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F 0603 Protect each resident from separation (from other residents, his/her room, or confinement to his/her room).
Level of Harm - Minimal harm 41220

or potential for actual harm
Based on observation, record review, and interview , the facility failed to ensure a resident had the right to be
Residents Affected - Few free from involuntary seclusion for one (#33) of one sampled resident reviewed for involuntary seclusion.

The administrator identified 66 residents in the facility.

Findings:

A polity titled Abuse, Neglect, Exploitation, dated 10/01/17, documented the facility staff would not use
involuntary seclusion.

Resident #33 had diagnoses which included congestive heart failure. The resident resided in a room with
their spouse.

A progress note, dated 10/24/24 at 7:07 a.m., documented the resident was sent to a local hospital.

A progress note, dated 10/28/24 at 5:23 p.m., documented the resident returned from the hospital, inquired
about their spouse, and was told the spouse was aware of the resident's return to the facility.

A progress note, dated 10/29/24 at 7:05 p.m., documented the resident remained on quarantine protocol per
readmission.

On 10/30/24 at 9:02 a.m. Resident #33 was observed in a room alone.

On 10/31/24 at 09:36 a.m., the administrator stated all new residents and all residents returning from the
hospital were placed in a five day isolation period.

(continued on next page)
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F 0603 On 11/01/24 at 11:04 a.m., Resident #33 stated on return from the hospital they were not returned to their
regular room, but were put into a different room by themselves for five days. They stated they did not

Level of Harm - Minimal harm or understand why they were put into this room. They stated they were told by staff they would be there for five

potential for actual harm days and then they could return to their old room with their spouse. Resident #33 stated they would rather
have been put back in the room with their spouse. They stated it made them sad not to be in the same room

Residents Affected - Few with them. They stated they were much happier to be back in the same room with their spouse.

On 11/01/24 at 11:16 a.m., LPN#1 stated quarantined residents were isolated in a room for five days. They
stated the residents were not allowed to leave their room. They stated the residents ate in their room and
therapy came to their room if needed. LPN#1 stated after five days the residents were removed from
quarantine and allowed to move about the facility with the other residents.

On 11/01/24 at 11:23 a.m., the DON stated quarantined residents could have visitors, but the visitors had to
stay in the residents room. They stated they could not take the resident outside of their room.

On 11/01/24 at 12:21 p.m., Physician #1 stated unless there was evidence of symptoms or actual illness,
isolation or quarantine of residents was not necessary.

On 11/01/24 at 2:55 p.m., the administrator stated they were not basing their quarantine policy on any
standard of care. They stated it was their facility policy. They stated they did not know if they had a physician
order for the quarantine. The administrator stated it was not involuntary seclusion because the residents
were aware of their quarantine policy. The administrator was unable to provide documentation of resident
consent for the quarantine/ isolation.
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