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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 0580 Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room,
etc.) that affect the resident.

Level of Harm - Minimal harm
or potential for actual harm 44598

Residents Affected - Few Based on interview and record review, the facility failed to contact the resident's representative regarding a
fall for 1 of 1 resident reviewed for notification. (Resident 25) The deficient practice was corrected on
2/21/24, prior to the start of the survey, and therefore was past noncompliance.

Finding includes:

During an interview, on 9/4/24 at 12:24 p.m., Resident 25's representative indicated she was not aware of a
fall on 2/1/24.

The clinical record for Resident 25 was reviewed on 9/6/24 at 2:58 p.m. The diagnoses included, but were
not limited to, Parkinson's disease, Alzheimer's disease, dementia, and cognitive communications.

A nursing progress note, dated 2/1/24 at 8:55 p.m., indicated the resident had a fall during a transfer to bed
and hit her head on the dresser.

A fall event, dated 2/1/24 at 8:42 p.m., indicated the resident had a fall on 2/1/24. The resident's
representative was notified on 2/6/24.

An IDT (interdisciplinary team) fall note, dated 2/2/24 at 4:36 p.m., indicated the resident's responsible party
was not notified at the time of the fall.

The progress notes did not include any notification to the resident representative to indicate the resident had
a fall.

During an interview, on 9/10/24 at 11:41 a.m., the Clinical Support Nurse indicated nurses should notify the
family and physician of incidents the day of the event.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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(X4) 1D PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)
F 0580 A current policy, titled Notification of Change in Condition, dated 12/31/23 and received from the Clinical
Support nurse on 9/10/24 at 3:00 p.m., indicated .To ensure appropriate individuals are notified of change of
Level of Harm - Minimal harm or condition. The facility must inform the resident, consult with the resident's physician and if known notify the
potential for actual harm resident's legal representative when: An accident involving the resident which results in an injury and has the
potential for requiring physician interventions .The resident representative/provider should be notified of
Residents Affected - Few change in condition or diagnostic testing results in a timely manner
The deficient practice was corrected by 2/21/24, after the facility implemented a systemic plan which
included audits, education, ensuring fall events were completed at the time of event, and proper
documentation of physician and family notifications were completed.
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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm or

potential for actual harm 44598

Residents Affected - Few Based on interview and record review, the facility failed to ensure a cognitively impaired resident was safe

from elopement for 1 of 3 residents reviewed for wandering. (Resident 27) The deficient practice was
corrected on 8/24/24, prior to the start of the survey, and therefore was past noncompliance.

Finding includes:

The clinical record for Resident 27 was reviewed on 9/5/24 at 11:22 a.m. The diagnoses included, but were
not limited to, dementia, schizoaffective disorder, bipolar disorder, major depressive disorder, and anxiety
disorder.

A care plan, dated 3/25/24, indicated the resident demonstrated exit seeking behaviors. The interventions
included, but were not limited to, assess the need for a roam alert band and apply as appropriate and to
re-direct the resident away from doors and exits as needed.

An incident report, dated 8/4/24 at 7:33 p.m., indicated the resident was found outside the building
unattended. The resident was wearing a roam alert band. The alarm did not sound when the resident exited
the building.

A checklist for suspected elopement and missing resident document indicated the resident was found by the
dumpster approximately 200 feet from the main entrance of the facility.

A statement of witness form, dated 8/4/24, indicated QMA 2 was leaving the facility and witnessed Resident
27 sitting in front of a white fence located by the trash dumpster. The resident was barefoot and wearing
pajamas. QMA 2 told the resident she was not safe to be outside.

A statement of witness form, dated 8/4/24, indicated RN 3 was flagged down by QMA 2 when she brought
Resident 27 back to the 300-hallway. QMA 2 reported she was driving in the front parking lot when she
noticed the resident in her wheelchair on the sidewalk by the loading dock.

A physician's order, dated 8/19/24, indicated to check the function of the roam alert band daily.

A physician's order, dated 8/19/24, indicated to check the placement of the roam alert band on every shift.
During an interview, on 9/9/24 at 2:48 p.m., the Clinical Support Nurse indicated a resident noticed Resident
27 outside in her wheelchair sitting on the sidewalk. The roam alert alarm did not go off when the resident
exited the building. A staff member was going out to her car and noticed the resident.

During an interview, on 9/9/24 at 4:21 p.m., QMA 2 indicated she was leaving for the evening and witnessed
the resident sitting in front of a white fence located by the trash dumpster. The resident was barefoot and

wearing pajamas.

(continued on next page)
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F 0689 During an interview, on 9/10/24 at 9:38 a.m., the Clinical Support Nurse indicated the code to the roam alert
alarm was posted by the keypad.
Level of Harm - Minimal harm or

potential for actual harm A current policy, titled Guideline for Elopement/Missing Resident, dated as revised 12/31/23 and received
from the Clinical Support nurse on 9/10/24, indicated .Disoriented Resident (already deemed an elopement
Residents Affected - Few risk) observed exiting the campus door: Attempt to prevent the departure and re-direct. Obtain assistance

from other staff members in the immediate vicinity .Instruct another staff member to inform the charge nurse
or Director of Health Services that a resident has left/is leaving the campus .Notify the provider and
responsible party for the resident. Complete an exit seeking event form. Attach progress note to an open exit
seeking event .Upon return of the Resident to the facility (unwitnessed exit events) Examine resident for
injuries. Contact the attending physician, report the findings and condition of the resident. Notify the
responsible party for the resident

The deficient practice was corrected by 8/24/24, after the facility implemented a systemic plan which
included audits, staff education, elopement drills were conducted, the elopement binder was audited to
ensure accuracy, daily audits on wander guard system was completed, a tech from wander guard system
was scheduled to inspect the system, and the wander guard alarm system code was changed.

3.1-45(a)(1)
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F 0761 Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments, separately
Level of Harm - Minimal harm or locked, compartments for controlled drugs.

potential for actual harm
46961
Residents Affected - Few
Based on observation, interview and record review, the facility failed to ensure medications were secured for
residents who self-administer medications for 2 of 2 residents reviewed for self-medication administration.
(Resident 23 and 6)

Finding includes:

1. During a medication administration observation, on 9/6/24 at 9:35 a.m., Resident 23 had Flonase nasal
spray (an allergy nasal spray) sitting on her over the bed table. The resident was asleep upon entry to the
room.

A physician's order, dated 6/1/24, indicated Flonase Allergy Relief spray suspension 2 puffs in each nostril.
Special Instructions: May keep at bedside (MKAB) once daily.

2. During an interview, on 9/6/24 at 11:30 a.m., Resident 6 indicated she had her eye drops stored in the
basket of her walker. They were not secured in a locked container.

During a medication administration observation, on 9/6/24 at 9:51 a.m., Resident 6 had an order for eye
drops to be kept at bedside.

A physician's order, dated 1/24/24, indicated Brimonidine 0.2% ophthalmic (eye) 1 drop in both eyes three
times (TID) daily MKAB.

A physician's order, dated 1/24/24, indicated Dorzolamide drops 2% 1 drop in both eyes twice daily (BID)
MKAB.

A physician's order, dated 1/24/24, indicated Restasis 0.05% 1 drop in both eyes BID MAB.
A physician's order, dated 1/24/24, Timolol Maleate gel forming solution 0.05% 1 drop in both eyes MKAB.

During an interview, on 9/6/24 at 11:15 a.m., the Clinical Support nurse indicated the medications for
self-administration should be secured.

A current policy, titled Medication Storage in the Facility-Bedside Medication Storage, dated as revised
November 2018 and received from the Clinical Support nurse on 9/10/24 at 3:00 p.m., indicated .bedside
storage of medication is indicated on the resident administration record (MAR) and in the care plan for the
appropriate medication .for residents who self-administer medications .the following conditions are met for
bedside storage to occur .the manner of storage prevents access by other residents .lockable drawers or
cabinets are required only if unlocked storage is deemed inappropriate .bedside medication storage is
routinely monitored by facility designee

(continued on next page)
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F 0761

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

A current policy, titled Guidelines for Self-Administration of Medications, dated as reviewed on 12/31/23 and
received from the Clinical Support nurse on 9/6/24 at 11:30 a.m., indicated .the medication will be kept in a

locked drawer in the residents' room .the resident will maintain a key, as well as a key will be maintained by
the licensed nurse or QWA

3.1-25(m)
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