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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48037

Based on observation, interview and record review the facility failed to ensure a dignified living experience 
was maintained for 2 of 3 residents (R1 and R13) reviewed for dignity.

Findings include: 

R1's face sheet identified R1 had diagnoses including multiple sclerosis (MS), vascular dementia, and 
hemiplegia and hemiparesis (one-sided paralysis) following cerebral infarction (stoke) affecting right 
dominate side.

R1's quarterly Minimum Data Set (MDS) dated [DATE], identified R1 was cognitively intact and required 
substantial/maximal assist to roll left and right and move from sitting to lying or lying to sitting. 

R1's care plan dated 9/26/19 identified R1 is at risk for ineffective coping related to diagnosis of MS, 
depression. R1 has noted behaviors of crying, tearfulness, sadness and is withdrawn at times. Likes to have 
her routine. She takes an antidepressant. R1 has expressed fear of covid and states she feels content in her 
room. The goal is for R1 to respond to redirection when tearful. Staff are encouraged and allow her to 
verbalize her feelings and participate in her cares. Update ND/NP on mood changes. Intervention dated 
8/5/11 staff are to listen carefully to R1 and acknowledge feelings and concerns. 

R1's care sheet for facility staff identifies staff are to approach R1 for toileting by add to toileting routine is a 
check and change at 10 a.m. daily. Please approach resident and tell her its time to change your brief. Do 
not ask her do you want us to change you or any variation of this. If her pants are wet, tell her R1- your pants 
are wet and we need to change them. 

R1's grievance dated 05/10/23 for R1. Nurse referring to resident as troublemaker playfully, but resident 
does not appreciate it. Resident has been having to wait until 700 to get up, but wants to get back to getting 
up at 5:00. Nurse re-educated on resident rights. Resident and /or family to notify assistive director of nursing 
(ADON) or nurse manager of any further issues. ADON is to check in with residents in AM until resolved. 

(continued on next page)
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F 0550

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During review of the video camera footage recorded on 3/16/24. R1 was crying and had facial grimacing and 
pointing to her leg. Licensed practical nurse LPN-B was next to the bed while completing cares. R1was 
grimacing and crying. LPN-A then lifts up R1's right leg and R1 continued to cry harder. LPN-B said wait wait 
wait stop crying and when your crying and talking we don't get what you're saying. LPN-B spoke loud and 
used strong toned body language using his hands for expression. 

During review of video camera footage recorded on 3/20/2024 R1 leaning over the side of the commode with 
the window shades open. A nursing assistant entered R1's room and leaves door open. R1's lower body was 
exposed to the hallway for 23 seconds until another aid came into the room and shut the door. R1's window 
shade was not closed and viewable to other residents in the courtyard. Staff compelted peri care with the 
shade opened. 

During interview on 3/26/2024 at 2:08 a.m., R1 reported its her preference to sit next to the bed and not by 
the window. R1 prefers to view the T.V. R1 stated she wants to a nice lady to staff so sometimes she will 
allow nursing staff put it wherever they want before providing care. However, R1 started it was frustrating 
when staff don't listen to her preferences including the proper positioning to her leg. 

During interview on 3/21/24 at 5:30 p.m. R1 reported facility staff to not take her for who she is. R1 indicated 
needs and preferences are important to her and does not always feel listened to. R1 reported to have a 
specific way of doing things and sometimes staff will talk over and not listen to her. 

During interview on 3/21/24 at 8:37 a.m., family member FM-(A) reported to be R1's power of attorney to 
help advocate for R1. FM-A reported viewing video camera footage which was disturbing to her. The video 
camera footage included people yelling at R1 and not listening to her needs. FM-A also reported R1 had 
been being changed in an open environment and the widows were open facing a courtyard and the bedroom 
door was open viewable to another resident's room while R1 was undressed from the lower half while going 
to the bathroom and these dignity and respect concerns are going against R1's resident rights. 

Corrective action dated 10/13/21 identifies the corrective action to be first written warning. Description of 
violation identified it to be a failure to comply with standards of customer service. Supervisor's comments 
identify NA-F will take time to listen to residents, Will confirm with resident that he is moving at a good pace 
for the resident. Employees comments identify NA-F was shocked by this and feels he had a good 
interaction with the resident. NA-F understands the importance of good customer service. Coaching provided 
included reviewing customer service form. Explained all things to patients when turning and repositioning, if 
something occurs like stepping on a patient's foot, say sorry and tell a nurse so they can assess. 

Corrective action dated 7/17/22 Incident type includes improper care and failure to follow policy. 
Documentation of coaching provided included residents need to be moved slowly at their ow pace during 
cares. Resolution includes any further complaints from residents about rushed care or improperly transferring 
a resident will result in an immediate corrective action or suspension. 

(continued on next page)
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F 0550

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Corrective action dated 03/20/2024 identified NA-F received a just in time training and education need: 
review education on treating each resident individually with dignity. Prior discussion with employee on this 
issue identified No. Retraining summery identified staff reviewed the resident bill of rights and dignity policy 
(attached) including #14 and #15 and #16 in the policy. Comments: Employee verbalized understanding of 
the policy and the importance of appropriately verbal communication and treating each resident with respect 
and dignity.

Residents bill of rights and dignity policy dated 10/24/2022 identified the purpose of the policy was to reflect 
current federal and state standards governing patients' rights. These rights identify specific prerogatives 
according to the individual while he/she is a resident at this health care facility. To ensure the proper 
implementation of the resident's bill of rights, the following procedures are followed. 

#14 The facility must enforce and ensure resident rights are enforced, including the resident has the right to 
a dignified existence, self-determination, and communication with and access to persons and services inside 
and outside the facility.

#15 the facility must treat each resident with respect and dignity and care for each resident in a manner and 
in an environment that promotes maintenance or enhancement of his/her quality of life, recognizing each 
resident's individuality. 

#16 the facility must promote and protect the rights of the resident. 

A returned phone call on 3/27/27 at 10:57 a.m. NA-F recalled having a corrective action regarding the 
situation. R1 reported to not be aware his voice was that loud and could see why it came across in a different 
manner. NA-F reported R1 had difficulty with communication and NA-F was trying to understand what she 
wanted and was unable to understand what she wanted with the pillow positioning due to not knowing R1's 
needs and preferences. 

During interview on 3/22/24 at 11:18 a.m., director of nursing (DON) reported there have been various 
grievances and care concerns reported by FM-A regarding R1's care. DON had received the email by FM-A 
and had viewed the one from 3/16/24 and did the training with staff on 3/20/24. DON reported NA-F was 
suspended. When they interviewed NA-F, he did not know what he did wrong. Typically he is a very 
soft-spoken person and there could be culture barrier. DON reported the facility did not ensure how R1 felt 
regarding as it could have been traumatic and did not know if it could relate to past trauma. Additionally, the 
facility had not add added R1's preference to not work with him. DON was unaware what R1's preferences 
were for the placement and commodes. 

R13's face sheet identified diagnoses including aphasia following intracranial hemorrhage (difficulty 
understanding or expressing speech following a brain bleed), morbid (severe) obesity, muscle weakness, 
and vascular dementia.

R13's significant change Minimum Data Set (MDS) dated [DATE], R13 required maximal assistance with 
mobility in bed and was dependent on staff for sitting up, lying down, and transfers. R13 was dependent for 
toileting hygiene. 

R13's MDS dated [DATE], included the last Brief Interview for Mental Status (BIMS) completed, with a score 
of 3 indicating severe cognitive impairment.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

R13 care plan dated 09/26/23 identified R13 triggered in ADL's R13 had preferences and other items of need 
listed in interventions. R13 required staff to assist with eating. Intervention dated 08/18/21 staff are to assist 
R13 out of bed for meals. Notify nurse if I refuse. Additionally care plan dated 07/06/2021 identified R13 
requires staff to help set up supplies and assist with dressing/grooming/hygiene. Level of assistance and 
preferences are not identified. 

R13's care plan dated 01/24/24 for communication identified R13 demonstrated unclear speech slurred or 
mumbled words, speaks very little. Resident will have all needs met with anticipation from staff. Staff are to 
observe facial expressions and body language and attempt to interpret. 

Email communication on 03/20/2024 at 7:01 from FM-B to administrator, DON, assistant director of nursing 
(ADON) and NM-A and NM-B included Same night gown and socks on since Monday [3/18/24] morning. She 
should be changed daily into clean night gowns and socks. I was told Monday that the care plan was going 
to be executed which didn't even last one day. We are truly concerned with the level of care being provided 
in River Bend as a whole with not only mom but other residents as well. We are hoping this sudden change 
in care for our mom was not reflective of claim filed justifiably with state as we were not the only resident 
family who filed claims. 

During observation of video footage dated 3/20/24, FM-B was in R13's room speaking with the ADON. Video 
footage shows digital clock time of 11:08 a.m. [due to outside lighting]. During review of video review of 
conversation with FM-A to ADON. FM-A is expressing the desire for R13 to FM-A expressing R13's 
preferences related to the care plan being followed. Consistency, it's all I ask for and for her to get the needs 
that she needs. FM-A expressed R13's rights and preferences regarding food trays, clothing not being 
changed and changed back into the same clothing. ADON reported seems reasonable to me regarding 
clothing. ADON reported the plan was to talk with staff. 

Facility staff failed to address how R13's needs and preferences will be met. 

Email communication on 3/25/24 at 11:03 from FM-B to administrator, DON, assistant director of nursing 
(ADON) and NM-A and NM-B included This morning the aide brought breakfast to mom at 8:25 am and 
placed it on tray table lateral to mom unopened. Tray table was never placed over bed nor was my mom 
lifted up to be able to eat. Food sat on tray table until 9:46 am when mom was taken out of bed and changed. 
At the time, aide placed tray table to my mom opened cold food which was oatmeal without even heating it 
up. So food sat almost an hour an a half without her being to get to it and was served very cold. Email 
communication had a picture of a staff member walking away towards the direction of the room door while 
R13 was laying in bed with the tray next to R13's bed. 

During observation of video camera footage from 3/20/24 at 1:10 p.m., R13 was using a sit to stand 
EZ-Stand Mechanical lift. Facility staff reported to R13 don't worry you're not going to fall. When staff asked if 
R13 was okay she shook her head no, staff did not respond to R13's nonverbal expression. Staff was in 
viewable position to see R13's nonverbal expressions. 

During interview on 3/26/24 3:14 with director of nursing (DON), reported that all staff should follow and know 
how to access up to date care plans. All staff treat residents with dignity and respect in accordance with their 
residents rights. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Facility policy titled resident bill of rights and dignity policy dated 10/24/22 identified the purpose for the 
resident's bill of rights reflects current federal and state standards governing patient's rights. These rights 
identify specific prerogatives according to the individual while he/she is a resident at this health care facility. 
To ensure the proper implementation of the resident's bill of rights, the following procedures are followed.

1. If resident's knowledge of English or the predominant language of the facility is inadequate for 
comprehension, a means to communicate information concerning rights/responsibilities in a language 
familiar to the resident is used.

2. The facility must enforce and ensure resident rights are enforced, including the resident has the right to a 
dignified existence, self-determination, and communication with and access to persons and services inside 
and outside the facility.

3. The facility must treat each resident with respect and dignity and care for each resident in a manner and in 
and environment that promotes maintenance or enhancement of his/her quality of life, recognizing each 
resident's individuality. 

4. The facility must promote and protect the rights of the resident.

5. The facility must provide equal access to quality care regardless of diagnosis, severity of condition, or 
payment source. A facility must establish and maintain identical policies and practices regarding transfer, 
discharge, and the provision of services under the state plan for all residents regardless of payment source.

6. The facility must ensure that the resident can exercise his/her rights without interference, coercion, 
discrimination, or reprisal from the facility.

7. The resident has the right to be free of interference, coercion, discrimination, and reprisal from the facility 
in exercising his/her rights and to be supported by the facility in the exercise of his/her rights as required.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48037

Based on observation, interview, and record review the facility failed to develop and implement the toileting 
care plan for 1 of 2 residents (R13) reviewed for toileting.

Findings include:

R13's significant change Minimum Data Set (MDS) dated [DATE], indicated R13 was admitted to the facility 
on [DATE] with diagnoses including aphasia following intracranial hemorrhage (difficulty understanding or 
expressing speech following a brain bleed), muscle weakness, non-Alzheimer's dementia, depression, and 
arthritis. R13 required maximal assistance with mobility in bed and was dependent on staff for sitting up, 
lying down, transfers, and toileting hygiene. R13 was always incontinent of both bowel and bladder. R13's 
MDS dated [DATE], included the last Brief Interview for Mental Status (BIMS) completed, with a score of 3 
indicating severe cognitive impairment. 

R13's Bowel and Bladder Data Collection assessment completed by nurse manager (NM)-B dated 1/20/24, 
identified R13 was always incontinent of urine, incontinence did not interfere with activities or recreation 
during the day, R13 slept through the night without interruption and was not being interrupted by a check and 
change schedule. R13 had no short or long term memory loss, could not identify the need or urge to 
void/defecate, was sometimes able to use the call light, was not able to ask to use the toilet, did not wake at 
night to void, did not have incontinent episodes associated with specific actions, and had suspected 
functional incontinence. The interventions for urinary incontinence were to establish a bladder routine and 
provide perineal care with pad changes. R13 had not had a trial of a toileting program and was not currently 
using a toileting program or trial. Diagnoses affecting elimination patterns included obesity, depression, and 
diabetes. Mobility/environmental limitations which could affect elimination included requiring assistance to 
transfer and requiring a mechanical lift. R13 was totally dependent for toilet use and required two plus 
persons for physical assistance. Have new interventions or environmental modifications been added since 
last review was marked no. The amount of urinary incontinence episodes, number of times the resident 
wakes at night to void naturally, number of times resident is wakened at night to void by staff, if urinary 
incontinence is a direct result of a specified illness/injury, when the incontinence started, if resident had 
problems with leaking urine sections, and if resident showed patterns of urinary incontinence sections of the 
Bowel and Bladder Data Collection assessment dated [DATE] were not completed. 

R13's care plan noted a focus on activities of daily living (ADL's) because R13 had preferences and other 
items of need listed in her interventions. Interventions included frequent checks for bed and wheelchair 
repositioning and comfort initiated 11/10/23, assist of 2 staff for mobility in bed initiated 7/5/21, and assist of 
one staff for using the toilet with an EZ-Stand dated 7/6/21. 

R13's care plan included a focus on incontinence/altered elimination with goal of cooperating in establishing 
a routine for urine elimination. Interventions included R13 is always incontinent of bladder initiated 10/4/21, 
always incontinent of bowel initiated 7/6/21, assist to and from the toilet initiated 10/17/23, and establish a 
bladder routine initiated 10/17/23. 

(continued on next page)
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R13's care plan included a restorative bladder program focus initiated 11/16/23, noting R13 had incontinent 
episodes related to decreased mobility. Interventions included directing staff to encourage and offer 
toileting/bedpan upon rising (around 9:00 a.m.), after lunch/before afternoon activities (around 1:30 p.m.), 
after dinner while getting ready for bed (around 6:30 p.m.) and assist into green overnight pad (incontient 
briefs), and check resident at midnight and 5:00 a.m. and offer bedpan and change pad initiated 1/30/24 by 
assistant director of nursing (ADON). 

R13's care plan included a restorative bowel program focus initiated 11/16/23, noting R13 had increased 
bowel incontinence episodes related to decreased mobility. Interventions included directing staff to 
encourage and offer toileting/bedpan upon rising (around 9:00 a.m.), after lunch/before afternoon activities 
(around 1:30 p.m.), after dinner while getting ready for bed (around 6:30 p.m.) and assist into green 
overnight pad, and check resident at midnight and 5:00 a.m. and offer bedpan and change pad initiated 
1/26/24 by ADON. 

R13's provider orders included an order dated 3/3/24, directing staff to encourage and offer toileting/bedpan 
upon rising (around 9:00 a.m.), after lunch/before afternoon activities (around 1:30 p.m.), after dinner while 
getting ready for bed (around 6:30 p.m.) and assist into green overnight pad, and check resident at midnight 
and 5:00 a.m. and offer bedpan and change pad to be completed five times daily.

R13's nursing assistant care cards direct staff please must be changed at 7:00 p.m, 12:30 a.m. 5:00 a.m. 
and 1:30 p.m. daily. 

The nursing assistant (NA) task charting section of R13's electronic health record (EHR) included toileting. It 
noted R13 needed to be changed around 9:00 a.m., 1:30 p.m., 7:00 p.m., 12:00 a.m., 5:00 a.m., and as 
needed, and directed you need to chart this no matter what. Also notify the nurse. Review of charting for this 
task from 3/13/24 through 3/26/24 included the following times:

3/13/24 at 5:00 a.m.

3/15/24 at 2:28 a.m., 2:29 a.m., and 11:29 p.m.

3/16/24 at 5:00 a.m. and 10:54 a.m.

3/17/24 at 12:00 a.m. and 5:00 a.m.

3/19/24 at 12:18 a.m. and 5:00 a.m.

3/20/24 at 1:43 p.m., 1:44 p.m., and 11:23 p.m.

3/21/24 at 5:00 a.m. and 11:57 p.m.

3/22/24 at 5:00 a.m., 9:00 a.m., and 1:30 p.m.

3/23/24 at 6:30 p.m.

3/25/24 at 11:47 p.m.

(continued on next page)
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Level of Harm - Minimal harm or 
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Residents Affected - Few

3/26/24 at 5:00 a.m. 

No other completion times for this task were documented during this time frame. 

During continuous observation and interview on 3/26/24 at 5:27 a.m., NA-E was observed on the unit, 
however never entered R13's room. At 7:52 a.m. NA-A and NA-B entered R13's room to complete morning 
cares. R13 was brought to the toilet with the use of an ez stand mechanical lift and NA-B doffed a white brief 
with gray sizing lines. NA-A and NA-B reported R13 was last toileted at 5:00 a.m. NA-B reapplied a clean 
white breif with gray sizing lines. NA-A and NA-B reported R13 only uses white breifs with gray sizing lines. 

During subsequent observation at 1:40 p.m. on 3/26/24 NA-A and NA-B were observed toileting R13. NA-B 
reported the last time she was changed was during morning cares and staff are to be changing every two 
hours and as needed. NA-A reported a toileting time may have been missed due to being very very busy. 
NA-B reported the brief which was removed was fully saturated and R13 needed to be changed. 

Email communication dated 03/20/24 at 7:01 a.m., was from family member (FM)-B to DON, ADON, 
Administrator, nurse manager (NM)-(A) and NM-B and expressed concerns within the last week and noted 
the following had occurred:

- Monday [3/18/24] got up at 7:55 am not to receive a diaper check or change until 3:45 pm - 8 hours.

- Left in bed for 3 hours calling to get out with [NAME] checking her from Tuesday [3/19/24] 1:45 pm - 5:05 
pm - never checked on by any staff. 

- Placed to bed Tuesday evening [3/19/24] at 7:15 am, no diaper check or reposition until 4:55 am this 
morning - almost 12 hours.

I willl be coming in after work this morning to check on her and expect to have answers as to why her care 
plan has not been followed and to decide what action needs to be taken. I was told Monday that the care 
plan was going to be executed which didn't even last one day. We are truly concerned with the level of care 
being provided in River Bend as a whole with not only mom but other residents as well. We are hoping this 
sudden change in care for our mom was not reflective of claim filed justifiably with state as we were not the 
only resident family who filed claims. 

During review of FM-B video footage dated 3/20/24, FM-B was in R13's room speaking with the ADON about 
R13's care.Video footage shows digital clock time of 11:08 a.m. due to outside lighting. FM-B reported video 
footage showed R13 was put to bed at 7:15 p.m. the night before and staff did not enter the room again until 
5:00 a.m. that morning. FM-B reported R13 was never repositioned or checked which usually happened at 
12:00 a.m. or 1:00 a.m. FM-B stated this was totally off from the care plan. FM-B stated she did not know 
why staff suddenly failed to follow R13's care plan for toileting and repositioning. FM-B stated this was 
discussed in a meeting and things had been solid since the care plan meeting. FM-B asked the ADON, All of 
a sudden are we changing it [care plan] without me knowing? The ADON replied no. FM-B stated she 
wanted R13 to be repositioned at night in accordance with the care plan.

(continued on next page)
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On 3/26/24 at 7:41 a.m., Tena brand incontinence products, including briefs, were observed in the clean 
utility room on the Riverbend long term care unit where R13 resided. Briefs included Tena Proskin Stretch 
Ultra briefs in size medium (purple colored) and large/extra large (tan colored) and Tena Proskin Stretch 
Super briefs in size medium (green colored) and size large/extra large (green colored). NM-B stated the 
facility used Tena brand incontinent products, including briefs. The briefs came in different sizes and styles. 
NM-B identified the green briefs were only for nighttime; the Ultra briefs were for days and the Super/green 
briefs were for night because they absorbed more liquid. 

In an interview on 3/26/24 at 1:04 p.m., NA-B stated R13 only used the gray colored briefs that were in her 
room. When asked what type of brief R13's care plan directed staff to use, NA-B reported I don't know, go 
ask [NA-A].

During an observation on 3/26/24 at 1:08 p.m., a pack of Tena Proskin Stretch Ultra briefs in size extra extra 
large (2XL) that were gray colored were noted on the floor next to the cabinet in the private bathroom in 
R13's room. 

In an interview on 3/26/24 at 1:12 p.m., NA-A confirmed the pack of briefs in R13's room were the gray Ultra 
style briefs. NA-A stated they were for both overnights and days, they were R13's size of 2XL and were the 
only ones that really fit her and the only ones she used. NA-A noted there was a pack of old ones in the 
bathroom in size XL, but they didn't fit R13 and staff did not use them. NA-A stated the green overnight pad 
was different from the one R13 was using. NA-A stated that if a resident's care plan says green pads, it 
means they needed to specifically wear that type of pad and there were certain residents who had the green 
briefs for nighttime use. NA-A reported that staff needed the nighttime briefs because residents weren't 
checked on as often at night and they held more urine and soaked in more moisture compared to the 
daytime briefs. NA-A confirmed that R13 was wearing a gray brief and not a green brief when she was 
changed that morning.

In an interview on 3/26/24 at 1:45 p.m., the ADON and NM-B identified the Bowel and Bladder Data 
Collection assessment completed by NM--B dated 1/20/24, identified that it included check and change 
scheduled every two hours or as needed for R13, and reported that facility staff used the care plan as a 
guide for toileting and the care plan should be followed. NM-B confirmed R13's care plan said she should be 
using a green overnight brief. When informed of the observations on 3/26/24 of 7:52 a.m. and 1:40 p.m. 
toileting times, the ADON reported R13 should have been changed before 1:40 p.m. around lunchtime and 
that toileting time was missed. The ADON stated if a resident missed toileting times it could lead to skin 
breakdown. The ADON reported according to R13's care plan, staff should be using the green briefs and 
their purpose was to allow residents to sleep longer because they held more urine. The ADON stated if R13 
was not wearing green briefs the moisture-wicking component would be the concern. NM-B stated the green 
briefs did not come in a 2XL size, they came in a 3XL size but those were too large for R13. NM-B reported 
the facility had never had the green briefs in size 2XL and the ADON reported he was aware they had green 
briefs in size 3XL but had not realized the facility did not have size 2XL. The ADON and NM-B stated it was 
staff's responsibility to let management know if they did not have a product available for a resident. The 
ADON stated it was not his understanding that R13 wearing standard briefs at night would change anything. 
The ADON stated R13 was to get up at 5:00 a.m., 9:00 a.m., 12:00 a.m., 2:00 p.m. and 7:00 p.m. and was 
okay going five hours in a standard brief. 
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Residents Affected - Few

Facility policy titled Comprehensive Care Plan dated 10/2022, included: Policy: It is the policy of Volunteers 
of America to provide a temporary care plan within 48 hours of admission (Admission Individual Care Plan) 
and a complete person centered and comprehensive care plan by the resident's 21st day of admission. The 
care plan will ensure the resident the appropriate care required to maintain or attain the resident's highest 
level of practicable function possible consistent with resident rights. Procedure: 5.) This comprehensive care 
plan will have problem/strength statements, measureable goal statements, treatment preferences and 
interventions. The care plan will be written in a culturally competent manner recognizing the patient's diverse 
values, beliefs, and behaviors, including tailoring delivery to meet patient's social, cultural, and linguistic 
needs. 9.) Interventions should be written to help meet the resident's goal. The intervention should be 
individualized to the resident and Kardexed to update the resident's individual care planned needs.
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48037

Based on observation, interview, and record review the facility failed to ensure comprehensive assessments 
were consistently completed, provide and implement interventions to prevent recurrent pressure ulcers (PU) 
for 1 of 1 residents (R13) who had a history of facility acquired stage 3 pressure ulcers. The facility's failures 
resulted in actual harm when R13 developed a recurrent pressure ulcer to the right heel. 

Findings include:

R13's significant change Minimum Data Set (MDS) dated [DATE], indicated R13 was admitted to the facility 
on [DATE] with diagnoses including aphasia following intracranial hemorrhage (difficulty understanding or 
expressing speech following a brain bleed), morbid obesity, muscle weakness, heart failure, diabetes 
mellitus, non-Alzheimer's dementia, and arthritis. R13 required maximal assistance with mobility in bed and 
was dependent on staff for sitting up, lying down, and transfers. The MDS identified R13 as at risk of 
developing pressure ulcers/injuries with three current stage 3 pressure ulcers which were not present upon 
admission/entry or reentry. Treatments included pressure reducing device for chair, pressure reducing 
device for bed, application of ointments/medications other than to feet, and pressure ulcer/injury care. MDS 
did not identify R13 required a turning/repositioning program. R13's MDS dated [DATE], included the last 
Brief Interview for Mental Status (BIMS) completed, with a score of 3 indicating severe cognitive impairment. 

R13's orders included a physician order dated 1/16/24, ensure resident is being turned and repositioned 
frequently due to wounds every evening and night shift.

R13's wound physician note dated 1/17/24, noted R13 was referred for a wound care assessment and 
evaluation and had wounds on her right heel, left coccyx, and right buttock. The wounds were identified as a 
stage 3 pressure wound of the right heel full thickness, stage 3 pressure wound of the left coccyx full 
thickness, and stage 3 pressure wound of the right buttock full thickness. Treatment recommendations 
included floating heels in bed (positioning to keep heel up and not in contact with bed to avoid putting 
pressure on the area), off-loading the wound (minimizing weight bearing on the affected foot), repositioning 
per facility protocol, and using a low air loss mattress. 

Review of R13's record between 1/17/24 and 3/25/24 identified the the left coccyx wound and the right 
buttock wound were resolved or healed on 2/21/24. The record identified the right heel wound was resolved 
on 2/24/24, however two days later on 2/26/24 a stage 2 PU had developed on right heel. On 3/11/24 and on 
3/25/24 the record indicated the wound had resolved, however by 3/26/24, another pressure ulcer on R13's 
right heel had developed. Record of R13's right heel wound included the following: 

R13's physician order dated 1/18/24 (with no stop date), instructed staff to cleanse right heel with normal 
saline and pat dry. Apply skin prep to surrounding skin, Xeroform [a gauze wound dressing impregnated with 
petroleum] to wound bed and cover with gauze island every day shift. 

(continued on next page)
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R13's physician order dated 1/26/24 instructed, at these times, you need to ensure that her heels are floating 
on a pillow, and she is also turned. She prefers to have pillow on her (R) [right] buttock side due to her 
wound. Family is reviewing her video camera daily and reporting back to the facility three times daily at 12:00 
a.m., 5:00 a.m., and 7:00 p.m.

R13's care plan with review date of 2/2/24, included skin as a focus area related to a history of right heel 
pressure injury. Current interventions included a pressure-reducing mattress on R13's bed and wheelchair 
(1/18/24), assisting as needed with repositioning while sitting and lying as R13 was unable to reposition self 
initiated (4/20/23), inspecting skin daily with cares and nursing assistants (NAs) reporting concerns to the 
nurse (10/4/21), floating the right heel and applying skin prep [protective skin barrier applied with wipes that 
helps to reduce friction on skin] per orders (initiated 10/4/21), and weekly skin assessments by licensed 
nurses (initiated 7/25/23). 

R13's electronic health record (EHR) included additional wound care notes from wound physician visits on 
1/23/24, 1/31/24, and 2/7/24 that included comprehensive assessments of R13's heel wound. The note 
dated 2/21/24 did not include assessments of R13's wounds and documented Signing off on patient who 
remains in the facility. Per facility wound care is being transferred to [name of agency]. Sign off without visit.

R13's wound physician note dated 2/7/24, noted R13 had a stage 3 pressure wound of the right heel full 
thickness measuring 0.25 square centimeters (cm) in area/0.5 cm long/0.5 cm wide/0.1 cm deep with light 
serous exudate (clear thin discharge), 30% thick adherent devitalized necrotic tissue, 70% other viable 
tissues, and was improved

R13's Skin and Wound Evaluation dated 2/21/24, R13's right heel wound was not addressed on 2/21/24 
along with the other wounds. 

R13's Nursing Weekly Skin Check dated 2/24/24, indicated she had pressure wounds that were not new. 
Comments noted R13's heel was healed but a dressing was still applied to protect the newly fragile area. No 
further description of the heel wound was included. 

R13's Skin and Wound Evaluation dated 2/26/24, noted a stage 2 pressure wound on R13's right heel that 
was acquired at the facility, present for between one and three months, measured less than 0.1 square cm in 
area/0.4 cm in length/0.2 cm wide, had a wound bed 100% filled with granulation tissue, was staged by a 
healthcare provider, did not have evidence of an infection, had a scab present, no drainage, no odor, 
attached edges between the wound and surrounding skin, scarring of tissue surrounding the wound without 
hardening or swelling that was a normal temperature, no wound pain, and the dressing was intact. Additional 
cares were none, a heel suspension/protection device or turning/repositioning program were not identified. 
The progress of the wound was marked as improving. This was the first comprehensive assessment of R13's 
heel wound noted in records since the wound physician visit on 2/7/24.

R13's Nursing Weekly Skin Check dated 3/3/24, indicated she had an other skin issue that was not new. 
Comments noted R13's right heel wound was improving with treatment in place. The documentation did not 
include further description of R13's right heel wound. 
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R13's Skin and Wound Evaluation dated 3/4/24, noted a stage 2 pressure wound on R13's right heel that 
was acquired at the facility, present for between one and three months, measured 0.2 square cm in area/0.5 
cm long/0.4 cm wide, had a wound bed 60% covered with epithelial tissue and 40% covered with granulation 
tissue, was staged by a healthcare provider, did not have evidence of infection, had a scab present, no 
drainage, no odor, attached edges between the wound and surrounding skin, unbroken/intact skin 
surrounding the wound without hardening or swelling that was a normal temperature, and no wound pain. 
The assessment indicated the tissue surrounding the wound was not reddened. The dressing was intact and 
treatment included additional cares of a heel suspension/protection device. The progress of the wound was 
marked as improving. 

R13's Nursing Weekly Skin Check dated 3/6/24, indicated she had an other skin issue that was not new. 
Comments noted no new skin concern currently. No further description of the heel wound was included. 

R13's Nursing Weekly Skin Check dated 3/9/24, indicated she had both an other skin issue and none 
identified/no skin issues found that were not new. Comments indicated no new skin concerns were noted, 
R13's right heel wound was improving with treatment in place. No further description of the heel wound was 
included. 

R13's Skin and Wound Evaluation dated 3/11/24, noted a stage 3 pressure wound on R13's right heel that 
was acquired at the facility, present for between one and three months, had an intact surface (was not an 
open wound), was staged by a healthcare provider, did not have evidence of infection, had a scab present, 
no drainage, no odor, attached edges between the wound and surrounding skin, unbroken/intact skin 
surrounding the wound without hardening or swelling that was a normal temperature, and no wound pain. 
The assessment indicated the tissue surrounding the wound was not reddened. The treatment included 
additional cares of repositioning devices and a turning/repositioning program. The progress of the wound 
was marked as resolved. The wound measurement section was blank.

R13's Nursing Weekly Skin Check dated 3/13/24, noted no skin issues were identified or found. 

Email communication dated 03/20/24 at 7:01 a.m., was from family member (FM)-B to DON, ADON, 
Administrator, nurse manager (NM)-(A) and NM-B and expressed concerns within the last week and noted 
the following had occurred:

 - Monday [3/18/24] got up at 7:55 am not to receive a diaper check or change until 3:45 pm - 8 hours.

- Left in bed for 3 hours calling to get out with no one checking her from Tuesday [3/19/24] 1:45 pm - 5:05 pm 
- never checked on by any staff. 

- Placed to bed Tuesday evening [3/19/24] at 7:15 pm, no diaper check or reposition until 4:55 am this 
morning - almost 12 hours.
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I willl be coming in after work this morning to check on her and expect to have answers as to why her care 
plan has not been followed and to decide what action needs to be taken. I was told Monday that the care 
plan was going to be executed which didn't even last one day. We are truly concerned with the level of care 
being provided in River Bend as a whole with not only mom but other residents as well. We are hoping this 
sudden change in care for our mom was not reflective of claim filed justifiably with state as we were not the 
only resident family who filed claims. 

R13's Nursing Weekly Skin Check dated 3/24/24, noted the presence of a scar that was not a new skin 
injury. It lacked further details about the scar and did not include information related to R13's heel wound. 

R13's progress note dated 3/25/24, indicated that, regarding completion of the 1/18/24 order for right heel 
wound care, it was healed per nurse manager.

R13's Point of Care task for turning and reposition instructed direct care staff at these times you need to 
ensure that her heels are floating on a pillow, and she is also turned. She prefers to have pilow on her (R) 
buttock side due to her wound. Family is reviewing her video camera daily and reporting back to the facility.
With a look back of 14 days identifed no data found'. 

During continuous observation on 3/26/24 from 5:27 a.m. to 7:52 a.m., R13 was noted to be lying directly on 
her back in bed with blanket over her body. R13's legs at the same height on top of the bed with toes pointed 
upward, one leg was not higher than the other. Staff did not enter the room to offer to turn or reposition R13 
during this time. At 7:52 a.m., nursing assistant (NA)-A and NA-B entered R13's room. R13 had a turn me 
frequently sign above her bed. When NA-A pulled back the blanket both of R13's heels were positioned 
directly on the mattress. NA-A reported R13's heels were not supposed to be lying directly on the bed and 
were supposed to have a pillow underneath them. NA-A identified a pillow to the side of R13's leg in bed and 
reported the pillow should be under R13's right leg. NA-A reported R13 did not have heel protectors or 
anything else to prevent contact between R13's heels and the bed. At 8:07 a.m., R13 stated owweee when 
NA-B put on her right sock. NA-A and NA-B did not respond to R13's report of discomfort. 

During an interview on 3/26/24 at 8:47 a.m., NA-A reported R13 was last turned and repositioned around 
5:00 a.m. and staff were to document this in the electronic charting system, including if a resident refuses 
care. NA-A stated staff should not go longer than three to four hours between turning and repositioning 
residents but for R13 anything longer than two hours was too long. NA-A stated overnight staff were 
responsible for ensuring R13's heels were floated while she was in bed.

During an interview on 3/27/24 at 11:13 a.m., NA-E reported to be R13's overnight NA from 3/25/24 to 
3/26/24. NA-E stated she/he checked/changed and repositioned R13 at 12:00 a.m. and then again at around 
4:40 a.m. NA-E indicated a pillow had been placed under R13's right heel. 
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During observation on 3/26/24 at 1:21 p.m., R13's feet were examined with clinical manager (CM)-B. R13's 
socks were removed and feet were bare with no dressings or coverings in accordance with active physician 
orders. R13's right heel was noted to have a small intact scab approximately 1/4 x 1/4 in the middle of the 
backside of the heel with an area of generalized redness extending around the scab approximately 1 above 
and to the sides and 1 1/2 below extending to the bottom side of the foot that blanched (turned white) when 
pressed. To the left and right of the scab were areas of darker redness, both approximately 1/4 x 1/4 that did 
not blanch when touched. The left heel had generalized blanchable redness extending across the back of the 
heel and onto the bottom surface and sides of the foot approximately 3 x 3. CM-B gently pressed on R13's 
heels and indicated the tissue on both heels was boggy (tissue that has a spongy or mushy quality when 
pressed) to touch.

During an interview on 3/26/24 at 1:36 p.m., clinical manager (CM)-B stated there was redness on both of 
R13's heels and they were boggy to the touch. CM-B noted the areas of darker redness next to the scab on 
R13's right heel and noted the generalized redness to be blanchable. CM-B did not remark on the 
non-blanchable areas that had been identified. CM-B stated the redness was concerning because it will get 
worse. CM-B stated the redness on the left heel was a new issue. CM-B stated there was concern for stage 
1 pressure injuries on both heels. 

During a subsequent interview on 3/26/24 at 2:01 p.m., CM-B stated R13's care plan identifies she has a 
history of a pressure injury on the right heel with related interventions that included floating the right heel and 
applying skin prep. CM-B noted R13's heel should be floated to relieve pressure so the skin doesn't break 
down further. CM-B confirmed that someone with a history of a pressure injury on their heel would be at 
increased risk of developing another pressure injury in that area. 

In an interview on 3/26/24 at 3:30 p.m., director of nursing (DON) reviewed a photograph of R13's right heel 
taken at 1:37 p.m. during examination with CM-B. The DON stated it was something he would note and 
document when completing a skin check. He described R13's heel as a scab with an unstageable wound 
base because the wound base was not visible so he could not determine if it was eschar [dead tissue] or just 
not clean. The DON described the skin surrounding the scab as darker in pigment and intact. In review of a 
photograph of R13's left heel taken at 1:37 p.m., the DON described the left heel as intact without further 
comment. The DON stated R13 had a history of pressure wounds on her bottom and right heel, previously 
up to stage 3 wounds. The DON confirmed R13's care plan directed staff to float her right heel and use skin 
prep and perform weekly nursing skin assessments with the expectation that the heel be floated when R13 
was in bed. The DON confirmed that the Nursing Weekly Skin Check completed two days prior on 3/24/24 
did not include any documentation of skin issues or concerns related to R13's heels. The DON stated he 
would 100% expect to see documentation of R13's right heel on the skin assessments and the lack of 
documentation on the assessment was unacceptable. The DON stated staff did weekly skin checks and 
reported issues. The facility's provider doctor of medicine (MD)-A was monitoring R13's heels weekly and I 
am looking to see if he has anything in his notes right now, I don't see anything in his note. The DON stated 
the facility needed to work on their communication among staff, ensure R13's heels were floated, DON also 
stated R13's assessments needed to be accurate, the care plan needed to be accurate, and all staff should 
be following the care plan for R13.

Facility Policy titled Prevention and Treatment of Pressure Ulcers/Pressure Injury dated 11/22/22 included:

(continued on next page)
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B.) Nursing: Monitoring of Skin Integrity: Skin will be observed daily with cares by the nursing assistant. If 
any skin concerns are noted, they are to be reported immediately to the designated nurse; Weekly skin 
audits will be performed by the Licensed Nurse (Refer to Body Audit Policy and Procedure). An alert will 
trigger from question B of the assessment to the clinical dashboard that will notify the IDT that a new skin 
issue has occurred and follow up is needed; If a dressing is ordered, it will be monitored for appropriate 
placement on resident; If a skin concern is noted, refer to section II. Treatment of Pressure Ulcers and Lower 
Extremity Ulcers (arterial, venous, neuropathy/diabetic, or mixed) procedure and Wound Care Protocols.

C.) Turning and Repositioning Observation (tissue tolerance): Pressure is the primary cause of pressure 
ulcers. An effective turning and repositioning schedule can help reduce the risk of developing a pressure 
ulcer. Everyone's ability of their skin and its supporting structures to endure the effects of pressure without 
breakdown, is different. Therefore, it is important to individualize each resident's turning and repositioning 
schedule based on abilities and needs.

II.) Treatment of Pressure Ulcers and Lower Extremity Ulcers (arterial, venous, neuropathy/diabetic, or 
mixed)If a resident is admitted with or there is a new development of a pressure ulcer or lower extremity 
ulcer the following procedure is to be implemented: 

(8) Update the residents individualized Care Plan for Skin Integrity and nursing assistant Kardex with any 
skin concerns and interventions. Include appropriate risk factors, turning intervals and interventions as 
appropriate. 

(9) Initiate Weekly Wound Documentation to be completed every seven days and PRN in electronic health 
record which will include: type of wound, location, date, stage (pressure ulcers only) or indicate partial or 
full-thickness (arterial, venous, neuropathy/diabetic ulcers), length, width and depth; wound base description, 
wound edge description and if present: drainage, odor, undermining, tunneling, and/or pain. The Weekly 
Wound Documentation Progress Form should only have ONE WOUND per form. See Weekly Wound 
Documentation Progress Sheet & Wound Documentation Guidelines for instructions. 

(10)When a wound is present, daily wound monitoring should include: An evaluation of the wound, if no 
dressing is present; An evaluation of the status of the dressing, if present; The status of the area surrounding 
the ulcer/wound (that can be observed without removing the dressing); The presence of possible 
complications, such as signs of infections; Whether pain, if present, is being adequately controlled; 
Document on any changes or concerns in the nurses notes and re-evaluate prior steps 1-9 as appropriate.
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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** 48037

Based on observation, interview, and document review the facility failed to use mechanical standing lifts in 
accordance with manufacturer recommendations for 2 of 3 residents (R1, R13) reviewed for accidents. 
Additionally, failed to ensure the wander-guard system was operational to prevent elopement for 3 of 4 
residents (R9, R14, R12) reviewed for elopement. 

Findings include: 

MECHANICAL LIFTS and COMMODE 

R1's face sheet identified R1 had diagnoses including multiple sclerosis (MS), vascular dementia, and 
hemiplegia and hemiparesis (one-sided paralysis) following cerebral infarction (stoke) affecting right 
dominate side. 

R1's quarterly Minimum Data Set (MDS) dated [DATE], identified R1 was cognitively intact and required 
substantial/maximal assist to roll left and right and move from sitting to lying or lying to sitting. 

R1's care plan dated 6/2/23, identified R1 had activity of daily living (ADL) self-care performance deficits due 
to MS with right sided weakness requiring extensive assist for most cares.R1 required an EZ-Stand with two 
staff assist for all other [outside of getting in and out of bed] transfers. Staff were to double loop per patient 
preference, and sling size large- burgundy. Please be aware of placement of my hand when buckling the 
harness to avoid pinching skin. 

R1's nursing assistant (NA) care guide dated 3/8/24 identified R1 required the use of an EZ- stand lift with 
assist of two staff and sling [harness] size large. 

During interview on 3/21/24 at 9:30 a.m., family member FM-(A) expressed concerns regarding the way staff 
were transferring R1 with the use of the mechanical lift as it did not appear staff were using it correctly. FM-A 
had observed R1 hanging in the lift and was fearful R1 would slide through the harness. Additionally, FM-A 
reported concerns with R1 attempting to reach things such as her call light and leaning while seated on 
commode. 

During interview on 3/22/24 at 10:31 a.m., NA-D reported staff could not leave R1 alone on the commode 
due to safety. R1 didn't typically keep her body position upright and always leaned to her right. If R1 was in 
the lift and started to get tired she would let you know. At that point, the transfer needed to be stopped and 
R1 needed to be sat back down. R1 could fall if she got too tired. NA-D reported R1 used a large red 
[burgundy] harness. R1 required the lower leg strap and to make sure the harness was tight. R1 required 1 
black loop connected from the harness to the EZ stand to support R1's upright position staff are to not use 
more then one loop at a time. If there was ever a concern with equipment, facility staff needed to remove it 
from the unit immediately and notify maintenance.

R1's weight dated 3/21/24, identified R1 to be 212.8 pounds (lbs). 

(continued on next page)
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During observation of video camera footage dated 3/20/24, R1 was noted to be seated on a bariatric drop 
arm commode unsupervised while attached to a mechanical EZ-stand lift. R1's upper body was leaning and 
up against the right side with her right arm dangling supported by arm rest of the commode. R1 was 
attempting to reach the call light located on her right pant leg requiring R1 to reach toward her hemiparetic 
side down towards her knee and appeared to be struggling to reach the call light. R1's lower leg strap was 
not applied when staff entered room and progressed with transfer off the commode. 

During observation on 3/21/24 at 1:13 p.m., R1 was transferred from wheelchair to commode with use of 
mechanical EZ stand lift by NA-B and NA-C. The lift's calf/leg safety strap had significant slackl NA's were 
altered by the surveyor, NA's then cinched the strap so it was snug. NA's applied a green harness around 
R1's back and connected the harness by double looping the hooks on the lift. Once R1 came to a standing 
position the upper belt was not tightened also causing significant slack in the support harness positioning. 
Once R1 was seated, R1 was leaning to right side on the commode while attached to the lift. NA-B and NA-C 
directed R1 to call for help when done toileting and left R1's room leaving her unattended on the commode 
attached to the lift. Once NA's reentered the room, NA's changed the double to a single black loop. When the 
NA's started raising R1 off the commode, R1's hemiparetic arm was pressed between the side of the 
commode and her body, NA's did not stop raising R1 until the surveyor alerted the NA's of R1's position. 
After R1 was correctly positioned and lifted off the commode the commode became off balance and started 
tipping. Once R1 was in a standing position in the lift R1 was only hanging onto the lift with her left hand, the 
right arm hung down at her side. NA-B walked away from R1 to get gloves while NA-C gathered incontinent 
supplies. R1 began to sink or slouch from an upright position so that R1's bottom was parallel with the floor 
and appeared to be dangling in the harness. R1 demonstrated labored breathing and stated I am getting 
really tired. R1 had labored breathing and inability to stand upright. Even though NA's were alerted to R1's 
fatigue and positioning in the lift, NA's continued to provide incontinent cares and put on R1's brief. By the 
time cares were completed, R1's right shoulder was up and over her right ear and the back of the harness 
was up to the level of her neck instead of the middle of her back causing R1's neck to become in a 
forward/crouched position due to the harness pressure on her neck.

During interview and observation on 3/21/24 at 1:30 p.m., NA-B and NA-C stated commode was not 
balanced and identified the right rear commode leg was not in the metal support bracket, the right front was 
on the second bracket with the left front and left back were on the third bracket. Due to height setting 
discrepancy the commode had approximate 2.5 height difference causing the commode to be unstable and 
tip when weight was applied to it. NA-B and NA-C reported commodes were not supposed to tip or move like 
that. Even after the NA's identified the commode was unstable, NA-B cleaned the commode and placed it 
back into the general storage area for subsequent use. 

(continued on next page)
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During interview on 3/21/24 at 1:27 p.m., NA-B reported she was in charge of the set up of the transfer and 
NA-C was the driver of the lift. NA-B explained the waist strap of the harness should be tightened as a 
resident comes to a standing position but forgot to do so during the transfer. NA-B also reported the leg 
straps need to be tightened for support and felt R1's legs were good and supported once it was tightened. 
NA-B stated R1 was to use the green XL harness and pointed to the coloring on the harness which was also 
green and what they used during the transfer. R1 was to only have 1 of loop of the harness used to connect 
to the lift on each side, but some people used two loops depending on their weight and identified it was 
corrected during the transfer of going from the commode to the recliner. NA-B was unable to identify R1's 
fatigue level and explained it was normal for R1 to hang in the lift because R1's right arm did not work. NA-B 
stated R1 was okay to leave on the commode while hooked up to the EZ stand and R1 would use the call 
light when she was done. 

The EZ-way Harness manufacturer's color coding system identified a green harness as an extra large for 
people between 280 and 450 lbs. The large harness is burgundy and for people between 190 and 320 lbs. 
Per manufacturer guidelines, a large burgundy size harness was appropriate for R1.

During interview on 3/21/24 at 2:15 p.m., NA-C reported R1 required assist of two staff for the mechanical EZ 
stand and R1 used the green size harness and thought that was what should be on the care plan. If nursing 
assistants had questions about the care plan, they would log in to the computer and see it. NA-C was not 
sure if the facility had care cards/guides. NA-C reported both loops were connected to the lift due to R1's 
preference. NA-C reported most residents require one harness loop, but was not sure about the rules for 
only needing one loop. NA-C reported seeing R1 starting to sink and would usually put R1 down in a seated 
position to provide a rest, however did not due to NA-B needing to complete peri care tasks. NA-C identified 
if they would have kept going R1 would have fallen from the lift. NA-C reported R1's right arm always hung 
and did not notice R1's arm was caught upon coming up to a standing position until intervention was 
provided. NA-C reported both the upper straps and lower straps should have been tighter. 

During interview on 3/21/24 at 3:41 p.m., director of maintenance DM-(A) reported no maintenance requests 
had been made regarding a commode. During review of the commode, DM-A identified the commode leg 
setting was not engaged in the metal bracket and the legs were not set evenly. DM-A reported the commode 
should not be in general use in its current condition. The appropriate process was for staff to immediately 
remove it from the floor due to the risk of someone using equipment that needs attention. DM-A stated if a 
resident used the commode in the situation observed, the resident would be at a high risk of falling and 
cracking their head. 

During interview at 3/21/24 at 3:50 p.m., nurse manager NM-(A) reported she had been notified about the 
commode and was planning on going to check on it. NM-A had not because of shift change and was telling 
staff about the commode, however had not checked on it yet or pulled it from general storage area for 
subsequent use. 

(continued on next page)
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During interview on 3/22/24 at 10:39 a.m., licensed practical nurse LPN-(A) reported staff should never leave 
R1 alone while attached to the lift due to the risk for R1 falling or tipping which could lead to injury or death. 
LPN-A reported staff should follow the resident safety and supervision guidelines and gestured to the 
resident safety and supervision guidelines located on the wall. LPN-A reported deserving R1 transfer and 
expressed concerns of R1's positioning due to heavy leaning from her hemiparesis and inability to support 
body on the right side and R1 leans very far to the right side and could fall. Staff were to use the harness that 
was directed by the care cards and care plans. If there was ever a concern with equipment it should be 
removed from the unit immediately and reported to maintenance.

Employee notification instruction sheet titled Resident Safety and Supervision, undated located on nursing 
station wall. Related to Resident Position and Mechanical Lifts directs staff to never leave a resident in a 
potentially unsafe position. Always consider the residents cognition, condition, fall risk/fall history when 
determining when it's appropriate to leave the resident unattended. Residents must not be left unattended 
when attached to mechanical lifts such as EZ Stand or EZ Lift (Hoyer). Including when seated on the toilet. 
Remember to check the care plan and care guide for information on resident's risks for falls and fall 
interventions. 

During interview on 3/25/24 at 10:46 a.m. NOVA heavy duty drop-arm commode manufactures 
representative MR-(A) reported it was very important to use bariatric drop arm commodes properly and 
misuse could cause a safety concern or fall. The metal brackets need to be secured in place and checked 
prior to use to avoid the product being unlevel. Using the product on different leg adjustments could lead to 
injury or falls. The commode was not to be used while attached to any sort of mechanical lift unsupervised as 
a person should have their feet flat on the ground and knees at a right angle and a resident should be able to 
maintain an upright sitting position. The arms of bariatric drop arm commodes were not meant to support 
body weight and could give way if a resident applied excessive pressure to it. 

Nova heavy duty drop-arm commode item #8583 manufacturer recommendations identified the legs must be 
adjusted to same height (number) so the commode sits level. Make sure legs and backrest are secure (push 
button locked completely into hole) before using. Check before each use. Use on a level surface. 

Equipment repair policy dated 5/18/23 identified inoperative or malfunctioning equipment shall be promptly 
reported, in writing, to the maintenance department via the repair required for or TELS (electronic 
maintenance system). Conditions which warrant immediate attention must be verbally communicated to the 
maintenance director or designee as soon as the condition is discovered, to ensure prompt resolution. 

R13's face sheet identified diagnoses including aphasia following intracranial hemorrhage (difficulty 
understanding or expressing speech following a brain bleed), morbid (severe) obesity, muscle weakness, 
and vascular dementia.

R13's significant change Minimum Data Set (MDS) dated [DATE], R13 required maximal assistance with 
mobility in bed and was dependent on staff for sitting up, lying down, and transfers. R13 was dependent for 
toileting hygiene 

(continued on next page)
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R13's MDS dated [DATE], included the last Brief Interview for Mental Status (BIMS) completed, with a score 
of 3 indicating severe cognitive impairment.

R13's nursing assistant care guide identified R13 required the use of an EZ-stand transfer with assist of one. 
Harness size was not identified.

During a returned call on 3/27/24 10:16 a.m., FM-B reported she was R13's power of attorney due to R13 
being unable to make her needs known. FM-B reported installing a camera system in R13's room to oversee 
R13's cares when FM-B could not be physically present. FM-B reported ongoing issues and provided video 
camera footage to the ADON, director of nursing, and administrator and wrote grievances to management 
including a grievance from 11/17/23 and ongoing lack of safety since with the use of mechanical lifts. FM-B 
reported emailing facility staff about a concern with a transfer which happened on 3/20/24 as it appeared the 
transfer was not completed properly and was causing R13 pain. FM-B expressed R13 appeared to be 
dangling and not hooked up appropriately and fearful R13 could have fallen from the lift. FM-B reported the 
concern to be ongoing as there had been situations FM-B observed staff not clasping straps or using 
mechanical lifts correctly. FM-B reported no facility staff connected with her regarding this email on 3/20/24 
outside of the initial response. 

Grievance with a date of occurrence on 11/17/23 from FM-B regarding R13 identified FM-B called director of 
nursing (DON) on 11/20/23 with concerns about her mothers left hand having trauma related injury from a 
EZ-stand transfer [which happened on 11/17/23].FM-B was concerned that during an EZ stand transfer, her 
mothers hand placement was an issue and caused R13 discomfort in her left hand. An x-ray was ordered 
and negative for a fracture. Her left hand appears with mild swelling and is receiving ice. FM-A requested the 
nursing staff to be educated on R13's transfer status and how to properly stand with the EZ stand. Summary 
of investigation completed by DON on 11/21/23. included reviewing nursing assistant assignment board and 
video camera with FM-B. Interviewed and educated nursing staff , nursing management and interdisciplinary 
team (IDT). Resident had been downgraded to the use of a Hoyer lift with assist of two staff. 

Email communication on 3/20/24 at 7:01 a.m., from FM-B to administrator, DON, assistant director of nursing 
(ADON) and NM-A and NM-B included They were having trouble to get mom to bed and it was 10 p.m. so I 
told them to use the lift [fully body mechanical hoyer lift] I pulled up video and was disturbed to find she [R13] 
wasn't hooked up correctly the first time and was pulled her awkwardly causing her pain. They had to bring 
her back down and correctly fix the straps. Video is attached.FM-B received a response on 3/20/24 at 8:49 a.
m., from DON Hi [FM-B], please let us know when you will be in today so we can talk. Thanks 

(continued on next page)
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Video image attached to the email 3/20/24 at 7:01 a.m., showed R13 seated in a wheelchair in her bedroom. 
Two female facility staff members enter room with a full body mechanical lift. Staff members applied the full 
body sling behind R13. Staff members did not apply the back side of the sling under R13's tail bone. R1's 
lower straps were crossed under R13's legs. Staff then applied the shoulder straps appropriately to the lift. 
Upon attaching the lower leg straps to the lift, the left leg strap is twisted and under R13's leg near knee and 
not under her thigh or hips. R13 was visualized screaming and crying oww ouch oh my god and grimacing as 
the lift continued to cause ongoing pressure in the rising position. Facility staff members told R13 it's okay 
calm yourself as R13 continued to sink lower through the hole of the sling. As tension is applied to the lift to 
raise R13 up from the wheelchair R13 became in a V like position Facility staff then start lowering R13 back 
to the wheelchair and at 0:03:09 it was visualized that the left leg support is noted to be under R13's knee 
and twisted. R13's legs were in an uneven position. R13 continued to call out in pain as staff attempted to 
reposition the sling. Video footage ends prior to a complete and safe transfer.

EZ-way regular sling operator instructions for a full body mechanical lift for transferring a patient from chair, 
wheelchair or toilet direct staff to do the following. To set the sling properly, you must do the following: on the 
patients right side, position your hand between the patients hip and the sling. With your fingers push down on 
the edge of the sling so it touches the base of the chair seet. Next, grasp the bottom edge of the sling leg 
with your left hand and pull with a tug towards you. Lift the patients left knee and with a tug, pull the leg of the 
sling under the hip and thigh. Staff are to repeat procedure on the right size. This procedure will ensure the 
sling is under the patient's tail bone and behind his/her back, with the patients weight evenly distributed on 
the sling. Note: make sure all seams of the sling are smooth underneath patient. 

During observation of video camera footage from 3/20/24 at 1:10 p.m.,R13 was using a sit to stand EZ-Stand 
Mechanical lift. R13's harness strap was not at her waist and was at breast level and not tight to R13's chest. 
When staff asked if R13 was okay she shook her head no, staff did not respond to R13's non verbal 
expression. Staff did not apply the lower leg strap to R1's lower extremities. The driver of the lift did not 
identify the reason the lift was not moving was due to a call light cord on the ground. The driver of the 
machine attempted to push over the cord before the second helper intervened and corrected it. 

EZ way manufacturer instructions for the the EZ-Stand mechanical lift harness directed for the harness to be 
positioned around the upper body so the sides of the harness are between the patients torso and arm, 
resting two to three inches below the underarm. For the safety of the patient securely fasten the safety strap 
around the patients torso. Secure the buckle and pull the straps to tighten. As the patient is being raised, 
simultaneously tighten the safety strap buckled around their torso. Use of shin pad strap: if a caregiver 
deems it necessary to keep a patients shins or feet on the foot plate, secure the shin strap around the 
patients legs. 

(continued on next page)
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During observation and interview on 3/26/24 at 8:12 a.m., NA-A and NA-B assisted R13 to a sitting position 
on the edge of the bed however R13 was not sitting straight and leaned to one side. NA-B applied the EZ 
stand harness and attached it to the lift, however because R1 was leaning and not centered on the edge of 
the bed, R13's feet were not touching the platform of the lift . Chest strap was applied and NA-B reported 
okay we are going up. The calf strap was not applied until the surveyor questioned if it was supposed to be, 
NA-B indicated she forgot it and did not identify R13's feet were not on top of the platform. Again the 
surveyor questioned NA's if R13's positioning on the lift was appropriate. NA-B then corrected R13's position 
by moving her feet forward onto the platform of the lift NA-B and NA-A reported the lower strap should be 
applied prior to transferring and a resident's feet should be on the platform. 

During interview on 3/21/24 at 1:27 p.m., NA-B reported when using EZ- Stand lifts when you apply the chest 
harness to a resident the strap should be tightened and if it came loose while standing it should be tightened 
again. Lower leg straps should be applied for residents and also be tightened. The foot plate on the EZ-stand 
should be where the resident's feet were before standing. 

During interview on 3/26/24 at 8:47 a.m., NA-A reported being the nursing assistant for R13 this day and 
reported the strap should have been added and R13's feet should have been on the platform prior to keep 
going with the transfer. 

During interview on 3/22/24 at 11:18 a.m., director of nursing (DON) reviewed video footage 3/11/2024 
through 3/20/2024 of R1 in the EZ stand with nursing staff. DON reported concerns of R1 in a hanging 
position, the upper belt not being tightened upon standing and R1's level of assist needs to clarified and 
reassessed. In reviewing video footage from 3/20/24 DON reported R1 should not leaning over the side of 
the commode as R1 is at a high risk for falls in the observed position. With R1's arm dangling and being 
transferred improperly this could result in injury to R1. The expectation with improperly working equipment is 
that it is pulled from use immediately. DON reported identifying concerns regarding the EZ stand and 
residents should be able to an upright position and the straps should be applied for both the harness and the 
lower legs. Nursing assistants need to know how to identify when transfers are inappropriate and notify a 
nurse. Staff need to recognize safety concerns, stop and readjust when residents positions in lifts does not 
appear correct. All staff should know the proper harness size. All staff should be aware of safe patient 
handling techniques. 

During interview on 3/25/24 at 8:48 a.m., EZ-Way manufacturer representative MR-(B) identified it was 
important to have the right size harness when using an EZ stand lift and referred to the color sizing chart for 
guidance. MR-B explained if someone was using the wrong size sling, for example extra-large, but assessed 
for large they could go out of it if they let go. The purpose of the straps on the harness (chest strap) and 
lower leg was to stabilize and provide support and up to the facility on recommendations for residents. 
Facilities should ensure residents were able to bare weight and hang on with one hand, however if a resident 
is falling to one side or really hanging in the harness, they should not be using an EZ stand. It was not the 
expectation for a resident to be sinking in the position of the shoulders coming up above the ears and 
residents should not be in a hanging position. EZ lift harness loops should never be double looped. The 
longest loop is for a reclining chair and the closest one is to support to come to a standing position. The risk 
of double looping could cause one of the loops to sit on each other causing the loop to slide off from the lift 
causing a risk of falling. 

Facility's safe patient handling and resident transferring policy were requested and not received. 

(continued on next page)
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ELECTRONIC PERSONAL ALARM SYSTEM

R9's quarterly Minimum Data Set (MDS) dated ,3/5/24 identified R9 had severe cognitive impairment. 
Behavior of wandering was not exhibited. Wandering impact was not assessed. 

Facility reported incident dated 11/7/23, identified on 11/6/23 R9 was last seen in the dining room at around 
4:50 p.m. at around 5:10 p.m. the nurse heard the wonder guard alarm going off/sounding and responded to 
the alarm. The nurse turned off the alarm and started looking for R9. R9 was located in the neighboring unit 
which he had previously resided on. R9 had covered himself up with a blanket in another patient's room. The 
resident was wearing his wander guard which sounded the alarm. Nursing staff did not react to the alarm 
quickly.

R9's care plan updated 11/7/23 identified R9 to have exit seeking, wondering and elopement due to vascular 
dementia. Staff are to monitor alert in room. Other: wander guard which was initiated on 4/18/23. Care plan 
updated on 11/7/23 to have frequent checks every 15 minutes to ensure resident is within view. Place 
monitoring device that sounds when attempts to leave unit/building. Wander Alert: left wrist device # model 
[tag barcode B 2819 8638]

R9's order dated 3/28/24 directed staff to check wander guard for blinking light. Report to nurse manager if 
not blinking for a replacement device every day and every Thursday. 

R9's order dated 3/21/24 identified R9 had the wonder guard on left wrist and staff were to check for 
placement every shift to ensure red light is blinking. 

R9's interdisciplinary team meeting (IDT) identified R9 Eloped on 11/6/23 intervention was wander guard on 
and monitoring. The root cause of the incident was R9 was known to wander. R9 is mobile and able to walk 
off a secured unit while nursing was in other residents rooms and unable to hear wander guard arm, 
alarming. Summery of internal investigation identified R9 had eloped from a secured unit (wander guard 
protected) by eloping after dinner. The wander guard doors were not locking when alarmed. Double doors 
from TCU2 are now wander guard protected with alarm and locking activated. 

ELDR Invoice with executed time of 11/7/23 and ticket number 15666 identified a test and troubleshoot for 
TCU2 door and had to rewire the door correctly. Found there was not enough power to run all the hardware 
for the door. It's only 12 volts and it drops to 8.6 when locks are engaged so another power supply needed to 
be installed that is 15 volts and should be fine. Executed time of 11/8/23 and ticket number of 1566 indicated 
service of being back on site to test power supply and it had enough volts, but not enough amps will find a 4 
or 5 amp power supply to make it work correctly 

R9's progress note dated 3/17/24 identified resident was wandering in the hallways when writer arrived for 
shift at 6:30 a.m. without walker. Given reminders and assisted back to room.

R14s face sheet undated identified diagnoses to include Alzheimer's disease with late onset and Dementia 
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R14's admission Minimum Data Set (MDS) dated [DATE], identified R14 to have severe cognitive 
impairment. R14 wandering assessment identified behavior of this time occurred 1 to 3 days. The wandering 
did not place the resident at significant risk of getting to a potentially dangerous place (E.g. Stairs, outside of 
the facility). The wandering did not significantly intrude on the privacy of activities of others. 

R14's care plan dated 2/19/24 identified exit seeking/wandering/elopement and required a secured unit 
placement due to wandering. Wander alert: device located on right wrist B24193849.

R14's order dated 3/27/24 directs staff to check placement of wander guard tag every shift on resident right 
wrist. Every shift for elopement prevention. 

R14's treatment administration records dated 2/19/24 directs staff to check wander guard for blinking light. 
Report to nurse manager if not blinking for a replacement device. 

R12's face sheet identified diagnoses to include dementia and unspecified symptoms and signs involving 
cognitive functions and awareness. 

R12's care plan dated 1/16/24 identified exit seeking/wandering/elopement and R12 had a wander alert on 
left ankle device # model B37203713.

R12's order dated 2/22/24 direct staff to ensure wander guard is blinking on device. Update nursing 
management if light is not blinking for a replacement device. Every shift every Thursday. 

R12's order dated 1/15/24 direct staff that R12 has a wander guard on right ankle, check for placement every 
shift and ensure red light is blinking. 

R12's progress note dated 3/21/24 identified R13 was alert confused/forgetful. He is orientated to self, 
person. Has been wandering around unit with and without his walker standing in resident's doorways and 
when trying to redirect him he becomes angry and agitated saying nonsensical things back. He likes to be 
out of the room most of the day.

(continued on next page)
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During interview on 3/21/2024 at 3:00 p.m., director of maintenance (DM)-A reported to be responsible for 
testing the WanderGuard system monthly. DM-A reported his responsibility was the zone coverage testing 
and operation and nurses were responsible for the set-up, application, and monitoring of the devices. DM-A 
reported the system had been operating with no issues for the last couple of years. DM-A demonstrated this 
process by taking a wander guard (LC1200System Tag) and a Secure tag activator/deactivator (S-TAD) and 
activating on and proceeded to check the battery life. If the low battery LED symbol appeared on the S-TAD 
it indicated the battery was low and needed to be replaced. You could not detect percentage of battery life 
with the S-TAD reader and the blinking light indicator is for zone coverage and activation, however not for 
battery life. DM-A reported never having had a reading of low battery when testing the system, but if they 
had, it would need to get discarded as they were not reusable. The wander guard tags were located in an 
unlabeled bin. During demonstration of the S-TAD operation DM-A picked a wander guard tag and identified 
it was low and reported its hard to believe but this is the first time I have ever seen a low one. The low 
battery tag was located in the same bin as other usable wander guard tags. DM-A located a tag that was not 
reading low battery, took the activated wander guard and walked into the field of zone coverage that 
triggered the activation system. The wander guard had a blinking light on it identifying it was on and 
activated. You could confirm the field was detected by the blinking light turning solid. Once the device was 
detected the door would lock and unable to pass through. The systems auditory alert was at the nurses 
station and was not audible near the door itself or throughout the whole unit. DM-A demonstrated this with a 
wander guard not on a resident on reflections memory care unit. Then demonstrated it with a current resident 
on the unit, R12. R12 came up from the side of the door and not directly at it. R12 was able to get within 
arm's reach of pushing the door handle and opening it. The door did not lock appropriately and did not 
respond to R12's wander guard. R12's battery life on the guard was not low. 

During interview and observation on 3/21/24 at 5:15 p.m., DM-A tested R9's [tag barcode B-3220-3832] (who 
is now residing on reflections memory care unit) and R14's [tag barcode B- 0820 3434] battery life of the 
wander guard both read as low battery life on the S-TAD detector. When attempting to pass through the 
zone coverage the system did not alarm and was able to walk through the door without the system triggering. 
DM-A reported a person wearing a wander guard alert band should not be able to walk through the doors. 
The blinking light indicator of turning solid was inconsistent with the field of zone coverage. However, the 
blinking light indicator identified it was active and functioning. 

During interview on 3/21/24 at 3:21 a.m., registered nurse RN-(A) reported the wander guard system was 
only heard near the nurses station and was not audible down the hall or if you were in a room. RN-A reported 
the nursing staff is responsible for checking if they walk by visualizing the blinking light on the wander guard 
and the blinking light meant it was working. Wander guards are checked every day shift, on Thursday's. 
R14's wander guard was checked on this day and was working by visualizing the blinking light. Nurses get 
the information about checking the wander guard systems in the orders and on the treatment administration 
record (TAR).RN-A reported nurse manager NM-(B) was responsible for checking the batteries, the nurses 
are just to look at the blinking light of the wander guard. 

During interview on 3/21/24 at 3:09 p.m., nurse manager NM-B reported if the wander guard gets close to 
the d [TRUNCATED]

2626245205

06/27/2024


