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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

Level of Harm - Immediate
jeopardy to resident health or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42636
safet
Y Based on interview and record review, the facility failed to protect residents from sexual abuse for 2 of 5
Residents Affected - Few residents (R3, R4) reviewed for abuse in the sample of 15. This failure resulted in immediate jeopardy on
7131/24 when the facility first identified the sexual behaviors between R3 and R4 and failed to put
interventions in place to ensure every effort was taken to protect R3. This failure resulted in R4 displaying
sexual behaviors towards R3, including fondling her breasts, placing his hand in her pants and R3 and R4
observed in R4's room, both with their pants and underwear down and R4 kneeling in front of R3. R3 and R4
have moderate cognitive impairment and the inability to consent to sexual relations.

The Immediate Jeopardy began on 7/31/24, when the facility first identified the sexual behaviors between R3
and R4 and failed to put interventions in place to ensure every effort was taken to protect R3. On 10/9/24 at
12:35 PM, V1, Administrator, V2, DON (Director of Nurses), V25, BOM (Business Office Manager), and V26,
Regional Director, were notified of the immediate jeopardy. The surveyor confirmed by observation, interview
and record review, the immediate jeopardy was removed on 10/10/24, but remains at a level two because
additional time is needed to evaluate the implementation and effectiveness of the in-service training.

Findings include:

The Facility Reported Incident, dated 9/20/24, documents that on 9/19/24 at 8:00 PM, an allegation of a
resident-to-resident altercation involving R3 and R4 was made. The initial and final report dated, 9/20/24,
documents that R3 and R4 both have a diagnosis of Dementia and have POA (Power of Attorney) decision
makers. The Incident report documented R3 and R4 have been in a relationship, holding hands, kissing, staff
encouraged to keep out of each other's rooms. On 9/19/24, R3 was noted in R4's room with pants down and
R4 on top of R3. Both POAs made aware. Both are okay with the relationship if consensual. Care plan
updated.

R3's Face Sheet, undated documents R3 has the following diagnosis: Other Symptoms and Signs Involving
Cognitive Functions and Awareness, Major Depressive Disorder, Amnesia, and Altered Mental Status.

R3's MDS (Minimum Data Set), dated 7/1/24, documents R3 has a BIMS (Brief Interview for Mental Status)
score of 8, indicating R3 has moderate cognitive impairment.
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F 0600

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

R3's Care Plan, dated 7/23/24, documents the following: Resident is exhibiting problems as seen by cursing,
hitting, grabbing others, rummaging, making disruptive sounds, screaming at others, wandering, looking for a
boyfriend-has a relationship with another male resident. POA aware. There are no interventions in place to
prevent R3 from sexual abuse or acts.

R3's Abuse Screener, dated 9/24/24, documents that R3 is at risk for abuse and care planning is required.

R3's Progress Note, dated 7/31/24 at 3:13 PM, documents the following: (V15, R3's Daughter) was notified
that resident has been going in and out of men's rooms and will rub their legs or shoulders. Informed her that
one of the male resident's entered her room and CNA (Certified Nurse's Assistant) observed him with his
hand down her shirt. He was immediately removed from her room. Daughter informed of room move to (new
room). Daughter's only response was ok, thank you.

R3's Progress Note, dated 7/31/24 at 3:36 PM, documents the following: Administrator notified of situation
with male patient earlier.

R3's Progress Note, dated 8/28/24 at 2:12 PM, documents the following: Resident sitting in common area
prior to lunch time, resident had sexual behaviors with a male resident, this was reported to this nurse from
activity department. Administrator aware, she is care planned with this type of behavior and is to be in
common area with conversation with a male resident. SSD (Social Service Director) has had conversation
with POA about this behavior prior. Resident is resting in bed at this time, her mood is pleasant.

R3's Progress Note, dated 8/31/24 at 2:58 PM, documents the following: Resident had sexual behaviors with
another male resident this shift, she was in common area near nurses' station or resting in bed. PRN (As
Needed) Ativan administered after lunch due to resident paranoid and yelling at nursing staff to quit talking
about her. She was up in wheelchair for meals, appetite and fluid intake fair. She had to be redirected
multiple times this shift due to following male resident in hallways. She is A&O (Alert and Oriented) times 1.
Still awaiting return call from POA. She agitated and yelling at roommate for her treatment being on at night
and not getting along. Administrator has been notified of her not getting along with roommates.

R3's Progress Note, dated 9/19/24 at 6:40 PM, documents the following: Notified (V16, R3's Daughter) that
(R3) was in (R4's) recliner with her underwear and pants down, and (R4) was on top of her with his pants off.
(V16) said she would notify her sister.

R3's Progress Note, dated 9/20/24 at 10:34 AM, documents the following: Family called and made aware of
event that happened with another resident. Family is ok with the situation as long as resident doesn't mind.
R3 considers the other male resident (R4) her boyfriend. Staff will continue to encourage them to remain in
public and not alone.

R3's Progress Note, dated 9/26/24 at 8:17 PM, documents the following: Resident found in males' room on
the floor. They both had their pants down. They were assisted up and separated. Resident is on fall
precautions, she is confused and stands up to walk back to male's room. They are closely monitored, but
they find a way.
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R3's Progress Note, dated 9/28/24 at 3:41 PM, documents the following: 11:30 AM, called to dining room
from dietary staff. Reported another male resident had his hand down in her pants touching her. Upon
entering, seen male resident remove his hands from her pants. She was removed from the situation and
taken back to her room. Resident upset and voiced that's my husband, why can't we be together. Resident
redirected, no trauma present. Body assessment completed as much as possible, no areas of concern
noted. Resident did not want this nurse to assess skin. Administrator notified via phone, she voiced to have
residents eat in separate dining rooms. 11:48 AM, On Call MD (Medical Doctor) notified, NNO (No New
Orders) received. 11:50 AM, POA notified by phone, left VM (Voicemail). She did return call at around 12:45
PM and was notified of above sexual encounter, she voiced understanding, notified resident will try to be
separated from other male resident.

R3's Progress Note, dated 9/28/24 at 10:27 PM, documents the following: Resident attempted to go to males
room, she tries to stand and walk, She punched this nurse in the stomach and scratched my arm which
needed cleaned and a band aid applied. Male resident comes looking for her and they have sexual
behaviors and then he goes to his room and wants nothing to do with her till their next sexual encounter.
Female resident is hard to redirect and gets very physical and aggressive.

R4's Face Sheet, undated, documents R4 has the following diagnosis: Senile Degeneration of the Brain and
Dementia.

R4's MDS, dated [DATE], documents R4 has a BIMS score of 8, indicating he has moderate cognitive
impairment.

R4's Care Plan, dated 8/5/24, documents the following: Resident exhibiting problems as seen by wandering,
pacing, public sexual acts self-directed, sexually inappropriate behavior toward others; has a relationship
with another female resident. POA aware with an intervention that R4 is not allowed in room alone with a
female resident.

R4's Progress Note, dated 7/31/24 at 3:28 PM, documents the following: Resident's daughter in law notified
that resident was observed in a female's room with his hand down the front of her shirt. Informed that
resident was immediately removed from the situation and taken back to his room and instructed him that he
could not go back into her room or another female's room. Informed that the female was moved to a different
hall. POA states, Oh my, | just can't believe this-this does not even seem like him at all. POA states she will
be in tomorrow to speak with resident. Administrator has been informed of above aforementioned also.

R4's Progress Note, dated 8/4/24 at 2:57 PM, documents the following: Patient is attempting to get another
female patient to come into his room. Patient redirected to his room at this time.

R4's Progress Note, dated 8/5/24 at 2:58 PM, documents the following: Patient educated on not provoking
female patients to follow him to his room. Educated on other patient having dementia and not being able to
make decisions on her own.

R4's Progress Note, dated 8/18/24 at 4:04 PM, documents the following: Resident was found kissing a
female resident today in the dining room. This resident was removed from area and walked him down to his
room to initiate a 1 and 1. A warning was initiated. Resident understood and acknowledged.
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R4's Progress Note, dated 8/22/24 at 1:49 PM, documents the following: Resident continues to have sexual
behaviors with another female resident. POA made aware of this. Staff to ensure that both residents are not
alone in room. They must be present with staff to monitor. Will continue to monitor situation.

R4's Progress Note, dated 8/22/24 at 4:20 PM, documents the following: Resident continues on hospice with
no change in status. Resident has sat in common area in front of desk with his female friend who is also a
resident here. CNA reports that resident noted to have his hand on her leg above the knee underneath her
skirt and this issue was immediately addressed and resident removed his hand. Resident then went back to
his room. Resident making comments to female resident that he would like to take her to bed to, which she
did not reply. Resident currently in his room.

R4's Progress Note, dated 8/25/24 at 2:57 PM, documents the following: Resident remains under the care of
hospice with no change in status noted. Resident has been ambulating up and down halls with a slow,
steady gait with walker. Resident frequently sits in common area in front of nurse's station talking with female
resident. Resident noted earlier to be following female resident into her room and he was redirected.
Informed resident they need to stay in common area and resident compliant.

R4's Progress Note, dated 8/28/24 at 3:42 PM, documents the following: Resident remains under the care of
hospice with no change in status noted. Resident ambulates up and down hallway frequently throughout the
day looking for his female friend. They sit in common area and resident will make sexual suggestions and

female resident just sits and smiles at him. Administrator aware and this is care planned. Family also aware.

R4's Progress Note, dated 8/31/24 at 11:45 AM, documents the following: Patient walks up and down
hallway looking for female friend/patient. Makes gestures to female to come with him to his room. Patient is
redirected to either sit in common area with friend or go back to room alone.

R4's Progress Note, dated 9/19/24 at 6:36 PM, documents the following: Notified POA that female (R3) was
in (R4's) recliner and had her underwear and pants pulled down, and (R4) was on top of her with his pants
off. (R4's) bilateral knees had abrasions. Cleansed with wound cleanser and applied mupirocin and
dressings. Administrator is aware.

R4's Progress Note, dated 9/20/24 at 10:37 AM, documents the following: POA made aware of relationship
with another female resident. They voiced no concerns at this time and understands that they have a
relationship with each other.

R4's Progress Note, dated 9/26/24 at 8:12 PM, documents the following: Resident remains on hospice.
Resident and a female resident were in room on the floor with their pants down. They were assisted up,
dressed, and separated. Even though they are closely monitored, they find a way.

R4's Progress Note, dated 9/28/24 at 11:36 AM, documents the following: Patient observed in dining room
with his hands on another patient's vagina. Patients were separated at this time. 1137- nurse manager on
call notified. 1145- Admin notified, 1148- Doctor on call made aware. POA updated on situation. POA stated
it was female initiating contact. Updated on things patient says to female trying to get her to go in his room.
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R4's Progress Note, dated 9/29/24 at 12:42 PM, documents the following: Patient's POA in facility and stated
she was taking patient out of facility and that he would not be returning.

On 10/3/24 at 4:30 AM, V5, LPN (Licensed Practical Nurse) stated she was not here when the alleged
sexual abuse occurred between R3 and R4 but had heard about it. V5 confirmed that R3 was R4's girlfriend.

On 10/3/24 at 11:40 AM, V8, CNA, stated she did not witness the sexual interaction between R3 and R4. V8
stated R3 likes to leave her hallway to seek out R4 and is unable to be redirected. V8 stated R4 is
consistently stating that R4 is her (R3's) husband and she will have the staff from R4's hall come and get her,
telling her that R3 won't leave R4's hallway.

On 10/3/24 at 11:55 AM, V17, RN (Registered Nurse), stated she was in the dining room when a CNA called
her stating that there was a problem with R3 and R4. V17 stated upon entering R4's room, R3 was observed
sitting in the recliner with her pants and underwear down, R4 was on his knees on the floor by R3 with his
pants and underwear down. V17 stated R3 and R4 seemed embarrassed by the incident. V17 stated R4 was
complaining of knee pain, so she had him sit on the floor and he had abrasions to both knees that she
cleaned and applied bandages to. V17 stated that neither R3 or R4 stated what happened and she (V17) did
not know if penetration had occurred, and she did not witness the sexual interaction between them. V17
stated she assessed R3, and she was smiling, acting silly and didn't have any complaints of pain or areas of
trauma noted. V18 stated after the incident, she notified V1, Administrator, R3 and R4's family but did not
notify either resident's physician or local law enforcement. V17 stated she spoke with V16, R3's Responsible
Party/Daughter, who apologized for her mom's behavior but didn't give any instructions or voice concerns to
her. V17 stated this type of behavior is not a common thing for R3 or R4. V17 stated R3 would pursue R4,
followed him wherever he was at but neither resident ever displayed any behaviors like this before.

On 10/3/24 at 12:30 PM, V2, Director of Nursing, DON, stated she does not have any investigation on R3 or
R4 other than the one on 9/19/24.

On 10/3/24 at 1:45 PM, V2 stated there have not been any events, investigations regarding R3 or R4's
sexual behaviors. V2 stated they have just been putting progress notes in, they tried to do the right thing and
would notify their MD and POA.
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F 0600 On 10/3/24 at 3:15 PM, V15, R3's Representative/Daughter, stated the facility has called her a couple of
times regarding R3 another male resident (R4), but she feels as though it isn't R3 that is instigating these
Level of Harm - Immediate behaviors, it is R4. V15 stated she told the facility it was okay for R3 and R4 to spend time together in the
jeopardy to resident health or hallway, but she did not give permission for any type of sexual encounters or advances. V15 stated the first
safety time she was notified of anything, she was told that R4 was in R3's room, R3 was in bed and R4 was
fondling R3's breasts, unsure of the date. V15 stated the next time, she was notified, she was told that R3
Residents Affected - Few was in R4 and both residents were partially undressed, R3 had just a top on and that they (facility staff) didn't

think anything happened between them. The next time V15 was notified was recently that both residents
were in the dining room and R4 pulled R3's underwear down and was touching her. V15 stated R4 looks like
R3's late husband and R3 thinks R4 is her husband and even calls R4 her late husband's name. V15 stated
R3 has declined over the past 6 months and isn't with it or able to make her own decisions. V15 stated all R3
would tell her was she (R3) and R4 had been naughty, but it is because R3 believes R4 is her husband. V15
stated if R3 knew that wasn't her husband, she would have been embarrassed by those incidents occurring
and she wouldn't have done them.

On 10/4/24 at 7:45 AM, V2 stated she has only observed R3 and R4 together, talking and holding hands. V2
stated R3 and R4's families were notified each time they were doing more than that, and the families told the
facility to let it play out. V2 stated R4's Daughter, got tired of the facility calling her about the sexual
behaviors, she came and got him and took him home. V2 stated the staff provided privacy for R3 and R4
when they would have sexual encounters. V2 stated R3 and R4's BIMS were not high enough to give
consent but R3 and R4's families were okay with it. V2 stated R3 would often say she just loved R4, and
both of their families were aware of the sexual encounters and R3's family just wanted her to be happy. V2
stated she never spoke with either R3 or R4's family so she isn't sure if either one said it was okay for R3
and R4 to perform sexual acts with one another. V2 stated she and V1, Administrator, decided it was time to
report it and believed they were doing it right by documenting it in the progress notes. V2 stated they did train
and told the staff to keep R3 and R4 apart, it was hard, and it wasn't what R3 or R4 wanted. V2 stated they
made an activity center and would take R3 to that and she enjoyed that but when staff would find R3 and R4
together performing sexual acts, they would provide privacy for them. V2 stated both R3 and R4's physician
was aware. V2 stated either the Nurse Practitioner or the Physician was notified of the incident on 9/19/24
but local law enforcement was not notified. V2 stated R3 was not sent to the hospital or examined to see if
sexual penetration had occurred, the nurse did do a physical assessment and didn't notice any injuries. V2
stated it was reported that R4 was on top of R3 with both of their pants and underwear down but when staff
went into the room, R4 was on his knees and couldn't get up off the floor.

On 10/4/24 at 9:50 AM, V20, Medical Director and R3 and R4 Physician, stated he was aware of the
boyfriend/girlfriend situation with R3 and R4. V20 stated that both R3 and R4 had confusion but were
consenting and he was told by the facility that both R3 and R4's families were okay with their relationship.
V20 stated he was notified of the incident on 9/19/24 and opted not to send R3 or R4 to the hospital. V20
stated that knowing they were both consenting adults and their families were okay with their relationship, he
would have only sent them out if they had displayed signs or symptoms of an STD (Sexually Transmitted
Disease), which was highly unlikely.

(continued on next page)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 145465 Page 6 of 27



Department of Health & Human Services

Printed: 02/11/2025
Form Approved OMB

Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

IDENTIFICATION NUMBER: COMPLETED
A. Building

145465 B. Wing 10/10/2024

NAME OF PROVIDER OR SUPPLIER

Jerseyville Nsg & Rehab Center

STREET ADDRESS, CITY, STATE, ZIP CODE

1001 South State Street
Jerseyville, IL 62052

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

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0600

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

On 10/9/24 at 9:35 AM, V1, Administrator, R3 and R4 had a relationship and were hard to keep apart. V1
stated knew they had to keep them apart, so they kept a close eye on them, and they weren't to be in each
other's room alone. V1 stated R4 was alert and oriented times 2 and R3's confusion came and went. V1
stated R4 ambulated with a walker and R3 was in a wheelchair and could propel herself. V1 stated the
relationship started out with them just holding hands and kissing. V1 stated they notified both R3 and R4's
family. V1 stated the report that was submitted on 9/19/24 to (State Agency), she wasn't sure who to report
as the victim/perpetrator because both wanted it. V1 stated R3 referred to R4 as her boyfriend and would say
that she loved him. V1 stated R4 referred to R3 as his girlfriend and neither resident sought out other
residents, it was just each other. V1 stated even though R3 and R4 had Dementia, staff would still tell them
they couldn't be alone with each other and had to be in public. V1 stated the staff tried their best to divert
them. V1 stated there were only two incidents where they were caught with their pants down, the first was
when they were in R4's room and R3 was in the recliner and both R3 and R4 had their pants and underwear
off. V1 stated the other incident occurred after that incident and R3 and R4 were found in R4's room, on the
floor with their pants and underwear off. V1 stated both resident's families were aware, they did not give
permission for R3 and R4 to have sex, but they could have a companion. V1 stated it was never witnessed
whether or not actual penetration occurred. V1 stated they would let the family know what was going on with
R3 and R4 and they (the facility) assumed they were okay with it. V1 stated after the last incident, R4's family
discharged him from the facility, and she isn't sure if it was because they got tired of all the phone calls
regarding R4's behavior or of the relationship between R3 and R4. V1 stated neither R3 nor R4 had the
cognitive capacity to consent to a sexual relationship. V1 stated only the incident on 9/19/24 was reported to
(State Agency) and it was not reported to local law enforcement because they didn't know if it was abuse or
not. V1 stated after the incident on 9/19/24, they had R3 and R4 on different hallways, they were not allowed
to be in any room, including the dining room alone, they were not on one-on-one observation, but staff
watched them and tried to keep them separated.

The Abuse Prevention Program Policy, dated 9/29/22, documents the following: Abuse is the willful infliction
of injury, unreasonable confinement, intimidation, or punishment with resulting physical harm, pain, or mental
anguish. Abuse includes verbal abuse, sexual abuse, physical abuse, and mental abuse. Willful, as used in
this definition of abuse, means the individual must have acted deliberately, not that the individual must have
intended to inflict injury or harm. Protection of Residents: The facility will take steps to prevent further
potential abuse, neglect, exploitation, or mistreatment while the investigation is in progress and will
immediately take appropriate steps to remediate the non-compliance and protect residents from additional
abuse. Residents who allegedly mistreated another resident will be removed from the situation and will have
limited contact with the targeted individual during the course of the investigation. Residents have the right to
engage in sexual activity. If the facility has reason to believe or suspect that a resident does not have the
capacity for consent, the facility must take steps to ensure the resident is protected from abuse and must
evaluate the resident's capacity for consent. The facility must revise the resident's care plan if the resident's
medical, nursing, physical, mental, psychosocial needs or preferences change as a result of an incident of
abuse.

The Immediate Jeopardy that began on 7/31/24 was removed on 10/10/24, when the facility took the
following actions to remove the immediacy:

Proposed Removal Plan:

(continued on next page)
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0600 Other Residents with Potential to be affected by the Immediate Jeopardy Incident: All residents identified as
a risk for abuse are vulnerable due to diagnosis, decreased cognition, communication deficit, or physical

Level of Harm - Immediate mobility function.

jeopardy to resident health or

safety Staff Identified: All staff in the facility are identified as responsible for residents' safety.

Residents Affected - Few Immediate Changes to Facility Systems:

The facility needs to take the following immediate action to prevent the risk of abuse:

1. R3 room move to the 200 Hall. R4 room remained on the 300 Hall. The move was completed on 7/31/2024
2. R3 and R4 were both care planned to maintain supervision when in public areas together. R3 and R4
were care plans to not be in either person's room together. This was completed on 7/23/24 by MDS
Coordinator.

3. R4 was discharged home on 9/29/24 via AMA per POA.

4. The Abuse Assessment was completed 10/09/2024 for all residents to determine if the resident is at risk of
abuse or displays behaviors that would be indicative of potential abuse occurring completed by V1,

Administrator.

5. All residents identified as at risk for abuse had a care plan developed with interventions to prevent
occurrence of abuse completed by V1, Administrator.

6. The Administrator, Director of Nursing, and the MDS Coordinator assessed all residents to determine if
any other residents were having sexual relationship in the facility. No other resident identified as having a
sexual relationship with any resident completed on 10/9/24

7. The Director of Nursing and/or designee educated all staff on what to do when a resident is at risk for
abuse or displays behaviors that would be indicative of potential abuse occurring which was completed on
10/9/2024.

8. Education will be ongoing to ensure that no employee works prior to receiving education by the Director of
Nursing

9. Education will be provided to all new hires prior to working by the Director of Nursing.

10. The Director of Nursing, Administrator and/or Social Service Director will assess residents BIMS score
for the ability to consent to relationships. If unable to consent, the POA or decision maker will be notified and
care plan updated.

Ongoing Monitoring

(continued on next page)
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F 0600 Review of all policies regarding staff obligations to prevent and report resident abuse, neglect, and theft, as
well as what staff are to do if they see, hear or suspect resident abuse, neglect, or theft. At 3:15 PM
Level of Harm - Immediate 10/9/2024, all staff working in the facility were in-service on the facility abuse/neglect and reporting process.
jeopardy to resident health or The Administrator and/or designee will ensure all staff are educated on Abuse/Neglect Policy and
safety Procedures prior to working.
Residents Affected - Few The Administrator will ensure all audits are reported to the QA committee.
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F 0607

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Many

Develop and implement policies and procedures to prevent abuse, neglect, and theft.
42636

Based on interview and record review, the facility failed to implement its abuse policy to protect a resident's
right to be free from sexual abuse by a known male with sexual behaviors. This failure has the potential to
affect all 47 residents residing in the facility.

Findings include:

The Facility Reported Incident, dated 9/20/24, documents that on 9/19/24 at 8:00 PM, an allegation of a
resident to resident altercation involving R3 and R4 was made. The initial and final report dated, 9/20/24,
documents that R3 and R4 both have a diagnosis of Dementia and have POA (Power of Attorney) decision
makers. R3 and R4 have been in a relationship, holding hands, kissing, staff encouraged to keep out of each
other's rooms. On 9/19/24, R3 was noted in R4's room with pants down and R4 on top of R3. Both POAs
made aware. Both are okay with the relationship if consensual. Care plan updated.

On 10/9/24 at 9:35 AM, V1, Administrator, R3 and R4 had a relationship and were hard to keep apart. V1
stated knew they had to keep them apart, so they kept a close eye on them and they weren't to be in each
other's room alone. V1 stated R4 was alert and oriented times 2 and R3's confusion came and went. V1
stated R4 ambulated with a walker and R3 was in a wheelchair and could propel herself. V1 stated the
relationship started out with them just holding hands and kissing. V1 stated they notified both R3 and R4's
family. V1 stated the report that was submitted on 9/19/24 to (State Agency), she wasn't sure who to report
as the victim/perpetrator because both wanted it. V1 stated R3 referred to R4 as her boyfriend and would say
that she loved him. V1 stated R4 referred to R3 as his girlfriend and neither resident sought out other
residents, it was just each other. V1 stated even though R3 and R4 had Dementia, staff would still tell them
they couldn't be alone with each other and had to be in public. V1 stated the staff tried their best to divert
them. V1 stated there were only two incidents where they were caught with their pants down, the first was
when they were in R4's room and R3 was in the recliner and both R3 and R4 had their pants and underwear
off. V1 stated the other incident occurred after that incident and R3 and R4 were found in R4's room, on the
floor with their pants and underwear off. V1 stated both resident's families were aware, they did not give
permission for R3 and R4 to have sex, but they could have a companion. V1 stated it was never witnessed
whether or not actual penetration occurred. V1 stated they would let the family know what was going on with
R3 and R4 and they (the facility) assumed they were okay with it. V1 stated after the last incident, R4's family
discharged him from the facility and she isn't sure if it was because they got tired of all the phone calls
regarding R4's behavior or of the relationship between R3 and R4. V1 stated neither R3 nor R4 had the
cognitive capacity to consent to a sexual relationship. V1 stated only the incident on 9/19/24 was reported to
(State Agency) and it was not reported to local law enforcement because they didn't know if it was abuse or
not. V1 stated after the incident on 9/19/24, they had R3 and R4 on different hallways, they were not allowed
to be in any room, including the dining room alone, they were not on one on one observation but staff
watched them and tried to keep them separated.

(continued on next page)

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

Event ID: Facility ID: If continuation sheet
145465 Page 10 of 27




Department of Health & Human Services Printed: 02/11/2025

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
145465 B. Wing 10/10/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Jerseyville Nsg & Rehab Center 1001 South State Street
Jerseyville, IL 62052

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

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0607 The Abuse Prevention Program Policy, dated 9/29/22, documents the following: Abuse is the willful infliction
of injury, unreasonable confinement, intimidation, or punishment with resulting physical harm, pain, or mental
Level of Harm - Minimal harm or anguish. Abuse includes verbal abuse, sexual abuse, physical abuse, and mental abuse. Employees are
potential for actual harm required to report any incident, allegation, or suspicion of potential abuse, neglect, mistreatment or
misappropriation of resident property immediately to the Administrator. Upon learning of the report, the
Residents Affected - Many administrator shall initiate and an incident investigation.

The Resident Census Report, dated 10/3/24, documents there are 47 residents residing in the facility.
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F 0609

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

42636

Based on interview and record review, the facility failed to report potential sexual abuse to the local police
department and (State Agency) for 2 of 5 residents (R3, R4) reviewed for reporting of abuse allegations in
the sample of 15.

Findings include:

The Facility Reported Incident, dated 9/20/24, documents that on 9/19/24 at 8:00 PM, an allegation of a
resident to resident altercation involving R3 and R4 was made. The initial and final report dated, 9/20/24,
documents that R3 and R4 both have a diagnosis of Dementia and have POA (Power of Attorney) decision
makers. R3 and R4 have been in a relationship, holding hands, kissing, staff encouraged to keep out of each
other's rooms. On 9/19/24, R3 was noted in R4's room with pants down and R4 on top of R3. Both POAs
made aware. Both are okay with the relationship if consensual. Care plan updated. The report documents
that the local police department nor the physicians were notified of the potential abuse.

R3's Progress Note, dated 7/31/24 at 3:13 PM, documents the following: (V15, R3's Daughter) was notified
that resident has been going in and out of men's rooms and will rub their legs or shoulders. Informed her that
one of the male resident's entered her room and CNA (Certified Nurse's Assistant) observed him with his
hand down her shirt. He was immediately removed from her room. Daughter informed of room move to
223-A. Daughter's only response was ok, thank you.

R3's Progress Note, dated 9/19/24 at 6:40 PM, documents the following: Notified (V16, R3's Daughter) that
(R3) was in (R4's) recliner with her underwear and pants down, and (R4) was on top of her with his pants off.
(V16) said she would notify her sister.

R3's Progress Note, dated 9/26/24 at 8:17 PM, documents the following: Resident found in males room on
the floor. They both had their pants down. They were assisted up and separated. Resident is on fall
precautions, she is confused and stands up to walk back to male's room. They are closely monitored, but
they find a way.

R3's Progress Note, dated 9/28/24 at 3:41 PM, documents the following: 11:30 AM, called to dining room
from dietary staff. Reported another male resident had his hand down in her pants touching her. Upon
entering, seen male resident remove his hands from her pants. She was removed from the situation and
taken back to her room. Resident upset and voiced that's my husband, why can't we be together. Resident
redirected, no trauma present. Body assessment completed as much as possible, no areas of concern
noted. Resident did not want this nurse to assess skin. Administrator notified via phone, she voiced to have
residents eat in separate dining rooms. 11:48 AM, On Call MD notified, NNO (No New Orders) received.
11:50 AM, POA notified by phone, left VM (Voicemail). She did return call at around 12:45 PM and was
notified of above sexual encounter, she voiced understanding, and notified resident will try to be separated
from other male resident.
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F 0609

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

R4's Progress Note, dated 7/31/24 at 3:28 PM, documents the following: Resident's daughter in law notified
that resident was observed in a female's room with his hand down the front of her shirt. Informed that
resident was immediately removed from the situation and taken back to his room and instructed him that he
could not go back into her room or another female's room. Informed that the female was moved to a different
hall. POA states, Oh my, | just can't believe this-this does not even seem like him at all. POA states she will
be in tomorrow to speak with resident. Administrator has been informed of above aforementioned also.

R4's Progress Note, dated 8/18/24 at 4:04 PM, documents the following: Resident was found kissing a
female resident today in the dining room. This resident was removed from area and walked him down to his
room to initiate a 1 and 1. A warning was initiated. Resident understood and acknowledged.

R4's Progress Note, dated 8/22/24 at 4:20 PM, documents the following: Resident continues on hospice with
no change in status. Resident has sat in common area in front of desk with his female friend who is also a
resident here. CNA reports that resident noted to have his hand on her leg above the knee underneath her
skirt and this issue was immediately addressed and resident removed his hand. Resident then went back to
his room. Resident making comments to female resident that he would like to take her to bed to, which she
did not reply. Resident currently in his room.

R4's Progress Note, dated 9/19/24 at 6:36 PM, documents the following: Notified POA that female (R3) was
in (R4's) recliner and had her underwear and pants pulled down, and (R4) was on top of her with his pants
off. (R4's) bilateral knees had abrasions. Cleansed with wound cleanser and applied mupirocin and
dressings. Administrator is aware.

R4's Progress Note, dated 9/26/24 at 8:12 PM, documents the following: Resident remains on hospice.
Resident and a female resident were in room on the floor with their pants down. They were assisted up,
dressed and separated. Even though they are closely monitored, they find a way.

R4's Progress Note, dated 9/28/24 at 11:36 AM, documents the following: Patient observed in dining room
with his hands on another patients vagina. Patients were separated at this time. 1137- nurse manager on call
notified. 1145- Admin notified, 1148- Doctor on call made aware. POA updated on situation. POA stated it
was female initiating contact. Updated on things patient says to female trying to get her to go in his room.

On 10/3/24 at 11:55 AM, V17, RN (Registered Nurse), stated she was in the dining room when a CNA called
her stating that there was a problem with R3 and R4. V17 stated upon entering R4's room, R3 was observed
sitting in the recliner with her pants and underwear down, R4 was on his knees on the floor by R3 with his
pants and underwear down. V17 stated R3 and R4 seemed embarrassed by the incident. V17 stated R4 was
complaining of knee pain, so she had him sit on the floor and he had abrasions to both knees that she
cleaned and applied bandages to. V17 stated that neither R3 nor R4 stated what happened and she (V17)
did not know if penetration had occurred and she did not witness the sexual interaction between them. V17
stated she assessed R3 and she was smiling, acting silly and didn't have any complaints of pain or areas of
trauma noted. V18 stated after the incident, she notified V1, Administrator, R3 and R4's family but did not
notify either resident's physician or local law enforcement. V17 stated she spoke with V16, R3's Responsible
Party/Daughter, who apologized for her mom's behavior but didn't give any instructions or voice concerns to
her. V17 stated this type of behavior is not a common thing for R3 or R4. V17 stated R3 would pursue R4,
followed him wherever he was at but neither resident ever displayed any behaviors like this before.
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F 0609 On 10/3/24 at 12:30 PM, V2, DON, stated she does not have any investigations on R3 or R4 other than the
one on 9/19/24.
Level of Harm - Minimal harm or

potential for actual harm On 10/3/24 at 1:45 PM, V2, DON, stated there have not been any events, investigations regarding R3 or
R4's sexual behaviors. V2 stated they have just been putting progress notes in, they tried to do the right
Residents Affected - Few thing and would notify their MD and POA.

On 10/4/24 at 7:45 AM, V2, DON, stated either the Nurse Practitioner or the Physician was notified of the
incident on 9/19/24 but local law enforcement was not notified.

On 10/9/24 at 9:35 AM, V1, Administrator, stated only the incident on 9/19/24 was reported to (State Agency)
and it was not reported to local law enforcement because they didn't know if it was abuse or not.

The Abuse Prevention Program Policy, dated 9/29/22, documents the following: In response to allegations of
abuse, exploitation, or mistreatment, the facility must ensure that all alleged violations are reported
immediately to the state survey agency and adult protective services in accordance with state law through
established procedures. The facility shall immediately contact local law enforcement authorities in the
following situations: sexual abuse of a resident by a staff member, another resident, or a visitor.
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F 0610 Respond appropriately to all alleged violations.
Level of Harm - Actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42636
Residents Affected - Few Based on interview and record review, the facility failed to investigate allegations of potential abuse to

prevent further sexual abuse for 2 of 5 residents (R3, R4) reviewed for investigating/implementing
interventions to prevent further abuse in the sample of 15. This failure resulted in R4 displaying sexual
behaviors towards R3, including fondling her breasts, placing his hand in her pants and R3 and R4 observed
in R4's room, both with their pants and underwear down and R4 kneeling in front of R3. R3 and R4 have
moderate cognitive impairment and the inability to consent to sexual relations.

Findings include:

R3's Face Sheet, undated documents R3 has the following diagnosis: Other Symptoms and Signs Involving
Cognitive Functions and Awareness, Major Depressive Disorder, Amnesia, and Altered Mental Status.

R3's Abuse Screener, dated 9/24/24, documents that R3 is at risk for abuse and care planning is required.

R3's Progress Note, dated 7/31/24 at 3:13 PM, documents the following: (V15, R3's Daughter) was notified
that resident has been going in and out of men's rooms and will rub their legs or shoulders. Informed her that
one of the male resident's entered her room and CNA (Certified Nurse's Assistant) observed him with his
hand down her shirt. He was immediately removed from her room. Daughter informed of room move to
223-A. Daughter's only response was ok, thank you.

R3's Progress Note, dated 8/31/24 at 2:58 PM, documents the following: Resident had sexual behaviors with
another male resident this shift, she was in common area near nurse's station or resting in bed. PRN (As
Needed) Ativan administered after lunch due to resident paranoid and yelling at nursing staff to quit talking
about her. She was up in wheelchair for meals, appetite and fluid intake fair. She had to be redirected
multiple times this shift due to following male resident in hallways. She is A&O (Alert and Oriented) times 1.
Still awaiting return call from POA. She agitated and yelling at roommate for her treatment being on at night
and not getting along. Administrator has been notified of her not getting along with roommates.

R3's Progress Note, dated 9/19/24 at 6:40 PM, documents the following: Notified (V16, R3's Daughter) that
(R3) was in (R4's) recliner with her underwear and pants down, and (R4) was on top of her with his pants off.
(V16) said she would notify her sister.

R3's Progress Note, dated 9/26/24 at 8:17 PM, documents the following: Resident found in males room on
the floor. They both had their pants down. They were assisted up and separated. Resident is on fall
precautions, she is confused and stands up to walk back to male's room. They are closely monitored, but
they find a way.

(continued on next page)
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F 0610

Level of Harm - Actual harm

Residents Affected - Few

R3's Progress Note, dated 9/28/24 at 3:41 PM, documents the following: 11:30 AM, called to dining room
from dietary staff. Reported another male resident had his hand down in her pants touching her. Upon
entering, seen male resident remove his hands from her pants. She was removed from the situation and
taken back to her room. Resident upset and voiced that's my husband, why can't we be together. Resident
redirected, no trauma present. Body assessment completed as much as possible, no areas of concern
noted. Resident did not want this nurse to assess skin. Administrator notified via phone, she voiced to have
residents eat in separate dining rooms. 11:48 AM, On Call MD (Medical Doctor) notified, NNO (No New
Orders) received. 11:50 AM, POA notified by phone, left VM (Voicemail). She did return call at around 12:45
PM and was notified of above sexual encounter, she voiced understanding, and notified resident will try to be
separated from other male resident.

R4's Face Sheet, undated, documents R4 has the following diagnosis: Senile Degeneration of the Brain and
Dementia.

R4's MDS, dated [DATE], documents R4 has a BIMS score of 8, indicating he has moderate cognitive
impairment.

R4's Progress Note, dated 7/31/24 at 3:28 PM, documents the following: Resident's daughter in law notified
that resident was observed in a female's room with his hand down the front of her shirt. Informed that
resident was immediately removed from the situation and taken back to his room and instructed him that he
could not go back into her room or another female's room. Informed that the female was moved to a different
hall. POA(Power of Attorney) states, Oh my, | just can't believe this-this does not even seem like him at all.
POA states she will be in tomorrow to speak with resident. Administrator has been informed of above
aforementioned also.

R4's Progress Note, dated 8/18/24 at 4:04 PM, documents the following: Resident was found kissing a
female resident today in the dining room. This resident was removed from area and walked him down to his
room to initiate a 1 and 1. A warning was initiated. Resident understood and acknowledged.

R4's Progress Note, dated 8/22/24 at 4:20 PM, documents the following: Resident continues on hospice with
no change in status. Resident has sat in common area in front of desk with his female friend who is also a
resident here. CNA reports that resident noted to have his hand on her leg above the knee underneath her
skirt and this issue was immediately addressed and resident removed his hand. Resident then went back to
his room. Resident making comments to female resident that he would like to take her to bed to, which she
did not reply. Resident currently in his room.

R4's Progress Note, dated 9/26/24 at 8:12 PM, documents the following: Resident remains on hospice.
Resident and a female resident were in room on the floor with their pants down. They were assisted up,
dressed and separated. Even though they are closely monitored, they find a way.

R4's Progress Note, dated 9/28/24 at 11:36 AM, documents the following: Patient observed in dining room
with his hands on another patients vagina. Patients were separated at this time. 1137- nurse manager on call
notified. 1145- Admin notified, 1148- Doctor on call made aware. POA updated on situation. POA stated it
was female initiating contact. Updated on things patient says to female trying to get her to go in his room.

On 10/3/24 at 12:30 PM, V2, (Director of Nursing/ DON), stated she does not have any investigation on R3
or R4 other than the one on 9/19/24.

(continued on next page)
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42636

Based on interview and record review, the facility failed to provide supervision/monitoring to prevent an
elopement for 1 of 6 residents (R5) reviewed for supervision to prevent elopement in the sample of 15. This
failure resulted in Immediate Jeopardy on 9/20/24 when R5, eloped from the facility sometime after 3:00 AM
and was found by a passerby at 6:20 AM and returned to the facility.

The Immediate Jeopardy began on 9/20/24, when R5 eloped from the facility sometime after 3:00 AM and
was found by a passerby at 6:20 AM and was returned to the facility. On 10/9/24 at 12:35 PM, V1,
Administrator, V2, DON (Director of Nurses), V25, BOM (Business Office Manager), and V26, Regional
Director, were notified of the Immediate Jeopardy. The surveyor confirmed by observation, interview and
record review, the Immediate Jeopardy was removed on 10/10/24, but remains at Level Two because
additional time is needed to evaluate the implementation and effectiveness of the in-service training.

Findings include:
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The Facility Reported Incident Investigation, dated 9/24/24, documents the following: On 9/20/24 at 6:00 AM,
R5 eloped from the facility. R5 has a BIMS (Brief Interview for Mental Status) Score of 11, which indicates
moderate cognitive impairment. R5's POA (Power of Attorney) states that he does have confusion and
forgetfulness most days. Staff did rounds at 3:00 AM and went back for another round at 5:00 AM, when they
noticed R5 was not in his room. Staff completed an outside and inside perimeter sweep with no findings.
They call the DON (Director of Nurses) and Administrator and notified the local police. R5 was noted behind
the building in the parking lot by a passerby, who brought R5 back to the facility. Staff stated that the door
alarm was not activated and later found that another resident had turned the alarm off. An assessment was
completed upon return with no injuries noted. R5's POA was made aware. R5 was moved to a room closer to
the nurse's station, the door code was changed and R5 was placed on 15-minute checks for 24 hours. Initial
report 9/20/24 - Resident unable to recall why he left. Written statement by V7, LPN (Licensed Practical
Nurse), undated, aide alerted me at 5:40 AM, that patient wasn't in room, we then began to check all the
room but were unsuccessful with finding patient in building. We then went outside and walked around the
whole building, meeting each other multiple times. After not finding outside, aide called supervisors to see
what step to take. Police were then contacted. We then went outside again to look when a truck pulled up
and patient was inside the vehicle. The man stated that resident flagged him down in the back parking lot by
200/400 hall exit. When resident returned to building and asked where he had been, resident stated he didn't
know how he got outside, nor for how long he had been out there. The POA was contacted unsuccessfully.
Also, vital signs and head to toe assessment were completed with no findings and normal vitals. Written
statement by V8, CNA (Certified Nurse's Assistant), undated, at approximately 5:55 AM - 6:00 AM, | was
doing rounds and was approached by the charge nurse who stated she was attempting to locate a resident
from 4 south. | stopped what | was doing and immediately began to search. Written statement by V9, CNA,
undated, | went back to 400 South at around 2:30 AM, after | got back from lunch, then went back there at
around 5:30 AM, R5 was there at around 2:30 AM sleeping and at around 5:30 AM was missing. Written
statement by V10, [NAME] by, undated, | was driving down (street name) at about 6:20 AM when | saw R5
standing at the corner of (street name) and (street name), waving his arms to get my attention. | pulled over
to assist R5. After asking R5 a couple of questions, | was approached by staff of the facility. | then drove R5
to the front of the building where | helped him out of the truck and to the front doors where we entered the
building and after entering the building, | then handed R5 off to a staff member on duty.

The facility is located on a main highway, heavily trafficked area, less than a half mile from train tracks that
are currently in use by the railroad.

R5's Face Sheet, undated, documents R5 has the following diagnoses: Displaced Fracture of the Right Foot,
Dementia, Abnormalities of Gait and Mobility, Hearing Loss, Diabetes, Hypertension, Giddiness and
Dizziness.

R5's Minimum Data Set (MDS), dated [DATE], documents R5 has a BIMS score of 12, indicating R5 has
moderate cognitive impairment.

R5's Elopement Assessment, dated 9/13/24, documents the following: R5 is ambulatory, is a new admission
who has made statements questioning the need to be here, displays behavior that may indicate an attempt
to leave, body language, etc., that an elopement may be forthcoming. Elopement care plan to be initiated.
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R5's Progress Note, dated 9/14/24 at 3:00 AM, documents the following: Resident slept most of the night
without issues. Resident was restless and attempting to get out of bed most of the evening requiring one to
one care until he went to sleep. Alert and oriented to self, time, and situation. Able to communicate needs,
appetite and fluid intake is good. Resident asked for cigarette and ash tray, | advised res (resident) that there
is no smoking inside the facility, resident does not have own supply of cigarettes.

R5's Care Plan, dated 9/17/24, documents R5 is cognitively impaired due to Dementia with interventions for
a wander guard as needed and to observe whereabouts.

R5's Progress Note, dated 9/20/24 at 6:34 AM, documents the following: At 5:40 am aide alerted me that
resident was not in his room and that she checked his room and the rooms on the hall. We then went outside
and walk the entire building without success of locating resident. At this time all personnel was alerted and
police were contacted. When outside a truck pulled up with resident in car stating that the resident was
outside in the area of 200/400 by smoking area. When resident returned the resident didn't know why he was
outside or how he got out. Head to toe assessment completed with no open areas, scrapes, or abrasions
Pain level is 0 out of 10, vs (vital signs) - b/p (blood pressure)- 132/64 p (pulse)-58 02 (oxygen saturation
level) - 96% t (temperatures) -96.8. POA (Power of Attorney) was called but didn't answer a voicemail was
left. Resident is now sitting at nurse's station.

R5's Progress Note, dated 9/20/24 at 10:58 AM, documents the following: DON (Director of Nursing) and
Administrator spoke with (POA) contact 1, who came to the facility to see the resident. (POA) did state she
didn't listen to the message we left for her. We explained the resident did get out of the facility and another
resident turned off the door alarm. We explained a head to toe assessment was completed, he was
showered, and the steps we are taking for the safety of this resident. (POA) stated he was always trying to
get out at home and did get out at the last facility he was in by climbing out of a window. (POA) stated she
understood and had no questions or concerns.

R5's Progress Note, dated 9/20/24 at 11:09 AM, documents the following: Resident got a room move today,
from (previous room to new room), due to safety reasons, family was made aware. Resident will continue to
be monitored; any changes will be made in next care plan meeting.

On 10/3/24 at 4:25 AM, V4, CNA, stated 2 CNAs and 1 nurse is not enough staff for 47 residents. V4 stated
it's hard to get the call lights answered, care provided and to supervise the residents.

On 10/3/24 at 4:30 AM, V5, Licensed Practical Nurse, LPN, stated the layout of the building is a problem
because the residents are scattered, not in one area making it very difficult, impossible to supervise them. V5
stated they all answer call lights, but if they are at the front nurse's station (100/200/300 hall), you can't hear
the call lights going off on the 400-hall until you get to that nurse's station, so if someone needs help, you
might not know it.

On 10/3/24 at 4:35 AM, V6, CNA, stated there aren't a lot of residents on the 400-hall but the 200-hall is a
heavy hall. V6 stated it is just him, another CNA and nurse working. V6 stated that is not enough staff and
there are a few unruly residents and residents that are up and moving about so if they are dealing with one of
those residents, they can't supervise the other ones, it's very difficult to manage. V6 stated if he is on the
100, 200 or 300-halls, he can't hear the call lights on the 400-hall so he tries to be by the nurse's station so
he can hear them. V6 stated R5 was independent, strong willed, doesn't really need help.
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On 10/3/24 at 8:00 AM, V11, MDS Coordinator, stated they do not have any residents currently at risk for
elopement.

On 10/3/24 at 4:05 PM, V9, CNA, stated she was not the aide assigned to R5 but all the CNAs care for all
the residents. V9 stated she checked on R5 at around 2:30 AM, he was sleeping, when she went back to
check on him around 5:30 AM, he was nowhere to be found. V9 said she notified the nurse. V9 stated there
were no alarms going off. V9 stated V10, [NAME] by, is also V2, DON's, son, was on his way to work and
saw R5, who was waving him down. V10 placed R5 in his truck and drove him to the facility and walked him
back into the facility. V9 stated R5 was fine, had no injuries, and was fully dressed with a coat and shoes on.
V9 stated R5 was alert for the most part until he returned to the facility and couldn't remember how he got
out of the facility or why he left the facility, couldn't remember anything. V9 stated she knew R5 could walk
with assistance but didn't know he could walk like that.

On 10/3/24 at 4:10 PM, V8, CNA, stated she was working when R5 eloped. V8 stated it was a weird
situation, she had just done rounds. R5 was there and then she went to do final rounds around 5:30 AM -
6:00 AM and he was gone. V8 stated her and V9, CNA, were working the halls together. V8 did the round at
3 AM and V9 did the round at 5:30 AM and notified her (V8) that R5 was gone. V8 stated she looked
everywhere and couldn't find R5, so she called the police, she was freaking out because he couldn't be
found, and she wasn't going to wait for anyone else to call. V8 stated a community member (V10, [NAME]
by) is somehow familiar with the facility, was on his way to work and R5 flagged him down so he (V10)
brought R5 back to the facility and walked him inside. V8 stated when R5 returned to the facility he was
lethargic, didn't know what he was doing or what was going on. V8 stated normally V5 isn't that confused but
is never alert and oriented x 2 or 3. V8 stated she normally works evening shift but stays over for nights at
times and staffing on nights is horrible, there isn't enough staff to supervise the residents or do what they
need to do. V8 stated if there would have been more staff, she doesn't believe the incident with R5 would
have happened.

On 10/4/24 at 7:45 AM, V2, DON, stated when staff went to check on R5, it disturbed him and woke him up,
so he got up, changed out of his pajamas into regular clothes, put a coat and shoes on and left the facility.
V2 stated the door alarm did go off and another resident, who comes in later at night, turned off the alarm
when it was sounding, and she believes the CNA thought the other CNA turned it off, so they didn't check to
make sure none of the residents had gone out. V2 stated she watched the cameras, and it shows the CNA
going into R5's room to do a check and R5 wasn't there. V2 stated she doesn't remember when R2 exited
the facility, she wrote it down but isn't sure where it is at. V2 stated the CNA then called V1, Administrator,
herself (V2), and the local police department. V2 stated R5 was already back in the building by the time she
arrived at the facility. V2 stated V10, [NAME] by, is her (V2's) son, he was on his way to work and R5 was
waving him down, so he (V10) pulled over and R5 told him he needed help, upon further questioning, V5 told
V10 that he didn't know where he was going but he was from the home right there, pointing to the facility, so
V10 brought R5 back to the facility. V2 stated afterwards V21, R5's Significant Other, told her that R5 had
busted out a window at another facility to get out and R5 would often try to leave while he was at home so
V21 had alarms placed on the doors so he couldn't go out on his own. V2 stated they did not know this until
after R5 eloped on 9/20/24. V2 stated R5 would often tell V21 that he wanted to go home but she isn't aware
of him making any prior elopement attempts while in the facility. V2 stated R5 was alert and oriented x 2,
sometimes he was fine, other times he was confused. V2 stated R5 was on the back half of the 400 hall and
after the elopement, he was moved to the 300-hall to a room next to the nurse's station.
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On 10/4/24 at 8:10 AM, V7, LPN, stated she was working when R5 eloped from the facility. V7 stated the
CNAs checked on him around 4:30 AM - 5:00 AM, and R5 was in bed, asleep. V7 stated when the CNA went
back into the room around 6:00 AM to get R5 up for the day, he wasn't in his room. V7 stated the staff looked
for him inside and outside of the building but did not see him. V7 stated after that a car pulled up, V10,
[NAME] by/V2's son, and stated R5 was out there at the smoking gait, and he picked him up. V7 stated she
is not aware of any alarms going off on the 400 hall doors but the residents on that hall know the door code
because their families come in often and they go in and out that door. V7 stated she isn't sure if R5 was
trying to go out and smoke because he used to smoke but recently V21 told the facility he couldn't smoke
anymore. V7 stated R5 told her, he didn't know where he was going and R5 isn't capable of knowing the
door code to get out. V7 stated R5 didn't have any injuries and was fully dressed with a coat and shoes on.
V7 stated R5 was alert and oriented x 2-3 and had no prior attempts to elope that she is aware of.

On 10/4/24 at 9:50 AM, V20, R5's Physician, stated R5 had a fractured foot, was wheelchair bound and in a
boot for the fracture, or so they thought. V20 stated R5 got out of the facility because 1 busy body resident
turned the alarm off when R5 went out, if that resident hadn't done that, R5 wouldn't have gotten out and that
just set off a cascade of effects. V20 stated R5 had periods of confusion.

On 10/8/24 at 9:25 AM, V1, Administrator, stated the current elopement binder is not up to date and staff
doesn't look at it anyway. V1 stated she has hung up instruction sheets at the nurse's station on what to do if
they have a missing resident. V1 stated after R5 eloped, they looked at the residents that were at risk and
determined they were no longer at risk. V1 stated they determined this by reviewing the resident's
information. The surveyor asked if there were new elopement assessments completed to determine they
were no longer at risk and V11, MDS Coordinator/Care Plan Coordinator, stated he believes so but would
check to make sure. V11 stated the residents are assessed for elopement risk upon admission and then
quarterly.

On 10/8/24 at 1:58 PM, V18, LPN, stated she knows a resident is at risk for elopement by looking in the
elopement binder at the nurse's station.
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On 10/9/24 at 9:35 AM, V1, Administrator, stated R5 was at the facility for skilled care due to a fractured foot
and was non-weight bearing, wore a boot and staff thought he was a 2-assist, and he went along with it. V1
stated he was placed in a room on the 400-hall because that is where they put their rehab to home residents
because the rooms are bigger. V1 stated on 9/20/24, the CNA, did rounds and stated R5 was in bed sleeping
at that time, it was determined when the CNA went into the room to do rounds, the CNA, inadvertently woke
R5 up and that is why he got up and dressed for the day. V1 stated at approximately 5:00 AM, the CNA went
in to do the last round and R5 was gone and panic set in. After interviewing staff and residents, the CNA that
was assigned to R5's hallway, went to help the other CNA in another resident's room, during that time, R5
went out the 400-hall exit door, setting off the alarm and R12, annoyed by the alarm, got up in his
wheelchair, went to the exit door and shut off the alarm using the door code. V1 stated the CNAs on that
hallway never heard the alarm because they were in a resident's room on a different hallway and R12 turned
the alarm off before they came out of the room. V1 stated R12 could have told staff that he turned the alarm
off but chose not to. V1 stated when R5 was returned to the facility, he was immediately moved to a room on
the 300-hallway, where more residents and staff were. V1 stated R5 was more engaged on that hall due to
more residents and staff and did not try to elope again. V1 stated all the door alarm codes were changed at
that time. V1 stated R5 was alert and oriented x 2 with confusion. V1 stated after R5 eloped, V21, R5's
Significant Other, told the facility that when R5 was at home, she had alarms on all the exit doors because he
would try to get out at night. V1 stated the staff didn't know R5 could walk.

The Elopement Prevention Policy, dated January 2018, documents the following: It is the policy of this facility
to provide a safe and secure environment for all residents. To ensure this process, the staff will assess all
residents for the potential for elopement. Determination of risk will be assigned for each individual resident
and interventions for prevention will be established in the plan of care to minimize the risk for elopement. Any
resident assessed to be at risk for elopement will have their photograph and basic identifying information
placed in a special folder or binder to be maintained in a designated location. Responsibility for updating the
folder/binder shall be assigned to a designated staff member by the administrator. Communication of
interventions will be made to direct care staff through exposure to the resident's plan of care and periodic
review and disclosure of the contents of the elopement binder.

The Missing Resident Policy, dated November 2017, documents the following: It is the policy of the facility
that reasonable precautions are taken to minimize the risks of resident elopement attempts. Reasonable
precautions include, but are not limited to: door alarms, personal door alarm activation devices, staff
intervention, staff education regarding response to door alarms, and the resident interventions. A resident
shall be defined as missing when the initial reasonable search of the facility interior and immediate grounds
has not rendered physical evidence of the resident's person; there exists no evidence of the resident's
whereabouts upon examination of documents including but not limited to the medical record, calendar of
events and sign out books/sheets and after questioning of facility staff and residents evidence of
whereabouts remain uncertain.

The Immediate Jeopardy that began on 9/20/24 was removed on 10/10/24, when the facility took the
following actions to remove the immediacy:

Proposed Removal Plan:

Other Residents with Potential to be affected by the Immediate Jeopardy Incident: All residents identified as
a risk per facility elopement risk screening.
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Staff Identified: All staff in the facility are identified as responsible for residents' safety.
Immediate Changes to Facility Systems:
The facility needs to take the following immediate action to prevent the risk of abuse:

1. R5 was immediately placed on 15-minute checks and moved to the 200 Hall for closer supervision on
9/20/2024 upon his return at 6:20.

2. R5's care plan was reviewed and updated to reflect interventions regarding elopement risk by the MDS
Coordinator on 9/20/24

3. R5 was discharged home on 9/27/24 with R5's, emergency contact.
4. The Elopement Assessment was completed on all residents 10/09/2024 by V1, Administrator.

5. All residents identified at risk for elopement care plans were updated with interventions, as well as the
facility's Code Yellow Binder by V1, Administrator, on 10/9/24

6. All staff were in-service on the facilities Elopement Prevention Policy to reflect on what to do in the event
of a missing person which was completed on 10/09/24. All staff Education will be ongoing to ensure that no
one works prior to being in-service by the Director of Nursing.

7. All policies and procedures related to elopement and missing person were reviewed to ensure appropriate
by V26, Regional Director and V1, Administrator.

8. The Maintenance Director audited all exit door to ensure alarms are functioning properly.

9. Door alarm code was changed on 9/20/24 and staff in serviced by the maintenance director on new code
and not giving out the code to family members or residents the same day.

Ongoing Monitoring

Social Service Director and/or designee will audit the Elopement Risk Assessment upon admission to the
facility, quarterly, and during a significant change to ensure any resident identified as at risk will be placed in
the Code Yellow binder and the resident care plan are up to date with appropriate intervention.

The Maintenance Director and/or designee with audit door alarm weekly to ensure functioning.

The Administrator will ensure all audits are reported to QA committee.
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0725 Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in
charge on each shift.

Level of Harm - Minimal harm or
potential for actual harm 42636

Residents Affected - Many Based on interview, observation and record review, the facility failed to have a sufficient number of Certified
Nursing Assistants (CNA) working to ensure the needs of the residents were met. This failure has the
potential to affect all 47 residents residing in the facility.

Findings include:

On 10/3/24 at 4:20 AM, there were 2 Certified Nursing Aides (CNA) and 1 Licensed Practical Nurse (LPN)
were in the facility working. There were no other staff in the facility.

On 10/3/24 at 4:25 AM, V4, CNA, stated there are 2 CNAs and 1 nurse working at this time and the 2nd CNA
was mandated to stay over from evenings. V4 stated 2 CNAs and 1 nurse is not enough staff for 47
residents. V4 stated it's hard to get the call lights answered, care provided and to supervise the residents. V4
stated they have several residents at risk for falls and can't watch all of them. V4 stated she is waiting on the
laundry to get finished before she can do her last round on the residents. V4 stated there is no one in laundry
on nights so they must do their own laundry otherwise, they don't have linen. V4 stated that is also hard to
get done when you're trying to take care of the residents. V4 stated staff have expressed their concerns to
management and they are told, they understand but they don't have enough money to get more staff. V4
stated normally they work with 2 CNAs on nights, 4 on days and 3-4 on evenings. V4 stated she is working
on the 100/300 hall tonight and helping on the others when needed.

On 10/3/24 at 4:30 AM, V5, LPN, stated she is working at the facility under a contract and had she known
there was only 1 nurse in the building on night shift for 40 plus residents, she would not have accepted the
contract. V5 stated the layout of the building is a problem because the residents are scattered, not in one
area, making it very difficult, impossible to supervise them. V5 stated they have her and 2 CNAs working and
that is it. V5 stated they have several residents in the facility at risk for falls and they do their best to watch
them. V5 stated they work together to make sure the residents get care but it's hard. V5 stated the CNAs
must do their own laundry on night shift, which takes time away from resident care. V5 stated they all answer
call lights, but if they are at the front nurse's station (100/200/300 hall), you can't hear the call lights going off
on the 400-hall until you get to that nurse's station, so if someone needs help, you might not know it.

On 10/3/24 at 4:35 AM, V6, CNA, stated he was mandated from evening shift to work nights and he wasn't
aware that the CNAs had to do their own laundry on nights until just a little bit ago. V6 stated there aren't a
lot of residents on the 400-hall but the 200 hall is a heavy hall. V6 stated it is just him, another CNA and
nurse working. V6 stated that is not enough staff, they adapt and get things done but there is no time to give
the residents any extra. V4 stated there are a few unruly residents and residents that are up and moving
about so if they are dealing with one of those residents, they can't supervise the other ones, it's very difficult
to manage. V6 stated if he is on the 100, 200 or 300-hall, he can't hear the call lights on the 400-hall so he
tries to be by the nurse's station so he can hear them.

(continued on next page)
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On 10/3/24 at 4:45 AM, R1 stated they don't have enough staff and what they do have, is agency and that is
a big problem. R1 stated he gets his call light answered and care provided but the staffing sucks, there isn't
enough staff.

On 10/3/24 at 2:08 PM, V3, CNA Supervisor, stated she typically works day shift but has been picking up
night shifts when needed. V3 stated she just worked three night shifts this week and it was a very do-able
workload as long as there is good teamwork. V3 stated residents at night are mainly bed checks so they
don't have to get them up, so it's not too bad. Typically, the night shift will be staffed with two CNAs and one
nurse. They only have high supervision requirements on a couple residents for being high fall risk and they
did have a couple wanderers who have left the facility.

On 10/3/24 at 2:15 PM, R11 stated this facility has management issues and a constant lack of staff creating
a safety issue for them all. R11 stated he has missed showers due to the lack of staff. He also stated his
safety and the safety of all residents at the facility is at risk due to the lack of staff especially when it takes
30-45 minutes for them to respond to call lights majority of the time. When | have brought up my concerns
about the lack of staff to the administrator, | was told to find someplace else to stay, they can't do anything
about it. R11 stated he is not the only one the administrator has told that to in response to short staffing
concerns.

On 10/3/24 at 4:05 PM, V9, CNA, stated there isn't enough staff on night shift with 1 aide covering 100 and
300 hall and another covering 200 and 400-halls, that shouldn't be allowed. V9 stated they can get the care
done but aren't able to supervise the residents at risk for falls and they've had falls because of it.

On 10/3/24 at 4:10 PM, V8, CNA, stated she normally works evening shift but stays over for nights at times
and staffing on nights is horrible, there isn't enough staff to supervise the residents or do what they need to
do. V8 stated if there would have been more staff, she doesn't believe the incident with R5 eloping from the
facility would have happened.

On 10/4/24 at 7:45 AM, V2, DON (Director of Nurses) stated sometimes the evening shift CNAs will do
laundry but not the night shift. V2 stated they staff CNAs and nurses based off a ratio; number of residents
determines the number of CNAs and nurses they can have. V2 stated they are currently staffing with 4 CNAs
on day shift, 4 CNAs on evening shift and 2 CNAs on night shift, 2 nurses on day and evening shift and 1
nurse on night shift. V2 stated once their census gets up to 50, she will add another CNA to the night shift.
V2 stated they are in the process of cleaning out the rooms on the front of 400 hall and will be moving the
residents from the 200- hall onto that hallway for remodeling and that will make it easier for the staff. V2
stated staffing right now is doable and she hasn't had any resident complaints about call lights not being
answered or care being delayed on night shift. V2 stated the night nurse is to place themselves at the 200
hall nurses' station so they can see/hear the call lights and keep an eye on the hall.

The facility floor plan was observed, and the placement of the residents and the size of the facility place the
residents at risk for a lack of supervision and inability to have their care needs met.

The Minimum Daily Staffing Calculations, undated, documents based on the facility's current census of 47
residents, they should have the following in a 24-hour period: 1.53 RN (Registered Nurse) 8-hour FTE (Full
Time Employees), 2.3 8-hour FTEs, 122.7 number of 7.5-hour FTEs.

(continued on next page)
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The Facility Assessment, dated 7/2024 through 7/2025, documents the following: The purpose of the
assessment is to determine what resources are necessary to care for residents competently during both

day-to-day operations and emergencies. Licensed Nurses providing direct care - 30 to 40 hours needed daily
and Nurse Aides - 90 to 105 hours daily.

The Daily Staffing Sheets, dated 9/16/24, 9/19/24, 9/20/24, 9/23, 9/26/24, 9/27/24, 9/28/24, 9/29/24, 9/30/24,
10/1/24, 10/2/24, and 10/3/24, documents there are 1 nurse and 2 CNAs working the midnight shift.

The Facility Census Report, dated 10/3/24, documents there are 47 residents residing in the facility.
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