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Keep each resident's per sonal and medical records private and confidential.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, record review, and facility policy review, it was determined the facility failed to provide
privacy for one (1) of thirty-seven (37) sampled residents, Resident #7. Certified Nursing Assistant (CNA) #1 obtained the
resident's weight using a Hoyer lift scale in the resident's room without providing visual privacy to the resident.

The findings include:

Review of the facility's policy regarding Treatment: Considerate and Respectful, dated 09/01/13, revealed the staff would
maintain the resident's privacy of body and would close doors when providing care.

Review of the clinical record for Resident #7 revealed the facility readmitted the resident on 09/25/15 with [DIAGNOSES
REDACTED].

Review of Resident #7's Admission Minimum Data Set (MDS) assessment, completed on 10/01/15, revealed the facility assessed
the resident as requiring extensive two (2) person assist for bed mobility, transfers, dressing, and bathing. The facility
did not conduct a Brief Interview for Mental Status (BIMS) exam at the time of the assessment due to the resident rarely or
never understood, and the facility determined the resident was not interviewable.

Observation, on 12/15/15 at 3:10 PM, revealed CNA #1 obtained the resident's weight. Resident #7 was dressed in a shirt and
briefs with no pants on at the time the CNA obtained the weight. The CNA used aweight lift in the resident's room to
obtain the resident's weight. The CNA did not shut the resident's door or privacy curtain and Resident #7 pulled a blanket
from the bed to cover his/her lap.

Interview with Resident #7's Power of Attorney (POA), on 12/16/15 at 8:15 AM, reveaed the POA was upset the staff |eft the
door open while taking the resident's weight because the resident was not wearing pants and this was an invasion of the
resident's privacy.

Interview with CNA #1, on 12/16/15 at 10:25 AM, revealed the CNA did not close the door when she took Resident #7's weight.
The CNA stated she did not think anybody could see the resident from the hallway due to the shape of the room and did not
think about closing the privacy curtain or door while using the lift scale.

Interview with Registered Nurse (RN) #1, on 12/16/15 at 5:25 PM, revealed when Resident #7 pulled the blanket over hisher
legs during care was a non-verbal indication the resident was bothered by the lack of privacy afforded by CNA #1. RN #1
stated she was unaware and concerned the CNA |eft the door open to the resident's room while taking the resident's weight.

Interview with the Nursing Facility 2 Unit (NF2 Unit) Manager, on 12/17/15 at 9:45 AM, revealed the CNA leaving the door
open while taking the resident's weight was a violation of the resident's privacy. The CNA should have closed the
resident's door prior to taking the resident's weight. She stated she conducted walking rounds throughout the day to make
observations and to ensure staff provided privacy when providing care. She stated she had not observed CNA #1 providing
care without privacy, but that she was concerned as staff recently conducted in-services pertaining to privacy in care.

Interview with the Director of Nursing (DON), on 11/17/15 at 11:23 AM, reveaed the CNA should have ensured the privacy of
Resident #7 by fully dressing the resident, pulling the privacy curtain, and closing the door prior to obtaining the
resident's weight. By not ensuring the resident's privacy, the CNA violated the resident's right to privacy.

Interview with the Administrator, on 12/17/15 at 1:12 PM, revealed he was concerned staff did not provide privacy during
care. The Administrator stated staff recently received education about providing privacy during care and were showing
improvement in this area; however, he stated staff had room for improvement.

Allow residentsto easily view theresults of the nursing home's most recent survey.

Based on observation and interview, it was determined the facility failed to post one (1) of one (1) notice to inform

residents and visitors the survey results were available for examination.
The findings include:

Interview with the Administrator, on 12/17/15 at 1:45 PM, revealed there was no policy for the posting of survey results.
Observation of the front entrance to the facility, on 12/17/15 at 2:50 PM, revealed there was no sign posted to inform
residents and visitors the survey results were available for examination.

Interview with the Receptionist, on 12/17/15 at 2:50 PM, revealed there had been no sign posted to inform residents and
visitors of the survey results since she had been working at the facility for the last three (3) years.

Interview with the Administrator, on 12/17/15 at 1:45 PM, revealed he was not aware there was a requirement that a sign was
to be posted to aert residents and visitors of the survey results.

Provide access to a telephone for resident to usein private.

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and review of the facility's policy, it was determined the facility failed to provide
reasonable access to a telephone where calls could be made without being overheard for one (1) of four (4) units. The
telephone service for most of the Nursing Facility 1 Unit (NF1 Unit) was out for over five (5) days and residents had to
make telephone calls at the Nurses' Station without privacy.

Thefindingsinclude:

Review of the facility's Telephone Policy, revised 04/01/03, reveal ed telephones would be available at all times for
residents to make and receive private telephone calls. Telephones would be in an areathat offered privacy and accommodated
the hearing impaired.

Observation of Resident #21, on 12/16/15 at 4:03 PM, revealed the resident was laying in bed watching television. A
telephone was observed on the resident's night stand.

Interview with the resident, on 12/16/15 at 4:05 PM, reveaed the telephone service had been out for about five (5) days.
The resident stated the telephone was very important to him/her because it was their only method of communication with
their daughter that lived out of state. The resident stated he/she talked with that daughter daily and it was very
important to the resident because the daughter had multiple health problems and the resident worried about her. The
resident stated another daughter had reported the telephone outage several times and had been told the telephone company
was working on the problem.

Another interview with Resident #21, on 12/17/15 at 9:20 AM, revealed he/she still did not have any phone service. He/She
stated the Administrator at first suggested the resident get out of bed and go to the Nurse's Station to make and receive
phone calls; however, the resident stated it hurt so bad to get out of bed that was not an option. The resident stated the
Administrator offered his persona cell phone, but the resident had a vision deficit and could not see the small numbers.
The resident stated he/she really wished the telephone was fixed because he/she missed talking with his/her daughter daily.
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Observation of the NF1 Unit, on 12/16/15 at 4:25 PM, revealed telephones on the wall of the front, back and middie halls.
However, the telephones had been placed above five (5) feet off the floor and not accessible to anyone in awheelchair.
Interview with the Administrator, on 12/17/15 at 8:40 AM, revealed he was informed on Sunday, December 13, 2015, the
telephone lines on NF1 Unit was not working. The telephone at the Nurses' Station was working because it was on a different
line. He stated a request (ticket) was put in to the Corporate I TT Department on Monday morning, 12/14/15. However, the
Administrator revealed there had been no response. He stated Resident #21's daughter had called and complained about the
phone outage. He stated he had offered his personal cell phone, but the resident declined. He stated residents could use

the telephone at the Nurses' Station. He stated the facility did not have any portable telephones to give to the residents.

The Administrator stated the telephones on the wall could be used, but stated those telephones were usualy used by staff.
Interview with the Maintenance Director, on 12/29/15 at 2:23 PM, revealed he had placed arequest to the Corporate ITT
Department on 12/14/15 for repair. He stated the internal telephone lines from the residents' rooms on NF1 middle and North
halls were not working and had no dial tone. The residents were unable to make or receive telephone calls and the residents
could not call the Nurses' Station. He stated he put in an urgent request on 12/16/15 and a technician came to the facility

on [DATE], determined the problem, and came back on 12/18/15 to repair the telephones.

Reasonably accommodate the needs and pr efer ences of each resident.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview, record review, and facility policy review, it was determined the facility failed to accommodate the
needs of one (1) of thirty-seven (37) sampled residents. (Resident #7). The facility failed to honor the residents
preference of showers instead of a bed baths. The shower bed was broken and the resident had to receive bed baths against
their preference.

Thefindingsinclude:

Review of the facility's policy regarding Accommodation of Needs, dated 09/01/15, revealed the facility would make an effort
to individualize the patient's physical environment to assist the resident in maintaining dignity and well-being to the
extent possible in accordance with the patient's needs and preferences.

Review of the]cl inical record for Resident #7 revealed the facility readmitted the resident on 09/25/15 with [DIAGNOSES
REDACTED].

Review of Resident #7's Admission Minimum Data Set (MDS) assessment, completed on 10/01/15, revealed the facility assessed
the resident as requiring extensive two (2) person assist for bed mobility, transfers, dressing, and bathing. The facility
did not conduct a Brief Interview for Mental Status (BIMS) exam at the time of the assessment due to the resident rarely or
never understood and the facility determined the resident was not interviewable.

Interview with Resident #7's Power of Attorney (POA), on 12/16/15 at 8:15 AM, revealed the resident preferred to get a
shower and not a bed bath. The POA stated the resident did not get a shower over the weekend because the shower bed was
broken. The POA stated he told the aides that the resident required a shower because the resident had fragile skin and
because he/she had enjoyed showers. The POA stated anurse did call him later that weekend and explained the shower bed was
broken.

Review of the Shower Log, for December 2015, revealed Resident #7 received a bed bath on 12/12/15 and on 12/16/15.

Review of the Maintenance Log, for December 2015, revealed no entries pertaining to a broken shower bed.

Interview with Certified Nursing Assistant (CNA) #3, on 12/16/15 at 10:25 AM, reveaed staff gave Resident #7 bed baths this
week because the shower bed was broken. She stated she was unsure how long the shower bed had been broken, but that staff
had given bed baths only in the last week per the shower log. CNA #3 stated she told the nurse about the broken equipment
and assumed the nurse would communicate the issue to maintenance. CNA #3 stated she did not know of another way to
communi cate maintenance needs other than to tell the nurse of a maintenance issue.

Interview with Registered Nurse (RN) #1, on 12/16/15 at 5:25 PM, revealed she had known about the broken shower bed and did
not communicate it to the maintenance department. RN #1 stated she heard other staff discussing the shower bed being broken
and aCNA told her that it was broken. RN #1 stated she did not report the broken equipment to maintenance or writeit in
the maintenance log because she believed, based on the conversation she overheard, staff had already reported the shower
bed to maintenance. She did not follow up with the maintenance department. She stated she should have followed up, but did
not because she assumed someone had already reported the i ssue to maintenance.

Interview with Nursing Facility 2 Unit (NF2 Unit) Manager, on 12/17/15 at 9:45 AM, revealed the Unit Manager had no prior
knowledge of the shower bed being broken. NF2 Unit Manager reviewed the Maintenance L og and stated no staff had reported
the broken shower bed in the Maintenance Log or to her. The Unit Manager stated this was a concern because the resident did
not get the shower he/she needed and had to settle for a bed bath instead. By not reporting the broken equipment so that
the facility could fix it, the facility was not accommodating the needs of Resident #7.

Interview with the Maintenance Director, on 12/17/15 at 10:10 AM, revealed the facility had one (1) shower bed for totally
dependent residents to take showers. The Maintenance Director stated he first became aware of the broken equipment on
12/16/15 about 5:45 PM when nursing staff called to report the broken equipment. He stated staff did not write down the
maintenance issue in either of the maintenance logs in the facility. The Maintenance Director stated staff could have
reported maintenance issues by calling, emailing, or writing them in the maintenance log. Staff did not follow the process
for reporting a maintenance concern.

Interview with the Director of Nursing (DON), on 12/17/15 at 11:23 AM, reveaed the nursing staff did not follow the process
for reporting broken equipment, which resulted in Resident #7 not getting desired showers. The DON further stated the
facility had only one (1) shower bed. She stated it was necessary for the equipment to function and staff should have
informed management of the issue immediately. Nursing, either CNAs or Nurses, should have notified maintenance of the
broken shower bed by calling the maintenance department. The DON stated she was unsure if the facility had provided
education or in-services to the nursing staff on how to report maintenance issues.

Interview with the Administrator, on 12/17/15 at 1:12 PM, revealed he became aware of the damaged shower bed in morning
meeting on Monday morning (12/14/15). He stated a nurse attending the meeting discussed it. The Administrator stated
morning meeting was one of the ways the facility communicated maintenance concerns to the maintenance department. Staff may
also notify maintenance of concerns via the maintenance log system. The Administrator stated any staff could have reported
amaintenance concern. The Administrator further stated Monday morning was the first day of employment for the Maintenance
Director and stated he, the Administrator, did not follow up with the Maintenance Director to ensure items discussed in
Monday morning meeting were completed. He further stated the facility did not keep notes of the morning meetings from which
the Maintenance Director may have learned of the issue.

Provide activities to meet the inter ests and needs of each resident.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, record review, and facility policy review, it was determined the facility failed to ensure
residents identified as needing one on one (1:1) activities were provided the activities for one (1) of thirty-seven (37)

residents, Resident #7. Activity Assistant #1 and #2 did not provide one on one (1:1) activities for Resident #7 and were

not aware the resident had been assessed for 1:1 activities.

Thefindingsinclude:
Review of the facility's policy regarding Resident's Choice, dated 07/01/14, revealed the facility identified residents had

the right to participate in activities of their choosing. The facility would provide opportunities for recreation and

socia involvement. The facility would invite residents to attend activities and would provide the opportunity for

residents to participate in structured and individual activity programs. The facility would determine the preferences of
individuals who were not interviewable through communication with the resident's family and caregivers. The facility would
offer alternative activities to any residents who did not prefer to participate in structured programs.
Review of Resident #7's clinical record revealed the facility readmitted the resident on 09/25/15 with [DIAGNOSES REDACTED)].
Review of Resident #7's Admission Minimum Data Set (MDS) activity assessment, completed on 10/01/15, revealed the facility
assessed the resident's activity preferences to include magazines, listening to music, and group activities. The assessment

also stated the resident found it important to listen to music, do hig’her favorite activities, to do things with groups of

people, and to participate in religion services or practices.
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Review of Resident #7's Comprehensive Care Plan revealed the facility developed an Activity Care Plan, on 11/11/15, witha
goal of the resident demonstrating increased interest, increased motivation for involvement, and increased positive affect,
with atarget date of 01/01/16. The care plan aso had a goal the resident would have increased social engagement as
evidenced by participation in one to one (1:1) visits, small groups, and unstructured involvement with peers, family,
friends, and staff. The interventions on the Activities Care Plan included staff would have established a relationship with
the resident via one to one interventions, informal conversations and small groups and staff would provide frequent contact
in order to develop rapport.

Observations of Resident #7, on 12/15/15 at 11:15 AM, revealed 1:1 activities by facility staff did not occur as the

resident was alone, in higher room in aGeri Chair; at 12:15 PM the resident was alone, in his’her bed with eyes open; at
2:15 PM the resident was aone, in bed on his/her right side with his’her eyes closed. On 12/16/15 at 8:15 AM, the resident
wasin the Geri Chair and his’her Power of Attorney (POA) was visiting and no staff were present; at 11:00 AM, the resident
was alone, in bed with his’her eyes open.

Review of the Progress Notes between the dates of 09/28/15 and 11/14/15, revealed Activities did not make a Progress Note in
the resident's clinical record.

Interview with Resident #7's POA, on 12/16/15 at 8:15 AM, revealed staff had not discussed Resident #7's participation in
1:1 activities or small group activities with him. The POA had never seen the resident participating in any social

activities in the facility. The POA further stated staff should be working with the resident more because he/she was not
making progress.

Interview with Certified Nursing Assistant (CNA) #3, on 12/16/15 at 10:25 AM, reveaed the facility did not provide
activities for Resident #7. She stated Resident #7 did not participate in any group activities. The CNA stated the only

social activities the resident received were when his’her POA visited.

Interview with Nursing Facilty 2 (NF2) Unit Manager, on 12/16/15 at 5:25 PM, revealed the Activities Department had not
provided 1:1 activities to Resident #7. She stated the Activities Department was responsible for providing any scheduled
1:1 activities. She further stated she had not observed the resident in any small groups. She stated the only social
activities the resident received was when his/her POA visited and the contact with CNAs and nurses.

Interviews with Activities Assistants' #1 and #2, on 12/17/15 at 9:10 AM, revealed the assistants completed the Activities
Assessments for residents upon admission and quarterly. Activities Assistant #1 further stated after completing the
Activities Assessment, the Activities Director placed the interventions on the Comprehensive Care Plan. However, the
Activities Director had been on leave from the facil ity since 10/07/15. For residents who were dependent, Activitieswould
provide a 1:1 activity program that included spending time with the resident in their room. The activities may include
putting lotion on the resident's hands, singing to them, providing nail care, or another activity the resident may enjoy.
Continued interview with Activities Assistant #2 revealed the Activities Department had not provided social activities for
Resident #7, which placed the resident at risk of significant decline. She also stated she had not taken the resident to

any small group activities, that the only thing she did was to hang the activities calendar in the resident's room and the
only social activities the resident received was when his’her POA visited. Activities Assistant #2 further stated the
activities plan should have been in addition to any social activities provided by the POA and the POA activities were not
an adequate replacement for the activities program. Activities Assistant #2 stated without social activities the resident

was at risk for depression and significant overall decline.

Interview with the Administrator, on 12/17/15 at 1:12 PM, revealed he was providing oversight of the Activities Department
while the Activities Director was on leave. The Activities staff should have been using an activity log to track each
resident's activities.

Provide housekeeping and maintenance services.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and review of housekeeping records, it was determined the facility failed to maintain a
clean environment for three (3) of four (4) nursing units. Nursing units Nursing Facility 1 (NF1), Nursing Facility 2
(NF2), and the Transitional Care Unit (TCU) had multiple windows with a heavy build-up of dust and dirt. In addition, many
of the windows had hand prints on them.

The findings include:

Thefacility did not provide a Housekeeping policy.

Review of the Healthcare Services Group Housekeeping Daily Routine, not dated, revealed from 10:15 AM-11:00 AM housekeepers
were to complete deep cleaning of assigned rooms. In addition, from 11:00 AM to 12:00 PM housekeepers were to clean
assigned resident rooms in accordance with the Daily Focus Calendar.

Review of the Healthcare Services Group Housekeeping Daily Focus Calendar, not dated, revealed Windows, Blinds, and Window
sills were cleaned every Sunday.

Review of the Healthcare Services Group Deep Clean Check off List, not dated, revealed housekeepers were to clean window
sillsand the inside of the windows as part of daily deep cleaning tasks.

Observation of the Hallway between NF1 and NF2 Units, on 12/16/15 at 3:55 PM, revealed the outside of the windows had a
white film and were soiled with dirt.

Observation of the NF1 Unit Dining Room, on 12/16/15 at 4:17 PM, revealed the inside of one window was splattered with a
hard white substance.

Observation of the Transitional Care Unit (TCU), on 12/17/15 at 9:35 AM, revealed Resident Rooms 313, 327, and 408 had a
build-up of dirt on the outside of the windows. In addition, Resident Room 408 was streaked with dried bird feces.

Observation of the NF2 Unit, on 12/17/15 at 9:46 AM, revealed Resident Rooms 205 and 209 had awhite film on the windows
with dirt and dust build-up. In addition, the Emergency Exit door on the front hall had dirt built-up and large cobwebs on
the outside of the windows. The door in the NF2 Unit common area leading to the Courtyard had a build-up of dirt on the
outside of the windows and was covered with hand and finger prints on the inside and outside of the windows.

Observation of the NF1 Unit, at 9:53 AM on 12/17/15, revealed Resident Rooms 101, 111, and 129 had a buildup of dust and
dirt on the outside of the windows.

Interview with Unsampled Resident N, on 12/17/15 at 4:40 PM, whom the facility assessed with [REDACTED].

Interview with the Housekeeping Supervisor, on 12/16/15 at 3:45 PM, revealed Housekeeping staff were contracted through
Healthcare Services Group to provide services to the facility. The Housekeeping Director stated the inside of the windows
were cleaned daily; however, he did not know of a cleaning schedule for the outside of the windows and did not know the
last time they were cleaned. The Housekeeping Supervisor stated he was aware of the dirty windows throughout the building
and this concern was discussed approximately one month ago when the District Manager for Healthcare Services and the
Regional Maintenance Director were in the building. The Housekeeping Supervisor stated since then nothing had been done to
follow up on the dirty windows concern and he had not scheduled a cleaning for the outside windows.

Interview with the Administrator, on 12/17/15 at 11:22 AM, revealed the outside windows should be cleaned twice a year per
the facility contract with Healthcare Services Group. In addition, the Administrator stated it was the responsibility of
the Housekeeping Supervisor to monitor the cleanliness of the windows and set up appointments for window cleaning when
needed. The Administrator stated the windows were dirty and in need of cleaning. In addition, he stated a few months ago
the Resident Counsel did have a concern with the cleanliness of the windows; however, he did not remember what, if any,
action was taken to correct the dirty windows. The Administrator did not provide any evidence of any action taken to clean
the dirty windows.

Review or revisetheresident's care plan after any major changein aresident's physical

or mental health.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, and review of the Resident Assessment Instrument (RAI) Manual it was determined the
facility failed to conduct a significant change in status for one of thirty-seven (37) sampled residents. Resident #18

sustained a[MEDICAL CONDITION] with amajor declinein two or more areas of mobility that did not resolve itself without
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further interventions. The facility failed to identify the significant change and did not conduct the assessment.
Thefindingsinclude:
The facility did not provide a specific policy for Significant Change Assessments.

Interview with the Minimum Data Set (MDS) Coordinator, on 12/17/15 at 3:12 PM, revealed she used the Resident Assessment
Instrument (RAI) Manua for reference.

Interview with the Corporate Manager of Clinica Operations, on 12/17/15 at 1:07 PM, revealed the facility used the RAI

process.

Review of the RAI Manual 3.0, dated October 2014, Chapter 2, page 2-20, revealed a Significant Change in Status A ssessment
(SCSA) is acomprehensive assessment for aresident that must be completed when the Interdisciplinary Team (IDT) has
determined that a resident meets the significant change guidelines for either improvement or decline. A significant change

is adecline or improvement that will not normally resolve itself without intervention by staff or by implementing standard
disease-related clinica interventions; is not self-limiting; impacts more than one area of the resident's health status;

and, requires interdisciplinary review and/or revision of the care plan.

Review of the clinical record for Resident #18 revealed the the facility readmitted the resident on 10/16/15 with a status
[REDACTED]. Other [DIAGNOSES REDACTED].

Review of the Quarterly MDS Assessment, dated 10/05/15, previous to surgery, revealed the resident was independent with
Activities of Daily Living (ADLS) prior to the[MEDICAL CONDITION]. Review of the most current Quarterly MDS Assessment,
dated 10/22/15 revealed the facility assessed the resident as dependent with Activities of Daily Living (ADL) and required
extensive to total assist from staff with bed mobility, transfers, ambulation, locomotion, eating, dressing, toilet use,

personal hygiene, and bathing. These declines were noted after the[MEDICAL CONDITION] and surgery.

Review of the comprehensive care plan related to the [MEDICAL CONDITION], dated 10/22/15, revealed revision of the care plan
was required as aresult of the [MEDICAL CONDITION] that impacted the resident's ability to function independently.

Physical and Occupational therapy were required to improve the resident's mobility status.

Interview with the MDS Coordinator, on 12/17/15 at 3:12 PM, revealed the staff followed the RAI Manual to determineif a
significant change in status assessment was required. She stated two or more areas of decline or improvement would be

required. She stated the facility's computer software should have red flagged the changes. She stated the interdisciplinary

team would discuss the changes to determine if it was a true change or temporary. She stated the staff could override the
computer software and stated a Significant Change in Status Assessment should have been conducted because the decline was
not self-limiting. She could not say why the assessment was not conducted, because she had not conducted the assessment.
Interview with the Case Manager for MDS, on 12/17/15 at 3:59 PM, revealed she had called the person who had conducted the
Quarterly Assessment instead of the Significant Change in Status Assessment. She stated she thought the resident's declines
were self-limiting related to an acute condition ((MEDICAL CONDITION]) and once the resident received therapy would return
to baseline. She stated a Significant Change in Status Assessment should have been conducted according to the RAl Manual.

Make sure services provided by the nursing facility meet professional standards of
quality.

Based on observation, interview, and review of the facility's policy, it was determined the facility failed to follow
professional standards of practice to ensure medications were signed by the nurse after administering medications for two
(2) of fourteen (14) unsampled residents, (Unsampled Residents J and K). Licensed Practical Nurse (LPN) #1 signed the
Medication Administration Record [REDACTED].

The findings include:

Review of the facility's policy, regarding General Dose Preparation and Medication Administration, dated 12/17/15, revised
03/01/11, revealed after medication administration, staff was to document the necessary medication administration
information when medications were given.

Review of the Lippincott Nursing Center eNews, dated 05/27/11, revealed the five (5) rights of medication administration had
three (3) added to the list. In addition to the Right Patient, Right Medication, Right Dose, Right Route, and Right Time,
the Right Documentation, Right Reason and Right Response were added. Under the Right Documentation it stated to document
AFTER giving the ordered medication. Chart the time, route, and any other specific information as necessary.

Observation, on 12/16/15 at 8:15 AM, of the medication pass on the 100 Hall revealed Licensed Practical Nurse (LPN) #1
signed that the medications were given prior to administration to Unsampled Resident J. Next LPN #1 proceeded to provide
medications to Unsampled Resident K and she signed for the medications before administering them to the resident.

Interview, on 12/16/16 at 9:07 AM, with LPN #1 revealed she understood aresident's right to refuse a medication. LPN #1
stated she had to sign for the medications regardless if aresident took them or refused them. She questioned what
difference did it make if she signed for the medications now or after she gave them and then stated if aresident did not
take the medication, she would circle the medication.

Interview with Director of Nursing (DON), on 12/16/15 at 4:06 PM, revealed she expected nurses to know medication rights.
She stated the nurses would knock on the door, explain the medications to a resident, administer medications as directed
and then a nurse would sign for the medications after they had been administered.

Provide care by qualified persons according to each resident'swritten plan of care.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, record review and review of the facility's policy, it was determined the facility failed to
have an effective system in place to ensure staff implemented the care plan interventions for three (3) of thirty-seven
(37) sampled residents. Residents #7, #9 and #29.

Thefacility assessed Resident #29 to have el opement tendencies due to the resident's history. The facility developed a care
plan with agoal that the resident would not leave the building without an escort. A Wander Guard device was applied to
aert staff when the resident attempted to leave the building. On 12/16/15 at approximately 5:35 AM, Resident #29 eloped
from the building without staff knowledge. The resident was found in the middle of abusy road with two (2) cars from
opposite directions flashing their lights to avoid hitting the resident. Upon return to the facility, the resident's Wander
Guard device activated the exit door's dlarm. The resident was assessed and found with no injuries. The facility's
investigation determined the alarming exit doors were functioning properly; however, facility staff had failed to respond
to the alarm according to facility policy. The staff failed to search the area around the alarming door (including looking
outside) and failed to ensure all residents were present. (Refer to F323)

In addition, the facility failed to provide assistance with bathing for Resident #9, who required assistance of one by staff
for ba}hi n%geeds The Activities Department failed to provided assessed one on one (1:1) activities for Resident #7 as
care planned.

Thefacility's failure to follow the plan of care for residents placed those residentsin a situation that has caused or is
likely to cause serious injury, harm, impairment, or death. Immediate Jeopardy was identified on 12/18/15 and determined to
exist on 12/16/15. The facility was notified of the Immediate Jeopardy on 12/18/15.

Thefacility provided an acceptable Allegation of Compliance (AOC) on 12/23/15 which alleged removal of the Immediate
Jeopardy on 12/22/15. The State Survey Agency verified Immediate Jeopardy was removed on 12/22/15 as alleged, prior to exit
on 12/30/15. The Scope and Severity was lowered to a D while the facility implements and monitors the Plan of Correction
for the effectiveness of systemic changes and quality assurance.

The findings include:

Review of the facility's policy regarding Care Plans, revision date of 01/02/14, revealed the resident care plan would
include measurable objectives to meet patient needs and goals asidentified by the assessment process. The purpose of care
plans was to provide necessary care and services to attain or maintain the resident's highest practicable physical, mental,
and psychosocia well-being.

Interview with the Corporate Manager of Clinical Operations, on 12/17/15 at 1:07 PM, revealed the facility used the Point
Click (computer software program) library to develop the resident's care plan. Outside of that, the facility used the
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Resident Assessment Instrument (RAI) process.

Review of the facility's policy regarding Elopement of residents, revision date of 05/15/14, revealed all residents would be
evaluated for elopement risk upon admission, re-admission, quarterly and with a change in condition as part of the nursing
assessment process. Those determined to be at risk for elopement would receive appropriate interventions to reduce risk and
minimize injury. For those residents identified at risk, an interdisciplinary elopement prevention care plan would be
developed with individual risk factors and patterns identified and addressed within the care plan.

1. Review of the clinical record for Resident #29 revealed the resident had resided at the facility since 07/17/13. Review

of the most current [DIAGNOSES REDACTED].

Review of the Annual Minimum Data Set (MDS) Assessment, dated 05/02/15 and the Quarterly MDS Assessment, dated 10/20/15,
revealed the facility assessed the resident to have a severe cognition loss with a Brief Interview for Mental Status (BIMS)
score of three (3) out of possible fifteen (15). The facility assessed the resident to require minimum assistance from

staff with ambulation (with awalker) in the room and outside in the corridor.

Review of the comprehensive care plan, revised 12/17/15, revealed a care plan was developed on 05/14/15 for risk of
elopement related to the resident's cognition loss and [DIAGNOSES REDACTED]. The goal was for the resident not to leave the
building without an escort. The interventions implemented on 05/14/15 included: encourage independence whilein the
building, but ensure supervision while outside, educate staff of elopement potential, triggers, and prevention measures,

and if unable to redirect resident, stay with the resident and provide support and supervision. On 11/09/15, the care plan

was revised to include a Wander Guard device with placement and function to be checked. An additional intervention was
added on 11/09/15 that instructed staff to document any unsafe wandering and notify the physician and family.

Review of aprogress note, dated 12/16/15 at 7:16 AM, revealed the resident was found outside. Review of the facility's
investigation revealed Resident #29 eft the building through Entrance B doors without staff knowledge. The resident was
found walking with arolling walker in the middle of a busy road, between two (2) cars from opposite directions, flashing
their head lights to avoid hitting the resident. The facility's investigation revealed facility staff failed to respond to

the door alarm and search the surrounding area (including outside) according to facility policy. In addition, the

investigation revealed someone had to silenced the alarm, but nobody admitted to the act.

Post survey interview with CNA #22, on 01/20/16 at 11:52 AM, revealed she knew the resident had behaviors of wandering and
exit seeking and had a WanderGuard device. The resident was independent with dressing, transfers, and ambulation. She
stated the resident walked with awalker and walked very fast. She would look in the ADL book at the nurses station that
included care plansto find out what the resident's care needs were. The resident's supervision level was the same for any
resident at that time, check on the resident every two hours. She stated she had access to the care plan through the ADL

book and the nurses would update that book for the aides. If she did not know the resident's care plan interventions she
would look in the ADL book. It was her first time caring for Resident #29. At the time of the elopement the CNA wasin
another resident's room getting them up for the day. The last time she saw Resident #29 was around 4:30 AM. The resident
was in her room, dressed, and sitting in the recliner.

Interview with Licensed Practical Nurse (LPN) #12, on 12/17/15 at 6:14 PM, revealed he worked Nursing Facility 2 (NF2) Unit
and was responsible for Resident #29 the morning the resident eloped from the building. He stated the resident had been
identified at risk for elopement and there had been talk regarding moving the resident to the secure unit prior to the
elopement, but couldn't say when. He stated staff was familiar with the resident's wandering and was to provide supervision
to prevent an elopement. He stated he saw the resident at 5:20 AM, and did not know when he/she had |eft the unit.

Post survey interview with LPN #12, on 01/19/16 at 7:01 PM, revealed he did not know the interventions for Resident #29 in
regards to supervision to prevent elopement, but he could look at the Kardex or the care plan on the electronic clinical

record. As far as the implementation of the care plan he said he had just seen the resident five minutes before and she was
just aregular supervision not a one to one (1:1). He stated the WanderGuard device was part of the supervision to alert

staff when the resident was attempting to leave the building. He stated he had not checked Resident #29 or any residents
who utilized a WanderGuard device when the door alarm activated nor had he checked anyone else. He would not normally check
residents with the WanderGuard device when the door alarm activated . He stated he thought he had followed the care plan.
He further stated he could not know the whereabouts of all residents unless they were on 1:1 supervision. Resident #29 was
not on 1:1 supervision at the time of the elopement.
2. Review of I]?&si dent #9's clinical record revealed the facility admitted the resident on 07/08/15, with [DIAGNOSES
REDACTED].

Resident #9's Quarterly Minimum Data Set (MDS), dated [DATE], assessed the resident with a Brief Interview for Mental Status
(BIMS) of afifteen (15), meaning the resident was interviewable. In addition, the facility assessed Resident #9 as totally
dependent on staff for bathing, and required a one person physical assistance with bathing.

Review of Resident #9's Care Plan initiated on 07/10/15 revealed the focus was the resident was dependent for Activities of
Daily Living (ADL) care in bathing due to chronic disease. The goal, initiated on 07/10/15 with atarget date of 02/26/16,
was for Resident's ADL care needs to be anticipated and met in order to maintain the highest practicable level of

functioning and physical well-being for the next ninety (90) days. The intervention, initiated on 07/10/15, was the

resident required total to extensive assistance with bathing tasks.

Review of NF1 Shower Schedule, revealed Resident #9 was to get a shower every Tuesday and Friday on the first shift.
Review of the Weekly Bath and Skin Report for Resident #9, revealed on 12/02/15 the form did not identify what type of
hygiene was provided, 12/08/15 a bed bath was provided, and on the 12/15/15 the resident refused three times. Resident #9
did not receive a shower/bath on 12/04/15 or 12/11/15, which was his’her designated shower days. In addition, review of
Resident #9's ADL Record, dated 12/01/15 through 12/16/15, revealed from 12/04/15 to 12/11/15, he/she did not receive a
bath/shower, or sponge bath; an eleven (11) day time span.
Observation of Resident #9, at 12:45 PM on 12/15/15, revealed he/she was laying in bed on his/her back, dressed in a
hospital gown. Resident #9's hair was greasy, and matted to his’her head.

Interview with Resident #9, at 5:05 PM on 12/15/15, revealed he/she was not getting showers or bed baths consistently and on
average he/she was given a shower or bed bath only once per week. Resident #9 stated it made him/her feel bad when she
wasn't clean.

Interview with CNA #4, on 12/16/15 at 8:07 AM, revealed Resident #9 was totally dependent on staff for bathing needs and
showers were provided based on the shower schedule; however, the resident would refuse at times. Refusals must still be
documented in the shower book, so staff would know a shower was attempted. He further stated they would attempt a second
time and if the resident refused and they would notify the nurse or the Unit Manager. However, review of the weekly shower
and skin report revealed there was no documentation for 12/04/15 or 12/11/15.

Interview with CNA #7, on 12/16/15 at 8:05 AM and 12:17 PM, revealed the resident needed assistance with showers and
bathing. However, she did not provide care to Resident #9 during the days of 12/04/15 through 12/11/15.

Interview with the NF1 Unit Manager, on 12/17/15 at 1:25 PM, revealed care plans should be followed by all staff per
facility policy. She stated she reviewed the shower sheets and used Sundays as a make up day for those residents who missed
their shower. Review of the ADL record for December revealed the 6th was a make up opportunity; however, the record was
documented with all eights meaning activity did not occur. In addition, the Unit Manager stated Resident #9 was dependent
on staff for bathing/shower needs, and the facility was not meeting his’/her needs. The NF1 Unit Manager stated staff was

not providing care in accordance with Resident #9's ADL care plan.

Interview with the Director of Nursing (DON), at 2:20 PM on 12/17/15, revealed care plans were developed based upon the
specific needs assessment of each resident. In addition, the DON stated it was facility policy for resident care plans to

be implemented, updated, and followed. The DON revealed, al activities of daily living (ADLSs), including showers/baths,
should be care planned and followed by all staff. The DON stated the documentation did not prove shower/bathing assistance
was being provided consistently, nor was facility staff meeting Resident #9's ADL care needs identified in his’her care

plan.
3. Review of Resident #7's clinical record revealed the facility readmitted the resident on 09/25/15 with [DIAGNOSES
REDACTED].

Review of Resident #7's Admission Minimum Data Set (MDS) activity assessment, completed on 10/01/15, revealed the facility
assessed the resident's activity preferences to include magazines, listening to music, and group activities. The assessment
also stated the resident found it important to listen to music, do higher favorite activities, to do things with groups of
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people, and to participate in religion services or practices.

Review of Resident #7's Comprehensive Care Plan revealed the facility developed an Activity Care Plan, on 11/11/15, with a
goal of the resident demonstrating increased interest, increased motivation for involvement, and increased positive affect,
with atarget date of 01/01/16. The care plan aso had a goal the resident would have increased social engagement as
evidenced by participation in one to one visits, small groups, and unstructured involvement with peers, family, friends,

and staff. The interventions on the Activities Care Plan included staff would have established arelationship with the
resident via one to one interventions, informal conversations and small groups and staff would provide frequent contact in
order to develop rapport.

Observations of Resident #7, on 12/15/15 at 11:15 AM, revealed one on one (1:1) activities by facility staff did not occur
asthe resident was alone, in hissher room in a Geri Chair; at 12:15 PM the resident was alone, in his’her bed with eyes
open; at 2:15 PM the resident was alone, in bed on hig/her right side with his/her eyes closed. On 12/16/15 at 8:15 AM, the
resident was in the Geri Chair and his’her Power of Attorney (POA) was visiting and no staff were present; at 11:00 AM, the
resident was alone, in bed with his/her eyes open.

Interview with Certified Nursing Assistant (CNA) #3, on 12/16/15 at 10:25 AM, reveaed the facility did not provide
activities for Resident #7 and the resident did not participate in any group activities. CNA #3 had never observed staff
providing the resident with 1:1 activities per the resident's plan of care.

Interview with NF2 Unit Manager, on 12/16/15 at 5:25 PM, revealed the Activities Department had not provided 1:1 activities
to Resident #7. However, the Activities Department was responsible for providing any scheduled 1:1 activities. She had not
observed the resident in any small groups and the only social activities the resident received was when his’her POA visited
and the contact with CNAs and nurses.

Interviews with Activities Assistants #1 and #2, on 12/17/15 at 9:10 AM, revealed the Activities Department had not been
providing 1:1 activities for Resident #7 per the resident's assessment and care plan. The Activities Assistant #1 reviewed
the care plan and stated she was unaware Resident #7 was placed on a 1:1 activity schedule and the resident had not been
receiving the 1.1 activities.

Continued interview with Activities Assistant #2 reveal ed the assistants completed the Activities Assessments and the
Activities Director placed the activities interventions on the Comprehensive Care Plan. Since the Activities Director had
been on leave, an activities employee from another facility had assisted in getting the activities on the care plansin the
computer. The Administrator supervised the Activities Assistants while the Activities Director was on leave. Activities
Assistant #2 reviewed the care plan and activities plan for Resident #7 and stated she was unaware Resident #7 should have
received 1:1 activities.

Interview with the Administrator, on 12/17/15 at 1:12 PM, revealed he was unaware of the issue with Resident #7 not
receiving 1:1/social activities from the Activities Department per the resident's plan of care.

The facility provided an acceptable credible Allegation of Compliance (AOC) on 12/23/15 and took the following actions to
remove the Immediate Jeopardy.

1. Upon Resident #29's return to the facility, atotal body audit was conducted by LPN #12 with no injuries found.

2. The resident was placed on one-on-one supervision until the resident was moved to a secure locked unit.

3. The Administrator was notified of the incident on 12/16/15 at 6:10 AM, Director of Nursing at 6:00 AM, the resident's
physician, who is also the Medical Director, was notified of theincident on 12/16/15 at 6:15 AM with family notification
at 6:30 AM.

4. LPN #12 conducted an Elopement Evaluation that reflected an actual elopement.

5. The facility conducted avisual validation of al residents. All 175 residents were present inside the facility.

6. The Maintenance Director checked all egress doors, on 12/16/15 at 8:00 AM, and found all door alarms were working
properly in relation to secure locks, Wander Guard alarms, and audible alarms. After the test at approximately 8:30 AM, The
Maintenance Director reset al mag locks with anew exit code. All door codes would be changed monthly for six (6) months.
Entrance B's door alarm activated when the resident was returned to the building. The resident's Wander Guard device was
found to be working.

7. The Director of Nursing conducted staff interviews with staff working at the time of the elopement. LPN #12 voiced
hearing the door alarm sounding at approximately 5:30 AM. No other staff voiced they heard the alarm. No staff witnessed
Resident #29 exit the facility.

8. On 12/17/15, al one hundred seventy-six (176) residents were reassessed for elopement risk by using the Elopement Risk
Evaluation form. Thirty-three (33) residents were assessed to be at risk for elopement. These residents’ care plan and
Kardex were reviewed and updated as indicated.

9. An Ad-hoc Quality Improvement Committee meeting was held on 12/16/15 to review the Elopement and Care Plan Policy, no
changes were made.

10. Staff re-education began on 12/16/15 and was completed on 12/21/15. The education included the facility's Elopement
Policy, staff response to adoor alarm, different door alarm sounds, routine and Wander Guard. The facility staff and
housekeeping contract employees were instructed that door codes were not to be given to any visitor, family member, or
vendor. Staff would assist all visitors out the exit doors. Each employee completed a post-test to validate learning and
must score a 95%.

11. Written education regarding each alarm sound was placed at each nurses' station for continuous staff reference.

12. All egress exit door codes were changed on 12/16/15 and staff will have to assist visitors when exiting the center. A
sign was placed on each exit doors stating Please be mindful that no resident of the facility is exiting with you. After
hours, Entrance B doors would be locked at 7:00 PM and unlocked at 8:00 AM.

13. A letter was mailed to residents' families to notify them of the new security measures. A letter was mailed to all
vendors, Emergency Medical Services, and physicians informing them the door codes would no longer be given out and
requesting attention of security when entering and exiting the facility.

14. Elopement drills were conducted on each shift through 12/21/15 for audit training compliance.

15. The Wander Guard devices would be checked every shift and documented on the Treatment Administration Record. All Wander
Guards devices were checked and found to be working properly.

16. Exit Doors: The Maintenance Department would check the door alarms Monday through Friday with the weekend Administration
person on call performing the door checks on the weekends.

Entrance B locking system would be audited by the Maintenance Department daily for four weeks.

17. An Ad-Hoc Quality Improvement Committee meeting was held on 12/21/15 to review the elopement event and corrective plans.
The Medical Director was present. The Quality Improvement Committee will meet monthly for six months or until issues are
resolved.

The State Survey Agency validated the implementation of the facility's AOC as follows:

1. Review of the Electronic Record, dated 12/16/15 at 7:16 AM, revealed a physical assessment was conducted with vital signs
taken and recorded to be within normal range for the resident. The record revealed the resident's primary physician
assessed the resident on 12/16/15 at 3:05 PM that included all body systems. No injuries were noted

2. Review of the Electronic Record revealed the resident was placed on one-on-one supervision after returned to the facility
and transferred to the secure unit at 4:00 PM. Review of the One-on-One Supervision Sheet, dated 12/16/15, revealed the
resident was on one-on-one supervision from 6:00 AM until 5:30 PM.

3. Review of aProgress Note, dated 12/16/15 at 7:16 AM, validated the notification.

4. Review of the Elopement Evaluation conducted on 12/16/15 revealed the resident remained at risk for elopement.

5. Review of the census count revealed one hundred seventy-five (175) were present in the facility at the time of the count.
Interview with the DON, on 12/30/15 at 8:59 AM, revealed a complete head count was conducted after the resident was
returned to the building and all residents were present.

6. Interview with the Maintenance Director, on 12/29/15 at 2:23 PM, revealed he had checked al exit doors and found all
aarms were working properly on the day of the elopement. He stated he changed the code to all mag lock exit doors that day
and would be changing the door codes monthly for at least six (6) months. Interview with Certified Nursing Assistant (CNA)
#8 on 12/17/15 at 4:23 PM and LPN #12 on 12/17/15 at 6:14 PM, validated the resident's Wander Guard device activated the
door alarm when the resident was returned to the building.
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Level of harm - Immediate | alarm. No staff witnessed the resident leave the building.

7. Review of the facility'sinvestigation revealed twelve (12) staff was interviewed and only one recalled hearing the door

jeopardy 8. Review of the Elopement Risk Evaluation forms revealed the facility had assessed one hundred seventy-six (176) residents.

Validated thirty-three (33) residents were identified at risk for elopement. These residents photo and information was

Residents Affected - Few placed in an Elopement Binder at each unit. Review of the residents Kardex revealed all thirty-three (33) residents were

pictures were in the Elopement Binder, and information on the Kardex.

revealed the meeting was held on 12/16/15 as stated.

to take a post-test and score 95%.
9:25AM,

score 95%.

checks on the Treatment Administration Record (TAR). In addition, care planning was reviewed.
ensure the nurses are checking the Wander Guard devices.

alarm sounded.

respond.
11. Observation on 12/28/15 at 1:05 PM, revealed posting of the written education on all four units.

Homestead Unit doors.

coded keypad

of the new security measures.

meeting to ensure the audits were completed.
discussed during the morning meetings.

residents Wander Guard devices were applied and functioning properly.

functioning properly.

Review of the door audits revealed no problems found.

achieved.

committed to attending the next Quality Improvement meeting scheduled for 01/07/16.

F 0309 Provide necessary care and servicesto maintain the highest well being of each resident

**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

updated and Care plans of the residents at risk had been reviewed and updated as needed. Review of sampled Residents #30,
31, 32, 33, 34, 35, 36, and 37 during the extended survey revealed the residents care plans had been updated, their

9. Review of the Elopement Policy and Care Plan Policy revealed no changes. Review of the sign in sheet for the meeting

10. Review of the training records revealed al active employees received the training with post- test given.
Validation of training interviews were conducted on 12/28/15 with CNA #10 at 2:04 PM, Unit Manager of Homestead at 2:15 PM,
LPN #13 at 1:30 PM, CNA #19 at 3:16 PM, and CNA #20 at 3:24 PM. The staff stated they had received training on the
Elopement Policy and what to do when a door alarm sounded. The staff had good knowledge of the process and stated they had

On 12/29/15, the following staff were interviewed regarding the training they received: CNA #7 at 9:07 AM, CNA #11 at 9:12
AM, CNA #12 at 9:14 AM, CNA #13 at 9:30 AM, CNA #4 at 9:41 AM, CNA #14 at 3:19 PM, CNA #15 at 3:04 PM, CNA #16 at

CNA #17 at 3:07 PM, CNA #18 at 3:23 PM, CNA #19 at 3:16 PM, and CNA #20 at 3:24 PM. The staff was knowledgeable of the
facility's Elopement Policy and what to do if the door alarm was activated. They were required to take a post-test and

Interviews conducted on 12/29/15 with Licensed Practical Nurse (LPN) #1 at 9:02 AM, LPN #14 at 9:05 AM, LPN #9 at 9:28 AM,
LPN #15 at 9:25 AM, #9 at 9:42 AM, LPN #17 at 2:28 PM, and LPN #16 at 2:35 PM revealed they had received re-education on
the Elopement Policy, they are responsible for checking the Wander Guard devices three (3) times aday and record the

Interview with the Unit Manager of Homestead, on 12/28/15 at 2:15 PM, and NF1 Unit, on 12/29/15 at 10:30 AM, revealed
training was provided to them and a post-test was required. The Managers are responsible for audits of the TAR and to

Interview with Housekeeper #1, on 12/29/15 at 9:17 AM, and Housekeeper #2 on 12/29/15 at 9:00 AM, revealed the facility
provided training for all contract housekeeping staff regarding the facility's Elopement Policy and what to do when a door

Interview with the Maintenance Director, on 12/29/15 at 2:23 PM, and the Maintenance Assistant, on 12/29/15 at 8:34 AM,
revealed they received training on the Elopement Policy and door alarms. They took the post-test also.

Interview with the Staff Educator, on 12/29/15 at 4:26 PM, revealed she had provided most of the training. She stated she
conducted most training in small groups. She stated she devel oped talking points for the elopement and care plan education.
These talking points were the bases for the post-test that each employee was required to take. She stated the education
included door codes not to be given out to anyone that was not an employee of the facility and door alarms and how to

12. Observations during the extended survey revealed facility assisting visitors when exiting the building including
surveyors on 12/28/15 through 12/30/15. Observation upon entrance to the facility on [DATE] at 11:05 AM revealed the sign
was posted at the Entrance A doors and observation at 11:20 AM revealed the sign was posted on the Entrance B doors and the

Interview with the Maintenance Director, on 12/29/15 at 2:23 PM, revealed a new timer was placed on the Entrance B keypad to
lock the doors from 7:00 PM to 8:00 AM. He stated a visitor will have to ring abell and staff will have to go to the door
to let the person in. When the visitor is ready to leave the building, staff would assist by opening the door, using the

13. Review of the letters, dated 12/21/15, revealed letters were sent to the vendors, families, and physician notifying them

14. Review of the audits revealed the elopement drills were conducted as stated. Audits will be reviewed during the morning
Interview with the Director of Nursing, on 12/30/15 at 8:59 AM, revealed elopement drills were conducted and the audits were
15. Observation of aWander Guard device check, on 12/28/15 at 1:27 PM, in the Homestead Secure Unit, revealed all

Review of the TAR revealed the facility had increased the Wander Guard device checks to three (3) times a day, where the
checks were previously twice aday. Review of all residents with a Wander Guard device revealed the checks were being done.
Interview with the Unit Manager of Homestead, on 12/28/15 at 2:15 PM, and NF1 Unit, on 12/29/15 at 10:30 AM, revealed the
Unit Managers are responsible for audits of the TAR to ensure the nurses are checking the Wander Guard devices.

16. Interview with the Maintenance Director, on 12/29/15 at 2:23 PM, revealed all exit doors were checked daily. Observation
on 12/29/15 at 8:34 revealed the Maintenance Assistant tested all exit doorsin the Homestead Unit. All doors were

Review of documentation revealed the new key pad was installed on 12/29/15. The Entrance B locking system was audited daily.

17. Review of the Quality Improvement Meeting on 12/21/15 revealed all members present including the Medical Director.
Interview with the Administrator, on 12/30/15 at 8:02 AM, reveaed the Ad-Hoc meetings are additional meetings between the
official Quality Assurance meetings scheduled monthly. The Quality Improvement meeting held on 12/21/15, with the Medical
Director in attendance, was to review the AOC and review any audits to that date. The next scheduled Quality |mprovement
meeting is scheduled for 01/17/16. The Administrator stated audits would be reviewed at each meeting until complianceis

Interview with the Medical Director, on 12/30/15 at 9:42 AM, revealed he was present at the Quality Improvement meeting held
on 12/21/15. He stated he was involved in the development of the AOC as the facility asked for hisinput. The facility
discussed the corrective actions and the committee approved the audit tools. He stated the facility had notified him of the
Immediate Jeopardy and informed him of the details and the action plans that had been implemented. He stated he was

Level of harm - Minimal Based on observation, interview, record review and policy review, it was determined the facility failed to follow physician

harm or potential for actual | ordersfor two (2) unsampled residents, Unsampled Residents L and M. Licensed Practical Nurse (LPN) #8 failed to administer
harm [MEDICATION NAME] (anti-anxiety) and [MEDICATION NAME] (anti-convulsant) to Unsampled Resident M. The facility could

not

Residents Affected - Few identify the nurse who signed the pharmacy receipt for [MEDICATION NAME] (narcotic) that was sent to the facility for

Unsampled Resident L.
The findings include:

regarding how to or when a nurse should place orders onto the Medication Administration Record.

NAME] 300

mg were available in the Medication Cart.

12/14/15 or

Review of the facility's policies on Pharmacy Services, revised 03/01/11, Medication Administration Policy, revised
07/01/15, and Receipt of Routine Deliveries Policies, revised 12/15/08, revealed there was no instruction or direction

1. Observation of Unsampled Resident M's medication pass, on 12/16/15 at 9:40 AM, revealed Licensed Practical Nurse (LPN) #8
did not administer Buspierone 30 milligrams (mg) or [MEDICATION NAME] 600 mg during her morning medication pass.
Review of Unsampled Resident M's Physician Orders, dated 12/11/15 at 11:30 AM, revealed an order for [REDACTED].

Observation of the Medication Cart, on 12/16/15 at 9:40 AM, revealed both [MEDICATION NAME] 30 mg and [MEDICATION

Review of Unsampled Resident M's Medication Administration Record (MAR) for the month of December 2015, revealed the staff
did not administer the [MEDICATION NAME] or the[MEDICATION NAME] medication on 12/11/15, 12/12/15,12/13/15,
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12/15/15 and administered the first dose on 12/16/15 in the eveni ng which was approximately five (5) days after the
medication was ordered.

Interview with LPN #8, on 12/16/15 at 9:20 AM, revealed when the nurses obtained a telephone order, the nurses would place
the order into the computer, print out the order and fax the order to pharmacy. The nurses were not directed to write the

order on the MAR, but to print out the order from the computer and place the printed order on the MAR. LPN #8 stated it
appeared LPN #7 (who initialed the order) did not print out the order to place on the MAR, nor did she place the printed

order in the doctor's folder for review.

Interview with LPN #7, on 12/17/15 at 10:15 AM, revealed LPN #7 obtained the telephone orders for Unsampled Resident M's
[MEDICATION NAME] and [MEDICATION NAME]. She remembered putting the order into the computer and faxing the order to
the

pharmacy. LPN #7 stated she thought she had placed the printed order on the MAR for the administration. LPN #7 stated she
also remembered placing the order in the doctor's folder for signature. LPN #7 stated when there was an order the nurses

were not directed to write the order on the MAR, but to print out the order from the computer. LPN #7 stated the night

nurses should have found the discrepancy through their nightly chart check. LPN #7 stated if Unsampled Resident M did not
receive the medication [MEDICATION NAME] or [MEDICATION NAME] the resident could continue to suffer from pain and
anxiety.

Interview with the Unit Manager of the Transitional Care Unit (TCU), on 12/16/15 at 9:30 AM, revealed once the nursing staff
placed an order in the computer, the nurses were to fax the order to pharmacy, place one (1) copy on the MAR and one (1)
copy in the doctor's book to be signed. The Unit Manager of the TCU stated during the morning meetings she would print out
adocument which would have al of the orders that were received the prior day. She stated she would then go to the

resident's chart to ensure the order was placed on the MAR or Treatment Administration Records (TAR). The Unit Manager of
the TCU stated she did not remember seeing the order and to be honest she had eight (8) admissions the day of 12/11/15 and
was busy, so she did not have the opportunity to check the orders against the resident's records.

Interview, on 12/17/15 at 9:11 AM, with the Supervisor who worked on 12/11/15, revealed she was acting as the Director of
Nursing (DON) and was responsible for the morning meeting on that day. The Supervisor stated during the morning meetings,
the team would not look at every order, just the orders that showed a change of condition. The Supervisor stated it was the
responsibility of the Unit Managers to ensure orders were placed in the doctor's folder for review and to ensure the orders
were taken off and placed on the MAR. The Supervisor stated she remembered the TCU receiving many admissions on 12/11/15.
She stated the resident not receiving his’her medication was a breakdown in their process and could be serious. The
Supervisor stated it was the responsibility of the DON to ensure the Unit Managers were completing their tasks. She stated

she expected the staff to follow the physician orders.

Interview with the DON, on 12/16/15 at 9:45 AM, revealed the Supervisor was present in her absence on 12/11/15. The DON
stated during the morning meetings the staff would go over the orders and the Unit Managers were responsible to verify that
the orders were taken off appropriately.

2. Inspection of the Nursing Facility 1 (NF1) medication carts, on 12/16/15 at 11:10 AM, revealed Unsampled Resident L had a
medication blister pack of thirty (30) tablets of [MEDICATION NAME] (Scheduled Il narcotic) 50 mg ordered to be given
routinely every eight (8) hours and was available for use. Review of the[MEDICATION NAME] blister pack, revealed the order
was prescribed on 11/11/15 by the physician, but had never been administered. All thirty (30) tablets were available for

use. The[MEDICATION NAME] medication had been logged into the narcotic book as received.

Review of the clinical record for Unsampled Resident L, revealed the facility admitted the resident on 02/27/10 with
[DIAGNOSES REDACTED].

Review]of Unsampled Resident L's Medication Administration Record (MAR), dated December 2015 revealed the [MEDICATION

NAME]

50 mg had not been transcribed onto the MAR.

Review of Unsampled Resident L's Physician Orders, revealed there was no physician order located in Unsampled Resident L's
chart for the[MEDICATION NAME] 50 mg to be administered.

Interview with Licensed Practical Nurse (LPN) #3, on 12/16/15 at 4:50 PM, revealed she thought that the pharmacy made a
mistake and sent the [MEDICATION NAME] 50 mg without an order. LPN #3 continued to explain that the medication should have
been sent back to the pharmacy. She stated the facility's process for receiving medications would be for the nurse to sign
for the medication, then count the medication, place the medication into the medication cart, assign a page in the narcotic
book and to date the medication. LPN #3 stated the nurse failed to follow-up with the physician and the pharmacy about the
received narcotic. Further interview revealed the nurse failed to clarify the prescription with the physician and the
pharmacy. The [MEDICATION NAME] 50 mg, 30 tablets, had been stored in the medication cart since 11/11/15, the day the
medication was received.

Interview, on 12/17/15 at 9:45 AM, with the Unit Manager of NF1 reveaed she was aware there was no order in the physical or
electronic chart for Unsampled Resident L. She continued to state that the prescribing physician was not Unsampled Resident
L's Primary Care Physician and she did not know how the order was received.

Interview with the Director of Nursing (DON), on 12/17/15 at 9:45 AM, revealed if anurse on aunit had been aware there was
no order for amedication, or a narcotic, the nurse should have informed her about it and she would have followed up with
the medication discrepancy.

Interview with the Pharmacist, on 12/16/15 at 5:12 PM, revealed an order had been received. The pharmacy faxed the physician
prescription order to the facility. Review of the prescription revealed it was written and signed by a physician. Further
interview with the Pharmacy Representative, on 12/17/15 at 10:55 AM, revealed a delivery dlip had been signed by anurse at
the facility and the medication was delivered on 11/11/15 for Unsampled Resident L. However, after review of the delivery
dlip, the facility could not identify the nurse's signature.

Assist those residents who need total help with eating/drinking, grooming and per sonal
and oral hygiene.
*NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, interview, record review, and facility policy review, it was determined the facility failed to ensure
aresident who was unable to carry out activities of daily living received the necessary services to maintain good personal
hygiene related to receiving assistance with bathing for one (1) of thirty-seven (37) sampled residents (Resident #9).
Thefindingsinclude:
Review of the facility's policy regarding Activities of Daily Living (ADL): Shower, dated 12/01/06, revealed a shower would
be provided to residents who wish to participate. Showers were to be given according to a pre-determined schedule and as
needed or requested. In addition, facility staff would document showers and personal care.
Review of the facility's policy regardi ng Activities of Daily Living (ADL) Documentation, dated 05/04/15, revealed ADL
assistance would be documented on the ADL Flow Record or in the Point Click Care (PCC) ADL Point of Care (POC) by the end
of the shift.
Review of Resident #9's clinical record, revealed the facility admitted the resident on 07/08/15 with [DIAGNOSES REDACTED)].
Review of Resident #9's Quarterly Minimum Data Set (MDS), dated [DATE], revealed the facility assessed the resident with a
Brief Interview for Mental Status (BIMS) of afifteen (15) and determined the resident was interviewable. In addition, the
facility assessed Resident #9 as totally dependent on staff for bathing, and required a one person physical assistance with
bathing.
Rﬁv}ew osfh t_?e Nursing Facility (NF1) Shower Schedule, revealed Resident #9 was to get a shower every Tuesday and Friday on
the first shift.
Review of Resident #9's ADL Record for December 2015, revealed from 12/03/15 to 12/11/15, the resident did not receive a
bath, shower, or a sponge bath.
Review of the Weekly Bath and Skin Report for Resident #9, revealed he/she received a bath/shower on 12/02/15, 12/08/15, and
12/15/15. However, Resident #9 did not receive a shower/bath on 12/04/15 or 12/11/15, which were the designated shower days
for the resident.
Review of Resident #9's progress notes from 12/04/15 through 12/11/15, revealed no documentation that baths/showers were
given on 12/04/15 or 12/11/15.
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Level of harm - Minimal hospital gown. Resident #9's hair was greasy, and matted to his’her head.
wasn't clean.

see what care was provided. In addition, any refusals of care should also be documented.

highest practicable well-being.

stated the facility was not meeting Resident #9's bathing needs.

F 0323 Make surethat the nursing home area is free from accident hazards and risksand provides
supervision to prevent avoidable accidents

from the facility.

failed to ensure all residents were present.

Substandard Quality of Care (SQC) was identified on 12/18/15 and determined to exist on 12/16/15.

for the effectiveness of systemic changes and quality assurance.
Thefindings include:

facility's door security system and required to respond to a sounding alarm.

investigation at thistime.

Data

The facility assessed the resident to require extensive assistance with bed mobility and transfers.

not state what interventions the facility would implement.

PM.

Level of harm - Immediate |**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

jeopardy Based on observation, interview, record review and review of the facility's elopement policy, it was determined the facility
failed to have an effective system to ensure adequate supervision of residents with known behaviors of wandering for one
Residents Affected - Few (1) of thirty-seven (37) sampled residents (Resident #29). The facility assessed Resident #29 to have elopement tendencies
due to the resident's history. The facility initiated a Comprehensive Care Plan to address the resident's risk for

elopement with agoal the resident would not wander from a secure environment and the resident would be observed for
potential triggers to wandering. A Wander Guard device was applied to alert the staff when the resident attempted to elope

)
Observation of Resident #9, on 12/15/15 at 12:45 PM, reveaed the resident was laying in bed on his’her back, dressed in a

harm or potential for actual | Interview with Resident #9, on 12/15/15 at 5:05 PM, revealed he/she was not getting showers or bed baths consistently and on
harm average he/she was given a shower or bed bath only once per week. Resident #9 stated it made him/her feel bad when he/she

Residents Affected - Few | Interview with CNA #4, on 12/16/15 at 12:15 PM, revealed Resident #9 was dependent on staff for assistance with bathing
needs. In addition, CNA #4 stated showers/baths should be documented in the Shower Log and in the ADL book so staff could

Interview with the NF1 Unit Manager, on 12/17/15 at 1:25 PM, revealed per facility policy al staff was responsible to help
residents complete ADLs, and all ADL care provided should be documented in the clinical record. The Unit Manager stated
showers/baths should be given according to aresident's shower schedule, and recorded on the Weekly Bath and Skin Report
sheets kept in the NF1 Shower Book. The Unit Manager stated the Weekly Bath and Skin Report revealed there was agap in ADL
care for Resident #9 and he/she should have received a shower/bath on 12/4/15 and 12/11/15, but did not. The NF1 Unit
Manager stated bathing was a basic need for al residents, and the facility was not meeting Resident #9's bathing needs. In
addition, the NF1 Unit Manager stated failing to provide baths/showers was not helping a resident to achieve his/her

Interview with the Director of Nursing (DON), at 2:20 PM on 12/17/15, revealed all ADL care should be provided based upon
resident assessment, and documented. After reviewing Resident #9's Weekly Bath and Skin Report and ADL sheet for December
2015, the DON stated the documentation did not prove showers/baths were being provided consistently. In addition, the DON

On 12/16/15, at approximately 5:35 AM, Resident #29 exited the facility without staff knowledge. The resident was found off
the facility's grounds, walking down the middle of a busy road with arolling walker, with two cars from opposite

directions blinking their lights to avoid hitting the resident. The resident was returned to the facility at 6:20 AM

without harm. The resident's Wander Guard device activated the door's alarm when the resident walked back into the
building. The facility's investigation determined the door alarm was activated and staff failed to respond according to

facility policy. The staff failed to search the area (including looking outside) where the door alarm was activated and

Thefacility's failure to provide adequate supervision of aresident with known wandering risk placed those residentsin a
situation that has caused or is likely to cause serious injury, harm, impairment, or death. Immediate Jeopardy and

Thefacility provided an acceptable Allegation of Compliance (AOC) on 12/23/15 which alleged removal of the Immediate
Jeopardy on 12/22/15. The State Survey Agency verified Immediate Jeopardy was removed on 12/22/15 as alleged, prior to exit
on 12/30/15. The Scope and Severity was lowered to a D while the facility implements and monitors the Plan of Correction

Review of the facility's policy regarding Elopement of Residents, revision date of 05/15/14, revealed al residents would be
evaluated for elopement risk upon admission, re-admission, quarterly and with a change in condition as part of the nursing
assessment process. Those determined to be at risk for elopement would receive appropriate interventions to reduce risk and
minimize injury. The policy detailed elopement occurred when a patient left the premises without authorization or necessary
supervision. For those residents identified at risk, an interdisciplinary elopement prevention care plan would be developed
with individual risk factors and patterns identified and addressed within the care plan. All staff would be trained on the

Interview with the Administrator, on 12/17/15 at 10:32 AM, revealed Resident #29 had left the building at approximately 5:45
AM on 12/16/15 without staff's knowledge. He had been told the resident had exited the building from Entrance B and was
found on the grass beside the road in front of the facility. An employee, who was sitting in his car in the front parking

lot, saw the resident and returned the resident back into the building through the same exit doors. The employee had told

the Administrator the resident's Wander Guard device had activated the door alarm when the resident walked through the
doors, indicating the door alarms were functioning. He stated the resident ambulated independently with arolling walker;
however, was cognitively impaired and was assessed by the facility as a elopement risk. He stated the resident was assessed
and found with no injuries. The resident had been placed on one-to-one supervision until the resident was transferred to

the secure unit (Homestead). He stated he was in the process of interviewing the staff and had not completed his

Review of the clinical record for Resident #29 revealed the resident had resided at the facility since 07/17/13. Review of
the most current [DIAGNOSES REDACTED]. Review of the Annual MDS Assessment, dated 05/02/15, and the Quarterly Minimum

Set (MDS) Assessment, dated 10/20/15 revealed the facility assessed the resident to have a severe cognition loss with a
Brief Interview for Mental Status (BIMS) score of three (3) out of possible fifteen (15). The facility assessed the
resident to require minimum assistance from staff with ambulation (with awalker) in the room and outside in the corridor.

Review of the comprehensive care plan, revised 12/17/15, revealed a care plan was devel oped on 05/14/15 for risk of
elopement related to the resident's cognition loss and [DIAGNOSES REDACTED]. The goal was for the resident not to leave the
building without an escort. The interventions implemented on 05/14/15 included: to encourage independence while in the
building, but ensure supervision while outside; educate staff of elopement potential, triggers, and prevention measures;

and, if unable to redirect resident, stay with the resident and provide support and supervision. On 11/09/15, the care plan

was revised to include a Wander Guard device with placement and function to be checked. An additional intervention was
added on 11/09/15 that instructed staff to document any unsafe wandering and notify the physician and family.

Review of the Elopement Evaluation conducted on 11/07/15, revealed the resident had a history of [REDACTED)]. In addition,
the evaluation assessed the resident to exhibit behaviors that may result in exit-seeking behaviors to include: hovering

near exits, impulsive, and restless. However, the Elopement Evaluation did not include a summary of the findings and did

Review of aprogress note, dated 12/16/15 at 7:16 AM, revealed Resident #29 was |ast seen at 5:20 AM on the unit by LPN #12.
The resident was reported being outside the facility at 5:45 AM. The resident was transferred to the secure unit at 5:38

Interview with Licensed Practical Nurse (LPN) #12, on 12/17/15 at 6:14 PM, revealed he worked Nursing Facility 2 (NF2) Unit
and was responsible for Resident #29 the morning the resident eloped from the building. He stated he did not see the
resident leave the unit. The resident was up and dressed and talking about his’her family leaving them here. He said he was
in the middle of medication pass when he heard a door alarm sound. He said he was going to check the alarming door, but
before he could lock his medication cart, it had stopped. He stated he went back to passing medications and failed to check
the alarming door. He said he could not see Entrance B exit doors from the NF2 Unit. A little while later, a nurse from NF1
Unit came to him and told him Resident #29 was outside. He ran outside and observed Certified Nursing Aide (CNA #8) and the
Lab Lady bringing the resident back into the building. He stated the resident's Wander Guard device activated the alarm
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wr}en sh% went through the doors. He stated the resident had walked to those exit doors before; however, had not attempted
to leave before.

Interview with CNA #8, on 12/17/15 at 4:23 PM, revealed he was sitting in his car (warming the car) on the morning of
12/16/15 when he saw two (2) cars flashing their head lights to get each other's attention. He stepped out of the car and
saw Resident #29 standing in the middle of the road, at the yellow line, with arolling walker, between the two (2) cars.

The Aide stated he thought &t first there must have been an accident. He stated he ran to the resident and attempted to
remove him/her from the road. He stated the resident started hitting him and resisting the return to the facility and aLab
Lady came to assist him. Once they got to Entrance B, other staff came out to help. He stated he did not see the resident
leave the building because his car was parked facing the road and the back of the car was to the facility's exit doors.

A telephone interview with the Laboratory Technician, on 12/29/15 at 3:09 PM, revealed she was in the Nursing Facility on
12/16/15 to draw blood from several residents. She stated she had left the building through Entrance B at approximately
5:50 AM. She had not heard any door alarms sounding at that time. She stated she had gone to her car and then looked up and
saw two (2) cars blinking their lights, then saw a male running toward a person at the side of the road. She recognized the
person to be Resident #29. She stated the male employee was having a hard time getting the resident to return to the
building so she went to help and the resident was fighting the employee. She stated the resident went with them and when
they approached Entrance B doors, other staff had come out to help. The resident was assisted back into the building.

Further interview with the Administrator, in the presence of the Director of Nursing, on 12/17/15 at 5:57 PM, revealed
through hisinvestigation, it was determined facility staff failed to follow the facility's Elopement Policy. The
Administrator stated LPN #12 heard the alarm sounding and was going to respond, but then did not hear the alarm, so he did
not check to see why the alarm was sounding. He stated that the staff did not respond to the alarm the morning of 12/16/15
at 5:45 AM and did not follow the policy by looking and searching outside for the resident. The Administrator stated the
door alarms were functioning properly and someone had silenced the door alarm, but no staff had come forward to admit to
disarming the alarm.

Observation of the resident during the Extended Survey, on 12/28/15 at 1:06 PM revealed the resident ambulating with a
rolling walker on the secure unit. The resident had a Wander Guard bracelet applied to his/her left ankle. Attempts to
interview the resident was unsuccessful.

The facility provided an acceptable credible Allegation of Compliance (AOC) on 12/23/15 and took the following actions to
remove the Immediate Jeopardy .

1. Upon Resident #29's return to the facility, atotal body audit was conducted by LPN #12 with no injuries found.

2. The resident was placed on one-on-one supervision until the resident was moved to a secure locked unit.

3. The Administrator was notified of the incident on 12/16/15 at 6:10 AM, Director of Nursing at 6:00 AM, the resident's
physician, who is also the Medical Director, was notified of the incident on 12/16/15 at 6:15 AM with family notification
at 6:30 AM.

4. LPN #12 conducted an Elopement Evaluation that reflected an actual elopement.

5. The facility conducted avisual validation of all residents. All 175 residents were present inside the facility.

6. The Maintenance Director checked all egress doors, on 12/16/15 at 8:00 AM, and found all door alarms were working
properly in relation to secure locks, Wander Guard alarms, and audible alarms. After thetest at approximately 8:30 AM, The
Maintenance Director reset all mag locks with anew exit code. All door codes would be changed monthly for six (6) months.
Entrance B's door alarm activated when the resident was returned to the building. The resident's Wander Guard device was
found to be working.

7. The Director of Nursing conducted staff interviews with staff working at the time of the elopement. LPN #12 voiced
hearing the door alarm sounding at approximately 5:30 AM. No other staff voiced they heard the alarm. No staff witnessed
Resident #29 exit the facility.

8.0n 12/17/15, all one hundred seventy-six (176) residents were reassessed for elopement risk by using the Elopement Risk
Evaluation form. Thirty-three (33) residents were assessed to be at risk for elopement. These residents’ care plan and
Kardex were reviewed and updated as indicated.

9. An Ad-hoc Quality Improvement Committee meeting was held on 12/16/15 to review the Elopement and Care Plan Policy, no
changes were made.

10. Staff re-education began on 12/16/15 and was completed on 12/21/15. The education included the facility's Elopement
Policy, staff response to adoor alarm, different door alarm sounds, routine and Wander Guard. The facility staff and
housekeeping contract employees were instructed that door codes were not to be given to any visitor, family member, or
vendor. Staff would assist all visitors out the exit doors. Each employee completed a post-test to validate learning and
must score a 95%.

11. Written education regarding each alarm sound was placed at each nurses' station for continuous staff reference.

12. All egress exit door codes were changed on 12/16/15 and staff will have to assist visitors when exiting the center. A
sign was placed on each exit doors stating Please be mindful that no resident of the facility is exiting with you. After
hours, Entrance B doors would be locked at 7:00 PM and unlocked at 8:00 AM.

13. A letter was mailed to residents' families to notify them of the new security measures. A letter was mailed to al
vendors, Emergency Medical Services, and physicians informing them the door codes would no longer be given out and
requesting attention of security when entering and exiting the facility.

14. Elopement drills were conducted on each shift through 12/21/15 for audit training compliance.

15. The Wander Guard devices would be checked every shift and documented on the Treatment Administration Record. All Wander
Guards devices were checked and found to be working properly.

16. Exit Doors: The Maintenance Department would check the door alarms Monday through Friday with the weekend Administration
person on call performing the door checks on the weekends.

Entrance B locking system would be audited by the Maintenance Department daily for four weeks.

17. An Ad-Hoc Quality Improvement Committee meeting was held on 12/21/15 to review the elopement event and corrective plans.
The Medical Director was present. The Quality Improvement Committee will meet monthly for six months or until issues are
resolved.

The State Survey Agency validated the implementation of the facility's AOC as follows:

1. Review of the Electronic Record, dated 12/16/15 at 7:16 AM, revealed a physical assessment was conducted with vital signs
taken and recorded to be within normal range for the resident. The record revealed the resident's primary physician
assessed the resident on 12/16/15 at 3:05 PM that included all body systems. No injuries were noted

2. Review of the Electronic Record revealed the resident was placed on one-on-one supervision after returned to the facility
and transferred to the secure unit at 4:00 PM. Review of the One-on-One Supervision Sheet, dated 12/16/15, revealed the
resident was on one-on-one supervision from 6:00 AM until 5:30 PM.

3. Review of aProgress Note, dated 12/16/15 at 7:16 AM, validated the notification.

4. Review of the Elopement Evaluation conducted on 12/16/15 revealed the resident remained at risk for elopement.

5. Review of the census count revealed one hundred seventy-five (175) were present in the facility at the time of the count.
Interview with the DON, on 12/30/15 at 8:59 AM, revealed a complete head count was conducted after the resident was
returned to the building and all residents were present.

6. Interview with the Maintenance Director, on 12/29/15 at 2:23 PM, revealed he had checked all exit doors and found all
alarms were working properly on the day of the elopement. He stated he changed the code to all mag lock exit doors that day
and would be changing the door codes monthly for at least six (6) months. Interview with Certified Nursing Assistant (CNA)
#8on 12/17/15 at 4:23 PM and LPN #12 on 12/17/15 at 6:14 PM, validated the resident's Wander Guard device activated the
door alarm when the resident was returned to the building.

7. Review of the facility'sinvestigation revealed twelve (12) staff was interviewed and only one recalled hearing the door
aarm. No staff witnessed the resident leave the building.

8. Review of the Elopement Risk Evauation forms revealed the facility had assessed one hundred seventy-six (176) residents.
Validated thirty-three (33) residents were identified at risk for elopement. These residents’ photo and information was
placed in an Elopement Binder at each unit. Review of the residents Kardex revealed all thirty-three (33) residents were
updated and Care plans of the residents at risk had been reviewed and updated as needed. Review of sampled Residents #30,
31, 32, 33, 34, 35, 36, and 37 during the extended survey revealed the residents care plans had been updated, their
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pictures were in the Elopement Binder, and information on the Kardex.

9. Review of the Elopement Policy and Care Plan Policy revealed no changes. Review of the sign in sheet for the meeting
revealed the meeting was held on 12/16/15 as stated.

10. Review of the training records revealed al active employees received the training with post- test given.

Validation of training interviews were conducted on 12/28/15 with CNA #10 at 2:04 PM, Unit Manager of Homestead at 2:15 PM,
LPN #13 at 1:30 PM, CNA #19 at 3:16 PM, and CNA #20 at 3:24 PM. The staff stated they had received training on the
Elopement Policy and what to do when a door alarm sounded. The staff had good knowledge of the process and stated they had
to take a post-test and score 95%.

On 12/29/15, the following staff were interviewed regarding the training they received: CNA #7 at 9:07 AM, CNA #11 at 9:12
AM, CNA #12 at 9:14 AM, CNA #13 at 9:30 AM, CNA #4 at 9:41 AM, CNA #14 at 3:19 PM, CNA #15 at 3:04 PM, CNA #16 at
9:25 AM,

CNA #17 at 3:07 PM, CNA #18 at 3:23 PM, CNA #19 at 3:16 PM, and CNA #20 at 3:24 PM. The staff was knowledgeable of the
facility's Elopement Policy and what to do if the door alarm was activated. They were required to take a post-test and
score 95%.

Interviews conducted on 12/29/15 with Licensed Practical Nurse (LPN) #1 at 9:02 AM, LPN #14 at 9:05 AM, LPN #9 at 9:28 AM,
LPN #15 at 9:25 AM, #9 at 9:42 AM, LPN #17 at 2:28 PM, and LPN #16 at 2:35 PM revealed they had received re-education on
the Elopement Policy, they are responsible for checking the Wander Guard devices three (3) times a day and record the
checks on the Treatment Administration Record (TAR). In addition, care planning was reviewed.

Interview with the Unit Manager of Homestead, on 12/28/15 at 2:15 PM, and NF1 Unit, on 12/29/15 at 10:30 AM, revealed
training was provided to them and a post-test was required. The Managers are responsible for audits of the TAR and to
ensure the nurses are checking the Wander Guard devices.

Interview with Housekeeper #1, on 12/29/15 at 9:17 AM, and Housekeeper #2 on 12/29/15 at 9:00 AM, revealed the facility
provided training for all contract housekeeping staff regarding the facility's Elopement Policy and what to do when a door
alarm sounded.

Interview with the Maintenance Director, on 12/29/15 at 2:23 PM, and the Maintenance Assistant, on 12/29/15 at 8:34 AM,
revealed they received training on the Elopement Policy and door alarms. They took the post-test also.

Interview with the Staff Educator, on 12/29/15 at 4:26 PM, revealed she had provided most of the training. She stated she
conducted most training in small groups. She stated she developed talking points for the elopement and care plan education.
These talking points were the bases for the post-test that each employee was required to take. She stated the education
incl udead door codes not to be given out to anyone that was not an employee of the facility and door alarms and how to
respond.

11. Observation on 12/28/15 at 1:05 PM, revealed posting of the written education on all four units.

12. Observations during the extended survey revealed facility assisting visitors when exiting the building including
surveyors on 12/28/15 through 12/30/15. Observation upon entrance to the facility on [DATE] at 11:05 AM revealed the sign
was posted at the Entrance A doors and observation at 11:20 AM revealed the sign was posted on the Entrance B doors and the
Homestead Unit doors.

Interview with the Maintenance Director, on 12/29/15 at 2:23 PM, revealed a new timer was placed on the Entrance B keypad to
lock the doors from 7:00 PM to 8:00 AM. He stated a visitor will have to ring abell and staff will have to go to the door
to let the person in. When the visitor is ready to leave the building, staff would assist by opening the door, using the
coded keypad.

13. Review of the letters, dated 12/21/15, revealed letters were sent to the vendors, families, and physician notifying them
of the new security measures.

14. Review of the audits revealed the elopement drills were conducted as stated. Audits will be reviewed during the morning
meeting to ensure the audits were completed.

Interview with the Director of Nursing, on 12/30/15 at 8:59 AM, revealed elopement drills were conducted and the audits were
discussed during the morning meetings.

15. Observation of aWander Guard device check, on 12/28/15 at 1:27 PM, in the Homestead Secure Unit, revealed all
residents Wander Guard devices were applied and functioning properly.

Review of the TAR revealed the facility had increased the Wander Guard device checks to three (3) times aday, where the
checks were previously twice a day. Review of all residents with a Wander Guard device revealed the checks were being done.
Interview with the Unit Manager of Homestead, on 12/28/15 at 2:15 PM, and NF1 Unit, on 12/29/15 at 10:30 AM, reveaed the
Unit Managers are responsible for audits of the TAR to ensure the nurses are checking the Wander Guard devices.

16. Interview with the Maintenance Director, on 12/29/15 at 2:23 PM, revealed all exit doors were checked daily. Observation
on 12/29/15 at 8:34 revealed the Maintenance Assistant tested all exit doorsin the Homestead Unit. All doors were
functioning properly.

Review of documentation revealed the new key pad was installed on 12/29/15. The Entrance B locking system was audited daily.
Review of the door audits revealed no problems found.

17. Review of the Quality Improvement Meeting on 12/21/15 revealed all members present including the Medical Director.
Interview with the Administrator, on 12/30/15 at 8:02 AM, revealed the Ad-Hoc meetings are additional meetings between the
official Quality Assurance meetings scheduled monthly. The Quality Improvement meeting held on 12/21/15, with the Medical
Director in attendance, was to review the AOC and review any audits to that date. The next scheduled Quality |mprovement
meeting is scheduled for 01/17/16. The Administrator stated audits would be reviewed at each meeting until complianceis
achieved.

Interview with the Medical Director, on 12/30/15 at 9:42 AM, revealed he was present at the Quality Improvement meeting held
on 12/21/15. He stated he was involved in the development of the AOC as the facility asked for hisinput. The facility
discussed the corrective actions and the committee approved the audit tools. He stated the facility had notified him of the
Immediate Jeopardy and informed him of the details and the action plans that had been implemented. He stated he was
committed to attending the next Quality Improvement meeting scheduled for 01/07/16.

Keep therate of medication errors (wrong drug, wrong dose, wrong time) to lessthan 5%.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, record review and policy review, it was determined the facility failed to ensure they were
free of medication errors of 5% or greater. Medication pass presented thirty-five (35) opportunities with atotal of two
(2) errorsresulting in a5.71% medication error rate. LPN #8 failed to administer two (2) medications ordered for the
morning medication pass for Unsampled Resident M.

Thefindingsinclude:

Review of the facility's Medication Error Policy, revised 01/02/14, revealed a medication error was defined as a discrepancy
between what the physician/mid-level provider ordered and what the resident received. Types of medication errors included
medication omissions.

Observation of Unsampled M's medication pass, on 12/16/15 at 9:40 AM, revealed Licensed Practical Nurse (LPN) #8 did not
administer [MEDICATION NAME] 30 mg or [MEDICATION NAME] 600 mg during her morning medication pass.

Interview with Licensed Practical Nurse (LPN) #8, on 12/16/15 at 9:20 AM, revealed she was not aware she was to administer
[MEDICATION NAME] and [MEDICATION NAME] medication to Unsampled Resident M because it was not on the Medication
Administration Record [REDACTED].

Review of Unsampled Resident M's Physician Orders, dated 12/11/15 at 11:30 AM, revealed the physician ordered [MEDICATION
NAME] 30 mg twice aday, [MEDICATION NAME] 300 mg at 2:00 PM, and [MEDICATION NAME] 300 mg, two (2) in the

morning and two
(2) at night.

Interview with the Nurse Practice Educator, on 12/17/15 at 9:50 AM, revealed she had not conducted any medication pass with
staff since hired seven (7) months ago. The only discrepancies she had found was when the nurses circled that they did not
administer a medication, the nurses were not documenting as to why the medication was not given. The Nurse Practice
Educator stated a medication error rate of five (5) percent was too high.

Interview with the Director of Nursing (DON), on 12/17/15 at 1:24 PM, revealed she had not been able to review a medication
administration pass with staff since hired. The DON stated she would like to have a medication error rate of zero (0)
percent and five (5) percent was too high. The DON stated the pharmacy had come in to complete a medication pass, but only
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found that some of the medications were not dated when opened or the orders was missing a diagnosis. The DON stated if
Unsampled Resident M did not receive his’her medication, he/she would not be able to combat the symptoms they were having
medically.

Preparefood that is nutritional, appetizing, tasty, attractive, well-cooked, and at the
right temperature.

Based on observation, interview and policy review, it was determined the facility failed to record food temperatures, and
failed to ensure temperatures were taken for one (1) of three (3) units in the Homestead Unit.

The findings include:

Review of the facility's policy regarding Thermometer Use, dated 12/01/15, revealed the facility's kitchen staff would test
the food throughout the preparation and service to ensure the appropriate temperature of the food was reached and
maintained. The facility would take the temperature of the food and record the holding temperature of foods held for
service on the Production Sheet.

Review of the facility's policy regarding Food Handling, dated 12/01/15, revealed the kitchen employees would take and
record the food temperatures on the tray line and record those temperatures on the production Worksheets at the beginning
of each meal service. The policy additionally stated if the facility utilized a remote meal assembly, staff would take the
holding temperatures of food and record those temperatures at each of those locations.

Observation of the dining experience on the Homestead Unit, on 12/15/15 at 11:30 PM, revealed food was delivered in a cart.
The nurse, who had on a hair restraint, removed the food (which was in silver cooking pans) from the cart and separated the
regular food from the pureed food while placing the food on the kitchen counter. The nurse then removed the foil from the
pans and began to plate food based on the meal ticket she had before her. There was no steam table present and no
temperatures taken of the food before it was plated by the staff. There were twenty-four (24) residents in the dining room
all sitting at multiple tables. The food was served from the kitchenette area and staff passed out the plates.

Observation of the dining experience on the Homestead Unit, on 12/16/15 at 11:20 AM, revealed the food arrived to the unit.
Meals were served starting at 11:42 AM; no temperatures were obtained of the food that was provided.

Observation of the food temperatures taken after all the residents were served, on 12/16/15 at 12:06 PM, revealed the
Stuffed Peppers were 110 degrees Fahrenheit (F), Rice was 104 degrees (F), Potato Soup was 102 degrees (F) and the Purée
Stuffed Peppers were 99 degrees (F).

Interview with Lead Cook #1, on 12/16/15 at 1:45 PM, revealed kitchen staff should have taken food temperatures when the
food came out of the oven, in the middle of the food service, and at the end of the food service. He stated employees
should have written down the temperatures after taking them. He stated he usually wrote down all of the food temperatures
after taking temperatures of the food. However, he could not produce alog where he documented food temperatures.

Interview with the Executive Chef, on 12/16/15 at 11:46 AM, revealed since he had worked at the facility for the last two
(2) months, he noticed there was no steam table on the Homestead Unit. The Executive Chef stated the meal service was not
family style dining. He stated family style dining meant the food would be served at the table and not from a kitchenette.
The Executive Chef stated he thought there was a proposal for a steam table.

Further interview with the Executive Chef, on 12/16/15 at 11:52 AM, revealed the food was temped before delivery to the
Homestead Unit. He stated the holding temperature for the food before delivery to the Homestead Unit would be 180 degrees
(F). The Executive Chef stated if the Potato soup temperature was not appropriate it could make the residents sick because
of the milk that was used to make the soup.

Additional interview with the Excutive Chef, on 12/16/15 at 1:50 PM, revealed the Homestead Unit did not do family style
dining. He stated instead of family style dining, the kitchen staff took the food to the Homestead Unit and the nursing
staff would plate the food. Prior to taking the food to the Homestead Unit, kitchen employees take the temperature of the
foods. He stated he never recorded food temperatures of food going to the Homestead Unit or of food on the tray line.

Interview with the Dietary Manager, on 12/17/15 at 11:26 AM, revealed her main priority was to get meals out to the units on
time. The Dietary Manager stated the temperatures of the meals had not been documented; there was no log to review to
ensure the temperatures were taken before transport to the Homestead unit.

Interview with the Administrator, on 12/17/15 at 1:45 PM, revealed he had not monitored the temperature logs and was not
aware the staff was not recording the temperatures from the tray line. The Administrator stated Family Style Dining was
food being prepared in the kitchen and then served on dishes. The food would be offered at the table. The Administrator
stated he recognized the problem last month; however, there was no plan of action.

Store, cook, and serve food in a safe and clean way

Based on observation, interview, and policy review, it was determined the facility failed to store and serve food in a
sanitary manner. The kitchen had a build-up of food particles on the floor and equipment; food items were not covered,
labeled or dated; and, two (2) of (4) refrigerators did not have thermometers. Dietary staff did not change gloves between
tasks; staff did not contain hair and beards in protectors; there were scoops left in containers; and, a garbage can had no
lid. In addition, there were no chemical test strips available for the three compartment sink.

Thefindingsinclude:

Review of the facility's policy regarding Department Sanitation, dated 10/01/15, revealed the facility would maintain the
Food and Nutrition Service Department in a clean and sanitary manner to ensure food and beverages were stored, prepared,
and served in a clean and sanitary environment.

Review of the facility's policy regarding Cleaning Standards, dated 12/01/15, revealed the food and nutrition service
employees were to ensure all food service equipment and areas were cleaned and sanitary. Cleaning and sanitizing agents
would be available for use during al hours of operation. All areas included baseboards, floors, storage cabinets and

shelves, toaster, and walls.

Review of the facility's policy regarding Cleaning Schedules, dated 12/01/15, revealed the Food and Nutrition Service
Department were to use an established cleaning schedule which identified routine cleaning for all department equipment and
areas. The Director of Dining Services would post the weekly department Cleaning Schedule in an area accessible to the Food
andcl;ldwrition Service employees. Employees would clean the assigned equipment or areas as scheduled following the cleaning
procedures.

Review of the facility's Master Cleaning Schedule revealed the frequency at which the food and nutrition service employees
would clean areas of the kitchen. Facility employees would clean baseboards quarterly; the floors monthly; the storage
cabinets and shelves weekly; and, the walls weekly. The garbage can was on the cleaning list; however, thelist did not
indicate the frequency at which employees were to clean it. The list did not indicate what frequency employees were to
clean the knife rack.

Review of the facility's policy regarding Food Handling, dated 12/01/15, revealed the facility foods would be stored,
prepared, and served in a safe and sanitary manner to prevent bacterial contamination and the possible spread of infection.
Staff would cover and place alabel on any opened or unused portions. The label would include a use by date. The policy
further stated employees would store ice scoopsin a covered container with drainage outside the ice machine. Additionaly,
the policy stated kitchen employees would wash their hands frequently and wear disposable gloves when handling food.
Employees would change gloves after each task.

Review of the facility's policy regarding Refrigeration and Freezer Temperature Standards, dated 12/01/15, revealed the
facility would ensure foods held in refrigerated equipment would be maintained at a safe temperature. The Director of
Dining Services would observe and record all of the temperatures of refrigerators and freezers on a daily basis using the
Refrigerator/Freezer Temperature Log. Internal thermometers would be located near the door of each refrigerator and
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freezer.

Review of the facility's policy regarding Dining Service Standards, dated 03/16/15, revealed the facility would train all
staff involved with meal service on safe food handling practices. Staff would utilize proper hand washing and glove use
when serving food to residents.

Review of the facility's policy regarding Hand Washing, dated 03/16/15, revealed kitchen staff would wash their hands after
touching their hair, ears, nose, or mouth, after handling any food, after contacting any soiled utensils, before touching

any clean utensils, plates, cups, or pans, or when moving from one task to another. The policy stated use of disposable
gloves did not replace proper hand washing.

Review of the facility's policy regarding Personal Hygiene, dated 12/01/15, revealed the kitchen employees would use hair
restraints such as hats, hair coverings, or nets to keep hair from contacting exposed food. Staff would use facial hair
coverings to cover al facial hair. Employees would use disposable gloves and change them between tasks.

Review of the facility's policy regarding Department Sanitation, dated 10/01/15, revealed the facility would ensure trash
was in covered containers. Kitchen staff would ensure the sanitation bucket solutions were at the appropriate
concentration. Kitchen staff would also keep the floors clean and free of debris. Staff would follow cleaning schedules and
utilize the cleaning procedures. Staff would ensure the pots and pan sink was properly filled with hot water, detergent,

and sanitizing solution at the appropriate concentration.

Review of the facility's policy regarding Manual Ware washing and Sanitizing, dated 12/01/15, revedled the kitchen staff
would test the solution strength in the chemical sanitization sink during each wash period using Quaternary test strips.
Staff would accomplish manual ware washing using a three-compartment sink for washing, rinsing, and sanitizing. During
chemical sanitizing, the Director of Dining Service or designee would test the solution strength during each wash period
using Quaternary test strips. The designee would measure the Quaternary product by dipping the test strip into the solution
for ten (10) second then checking the strip against the strip container. The test strip should darken to the range of

150-400 ppm for proper solution strength. If the test strip did not turn the appropriate darkness, staff would make
corrections before the sanitizing process could take place. Staff would record the results of the test on the Manual Ware
washing Sanitation Log at each wash period.

1. Observations of the kitchen during theinitial tour, on 12/15/15 at 8:10 AM, revealed a buildup of food particles on the
floor in the pantry and kitchen. The floor in the pantry had a spill of awhite powdery substance on the floor. In the
kitchen, the knife holder on the wall had a buildup of a greasy like substance and crumbs on the top. The knife holder was
ametal box with ablack plastic lid with dlitsin it. Several knives werein the knife holder at the time of the
observation.

Interview with the Executive Chef, on 12/16/15 at 1:50 PM, revealed he and the Dietary Manager were responsible for the
sanitation of the kitchen. He stated the kitchen staff was not maintaining the kitchen per the cleaning schedule. The Chef
stated the kitchen staff utilized a cleaning schedule, but the staff was running approximately forty-eight (48) hours
behind on the cleaning schedule. The cleaning schedule included cleaning under shelves, dry storage, walls, and coolers and
the staff should have been cleaning those areas. The Chef also stated he was unaware of the buildup on the knife holder in
the kitchen.

Interview with the Dietary Manager, on 12/16/15 at 4:45 PM, reveaed she had previously identified concerns with sanitation
and documentation in the kitchen. The Dietary Manager stated she was working on incorporating a new cleaning schedule to
improve sanitation. She stated the kitchen had recently hired several new employees and training was ongoing in the
kitchen. The Dietary Manager stated she was unaware of the build-up on the knife holder.

Observation of the kitchen during the initial tour, on 12/15/15 at 8:10 AM, of the walk in refrigerator in the kitchen
revealed no thermometer in the refrigerator. The refrigerator contained two (2) large shallow pans containing beans and
water. The two pans were uncovered and had no date or |abel on the pans and were sitting on the lowest shelf. The
refreshment refrigerator in the kitchen contained five (5) containers of unlabeled, undated substances. Three (3) of the
containers appeared to hold liquids. One (1) container appeared approximately half-full of a purplejelly like substance.
One (1) container contained a green solid substance. Other observations during tour included a large garbage can in the
kitchen with no lid.

Interview with Lead Cook #1, on 12/16/15 at 1:45 PM, revealed it was the responsibility of all of the kitchen employeesto
label any food items stored in the refrigerators or freezers.

Interview with Lead Cook #2, on 12/15/15 at 8:10 AM, revealed the walk in refrigerator should have athermometer in it to
ensure the temperature of the refrigerator. He stated he noticed two thermometers in the walk in freezer and thought an
employee may have relocated the thermometer from the refrigerator into the freezer. In addition, the shallow pans on the
bottom shelf of the walk in refrigerator contained beans soaking in water. He stated staff should have covered and labeled
the beans and should not have placed them on the lowest shelf in the refrigerator. The cook further identified the contents
of thefive (5) containers in the refreshment refrigerator. He stated the kitchen employee who put the containersin the
refrigerators should have placed |abels on the containers. The three (3) containers of liquid held orange juice, cranberry
juice, and apple juice. The other two (2) containers held green Jell-O and jelly.

Continued interview, on 12/16/15 at 1:50 PM, with the Chef revealed staff should have labeled all food prior to placing it
in the refrigerator. If items were found in the refrigerator unlabeled and undated, those items should have been disposed
of. He further stated that staff should not have left the two (2) pans of beans on the lowest shelf to soak and staff
should have covered the pans.

Interview with the Dietary Manager, on 12/16/15 at 4:45 PM, reveaed the facility had improved on the labeling of stored
foods; however, the kitchen continued to work to improve in this area. She stated staff should not have stored pans of
beans uncovered and unlabeled in the refrigerator while they soaked. She stated that without alabel there was no way to
know how long items had been in the refrigerator or what the item was. This could have potentially led to food borne
illness.

Observation of the kitchen prior to and during the lunch meal service, on 12/16/15 at 11:00 AM, revealed kitchen employees
did not perform hand hygiene or change gloves between tasks. Lead Cook #1 left the workstation and went to other areas of
the kitchen, touching itemsin the kitchen, and returned to the workstation without washing his hands or changing his
gloves. He also left the kitchen, touched the door when he entered the dining room, and used the doorknob to return to the
workstation. The cook did not wash his hands or change his gloves prior to handling food again.

Interview with Lead Cook #1, on 12/16/15 at 1:45 PM, revealed staff should change gloves and wash hands any time they leave
the serving station in order to keep the food sanitary. He stated he thought he did wash his hands each time after leaving
thefood serving station.

Additional interview with the Chef, on 12/16/15 at 1:50 PM, revealed the Chef stated kitchen employees should have worn
gloves whenever handling food. Employees should have changed gloves between tasks or whenever touching anything else. He
stated the cook should have washed his hands and changed gloves after touching the door to and from the dining room.
Interview with the Dietary Manager, on 12/16/15 at 4:45 PM, revealed employees should have washed their hands and changed
their gloves every time they changed tasks.

Observation of the kitchen prior to and during the lunch meal service, on 12/16/15 at 11:00 AM, further revealed kitchen
employees not properly using hair restraints. A Dietary Aide wore ahair net, but had her bangs outside of the hair
restraint. Lead Cook #1 and the Chef had beards and did not contain their beards in any type of net.

Interview with Lead Cook #1, on 12/16/15 at 1:45 PM, revealed staff did not cover their beards and bangs in the kitchen.
Further interview with the Chef, on 12/16/15 at 1:50 PM, revealed he had spoken with the kitchen aid the previous day about
her hair being out of the hair restraint. He stated he noticed she still had some bangs out of the hair net at the time of
the meal observation, but did not mention it to her at that time. The Chef aso stated he did not realize staff needed to
restrain short beardsin a hair restraint.

Interview with the Dietary Manager, on 12/16/15 at 4:45 PM, revealed she noticed one of the kitchen aides with her bangs out
of the hair net, but did not talk to her about her hair at that time. She also stated she was unaware beards must also be
kept in ahair restraint.

Observation of the kitchen prior to and during the lunch meal service, on 12/16/15 at 11:00 AM, aso revealed a scoop |eft
in acontainer of thickener throughout the meal service. Observation revealed a large garbage can in the kitchen with no
lid. Employees used this garbage can and placed food waste, wet paper towels, soiled gloves, and packaging in this garbage
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can throughout the meal service.

Level of harm - Minimal Interview with the Chef, on 12/16/15 at 1:50 PM, revealed the garbage can in the kitchen should have had alid, asit is
harm or potential for actual | unsanitary; however, the kitchen had no lid for the garbage can. He stated he was not able to acquire new items for the

harm kitchen, such as garbage can lids, until the new fiscal year due to budgetary constraints.

Observation of the kitchen prior to and during the lunch meal service, on 12/16/15 at 11:00 AM, further revealed the knife

Residents Affected - Many | holder on the wall near the food preparation area continued to have a thick greasy substance and crumbs on the top of it.

shelves.

been monitored by the kitchen staff.

with the ice. There was no ice scoop holder on or around the location of the ice chest.

she recognized the garbage can did not have alid on it.

the chemical level and stated the test strip read 10 ppm when it should have read 150-400 ppm.

dishes. There were eight (8) wet plates and seven (7) wet bowls utilized by the Unit Manager.
be a breeding ground for bacteria.

meal trays were delivered to the TCU dining area by the Scheduling Manager on awet cart.
the staff did not dry the cart before she delivered the trays.

illnesses.

sanitation. He stated he had not asked the Dietary Manager for a copy of the audits to review.

F 0386 Make surethat doctors see aresident's plan of care at every visit and make notes about
progressand ordersin writing.

Level of harm - Minimal **NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

During the meal preparation and service, the chef removed a knife from the holder and used it to cut food items.
Additionally, the floors in the kitchen contained crumbs, food, and paper items near and under the food preparation tables.
Thefloor in the dry storage area had white powder, red powder, crumbs, beans, and dust build up under and behind the

Observation of the refrigerator on the Rehab Unit, on 12/16/15 at 1:30 PM, revealed the refrigerator did not contain a
thermometer. The refrigerator contained a gallon container of milk and a gallon container of chocolate milk.

Interview with the Dietary Manager, on 12/16/15 at 4:45 PM, reveaed she had not been monitoring the kitchenette areain the
Rehab Unit because the kitchen did not serve food from the steam tablesin that dining room. She stated she had not
inspected the refrigerator on that unit and could not speak to the refrigerator not having athermometer. She stated that
shewas unsure if the refrigerator fell under the jurisdiction of nursing or of the kitchen, but that it likely should have

Observation of theice chest in the dining area, on 12/16/15 at 1:45 PM, revealed the ice scoop resting in the ice chest

Interview with the Dietary Manager, on 12/16/15 at 4:45 PM, reveaed staff should not have |eft scoops in the thickener or
in the ice chests. This could lead to bacterial cross contamination and food borne illnesses. The Dietary Manager stated

Observation of the kitchen sanitation, on 12/16/15 at 1:50 PM, revealed staff did not test the sanitation sink for the

correct chemical sanitation level prior to washing pots and pansin the kitchen. Kitchen staff was washing pots and pansin
the three (3) compartment sink at the time of the observation. During the course of the sanitation tour, the Chef used a
chemical strip to test the chemical level in the sanitation sink. The strip read the chemical sink measured at 10 parts per
million (ppm). The strip container stated the correct chemical concentration should read between 150-400 ppm.

Interview with the Chef further revealed the kitchen staff did not test and record the chemical sink for correct sanitation
level. He stated the last recorded testing of the sanitation sink was in October 2015. The Chef used atest strip to test

After closer look at the test strips, the Chef stated the chemical strips tested for chlorine and the kitchen used

four-quart cleaner. He stated the facility did not have test strips to test four-quat cleaner in the chemical sanitation

sink and that the kitchen staff could not have tested for correct chemical sanitation level in the sink.

Interview with the Dietary Manager, on 12/16/15 at 4:45 PM, revealed the kitchen used the wrong strips to test for the

correct chemical level in the sanitation sink. She stated the staff had been using strips that test for chlorine and the

facility used four-quat. She stated that staff had been using the test strips, but not documenting the results and not

reporting that the test strips were not changing color. The facility did not have four-quat test strips.

2. Observation of the Homestead dining experience, on 12/16/15 at 11:50 AM, revealed the Unit Manager serving food on wet

Interview with the Executive Chef, on 12/16/15 at 11:52 AM, revealed dishes should be dry; if the dishes were wet it could
Observation of atray delivery to the Transitional Care Unit (TCU) dining area, on 12/16/15 at 1:12 PM, reveaed two (2)
Interview with the Scheduling Manager, on 12/16/15 at 1:12 PM, revealed she saw the dietary staff spray the cart off, but
Interview with the Dietary Manger, on on 12/16/15 at 4:45 PM, revealed the plates may have been wet if the kitchen staff did
not |et them sit long enough to dry prior to stacking them. She stated stacking wet plates created a breeding ground for
bacteria. The Dietary Manager stated these sanitation concerns put residents at risk of cross contamination and food borne
Interview with the Administrator, on 12/17/15 at 1:12 PM, revealed the facility had previously identified sanitation as an
area of concern. He also stated he was aware of the issues in the kitchen because of the survey results from the previous

year. The Administrator stated he was concerned that some of the identified issues remained. The Administrator stated he
had reviewed the food service auditing tool; however, he had not been monitoring the actual food service audits to ensure

harm or potential for actual | Based on interview, record review and policy review, it was determined the facility failed to ensure the Physician signed
harm and dated all orders at each visit for seven (7) of fourteen (14) sampled Residents (Residents #1, #2, #7, #39, #42, #43

and #44).
Residents Affected - Some | Thefindingsinclude:

prescriptive privileges.

diet with large portions and an order for [REDACTED].

were signed on 03/02/16 by the Physician.

Orders for March 2016 were not present in the resident's records.

an order written [REDACTED)]. Neither order was signed by the Physician.

the Physician.

records.

records.

Review of the facility's Taking Medication and Treatment Orders Policy, revised 03/01/12, revealed all orders must be signed
by an authorized, credentialed physician or other authorized practitioner in accordance with State regulations regarding

Review of the Physician Visits Palicy, revised June 2004, revealed the attending Physician must perform relevant tasks at
the time of each visit, including areview of the resident's total program of care and appropriate documentation.

1. Review of Resident #42's clinical record on the Nursing Facility (NF) 1 unit revealed re-admission orders [REDACTED].
2. Review of Resident #2's Telephone Orders on the NF 1 unit, dated 01/08/16, revealed an order for [REDACTED].
Review of Resident #2's Telephone Orders, dated 01/11/16, revealed the order for regular liberalized diet and no added salt

Review of Resident #2's Monthly Physician Orders for the Month of February 2016, printed on 01/27/16, revealed the orders
Review of the Physician Orders for Resident #2, on 03/02/16 at 9:30 AM, revealed Resident #2's signed monthly Physician
3. Review of Resident #43's Duplicate Telephone Orders on the NF 1 unit, dated 01/15/16, revealed an order for [REDACTED)].
Review of Resident #43's Telephone Orders, dated 01/28/16, revealed an order for [REDACTED]. This order was not signed by
4. Review of Resident #39's Medical Record on the Transitional Care Unit (TCU), revealed there was no signed Monthly
Physician Orders for the Month of February 2016 (with a print date of 01/27/16) on Resident #39's record for review.
5. Review of Resident #1's February 2016 monthly Physician Orders on the NF 1 unit revealed were not present in the medical
6. Review of Resident #7's February 2016 monthly Physician Orders on the NF 2 unit revealed were not present in the medical
7. Review of Resident #44's Duplicate Telephone Orders on the NF 1 unit, dated 02/24/16, revealed an order for [REDACTED].
In addition, atelephone order dated 02/25/16, revealed for Resident #44 to receive partial weight bearing to right leg
with walker and boot on every day and night shift for therapy. Neither order was signed in the medical record.
In addition, Resident #44's signed monthly Physician Orders for March 2016 were not present in the resident's record.

Interview with Unit Manager #3, on 03/03/16 at 3:20 PM, reveaed he printed the orders and then compared the printed orders
with the active orders in the computer. Unit Manager #3 stated he would then print Medication Administration Records (MAR)
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and Treatment Administration Records (TAR) and then compare the MAR to the previous MAR and the TAR to the previous TAR.
Then he would place the month to month orders in the physicians box. The Unit Manager stated he did not check the box once
the orders had been placed in the Physician's box. The Unit Manager stated the Physician could not sign electronically on

the computer system.

Interview with Medical Record Clerk #1, on 03/03/16 at 5:15 PM, revealed the nurses usually had the Physician to sign the
orders on the unit. She stated Unit Manager #2 had a binder in which she kept the orders. The Medica Record Clerk #1,

stated Unit Manager #2 did not give her the binder to file the orders, it was the third shift nursing staff responsibility

to file the signed orders.

However, interview with Registered Nurse (RN) #2, on 03/03/16 at 3:52 PM, revealed she had worked night shift and did not
file signed Physician orders in the residents medical records.

Interview with Unit Manager #2, on 03/02/16 at 3:30 PM, revealed the Physician only wanted to sign three (3) monthly orders
aday. Unit Manager #2 stated once the orders were signed, the orders were placed in the third (3rd) shift binder for

filing. The duplicate order was placed onto the chart. Once the Physician signed the original order, the original order

replaced the duplicate order in the medical record. The Unit Manager stated it was not her job to make sure the order had

been signed.

Further interview with Unit Manager #2, on 03/03/16 at 5:37 PM, revealed she did not give the binder to anyone and the
Physician knew where the binder was located. The Unit Manager stated it was the expectation that the Physician grabbed the
book and signed the orders. The Unit Manager stated that the Physician had not voiced any concerns about the system not
working. The Unit Manager stated the if the Physician did not sign the orders, she |eft the orders in the binder.

Interview with the Physician, on 03/03/16 at 4:57 PM, revealed each Unit functioned on their own and she had most of her
problems with orders from the NF1 Unit. For example she would write an order for [REDACTED]. The orders on the NF1 Unit
were placed in abinder. The Physician stated sometimes she did not know where the binder of orders was and would not see
the binder of orders at her next visit. The Physician stated it was absurd for someone to think she would only sign (3)

orders aday. The Physician stated she did not place her orders into the computer, but she wrote out all of her physician

orders onto a Progress Note and signed the order. The Physician stated she would then re-sign the new printed order from

the computer. The Physician stated she had voiced her concerns with the Management of the facility, to no avail. She had
problems with the monthly orders not being placed into the resident records. The Physician stated she would prefer the

orders be placed in the chart within the week.

Interview with the Interim Director of Nursing (DON), on 03/02/16 at 2:45 PM, revealed when the Physician had an order, the
nursing staff placed the order into Point Click Care Computer System (PCC) and printed out a hard copy for the Physician to
sign. The Unit Managers were responsible to conduct Physician Order Audits. The Unit Managers would check PCC to verify the
orders werein place. The Interim DON stated she was not sure if the Unit Managers were trained on how to conduct the

audit. Further interview revealed no one had asked her to evaluate the audit checks to ensure the Unit Managers were
completing the Physician Order audits. The interim DON stated if the orders were not reconciled then medication errors

could occur. The Interim DON stated with the Physician being in the facility five (5) days aweek, she would think there
would be atimely response from the Physician to verify medications.

Interview with the Manager of Clinical Operations, on 03/02/16 at 3:50 PM, revealed when there was an order taken, the nurse
would place the order in the PCC. During the Morning Meetings, the Interdisciplinary Team (IDT) would review the orders on
the PCC system daily. TARS and MARS were validated to ensure the orders were present. The Manager of Clinical Operations
stated the Physicians had ten (10) days to sign the Physician orders. Medical Records should keep up with the signed
Physician orders and file the orders into the medical records.

Maintain drug records and properly mark/label drugsand other similar products according
to accepted professional standards.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and review of the facility's policy and procedures, it was determined the facility failed
to ensure drugs and biological's used in the facility were not expired or discontinued for two (2) of fourteen (14)
unsampled residents, Unsampled Resident H and Unsampled Resident |, and failed to assure one (1) of one (1) Emergency Drug
Kit (EDK) was sealed.

Thefindingsinclude:

Review of the facility's policy, regarding Storage and Expiration Dating of Drugs, Biologicals, Syringes, and Needles, dated
[DATE] and revised [DATE], revealed drugs, biologicals, syringes, and needles would be stored under proper conditions with
regard to sanitation, temperature, light, moisture, ventilation, segregation, safety, security, and expiration date as
directed by state and federal regulations and manufacturer/supplier guidelines.

1. Observation of the medication cart on Nursing Facility 1 (NF1), on [DATE] at 11:10 AM, revealed expired and discontinued
medications; a narcotic and an antianxiety medication. Unsampled Resident H's Tramadol 50 mg per tablet had expired on
[DATE]. Unsampled Resident I's Lorazepam 0.25 mg had been discontinued since [DATE]. Both medications were on the NF1
medication cart at the time of inspection and were available for use.

Interview with Licensed Practical Nurse (LPN) #3, on [DATE] at 11:23 AM, revealed she understood the process of disposal of
discontinued and expired narcotics and antianxiety medications, but kept the expired and discontinued medicationsin the
cart. LPN #3 stated she was supposed to inform the Unit Manager, and/or the Director of Nursing (DON), the medications
would be signed out of the narcotic book and removed from the cart. The DON and another nurse were to destroy the expired
and discontinued medications with awitness.

Interview with the DON, on [DATE] at 3:50 PM, revealed she would pull expired and discontinued medications, including
narcotics and antianxiety medications, from the cart at least monthly. She would have expected nurses to inform her about
expired and discontinued medications. The DON stated all medications should have been dated when opened to monitor for
expired dates or discontinued narcotics and antianxiety medications. These medications should have been brought to her
attention by the nurse.

2. Observation and inspection of the medication room, on [DATE] at 9:23 AM, revealed the Emergency Drug Kit (EDK) on NF1 was
not sealed with a numerated plastic seal. Continued inspection of the process revealed the pharmacy Emergency Box Usage
Sheet (EBUS) was only partially completed and no seal number was captured on the pharmacy EBUS.

Interview with LPN #2, on [DATE] at 10:25 AM, revealed the unsealed EDK box had to be sealed with a plastic seal that was
numerated. L PN #2 stated the number on the seal assured tracking of the times the EDK box had been opened for the facility
and pharmacy to assure availability of emergency medications. The nurse stated the number had to be placed on a pharmacy
Emergency Box Usage Sheet (EBUS) on the bottom, after resealing the EDK box. LPN #2 continued to state the sheet would be
faxed to the pharmacy with the number. Further observation and interview with LPN #2 revealed the EBUS, dated [DATE] and
collected on [DATE] at 10:35 AM, had no seal number recorded.

Interview with the DON, on [DATE] at 4:20 PM, revealed she would have expected nurses to follow the process of sealing the
EDK box and recording the number of the seal on the pharmacy Emergency Box Usage Sheet. The DON stated she was not aware
the nurses were not following the process. The DON stated she only started there in October of 2015 and she was out of the
facility for 2 weeks for her training.

Have a program that investigates, controlsand keepsinfection from spreading.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interviews, record review, and review of the facility's policies, it was determined the facility

failed to implement their infection control practices to prevent the development and transmission of disease/infection
during