet to act done willfully, knowingly, or recklessly through words or physical
 action which causes or could cause mental or physical injury or harm or death to a resident. This includes financial,
 verbal, sexual, mental/psychological, or physical abuse.
Physical abuse: Physical action within the definition of 'abuse', including but no limited to, hitting, slapping, pinching,
 and kicking.
Neglect: The failure to provide goods and services necessary to avoid physical harm, mental anguish, or mental illness.
Suspicion of a crime against a resident: if the events that cause the reasonable suspicion result in serious bodily injury,
 the report must be made immediately after forming the suspicion (but no later than two hours after forming the suspicion).
 Otherwise, the report must be made not later than 24 hours after forming suspicion.
The home's administration will prohibit neglect, verbal, mental or physical abuse, including involuntary suclusion.of
 residents caused by another person.
The home's administration will prohibit all crimes against a resident.
The home's administration will conduct and conduct and investigate allegations of crimes, suspected abuse, neglect, or
 misappropriation of property, and will provide notification and release of information to the proper authorities, in
 accordance with federal and state regulations.
The home's administration will designate a qualified staff member as the Abuse Coordinator.
Procedure:
.Training:.Identification of potential victims of abuse or neglect. Appropriate interventions to deal with aggressive,
 stubborn resident, etc.
.Prevention:.Identification, correction and intervention in situations in which abuse, crimes against residents, neglect
 and/or misappropriation is likely to occur
.Identification: Administrative and licensed staff will be aware of potential situations of abuse during rounds and contact
 with staff, residents and resident family members. Incident/Accident Reports will be reviewed by the Administratior and
 Director of Nurses or designee to identify possible incidents of abuse.Employees are required to report all incidents of
 possible abuse, mistreatment, or neglect of any resident, crimes against a resident.immediately to their supervisor or
 Senior Staff Member. The Senior Staff Member is defined as the 'highest ranking person in the building at the time of the
 incident.Investigation: When an employee becomes aware of an allegation or suspicion of abuse the employee should:
 Immediately report the allegation or suspicion to the charge nurse on the unit on which the resident resides immediately
.Protection: All residents will be immediately protected from harm.If another resident is the alleged perpetrator, they
 shall immediately be assissed for treatment options. The safety and protection of other residents is the home's primary
 concern
.Reporting: All alleged allegations of abuse will be reported to the appropriate state agency and to all other agencies as
 required by regulation.
Resident to Resident Abuse:
Procedure:
The charge nurse will: If a resident-to-resident incident occurs, staff should immediately intervene. Separate residents and
 take them to areas away from each other until the situation has subsided. If the resident(s) has been injured, give
 immediate medical care as indicated. If necessary, obtain an order from the physician and send the resident(s) to the
 hospital. If hospilalization occurs related to a resident to resident altercation then it is then reportable as a crime
 against a resident and notification to the local law enforcement along with the state is required.Immediately notify the
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 Administrator and/or the Director of Nursing. If the alleged perpetrator is placed on location monitoring, staff will be
 instructed on reason for monitoring and targeted behaviors being monitored. Complete an incident/accident report for the
 alleged perpetrator and the victim. Notify the responsible party/guardian and physician of each resident. Document in each
 resident's medical record in conjunction with frequent monitoring and documentation to continue for at least 24 hours.
The Administrator will: Notify state agency as required. Will seek proper placement at another home if the physician,
 responsible party, and/or interdisciplinary care plan team feel that a resident will be a danger to other residents and/or
 self.
2. Resident #6's MDS assessment, dated 02/27/15, reflected Resident #6 was a [AGE] year-old female, who was admitted to the
 facility on [DATE] with a re-admission on 02/20/15. Resident #6 had [DIAGNOSES REDACTED]. The resident had moderately
 impaired cognitive skills and required extensive assistance with her ADLs.
An observation on 05/05/15 at 9:00 a.m. revealed Resident #6 was in her room in bed receiving incontinent care. A hematoma
 or large tissue swelling was observed on her right shin. The swelling was approximately four-inches wide, eight-inches
 long, and appeared to be full of fluid. Resident #6 stated she got the injury when she was hit by another resident's
 (Resident #14) walker.
An interview on 05/05/15 at 9:10 a.m. with LVN K revealed Resident #6's cognition was fair, and the resident could make her
 needs known. She stated the resident had Diabetes, and she was able to propel herself in the wheelchair.
An observation on 05/05/15 at 11:00 a.m. revealed Resident #6 sitting by the front nurses' station in her wheelchair. The
 resident's right leg was hanging down, and a large raised area was on her right leg below the knee approximately six to
 eight-inches by four-inches wide and very swollen. The foot and ankle did not appear to be swollen. Resident #6 stated
 Resident #14 bashed into it with her cart. She stated she thought Resident #14 did it on purpose. Resident #14 passed by
 Resident #6, and Resident #6 pointed to her identifying Resident #14 as the person who hurt her leg.
An observation on 05/05/15 at 12:30 p.m. of Resident #6 revealed the resident in her room in bed. A large raised swollen
 area was on the resident's right shin, and an ice bag was on the area. The resident removed the ice bag because she stated
 it was too painful. Resident #6 called out for pain medication. The resident's family was in the room and expressed
 distress at what happened to Resident #6.
An observation on 05/05/15 at 2:00 p.m. revealed Resident #6 was not in her room. LVN KK stated the resident had been
 transferred to the hospital for evaluation of her swollen leg.
An observation on 05/08/15 at 8:00 a.m. revealed Resident #6 was in the hospital. The resident was awake, alert, and sitting
 on the side of the bed. Her legs were visible, and the skin on her left leg had a grayish color. The right leg has a large
 black area on the shin measuring approximately six-inches wide and ten-inches long. The skin on the foot and upper leg
 appeared pink in color. The resident stated prior to the incident with Resident #14 her right leg was her good leg, and she
 had not had any problems with it. She stated it really hurt me when it happened. She revealed she now takes the narcotic
 pain reliever [MEDICATION NAME] every six hours now.
A phone interview on 05/08/15 at 12:00 p.m. with family member of Resident #6 revealed Resident #6 had circulation problems
 in only her left leg and ankle from a previous fracture on that side. Prior to the incident, she used her right leg to
 propel herself in her wheelchair.
A hospital radiology report, dated 05/06/15, reflected Resident #6 had marked soft tissue swelling anterior to the proximal
 and mid tibia (shin area) of the right leg.
A hospital History & Physical report, dated 05/06/15, reflected Resident #6 developed a large right lower extremity hematoma
 at a local nursing home.
An interview on 05/07/15 at 4:15 p.m. with the DON and Medical Director revealed they wanted to clarify that Resident #6 was
 not sent to the hospital because she was hit by Resident's #14 walker. They stated Resident #6 had a history of [REDACTED].
 Both the DON and Medical Director maintained the hematoma was a result of her circulation problems. The DON incorrectly
 identified the leg with the hematoma as her left leg. The DON was told the hematoma was on the right leg. She was asked if
 the hematoma suddenly appeared at the same time she was hit by the walker, but was not the cause of the hematoma. She
 replied, Yes, that is what we are saying. The DON stated there was documentation of a history of skin and wound problems
 for the injured right leg in the resident's clinical record. She was asked to provide these if they showed skin issues or
 open wounds of the right leg. No documentation was ever provided prior to exit on 05/11/15.
Resident #6's Skin Assessment Flowsheet - Non-Pressure Ulcer Conditions forms dated 03/18/15, 03/26/15, 04/01/15, 04/8/15,
 04/20/15, 04/22/15, and 04/29/15 reflected the only area being treated by the Wound Care Nurse and Wound Care Physician was
 on the resident's left outer ankle. Pictures and documentation showed no areas on the resident's right leg.
Resident #6's Skin Assessment Flow Sheet - Non-Pressure Ulcer Conditions form dated 05/06/15, following the incident,
 reflected shin with (symbol used) huge Black raised hematoma.seen by (Wound Care Physician) to Hosp. (hospital).
Resident #6's Wound Care physician progress notes [REDACTED]. The area was noted to have heavy serosanguinous drainage. The
 Wound Care Physician documented the following additional information: was injured by another patient and the patient's
 walker. See at (hospital) and inadequately drained and sent back with orders for tid (three times a day) [MEDICATION NAME].
 Will transfer to (wound care hospital) for treatment.
A Comprehensive Plan of Care, dated 05/05/15, for Resident #6 reflected the resident was care planned for a large hematoma
 to the right shin that measured 20.0 cm x 12.0 cm. The care plan reflected: (5-5-15) Injury to (R) shin hit with (symbol
 used) walker developed excessive hematoma. Sent to hosp for eval (evaluation). 5-5-15 Returned from hosp. (5-6-15) eval.
 (R) leg (Wound Care Physician) sent to (hospital) direct admit.
An interview on 05/08/15 at 1:30 p.m. with the facility's Wound Care Nurse/LVN F revealed all of Resident #6's previous
 wound treatments were for an area on the outer aspect of the resident's left ankle. She stated she did not observe any open
 areas or blisters on the resident's right leg prior to the incident. She described the area on the right shin as a hematoma
 which measured 20 cm x 12 cm. She stated the hematoma was the size of a tennis ball when Resident #6 was initially injured.
 LVN F stated she did not think the hematoma was from Resident #6's chronic leg injury. She thought it was the result of the
 incident involving Resident #14.
An Incident Report signed and dated by the Administrator on 05/11/15 reflected on 05/05/15 at 6:15 a.m. Resident #20 was
 sitting in her wheelchair when another resident (Resident #14) walked by her and hit her in the lower leg with a walker.
 The report reflected the aggressor (Resident #14) was placed on one-to-one monitoring, and her walker was removed on
 05/11/15. The report further reflected Resident #20 was sent to the hospital emergency room twice. A Witness Statement was
 with the report and reflected Housekeeper FF witnessed Resident #14 hit Resident #20's leg.
A Comprehensive Pain Assessment Form, dated 05/05/15, reflected Resident #20 reported experiencing terrible pain to her
 lower leg after the incident and scored it as a 10 out 10.
An observation on on 05/06/15 at 10:00 a.m. revealed Resident #14 ambulating with a rolling walker down the hall.
Resident #14's MDS assessment, dated 04/27/15, reflected she was a [AGE] year-old female, who was admitted to the facility
 on [DATE]. The resident had [DIAGNOSES REDACTED]. The resident had severe cognitive impairment and wandered daily. The
 assessment did not identify Resident #14 as having any behavioral symptoms. The resident required only supervision for
 walking and used a walker for mobility.
Resident #14's Care Plan, initiated on 01/19/15 reflected a care plan to address behavioral symptoms which were identified
 as the resident hitting another resident on the arm on 01/18/15. This care plan was continued on 03/13/15. The care planned
 approaches developed to address the behavior included:
1. Keep residents away from other resident at least arm length when ambulating with rolling walker.
2. Remove (Resident #14) away from other residents when she is displaying agitation.
3. Approach (Resident #14) in calm voice when she is displaying anxious or agitation towards others.
4. Notify nurse when (Resident #14) is acting out.
5. Provide redirection when (Resident #14) is agitated while ambulating throughout the facility.
.7. Document all behaviors as they occur.
8. Psych consults as needed.
9. Assess reason of.agitation.
10. Notify family of behaviors as they occur.
Resident #14's Nurses Notes, dated 01/18/15 at 8:15 a.m., reflected: Resident up (symbol used) & ambulating with (symbol
 used) her walker; walked by a resident sitting in her w/c (wheelchair) by nurse's station.and struck her (R) arm without
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 (symbol used) provocation. Resident redirected.Resident had been wandering earlier in and out of rooms and striking out @
 (at) CNAs as they attempted to redirect her.Administrator notified.
Resident #14's Nurses Notes, dated 01/31/15, reflected: Resident up (symbol used) and ambulating with (symbol used) her
 walker - wandering in and out of rooms, exit seeking (front door 4x) and combative with (symbol used) staff during
 redirection attempts.
Resident #14's Nurses Notes, dated 02/08/15 at 4:00 a.m., reflected: Resident has been awake for about 45 minutes, she has
 been ambulating up and down the hallway and getting into other resident room, Resident is hard to be redirected, she has
 been verbally aggressive.
Resident #14's Nurses Notes, dated 03/05/15 reflected the following entries:
7:00 a.m. - .Up & down halls with (symbol used) walker. Pacing constantly. Running into other residents w/c if they don't
 move out of her way quick enough. Constantly taking things off the med carts.Going in other residents rooms & taking their
 belongings. Attempted to retrieve bottle of male resident's lotion. Resident threw bottle @ this nurse.
11:00 a.m. - .When agitated, throws glasses of water @ staff members. The next note at 11:10 a.m. reflected: Amb quickly
 down hall & ran into female resident standing in hallway. When attempted to redirect, resident punched this nurse in the
 (R) side of mid back close(d) fisted.
12:10 p.m. - .Walked up behind CNA, punched her in the back & then rammed walker into CNA's (R) knee, CNA cried out in pain.
2:00 p.m. - .Resident pushed roommate out of door way not allowing her to enter room.
Resident #14's Nurses Notes, dated 03/13/15 at 6:30 p.m., reflected: (Psychiatrist) in facility.Res behaviors cont to
 escalate and her anxiety levels continue upward. The notes reflected the resident's family member did not want the
 resident's psychoactive medications adjusted.
Resident #14's psychiatric follow-up notes written by the Psychiatrist on 03/13/15 reflected: Pt was seen in dayarea she was
 walking with (symbol used). Staff related she is easily agitated.pushes staff & residents with (symbol used) her walker &
 difficult to manage.
An interview on 05/07/15 at 4:34 p.m. with Resident #26 revealed Resident #14 would bang her walker into a person if she was
 going down the hallway. He stated she did this to him a month and half ago, and he witnessed her do the same to other
 residents. He stated he tried to avoid her. Resident #26 stated he told staff what she did, but nothing changed.
An interview on 05/08/15 at 10:00 a.m. with CNA CC revealed Resident #14 ran into people with her walker. She stated she
 observed Resident #14 run into two residents, who were in wheelchairs. On the day of the incident involving Resident #6,
 she stated she heard Resident #6 screaming that Resident #14 ran into her leg with her walker.
An interview on 05/08/15 at 11:12 a.m. with the DON revealed the facility addressed Resident #14's behaviors by using
 redirection, psychiatric treatment, and a new order for [MEDICATION NAME] twice daily. She also revealed administration had
 been talking to the family about discharging the resident to another facility, but the family was resistant to the idea.
An interview 05/08/15 at 11:24 a.m. with the Administrator revealed he talked to Resident #14's family numerous times. He
 stated the resident's family was against medication changes, but he hoped the family would let the Psychiatrist treat
 Resident #14. He stated there was a conference scheduled with the family and Psychiatrist in a few days. At this time, he
 stated Resident #14's walker was taken away with approval from physical therapy. The Administrator stated staff was
 providing Resident #14 with one-to-one monitoring. He stated there was still a possibility that alternate placement would
 be sought for the resident.
An observation on 05/08/15 at 12:30 p.m. revealed Resident #14 was capable of walking without the use a rolling walker. The
 resident was followed by a staff member for one-to-one monitoring.
An interview on 05/11/15 at 1:00 p.m. with the Psychiatrist revealed the facility staff and doctors had tried very hard to
 work with Resident #14 and her family. She stated the resident's dementia prevented her from knowing what she was doing.
 The Psychiatrist explained that Resident #14's family was uncomfortable with many medications, and the resident was very
 difficult to manage. She stated the family was also resistant moving her to another facility. Currently, she stated the
 resident was receiving the anti-anxiety medication [MEDICATION NAME] twice daily, and she was on one-on-one supervision.
3. A resident group interview on 05/06/15 at 3:30 p.m. with seven alert and oriented residents as identified by the facility
 revealed several residents did not think the facility acted upon their concerns when the concerns were brought to the
 attention of facility administration. One resident stated that he/she invited both the DON and the Administrator to their
 Resident Council Meeting, and the residents explained their concerns about the facility to them. In that meeting, the
 residents stated they discussed other residents' behaviors, which was an on-going concern. The residents explained their
 concerns regarded the aggressive residents, who were being brought into the facility. They stated the number of these types
 of residents being admitted to the facility had been increasing since the DON came to the facility, and turned things
 upside down. The residents stated they heard the DON worked at a psych facility before and was trying to bring those
 residents to their facility to live. The residents stated facility administration listened to their concerns; however,
 nothing was done to the address their concerns, and the problems continued.
One resident stated he/she felt that the facility administration make excuses for the residents with behaviors. The
 residents stated they felt fearful and scared of some residents. One resident stated he/she doesn't look anyone the eye
 anymore because you don't know how they will react to you. Another resident stated it affected him/her personally as he/she
 had to increase his/her [MEDICATION NAME] due to increased anxiety recently. One resident stated he/she felt the need to
 watch people closely as there was not enough staff around to redirect and felt he/she had to for their own protection. One
 resident stated a roommate was staring at him/her making him/her so uncomfortable he/she felt they needed to sleep on the
 couch in the lobby. The resident stated he/she switched rooms and now has a different roommate.
Multiple residents at the group meeting spoke about being a victim of aggression or affected by the behaviors of other
 residents. One resident stated he/she witnessed a resident (Resident #14) use her walker to purposely run into residents,
 and further explained, if you don't or cannot get out of her way fast enough, she will hurt you. One resident stated
 (Resident #6) was just hurt by the walker and had to be sent to the hospital because of being hit in the leg by the walker
 belonging to Resident #14. Residents also reported Resident #14 wandered into resident rooms and slept in other residents'
 beds. At least two residents stated they were recently hit with Resident #14's walker.
Also during the resident group interview, residents stated an unknown male resident (Resident #19) eloped from the facility
 over the past weekend, and the staff were looking for the resident. They stated he was found across the street, and staff
 fought him back to the facility. The residents stated Resident #19 was also the resident who pulled the fire alarm earlier
 on this day (05/06/15). Another resident stated he/she had seen Resident #19 trying to leave the facility before. The
 resident explained Resident #19, who was not a smoker, would go outside with the smokers to the smoking area.
The Resident Council Minutes, dated 02/12/15, reflected nine residents were in attendance. The notes reflected residents
 discussed the following: Concerned about violent resident's (sic) new/old alike.
The Resident Council Minutes, dated 04/16/15, reflected 18 residents were in attendance. The minutes reflected the
 Administrator and DON attended the meeting by council request. The items discussed were documented as: New residents seem
 to be an issue .Worried about safety .Chaotic after hours .Complaint about residents we are bringing into the facility.
 Those residents are taking too much of the CNA's (sic) time.
An interview on 05/07/15 at 12:45 p.m. with MA M revealed many of the residents, who resided at the facility had behaviors.
 She stated the staff had to watch those residents closely, as well as, place them on one-to-one monitoring at times. MA M
 stated, If given a chance, some residents will fight each other.
A confidential interview on 05/07/15 at 12:50 p.m. with a facility nursing employee revealed the residents, who were being
 admitted to the facility, were not appropriate for the facility due to their behaviors affecting others. He/She stated
 those residents fought others, and they needed to be watched closely by staff; however, the staff could not be everywhere
 they needed to be so the other residents paid for it. He/She stated the facility was more concerned with filling the beds
 and not taking into consideration the behaviors or histories of these residents. The nursing employee stated there were
 problems with resident behaviors at the facility, and the facility administration was aware of the problem, but it was not
 addressed. He/She stated the facility was not able meet the residents' needs, and it was not safe at the facility.
An interview on 05/07/15 at 2:15 p.m. with CNA ll revealed he spent a lot of time during his shift redirecting residents. He
 stated he tried to manage the residents as best as he could, but some of the residents were combative and aggressive. CNA
 ll explained there was a resident (Resident #14), who ran into other residents with her walker.
An interview on 05/07/15 at 4:10 p.m. with CNA R revealed some residents wandered into other residents' rooms. She stated
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 Resident #14 often got into other residents' beds.
A interview on 05/08/15 at 11:00 a.m. with Resident #23 revealed there was a female resident (Resident #14), who often
 wandered into her room and crawled into her roommate's empty bed. Resident #23 was asked what she did when that occurred,
 and she stated, I sit still and don't say anything. I don't know what they want and don't know what they will do. She
 stated she was hopeful the staff was monitoring the resident, and she hoped the staff would respond if needed.
An interview on 05/08/15 at 11:15 a.m. with Resident #20 revealed she had been a resident at the facility for one month.
 Resident #20 stated she did not feel safe at the facility. She stated Resident #14 was always walking into her room and all
 over the facility. She stated she felt Resident #14 did not like her, and Resident #14 would hit her with her walker on
 purpose. Resident #20 explained that she was hit by Resident #14 and Resident #24. Resident #20 was asked if facility staff
 were aware of the incidents. She stated they were aware, and she talked to the Administrator about the incidents. When
 asked how the facility handled her concerns, she pointed to her head and stated, They just say that she's just not all
 there. Resident #20 stated the facility staff continued to make excuses for the residents' behaviors. Resident #20 stated
 these problems affected her so much she began smoking again.
Resident #20's MDS assessment, dated 04/17/15, reflected the resident was a [AGE] year-old female, who was admitted to the
 facility on [DATE], with [DIAGNOSES REDACTED].
Resident #20's Nurses Notes reflected: 04/18/15 at 2:40 p.m.:.Reported by res (resident) that res had hit her in the chest,
 assessment of chest area performed, no bruises or skin breaks noted. Res does complain of pain, x-ray called in, res stated
 'I called the police,' present at this time at the facility. Police report filed, res filed charges. DON and Administrator
 informed of changes. 04/18/15 at 4:30 p.m.: Asked res if she wanted to move to another room on station one, res taken to
 room [ROOM NUMBER] and res states 'I am fine where I am.' Will continue to monitor. 04/19/15 Chest x-ray return, no
 definite evidence of acute fracture or dislocation. In bed one person assist.Denies pain or discomfort. Able to make needs
 known.
Resident #20's x-ray results, dated 04/18/15 reflected: Clinical information: PAIN.Findings: Left shoulder, two views. There
 is no radiographic evidence of acute fracture or dislocation.
An interview on 05/08/15 at 11:55 a.m. with Resident #21 revealed she experienced and observed many incidents with residents
 being aggressive. She stated this made her feel unsafe at the facility. Resident #21 stated Resident #24 hit her on top of
 her head with a closed fist approximately a month ago. She stated Resident #24 also entered her room a couple weeks ago,
 while she was in bed and her roommate (Resident #20) was sitting on the edge of the bed near the door. She stated Resident
 #24 walked into their room, and they told him to leave. Resident #24 did not leave, so they used their call lights to get
 help and began yelling for help. Resident #21 stated Resident #24 then approached Resident #20, and he punched Resident #20
 in the chest. The residents called 911 because they were scared and staff was taking too long. Two staff members came in
 and had to fight Resident #24 to get him out of the room pulling him by the arms. Resident #21 stated the police came in
 and talked to them. She stated Resident #20 had to get an x-ray and was bruised from the incident.
Resident #21 explained it bothered her that when this incident occurred, the nurse told them, He (Resident #24) can't help
 it. Resident #21 stated she told administration that Resident #24 did not belong at the facility because he was very
 violent. She stated she talked to the Administrator, and her brother also talked to the Administrator regarding the
 incident. Resident #21 stated, They don't say anything. They know what happens, and they let it happen. Resident #21 stated
 Resident #24 was placed on one-to-one monitoring so they could watch him.
Resident #21 then described a third incident regarding Resident #25, whom she described as always looks at me like he's
 fixing' to knock me out. She stated Resident #25 yelled out, Hey!, then grabbed his crotch. She stated his behavior made
 her feel uncomfortable. Resident #21 stated she reported this to the nurse, and she told the nurse the next time Resident
 #25 did that to her she would grab it and break it off. The nurse told her, No, don't do that. He will hurt you! Resident
 #21 stated all of these incidents made her feel like she needs to be out of here. She stated it made it her feel
 unimportant because the administration did not take her concerns seriously. Resident #21 sta
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1) Hire only people with no legal history of abusing, neglecting or mistreating
 residents; or 2) report and investigate any acts or reports of abuse, neglect or
 mistreatment of residents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview, record review, and observation, it was determined the facility failed to ensure all alleged violations
 involving mistreatment, neglect, or abuse, which affected five (Residents #6, #16, #19, #20, and #21) of 39 residents, were
 reported immediately to the Administrator of the facility and to other officials in accordance with State law through
 established procedures including to the State survey and certification agency (DADS).
1. The facility failed to provide adequate supervision of Resident #14, who was known to run into other residents with her
 walker. On 05/05/15, Resident #14 ran into Resident #6's leg with her walker causing a large hematoma, which required the
 resident to be transferred to the hospital for evaluation and treatment. This incident was not reported to DADS.
2. The facility failed to provide adequate supervision to prevent Resident #24 from physically abusing other residents. On
 04/18/15, Resident #20 was punched in the chest by Resident #24, and this was reported to the local police department.
 Prior to this incident, Resident #24 hit Resident #21 on the top of the head. These incidents were not immediately reported
 to the Administrator and not reported to DADS.
3. The facility failed to prevent the elopements of two confused residents and failed to ensure there was a system in place
 to check the WanderGuard bracelets of those residents identified as being elopement risks. The facility also failed to
 ensure the gate leading away from the smoking area was locked to prevent residents from leaving the facility unsupervised.
 On 05/03/15, Resident #19 eloped from the facility and was found at a business establishment across from the facility. On
 04/06/15, Resident #16 eloped from the facility and was found by police officers at a fast food restaurant located 0.2
 miles from the facility. Both residents were found on the other side of a busy, four-lane road with a speed limit of 40
 miles per hour. Resident #19's elopement was not reported to the Administrator, and he did not learn about the elopement
 until survey inquiry.
An Immediate Jeopardy (IJ) was identified on 05/07/15. While the IJ was removed on 05/11/15, the facility remained out of
 compliance at a severity level of actual harm that is not immediate jeopardy and a scope of pattern due to the facility
 still monitoring the effectiveness of the Plan of Removal.
The failure could result in all 86 residents being placed at risk for abuse and neglect.
Findings included:
1. Resident #6's MDS assessment, dated 02/27/15, reflected Resident #6 was a [AGE] year-old female, who was admitted to the
 facility on [DATE] with a re-admission on 02/20/15. Resident #6 had [DIAGNOSES REDACTED]. The resident had moderately
 impaired cognitive skills and required extensive assistance with her ADLs.
An observation on 05/05/15 at 9:00 a.m. revealed Resident #6 was in her room in bed receiving incontinent care. A hematoma
 or large tissue swelling was observed on her right shin. The swelling was approximately four-inches wide, eight-inches
 long, and appeared to be full of fluid. Resident #6 stated she got the injury when she was hit by another resident's
 (Resident #14) walker.
An interview on 05/05/15 at 9:10 a.m. with LVN K revealed Resident #6's cognition was fair, and the resident could make her
 needs known. She stated the resident had Diabetes, and she was able to propel herself in the wheelchair.
An observation on 05/05/15 at 11:00 a.m. revealed Resident #6 sitting by the front nurses' station in her wheelchair. The
 resident's right leg was hanging down, and a large raised area was on her right leg below the knee approximately six to
 eight-inches by four-inches wide and very swollen. The foot and ankle did not appear to be swollen. Resident #6 stated
 Resident #14 bashed into it with her cart. She stated she thought Resident #14 did it on purpose. Resident #14 passed by
 Resident #6, and Resident #6 pointed to her identifying Resident #14 as the person who hurt her leg.
An observation on 05/05/15 at 12:30 p.m. of Resident #6 revealed the resident in her room in bed. A large raised swollen
 area was on the resident's right shin, and an ice bag was on the area. The resident removed the ice bag because she stated
 it was too painful. Resident #6 called out for pain medication. The resident's family was in the room and expressed
 distress at what happened to Resident #6.
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An observation on 05/05/15 at 2:00 p.m. revealed Resident #6 was not in her room. LVN KK stated the resident had been
 transferred to the hospital for evaluation of her swollen leg.
An observation on 05/08/15 at 8:00 a.m. revealed Resident #6 was in the hospital. The resident was awake, alert, and sitting
 on the side of the bed. Her legs were visible, and the skin on her left leg had a grayish color. The right leg has a large
 black area on the shin measuring approximately six-inches wide and ten-inches long. The skin on the foot and upper leg
 appeared pink in color. The resident stated prior to the incident with Resident #14 her right leg was her good leg, and she
 had not had any problems with it. She stated it really hurt me when it happened. She revealed she now takes the narcotic
 pain reliever [MEDICATION NAME] every six hours now.
A phone interview on 05/08/15 at 12:00 p.m. with family member of Resident #6 revealed Resident #6 had circulation problems
 in only her left leg and ankle from a previous fracture on that side. Prior to the incident, she used her right leg to
 propel herself in her wheelchair.
A hospital radiology report, dated 05/06/15, reflected Resident #6 had marked soft tissue swelling anterior to the proximal
 and mid tibia (shin area) of the right leg.
A hospital History & Physical report, dated 05/06/15, reflected Resident #6 developed a large right lower extremity hematoma
 at a local nursing home.
An interview on 05/07/15 at 4:15 p.m. with the DON and Medical Director revealed they wanted to clarify that Resident #6 was
 not sent to the hospital because she was hit by Resident's #14 walker. They stated Resident #6 had a history of [REDACTED].
 Both the DON and Medical Director maintained the hematoma was a result of her circulation problems. The DON incorrectly
 identified the leg with the hematoma as her left leg. The DON was told the hematoma was on the right leg. She was asked if
 the hematoma suddenly appeared at the same time she was hit by the walker, but was not the cause of the hematoma. She
 replied, Yes, that is what we are saying. The DON stated there was documentation of a history of skin and wound problems
 for the injured right leg in the resident's clinical record. She was asked to provide these if they showed skin issues or
 open wounds of the right leg. No documentation was ever provided prior to exit on 05/11/15.
Resident #6's Skin Assessment Flowsheet - Non-Pressure Ulcer Conditions forms dated 03/18/15, 03/26/15, 04/01/15, 04/8/15,
 04/20/15, 04/22/15, and 04/29/15 reflected the only area being treated by the Wound Care Nurse and Wound Care Physician was
 on the resident's left outer ankle. Pictures and documentation showed no areas on the resident's right leg.
Resident #6's Skin Assessment Flow Sheet - Non-Pressure Ulcer Conditions form dated 05/06/15, following the incident,
 reflected shin with (symbol used) huge Black raised hematoma.seen by (Wound Care Physician) to Hosp. (hospital).
Resident #6's Wound Care physician progress notes [REDACTED]. The area was noted to have heavy serosanguinous drainage. The
 Wound Care Physician documented the following additional information: was injured by another patient and the patient's
 walker. See at (hospital) and inadequately drained and sent back with orders for tid (three times a day) [MEDICATION NAME].
 Will transfer to (wound care hospital) for treatment.
A Comprehensive Plan of Care, dated 05/05/15, for Resident #6 reflected the resident was care planned for a large hematoma
 to the right shin that measured 20.0 cm x 12.0 cm. The care plan reflected: (5-5-15) Injury to (R) shin hit with (symbol
 used) walker developed excessive hematoma. Sent to hosp for eval (evaluation). 5-5-15 Returned from hosp. (5-6-15) eval.
 (R) leg (Wound Care Physician) sent to (hospital) direct admit.
An interview on 05/08/15 at 1:30 p.m. with the facility's Wound Care Nurse/LVN F revealed all of Resident #6's previous
 wound treatments were for an area on the outer aspect of the resident's left ankle. She stated she did not observe any open
 areas or blisters on the resident's right leg prior to the incident. She described the area on the right shin as a hematoma
 which measured 20 cm x 12 cm. She stated the hematoma was the size of a tennis ball when Resident #6 was initially injured.
 LVN F stated she did not think the hematoma was from Resident #6's chronic leg injury. She thought it was the result of the
 incident involving Resident #14.
An Incident Report signed and dated by the Administrator on 05/11/15 reflected on 05/05/15 at 6:15 a.m. Resident #20 was
 sitting in her wheelchair when another resident (Resident #14) walked by her and hit her in the lower leg with a walker.
 The report reflected the aggressor (Resident #14) was placed on one-to-one monitoring, and her walker was removed on
 05/11/15. The report further reflected Resident #20 was sent to the hospital emergency room twice. A Witness Statement was
 with the report and reflected Housekeeper FF witnessed Resident #14 hit Resident #20's leg.
A Comprehensive Pain Assessment Form, dated 05/05/15, reflected Resident #20 reported experiencing terrible pain to her
 lower leg after the incident and scored it as a 10 out 10.
An observation on on 05/06/15 at 10:00 a.m. revealed Resident #14 ambulating with a rolling walker down the hall.
Resident #14's MDS assessment, dated 04/27/15, reflected she was a [AGE] year-old female, who was admitted to the facility
 on [DATE]. The resident had [DIAGNOSES REDACTED]. The resident had severe cognitive impairment and wandered daily. The
 assessment did not identify Resident #14 as having any behavioral symptoms. The resident required only supervision for
 walking and used a walker for mobility.
Resident #14's Care Plan, initiated on 01/19/15 reflected a care plan to address behavioral symptoms which were identified
 as the resident hitting another resident on the arm on 01/18/15. This care plan was continued on 03/13/15. The care planned
 approaches developed to address the behavior included:
1. Keep residents away from other resident at least arm length when ambulating with rolling walker.
2. Remove (Resident #14) away from other residents when she is displaying agitation.
3. Approach (Resident #14) in calm voice when she is displaying anxious or agitation towards others.
4. Notify nurse when (Resident #14) is acting out.
5. Provide redirection when (Resident #14) is agitated while ambulating throughout the facility.
.7. Document all behaviors as they occur.
8. Psych consults as needed.
9. Assess reason of.agitation.
10. Notify family of behaviors as they occur.
Resident #14's Nurses Notes, dated 01/18/15 at 8:15 a.m., reflected: Resident up (symbol used) & ambulating with (symbol
 used) her walker; walked by a resident sitting in her w/c (wheelchair) by nurse's station.and struck her (R) arm without
 (symbol used) provocation. Resident redirected.Resident had been wandering earlier in and out of rooms and striking out @
 (at) CNAs as they attempted to redirect her.Administrator notified.
Resident #14's Nurses Notes, dated 01/31/15, reflected: Resident up (symbol used) and ambulating with (symbol used) her
 walker - wandering in and out of rooms, exit seeking (front door 4x) and combative with (symbol used) staff during
 redirection attempts.
Resident #14's Nurses Notes, dated 02/08/15 at 4:00 a.m., reflected: Resident has been awake for about 45 minutes, she has
 been ambulating up and down the hallway and getting into other resident room, Resident is hard to be redirected, she has
 been verbally aggressive.
Resident #14's Nurses Notes, dated 03/05/15 reflected the following entries:
7:00 a.m. - .Up & down halls with (symbol used) walker. Pacing constantly. Running into other residents w/c if they don't
 move out of her way quick enough. Constantly taking things off the med carts.Going in other residents rooms & taking their
 belongings. Attempted to retrieve bottle of male resident's lotion. Resident threw bottle @ this nurse.
11:00 a.m. - .When agitated, throws glasses of water @ staff members. The next note at 11:10 a.m. reflected: Amb quickly
 down hall & ran into female resident standing in hallway. When attempted to redirect, resident punched this nurse in the
 (R) side of mid back close(d) fisted.
12:10 p.m. - .Walked up behind CNA, punched her in the back & then rammed walker into CNA's (R) knee, CNA cried out in pain.
2:00 p.m. - .Resident pushed roommate out of door way not allowing her to enter room.
Resident #14's Nurses Notes, dated 03/13/15 at 6:30 p.m., reflected: (Psychiatrist) in facility.Res behaviors cont to
 escalate and her anxiety levels continue upward. The notes reflected the resident's family member did not want the
 resident's psychoactive medications adjusted.
Resident #14's psychiatric follow-up notes written by the Psychiatrist on 03/13/15 reflected: Pt was seen in dayarea she was
 walking with (symbol used). Staff related she is easily agitated.pushes staff & residents with (symbol used) her walker &
 difficult to manage.
An interview on 05/07/15 at 4:34 p.m. with Resident #26 revealed Resident #14 would bang her walker into a person if she was
 going down the hallway. He stated she did this to him a month and half ago, and he witnessed her do the same to other
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 residents. He stated he tried to avoid her. Resident #26 stated he told staff what she did, but nothing changed.
An interview on 05/08/15 at 10:00 a.m. with CNA CC revealed Resident #14 ran into people with her walker. She stated she
 observed Resident #14 run into two residents, who were in wheelchairs. On the day of the incident involving Resident #6,
 she stated she heard Resident #6 screaming that Resident #14 ran into her leg with her walker.
An interview on 05/08/15 at 11:12 a.m. with the DON revealed the facility addressed Resident #14's behaviors by using
 redirection, psychiatric treatment, and a new order for [MEDICATION NAME] twice daily. She also revealed administration had
 been talking to the family about discharging the resident to another facility, but the family was resistant to the idea.
An interview 05/08/15 at 11:24 a.m. with the Administrator revealed he talked to Resident #14's family numerous times. He
 stated the resident's family was against medication changes, but he hoped the family would let the Psychiatrist treat
 Resident #14. He stated there was a conference scheduled with the family and Psychiatrist in a few days. At this time, he
 stated Resident #14's walker was taken away with approval from physical therapy. The Administrator stated staff was
 providing Resident #14 with one-to-one monitoring. He stated there was still a possibility that alternate placement would
 be sought for the resident.
An observation on 05/08/15 at 12:30 p.m. revealed Resident #14 was capable of walking without the use a rolling walker. The
 resident was followed by a staff member for one-to-one monitoring.
An interview on 05/11/15 at 1:00 p.m. with the Psychiatrist revealed the facility staff and doctors had tried very hard to
 work with Resident #14 and her family. She stated the resident's dementia prevented her from knowing what she was doing.
 The Psychiatrist explained that Resident #14's family was uncomfortable with many medications, and the resident was very
 difficult to manage. She stated the family was also resistant moving her to another facility. Currently, she stated the
 resident was receiving the anti-anxiety medication [MEDICATION NAME] twice daily, and she was on one-on-one supervision.
2. A resident group interview on 05/06/15 at 3:30 p.m. with seven alert and oriented residents as identified by the facility
 revealed several residents did not think the facility acted upon their concerns when the concerns were brought to the
 attention of facility administration. One resident stated that he/she invited both the DON and the Administrator to their
 Resident Council Meeting, and the residents explained their concerns about the facility to them. In that meeting, the
 residents stated they discussed other residents' behaviors, which was an on-going concern. The residents explained their
 concerns regarded the aggressive residents, who were being brought into the facility. They stated the number of these types
 of residents being admitted to the facility had been increasing since the DON came to the facility, and turned things
 upside down. The residents stated they heard the DON worked at a psych facility before and was trying to bring those
 residents to their facility to live. The residents stated facility administration listened to their concerns; however,
 nothing was done to the address their concerns, and the problems continued.
One resident stated he/she felt that the facility administration make excuses for the residents with behaviors. The
 residents stated they felt fearful and scared of some residents. One resident stated he/she doesn't look anyone the eye
 anymore because you don't know how they will react to you. Another resident stated it affected him/her personally as he/she
 had to increase his/her [MEDICATION NAME] due to increased anxiety recently. One resident stated he/she felt the need to
 watch people closely as there was not enough staff around to redirect and felt he/she had to for their own protection. One
 resident stated a roommate was staring at him/her making him/her so uncomfortable he/she felt they needed to sleep on the
 couch in the lobby. The resident stated he/she switched rooms and now has a different roommate.
Multiple residents at the group meeting spoke about being a victim of aggression or affected by the behaviors of other
 residents. One resident stated he/she witnessed a resident (Resident #14) use her walker to purposely run into residents,
 and further explained, if you don't or cannot get out of her way fast enough, she will hurt you. One resident stated
 (Resident #6) was just hurt by the walker and had to be sent to the hospital because of being hit in the leg by the walker
 belonging to Resident #14. Residents also reported Resident #14 wandered into resident rooms and slept in other residents'
 beds. At least two residents stated they were recently hit with Resident #14's walker.
Also during the resident group interview, residents stated an unknown male resident (Resident #19) eloped from the facility
 over the past weekend, and the staff were looking for the resident. They stated he was found across the street, and staff
 fought him back to the facility. The residents stated Resident #19 was also the resident who pulled the fire alarm earlier
 on this day (05/06/15). Another resident stated he/she had seen Resident #19 trying to leave the facility before. The
 resident explained Resident #19, who was not a smoker, would go outside with the smokers to the smoking area.
The Resident Council Minutes, dated 02/12/15, reflected nine residents were in attendance. The notes reflected residents
 discussed the following: Concerned about violent resident's (sic) new/old alike.
The Resident Council Minutes, dated 04/16/15, reflected 18 residents were in attendance. The minutes reflected the
 Administrator and DON attended the meeting by council request. The items discussed were documented as: New residents seem
 to be an issue .Worried about safety .Chaotic after hours .Complaint about residents we are bringing into the facility.
 Those residents are taking too much of the CNA's (sic) time.
An interview on 05/07/15 at 12:45 p.m. with MA M revealed many of the residents, who resided at the facility had behaviors.
 She stated the staff had to watch those residents closely, as well as, place them on one-to-one monitoring at times. MA M
 stated, If given a chance, some residents will fight each other.
A confidential interview on 05/07/15 at 12:50 p.m. with a facility nursing employee revealed the residents, who were being
 admitted to the facility, were not appropriate for the facility due to their behaviors affecting others. He/She stated
 those residents fought others, and they needed to be watched closely by staff; however, the staff could not be everywhere
 they needed to be so the other residents paid for it. He/She stated the facility was more concerned with filling the beds
 and not taking into consideration the behaviors or histories of these residents. The nursing employee stated there were
 problems with resident behaviors at the facility, and the facility administration was aware of the problem, but it was not
 addressed. He/She stated the facility was not able meet the residents' needs, and it was not safe at the facility.
An interview on 05/07/15 at 2:15 p.m. with CNA ll revealed he spent a lot of time during his shift redirecting residents. He
 stated he tried to manage the residents as best as he could, but some of the residents were combative and aggressive. CNA
 ll explained there was a resident (Resident #14), who ran into other residents with her walker.
An interview on 05/07/15 at 4:10 p.m. with CNA R revealed some residents wandered into other residents' rooms. She stated
 Resident #14 often got into other residents' beds.
A interview on 05/08/15 at 11:00 a.m. with Resident #23 revealed there was a female resident (Resident #14), who often
 wandered into her room and crawled into her roommate's empty bed. Resident #23 was asked what she did when that occurred,
 and she stated, I sit still and don't say anything. I don't know what they want and don't know what they will do. She
 stated she was hopeful the staff was monitoring the resident, and she hoped the staff would respond if needed.
An interview on 05/08/15 at 11:15 a.m. with Resident #20 revealed she had been a resident at the facility for one month.
 Resident #20 stated she did not feel safe at the facility. She stated Resident #14 was always walking into her room and all
 over the facility. She stated she felt Resident #14 did not like her, and Resident #14 would hit her with her walker on
 purpose. Resident #20 explained that she was hit by Resident #14 and Resident #24. Resident #20 was asked if facility staff
 were aware of the incidents. She stated they were aware, and she talked to the Administrator about the incidents. When
 asked how the facility handled her concerns, she pointed to her head and stated, They just say that she's just not all
 there. Resident #20 stated the facility staff continued to make excuses for the residents' behaviors. Resident #20 stated
 these problems affected her so much she began smoking again.
Resident #20's MDS assessment, dated 04/17/15, reflected the resident was a [AGE] year-old female, who was admitted to the
 facility on [DATE], with [DIAGNOSES REDACTED].
Resident #20's Nurses Notes reflected: 04/18/15 at 2:40 p.m.:.Reported by res (resident) that res had hit her in the chest,
 assessment of chest area performed, no bruises or skin breaks noted. Res does complain of pain, x-ray called in, res stated
 'I called the police,' present at this time at the facility. Police report filed, res filed charges. DON and Administrator
 informed of changes. 04/18/15 at 4:30 p.m.: Asked res if she wanted to move to another room on station one, res taken to
 room [ROOM NUMBER] and res states 'I am fine where I am.' Will continue to monitor. 04/19/15 Chest x-ray return, no
 definite evidence of acute fracture or dislocation. In bed one person assist.Denies pain or discomfort. Able to make needs
 known.
Resident #20's x-ray results, dated 04/18/15 reflected: Clinical information: PAIN.Findings: Left shoulder, two views. There
 is no radiographic evidence of acute fracture or dislocation.
An interview on 05/08/15 at 11:55 a.m. with Resident #21 revealed she experienced and observed many incidents with residents
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 being aggressive. She stated this made her feel unsafe at the facility. Resident #21 stated Resident #24 hit her on top of
 her head with a closed fist approximately a month ago. She stated Resident #24 also entered her room a couple weeks ago,
 while she was in bed and her roommate (Resident #20) was sitting on the edge of the bed near the door. She stated Resident
 #24 walked into their room, and they told him to leave. Resident #24 did not leave, so they used their call lights to get
 help and began yelling for help. Resident #21 stated Resident #24 then approached Resident #20, and he punched Resident #20
 in the chest. The residents called 911 because they were scared and staff was taking too long. Two staff members came in
 and had to fight Resident #24 to get him out of the room pulling him by the arms. Resident #21 stated the police came in
 and talked to them. She stated Resident #20 had to get an x-ray and was bruised from the incident.
Resident #21 explained it bothered her that when this incident occurred, the nurse told them, He (Resident #24) can't help
 it. Resident #21 stated she told administration that Resident #24 did not belong at the facility because he was very
 violent. She stated she talked to the Administrator, and her brother also talked to the Administrator regarding the
 incident. Resident #21 stated, They don't say anything. They know what happens, and they let it happen. Resident #21 stated
 Resident #24 was placed on one-to-one monitoring so they could watch him.
Resident #21 then described a third incident regarding Resident #25, whom she described as always looks at me like he's
 fixing' to knock me out. She stated Resident #25 yelled out, Hey!, then grabbed his crotch. She stated his behavior made
 her feel uncomfortable. Resident #21 stated she reported this to the nurse, and she told the nurse the next time Resident
 #25 did that to her she would grab it and break it off. The nurse told her, No, don't do that. He will hurt you! Resident
 #21 stated all of these incidents made her feel like she needs to be out of here. She stated it made it her feel
 unimportant because the administration did not take her concerns seriously. Resident #21 stated there were many people
 living at the facility that should not be at the facility because of their behaviors. She stated this caused her fear.
A review of the facility's incident/accident reports for the past four months revealed there were no incident report
 regarding the incidents described by Resident #20 or Resident #21.
A review of the facility's 24-hour report book revealed no written note of an elopement for the past week.
An interview on 05/08/15 at 1:32 p.m. with the Administrator revealed he was unaware of any resident behaviors. He stated he
 was unaware there were 22 incident/accident reports involving resident-to-resident altercations within the past three
 months. He stated this was not brought to his attention. The Administrator stated any time there was a resident-to-resident
 incident he was supposed to be informed because he was responsible for determining whether to investigate and report to
 DADS. The Administrator stated they don't have the right people here to report what was occurring and as a result he was
 unaware of what was happening. The Administrator was asked who determined whether a resident was admitted to the facility.
 He stated it was an interdisciplinary team decision, and the interdisciplinary team consisted of the DON, MDS Nurse, and
 the Business Office Manager.
The Administrator explained the residents consisted of a mix of residents with varying needs, and they need to care for all
 our residents. He explained that when resident-to-resident incidents occurred, they immediately separated the residents and
 put interventions in place including alternate placement.
During the same interview, concerns were discussed with the Administrator regarding Resident #14 and the complaints voiced
 by other residents of her running into the residents with her walker. The Administrator explained that Resident #14 has no
 mental concept of what she was doing. He stated he did not think she was doing it intentionally, but acknowledged that
 residents were tired of her behavior. He stated her behavior was affecting the other residents. He stated they were working
 with the family currently to come up with a plan.
The Administrator denied knowing of the incident regarding Resident #20 being punched in the chest on 04/18/15. He stated he
 was unaware the police were called to the facility at the time of the incident. He stated the incident should have been
 called into the State, but first of all, should have been reported to him. The Administrator stated he did not understand,
 and shook his head. The Administrator stated he was the Abuse Prevention Coordinator for the facility.
An interview on 05/08/15 at 2:05 p.m. with the DON revealed she was invited to attend the Resident Council Meeting, and the
 residents expressed concerns about some the residents that were being admitted to the facility. She stated the residents
 felt as though care was being taken away from them, and the residents were concerned about some of the residents acting out
 with behaviors. The DON stated she explained to the Resident Council that the interdisciplinary team decided as a team who
 lived at the facility.
The DON acknowledged she was aware that some residents were concerned for their safety. She added, Everyone needs somewhere
 to live. The DON was asked about the incident which occurred on 04/18/15 involving Resident #20 and #21, in which the
 police were called. The DON stated she recalled that the police were called and thought it was in regards to Resident #21
 complaining that a resident hit her on the head. The DON stated that Resident #21's story changed because the resident
 reported that she was hit on the head, and then later stated she was hit in the chest. The DON was not able to identify
 that these were separate incidents which occurred. The DON denied knowledge regarding Resident #20 being punched in the
 chest on 04/18/15. In addition, she was she unaware an x-ray was obtained for the resident. The DON stated there was not an
 incident report for the incident in which Resident #24 hit Resident #20 in the chest because they were unaware of the
 incident.
The facility's current Behavior Assessment-Management Interventions policy and procedure, revised November 2013, reflected:
Policy:
It is the policy of this home to have a behavior intervention and management program to prevent, reduce, or eliminate
 inappropriate behaviors, which may be detrimental to the individual or other as well as to establish and maintain an
 ongoing assessment program that enables staff to be effective in our goal to provide a better quality of life for our
 residents.
.The home should consider resident behavior inappropriate if it:
· Presents a risk of danger or harm to the resident.
· Presents a risk of danger or harm to others.
· Interferes with resident or other residents' optimal functioning and or
· Significantly interferes with the staff's ability to provide care.
An Immediate

F 0226

Level of harm - Immediate
jeopardy

Residents Affected - Many

Develop policies that prevent mistreatment, neglect, or abuse of residents or theft of
 resident property.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview, record review, and observation, it was determined the facility failed to implement written policies and
 procedures that prohibited mistreatment, neglect, and the abuse of five (Residents #6, #16, #19, #20, and #21) of 39
 residents, who were reviewed for abuse and neglect.
1. The facility failed to provide adequate supervision of Resident #14, who was known to run into other residents with her
 walker. On 05/05 /15, Resident #14 ran into Resident #6's leg with her walker causing a large hematoma, which required the
 resident to be transferred to the hospital for evaluation and treatment. This incident was not reported to DADS.
2. The facility failed to provide adequate supervision to prevent Resident #24 from physically abusing other residents. On
 04/18/15, Resident #20 was punched in the chest by Resident #24, and this was reported to the local police department.
 Prior to this incident, Resident #24 hit Resident #21 on the top of the head. These incidents were not immediately reported
 to the Administrator and not reported to DADS.
3. The facility failed to prevent the elopements of two confused residents and failed to ensure there was a system in place
 to check the WanderGuard bracelets of those residents identified as being elopement risks. The facility also failed to
 ensure the gate leading away from the smoking area was locked to prevent residents from leaving the facility unsupervised.
 On 05/03/15, Resident #19 eloped from the facility and was found at a business establishment across from the facility. On
 04/06/15, Resident #16 eloped from the facility and was found by police officers at a fast food restaurant located 0.2
 miles from the facility. Both residents were found on the other side of a busy, four-lane road with a speed limit of 40
 miles per hour. Resident #19's elopement was not reported to the Administrator, and he did not learn about the elopement
 until survey inquiry.
An Immediate Jeopardy (IJ) was identified on 05/07/15. While the IJ was removed on 05/11/15, the facility remained out of
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 compliance at a severity level of actual harm that is not immediate jeopardy and a scope of pattern due to the facility
 still monitoring the effectiveness of the Plan of Removal.
The failure could result in all 86 residents being placed at risk for abuse and neglect.
Findings included:
1. The facility's current Abuse-Reportable Events policy and procedure, revised November 2013, reflected:
Policy: It is the policy of this home to prohibit resident abuse or neglect in any form, and to report in accordance with
 the law of any incident/event in which there is a cause to believe a resident's physical or mental health or welfare has
 been or may be adversely affected by abuse or neglect caused by another person.
Definitions:
Abuse: Any act, failure to act, or incitemnet to act done willfully, knowingly, or recklessly through words or physical
 action which causes or could cause mental or physical injury or harm or death to a resident. This includes financial,
 verbal, sexual, mental/psychological, or physical abuse.
Physical abuse: Physical action within the definition of 'abuse', including but no limited to, hitting, slapping, pinching,
 and kicking.
Neglect: The failure to provide goods and services necessary to avoid physical harm, mental anguish, or mental illness.
Suspicion of a crime against a resident: if the events that cause the reasonable suspicion result in serious bodily injury,
 the report must be made immediately after forming the suspicion (but no later than two hours after forming the suspicion).
 Otherwise, the report must be made not later than 24 hours after forming suspicion.
The home's administration will prohibit neglect, verbal, mental or physical abuse, including involuntary suclusion.of
 residents caused by another person.
The home's administration will prohibit all crimes against a resident.
The home's administration will conduct and conduct and investigate allegations of crimes, suspected abuse, neglect, or
 misappropriation of property, and will provide notification and release of information to the proper authorities, in
 accordance with federal and state regulations.
The home's administration will designate a qualified staff member as the Abuse Coordinator.
Procedure:
.Training:.Identification of potential victims of abuse or neglect. Appropriate interventions to deal with aggressive,
 stubborn resident, etc.
.Prevention:.Identification, correction and intervention in situations in which abuse, crimes against residents, neglect
 and/or misappropriation is likely to occur
.Identification: Administrative and licensed staff will be aware of potential situations of abuse during rounds and contact
 with staff, residents and resident family members. Incident/Accident Reports will be reviewed by the Administratior and
 Director of Nurses or designee to identify possible incidents of abuse.Employees are required to report all incidents of
 possible abuse, mistreatment, or neglect of any resident, crimes against a resident.immediately to their supervisor or
 Senior Staff Member. The Senior Staff Member is defined as the 'highest ranking person in the building at the time of the
 incident.Investigation: When an employee becomes aware of an allegation or suspicion of abuse the employee should:
 Immediately report the allegation or suspicion to the charge nurse on the unit on which the resident resides immediately
.Protection: All residents will be immediately protected from harm.If another resident is the alleged perpetrator, they
 shall immediately be assissed for treatment options. The safety and protection of other residents is the home's primary
 concern
.Reporting: All alleged allegations of abuse will be reported to the appropriate state agency and to all other agencies as
 required by regulation.
Resident to Resident Abuse:
Procedure:
The charge nurse will: If a resident-to-resident incident occurs, staff should immediately intervene. Separate residents and
 take them to areas away from each other until the situation has subsided. If the resident(s) has been injured, give
 immediate medical care as indicated. If necessary, obtain an order from the physician and send the resident(s) to the
 hospital. If hospilalization occurs related to a resident to resident altercation then it is then reportable as a crime
 against a resident and notification to the local law enforcement along with the state is required.Immediately notify the
 Administrator and/or the Director of Nursing. If the alleged perpetrator is placed on location monitoring, staff will be
 instructed on reason for monitoring and targeted behaviors being monitored. Complete an incident/accident report for the
 alleged perpetrator and the victim. Notify the responsible party/guardian and physician of each resident. Document in each
 resident's medical record in conjunction with frequent monitoring and documentation to continue for at least 24 hours.
The Administrator will: Notify state agency as required. Will seek proper placement at another home if the physician,
 responsible party, and/or interdisciplinary care plan team feel that a resident will be a danger to other residents and/or
 self.
2. Resident #6's MDS assessment, dated 02/27/15, reflected Resident #6 was a [AGE] year-old female, who was admitted to the
 facility on [DATE] with a re-admission on 02/20/15. Resident #6 had [DIAGNOSES REDACTED]. The resident had moderately
 impaired cognitive skills and required extensive assistance with her ADLs.
An observation on 05/05/15 at 9:00 a.m. revealed Resident #6 was in her room in bed receiving incontinent care. A hematoma
 or large tissue swelling was observed on her right shin. The swelling was approximately four-inches wide, eight-inches
 long, and appeared to be full of fluid. Resident #6 stated she got the injury when she was hit by another resident's
 (Resident #14) walker.
An interview on 05/05/15 at 9:10 a.m. with LVN K revealed Resident #6's cognition was fair, and the resident could make her
 needs known. She stated the resident had Diabetes, and she was able to propel herself in the wheelchair.
An observation on 05/05/15 at 11:00 a.m. revealed Resident #6 sitting by the front nurses' station in her wheelchair. The
 resident's right leg was hanging down, and a large raised area was on her right leg below the knee approximately six to
 eight-inches by four-inches wide and very swollen. The foot and ankle did not appear to be swollen. Resident #6 stated
 Resident #14 bashed into it with her cart. She stated she thought Resident #14 did it on purpose. Resident #14 passed by
 Resident #6, and Resident #6 pointed to her identifying Resident #14 as the person who hurt her leg.
An observation on 05/05/15 at 12:30 p.m. of Resident #6 revealed the resident in her room in bed. A large raised swollen
 area was on the resident's right shin, and an ice bag was on the area. The resident removed the ice bag because she stated
 it was too painful. Resident #6 called out for pain medication. The resident's family was in the room and expressed
 distress at what happened to Resident #6.
An observation on 05/05/15 at 2:00 p.m. revealed Resident #6 was not in her room. LVN KK stated the resident had been
 transferred to the hospital for evaluation of her swollen leg.
An observation on 05/08/15 at 8:00 a.m. revealed Resident #6 was in the hospital. The resident was awake, alert, and sitting
 on the side of the bed. Her legs were visible, and the skin on her left leg had a grayish color. The right leg has a large
 black area on the shin measuring approximately six-inches wide and ten-inches long. The skin on the foot and upper leg
 appeared pink in color. The resident stated prior to the incident with Resident #14 her right leg was her good leg, and she
 had not had any problems with it. She stated it really hurt me when it happened. She revealed she now takes the narcotic
 pain reliever [MEDICATION NAME] every six hours now.
A phone interview on 05/08/15 at 12:00 p.m. with family member of Resident #6 revealed Resident #6 had circulation problems
 in only her left leg and ankle from a previous fracture on that side. Prior to the incident, she used her right leg to
 propel herself in her wheelchair.
A hospital radiology report, dated 05/06/15, reflected Resident #6 had marked soft tissue swelling anterior to the proximal
 and mid tibia (shin area) of the right leg.
A hospital History & Physical report, dated 05/06/15, reflected Resident #6 developed a large right lower extremity hematoma
 at a local nursing home.
An interview on 05/07/15 at 4:15 p.m. with the DON and Medical Director revealed they wanted to clarify that Resident #6 was
 not sent to the hospital because she was hit by Resident's #14 walker. They stated Resident #6 had a history of [REDACTED].
 Both the DON and Medical Director maintained the hematoma was a result of her circulation problems. The DON incorrectly
 identified the leg with the hematoma as her left leg. The DON was told the hematoma was on the right leg. She was asked if
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 the hematoma suddenly appeared at the same time she was hit by the walker, but was not the cause of the hematoma. She
 replied, Yes, that is what we are saying. The DON stated there was documentation of a history of skin and wound problems
 for the injured right leg in the resident's clinical record. She was asked to provide these if they showed skin issues or
 open wounds of the right leg. No documentation was ever provided prior to exit on 05/11/15.
Resident #6's Skin Assessment Flowsheet - Non-Pressure Ulcer Conditions forms dated 03/18/15, 03/26/15, 04/01/15, 04/8/15,
 04/20/15, 04/22/15, and 04/29/15 reflected the only area being treated by the Wound Care Nurse and Wound Care Physician was
 on the resident's left outer ankle. Pictures and documentation showed no areas on the resident's right leg.
Resident #6's Skin Assessment Flow Sheet - Non-Pressure Ulcer Conditions form dated 05/06/15, following the incident,
 reflected shin with (symbol used) huge Black raised hematoma.seen by (Wound Care Physician) to Hosp. (hospital).
Resident #6's Wound Care physician progress notes [REDACTED]. The area was noted to have heavy serosanguinous drainage. The
 Wound Care Physician documented the following additional information: was injured by another patient and the patient's
 walker. See at (hospital) and inadequately drained and sent back with orders for tid (three times a day) [MEDICATION NAME].
 Will transfer to (wound care hospital) for treatment.
A Comprehensive Plan of Care, dated 05/05/15, for Resident #6 reflected the resident was care planned for a large hematoma
 to the right shin that measured 20.0 cm x 12.0 cm. The care plan reflected: (5-5-15) Injury to (R) shin hit with (symbol
 used) walker developed excessive hematoma. Sent to hosp for eval (evaluation). 5-5-15 Returned from hosp. (5-6-15) eval.
 (R) leg (Wound Care Physician) sent to (hospital) direct admit.
An interview on 05/08/15 at 1:30 p.m. with the facility's Wound Care Nurse/LVN F revealed all of Resident #6's previous
 wound treatments were for an area on the outer aspect of the resident's left ankle. She stated she did not observe any open
 areas or blisters on the resident's right leg prior to the incident. She described the area on the right shin as a hematoma
 which measured 20 cm x 12 cm. She stated the hematoma was the size of a tennis ball when Resident #6 was initially injured.
 LVN F stated she did not think the hematoma was from Resident #6's chronic leg injury. She thought it was the result of the
 incident involving Resident #14.
An Incident Report signed and dated by the Administrator on 05/11/15 reflected on 05/05/15 at 6:15 a.m. Resident #20 was
 sitting in her wheelchair when another resident (Resident #14) walked by her and hit her in the lower leg with a walker.
 The report reflected the aggressor (Resident #14) was placed on one-to-one monitoring, and her walker was removed on
 05/11/15. The report further reflected Resident #20 was sent to the hospital emergency room twice. A Witness Statement was
 with the report and reflected Housekeeper FF witnessed Resident #14 hit Resident #20's leg.
A Comprehensive Pain Assessment Form, dated 05/05/15, reflected Resident #20 reported experiencing terrible pain to her
 lower leg after the incident and scored it as a 10 out 10.
An observation on on 05/06/15 at 10:00 a.m. revealed Resident #14 ambulating with a rolling walker down the hall.
Resident #14's MDS assessment, dated 04/27/15, reflected she was a [AGE] year-old female, who was admitted to the facility
 on [DATE]. The resident had [DIAGNOSES REDACTED]. The resident had severe cognitive impairment and wandered daily. The
 assessment did not identify Resident #14 as having any behavioral symptoms. The resident required only supervision for
 walking and used a walker for mobility.
Resident #14's Care Plan, initiated on 01/19/15 reflected a care plan to address behavioral symptoms which were identified
 as the resident hitting another resident on the arm on 01/18/15. This care plan was continued on 03/13/15. The care planned
 approaches developed to address the behavior included:
1. Keep residents away from other resident at least arm length when ambulating with rolling walker.
2. Remove (Resident #14) away from other residents when she is displaying agitation.
3. Approach (Resident #14) in calm voice when she is displaying anxious or agitation towards others.
4. Notify nurse when (Resident #14) is acting out.
5. Provide redirection when (Resident #14) is agitated while ambulating throughout the facility.
.7. Document all behaviors as they occur.
8. Psych consults as needed.
9. Assess reason of.agitation.
10. Notify family of behaviors as they occur.
Resident #14's Nurses Notes, dated 01/18/15 at 8:15 a.m., reflected: Resident up (symbol used) & ambulating with (symbol
 used) her walker; walked by a resident sitting in her w/c (wheelchair) by nurse's station.and struck her (R) arm without
 (symbol used) provocation. Resident redirected.Resident had been wandering earlier in and out of rooms and striking out @
 (at) CNAs as they attempted to redirect her.Administrator notified.
Resident #14's Nurses Notes, dated 01/31/15, reflected: Resident up (symbol used) and ambulating with (symbol used) her
 walker - wandering in and out of rooms, exit seeking (front door 4x) and combative with (symbol used) staff during
 redirection attempts.
Resident #14's Nurses Notes, dated 02/08/15 at 4:00 a.m., reflected: Resident has been awake for about 45 minutes, she has
 been ambulating up and down the hallway and getting into other resident room, Resident is hard to be redirected, she has
 been verbally aggressive.
Resident #14's Nurses Notes, dated 03/05/15 reflected the following entries:
7:00 a.m. - .Up & down halls with (symbol used) walker. Pacing constantly. Running into other residents w/c if they don't
 move out of her way quick enough. Constantly taking things off the med carts.Going in other residents rooms & taking their
 belongings. Attempted to retrieve bottle of male resident's lotion. Resident threw bottle @ this nurse.
11:00 a.m. - .When agitated, throws glasses of water @ staff members. The next note at 11:10 a.m. reflected: Amb quickly
 down hall & ran into female resident standing in hallway. When attempted to redirect, resident punched this nurse in the
 (R) side of mid back close(d) fisted.
12:10 p.m. - .Walked up behind CNA, punched her in the back & then rammed walker into CNA's (R) knee, CNA cried out in pain.
2:00 p.m. - .Resident pushed roommate out of door way not allowing her to enter room.
Resident #14's Nurses Notes, dated 03/13/15 at 6:30 p.m., reflected: (Psychiatrist) in facility.Res behaviors cont to
 escalate and her anxiety levels continue upward. The notes reflected the resident's family member did not want the
 resident's psychoactive medications adjusted.
Resident #14's psychiatric follow-up notes written by the Psychiatrist on 03/13/15 reflected: Pt was seen in dayarea she was
 walking with (symbol used). Staff related she is easily agitated.pushes staff & residents with (symbol used) her walker &
 difficult to manage.
An interview on 05/07/15 at 4:34 p.m. with Resident #26 revealed Resident #14 would bang her walker into a person if she was
 going down the hallway. He stated she did this to him a month and half ago, and he witnessed her do the same to other
 residents. He stated he tried to avoid her. Resident #26 stated he told staff what she did, but nothing changed.
An interview on 05/08/15 at 10:00 a.m. with CNA CC revealed Resident #14 ran into people with her walker. She stated she
 observed Resident #14 run into two residents, who were in wheelchairs. On the day of the incident involving Resident #6,
 she stated she heard Resident #6 screaming that Resident #14 ran into her leg with her walker.
An interview on 05/08/15 at 11:12 a.m. with the DON revealed the facility addressed Resident #14's behaviors by using
 redirection, psychiatric treatment, and a new order for [MEDICATION NAME] twice daily. She also revealed administration had
 been talking to the family about discharging the resident to another facility, but the family was resistant to the idea.
An interview 05/08/15 at 11:24 a.m. with the Administrator revealed he talked to Resident #14's family numerous times. He
 stated the resident's family was against medication changes, but he hoped the family would let the Psychiatrist treat
 Resident #14. He stated there was a conference scheduled with the family and Psychiatrist in a few days. At this time, he
 stated Resident #14's walker was taken away with approval from physical therapy. The Administrator stated staff was
 providing Resident #14 with one-to-one monitoring. He stated there was still a possibility that alternate placement would
 be sought for the resident.
An observation on 05/08/15 at 12:30 p.m. revealed Resident #14 was capable of walking without the use a rolling walker. The
 resident was followed by a staff member for one-to-one monitoring.
An interview on 05/11/15 at 1:00 p.m. with the Psychiatrist revealed the facility staff and doctors had tried very hard to
 work with Resident #14 and her family. She stated the resident's dementia prevented her from knowing what she was doing.
 The Psychiatrist explained that Resident #14's family was uncomfortable with many medications, and the resident was very
 difficult to manage. She stated the family was also resistant moving her to another facility. Currently, she stated the
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 resident was receiving the anti-anxiety medication [MEDICATION NAME] twice daily, and she was on one-on-one supervision.
3. A resident group interview on 05/06/15 at 3:30 p.m. with seven alert and oriented residents as identified by the facility
 revealed several residents did not think the facility acted upon their concerns when the concerns were brought to the
 attention of facility administration. One resident stated that he/she invited both the DON and the Administrator to their
 Resident Council Meeting, and the residents explained their concerns about the facility to them. In that meeting, the
 residents stated they discussed other residents' behaviors, which was an on-going concern. The residents explained their
 concerns regarded the aggressive residents, who were being brought into the facility. They stated the number of these types
 of residents being admitted to the facility had been increasing since the DON came to the facility, and turned things
 upside down. The residents stated they heard the DON worked at a psych facility before and was trying to bring those
 residents to their facility to live. The residents stated facility administration listened to their concerns; however,
 nothing was done to the address their concerns, and the problems continued.
One resident stated he/she felt that the facility administration make excuses for the residents with behaviors. The
 residents stated they felt fearful and scared of some residents. One resident stated he/she doesn't look anyone the eye
 anymore because you don't know how they will react to you. Another resident stated it affected him/her personally as he/she
 had to increase his/her [MEDICATION NAME] due to increased anxiety recently. One resident stated he/she felt the need to
 watch people closely as there was not enough staff around to redirect and felt he/she had to for their own protection. One
 resident stated a roommate was staring at him/her making him/her so uncomfortable he/she felt they needed to sleep on the
 couch in the lobby. The resident stated he/she switched rooms and now has a different roommate.
Multiple residents at the group meeting spoke about being a victim of aggression or affected by the behaviors of other
 residents. One resident stated he/she witnessed a resident (Resident #14) use her walker to purposely run into residents,
 and further explained, if you don't or cannot get out of her way fast enough, she will hurt you. One resident stated
 (Resident #6) was just hurt by the walker and had to be sent to the hospital because of being hit in the leg by the walker
 belonging to Resident #14. Residents also reported Resident #14 wandered into resident rooms and slept in other residents'
 beds. At least two residents stated they were recently hit with Resident #14's walker.
Also during the resident group interview, residents stated an unknown male resident (Resident #19) eloped from the facility
 over the past weekend, and the staff were looking for the resident. They stated he was found across the street, and staff
 fought him back to the facility. The residents stated Resident #19 was also the resident who pulled the fire alarm earlier
 on this day (05/06/15). Another resident stated he/she had seen Resident #19 trying to leave the facility before. The
 resident explained Resident #19, who was not a smoker, would go outside with the smokers to the smoking area.
The Resident Council Minutes, dated 02/12/15, reflected nine residents were in attendance. The notes reflected residents
 discussed the following: Concerned about violent resident's (sic) new/old alike.
The Resident Council Minutes, dated 04/16/15, reflected 18 residents were in attendance. The minutes reflected the
 Administrator and DON attended the meeting by council request. The items discussed were documented as: New residents seem
 to be an issue .Worried about safety .Chaotic after hours .Complaint about residents we are bringing into the facility.
 Those residents are taking too much of the CNA's (sic) time.
An interview on 05/07/15 at 12:45 p.m. with MA M revealed many of the residents, who resided at the facility had behaviors.
 She stated the staff had to watch those residents closely, as well as, place them on one-to-one monitoring at times. MA M
 stated, If given a chance, some residents will fight each other.
A confidential interview on 05/07/15 at 12:50 p.m. with a facility nursing employee revealed the residents, who were being
 admitted to the facility, were not appropriate for the facility due to their behaviors affecting others. He/She stated
 those residents fought others, and they needed to be watched closely by staff; however, the staff could not be everywhere
 they needed to be so the other residents paid for it. He/She stated the facility was more concerned with filling the beds
 and not taking into consideration the behaviors or histories of these residents. The nursing employee stated there were
 problems with resident behaviors at the facility, and the facility administration was aware of the problem, but it was not
 addressed. He/She stated the facility was not able meet the residents' needs, and it was not safe at the facility.
An interview on 05/07/15 at 2:15 p.m. with CNA ll revealed he spent a lot of time during his shift redirecting residents. He
 stated he tried to manage the residents as best as he could, but some of the residents were combative and aggressive. CNA
 ll explained there was a resident (Resident #14), who ran into other residents with her walker.
An interview on 05/07/15 at 4:10 p.m. with CNA R revealed some residents wandered into other residents' rooms. She stated
 Resident #14 often got into other residents' beds.
A interview on 05/08/15 at 11:00 a.m. with Resident #23 revealed there was a female resident (Resident #14), who often
 wandered into her room and crawled into her roommate's empty bed. Resident #23 was asked what she did when that occurred,
 and she stated, I sit still and don't say anything. I don't know what they want and don't know what they will do. She
 stated she was hopeful the staff was monitoring the resident, and she hoped the staff would respond if needed.
An interview on 05/08/15 at 11:15 a.m. with Resident #20 revealed she had been a resident at the facility for one month.
 Resident #20 stated she did not feel safe at the facility. She stated Resident #14 was always walking into her room and all
 over the facility. She stated she felt Resident #14 did not like her, and Resident #14 would hit her with her walker on
 purpose. Resident #20 explained that she was hit by Resident #14 and Resident #24. Resident #20 was asked if facility staff
 were aware of the incidents. She stated they were aware, and she talked to the Administrator about the incidents. When
 asked how the facility handled her concerns, she pointed to her head and stated, They just say that she's just not all
 there. Resident #20 stated the facility staff continued to make excuses for the residents' behaviors. Resident #20 stated
 these problems affected her so much she began smoking again.
Resident #20's MDS assessment, dated 04/17/15, reflected the resident was a [AGE] year-old female, who was admitted to the
 facility on [DATE], with [DIAGNOSES REDACTED].
Resident #20's Nurses Notes reflected: 04/18/15 at 2:40 p.m.:.Reported by res (resident) that res had hit her in the chest,
 assessment of chest area performed, no bruises or skin breaks noted. Res does complain of pain, x-ray called in, res stated
 'I called the police,' present at this time at the facility. Police report filed, res filed charges. DON and Administrator
 informed of changes. 04/18/15 at 4:30 p.m.: Asked res if she wanted to move to another room on station one, res taken to
 room [ROOM NUMBER] and res states 'I am fine where I am.' Will continue to monitor. 04/19/15 Chest x-ray return, no
 definite evidence of acute fracture or dislocation. In bed one person assist.Denies pain or discomfort. Able to make needs
 known.
Resident #20's x-ray results, dated 04/18/15 reflected: Clinical information: PAIN.Findings: Left shoulder, two views. There
 is no radiographic evidence of acute fracture or dislocation.
An interview on 05/08/15 at 11:55 a.m. with Resident #21 revealed she experienced and observed many incidents with residents
 being aggressive. She stated this made her feel unsafe at the facility. Resident #21 stated Resident #24 hit her on top of
 her head with a closed fist approximately a month ago. She stated Resident #24 also entered her room a couple weeks ago,
 while she was in bed and her roommate (Resident #20) was sitting on the edge of the bed near the door. She stated Resident
 #24 walked into their room, and they told him to leave. Resident #24 did not leave, so they used their call lights to get
 help and began yelling for help. Resident #21 stated Resident #24 then approached Resident #20, and he punched Resident #20
 in the chest. The residents called 911 because they were scared and staff was taking too long. Two staff members came in
 and had to fight Resident #24 to get him out of the room pulling him by the arms. Resident #21 stated the police came in
 and talked to them. She stated Resident #20 had to get an x-ray and was bruised from the incident.
Resident #21 explained it bothered her that when this incident occurred, the nurse told them, He (Resident #24) can't help
 it. Resident #21 stated she told administration that Resident #24 did not belong at the facility because he was very
 violent. She stated she talked to the Administrator, and her brother also talked to the Administrator regarding the
 incident. Resident #21 stated, They don't say anything. They know what happens, and they let it happen. Resident #21 stated
 Resident #24 was placed on one-to-one monitoring so they could watch him.
Resident #21 then described a third incident regarding Resident #25, whom she described as always looks at me like he's
 fixing' to knock me out. She stated Resident #25 yelled out, Hey!, then grabbed his crotch. She stated his behavior made
 her feel uncomfortable. Resident #21 stated she reported this to the nurse, and she told the nurse the next time Resident
 #25 did that to her she would grab it and break it off. The nurse told her, No, don't do that. He will hurt you! Resident
 #21 stated all of these incidents made her feel like she needs to be out of here. She stated it made it her feel
 unimportant because the administration did not take her concerns seriously. Resident #21 stated there were many people
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 living at the facility that should not be at the facility because of their behaviors. She stated this caused her fear.
A review of the facility's incident/accident reports for the

F 0323

Level of harm - Immediate
jeopardy

Residents Affected - Many

Make sure that the nursing home area is free from accident hazards and risks and provides
 supervision to prevent avoidable accidents
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview, record review, and observation, it was determined the facility failed to ensure the resident environment
 remained as free of accident hazards as possible for eleven (Residents #6, #14, #16, #19, #20, #21, #22, #28, #29, #30, and
 #33) of 39 residents, who were reviewed for supervision to prevent accidents.
1. The facility failed to provide adequate supervision of Resident #14, who was known to display aggressive behaviors and to
 run into other residents with her walker. On 05/05/15, Resident #14 ran into Resident #6's leg with her walker causing a
 large hematoma, which required the resident to be transferred to the hospital for evaluation and treatment.
The failure resulted in Resident #14 sustaining a large hematoma to her right lower leg which required hospitalization .
2. The facility failed to provide adequate supervision to prevent Resident #24 from physically abusing other residents. On
 04/18/15, Resident #20 was punched in the chest by Resident #24. Resident #20 did not sustain injury as a result of being
 hit. The resident reported the incident to the local police department. Prior to this incident, Resident #24 hit Resident
 #21 on the top of the head.
The failure to provide adequate supervision to prevent resident-to-resident abuse could result in injury, fear, withdraw,
 and isolation.
3. The facility failed to prevent the elopements of two confused residents and failed to ensure there was a system in place
 to check the WanderGuard bracelets of those residents identified as being elopement risks. The facility also failed to
 ensure the gate leading away from the smoking area was locked to prevent residents from leaving the facility unsupervised.
 On 05/03/15, Resident #19 eloped from the facility and was found at a business establishment across from the facility. On
 04/06/15, Resident #16 eloped from the facility and was found by police officers at a fast food restaurant located 0.2
 miles from the facility. Both residents were found on the other side of a busy, four-lane road with a speed limit of 40
 miles per hour, and neither resident sustained [REDACTED].
The facility failed to ensure WanderGuard bracelets were in place and/or functioning for the following six residents, who
 were identified as being at risk for eloping, Residents #14, #22, #28, #29, and #30, and #33.
The failure had the potential to result in residents, with cognitive deficits, eloping from the facility and potentially
 being injured or seriously harmed.
An Immediate Jeopardy (IJ) was identified on 05/07/15. While the IJ was removed on 05/11/15, the facility remained out of
 compliance at a severity level of actual harm that is not immediate jeopardy and a scope of pattern due to the facility
 still monitoring the effectiveness of the Plan of Removal.
These failures could affect all 86 residents in the facility.
Findings included:
1. Resident #6's MDS assessment, dated 02/27/15, reflected Resident #6 was a [AGE] year-old female, who was admitted to the
 facility on [DATE] with a re-admission on 02/20/15. Resident #6 had [DIAGNOSES REDACTED]. The resident had moderately
 impaired cognitive skills and required extensive assistance with her ADLs.
An observation on 05/05/15 at 9:00 a.m. revealed Resident #6 was in her room in bed receiving incontinent care. A hematoma
 or large tissue swelling was observed on her right shin. The swelling was approximately four-inches wide, eight-inches
 long, and appeared to be full of fluid. Resident #6 stated she got the injury when she was hit by another resident's
 (Resident #14) walker.
An interview on 05/05/15 at 9:10 a.m. with LVN K revealed Resident #6's cognition was fair, and the resident could make her
 needs known. She stated the resident had Diabetes, and she was able to propel herself in the wheelchair.
An observation on 05/05/15 at 11:00 a.m. revealed Resident #6 sitting by the front nurses' station in her wheelchair. The
 resident's right leg was hanging down, and a large raised area was on her right leg below the knee approximately six to
 eight-inches by four-inches wide and very swollen. The foot and ankle did not appear to be swollen. Resident #6 stated
 Resident #14 bashed into it with her cart. She stated she thought Resident #14 did it on purpose. Resident #14 passed by
 Resident #6, and Resident #6 pointed to her identifying Resident #14 as the person who hurt her leg.
An observation on 05/05/15 at 12:30 p.m. of Resident #6 revealed the resident in her room in bed. A large raised swollen
 area was on the resident's right shin, and an ice bag was on the area. The resident removed the ice bag because she stated
 it was too painful. Resident #6 called out for pain medication. The resident's family was in the room and expressed
 distress at what happened to Resident #6.
An observation on 05/05/15 at 2:00 p.m. revealed Resident #6 was not in her room. LVN KK stated the resident had been
 transferred to the hospital for evaluation of her swollen leg.
An observation on 05/08/15 at 8:00 a.m. revealed Resident #6 was in the hospital. The resident was awake, alert, and sitting
 on the side of the bed. Her legs were visible, and the skin on her left leg had a grayish color. The right leg has a large
 black area on the shin measuring approximately six-inches wide and ten-inches long. The skin on the foot and upper leg
 appeared pink in color. The resident stated prior to the incident with Resident #14 her right leg was her good leg, and she
 had not had any problems with it. She stated it really hurt me when it happened. She revealed she now takes the narcotic
 pain reliever Morphine every six hours now.
A phone interview on 05/08/15 at 12:00 p.m. with family member of Resident #6 revealed Resident #6 had circulation problems
 in only her left leg and ankle from a previous fracture on that side. Prior to the incident, she used her right leg to
 propel herself in her wheelchair.
A hospital radiology report, dated 05/06/15, reflected Resident #6 had marked soft tissue swelling anterior to the proximal
 and mid tibia (shin area) of the right leg.
A hospital History & Physical report, dated 05/06/15, reflected Resident #6 developed a large right lower extremity hematoma
 at a local nursing home.
An interview on 05/07/15 at 4:15 p.m. with the DON and Medical Director revealed they wanted to clarify that Resident #6 was
 not sent to the hospital because she was hit by Resident's #14 walker. They stated Resident #6 had a history of [REDACTED].
 Both the DON and Medical Director maintained the hematoma was a result of her circulation problems. The DON incorrectly
 identified the leg with the hematoma as her left leg. The DON was told the hematoma was on the right leg. She was asked if
 the hematoma suddenly appeared at the same time she was hit by the walker, but was not the cause of the hematoma. She
 replied, Yes, that is what we are saying. The DON stated there was documentation of a history of skin and wound problems
 for the injured right leg in the resident's clinical record. She was asked to provide these if they showed skin issues or
 open wounds of the right leg. No documentation was ever provided prior to exit on 05/11/15.
Resident #6's Skin Assessment Flowsheet - Non-Pressure Ulcer Conditions forms dated 03/18/15, 03/26/15, 04/01/15, 04/8/15,
 04/20/15, 04/22/15, and 04/29/15 reflected the only area being treated by the Wound Care Nurse and Wound Care Physician was
 on the resident's left outer ankle. Pictures and documentation showed no areas on the resident's right leg.
Resident #6's Skin Assessment Flow Sheet - Non-Pressure Ulcer Conditions form dated 05/06/15, following the incident,
 reflected shin with (symbol used) huge Black raised hematoma.seen by (Wound Care Physician) to Hosp. (hospital).
Resident #6's Wound Care physician progress notes [REDACTED]. The area was noted to have heavy serosanguinous drainage. The
 Wound Care Physician documented the following additional information: was injured by another patient and the patient's
 walker. See at (hospital) and inadequately drained and sent back with orders for tid (three times a day) silvadene. Will
 transfer to (wound care hospital) for treatment.
A Comprehensive Plan of Care, dated 05/05/15, for Resident #6 reflected the resident was care planned for a large hematoma
 to the right shin that measured 20.0 cm x 12.0 cm. The care plan reflected: (5-5-15) Injury to (R) shin hit with (symbol
 used) walker developed excessive hematoma. Sent to hosp for eval (evaluation). 5-5-15 Returned from hosp. (5-6-15) eval.
 (R) leg (Wound Care Physician) sent to (hospital) direct admit.
An interview on 05/08/15 at 1:30 p.m. with the facility's Wound Care Nurse/LVN F revealed all of Resident #6's previous
 wound treatments were for an area on the outer aspect of the resident's left ankle. She stated she did not observe any open
 areas or blisters on the resident's right leg prior to the incident. She described the area on the right shin as a hematoma

FORM CMS-2567(02-99)
Previous Versions Obsolete

Event ID: YL1O11 Facility ID: 675877 If continuation sheet
Page 11 of 14

MarisaD
Highlight

MarisaD
Highlight



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

PRINTED:9/29/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF
DEFICIENCIES
AND PLAN OF
CORRECTION

(X1) PROVIDER / SUPPLIER
/ CLIA
IDENNTIFICATION
NUMBER

675877

(X2) MULTIPLE CONSTRUCTION
A. BUILDING ______
B. WING _____

(X3) DATE SURVEY
COMPLETED

05/11/2015

NAME OF PROVIDER OF SUPPLIER

OAKWOOD NURSING AND REHABILITATION LP

STREET ADDRESS, CITY, STATE, ZIP

301 W RANDOL MILL RD
ARLINGTON, TX 76011

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY
OR LSC IDENTIFYING INFORMATION)

F 0323

Level of harm - Immediate
jeopardy

Residents Affected - Many

(continued... from page 11)
 which measured 20 cm x 12 cm. She stated the hematoma was the size of a tennis ball when Resident #6 was initially injured.
 LVN F stated she did not think the hematoma was from Resident #6's chronic leg injury. She thought it was the result of the
 incident involving Resident #14.
An Incident Report signed and dated by the Administrator on 05/11/15 reflected on 05/05/15 at 6:15 a.m. Resident #20 was
 sitting in her wheelchair when another resident (Resident #14) walked by her and hit her in the lower leg with a walker.
 The report reflected the aggressor (Resident #14) was placed on one-to-one monitoring, and her walker was removed on
 05/11/15. The report further reflected Resident #20 was sent to the hospital emergency room twice. A Witness Statement was
 with the report and reflected Housekeeper FF witnessed Resident #14 hit Resident #20's leg.
A Comprehensive Pain Assessment Form, dated 05/05/15, reflected Resident #20 reported experiencing terrible pain to her
 lower leg after the incident and scored it as a 10 out 10.
An observation on on 05/06/15 at 10:00 a.m. revealed Resident #14 ambulating with a rolling walker down the hall.
Resident #14's MDS assessment, dated 04/27/15, reflected she was a [AGE] year-old female, who was admitted to the facility
 on [DATE]. The resident had [DIAGNOSES REDACTED]. The resident had severe cognitive impairment and wandered daily. The
 assessment did not identify Resident #14 as having any behavioral symptoms. The resident required only supervision for
 walking and used a walker for mobility.
Resident #14's Care Plan, initiated on 01/19/15 reflected a care plan to address behavioral symptoms which were identified
 as the resident hitting another resident on the arm on 01/18/15. This care plan was continued on 03/13/15. The care planned
 approaches developed to address the behavior included:
1. Keep residents away from other resident at least arm length when ambulating with rolling walker.
2. Remove (Resident #14) away from other residents when she is displaying agitation.
3. Approach (Resident #14) in calm voice when she is displaying anxious or agitation towards others.
4. Notify nurse when (Resident #14) is acting out.
5. Provide redirection when (Resident #14) is agitated while ambulating throughout the facility.
.7. Document all behaviors as they occur.
8. Psych consults as needed.
9. Assess reason of.agitation.
10. Notify family of behaviors as they occur.
Resident #14's Nurses Notes, dated 01/18/15 at 8:15 a.m., reflected: Resident up (symbol used) & ambulating with (symbol
 used) her walker; walked by a resident sitting in her w/c (wheelchair) by nurse's station.and struck her (R) arm without
 (symbol used) provocation. Resident redirected.Resident had been wandering earlier in and out of rooms and striking out @
 (at) CNAs as they attempted to redirect her.Administrator notified.
Resident #14's Nurses Notes, dated 01/31/15, reflected: Resident up (symbol used) and ambulating with (symbol used) her
 walker - wandering in and out of rooms, exit seeking (front door 4x) and combative with (symbol used) staff during
 redirection attempts.
Resident #14's Nurses Notes, dated 02/08/15 at 4:00 a.m., reflected: Resident has been awake for about 45 minutes, she has
 been ambulating up and down the hallway and getting into other resident room, Resident is hard to be redirected, she has
 been verbally aggressive.
Resident #14's Nurses Notes, dated 03/05/15 reflected the following entries:
7:00 a.m. - .Up & down halls with (symbol used) walker. Pacing constantly. Running into other residents w/c if they don't
 move out of her way quick enough. Constantly taking things off the med carts.Going in other residents rooms & taking their
 belongings. Attempted to retrieve bottle of male resident's lotion. Resident threw bottle @ this nurse.
11:00 a.m. - .When agitated, throws glasses of water @ staff members. The next note at 11:10 a.m. reflected: Amb quickly
 down hall & ran into female resident standing in hallway. When attempted to redirect, resident punched this nurse in the
 (R) side of mid back close(d) fisted.
12:10 p.m. - .Walked up behind CNA, punched her in the back & then rammed walker into CNA's (R) knee, CNA cried out in pain.
2:00 p.m. - .Resident pushed roommate out of door way not allowing her to enter room.
Resident #14's Nurses Notes, dated 03/13/15 at 6:30 p.m., reflected: (Psychiatrist) in facility.Res behaviors cont to
 escalate and her anxiety levels continue upward. The notes reflected the resident's family member did not want the
 resident's psychoactive medications adjusted.
Resident #14's psychiatric follow-up notes written by the Psychiatrist on 03/13/15 reflected: Pt was seen in dayarea she was
 walking with (symbol used). Staff related she is easily agitated.pushes staff & residents with (symbol used) her walker &
 difficult to manage.
An interview on 05/07/15 at 4:34 p.m. with Resident #26 revealed Resident #14 would bang her walker into a person if she was
 going down the hallway. He stated she did this to him a month and half ago, and he witnessed her do the same to other
 residents. He stated he tried to avoid her. Resident #26 stated he told staff what she did, but nothing changed.
An interview on 05/08/15 at 10:00 a.m. with CNA CC revealed Resident #14 ran into people with her walker. She stated she
 observed Resident #14 run into two residents, who were in wheelchairs. On the day of the incident involving Resident #6,
 she stated she heard Resident #6 screaming that Resident #14 ran into her leg with her walker.
An interview on 05/08/15 at 11:12 a.m. with the DON revealed the facility addressed Resident #14's behaviors by using
 redirection, psychiatric treatment, and a new order for Ativan twice daily. She also revealed administration had been
 talking to the family about discharging the resident to another facility, but the family was resistant to the idea.
An interview 05/08/15 at 11:24 a.m. with the Administrator revealed he talked to Resident #14's family numerous times. He
 stated the resident's family was against medication changes, but he hoped the family would let the Psychiatrist treat
 Resident #14. He stated there was a conference scheduled with the family and Psychiatrist in a few days. At this time, he
 stated Resident #14's walker was taken away with approval from physical therapy. The Administrator stated staff was
 providing Resident #14 with one-to-one monitoring. He stated there was still a possibility that alternate placement would
 be sought for the resident.
An observation on 05/08/15 at 12:30 p.m. revealed Resident #14 was capable of walking without the use a rolling walker. The
 resident was followed by a staff member for one-to-one monitoring.
An interview on 05/11/15 at 1:00 p.m. with the Psychiatrist revealed the facility staff and doctors had tried very hard to
 work with Resident #14 and her family. She stated the resident's dementia prevented her from knowing what she was doing.
 The Psychiatrist explained that Resident #14's family was uncomfortable with many medications, and the resident was very
 difficult to manage. She stated the family was also resistant moving her to another facility. Currently, she stated the
 resident was receiving the anti-anxiety medication Ativan twice daily, and she was on one-on-one supervision.
2. A resident group interview on 05/06/15 at 3:30 p.m. with seven alert and oriented residents as identified by the facility
 revealed several residents did not think the facility acted upon their concerns when the concerns were brought to the
 attention of facility administration. One resident stated that he/she invited both the DON and the Administrator to their
 Resident Council Meeting, and the residents explained their concerns about the facility to them. In that meeting, the
 residents stated they discussed other residents' behaviors, which was an on-going concern. The residents explained their
 concerns regarded the aggressive residents, who were being brought into the facility. They stated the number of these types
 of residents being admitted to the facility had been increasing since the DON came to the facility, and turned things
 upside down. The residents stated they heard the DON worked at a psych facility before and was trying to bring those
 residents to their facility to live. The residents stated facility administration listened to their concerns; however,
 nothing was done to the address their concerns, and the problems continued.
One resident stated he/she felt that the facility administration make excuses for the residents with behaviors. The
 residents stated they felt fearful and scared of some residents. One resident stated he/she doesn't look anyone the eye
 anymore because you don't know how they will react to you. Another resident stated it affected him/her personally as he/she
 had to increase his/her Ativan due to increased anxiety recently. One resident stated he/she felt the need to watch people
 closely as there was not enough staff around to redirect and felt he/she had to for their own protection. One resident
 stated a roommate was staring at him/her making him/her so uncomfortable he/she felt they needed to sleep on the couch in
 the lobby. The resident stated he/she switched rooms and now has a different roommate.
Multiple residents at the group meeting spoke about being a victim of aggression or affected by the behaviors of other
 residents. One resident stated he/she witnessed a resident (Resident #14) use her walker to purposely run into residents,
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 and further explained, if you don't or cannot get out of her way fast enough, she will hurt you. One resident stated
 (Resident #6) was just hurt by the walker and had to be sent to the hospital because of being hit in the leg by the walker
 belonging to Resident #14. Residents also reported Resident #14 wandered into resident rooms and slept in other residents'
 beds. At least two residents stated they were recently hit with Resident #14's walker.
Also during the resident group interview, residents stated an unknown male resident (Resident #19) eloped from the facility
 over the past weekend, and the staff were looking for the resident. They stated he was found across the street, and staff
 fought him back to the facility. The residents stated Resident #19 was also the resident who pulled the fire alarm earlier
 on this day (05/06/15). Another resident stated he/she had seen Resident #19 trying to leave the facility before. The
 resident explained Resident #19, who was not a smoker, would go outside with the smokers to the smoking area.
The Resident Council Minutes, dated 02/12/15, reflected nine residents were in attendance. The notes reflected residents
 discussed the following: Concerned about violent resident's (sic) new/old alike.
The Resident Council Minutes, dated 04/16/15, reflected 18 residents were in attendance. The minutes reflected the
 Administrator and DON attended the meeting by council request. The items discussed were documented as: New residents seem
 to be an issue .Worried about safety .Chaotic after hours .Complaint about residents we are bringing into the facility.
 Those residents are taking too much of the CNA's (sic) time.
An interview on 05/07/15 at 12:45 p.m. with MA M revealed many of the residents, who resided at the facility had behaviors.
 She stated the staff had to watch those residents closely, as well as, place them on one-to-one monitoring at times. MA M
 stated, If given a chance, some residents will fight each other.
A confidential interview on 05/07/15 at 12:50 p.m. with a facility nursing employee revealed the residents, who were being
 admitted to the facility, were not appropriate for the facility due to their behaviors affecting others. He/She stated
 those residents fought others, and they needed to be watched closely by staff; however, the staff could not be everywhere
 they needed to be so the other residents paid for it. He/She stated the facility was more concerned with filling the beds
 and not taking into consideration the behaviors or histories of these residents. The nursing employee stated there were
 problems with resident behaviors at the facility, and the facility administration was aware of the problem, but it was not
 addressed. He/She stated the facility was not able meet the residents' needs, and it was not safe at the facility.
An interview on 05/07/15 at 2:15 p.m. with CNA ll revealed he spent a lot of time during his shift redirecting residents. He
 stated he tried to manage the residents as best as he could, but some of the residents were combative and aggressive. CNA
 ll explained there was a resident (Resident #14), who ran into other residents with her walker.
An interview on 05/07/15 at 4:10 p.m. with CNA R revealed some residents wandered into other residents' rooms. She stated
 Resident #14 often got into other residents' beds.
A interview on 05/08/15 at 11:00 a.m. with Resident #23 revealed there was a female resident (Resident #14), who often
 wandered into her room and crawled into her roommate's empty bed. Resident #23 was asked what she did when that occurred,
 and she stated, I sit still and don't say anything. I don't know what they want and don't know what they will do. She
 stated she was hopeful the staff was monitoring the resident, and she hoped the staff would respond if needed.
An interview on 05/08/15 at 11:15 a.m. with Resident #20 revealed she had been a resident at the facility for one month.
 Resident #20 stated she did not feel safe at the facility. She stated Resident #14 was always walking into her room and all
 over the facility. She stated she felt Resident #14 did not like her, and Resident #14 would hit her with her walker on
 purpose. Resident #20 explained that she was hit by Resident #14 and Resident #24. Resident #20 was asked if facility staff
 were aware of the incidents. She stated they were aware, and she talked to the Administrator about the incidents. When
 asked how the facility handled her concerns, she pointed to her head and stated, They just say that she's just not all
 there. Resident #20 stated the facility staff continued to make excuses for the residents' behaviors. Resident #20 stated
 these problems affected her so much she began smoking again.
Resident #20's MDS assessment, dated 04/17/15, reflected the resident was a [AGE] year-old female, who was admitted to the
 facility on [DATE], with [DIAGNOSES REDACTED].
Resident #20's Nurses Notes reflected: 04/18/15 at 2:40 p.m.:.Reported by res (resident) that res had hit her in the chest,
 assessment of chest area performed, no bruises or skin breaks noted. Res does complain of pain, x-ray called in, res stated
 'I called the police,' present at this time at the facility. Police report filed, res filed charges. DON and Administrator
 informed of changes. 04/18/15 at 4:30 p.m.: Asked res if she wanted to move to another room on station one, res taken to
 room 15 and res states 'I am fine where I am.' Will continue to monitor. 04/19/15 Chest x-ray return, no definite evidence
 of acute fracture or dislocation. In bed one person assist.Denies pain or discomfort. Able to make needs known.
Resident #20's x-ray results, dated 04/18/15 reflected: Clinical information: PAIN.Findings: Left shoulder, two views. There
 is no radiographic evidence of acute fracture or dislocation.
An interview on 05/08/15 at 11:55 a.m. with Resident #21 revealed she experienced and observed many incidents with residents
 being aggressive. She stated this made her feel unsafe at the facility. Resident #21 stated Resident #24 hit her on top of
 her head with a closed fist approximately a month ago. She stated Resident #24 also entered her room a couple weeks ago,
 while she was in bed and her roommate (Resident #20) was sitting on the edge of the bed near the door. She stated Resident
 #24 walked into their room, and they told him to leave. Resident #24 did not leave, so they used their call lights to get
 help and began yelling for help. Resident #21 stated Resident #24 then approached Resident #20, and he punched Resident #20
 in the chest. The residents called 911 because they were scared and staff was taking too long. Two staff members came in
 and had to fight Resident #24 to get him out of the room pulling him by the arms. Resident #21 stated the police came in
 and talked to them. She stated Resident #20 had to get an x-ray and was bruised from the incident.
Resident #21 explained it bothered her that when this incident occurred, the nurse told them, He (Resident #24) can't help
 it. Resident #21 stated she told administration that Resident #24 did not belong at the facility because he was very
 violent. She stated she talked to the Administrator, and her brother also talked to the Administrator regarding the
 incident. Resident #21 stated, They don't say anything. They know what happens, and they let it happen. Resident #21 stated
 Resident #24 was placed on one-to-one monitoring so they could watch him.
Resident #21 then described a third incident regarding Resident #25, whom she described as always looks at me like he's
 fixing' to knock me out. She stated Resident #25 yelled out, Hey!, then grabbed his crotch. She stated his behavior made
 her feel uncomfortable. Resident #21 stated she reported this to the nurse, and she told the nurse the next time Resident
 #25 did that to her she would grab it and break it off. The nurse told her, No, don't do that. He will hurt you! Resident
 #21 stated all of these incidents made her feel like she needs to be out of here. She stated it made it her feel
 unimportant because the administration did not take her concerns seriously. Resident #21 stated there were many people
 living at the facility that should not be at the facility because of their behaviors. She stated this caused her fear.
A review of the facility's incident/accident reports for the past four months revealed there were no incident report
 regarding the incidents described by Resident #20 or Resident #21.
A review of the facility's 24-hour report book revealed no written note of an elopement for the past week.
An interview on 05/08/15 at 1:32 p.m. with the Administrator revealed he was unaware of any resident behaviors. He stated he
 was unaware there were 22 incident/accident reports involving resident-to-resident altercations within the past three
 months. He stated this was not brought to his attention. The Administrator stated any time there was a resident-to-resident
 incident he was supposed to be informed because he was responsible for determining whether to investigate and report to
 DADS. The Administrator stated they don't have the right people here to report what was occurring and as a result he was
 unaware of what was happening. The Administrator was asked who determined whether a resident was admitted to the facility.
 He stated it was an interdisciplinary team decision, and the interdisciplinary team consisted of the DON, MDS Nurse, and
 the Business Office Manager.
The Administrator explained the residents consisted of a mix of residents with varying needs, and they need to care for all
 our residents. He explained that when resident-to-resident incidents occurred, they immediately separated the residents and
 put interventions in place including alternate placement.
During the same interview, concerns were discussed with the Administrator regarding Resident #14 and the complaints voiced
 by other residents of her running into the residents with her walker. The Administrator explained that Resident #14 has no
 mental concept of what she was doing. He stated he did not think she was doing it intentionally, but acknowledged that
 residents were tired of her behavior. He stated her behavior was affecting the other residents. He stated they were working
 with the family currently to come up with a plan.
The Administrator denied knowing of the incident regarding Resident #20 being punched in the chest on 04/18/15. He stated he
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 was unaware the police were called to the facility at the time of the incident. He stated the incident should have been
 called into the State, but first of all, should have been reported to him. The Administrator stated he did not understand,
 and shook his head. The Administrator stated he was the Abuse Prevention Coordinator for the facility.
An interview on 05/08/15 at 2:05 p.m. with the DON revealed she was invited to attend the Resident Council Meeting, and the
 residents expressed concerns about some the residents that were being admitted to the facility. She stated the residents
 felt as though care was being taken away from them, and the residents were concerned about some of the residents acting out
 with behaviors. The DON stated she explained to the Resident Council that the interdisciplinary team decided as a team who
 lived at the facility.
The DON acknowledged she was aware that some residents were concerned for their safety. She added, Everyone needs somewhere
 to live. The DON was asked about the incident which occurred on 04/18/15 involving Resident #20 and #21, in which the
 police were called. The DON stated she recalled that the police were called and thought it was in regards to Resident #21
 complaining that a resident hit her on the head. The DON stated that Resident #21's story changed because the resident
 reported that she was hit on the head, and then later stated she was hit in the chest. The DON was not able to identify
 that these were separate incidents which occurred. The DON denied knowledge regarding Resident #20 being punched in the
 chest on 04/18/15. In addition, she was she unaware an x-ray was obtained for the resident. The DON stated there was not an
 incident report for the incident in which Resident #24 hit Resident #20 in the chest because they were unaware of the
 incident.
The facility's current Behavior Assessment-Management Interventions policy and procedure, revised November 2013, reflected:
Policy:
It is the policy of this home to have a behavior intervention and management program to prevent, reduce, or eliminate
 inappropriate behaviors, which may be detrimental to the individual or other as well as to establish and maintain an
 ongoing assessment program that enables staff to be
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Give or get quality lab services/tests in a timely manner to meet the needs of residents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, interview and record review, the facility failed to ensure laboratory services were obtained to meet
 the needs of one (Resident #6) of three residents reviewed for labs.
The facility failed to obtain a [MEDICATION NAME] Level for Resident #6 as ordered by the physician on 03/10/15.
The failure could result in the resident not receiving the therapeutic benefits of the drug or experiencing over-toxicity.
 The failure could affect the 34 residents, who resided on Station 1.
Findings included:
A review of Physician's Telephone Orders for Resident #6, dated 03/10/15, reflected the following lab tests were to be done
 every three months: CBC, CMP, and [MEDICATION NAME] Levels.
Resident #6's May 2015 Physician order [REDACTED].
Resident #6's May 2015 Physician order [REDACTED].
Resident #6's March, April and May 2015 MARs reflected Resident #6 received [MEDICATION NAME] 500 mg delayed release
twice
 daily.
Review of all of Resident #6's laboratory records from 03/10/15 through 05/05/15 revealed there were no lab results for a
 [MEDICATION NAME] level during this time period.
On 05/05/15 at 4:30 p.m., the DON was asked about the [MEDICATION NAME] level that was ordered on [DATE] for Resident #6.
On 05/06/15 at 9:04 a.m., the DON revealed she could not find a [MEDICATION NAME] level in the resident's clinical record.
 She showed a timeline which reflected Resident #6 had gone to the hospital on [DATE]. She stated the [MEDICATION NAME]
 level was ordered, but it was never drawn. The time line showed that Resident #6 had returned to the facility on [DATE].
 When asked why the lab was not done on 03/11/15 or any time after this, she stated the laboratory was supposed to catch it.
 She stated she would call the laboratory to find out why it was not done.
An interview on 05/07/15 at 9:16 a.m. with LVN D revealed a requisition was put in the lab book when a lab was ordered. She
 stated it was the responsibility of the charge nurses to track lab orders, as well as, review the lab when the result came
 in.
An interview on 05/07/15 at 11:05 a.m. with the Laboratory Manager revealed the lab received the order sheet, dated
 03/11/15, showing a request for a [MEDICATION NAME] level, CBC, and CMP. Only a CBC and CMP were drawn and the
technician
 missed the order for the [MEDICATION NAME] level. [MEDICATION NAME] was put on the lab schedule to draw in June 2015.
The
 check system at the lab did not catch the oversight. She stated it should never have happened.
Resident #6's physician progress notes [REDACTED].#6 experienced any [MEDICAL CONDITION] activity.
Resident #6's Care Plan, dated 06/23/14, reflected a care plan addressing the resident's [DIAGNOSES REDACTED].
The facility's current Lab Monitoring-Therapeutic Levels policy and procedure, revised March 2012, reflected: .2. Lab orders
 will be obtained for all drugs that require therapeutic monitoring. The policy also reflected the recommendation to check
 the therapeutic level of anti-convulsants every three months.
On 05/11/15, the DON provided a list of 34 residents, who resided on Station 1 where Resident #6 resided.
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