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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 - Immediate

jeopardy to resident health or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41009

safety

Based on observations, record review, facility neighbor, resident, and staff and physician interviews the
Residents Affected - Few facility failed to provide the necessary supervision to prevent a severely cognitively impaired resident
(Resident #52) who was at high risk for falls from exiting the interior of the facility through an unlocked door
leading to an enclosed exterior courtyard. On 1/14/24 an individual who resided in a nearby home heard
Resident #52 yelling for help and Neighbor #1 and Neighbor #2 crossed over the fence into the facility's
courtyard and found Resident #52 dressed in a night gown lying face down on the brick paved ground.
Resident #175 was shivering and kept saying I'm so cold. Her temperature was 90.9 degrees Fahrenheit (F)
which was indicative of hypothermia (a condition where the body's temperature drops below 95 degrees F
which can result in death). This deficient practice affected 1 of 3 residents reviewed for accidents.

Findings included:
Resident #52 was admitted to the facility on [DATE] with a diagnosis of dementia.

A review of Resident #52's care plan revealed in part a problem area initiated on 8/19/21 of fall risk. The
goal, with an expected end date of 2/20/24, was for Resident #52 to have no injury related to falls through
the next review. Interventions included 8/24/23 draw labs for medical evaluation, and 9/12/23 recheck the
auto lock brake function on WC.

A review of Resident #52's quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed she was
severely cognitively impaired. She did not exhibit wandering behaviors. She had no functional limitation in
range of motion of her upper and lower extremities. She used a wheelchair (WC) and a walker for mobility.
Resident #52 required supervision for bed mobility, transfers, and walking at least 50 feet with making 2
turns. She had 2 or more falls with injury during the assessment period. Resident #52 did not use a
wander/elopement alarm.

A review of the wandering risk assessment for Resident #52 dated 11/7/23 revealed she did not wander or
have a history of wandering. She did not elope or have a history of elopement. She was currently cognitively
impaired and had impaired decision making skills.
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On 5/14/24 at 3:49 PM an interview with the MDS Coordinator indicated a wandering risk assessment was
conducted for each resident every time an MDS assessment was completed and as needed. The MDS
Coordinator stated the wandering risk assessments the facility used did not result in a score or draw a
conclusion, but the IDT team discussed them, and decided whether or not a wander alarm was indicated for
the resident. She further indicated Resident #52 had MDS assessments on 8/8/23, and again on 11/7/23 and
she was discussed during the interdisciplinary team meetings (IDT) that occurred for each MDS. She
reported although Resident #52 was assessed to have impaired cognition and impaired decision making
skills on these wandering risk assessments, she had no episodes of wandering behavior, and a wander
guard alarm had not been indicated for her.

A review of a fall risk assessment for Resident #52 dated 1/8/24 revealed she was at high risk for falls.

A review of a nursing progress note for Resident #52 dated 1/15/24 at 1:30 AM written by Nurse #1 revealed
at 11:55 PM two men (Neighbor #1 and Neighbor #2) came to the nurse saying they heard a resident yelling
for help, so they climbed through the fence and found the resident lying on the ground face downward. The
nurses immediately organized a search to make sure all residents were in their bed but found that Resident
#52 was not in her bed. The Neighbors had helped her to sit on a chair. On assessment, a minor scratch was
noted between Resident #52's right thumb and index finger. She was shivering. An extra blanket was
supplied. Her temperature was initially 90.9 degrees F (a normal body temperature is 98.6 degrees F). She
was alert, verbal and in good spirits but shivering. The physician was notified and ordered first aid to right
thumb area. The police and facility security were also in the building.

On 5/14/24 a review of the Weather Underground website revealed the outdoor air temperature where the
facility was located on 1/14/24 at 11:51 PM was 41 degrees F.

On 5/16/24 at 12:09 PM a telephone interview was conducted with Neighbor #1 who found Resident #52 on
1/14/24. He indicated he lived in an apartment next door to the facility. He stated on 1/14/24 around 11:30
PM his wife told him she heard someone calling for help. He reported it was dark and cold out, and at first,
he was not going to do anything. He further indicated he went outside and saw his neighbor (Neighbor #2)
and asked him if he also heard someone calling for help. He stated his neighbor told him he heard it too, and
they walked over and looked through the fence that bordered the facility courtyard. Neighbor #1 stated they
saw a woman (Resident #52) lying face down on the brick paved walkway. He reported Neighbor #2 slipped
through the fence and he himself jumped over. He stated they helped the woman up and assisted her to walk
over and sit on a bench. He indicated Neighbor #2 gave the woman his coat. He stated the woman had
some scrapes but no other injuries he could see, she was shivering, and she just kept saying, I'm so cold. He
indicated they left the woman on the bench, went inside through an unlocked door, told the first person they
saw that a woman was outside, and asked for some blankets. He indicated this person just asked them how
they got into the building. He stated another staff member came out with a WC and helped the woman into
the building.
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On 5/14/24 at 4:25 PM a telephone interview with Nurse #1 indicated she was familiar with Resident #52 and
assigned to her care on 1/14/24 from 11:00 PM until 7:00 AM. She stated Resident #52 was cognitively
impaired and at times could walk with her walker, and other times used her WC for mobility. She went on to
say it was not unusual for Resident #52 to walk out into the hall on her shift, but she would just walk Resident
#52 back to her room and assist her into bed. Nurse #1 stated Resident #52 had never tried to go outside by
herself that she knew of prior to the 1/14/24 incident. Nurse #1 stated that evening, she had gotten her report
at the nurses station, her back had been to the hallway, and she had not seen Resident #52 walk by. She
reported that night (1/14/24), two men (Neighbor #1 and Neighbor #2) had come into the facility and asked
her to follow them because there was a resident in the courtyard. She further indicated she had been very
taken aback because she had not known how they got into the facility. Nurse #1 stated she had immediately
announced for everyone to check all their resident rooms, went to check all her resident rooms, and in about
2 minutes realized Resident #52 was not in her bed. She stated Resident #52 had been wearing a long
sleeved cotton night gown and either gripper socks or house slippers. Nurse #1 stated it was very cold
outside and Resident #52 had been shivering, but she was not wet. She stated Resident #52 was assessed
and her temperature was very low. She stated she covered her with blankets, let the physician know, and
monitored Resident #52 continuously, taking her temperature frequently until her temperature came back up
to normal. She reported she then assisted Resident #52 back to bed.

On 5/14/24 at 8:14 PM a follow-up telephone interview with Nurse #1 stated she had not seen Resident #52
while she was in the courtyard. She indicated when she ran down to the courtyard on 1/14/24, Neighbor #1
and Neighbor #2 and an NA had already brought Resident #52 into the building in a WC. She stated
Resident #52 felt cold to the touch and was shivering but she was talking. Nurse #1 stated the physician told
her to warm Resident #52 up, continue taking her temperature, and if it didn't come up to send Resident #52
to the hospital. She indicated she monitored Resident #52 continuously and rechecked her temperature until
it came up.

On 5/14/24 at 5:55 PM, in a telephone interview, NA #1 indicated on 1/14/24 she worked from 11:00 PM until
7:00 AM. She stated she was not assigned to Resident #52 on 1/14/24. She explained after reporting to work
when she was coming down the hall to her assigned area, she saw Resident #52 near the nurses station.
She reported she spoke with Resident #52 and helped her back to her room. She further indicated Resident
#52 had not needed anything, and she helped Resident #52 get into bed, covered her up with blankets, and
left her room. NA #1 stated she was familiar with Resident #52, and it was not unusual to see Resident #52
up that late walking, so she had not felt the need to report the behavior to a nurse. She went on to say she
had not seen Resident #52 the rest of the night. She further indicated she had no reason to check the
courtyard door to see if it was locked, because the courtyard was dark at night, and she never went out there
on her shift.
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On 5/15/24 at 12:11 PM a telephone interview with NA #2 indicated she worked the 11:00 PM to 7:00 AM
shift on 1/14/24. She stated on 1/14/24 at about 11:30 PM two men (Neighbor #1 and Neighbor #2) came
knocking on the glass Activity Room exit door which was beside the courtyard door. She further indicated
Nurse #4 responded to them and reported Neighbor #1 and Neighbor #2 said there was someone lying on
the patio. NA #2 stated when she got out to the courtyard, it was dark, but she could see Neighbor #1 and
Neighbor #2 walking Resident #52 back towards the facility with one man on either side of Resident #52.
She went on to say Resident #52 was having a hard time walking, so she ran to get a WC. She stated she
did not ask Neighbor #1 and Neighbor #2 whether or not Resident #52 was on the ground when they found
her. She reported one of the men had given Resident #52 their jacket, but Resident #52 was still shivering.
She further indicated she got Resident #52 to the nurses station and took her full vital signs. NA #2 stated
Resident #52's oral temperature was around 90 degrees F. She stated Nurse #1 was present and they got
Resident #52 covered in blankets. She further indicated after she took Resident #52's vital signs, Nurse #1
attended to Resident #52, and she went back to her own assignment. NA #2 stated the facility's exit doors
had alarms which would go off if someone tried to exit through them when they were locked, or if a resident
was wearing a wander guard alarm. She went on to say there were no alarms going off that night. She
further indicated she was familiar with Resident #52. NA #2 stated Resident #52 did at times walk by herself,
but she would be redirected, and her needs attended to, and she would be assisted to sit back down in her
WC. She indicated she had never seen Resident #52 try to exit the facility. She further indicated Resident
#52 had never expressed to her a desire to leave the facility.

Documentation by NA #3 of vital signs including temperature revealed on 1/15/24 at 12:40 AM her oral
temperature was 97.3 degrees F and on 1/15/24 at 1:25 AM her oral temperature was 98.7 degrees F.

A review of a physician's progress note dated 1/16/24 written by Physician #2 revealed on the evening of
1/14/24 Resident #52 wandered out of the facility into an enclosed courtyard. The resident had fallen. She
was found on the ground face down. She was brought back to her room. There was some right hip
discomfort. X-rays (radiologic imaging studies) were pending. The resident did not recall wandering.

A review of the hip x-ray results for Resident #52 dated 1/16/24 revealed there were no new fractures or
dislocations.

A review of the facility's undated timeline of the event, provided by the Administrator on 5/14/24, revealed in
part the following: The courtyard door should be open from 7:00AM to 9:00 PM. On 1/14/24 at approximately
11:14 PM Resident #52 walked with her walker from her room to the courtyard exit door and exited into the
courtyard. At approximately 11:46 PM two men (Neighbor #1 and Neighbor #2) entered the building through
the courtyard door to inform staff that a resident had fallen in the courtyard, they heard her yelling for help,
and jumped the fence. Upon assessment, Resident #52 had a small skin tear. She was wearing only her
night gown and socks. Her vital signs were obtained, and her body temperature was low. She was provided
extra blankets and monitored. X-rays were ordered and were negative. The physician and her family were
notified. Management was notified. A wander guard band was placed on Resident #52 on 1/15/24 and
verification was done to determine it locked down the courtyard door.
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F 0689 On 5/14/24 at 1:31 PM, in an interview, the Administrator stated there had been one incident where Resident
#52 went out into the courtyard at night unsupervised and had fallen. She went onto say she had watched
Level of Harm - Immediate video surveillance footage of this. She reported the video footage showed on 1/14/24 Resident #52 was seen
jeopardy to resident health or coming out of her room with her walker, walking to the end of her hall, and looking out the exit door. The
safety Administrator stated Resident #52 was then seen walking back past the nurses station where NA #1
intercepted Resident #52 and walked with Resident #52 back to her room. She stated NA #1 was seen
Residents Affected - Few exiting Resident #52's room at 11:08 PM. She indicated at 11:11 PM Resident #52 was seen coming back

out of her room, walked past the nurses station where the nurses were getting report, and at 11:14 PM the

footage showed Resident #52 reach the courtyard door. The Administrator stated there were no cameras in
the courtyard, so she was not able to see Resident #52 go through the courtyard door but at 11:46 PM two

men were seen on the footage entering the building through the courtyard door.

On 5/14/24 at 4:04 PM a follow up interview with the Administrator indicated the facility's video footage
currently only went back to 3/15/24, and the footage from the event on 1/14/24 could no longer be viewed.

On 5/14/24 at 1:43 PM a follow-up interview with the Administrator she indicated Resident #52 had not been
assessed on her most recent wandering risk assessment prior to the event to be at risk for wandering. She
stated if Resident #52 had been wearing a wander guard alarm on 1/14/24, she would not have been able to
exit through the courtyard door.

On 5/14/24 at 3:30 PM a follow-up interview with the Administrator indicated the MDS Coordinator conducted
a wandering risk assessment quarterly and as needed for residents. She stated normally, the courtyard door
locked down automatically from 9:00 PM and opened up again at 7:00 AM daily. She went on to say the
facility had a new wander guard system installed in October of 2023 and after the installation, the front doors,
which were on the same timer, were working okay. She further indicated she had no reason to suspect the
courtyard door was not functioning properly.

On 5/16/24 at 8:18 PM a follow-up interview with the Administrator indicated on 10/26/23, work was
completed to install a new wander guard system. She stated she did not know whether the courtyard door
had been locking as it was scheduled to after this date, because she had no reason to suspect they were not
locking until the incident with Resident #52 occurred on 1/14/24. She further indicated it was determined the
likely cause of the courtyard door lock failure was the wander guard system and the system which locked the
door were not connected. The Administrator stated there was a wire in the wander guard system that wasn't
connected properly, and she had to coordinate with the security system company and the wander guard
provider to come back and connect the wires properly in order for the security system for the facility to be
able to lock the doors.
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On 5/14/24 at 4:05 PM an interview with the Director of Nursing (DON) indicated she watched the video
footage of Resident #52's incident on 1/14/24. She stated she recalled that Resident #52 had been wearing
a long sleeved cotton night gown and slippers that covered her toes. She indicated Nurse #1 had called her
at the time of the incident to notify her and let her know that she had spoken with Physician #1 who told
Nurse #1 to warm Resident #52 up, monitor her temperature and if it didn't start to come up to send her out
to the hospital. The DON stated she had come in early the next morning on 1/15/24 at about 5:30 AM and a
wander guard alarm was placed on Resident #52. She further indicated Resident #52's usual routine was to
get up around 1:00 AM to 2:00 AM and peek out her door, but she would usually just turn around and go
back to bed. She stated she was not aware of any other time Resident #52 exited unsupervised from the
facility.

On 5/15/24 at 11:37 AM a telephone interview with Nurse #3 indicated she worked on 1/14/24 from 3:00 PM
until 11:00 PM as an NA, and then 11:00 PM until 7:00 AM as a Nurse. She stated on the 3PM-11PM shift on
1/14/24 she saw Resident #52 self-propelling her WC in the hallway, but the NA who was assigned to
Resident #52 was monitoring her. She indicated this was not unusual for Resident #52. She further indicated
Resident #52 could walk with her walker, and was at high risk for falls, as she would get up without asking for
assistance. Nurse #3 stated in the past, she might have just assisted Resident #52 into bed, or into her chair
after seeing to her needs and Resident #52 seemed to comprehend when she told her not to get up by
herself. Nurse #3 stated the minute she turned her back, Resident #52 would be up standing trying to walk
by herself. She stated she had never seen Resident #52 attempt to exit the facility. She went on to say she
had never heard Resident #52 say she wanted to leave the facility. Nurse #3 stated she herself had never
tried the courtyard doors in the evening prior to the 1/14/24 incident to see if they were locked.

On 5/15/24 at 12:31 PM a telephone interview with Physician #1 indicated he was on call the night of 1/14/24
when he was notified that Resident #52 had been found outside after having fallen. He stated Resident #52
had a small cut on her hand, her temperature was around 90 degrees F, and she was shivering. He reported
rather than put Resident #52 through the trauma of being sent to the hospital, they attempted to get her
temperature up at the facility. He further indicated 98.6 degrees F orally was a normal body temperature.
Physician #1 stated at 90 degrees F, that was a bit low and potentially early hypothermia. He went on to say
Resident #52's heart rate had not been elevated, and her breathing had not been affected. He further
indicated he felt she might have needed to be outside another hour or two before the potential consequences
for her would have been serious. Physician #1 stated a body temperature of 90 degrees F to 95 degrees F
was mild hypothermia, below 90 degrees F was moderate hypothermia, and below 82 degrees F was severe
hypothermia. He indicated the nurse had been monitoring Resident #52's temperature appropriately,
Resident #52's temperature had been trending in the right direction, and she had not suffered any
consequences from the event.

On 5/15/24 at 12:39 PM a telephone interview with NA #6 indicated she worked on 1/14/24 from 11:00 PM
until 7:00 AM. She stated she did not observe the event, and when she saw Resident #52, she was at the
nurses station having her vital signs taken. She went on to say Resident #52 was shivering because she was
so cold, and she had blankets on. She further indicated she was familiar with Resident #52. NA #6 stated
Resident #52 was a fall risk and had interventions in place such as a low bed, and an NA sitting outside her
door if she was having a restless night. She indicated at times the NA assigned to Resident #52 would take
her to the television room, get her a snack and sit with her watching television until Resident #52 got sleepy.
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On 5/15/24 at 1:10 PM a telephone interview with NA #3 indicated she was assigned to care for Resident
#52 on 1/14/24 on the 11:00 PM to 7:00 AM shift and was familiar with her. She stated Resident #52 had
behaviors where she would get up and walk unassisted and come out into the hall. She went on to say she
would monitor Resident #52 frequently, walk with her, ask her what she needed, meet her needs, and
redirect her assisting her to sit in her WC. She further indicated some nights if Resident #52 was restless,
she would sit with her in the television room until Resident #52 got sleepy. NA #3 stated Resident #52 was a
fall risk and she checked on her frequently throughout the night. She stated she did not observe the event
that on 1/14/24. She reported when she got to work at 11:00 PM on 1/14/24 she began her rounds on her
assigned residents. She indicated she had not yet gotten to Resident #52's room and was in another room
assisting a resident when she was notified there was a resident outside.

On 5/15/24 at 2:37 PM an interview with the facility's Maintenance Director indicated he had been working at
the facility for two years. He stated he was familiar with the event that occurred with Resident #52 on
1/14/24. He reported there had been a company at the facility within the last 6 months working on the system
that alarms for residents who have a band that sets off an alarm if they attempt to go outside. He further
indicated he was not aware that this company disrupted the timing of the automatic locking of the courtyard
door, or he would have put a system in place that included a magnetic alarm that sounded when the door
was open. He stated the courtyard door had been on a timer that automatically locked it down from 9:00 PM
until 7:00 AM prior to the disruption. He went on to say this was supposed to happen automatically. He
indicated the courtyard door had been the only door affected by the disruption to the system.

On 5/15/24 at 4:19 PM Resident #52 was observed in bed. She had a wander guard alarm in place to her
right ankle. An interview with Resident #52 at that time indicated she did not recall going out by herself to the
courtyard and falling.

The Administrator was notified of Immediate Jeopardy on 5/15/24 at 10:39 AM.

The Administrator provided the following corrective action plan with a compliance date of 1/16/24:

Address how corrective action will be accomplished for those residents found to have been affected by the
deficient practice.

(continued on next page)

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

Event ID: Facility ID: If continuation sheet
345369 Page 7 of 10




Department of Health & Human Services

Printed: 08/01/2024
Form Approved OMB

Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

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

IDENTIFICATION NUMBER: COMPLETED
A. Building

345369 B. Wing 05/17/2024

NAME OF PROVIDER OR SUPPLIER
Rex Rehab & Nsg Care Center

STREET ADDRESS, CITY, STATE, ZIP CODE

4210 Lake Boone Trail
Raleigh, NC 27607

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

(X4) ID PREFIX TAG

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

F 0689

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

Resident #52 was immediately brought in and assessed by Nurse #1. Resident #52's axillary temp was 90.9
Fahrenheit (F) and noted Resident #52 was shivering. Resident #52 was provided with blankets as Resident
#52 stated she was cold. Nurse #1 promptly notified the Medical Director of the incident and the Resident
#52's current condition. The Medical Director instructed Nurse #1 to monitor Resident #52's temperature and
if it did not return to normal to send the Resident #52 to the Emergency Department. Resident #52 was alert
and in good spirits per Nurse #1's notes. Resident #52 only displayed shivering. Resident #52's temp at
12:40AM on 1/15/2024 was 97.3F, heart rate of 72, blood pressure of 157/84, respirations at 20, and oxygen
saturation of 99 percent. Resident #52 was reassessed at 1:25AM with a temperature of 98.7F, heart rate of
77, respirations at 18, and blood pressure at 152/78. At 1:30AM Nurse #1 notified Resident #52's son via
phone of the incident, Resident #52's condition and the action taken to care for and monitor Resident #52.
Resident #52 was monitored closely by Nurse #1 throughout the shift. Resident #52's vital signs at 8:20AM
on 1/15/2024 was a temperature at 98.1F, heart rate of 70, respirations at 18 and blood pressure at 121/60.
Nurse #1 maintained direct supervision of Resident #52 for the first hour and when Resident #52 returned to
their room Nurse #1 implemented frequent rounding on Resident #52. All nurses increased rounding
frequency on all residents in the facility.

At 2:00AM Nurse #1 called the Director of Nursing to escalate the incident that occurred. The Director of
Nursing returned her call at 4:30AM and Nurse #1 provided information regarding the incident, Nurse #1
stated that the Resident #52 was stable, confirmed that all residents were safe and in their rooms. Nurse #1
notified the Director of Nursing that local police and security personnel had been on site following the
entrance of two unidentified males into the facility and cleared the scene after finding it safe.

On 1/15/2024, the Administrator made the executive decision to place a wander guard pendant on Resident
#52, which was placed on Resident #52 at approximately 8:00AM. On 1/15/2024, at 9:36AM, the Minimum
Data Set Coordinator updated the care plan by adding the 'Long Term Care Wander Guard' care plan for
Resident #52.

Address how the facility will identify other residents having the potential to be affected by the same deficient
practice:

All mobile residents without a wander guard pendant had the potential to be affected. On 1/14/2024 at
approximately 11:45PM, nursing staff conducted a search of the facility and determined all residents were
accounted for except for Resident #52 who was not in their room. Following the search, nursing assistants
and nurses increased frequency of rounding on all residents.

(continued on next page)
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On the morning of 1/15/24, it was determined by the Administrator that the courtyard doors' remote locking
system did not lock as intended. On 1/15/2024 at 7:40AM, the Administrator notified the Protective Services
Director and the [NAME] President that the courtyard doors were found to not be locking properly. The
Administrator also notified the wander guard company and placed a ticket for repair. The remote locking
system unlocks the doors to the facility at 7AM for normal operations, because of this, no immediate action
was taken to secure doors as they were unlocked for normal operations. In the afternoon of 1/15/2024 the
Director of Nursing, Director of Protective Services, and the Administrator met via phone to conduct an
'Event After Action Report' to develop an action plan and monitoring processes. The 'Event After Action
Report' identified the need to implement an alarm system for the courtyard doors to prepare for nightshift. At
approximately 3PM, The Maintenance Director placed an auditory alarm on each courtyard door so that if the
door opened, an alarm would sound and notify staff.

On 1/16/2024, the Director of Protective Services assessed the courtyard doors and tested the access
control lock feature, which revealed it was failing. Following this assessment, the Administrator placed
another ticket with the company that installed the wander guard system. On 1/17/2024, the wander guard
company arrived at the facility, but was unable to correct the issue because the installation company needed
to be present. On 1/19/2024, the installation company arrived and stated that both the remote locking system
staff and installation company were needed to resolve the issue. The Administrator coordinated with both
companies and on 1/22/2024, the installation company and remote locking system staff were able to correct
the connection that prevented the courtyard doors from locking. Prior to releasing the door back to normal
operations, the access control company retested the doors to confirm the issue was repaired. The courtyard
doors had audible alarms in place from 1/15/2024 until 1/22/2024, while awaiting the remote locking system
to be repaired.

Address what measures will be put into place or systemic changes made to ensure that the deficient practice
will not recur:

On 1/22/2024, a new procedure was implemented by the Administrator, or designee, to coordinate with the
remote locking system team to test the remote locking system after any work is completed on the doors that
have the remote locking system in place, which includes the facility's front door, courtyard door one, and
courtyard door two. Going forward, this test will be completed before the vendor leaves the premises and
before releasing the door back into normal operation. On 1/22/2024, the Administrator provided education on
the new procedure to the Director of Protective Services (leader for the remote locking system team), and
the Director of Nursing.

The facility has a process for all staff to receive updates through a shift report with information disseminated
by the Director of Nursing to the Team Leaders. The shift report is a document that includes talking points by
the Team Leaders to communicate important information with staff at the beginning of their shift. On
1/15/2024 the Director of Nursing updated the shift report to include the information about the incident that
occurred with the failed remote locking mechanism and that an attached manual audible alarm on the doors
leading to the courtyard was being used until the remote locking mechanism could be fixed. The Director of
Nursing educated the on-site Evening Team Leader about the failed remote locking mechanism and that an
attached manual alarm was being used. From 3:00pm on 1/15/2024 forward no staff worked without knowing
about the failed remote locking mechanism and the use of an attached manual audible alarm on the doors
leading to the courtyard was being used until the remote locking mechanism could be fixed.

(continued on next page)
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On 1/22/2024 the Administrator trained the Clinical Manager to perform the remote locking control audits.
Later that same day, the Clinical Manager trained the four Nursing Assistants (NA) designated to perform the
remote locking control audits. The four NAs were educated prior to performing the audits.

On 2/13/2024 the decision was made by the Administrator to change the responsible staff to night shift nurse
team leaders to begin performing the weekly audits based on staffing availability. On 2/13/2024 the
Administrator educated all evening and night shift nurse team leaders on how to perform the remote locking
control audits prior to them performing the weekly audits.

During orientation all staff receive education regarding the chain of command used to escalate safety
concerns, including concerns with security of the facility. Staff are educated to escalate to the Team Leader,
Director of Nursing and/or the Administrator. The Staff Department Coordinator is responsible for providing
this education to staff prior to the staff working in the facility.

Indicate how the facility plans to monitor its performance to make sure that solutions are sustained:

The monitoring plan, determined by the 'Event After Action Report', started with daily audits beginning when
the door locks were repaired, and the auditory alarms removed. After three weeks of audits showing no
failures, the audits became weekly. Specific dates are as follows: On 1/15/2024, the courtyard doors had an
alarm in place that would alert staff if the door was opened. On 1/22/2024, once the doors were fixed, the
temporary alarms were removed, and nightly audits were completed by a lead nursing assistant until
2/10/2024. The week of 2/11/2024 the nightshift nurse team leader began weekly audits to ensure that the
doors remain locked at night.

The audits collected, in addition to the new procedure, are reported out to the Quality Assurance and
Performance Improvement (QAPI) committee monthly by the Administrator. The QAPI committee determines
the frequency of monitoring required based on audit results.

All action items were discussed at the February 29, 2024, QAPI meeting. Members of the QAPI committee
include: Administrator, Medical Directors, Director of Nursing, Pharmacist Consultant, Business Office
Manager, Rehabilitation Director, Rehabilitation Team Lead, Staff Development Infection Control Nurse,
Activities Coordinators, Dietary Manager, Wound Nurse, Admissions Director, Dietician, MDS coordinators,
Health Information Management HIM Specialist, Administrative Assistant, Business Office Assistant.

Include dates when corrective action will be completed:
Alleged immediate jeopardy removal date and compliance date: 1/16/2024.
Validation of the corrective action plan was completed on 5/17/24. This included interviews with the Director

of Protective Services, the DON, the Evening Team Leader, two NAs who worked after 1/15/24, the Clinical
Manager, one NA who was des [TRUNCATED]
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