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F 0565

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Honor the resident's right to organize and participate in resident/family groups in the facility.

22445

Based on interview, facility document review, and facility policy review, the facility failed to consistently follow 
up on concerns presented by the Resident Council (RC) and provide a verbal or written response to the RC 
regarding any actions taken to address their concerns. There was incomplete or no follow-up documented for 
5 (January, May, July, August, and September 2024) of 10 months of RC minutes reviewed. 

Findings included: 

A facility policy titled, Grievances/Complaints, Recording and Investigating, revised April 2017, indicated, All 
grievances and complaints filed with the facility will be investigated and corrective actions will be taken to 
resolve the grievance(s). The policy also specified, 5. The grievance officer will record and maintain all 
grievances and complaints on the 'Resident Grievance Complaint Log.' The following information will be 
recorded and maintained in the log: a. The date the grievance/complaint was received; b. The name and 
room number of the resident filing the grievance/complaint (if available); c. The name and relationship of the 
person filing the grievance/complaint on behalf of the resident (if available); d. The date the alleged incident 
took place; e. The name of the person(s) investigating the incident; f. The date the resident, or interested 
party, was informed of the findings; and g. The disposition of the grievance (i.e. [id est, that is], resolved, 
dispute, etc [et cetera]).

A review of the grievance log for the timeframe from 01/2024 through 10/2024 revealed no RC grievances 
were logged into the grievance log.

Resident Council Minutes, for the timeframe from 01/2024 through 10/2024 were reviewed with the following 
findings:

- The RC minutes dated 01/10/2024 indicated New Business included concerns of hot water situation and 
other residents yelling out. The minutes form did not provide a space to document any planned actions that 
would be taken to follow up on the concerns. The following month's RC minutes, dated 02/07/2024, indicated 
the hot water issues were discussed and the residents felt the action taken for that concern was sufficient. 
The minutes did not specify what action was taken to address the concern or by whom. There was no 
documentation on the 02/07/2024 minutes to indicate any response was provided to the RC regarding the 
01/10/2024 concern of other residents yelling out.

(continued on next page)
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F 0565

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

- The RC minutes dated 05/02/2024 indicated concerns of taking juice from residents before they are 
finished and notice about room changes written statement. The minutes form indicated the Resident 
Advocate (RA) spoke to the kitchen about the juice concern and, They will ask before they take it. The form 
indicated action taken by the RA for the room change concern was, They will provide written form before 
they change rooms. The question, Do residents feel action taken is sufficient? did not have a yes or no 
response for either concern, and the following month's RC minutes, dated 06/06/2024, did not include any 
documentation to indicate the two concerns from the May RC meeting were discussed with the RC to 
determine if the actions taken by the RA had improved or resolved the concerns.

- RC minutes that were not dated but that appeared to be from the July 2024 RC meeting, based on the 
bottom of the form indicating, Date of Next Meeting: August revealed residents discussed new concerns of 
Be able to leave facility 12 consecutive days and More brownies. The form did not include any planned 
actions to address these two concerns/requests, and the following month's RC minutes, dated 08/14/2024 
did not include any documentation to indicate any follow-up discussion with the RC about the two 
concerns/requests from the July meeting.

- The RC minutes dated 08/14/2024 indicated the RC discussed new concerns that included: 1.) Beds not 
being made. 2.) Food not up to par lately - veggies cooked more. 3.) Eye exam not up to par. 4.) More gravy 
on biscuits. The minutes form did not include any planned actions to be taken to address the concerns. The 
RC minutes dated 09/05/2024 did indicate a follow-up discussion occurred regarding the food not up to par 
concern and that residents felt the action taken was sufficient; however, there was no documentation to 
indicate any follow-up actions or discussion with the RC regarding the other three concerns discussed during 
the August 2024 meeting (eye exams, beds not made, and more gravy).

- The RC minutes dated 09/05/2024 indicated the RC discussed new concerns that included: 1) To [sic - too] 
rough when changing briefs. 2) Checking garbage at 01:00 to 1:30 AM. 3) Ticking [Resident #13's] feet in 
night. There was no documentation on the minutes form of any planned actions related to these concerns. 
The following month's minutes, dated 10/08/2024, indicated the concerns related to brief changes and 
checking garbage were discussed. There was no documentation of any follow-up discussion of Resident 
#13's concern related to someone tickling their feet at night.

- The RC minutes dated 10/08/2024 indicated the RC discussed a new concern of a resident keeping their 
television volume too loud at night.

A member of the survey team conducted a meeting with RC members on 10/16/2024 at 10:00 AM. The 
meeting was attended by Resident #11, who was the RC President, as well as Residents #6, #22, #13, and 
#32. The Resident Council Minutes were reviewed with the group as follows: 

- Regarding the February 2024 concern related to sheets not being changed, the resident's stated sheets 
were still not being changed regularly. Resident #6 added that their sheets had not been changed in two 
weeks, but they had not reported this to anyone.

- Regarding the 08/14/2024 concern related to beds not being made, Resident #13 stated they had 
specifically asked staff to make the bed, and their bed still was not made. Resident #11 added that beds 
were not consistently made.

(continued on next page)
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potential for actual harm

Residents Affected - Some

- Regarding the 08/14/2024 concerns related to the food and eye exams, Resident #11 stated there had not 
been much improvement in the food and that eye examinations had not been discussed with the group. 

- Regarding the 09/05/2024 concerns, Resident #13 stated someone was still waking them at night by 
tickling their feet.

- Regarding the 10/08/2024 concern related to a resident keeping their television volume too loud at night, 
Resident #13 stated even with their hearing aids out, the roommate's loud television and the lights kept them 
awake at night.

The Resident Advocate (RA) was interviewed on 10/16/2024 at 10:58 AM. The RA stated she was the one 
who typically took notes during the RC meetings. The RA stated that when residents had concerns, she 
documented them on the Resident Council minutes and verbally communicated the concerns to the 
appropriate department managers. The RA stated the residents were then spoken to as a group to make 
sure any issues were resolved. The RA stated that to make sure issues were resolved, she followed up and 
documented a quarterly note or a monthly note. The RA agreed that if an issue appeared twice during 
Resident Council meetings, then the issue had not been resolved. A review of issues identified in the 
10/16/2024 meeting as unresolved was made with the RA. The RA stated no plan for resolution of those 
issues was provided verbally or in writing to the RC. The RA stated the Director of Nursing (DON) had 
in-serviced the staff on bed-making. The RA stated that once the RC indicated a problem was resolved, 
there was no further follow-up. She stated the RC concerns had never been managed as grievances with a 
written plan, written summary of actions taken, and resolution. 

The DON and the Assistant Director of Nursing (ADON) were interviewed on 10/16/2024 at 11:31 AM. The 
ADON stated if a bed was not made as soon as the resident got out of it, there were a few residents who 
complained. The DON stated she had received no concerns from the RC about beds not being made. The 
DON stated she had received a concern about a resident's television being too loud and had instructed staff 
to turn the television down in the evening so other residents could rest but acknowledged she had not 
followed up to see if the issue was resolved. The DON stated she had completed written plans for the RC 
about their concerns because she had not received any concerns from the RC; she added that without 
knowing about their grievances, there was no opportunity to fix the issues. 

The Administrator was interviewed on 10/17/2024 at 2:23 PM. The Administrator stated he and the DON had 
spoken with the staff about changing sheets but had not followed up with the RC. The Administrator stated 
he expected the RA to take all concerns from the RC to the appropriate department managers. The 
Administrator stated he expected changes to address the RC's concerns to happen immediately and 
expected follow-up with the RC within a week.
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F 0600

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

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

49044

Based on observation, interview, record review, and facility document and policy review, the facility failed to 
protect Resident #38's right to be free from verbal and physical abuse perpetrated by Registered Nurse (RN) 
#6. This deficient practice affected 1 (Resident #38) of 4 sampled residents reviewed for abuse. Specifically, 
on 11/24/2023, RN #6 ; however, the CNA. On 11/26/2023, RN #6 yelled in Resident #38's face, shook the 
resident, and insisted the resident allow staff to transfer the resident back to bed.

It was determined the provider's non-compliance with one or more requirements of participation

had caused, or was likely to cause, serious injury, harm, impairment, or death to residents. The

Immediate Jeopardy (IJ) was related to State Operations Manual, Appendix PP, 483.12 Freedom from 
Abuse, Neglect, and Exploitation, F600, at a scope and severity of J.

The IJ began during the nightshift on 11/24/2023 when RN #6 aggressively transferred Resident #38 from 
the recliner to the bed without consent from the resident. The certified nurse aides (CNAs) who witnessed 
the transfer did not immediately report what happened after they witnessed what they considered to be 
abusive, which allowed RN #6 to continue working with access to the resident. Subsequently, the CNAs 
witnessed a second incident on 11/26/2023 in which RN #6 grabbed Resident #38 and shook the resident to 
convince the resident to allow staff to transfer them back to their bed for care. 

On 11/13/2024 at 5:26 PM, the Administrator was informed of the IJ situation and provided a completed IJ 
template. A removal plan was requested. The removal plan was accepted by the State Survey Agency (SSA) 
on 11/15/2024 at 4:44 PM. The IJ was removed on 11/15/2024 at 6:50 PM after the survey team performed 
onsite verification that the removal plan had been implemented. Noncompliance remained at a lower scope 
and severity of D, no actual harm with the potential for more than minimal harm.

Findings included:

A facility policy titled, Policy and Procedure for Prohibiting Abuse, dated 02/2017, revealed, It is the policy of 
this facility to provide person-centered care by promoting the well-being of its residents in a safe and 
supportive environment. The facility prohibits any abuse. Our residents have the right to be free from abuse, 
neglect, misappropriation of property, and exploitation, corporal punishment, involuntary seclusion and any 
physical or chemical restraint not required to treat a resident's symptoms. The policy indicated, Abuse means 
the willful infliction of injury, unreasonable confinement, intimidation, or punishment with resulting physical 
harm, pain or mental anguish. The policy defined verbal abuse as the use of oral, written, or gestural 
language that willfully includes disparaging and derogatory terms to residents or their families or within their 
hearing distance and indicated, Physical abuse includes hitting, slapping, pinching and kicking and 
controlling behavior through corporal punishment and, Mental abuse includes, but is not limited to, 
humiliation, harassment, threats of punishment or deprivation including doing so on social media. 

(continued on next page)
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

An Admission Record revealed the facility admitted Resident #38 on 11/01/2023. According to the Admission 
Record, the resident had a medical history that included diagnoses of hemiplegia and hemiparesis following 
cerebral infarction affecting the right dominant side, muscle wasting and atrophy, difficulty walking, and 
anxiety disorder. Per the Admission Record, the facility discharged the resident on 08/06/2024.

An admission Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 11/11/2023, 
revealed Resident #38 had a Brief Interview for Mental Status (BIMS) score of 12, which indicated the 
resident had moderate cognitive impairment. The MDS indicated the resident had physical and verbal 
behavioral symptoms directed towards others that significantly interfered with the resident's care and put 
others at significant risk for physical injury and disrupted the care and living environment of others. The MDS 
revealed the resident rejected care one to three days during the assessment look-back period. The MDS 
revealed that the resident had a functional limitation in range of motion on one side of their upper and lower 
extremities. Per the MDS, the resident required partial to moderate assistance from staff with upper body 
dressing and required substantial/maximal assistance with lower body dressing and toileting hygiene. The 
MDS indicated the resident was always incontinent of bladder and bowel.

A DLBC [Division of Licensing and Background] - Form 358: Facility Reported Incidents document revealed 
that on 11/28/2023 at 2:30 PM, the Administrator reported allegations of Physical Abuse and Mental/Verbal 
Abuse of Resident #38 by RN #6. The document revealed CNAs, including CNAs #2, #8, #9, and #10, 
became aware of the incident on 11/24/2023 in the Early Morning and notified administration on 11/28/2023 
at 2:00 PM. The document revealed the CNAs were trying to put the resident into bed from the resident's 
recliner, and when the resident did not want to go to bed, RN #6 went into Resident #38's room, yelled in the 
resident's face that the resident needed to get into bed, grabbed the resident's arms and wrist, and shook the 
resident. Per the document, RN #6 gave the resident a choice to let the CNAs put them in bed or RN #6 
would do it, then counted down from five. The document indicated RN #6 then grabbed the resident by their 
arms and legs and moved the resident to their bed. The document indicated Resident #38 told RN #6 to stop 
hurting them.

The DLBC- Form 358: Facility Reported Incidents document included only information related to an alleged 
incident on 11/24/2023; however, statements provided by the facility, written by CNAs #2, #8, and #10, 
detailed allegations regarding incidents that allegedly occurred on 11/24/2023, 11/26/2023, and 11/28/2023. 
The facility had no documentation of a statement provided by CNA #9. The details of the CNA witness 
statements were as follows:

An undated, handwritten statement provided to the facility by CNA #2 revealed that on 11/24/2023, RN #6 
asked that she and CNA #10 attempt to get Resident #38 into bed. The statement indicated that when the 
resident refused, RN #6 demanded the resident get into bed. According to the statement, Resident #38 kept 
saying they were fine in their chair and did not want to get into bed, but RN #6 grabbed the resident by their 
shirt and told the resident they had to, no matter what. The statement indicated that the resident crossed 
their arms in an attempt to get away from RN #6, telling the nurse to get away from them and that RN #6 was 
hurting them. The statement indicated RN #6 grabbled the resident by the wrist angrily. Per the statement, 
after about 20 minutes of the RN and the resident going back and forth, RN #6 told the resident they had five 
seconds to decide if the CNAs or if he (RN #6) was going to get the resident into bed. The statement 
indicated that RN #6 then held up five fingers, counted down, then grabbed the resident by the wrist and 
ankle and pushed the resident on the bed so aggressively that it moved the whole bed. 

(continued on next page)
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Residents Affected - Few

An undated, typed statement provided to the facility by CNA #10 revealed that on 11/24/2024 RN #6 
instructed her and CNA #2 to let him know if Resident #38 refused to allow the CNAs to transfer them. The 
statement indicated the resident refused to get in bed twice, so the CNAs notified RN #6. The statement 
indicated RN #6 went into the resident's room and told the resident to Get in the [expletive] bed. The 
statement indicated the resident kept refusing, and RN #6 grabbed the resident by the top of their shirt and 
shook them, telling the resident, You need to get in your bed or you'll [you will] die sitting in this chair. Per the 
statement, the resident still refused and told RN #6, You should just leave me alone, but RN #6 grabbed both 
of the resident's arms while they were crossed against the resident's chest and shook the resident. Resident 
#38 said, You're [You are] hurting me. Per the statement, CNA #10 and CNA #2 looked at each other and 
were unsure what to do, while RN #6 continued talking to the resident about a risk versus benefit form that 
the resident could sign in a few days to allow the resident to stay in bed all the time. Per the statement, 
Resident #38 responded and said, I want to leave this place, and Let me die. The statement indicated RN #6 
then grabbed the resident by an arm and a leg and threw the resident onto the bed, and the resident almost 
fell off the bed in the process. Per the statement, RN #6 shoved the bed over very aggressively and grabbed 
the resident again and pulled them, then shoved the bed back against the wall. Per the statement, the 
resident stated, That big guy is a monster. According to the statement, CNA #10 and CNA #2 did not know 
what to do in the situation because they both had to work with RN #6 for the remainder of the night, and CNA 
#10 and CNA #9 had to also work with RN #6 over the following two days. The typed statement revealed, 
We [CNA #10 and CNA #2] both decided that we were going to write a report, but we weren't [were not] 
going to turn it in till [until] the next week when [RN #6] wasn't [was not] working. The report further indicated 
that following the incident, RN #6 stopped CNA #10 and CNA #2 in the hallway to tell them he did not want 
any of that to happen; he just did not want anyone to die on his watch, as though he was just trying to justify 
the whole situation. In addition, the statement indicated CNA #10 and CNA #2 also spoke with CNA #9 to 
see what she felt about it, but it seemed to them that CNA #9 kept on justifying that what he did was okay. 
The typed statement from CNA #10 also included details of a second incident that occurred on 11/26/2023. 
Per the statement, on 11/26/2023, CNA #10 was attempting to change Resident #38's brief while CNA #9 
was providing care for the resident's roommate; however, CNA #10 realized Resident #38 had a large bowel 
movement and needed to transfer to their bed for incontinence care. The statement indicated Resident #38 
refused to allow CNA #10 and CNA #9 to use a mechanical lift to transfer the resident to bed. According to 
the statement, the CNAs also asked CNA #8 to assist with the transfer, but they were unable, so they notified 
RN #6. The statement indicated that when RN #6 entered the resident's room, he said I'm here now and you 
know what that means. The statement indicated that the RN's comment scared the resident and when the 
resident became upset, RN #6 got even more angry and grabbed the resident's arms like he did the other 
day (11/24/2023) and started kinda [kind of] shaking the resident. Per the statement, the resident repeatedly 
said RN #6 was hurting them and to stop. The statement indicated she and CNA #8 did not discuss this 
incident, but with what happened the other day, she knew she needed to include this encounter in her report. 

An undated, handwritten statement provided to the facility by CNA #8 indicated that on 11/28/2023, she, 
CNA #10, and CNA #9 were attempting to change Resident #38's brief but the resident refused, and RN #6 
was notified. According to the statement, RN #6 got in [the resident's] face and yelled at the resident. The 
statement indicated RN #6 told the resident they were going to place the resident into a mechanical lift 
without asking. Per the statement, RN #6 was shaking the resident's arms, and the resident kept repeating, 
Ow. 

(continued on next page)
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 Review of timecards for CNAs #2, #8, #9, and #10 and RN #6 revealed CNAs #2, #9, and #10 and RN #6 
worked together during the nightshift on 11/24/2023 at the time of the first incident, and CNAs #8, #9, and 
#10 and RN #6 worked together during the nightshift on 11/26/2023. 

During a telephone interview on 11/11/2024 at 3:25 PM, after reading the statement provided to the facility 
by CNA #2 regarding the alleged incident on 11/24/2023, CNA #2 confirmed she had written the statement 
and indicated the date and details of the incident were accurate to the best of her knowledge. CNA #2 said 
the incident occurred approximately a year prior, so she could not recall the exact details. CNA #2 stated the 
incident she witnessed was observed by herself, CNA #9, and CNA #10. According to CNA #2, a second 
incident was witnessed by CNA #8 on another day, and a few days later, when CNA #2 and CNA #8 were 
both working, they wrote the statements they provided to the facility. 

During a follow-up telephone interview on 11/14/2024 at 3:56 PM, CNA #2 said she considered the incident 
she witnessed as physical abuse because of the way RN #6 moved Resident #38, despite the resident not 
wanting to move. 

During a telephone interview on 11/11/2024 at 4:06 PM, after reading the statement provided to the facility 
by CNA #10 regarding the alleged incidents on 11/24/2023 and 11/26/2023, CNA #10 confirmed she had 
written the statement and indicated the dates of the incidents referenced in her statement were accurate. 
CNA #10 said she wrote the statement after witnessing the second incident. CNA #10 said she could no 
longer recall all the details, but she recalled that she and CNA #2 were trying to provide incontinence care to 
the resident, and the resident refused. According to CNA #10, RN #6 came in and grabbed the resident's 
hands, and the resident told the nurse to stop because it hurt. CNA #10 said RN #6 grabbed the resident's 
hand and leg and tossed the resident into bed. 

During a follow-up telephone interview on 11/14/2024 at 1:59 PM, CNA #10 said she considered both 
incidents she witnessed as abuse because Resident #38 did not want RN #6 to move them, but RN #6 did 
not care what the resident wanted. CNA #10 further stated the facility had only questioned her about one of 
the two incidents she reported.

During a telephone interview on 11/11/2024 at 1:18 PM, after reading the statement provided to the facility 
by CNA #8 regarding the alleged incident on 11/28/2023, CNA #8 confirmed she had written the statement 
but indicated the date of 11/28/2023 was not correct because RN #6 did not work that day. CNA #8 stated 
the incident she described occurred over the weekend, either on Saturday (11/25/2023) or Sunday 
(11/26/2023). CNA #8 said, aside from the date, the details of what she wrote in her statement were 
accurate. CNA #8 stated on the night in question, she, CNA #2, and RN #6 went into Resident #38's room. 
According to CNA #8, RN #6 went over and started yelling at the resident, grabbed the resident's shirt, and 
kind of shook and yelled at the resident. CNA #8 could not recall exactly what RN #6 said to the resident but 
indicated RN #6 was being very aggressive with the resident. CNA #8 said Resident #38 looked scared 
during the incident. CNA #8 said that following this incident, CNA #2 told her about another incident CNA #2 
had witnessed, so CNA #2 and CNA #8 both wrote the statements they later provided to the facility. CNA #8 
said she had never seen RN #6 act this way with other residents and described the incident as shocking. 

During a follow-up telephone interview on 11/14/2024 at 12:11 PM, CNA #8 clarified that there was one 
incident involving CNAs #8, #9, and #10, RN #6, and Resident #38, and there was a separate incident that 
CNA #2 was involved in on a different day. CNA #8 said she considered the incident she witnessed as 
physical abuse due to the way RN #6 grabbed Resident #38's shirt and shook the resident.

(continued on next page)
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During an interview on 10/17/2024 at 9:41 AM, RN #6 said there was a time when he did pick Resident #38 
up and put the resident in bed. According to RN #6, Resident #38 was agitated when RN #6 went into their 
room. RN #6 said the resident was seated in their recliner with their brief still on and their pants pulled 
halfway down. RN #6 said fecal matter was coming out of the resident's brief. Per RN #6, he put his arm 
underneath the resident's left arm and told the resident he could not leave them like that. According to RN 
#6, Resident #38 required two people for transfers and could not support their weight, so RN #6 had to hold 
the resident's legs in an awkward position. RN #6 said the resident's recliner was positioned against the bed, 
and the resident was precariously positioned on the recliner, so he lifted the resident, which caused his 
shoulder to pop; however, RN #6 stated it felt as though the resident was lying on the ground and felt like he 
had to heave the resident up on the bed. 

During an interview with the DON on 11/12/2024 at 9:30 AM, the DON confirmed she had received the 
statements from CNAs #2, #8, and #10; however, the DON stated she was only aware of one incident 
involving Resident #38. 

During a follow-up interview on 11/12/2024 at 4:01 PM, the DON stated that after reading the statements 
from CNA #2, #8, and #10 again, it sounded as though there were two separate incidents. The DON said 
that according to the statements, the dates were matching up, except for the one dated 11/28/2023, which 
she assumed was probably a wrong date because RN #6 did not work that day. 

During an interview on 11/12/2024 at 10:49 AM, the Administrator stated he was only aware of one incident 
between RN #6 and Resident #38. He was not aware of any other incidents.

During a follow-up interview on 11/12/2024 at 3:13 PM, the Administrator read over the statements provided 
to the facility by CNAs #2, #8, and #10. The Administrator said he obviously forgot there were multiple 
incidents reported because it had been almost a year. He confirmed that per the statements, multiple 
incidents were reported and based on the statements, it sounded bad. 

The facility submitted a removal plan that was accepted by the SSA on 11/15/2024 at 4:44 PM. The removal 
plan indicated the following:

1. Per facility policy, Registered Nurse (RN) #6 was suspended immediately at 11:00 AM on 11/14/2024, 
pending the outcome of the investigation into the alleged incidents dated November of 2023. 

2. With the help of the Corporate Officer, Director of Nursing (DON), Assistant Director of Nursing (ADON), 
and Resident Advocate (RA), the Administrator will reinvestigate alleged abuse incidents from November 
2023. The investigation of the incident dated November 2023 started on 11/14/2024 and will be completed 
by 11/18/2024 or before. The November 2023 incident is being investigated by the CEO, Administrator and 
DON. All residents were interviewed through this process by RA, ADON and /or DON, additional interviews 
are being conducted in connection with the incident in November 2023. During this investigation RN #6 has 
been suspended pending the findings of the investigation. 

(continued on next page)
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- The Chief Operating Officer (COO) met with the Administrator and DON and trained them on abuse 
investigation to include staff interviews and resident interviews and to create an abuse committee that 
includes Administrator, DON, ADON, RA, and COO to meet and review the evidence and interviews to come 
to the right conclusion. The abuse committee will be part of our regular quality assurance and performance 
improvement (QAPI) meetings where we will discuss any issues that may have come up and determine the 
correct actions. The training was provided by the COO to the DON, ADON, and RA on 11/14/2024.

- The COO Provided 1:1 training with DON, ADON, Administrator, and Resident Advocate (RA) on proper 
investigation, to include resident interviews and staff interviews. The training included a resident interview 
form and staff interview form. This was completed on 11/14/2024. 

- The Corporate Officer conducting the investigation, having trained the RA, and instructed the RA to conduct 
all resident interviews. Having trained the DON and ADON on proper staff interviews along with the 
Administrator, the Corporate Officer directed the DON and ADON to conduct interviews of all staff interviews 
and provide an opportunity to express any concerns related to treatment of residents. Training and in-service 
are being given to all staff members by the CEO on abuse and proper and timely abuse reporting. The CEO, 
in training, is asking all staff if they have any concerns with the treatment of patients. Training of 
Administrator, DON, ADON, and RA completed 11/14/2024.

3. After training by Corporate Officer on 11/14/2024 to RA on proper interview questions on an abuse 
incident, the RA went with the Minimum Data Set (MDS) Coordinator and conducted all interviews with 
residents. RA conducted all interviews and MDS Coordinator went as a witness to all interviews. Residents 
that are not able to communicate were assessed to make sure there was no concerns of abuse. Based on 
interviews with all residents, there was no evidence of abuse of other residents found. All reported they feel 
safe and know who to report to if abuse occurred.

4. Findings of the November 2023 incident will be reported to the survey team and the state survey and 
certification agency and the appropriate actions will be taken to either substantiate or unsubstantiate whether 
abuse occurred.

5. The Chief Executive Officer (CEO) will communicate face to face to each staff member on proper 
identification of abuse and reporting of abuse timely. Each staff will receive a copy of the abuse policy and 
will be required to sign they have received the training from the CEO prior to coming on shift. All staff will be 
made aware of where to find the Administrator and DON's phone numbers, which are located behind the 
nurses' station, so they will be able to contact them if an incident needs to be reported. Training will start 
11/14/2024 and will be completed 11/15/2024 or prior to a staff member working their next scheduled shift. 

6. The ad hoc quality assurance and performance improvement (QAPI) meeting is scheduled for 11/15/2024. 
Discussed in the QAPI meeting were abuse policy and procedures, Utah Healthcare Association abuse 
training from September 2022, investigation training. Investigation and findings of the November 2023 
incident. The CEO, DON, ADON, RA, and Administrator are present.

7. The Medical Director was notified on 11/14/2024 at 4:15 PM about the immediate jeopardy and was 
updated about the current removal plan. MD was in agreement to proceed with removal plan.

The immediacy of the IJ was removed on 11/15/2024, 4:37 PM.

(continued on next page)
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On 11/15/2024, the survey team conducted on-site verification to confirm the facility had implemented the 
above written removal plan, as follows:

1. During an interview on 11/15/2024 at 5:51 PM, the Administrator and CEO stated RN #6 was provided 
disciplinary action over the phone, since he was unable to come to the facility due to an illness. They also 
reported RN #6 was notified he was suspended pending the outcome of the facility's investigation into the 
11/2023 incidents. 

2. The survey team reviewed the facility's investigation into the allegations of abuse from November 2023. 
The facility's investigation revealed the facility interviewed all 41 residents residing in the facility at the time of 
the current survey, interviewed all staff involved in the November 2023 incidents, and interviewed other staff 
who may have had knowledge of the incidents. Per the facility's Abuse Committee minutes, dated 
11/14/2024, the facility was unable to substantiate abuse had occurred after completing their investigation.

The team was able to verify that the Administrator, DON, ADON, and the RA received training on abuse 
investigations, including conducting interviews as part of the investigation. This was verified by conducting 
interviews with these staff members and reviewing training documentation provided by the facility. 

Staff In-Service sheets revealed facility staff members received copies of and were educated on the facility's 
abuse policies, including recognizing the signs and symptoms of abuse/neglect, immediate reporting, 
investigations, and protection measures. Interviews were conducted with 14 staff, including dietary staff, 
housekeeping staff, laundry staff, two Licensed Practical Nurses (LPNs), one RN, the ADON, DON, RA, and 
Administrator, to verify they had received and understood the in-service materials. Per the inservice records, 
the facility was able to in-service all staff except for two, who were out of the state/country. The plan to 
in-service these staff was to provide the in-service prior to their next scheduled shifts. Neither staff were on 
the schedule until after the end of the month.

3. The survey team reviewed the facility's investigation into the allegations of abuse from November 2023. 
The facility's investigation revealed the facility interviewed all 41 residents residing in the facility at the time of 
the current survey.

4. The survey team reviewed the facility's investigation into the allegations of abuse from November 2023. 
The facility's investigation revealed the facility interviewed all 41 residents residing in the facility at the time of 
the current survey, interviewed all staff involved in the November 2023 incidents, and interviewed other staff 
who may have had knowledge of the incidents. Per the facility's Abuse Committee minutes, dated 
11/14/2024, the facility was unable to substantiate abuse had occurred after completing their investigation.
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5. Staff In-Service sheets revealed facility staff members received copies of and were educated on the 
facility's abuse policies, including recognizing the signs and symptoms of abuse/neglect, immediate 
reporting, investigations, and protection measures. Interviews were conducted with 14 staff, including dietary 
staff, housekeeping staff, laundry staff, two Licensed Practical Nurses (LPNs), one RN, the ADON, DON, 
RA, and Administrator, to verify they had received and understood the in-service materials. Per the inservice 
records, the facility was able to in-service all staff except for two, who were out of the state/country. The plan 
to in-service these staff was to provide the in-service prior to their next scheduled shifts. Neither staff were 
on the schedule until after the end of the month.

6. QAPI- Abuse Prevention, Reporting & Investigation Sub-Committee minutes, dated 11/15/2024 at 3:15 
PM, revealed the facility's QAPI committee met on 11/15/2024 to discuss abuse policy and procedures and 
the outcome of the facility's investigation into the 11/2023 incidents. According to the minutes, the facility did 
not substantiate abuse related to the 11/2023 incidents. 

7. During a telephone interview on 11/15/2024 at 5:53 PM, the Medical Director confirmed the facility notified 
them on 11/14/2024 of the IJ findings and updated them on the removal plan. 
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

49044

Based on interview, record review, and facility document and policy review, the facility failed to ensure staff 
immediately reported allegations of abuse for 3 (Residents #38, #35 and #3) of 4 residents reviewed for 
abuse. 

Specifically, on 11/24/2024, certified nurse aides (CNAs) witnessed an incident involving Registered Nurse 
(RN) #6 and Resident #38 in which RN #6 aggressively transferred Resident #38 against their will; however, 
the CNAs who witnessed the transfer did not immediately report that they considered what they witnessed to 
be abusive, which allowed RN #6 to continue working with access to the resident. Subsequently, the CNAs 
witnessed a second incident on 11/26/2023 in which RN #6 grabbed Resident #38 and shook the resident to 
convince the resident to allow staff to transfer them back to their bed for care.

It was determined the provider's non-compliance with one or more requirements of participation

had caused, or was likely to cause, serious injury, harm, impairment, or death to residents. The

Immediate Jeopardy (IJ) was related to State Operations Manual, Appendix PP, S483.12(c)(1) Reporting of 
Alleged Violations, F609, at a scope and severity of J.

The IJ began on the nightshift on 11/24/2023 when RN #6 aggressively transferred Resident #38 from a 
recliner to the bed without consent from the resident, and the CNAs did not immediately report what they 
witnessed. Subsequently on 11/26/2024, CNAs again witnessed RN #6 grab Resident #38 and shake the 
resident to convince the resident to allow staff to transfer them back to their bed for care. The CNAs did not 
report either incident to facility management until 11/28/2023.

On 11/13/2024 at 5:26 PM, the Administrator was informed of the IJ situation and provided a completed IJ 
template. A removal plan was requested. The removal plan was accepted by the State Survey Agency (SSA) 
on 11/15/2024 at 4:44 PM. The IJ was removed on 11/15/2024 at 6:50 PM after the survey team performed 
onsite verification that the removal plan had been implemented. Noncompliance remained at the lower scope 
and severity of D, no actual harm with the potential for more than minimal harm.

Additional findings were identified related to Resident #35 and Resident #3. Specifically, on the evening of 
03/19/2024 after being notified of an allegation of potential resident-to resident sexual abuse involving 
Resident #35, RN #17 failed to immediately notify management of the allegation, and as a result, the facility 
did not submit an initial report to the SSA until 03/20/2024 at 11:00 AM. In addition, staff members aware of 
an allegation that Resident #3 was verbally abused by RN #6 failed to immediately report the allegation to 
management on 10/11/2024. Also, once management was informed of the allegation of abuse on 
10/14/2024, the facility failed to report the allegation to the SSA within two hours. 

Findings included:

(continued on next page)
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A facility policy titled, Policy and Procedure for Prohibiting Abuse, dated 02/2017, revealed, It is the policy of 
this facility to provide person-centered care by promoting the well-being of its residents in a safe and 
supportive environment. The facility prohibits any abuse. Our residents have the right to be free from abuse, 
neglect, misappropriation of property, and exploitation, corporal punishment, involuntary seclusion and any 
physical or chemical restraint not required to treat a resident's symptoms. The section of the policy titled, 
Reporting Protocol revealed, 1. Any person who suspects that abuse, neglect or misappropriation of property 
may have occurred, will immediately report the alleged violation to the facility administration and/or advocacy 
agencies according to the law. 2. The Administration will immediately notify Adult Protective Services or local 
law enforcement authority, the local long term care Ombudsman and State Survey and Certification for all 
allegations of abuse, neglect or exploitation. 

1. An Admission Record revealed the facility admitted Resident #38 on 11/01/2023. According to the 
Admission Record, the resident had a medical history that included diagnoses of hemiplegia and 
hemiparesis following cerebral infarction affecting the right dominant side, muscle wasting and atrophy, 
difficulty walking, and anxiety disorder. Per the Admission Record, the facility discharged the resident on 
08/06/2024.

An admission Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 11/11/2023, 
revealed Resident #38 had a Brief Interview for Mental Status (BIMS) score of 12, which indicated the 
resident had moderate cognitive impairment. The MDS indicated the resident had physical and verbal 
behavioral symptoms directed towards others that significantly interfered with the resident's care and put 
others at significant risk for physical injury and disrupted the care and living environment of others. The MDS 
revealed the resident rejected care one to three days during the assessment look-back period. The MDS 
revealed that the resident had a functional limitation in range of motion on one side of their upper and lower 
extremities. Per the MDS, the resident required partial to moderate assistance from staff with upper body 
dressing and required substantial/maximal assistance with lower body dressing and toileting hygiene. The 
MDS indicated the resident was always incontinent of bladder and bowel.

A DLBC [Division of Licensing and Background] - Form 358: Facility Reported Incidents document revealed 
that on 11/28/2023 at 2:30 PM, the Administrator reported allegations of Physical Abuse and Mental/Verbal 
Abuse of Resident #38 by RN #6. The document revealed CNAs, including CNAs #2, #8, #9, and #10, 
became aware of the incident on 11/24/2023 in the Early Morning and notified administration on 11/28/2023 
at 2:00 PM. The document revealed the CNAs were trying to put the resident into bed from the resident's 
recliner, and when the resident did not want to go to bed, RN #6 went into Resident #38's room, yelled in the 
resident's face that the resident needed to get into bed, grabbed the resident's arms and wrist, and shook the 
resident. Per the document, RN #6 gave the resident a choice to let the CNAs put them in bed or RN #6 
would do it, then counted down from five. The document indicated RN #6 then grabbed the resident by their 
arms and legs and moved the resident to their bed. The document indicated Resident #38 told RN #6 to stop 
hurting them.

Statements provided by the facility, written by CNAs #2, #8, and #10, detailed allegations regarding incidents 
that allegedly occurred on 11/24/2023, 11/26/2023, and 11/28/2023. The details of the CNA witness 
statements were as follows:

(continued on next page)
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An undated, handwritten statement provided to the facility by CNA #2 revealed that on 11/24/2023, RN #6 
asked that she and CNA #10 attempt to get Resident #38 into bed. The statement indicated that when the 
resident refused, RN #6 demanded the resident get into bed. According to the statement, Resident #38 kept 
saying they were fine in their chair and did not want to get into bed, but RN #6 grabbed the resident by their 
shirt and told the resident they had to, no matter what. The statement indicated that the resident crossed 
their arms in an attempt to get away from RN #6, telling the nurse to get away from them and that RN #6 was 
hurting them. The statement indicated RN #6 grabbled the resident by the wrist angrily. Per the statement, 
after about 20 minutes of the RN and the resident going back and forth, RN #6 told the resident they had five 
seconds to decide if the CNAs or if he (RN #6) was going to get the resident into bed. The statement 
indicated that RN #6 then held up five fingers, counted down, then grabbed the resident by the wrist and 
ankle and pushed the resident on the bed so aggressively that it moved the whole bed. 

(continued on next page)

6514465085

03/27/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

465085 11/15/2024

San Rafael Health and Rehabilitation 455 West Mill Road
Ferron, UT 84523

F 0609

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

An undated, typed statement provided to the facility by CNA #10 revealed that on 11/24/2024 RN #6 
instructed her and CNA #2 to let him know if Resident #38 refused to allow the CNAs to transfer them. The 
statement indicated the resident refused to get in bed twice, so the CNAs notified RN #6. The statement 
indicated RN #6 went into the resident's room and told the resident to Get in the [expletive] bed. The 
statement indicated the resident kept refusing, and RN #6 grabbed the resident by the top of their shirt and 
shook them, telling the resident, You need to get in your bed or you'll [you will] die sitting in this chair. Per the 
statement, the resident still refused and told RN #6, You should just leave me alone, but RN #6 grabbed both 
of the resident's arms while they were crossed against the resident's chest and shook the resident. Resident 
#38 said, You're [You are] hurting me. Per the statement, CNA #10 and CNA #2 looked at each other and 
were unsure what to do, while RN #6 continued talking to the resident about a risk verses benefit form that 
the resident could sign in a few days to allow the resident to stay in bed all the time. Per the statement, 
Resident #38 responded and said, I want to leave this place, and Let me die. The statement indicated RN #6 
then grabbed the resident by an arm and a leg and threw the resident onto the bed, and the resident almost 
fell off the bed in the process. Per the statement, RN #6 shoved the bed over very aggressively and grabbed 
the resident again and pulled them, then shoved the bed back against the wall. Per the statement, the 
resident stated, That big guy is a monster. According to the statement, CNA #10 and CNA #2 did not know 
what to do in the situation because they both had to work with RN #6 for the remainder of the night, and CNA 
#10 and CNA #9 had to also work with RN #6 over the following two days. The typed statement revealed, 
We [CNA #10 and CNA #2] both decided that we were going to write a report, but we weren't [were not] 
going to turn it in till [until] the next week when [RN #6] wasn't [was not] working. The report further indicated 
that following the incident, RN #6 stopped CNA #10 and CNA #2 in the hallway to tell them he did not want 
any of that to happen; he just did not want anyone to die on his watch, as though he was just trying to justify 
the whole situation. In addition, the statement indicated CNA #10 and CNA #2 also spoke with CNA #9 to 
see what she felt about it, but it seemed to them that CNA #9 kept on justifying that what he did was okay. 
The typed statement from CNA #10 also included details of a second incident that occurred on 11/26/2023. 
Per the statement, on 11/26/2023, CNA #10 was attempting to change Resident #38's brief while CNA #9 
was providing care for the resident's roommate; however, CNA #10 realized Resident #38 had a large bowel 
movement and needed to transfer to their bed for incontinence care. The statement indicated Resident #38 
refused to allow CNA #10 and CNA #9 to use a mechanical lift to transfer the resident to bed. According to 
the statement, the CNAs also asked CNA #8 to assist with the transfer, but they were unable, so they notified 
RN #6. The statement indicated that when RN #6 entered the resident's room, he said I'm here now and you 
know what that means. The statement indicated that the RN's comment scared the resident and when the 
resident became upset, RN #6 got even more angry and grabbed the resident's arms like he did the other 
day (11/24/2023) and started kinda [kind of] shaking the resident. Per the statement, the resident repeatedly 
said RN #6 was hurting them and to stop. The statement indicated she and CNA #8 did not discuss this 
incident, but with what happened the other day, she knew she needed to include this encounter in her report. 

An undated, handwritten statement provided to the facility by CNA #8 indicated that on 11/28/2023, she, 
CNA #10, and CNA #9 were attempting to change Resident #38's brief but the resident refused, and RN #6 
was notified. According to the statement, RN #6 got in [the resident's] face and yelled at the resident. The 
statement indicated RN #6 told the resident they were going to place the resident into a mechanical lift 
without asking. Per the statement, RN #6 was shaking the resident's arms, and the resident kept repeating, 
Ow. 
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During an interview on 10/17/2024 at 8:56 AM, CNA #2 stated she had never experienced a situation like 
she did in 11/2023 and did not know what to do. CNA #2 said she had the Director of Nursing's (DON's) 
number but did not know why she did not call the DON about the incident. 

During a follow-up telephone interview on 11/11/2024 at 3:25 PM, after reading the statement provided to the 
facility by CNA #2 regarding the alleged incident on 11/24/2023, CNA #2 confirmed she had written the 
statement and indicated the date and details of the incident were accurate to the best of her knowledge. CNA 
#2 said the incident occurred approximately a year prior, so she could not recall the exact details. CNA #2 
stated the incident she witnessed was observed by herself, CNA #9, and CNA #10. According to CNA #2, a 
second incident was witnessed by CNA #8 on another day, and a few days later, when CNA #2 and CNA #8 
were both working, they wrote the statements they provided to the facility. CNA #2 said that she and CNA #8 
slid their statements under the DON's door.

During a telephone interview on 11/11/2024 at 4:06 PM, after reading the statement provided to the facility 
by CNA #10 regarding the alleged incidents on 11/24/2023 and 11/26/2023, CNA #10 confirmed she had 
written the statement and indicated the dates of the incidents referenced in her statement were accurate. 
CNA #10 said she wrote the statement after witnessing the second incident. CNA #10 said she could no 
longer recall all the details, but she recalled that she and CNA #2 were trying to provide incontinence care to 
the resident, and the resident refused. According to CNA #10, RN #6 came in and grabbed the resident's 
hands, and the resident told the nurse to stop because it hurt. CNA #10 said RN #6 grabbed the resident's 
hand and leg and tossed the resident into bed. CNA #10 said she thought they had reported the incidents a 
few days later when they were not scheduled to work with RN #6. According to CNA #10, she was not 
trained on how to report abuse and did not know how to report abuse until after the incidents with Resident 
#38 and RN #6.

During a telephone interview on 11/11/2024 at 1:18 PM, after reading the statement provided to the facility 
by CNA #8 regarding the alleged incident on 11/28/2023, CNA #8 confirmed she had written the statement 
but indicated the date of 11/28/2023 was not correct because RN #6 did not work that day. CNA #8 stated 
the incident she described occurred over the weekend, either on Saturday (11/25/2023) or Sunday 
(11/26/2023). CNA #8 said, aside from the date, the details of what she wrote in her statement were 
accurate. CNA #8 stated on the night in question, she, CNA #2, and RN #6 went into Resident #38's room. 
According to CNA #8, RN #6 went over and started yelling at the resident, grabbed the resident's shirt, and 
kind of shook and yelled at the resident. CNA #8 could not recall exactly what RN #6 said to the resident but 
indicated RN #6 was being very aggressive with the resident. CNA #8 said Resident #38 looked scared 
during the incident. CNA #8 said that following this incident, CNA #2 told her about another incident CNA #2 
had witnessed, so CNA #2 and CNA #8 both wrote the statements they later provided to the facility. CNA #8 
said she and CNA #2 slid their statements under the DON's door, and she thought they discussed the 
incidents with the DON the following week. 

During an interview on 10/18/2024 at 9:42 AM, the DON stated allegation of abuse should be reported 
immediately. The DON said if the alleged abuser was a nurse, the CNAs had her number and could call her.

During a follow-up interview on 11/12/2024 at 9:30 AM, the DON said she learned of the alleged incidents 
involving RN #6 and Resident #38 when she found the statements provided by the CNAs on Tuesday 
morning (11/28/2023). According to the DON, once she became aware, she immediately notified the 
Administrator. 

(continued on next page)
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During an interview on 10/18/2024 at 11:28 AM, the Administrator stated that he reported abuse allegations 
to the SSA. He stated that any allegations of abuse should be reported within two hours. He stated that 
CNAs should be reporting to their nurse, then the nurse would report to the manager. The Administrator 
stated that if a CNA witnessed what they felt was abuse by the charge nurse, they should immediately report 
it to their manager. The Administrator said the CNAs should have immediately reported the incident on the 
night they saw it, but he thought they did not report it until a few days later. 

During an interview on 11/12/2024 at 10:49 AM, the Administrator confirmed the CNAs had not reported the 
incidents involving Resident #38 and RN #6 until 11/28/2023. The Administrator said staff should always 
report any allegations of abuse so the facility could take any necessary steps to protects the residents and so 
the facility could investigate to determine if abuse occurred.

The facility submitted a removal plan that was accepted by the SSA on 11/15/2024 at 4:44 PM. The removal 
plan indicated the following:

1. Training was initiated on 11/14/2024 at 12:00 PM. The training was provided by Chief Operating Officer 
(COO) to the Administrator, Director of Nursing (DON), and Assistant Director of Nursing (ADON) on how to 
recognize abuse, the types of abuse, when to report abuse, and who to report the abuse to, as well as how 
to conduct a proper and thorough investigation, to include statements from residents, statements from staff 
involved, as well as interview other staff and residents. We also established an abuse committee that 
includes Administrator, DON, ADON, RA, and someone from the corporate office to determine the correct 
outcome of the reported incidence. The abuse committee will be part of our regularly scheduled quality 
assurance and performance improvement (QAPI) meetings. We will discuss any issues that may have come 
up and determine appropriate corrective actions. Training was completed 11/14/2024. The CEO from the 
management company started training 11/14/24 with individuals, and small groups, with all other employees 
on company abuse policy and procedures, the importance of reporting immediately any suspected abuse, to 
report any suspected abuse to the Administrator. All staff are required to have this training prior to working 
their next shift beginning 11/15/2024.

2. The Chief Executive Officer (CEO) will communicate via face to face, via Zoom, or Facetime to all staff 
members currently employed by the facility on proper identification of abuse and immediately reporting of all 
suspected abuse. Documentation will be completed on day of training. Each staff will receive a copy of the 
abuse policy and will be required to sign they have received the training from the corporate officer prior to 
coming on shift. All staff will be made aware of where to find the Administrator's and DON's numbers which 
are located behind the nurses' station, so they will be able to contact them if an incident needs to be 
reported. Training will start 11/14/2024 and will be completed 11/15/2024.

3. Three of the four employees that had knowledge and reported late, no longer work at the facility. Certified 
Nurse Aide (CNA) #10's term date was 4/23/2024, CNA #8 Term date was 2/11/2024, and CNA #9 term date 
was 5/6/2024. CNA #2 is currently working at the facility and is getting 1:1 training about the abuse policy, 
when to report the abuse, and who to report the abuse to by the CEO prior to their shift on 11/15/2024.

(continued on next page)

6517465085

03/27/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

465085 11/15/2024

San Rafael Health and Rehabilitation 455 West Mill Road
Ferron, UT 84523

F 0609

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

4. The ad hoc Quality Assurance and Performance Improvement (QAPI) is scheduled for 11/15/2024. 
Discussed in the QAPI meeting were abuse policy and procedures, Utah Healthcare Association abuse 
training from September 2022, investigation training. The investigation process currently ongoing related to 
one suspended employee. The CEO, DON, ADON, RA, and Administrator were present.

5. Training will be done with all new staff in 1:1 or small group orientation and all agency personnel before 
they start work on any shifts. The Human Resources department, Administrator or DON will provide training 
on the abuse policy and procedures.

6. The Medical Director was notified of the immediate jeopardy on 11/14/2024 at 4:15 PM. The MD was also 
updated with the current removal plan for the immediate jeopardy. The MD was in agreement to proceed with 
the removal plan.

7. All staff will have the opportunity to report any incidents or concerns related to patient safety in 1:1 
interviews with DON, ADON, or Administrator. Further opportunity has been provided by CEO of the 
corporate office through the abuse training conducted 1:1 and in small groups training as well as via facetime 
and zoom trainings. 

The immediacy of the IJ was removed on 11/15/2024, 4:37 PM.

On 11/15/2024, the surveyor team conducted on-site verification to confirm the facility had implemented the 
above written removal plan, as follows:

1. The team was able to verify that the Administrator, DON, ADON, and the RA received training on abuse 
investigations, including conducting interviews as part of the investigation. This was verified by conducting 
interviews with these staff members and reviewing training documentation provided by the facility. 

Staff In-Service sheets revealed facility staff members received copies of and were educated on the facility's 
abuse policies, including recognizing the signs and symptoms of abuse/neglect, immediate reporting, 
investigations, and protection measures. Interviews were conducted with 14 staff, including dietary staff, 
housekeeping staff, laundry staff, two Licensed Practical Nurses (LPNs), one RN, the ADON, DON, RA, and 
Administrator, to verify they had received and understood the in-service materials. Per the inservice records, 
the facility was able to in-service all staff except for two, who were out of the state/country. The plan to 
in-service these staff was to provide the in-service prior to their next scheduled shifts. Neither staff were on 
the schedule until after the end of the month.

Abuse Committee minutes, dated 11/14/2024, reveled the facility established an abuse committee that 
consisted of the Administrator, DON, ADON, RA, and a member of corporate staff.
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2. Staff In-Service sheets revealed facility staff members received copies of and were educated on the 
facility's abuse policies, including recognizing the signs and symptoms of abuse/neglect, immediate 
reporting, investigations, and protection measures. Interviews were conducted with 14 staff, including dietary 
staff, housekeeping staff, laundry staff, two Licensed Practical Nurses (LPNs), one RN, the ADON, DON, 
RA, and Administrator, to verify they had received and understood the in-service materials. Per the inservice 
records, the facility was able to in-service all staff except for two, who were out of the state/country. The plan 
to in-service these staff was to provide the in-service prior to their next scheduled shifts. Neither staff were 
on the schedule until after the end of the month.

3. Staff In-Service sheets revealed CNA #2 received copies of and was educated on the facility's abuse 
policies, including recognizing the signs and symptoms of abuse/neglect and immediate reporting. CNAs #8, 
#9, and #10's personnel files were reviewed to verify they were no longer employed by the facility.

4. QAPI- Abuse Prevention, Reporting & Investigation Sub-Committee minutes, dated 11/15/2024 at 3:15 
PM, revealed the facility's QAPI committee, including the CEO, Administrator, DON, ADON, and RA, met on 
11/15/2024 to discuss abuse policy and procedures and the outcome of the facility's investigation into the 
11/2023 incidents.

5. Staff In-Service sheets revealed facility staff members received copies of and were educated on the 
facility's abuse policies, including recognizing the signs and symptoms of abuse/neglect, immediate 
reporting, investigations, and protection measures. Interviews were conducted with 14 staff, including dietary 
staff, housekeeping staff, laundry staff, two Licensed Practical Nurses (LPNs), one RN, the ADON, DON, 
RA, and Administrator, to verify they had received and understood the in-service materials. Per the inservice 
records, the facility was able to in-service all staff except for two, who were out of the state/country. The plan 
to in-service these staff was to provide the in-service prior to their next scheduled shifts. Neither staff were 
on the schedule until after the end of the month.

6. During a telephone interview on 11/15/2024 at 5:53 PM, the Medical Director confirmed the facility notified 
them on 11/14/2024 of the IJ findings and updated them on the removal plan.

7. Staff Investigation Report Forms revealed the facility conducted staff interviews to determine if any staff 
had knowledge of any other potential abuse. 

40141

2. An Admission Record indicated that the facility admitted Resident #35 on 10/06/2023. According to the 
Admission Record, the resident had a medical history that included diagnoses of dementia, seizures, bipolar 
disorder, and anxiety disorder. 

A quarterly Minimum Date Set (MDS), with an Assessment Reference Date (ARD) of 04/16/2024, revealed 
Resident #35 had a Brief Interview for Mental Status (BIMS) score of 10, which indicated the resident had 
moderate cognitive impairment. The MDS indicated the resident had disorganized thinking that fluctuated. 
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An Admission Record indicated that the facility admitted Resident #36 on 02/16/2024. According to the 
Admission Record, the resident had a medical history that included a diagnosis of dementia.

An admission MDS, with an ARD of 02/26/2024, revealed Resident #36 had a BIMS score of 10, which 
indicated the resident had moderate cognitive impairment.

Resident #36's Progress Notes revealed a Behavior Note, dated 03/19/2024 at 8:52 PM and electronically 
signed by Registered Nurse (RN) #17, that revealed Certified Nurse Aide (CNA) #11 reported that Resident 
#36 was rude to her when she went to get Resident #35's clothes for a bath. The note indicated that CNA 
#11 reported that Resident #36 had shown aggression toward Resident #35 and the CNA.

Resident #36's Progress Notes revealed a Behavior Note, dated 03/19/2024 at 9:39 PM and electronically 
signed by RN #17, that revealed that earlier in the shift, CNA #11 entered Resident #35 and Resident #36's 
room to assist Resident #35 with a shower. The note indicated that Resident #36 indicated that they were in 
charge of Resident #35 and that they (Resident #36) was not going to let Resident #35 go with the CNA. Per 
the note, CNA #11 informed Resident #36 that Resident #35 could make their own decisions. The note 
indicated that Resident #36 got up and tried to block the door, but CNA #11 was able to exit the room. 

A DLBC [Division of Licensing and Background]-358 Facility reported incidents document, revealed the 
facility reported Sexual Abuse, Mental/Verbal Abuse to the state survey agency on 03/20/2024 at 11:00 AM, 
indicating that on 03/19/2024 on the evening shift, CNA #11 went to get Resident #35 for a bath. The 
document revealed that Resident #36 blocked CNA #11 from taking Resident #35, grabbed and shook CNA 
#11, and told her that they (Resident #36) were in charge of Resident #35. The document indicated that 
Resident #36 stated that CNA #11 could not take Resident #35 to the shower and tried to lock CNA #11 out 
of the room. Per the document, a nurse relocated Resident #35 to another part of the facility to get them 
away from Resident #36. The document indicated that Resident #35 told the nurse in the morning that 
Resident #36 had tried to force Resident #35 to have sex. The document indicated that administration was 
notified of the incident on 03/20/2024 in the Early Morning by RN #17. 

A handwritten statement, dated 03/26/2024 and signed by CNA #11, indicated that the CNA had walked into 
Resident #35 and Resident #36's room to help Resident #35 with a shower and Resident #36 became upset. 
The statement indicated that Resident #36 tried to stop them from leaving the room and became agitated. 
Per the statement, CNA #11 was able to remove herself from the room and reported the incident to RN #17. 
The statement indicated while giving Resident #35 a shower, Resident #35 reported that they were scared of 
Resident #36, and revealed that Resident #36 had demanded they (Resident #35) have sex with them 
(Resident #36). The statement indicated that CNA #11 reported to RN #17 what Resident #35 had said to 
her after the shower, and Resident #35 was moved to another room.

During a telephone interview on 10/16/2024 at 6:35 PM, CNA #11 stated that on the night of the incident, she 
was walking with Resident #35 in the room to get ready to go get a shower when Resident #36 got angry, 
stood up, and started walking toward Resident #35. CNA #11 stated that Resident #36 had started shaking 
her, then after a minute or two, the resident calmed down and the CNA and Resident #35 left the room. CNA 
#11 indicated there were times that Resident #35 liked Resident #36 and then times when Resident #35 said 
they hated Resident #36. CNA #11 stated that Resident #36 tried to have sex with Resident #35 but 
Resident #35 refused. CNA #11 stated that she was not aware of any sexual activity that occurred, and that 
Resident #35 told the CNA that they had never had sex. CNA #11 stated that she reported the incident to RN 
#17 that night.

(continued on next page)

6520465085

03/27/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

465085 11/15/2024

San Rafael Health and Rehabilitation 455 West Mill Road
Ferron, UT 84523

F 0609

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

During a telephone interview on 10/17/2024 at 11:34 AM, RN #17 stated that she did not receive a report of 
Resident #36 trying to force Resident #35 to have sex. RN #17 stated that she was not at the facility when 
the incident occurred.

During an interview on 10/18/2024 at 9:35 AM, the Director of Nursing (DON) stated that CNA #11 was 
getting Resident #35 for a shower and Resident #36 became anxious and told CNA #11 that she could not 
take Resident #35 for a shower. The DON stated that Resident #36 would not let CNA #11 leave, and when 
she was able to leave, she reported the incident to the nurse. The DON stated that the incident happened 
after 6:00 PM. The DON stated that whoever received the allegation would initiate a report, then give that to 
the Administrator and he would notify the state survey agency. She stated that Resident #35 reported that 
Resident #36 tried to force them to have sex. The DON stated the allegation should have been reported to 
the state survey agency the night of the incident. The DON stated that the report revealed that RN #17 was 
the nurse that night and administration was not notified until the following morning. The DON stated that the 
incident was reported to the state survey agency at 11:00 AM the following day and was not reported in the 
required timeframe. The DON stated it should have been reported immediately to administration and the 
Administrator should have come in to start the investigation. The DON stated she expected reporting of 
abuse to be done immediately.

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated that the incident between Resident 
#35 and Resident #36 occurred on 03/19/2024, and Resident #35 was moved to another room. He stated 
that it was brought to their attention later that Resident #35 stated that Resident #36 tried having sex with 
them (Resident #35). The Administrator stated that the state survey agency should have been notified within 
two hours and stated that it did not look like the allegation had been reported timely, as it was reported at 
11:00 AM the following day. 

22445

3. An Admission Record revealed the facility admitted Resident #3 on 03/11/2020 and most recently on 
06/29/2024. According to the Admission Record, the resident had a medical history that included unspecified 
bipolar disorder, panic disorder, and hemiplegia and hemiparesis following cerebral infarction affecting the 
left non-dominant side (paralysis on the left side of the body following a stroke).

A quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 09/03/2024, revealed 
Resident #3 had a Brief Interview for [TRUNCATED]
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Respond appropriately to all alleged violations.

49044

Based on observation, interview, record review, document review, and facility policy review, the facility failed 
to thoroughly investigate allegations of abuse for 2 (Resident #35 and Resident #38) of 3 residents reviewed 
for abuse. Specifically, on 11/26/2023, RN #6 yelled in Resident #38's face, shook the resident, and insisted 
the resident allow staff to transfer the resident back to bed. Staff who witnessed the abuse did not 
immediately report the incident to administration, which resulted in a delay in initiating an investigation and 
implementing protective measures to prevent further abuse. As a result, RN #6 continued working in the 
facility and was involved in another incident of abuse toward Resident #38 on 11/26/2023. The facility's 
investigation of the incidents did not include interviews with other residents to determine if they had 
witnessed abuse or may have also been abused by RN #6 and did not include skin assessments to 
determine if other residents had bruises or other injuries that may have been attributed to abuse. 

Additionally, on 03/20/2024, the facility reported an allegation of resident-to-resident abuse for Resident #35. 
The facility's investigation did not include obtaining a copy of the sheriff's office report and a witness 
statement from the nurse assigned to the resident's care at the time the alleged incident occurred.

It was determined the provider's non-compliance with one or more requirements of participation

had caused, or was likely to cause, serious injury, harm, impairment or death to residents. The

Immediate Jeopardy (IJ) was related to State Operations Manual, Appendix PP, F610 S483.12(c)(2) ? (4) 
Alleged Violations-Investigate/Prevent/Correct at a scope and severity of J.

The IJ began on the night shift on 11/24/2023, when RN #6 forcibly transferred Resident #38 from a recliner 
to bed against the resident's will. The certified nurse aides (CNAs) who witnessed the transfer did not 
immediately report the incident despite feeling they had witnessed verbal and physical abuse, which allowed 
RN #6 to continue working with access to the resident. As a result of this, RN #6 was involved in a second 
incident, in which he grabbed Resident #38, shaking the resident by the arms and shirt collar before the 
resident agreed to allow the CNAs to transfer them back to the bed from their recliner. Once the facility was 
made aware of the incidents, they did not complete a thorough investigation, to include documenting any 
interviews completed with the staff involved and interviewing all residents and staff who could have had 
information regarding the incidents or about RN #6's treatment of residents. Additionally, the facility did not 
conduct skin assessments of other residents who received care from RN #6 to determine if there were any 
bruises or other injuries that may have been a result of abuse.

On 11/13/2024 at 5:26 PM, the Administrator was informed of the IJ situation and provided a completed IJ 
template. A removal plan was requested. The removal plan was accepted by the State Survey Agency (SSA) 
on 11/15/2024 at 4:37 PM. The IJ was removed on 11/15/2024 at 6:50 PM after the survey team performed 
onsite verification that the removal plan had been implemented. Noncompliance remained at the lower scope 
and severity of D, no actual harm with the potential for more than minimal harm. 

Findings included:

(continued on next page)
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A facility policy titled, Policy and Procedure for Prohibiting Abuse, dated 02/2017, revealed, Administrator or 
designee will investigate incidents and administrator will be responsible for reporting initial allegations and 
the results of the investigations to proper authorities. The policy also specified, 3. The administration will 
initiate the investigation process by immediately interviewing staff and residents who have any knowledge of 
the allegation. According to the policy, 5. Investigation including documentation of all interviews will be 
completed within 5 working days, and 8. After the investigation is complete and within no more than 5 
working days, the administrator will document a summary of findings and report those findings to all agencies 
which were initially notified.

1. An Admission Record revealed the facility admitted Resident #38 on 11/01/2023. According to the 
Admission Record, the resident had a medical history that included diagnoses of hemiplegia and 
hemiparesis following cerebral infarction affecting right dominant side (right side paralysis and weakness 
following a stroke), muscle wasting and atrophy, difficulty walking, and anxiety disorder. Per the Admission 
Record, the facility discharged the resident on 08/06/2024.

An admission Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 11/11/2023, 
revealed Resident #38 had a Brief Interview for Mental Status (BIMS) score of 12, which indicated the 
resident had moderate cognitive impairment. The MDS indicated the resident had physical and verbal 
behavioral symptoms directed toward others that significantly interfered with the resident's care and put 
others at significant risk for physical injury and disrupted the care and living environment of others. The MDS 
revealed that the resident rejected care one to three days during the assessment look-back period and was 
always incontinent of bladder and bowel.

A DLBC [Division of Licensing and Background] - Form 358: Facility Reported Incidents document revealed 
that on 11/28/2023 at 2:30 PM, the Administrator reported allegations of Physical Abuse and Mental/Verbal 
Abuse of Resident #38 by RN #6. The document revealed CNAs, including CNAs #2, #8, #9, and #10, 
became aware of the incident on 11/24/2023 in the Early Morning and notified administration on 11/28/2023 
at 2:00 PM. The document revealed the CNAs were trying to put the resident into bed from the resident's 
recliner, and when the resident did not want to go to bed, RN #6 went into Resident #38's room, yelled in the 
resident's face that the resident needed to get into bed, grabbed the resident's arms and wrist, and shook the 
resident. Per the document, RN #6 gave the resident a choice to let the CNAs put them in bed or RN #6 
would do it, then counted down from five. The document indicated RN #6 then grabbed the resident by their 
arms and legs and moved the resident to their bed. The document indicated Resident #38 told RN #6 to stop 
hurting them.

(continued on next page)
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The facility's investigation documents included an undated, handwritten statement provided to the facility by 
CNA #2, an undated, handwritten statement provided to the facility by CNA #8, and an undated, typed 
statement provided to the facility by CNA #10, all of which contained a description of RN #6 being verbally 
and physically abusive to Resident #38. CNA #10's statement indicated she and CNA #2 did not know what 
to do in the situation because they both had to work with RN #6 for the remainder of the night, and CNA #10 
and CNA #9 were also scheduled to work with RN #6 over the following two days. The typed statement 
revealed, We [CNA #10 and CNA #2] both decided that we were going to write a report, but we weren't going 
to turn it in till the next week when [RN #6] wasn't working. CNA #10's statement also included details of a 
second incident that occurred on 11/26/2023, in which CNA #10 was attempting to change Resident #38's 
brief while CNA #9 was providing care for the resident's roommate. According to the statement, CNA #10 
realized Resident #38 had a large bowel movement and that she needed to transfer the resident to bed for 
incontinence care. The statement indicated Resident #38 refused to allow CNA #10 and CNA #9 to use a 
mechanical lift to transfer the resident to bed. According to the statement, the CNAs also asked CNA #8 to 
assist with the transfer, but they were unable, so they notified RN #6. The statement indicated that when RN 
#6 entered the resident's room, he said I'm here now and you know what that means. The statement 
indicated that the RN's comment scared the resident and when the resident became upset, RN #6 got even 
more angry and grabbed the resident's arms like he did the other day (11/24/2023) and started kinda [kind 
of] shaking the resident. Per the statement, the resident repeatedly said RN #6 was hurting them and to stop. 
The statement indicated she and CNA #8 did not discuss this incident, but with what happened the other 
day, she knew she needed to include this encounter in her report. 

A Follow-Up Investigation Report, dated as submitted to the State on 12/04/2023, included a section for the 
facility to document a summary of interviews with other residents who may have had contact with the alleged 
perpetrator. This section indicated, No interviews with other residents occurred. The report indicated that 
Resident #38 was interviewed and denied being abused. The report revealed the facility unsubstantiated the 
abuse allegation. The facility's investigation did not include interviews with any other residents regarding their 
experiences with RN #6 or any skin assessments to determine if there were any bruises or other injuries that 
may have been attributed to physical abuse.

During an interview on 10/16/2024 at 11:22 AM, the Administrator stated the information he had provided to 
the survey team was pretty much all the information he had for the investigation. He stated he did not 
maintain any documentation regarding the incident and just input the information into the reports he sent to 
the state survey agency. He stated that he could see that by not having the documents, it did not look like a 
full investigation. He stated, If it wasn't documented, it didn't happen. 

During an interview on 10/16/2024 at 1:33 PM, the Administrator stated he did not have any more 
information to provide. 

(continued on next page)

6524465085

03/27/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

465085 11/15/2024

San Rafael Health and Rehabilitation 455 West Mill Road
Ferron, UT 84523

F 0610

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

During an interview on 10/18/2024 at 9:42 AM, the Director of Nursing (DON) stated that when completing an 
investigation, someone should interview everyone who was involved in an incident, including nurses. She 
stated she did not interview all the aides who worked the night of the incident. She stated that they tried to 
investigate the details and find out if it was validated or not. She stated that according to the resident, the 
incident was a not big issue and there was nothing to worry about. The DON stated she did not feel they did 
a thorough investigation into the incident. She stated that they did not interview any other residents to see if 
they had issues with RN #6. She stated that staff did complete skin checks on a daily basis, but there was 
nothing officially completed for this incident. 

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated that aside from the above 
referenced written statements, he did not document any interviews as a part of the investigation.

During a telephone interview on 11/11/2024 at 3:25 PM, CNA #2 said the incident involving Resident #38 
and RN #6 had occurred approximately a year prior, so she could not recall the exact details. CNA #2 stated 
the incident she witnessed was observed by herself, CNA #9, and CNA #10. According to CNA #2, a second 
incident was witnessed by CNA #8 on another day, and a few days later, when CNA #2 and CNA #8 were 
both working, they wrote the statements they provided to the facility. 

During a telephone interview on 11/11/2024 at 4:06 PM, CNA #10 stated she wrote her statement after 
witnessing the second incident. CNA #10 indicated she could no longer recall all the details, but she recalled 
that she and CNA #2 were trying to provide incontinence care to the resident, and the resident refused. 
According to CNA #10, RN #6 came in and grabbed the resident's hands, and the resident told the nurse to 
stop because it hurt. CNA #10 said RN #6 grabbed the resident's hand and leg and tossed the resident into 
bed. 

During a follow-up telephone interview on 11/14/2024 at 1:59 PM, CNA #10 said she considered both 
incidents she witnessed to be abuse because Resident #38 did not want RN #6 to move them, but RN #6 did 
not care what the resident wanted. CNA #10 further stated the facility had only questioned her about one of 
the two incidents she reported.

During a telephone interview on 11/11/2024 at 1:18 PM, CNA #8 stated on the night in question, she, CNA 
#2, and RN #6 went into Resident #38's room. According to CNA #8, RN #6 went over and started yelling at 
the resident, grabbed the resident's shirt, and kind of shook and yelled at the resident. CNA #8 could not 
recall exactly what RN #6 said to the resident but indicated RN #6 was being very aggressive with the 
resident. CNA #8 said Resident #38 looked scared during the incident. CNA #8 said that following this 
incident, CNA #2 told her about another incident CNA #2 had witnessed, so CNA #2 and CNA #8 both wrote 
the statements they later provided to the facility. CNA #8 said she had never seen RN #6 act this way with 
other residents and described the incident as shocking. 

During a follow-up telephone interview on 11/14/2024 at 12:11 PM, CNA #8 clarified that there was one 
incident involving CNAs #8, #9, and #10, RN #6, and Resident #38, and there was a separate incident that 
CNA #2 was involved in on a different day. CNA #8 said she considered the incident she witnessed to be 
physical abuse due to the way RN #6 grabbed Resident #38's shirt and shook the resident.

(continued on next page)
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During an interview on 10/17/2024 at 9:41 AM, RN #6 said there was a time when he did pick Resident #38 
up and put the resident in bed. According to RN #6, Resident #38 was agitated when RN #6 went into their 
room. RN #6 said the resident was seated in their recliner with their brief still on and their pants pulled 
halfway down. RN #6 said fecal matter was coming out of the resident's brief. Per RN #6, he put his arm 
underneath the resident's left arm and told the resident he could not leave them like that. According to RN 
#6, Resident #38 required two people for transfers and could not support their weight, so RN #6 had to hold 
the resident's legs in an awkward position. RN #6 said the resident's recliner was positioned against the bed, 
and the resident was precariously positioned on the recliner, so he lifted the resident, which caused his own 
shoulder to pop; however, RN #6 stated it felt as though the resident was lying on the ground and felt like he 
had to heave the resident up on the bed. 

During an interview with the DON on 11/12/2024 at 9:30 AM, the DON confirmed she had received the 
statements from CNAs #2, #8, and #10; however, the DON stated she was only aware of one incident 
involving Resident #38. 

During an interview on 11/12/2024 at 10:49 AM, the Administrator stated he was only aware of one incident 
between RN #6 and Resident #38. He was not aware of any other incidents.

During a follow-up interview on 11/12/2024 at 3:13 PM, the Administrator read over the statements provided 
to the facility by CNAs #2, #8, and #10. The Administrator said he obviously forgot there were multiple 
incidents reported because it had been almost a year. He confirmed that per the statements, multiple 
incidents were reported and based on the statements, it sounded bad. 

During an interview on 11/12/2024 at 4:01 PM, the DON stated she would have interviewed about the 
second incident if she had realized there were two incidents. She did not document her interviews with the 
aides anywhere. As far as how they came up with their determination of unsubstantiated, she stated they 
interviewed RN #6 and suspended him and talked to the aides a little bit. She stated, The resident was the 
priority and if [the resident] tells me [they are] fine, then I assume [they are] okay. 

During a telephone interview on 11/13/2024 at 12:12 PM, the Chief Executive Officer (CEO), stated if an 
alleged perpetrator (AP) was a staff member, they should be suspended and not allowed in the building until 
the conclusion of the investigation. He stated when conducting the investigation, the staff should interview 
any potential witnesses, anyone who was in the area who may have seen or heard anything, including any 
witnesses. He indicated there should be an assessment of the resident to ensure there were no injuries and 
that assessment should be documented. He stated if it was determined through investigation that there were 
any other residents who were potentially involved, they would interview them. He had in the past asked alert 
and oriented residents if they had had any issues with staff and how they had been treated, without giving 
the name of the staff person to protect them. He stated any staff who were involved or who were identified 
during the course of the investigation should also be interviewed. He stated he felt like the Administrator 
should have had better documentation of the investigation into the allegations and felt the Administrator had 
done a lot more than what he documented. He stated he knew the Administrator interviewed more people 
than what he documented. 

The facility submitted a removal plan that was accepted by the state survey agency on 11/15/2024 at 4:44 
PM. The removal plan indicated the following:

(continued on next page)
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1. Training was started on 11/14/2024 at 12:00 PM. Training will be provided by Chief Operating Officer 
(COO) to Administrator, the Director of Nursing (DON), and Assistant Director of Nursing (ADON) on how to 
recognize abuse, the types of abuse, when to report abuse, and who to report the abuse to, as well as how 
to conduct a proper and thorough investigation, to include statements from residents, statements from staff 
involved, as well as interview other staff and residents. The facility has also established an abuse committee, 
that includes Administrator, DON, ADON, RA [Resident Advocate], and COO or CEO for the Management 
Company to assure the correct outcome of the reported incidence. The abuse committee will be part of our 
regularly scheduled QAPI [Quality Assurance and Performance Improvement] meetings where we will 
discuss any issues that may have come up and determine the appropriate actions. The training was 
completed on 11/14/2024. The CEO from the management company started training 11/14/2024 with 
individuals and in small groups of all other employees on the abuse policy and procedures, reporting, and 
investigations prior to them working on their next shift 11/15/2024.

2. The full investigation of alleged incidents regarding Registered Nurse (RN) #6 from November 2023 will be 
performed with COO, CEO and the Administrator as part of Administrator training. The investigation started 
11/14/2024 and will be completed by 11/15/2024. All residents were interviewed in this process by RA. With 
the COO, CEO, Administrator and DON, additional interviews are being done in connection with the incident 
back in November 2023. During this investigation, RN #6 has been suspended pending the findings of the 
investigation. 

- The COO met with the Administrator, DON, ADON, and RA and trained them on abuse training to include 
staff interviews and resident interviews and to create an abuse committee, that includes Administrator, DON, 
ADON, RA, and COO to meet together to review the evidence and interviews to come to the right conclusion. 
This was completed 11/14/2024.

- The COO for the management company provided 1:1 and training with DON, ADON, Administrator, and RA 
on proper investigation processes, to include resident interviews and staff interviews, which included a 
resident interview form and staff interview form. This was completed on 11/14/2024.

- Having trained the DON and ADON on proper staff interviews, along with the Administrator, the COO then 
directed the DON and ADON to conduct all staff interviews and give the staff the opportunity to express any 
concerns they may have related to proper treatment of residents. The CEO, in training, also asked all staff if 
they had any concerns with the treatment of patients. This was completed 11/15/2024.

3. The Medical Director was notified on 11/14/2024 at 4:15 PM about the immediate jeopardy and was 
updated about the current removal plan. MD was in agreement to proceed with removal plan. 

4. The ad hoc Quality Assurance and Performance Improvement (QAPI) meeting is scheduled for 
11/15/2024. Discussed in the QAPI meeting were abuse policy and procedures, Utah Healthcare Association 
abuse training from September 2022, investigation training. CEO, DON, ADON, RA, and Administrator were 
present.

5. CEO and COO will be reviewing incidents from November 2023 regarding RN #6 through the survey 
process and future investigations, making sure that the investigation was done properly, and all 
documentation and interviews are done. Will review the findings from the committee and sign off on 
investigations after they are completed. Will be reviewed 11/15/2024 before 12:00 PM. 
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6527465085

03/27/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

465085 11/15/2024

San Rafael Health and Rehabilitation 455 West Mill Road
Ferron, UT 84523

F 0610

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

The immediacy of the IJ was removed on 11/15/2024, 4:37 PM.

On 11/15/2024, the survey team conducted on-site verification to confirm the facility had implemented the 
above written removal plan, as follows:

1. The team was able to verify that the Administrator, DON, ADON, and the RA received training on abuse 
investigations, including conducting interviews as part of the investigation. This was verified by conducting 
interviews with these staff members and reviewing training documentation provided by the facility. 

Staff In-Service sheets revealed facility staff members received copies of and were educated on the facility's 
abuse policies, including recognizing the signs and symptoms of abuse/neglect, immediate reporting, 
investigations, and protection measures. Interviews were conducted with 14 staff, including dietary staff, 
housekeeping staff, laundry staff, two Licensed Practical Nurses (LPNs), one RN, the ADON, DON, RA, and 
Administrator, to verify they had received and understood the in-service materials. Per the inservice records, 
the facility was able to in-service all staff except for two, who were out of the state/country. The plan to 
in-service these staff was to provide the in-service prior to their next scheduled shifts. Neither staff were on 
the schedule until after the end of the month.

2. The survey team reviewed the facility's investigation into the allegations of abuse from November 2023. 
The facility's investigation revealed the facility interviewed all 41 residents residing in the facility at the time of 
the current survey, interviewed all staff involved in the November 2023 incidents, and interviewed other staff 
who may have had knowledge of the incidents. Per the facility's Abuse Committee minutes, dated 
11/14/2024, the facility was unable to substantiate abuse had occurred after completing their investigation.

The team was able to verify that the Administrator, DON, ADON, and the RA received training on abuse 
investigations, including conducting interviews as part of the investigation. This was verified by conducting 
interviews with these staff members and reviewing training documentation provided by the facility.

3. During a telephone interview on 11/15/2024 at 5:53 PM, the Medical Director confirmed the facility notified 
them on 11/14/2024 of the IJ findings and updated them on the removal plan. 

4. QAPI- Abuse Prevention, Reporting & Investigation Sub-Committee minutes, dated 11/15/2024 at 3:15 
PM, revealed the facility's QAPI committee met on 11/15/2024 to discuss abuse policy and procedures and 
the outcome of the facility's investigation into the 11/2023 incidents. According to the minutes, the facility did 
not substantiate abuse related to the 11/2023 incidents.

5. The survey team reviewed the facility's investigation into the allegations of abuse from November 2023. 
The facility's investigation revealed the facility interviewed all 41 residents residing in the facility at the time of 
the current survey, interviewed all staff involved in the November 2023 incidents, and interviewed other staff 
who may have had knowledge of the incidents.

40141
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2. An Admission Record indicated that the facility admitted Resident #35 on 10/06/2023. According to the 
Admission Record, the resident had a medical history that included diagnoses of dementia, seizures, bipolar 
disorder, and anxiety disorder. 

A quarterly Minimum Date Set (MDS), with an Assessment Reference Date (ARD) of 04/16/2024, revealed 
Resident #35 had a Brief Interview for Mental Status (BIMS) score of 10, which indicated the resident had 
moderate cognitive impairment. The MDS indicated the resident had disorganized thinking that fluctuated. 

Resident #35's care plan included a focus area initiated on 10/23/2023, that indicated the resident had 
impaired cognitive function or impaired thought processes related to dementia. An intervention directed staff 
to monitor, document, and report any changes in cognitive function (initiated 10/23/2023). The care plan also 
revealed a focus area initiated on 07/08/2024, that indicated the resident had a low cognitive level and had 
difficulties with recall and orientation. 

An Admission Record indicated that the facility admitted Resident #36 on 02/16/2024. According to the 
Admission Record, the resident had a medical history that included a diagnosis of dementia.

An admission MDS, with an ARD of 02/26/2024, revealed Resident #36 had a BIMS score of 10, which 
indicated the resident had moderate cognitive impairment.

Resident #36's care plan included a focus area initiated on 05/23/2024, that indicated the resident had a 
behavior of being possessive of some of the residents. Interventions directed staff to intervene as necessary 
to protect the rights and safety of others and to redirect the resident from residents of whom they were 
possessive (initiated 05/23/2024).

Resident #36's Progress Notes revealed a Behavior Note, dated 03/19/2024 at 8:52 PM and electronically 
signed by Registered Nurse (RN) #17, that revealed Certified Nurse Aide (CNA) #11 reported that Resident 
#36 was rude to her when she went to get Resident #35's clothes for a bath. The note indicated that CNA 
#11 reported that Resident #36 had shown aggression toward Resident #35 and the CNA.

Resident #36's Progress Notes revealed a Behavior Note, dated 03/19/2024 at 9:39 PM and electronically 
signed by Registered Nurse (RN) #17, that revealed that earlier in the shift, CNA #11 entered Resident #35 
and Resident #36's room to assist Resident #35 with a shower. The note indicated that Resident #36 
indicated that they were in charge of Resident #35 and that they (Resident #36) were not going to let 
Resident #35 go with the CNA. Per the note, CNA #11 informed Resident #36 that Resident #35 could make 
their own decisions. The note indicated that Resident #36 got up and tried to block the door, but CNA #11 
was able to exit the room. 
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A DLBC [Division of Licensing and Background]-358 Facility reported incidents document, revealed the 
facility reported Sexual Abuse, Mental/Verbal Abuse to the state survey agency on 03/20/2024 at 11:00 AM. 
According to the report, on 03/19/2024 on the evening shift, CNA #11 went to get Resident #35 for a bath. 
Resident #36 blocked CNA #11 from taking Resident #35, grabbed and shook CNA #11, and told her that 
they (Resident #36) were in charge of Resident #35. The document indicated that Resident #36 stated that 
CNA #11 could not take Resident #35 to the shower and tried to lock CNA #11 out of the room. Per the 
document, a nurse relocated Resident #35 to another part of the facility to get them away from Resident #36. 
The document indicated that Resident #35 told the nurse in the morning that Resident #36 had tried to force 
Resident #35 to have sex. The document indicated that administration was notified of the incident on 
03/20/2024 in the Early Morning by RN #17. 

A Follow-Up Investigation Report, submitted to the state survey agency on 03/26/2024, revealed that the 
sheriff's office interviewed Resident #35 and indicated they did not feel like the situation needed any further 
investigation because Resident #35 stated that nothing happened. The Follow-Up Investigation Report did 
not include an interview or statement from RN #17.

The investigation provided by the facility did not include a copy of the sheriff's office report or a statement 
from RN #17.

A handwritten statement, dated 03/26/2024 and signed by CNA #11, indicated that the CNA had walked into 
Resident #35 and Resident #36's room to help Resident #35 with a shower and Resident #36 became upset. 
The statement indicated that Resident #36 tried to stop them from leaving the room and became agitated. 
Per the statement, CNA #11 was able to remove herself from the room and reported the incident to RN #17. 
The statement indicated while giving Resident #35 a shower, Resident #35 reported that they were scared of 
Resident #36, and revealed that Resident #36 had demanded they (Resident #35) have sex with them 
(Resident #36). The statement indicated that CNA #11 reported to RN #17 what Resident #35 had said to 
her after the shower, and Resident #35 was moved to another room.

During a telephone interview on 10/16/2024 at 6:35 PM, CNA #11 stated that on the night of the incident, she 
was walking with Resident #35 in the room to get ready to go get a shower when Resident #36 got angry, 
stood up, and started walking toward Resident #35. CNA #11 stated that Resident #36 had started shaking 
her, then after a minute or two, the resident calmed down and the CNA and Resident #35 left the room. CNA 
#11 indicated there were times that Resident #35 liked Resident #36 and then times when Resident #35 said 
they hated Resident #36. CNA #11 stated that Resident #36 tried to have sex with Resident #35 but 
Resident #35 refused. CNA #11 stated that she was not aware of any sexual activity that occurred, and that 
Resident #35 told the CNA that they had never had sex. CNA #11 stated that she reported the incident to RN 
#17 that night.

During an interview on 10/18/2024 at 9:35 AM, the Director of Nursing (DON) stated that CNA #11 was 
getting Resident #35 for a shower and Resident #36 became anxious and told CNA #11 that she could not 
take Resident #35 for a shower. The DON stated that Resident #36 would not let CNA #11 leave, and when 
she was able to leave, she reported the incident to the nurse. The DON stated that the incident happened 
after 6:00 PM. The DON stated that whoever received the allegation would initiate a report, then give that to 
the Administrator and he would notify the state survey agency. She stated that Resident #35 reported that 
Resident #36 tried to force them to have sex. The DON stated that the investigation was not thorough and 
stated that they should have a copy of the sheriff office's report to keep with the facility's documentation.

(continued on next page)

6530465085

03/27/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

465085 11/15/2024

San Rafael Health and Rehabilitation 455 West Mill Road
Ferron, UT 84523

F 0610

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated that the incident between Resident 
#35 and Resident #36 occurred on 03/19/2024, and Resident #35 was moved to another room. He stated 
that it was brought to their attention later that Resident #35 stated that Resident #36 tried having sex with 
them (Resident #35). The Administrator stated that staff spoke with Resident #35, who denied anything 
happened. The Administrator stated that a sheriff's deputy interviewed the resident and determined that 
nothing happened. He stated that he did not have a copy of the sheriff's office report but that he should. He 
stated that not everything was in the facility's investigation, to include the sheriff's office report and nurse 
witness statements. He stated that he expected a more thorough investigation and to have evidence of what 
the facility had done.
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Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

22445

Based on observation, interview, record review, and facility policy review, the facility failed to develop 
individualized resident-centered care plans with measurable objectives for 4 (Residents #1, #3, #24, and #4) 
of 14 residents whose care plans were reviewed. Specifically, the facility failed to ensure care plans 
addressed oxygen use for Resident #1 and Resident #3, failed to ensure a care plan addressed an 
indwelling urinary catheter for Resident #24, and failed to ensure a care plan addressed respiratory care for 
a diagnosis of chronic obstructive pulmonary disease (COPD) and respiratory medications for Resident #4.

Findings included:

A facility policy titled, Care Plans, Comprehensive, Person-Centered, revised 03/2022, indicated, A 
comprehensive, person-centered care plan that includes measurable objectives and timetables to meet the 
resident's physical, psychosocial and functional needs is developed and implemented for each resident. The 
policy specified, 7. The comprehensive, person-centered care plan: a. includes measurable objectives and 
timeframes; b. describes the services that are to be furnished to attain or maintain the resident's highest 
practicable physical, mental, and psychosocial well-being and e. reflects currently recognized standards of 
practice for problem areas and conditions.

1. An Admission Record revealed the facility admitted Resident #1 on 07/25/2021. According to the 
Admission Record, the resident had a medical history that included a diagnosis of unspecified heart failure.

An annual Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 07/23/2024, revealed 
Resident #1 had a Brief Interview for Mental Status (BIMS) score of 15, which indicated the resident had 
intact cognition. The MDS indicated Resident #1 received oxygen therapy.

Resident #1's Order Summary Report, listing active orders as of 10/18/2024, contained an order, dated 
02/08/2023, for oxygen at 2 liters per minute by nasal cannula due to heart failure with hypoxia. 

Resident #1's care plan, last revised on 08/18/2024, did not include a Diagnosis area or interventions 
addressing oxygen use. On 10/17/2024, during the survey, an intervention was added to a Diagnosis area 
addressing congestive heart failure, atrial fibrillation, and hypertension, initiated on 12/30/2021, that 
specified, OXYGEN SETTING: O2 [oxygen] via (SPECIFY: nasal prongs/mask) @ SPECIFY)L (SPECIFY 
FREQ [frequency]). Humidifier (SPECIFY); however, the intervention was incomplete and did not reflect the 
resident's ordered oxygen flow rate, the mechanism of delivery, frequency of use, or whether the resident's 
oxygen should be humidified. 

The MDS Coordinator was interviewed on 10/17/2024 at 12:09 PM. The MDS Coordinator stated she was 
responsible for completion of the MDS and completion of some care plans. The MDS Coordinator stated the 
use of oxygen should be care planned. The MDS Coordinator reviewed Resident #1's care plan and 
confirmed that oxygen usage was not included and stated it was an oversight.
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The Director of Nursing (DON) was interviewed on 10/17/2024 at 1:32 PM. The DON stated she expected 
the use of oxygen to be care planned and added it was important to care plan oxygen so the resident 
received the correct amount of oxygen.

The Administrator was interviewed on 10/17/2024 at 2:29 PM and stated he expected Resident #1's oxygen 
usage to be care planned.

2. An Admission Record revealed the facility initially admitted Resident #3 on 03/11/2020 and most recently 
admitted the resident on 06/29/2024. According to the Admission Record, the resident had a medical history 
that included a diagnosis of morbid (severe) obesity due to excess calories.

A quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 09/03/2024, revealed 
Resident #3 had a Brief Interview for Mental Status (BIMS) score of 14, which indicated the resident had 
intact cognition. The MDS indicated Resident #3 received oxygen therapy.

Resident #3's Order Summary Report, listing active orders as of 10/15/2024, contained an order, dated 
02/08/2023, for oxygen at 2 liters per minute by nasal cannula continuously for hypoxia (low oxygenation) 
related to morbid obesity due to excess calories.

Resident #3's care plan, last revised on 09/25/2024, did not include a Diagnosis area or interventions 
addressing oxygen use. 

The MDS Coordinator was interviewed on 10/17/2024 at 12:55 PM. The MDS Coordinator stated oxygen 
should be care planned. The MDS Coordinator reviewed Resident #3's care plan and confirmed that oxygen 
usage was not included and stated it was an oversight.

The Director of Nursing (DON) was interviewed on 10/17/2024 at 1:32 PM. The DON stated she expected 
the use of oxygen to be care planned and added it was important to care plan oxygen so the resident 
received the correct amount of oxygen. The DON stated oxygen should have been added to Resident #3's 
care plan.

The Administrator was interviewed on 10/17/2024 at 2:29 PM and stated he expected Resident #3's oxygen 
usage to be care planned.

3. An Admission Record revealed the facility initially admitted Resident #24 on 06/01/2022 and most recently 
admitted the resident on 01/06/2023. According to the Admission Record, the resident had a medical history 
that included diagnoses of unspecified obesity and chronic diastolic (congestive) heart failure.

A quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 09/03/2024, revealed 
Resident #24 had a Brief Interview for Mental Status (BIMS) score of 7, which indicated the resident had 
severe cognitive impairment.

Resident #24's Order Summary Report, listing active orders as of 10/16/2024, contained an order, dated 
09/25/2024, for catheter care to be completed each shift. 

Resident #24's care plan, last revised on 10/01/2024, did not include a Diagnosis area or interventions 
addressing the resident's indwelling urinary catheter. 
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During an interview on 10/16/2024 at 11:15 AM, the Director of Nursing (DON) stated she expected Resident 
#24's indwelling urinary catheter to be on their care plan. 

The Administrator was interviewed on 10/17/2024 at 2:29 PM and stated he expected Resident #24's 
indwelling urinary catheter to be part of the resident's care plan. 

40141

4. An Admission Record indicated the facility admitted Resident #4 on 10/03/2019. According to the 
Admission Record, the resident had a medical history that included diagnoses of chronic obstructive 
pulmonary disease (COPD) and asthma. 

A quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 07/14/2024, revealed 
Resident #4 had a Brief Interview for Mental Status (BIMS) score of 15, which indicated the resident had 
intact cognition. 

Resident #4's Order Summary Report, listing active orders as of 10/15/2024, contained an order dated 
12/20/2019 for fluticasone propionate suspension 50 micrograms (mcg) /(per) actuation (act) with 
instructions to give two spays in each nostril two times a day for nasal congestion. The Order Summary 
Report also contained an order dated 10/08/2021 for albuterol sulfate hydrofluoroalkane (HFA) with 
instructions for two puffs inhaled orally every four hours as needed for wheezing related to COPD and 
asthma. The albuterol sulfate HFA order specified, May keep at bedside. The Order Summary Report 
contained an order dated 02/16/2022 for Spiriva Respimat Aerosol Solution 2.5 mcg/act with instructions to 
inhale two puffs in the morning for COPD.

During an observation on 10/14/2024 at 10:05 AM, Resident #4 was in their room with a Spiriva inhaler, 
albuterol inhaler, and fluticasone nasal spray on the overbed table. Resident #4 stated the nurse would bring 
their pills in, they would take them, and then the nurse left the two inhalers and the nose spray. Resident #4 
stated the albuterol inhaler was their emergency inhaler. 

During an observation on 10/15/2024 at 8:57 AM, Resident #4 was in their room with their fluticasone nasal 
spray and albuterol inhaler on the overbed table.

Resident #4's care plan did not address respiratory issues or the need for respiratory medications and did 
not address the resident's ability to keep their albuterol sulfate HFA inhaler at their bedside. 

During an interview on 10/17/2024 at 8:42 AM, the Director of Nursing (DON) stated the MDS Coordinator 
was responsible for care plans. The DON reviewed Resident #4's care plan and stated the respiratory issues 
and the need for the emergency inhaler were not on the care plan but should have been. The DON stated 
she expected respiratory issues and medications to be care planned.

During an interview on 10/17/2024 at 12:08 PM, the MDS Coordinator stated she was responsible for initial 
comprehensive care plans. The MDS Coordinator reviewed Resident #4's care plan and stated respiratory, 
COPD, and asthma were not on the care plan but should have been. The MDS Coordinator further stated the 
resident's need for an emergency inhaler should have been care planned. The MDS Coordinator stated the 
information needed to be on the care plan to inform the nurses that the resident had asthma, inhalers, and 
oxygen, and to ensure staff were aware of the resident's needs. 
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During an interview on 10/18/2024 at 11:28 AM, the Administrator stated the nurses and the MDS 
Coordinator were responsible for ensuring respiratory issues and medications were addressed on the care 
plan. The Administrator stated he expected respiratory issues and medications to be addressed on the care 
plan.
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Ensure services provided by the nursing facility meet professional standards of quality.
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Based on interview, record review, and facility policy review, the facility failed to ensure physician's orders 
included all necessary components, including the specified dosages for 2 (Residents #13 and Resident #20) 
of 3 residents who were observed during the medication administration task.

Findings included:

A facility policy titled, Physician Medication Orders, revised in 04/2010, specified, 6. Orders for medications 
must include: a. Name and strength of the drug and c. Dosage and frequency of administration.

A facility policy titled, Medication Orders, revised in 11/2014, specified, 1. Medication Orders- When 
recording orders for medication, specify the type, route, dosage, frequency and strength of the medication 
ordered.

1. An Admission Record indicated the facility admitted Resident #13 on 01/03/2024. According to the 
Admission Record, the resident had a medical history that included diagnoses of type two diabetes mellitus, 
chronic kidney disease, hypertension, intervertebral disc degeneration, and osteoporosis. 

Resident #13's Order Summary Report, listing active orders as of 10/16/2024, revealed orders dated 
01/03/2024 for vitamin C, one tablet by mouth one time a day for immunity and vitamin D3, one capsule by 
mouth one time a day for vitamin deficiency; however, the physician's orders did not include the specified 
dosages. 

2. An Admission Record indicated the facility admitted Resident #20 on 01/11/2023. According to the 
Admission Record, the resident had a medical history that included diagnoses of hypertensive heart disease 
with heart failure, tremor, atherosclerotic heart disease, and atrial fibrillation.

Resident #20's Order Summary Report, listing active orders as of 10/16/2024, revealed an order dated 
01/11/2022 for a vitamin D3 tablet by mouth one time a day for supplement; however, the physician's order 
did not include the specified dosage. 

During an interview on 10/17/2024 at 8:42 AM, the Director of Nursing (DON) stated physician's orders for 
vitamin C and vitamin D should include the intended dosages. 

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated he expected staff to ensure 
physician's orders included the specified dosages. 
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Based on observation, interview, facility document review, and facility policy review, the facility failed to put 
interventions in place to prevent future falls for 2 (Resident #35 and Resident #27) of 2 residents reviewed 
for falls. The failure resulted in Resident #35 sustaining falls on 11/04/2023 which resulted in a laceration to 
the resident's head, 12/19/2023, 02/23/2024 which resulted in a right clavicle fracture, 05/21/2024 which 
resulted in an abrasion to their left knee, 07/12/2024, 07/22/2024 which resulted in swelling to the face and 
an abrasion on the nose, 07/27/2024, and 08/06/2024 with no evidence the facility initiated interventions after 
the falls to prevent future falls. Additionally, the facility failed to complete wandering assessments, ensure a 
resident was safe from eloping from the facility, and failed to investigate to find the root cause of an 
elopement for 1 (Resident #190) of 3 residents reviewed for elopement; and failed to ensure they assessed 
for resident safety before leaving medications at a resident's bedside for 1 (Resident #4) of 1 resident 
reviewed for accident hazards. 

Findings included: 

1. A facility policy titled, Falls-Clinical Protocol, revised 09/2012, indicated, 1. For an individual who has 
fallen, staff will attempt to define possible causes within 24 hours of the fall. The policy also indicated that 
based on assessment, The staff and physician will identify pertinent interventions to try to prevent 
subsequent falls and to address risks of serious consequences of falling.

An Admission Record indicated the facility admitted Resident #35 on 10/06/2023. According to the 
Admission Record, the resident had a medical history that included diagnoses of dementia, seizures, bipolar 
disorder, and anxiety disorder. 

A quarterly Minimum Date Set (MDS), with an Assessment Reference Date (ARD) of 07/16/2024, revealed 
Resident #35 had a Brief Interview for Mental Status (BIMS) score of 7, which indicated the resident had 
moderate cognitive impairment. The MDS indicated the resident had disorganized thinking that fluctuated, 
had no limitation in range of motion, and did not use mobility devices. The MDS indicated the resident was 
independent with rolling left and right in bed and required supervision to move from sitting to lying or 
standing. 

Resident #35's care plan, included a diagnosis area initiated on 10/23/2023, that indicated the resident was 
at very high risk for falls with fractures related to seizure disorder, osteoarthritis, and confusion. 

A risk management form, dated 11/04/2023 at 7:30 PM, indicated Resident #35 fell in the common area 
when they got up from a recliner. The form revealed the resident hit their head on the floor, causing a 
4-centimeter laceration. The form and Resident #35's care plan revealed no evidence there were 
interventions initiated related to this fall. 
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Resident #35's Progress Notes, dated 12/19/2023 at 9:14 AM, indicated Resident #35 was found sitting on 
the floor next to their bed and had spilled their juice on the floor next to them. The notes revealed the 
resident had no injury. The Progress Notes and Resident #35's care plan revealed no evidence there were 
interventions initiated related to this fall. 

A risk management form, dated 02/23/2024 at 1:30 PM, indicated Resident #35 was found on the floor next 
to their bed. The form revealed the fall resulted in a right clavicle fracture that required a sling, and an 
orthopedic doctor follow-up. The form revealed no evidence there were interventions initiated related to this 
fall. Resident #35's care plan was updated to include details about the fall; however, the care plan revealed 
no evidence there were interventions initiated related to this fall. 

A risk management form, dated 05/21/2024 at 8:45 PM, indicated Resident #35 tripped as they were coming 
in from outside. The form revealed the resident stated they tripped on their boot or slipper. The form revealed 
the resident had an abrasion to their left knee that measured 2 centimeters by 1 centimeter. The form and 
Resident #35's care plan revealed no evidence there were interventions initiated related to this fall. 

A risk management form, dated 07/12/2024 at 8:00 PM, indicated Resident #35 was found sitting on the floor 
in their room. The form revealed the resident stated they did not know what happened. The form revealed 
the resident had no injury. The form and Resident #35's care plan revealed no evidence there were 
interventions initiated related to this fall.

A risk management form, dated 07/22/2024 at 7:24 PM, indicated Resident #35 fell outside and reported 
they had possibly had a seizure. The form revealed the resident had swelling to the face and an abrasion on 
the nose. The form revealed no evidence there were interventions initiated related to this fall. Resident #35's 
care plan was updated to include details about the fall; however, the care plan revealed no evidence there 
were interventions initiated related to this fall.

A risk management form, dated 07/27/2024 at 9:50 PM, indicated Resident #35 fell in their room and had no 
injuries. The form revealed the resident was placed in the common area for monitoring. The form revealed 
the resident had no injury. The form and Resident #35's care plan revealed no evidence there were 
interventions initiated related to this fall.

A risk management form, dated 08/06/2024 at 12:15 AM, indicated Resident #35 fell in their room next to the 
bed. The form revealed the resident had no injury. The form and Resident #35's care plan revealed no 
evidence there were interventions initiated related to this fall.

During an interview on 10/17/2024 at 9:12 AM, the Director of Nursing (DON) stated she expected fall 
interventions to be put in place to help potentially prevent falls. The DON stated that for Resident #35's fall 
on 07/27/2024 the risk management form indicated there was poor lighting in the room, so the intervention 
was for the bathroom light to remain on for lighting. The DON stated, however, the intervention for the 
bathroom light to remain on for lighting was not documented in the resident's progress notes or on the 
resident's care plan. The DON stated there was a lack of fall interventions.
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During an interview on 10/16/2024 at 1:47 PM, Certified Nursing Aide (CNA) #1 stated the nurses completed 
the fall investigations. CNA #1 stated the nurses, and the DON implemented fall interventions. 

During an interview on 10/16/2024 at 2:16 PM, Registered Nurse (RN) #12 stated when a resident fell , the 
nurses completed a risk management form in the computer that tracked the falls. RN #12 stated the nurses 
were responsible for updating the care plan with new interventions. RN #12 stated the MDS Coordinator also 
checked the care plan for interventions. 

During an interview on 10/16/2024 at 2:26 PM, RN #4 stated when a fall occurred the nurses were to write 
an incident note and then complete a risk management form that tracked falls. RN #4 stated the nurse had to 
review the care plan to implement more personalized interventions. 

During an interview on 10/17/2024 at 9:42 AM, RN #6 stated the nurse on duty and management were 
responsible for completing fall investigations. RN #6 stated the nurse on duty would implement an 
intervention and then update the care plan after a fall.

During a telephone interview on 10/17/2024 at 11:34 AM, RN #17 stated the nurses completed a risk 
management form for a fall, and then document a nurses note. RN #17 stated the DON and the 
Administrator went through the risk management forms to determine interventions. 

During an interview on 10/17/2024 at 12:08 PM, the MDS Coordinator stated the care plan was completed 
after the MDS assessment. The MDS Coordinator stated other staff also updated care plans, and the nurses 
would update fall care plans, as the fall happened.

During an interview on 10/18/2024 at 9:35 AM, the DON reviewed falls for Resident #35 for 07/12/2024 and 
05/21/2024 and stated she did not see any interventions for the falls. The DON stated the forms should have 
been completed better. The DON stated that staff knew Resident #35 was a frequent faller who had seizures 
and maybe just thought falls were a common occurrence. The DON stated she read through the incident 
reports but did not review the care plan to make sure interventions were placed. The DON stated the nurses 
were responsible for investigating the root cause of a fall and to put new interventions in place. The DON 
stated she expected the nurses to look for a root cause, to place an intervention, and let the CNAs know the 
intervention. The DON stated she expected for everybody to follow through to keep the residents safe and 
that it was documented.

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated the nurses should investigate, put 
in a risk assessment and then implement interventions for a fall. The Administrator stated he and the DON 
were responsible for reviewing falls in morning meetings and in Quality Assurance Performance 
Improvement meetings. The Administrator stated they tried to determine what caused the fall. The 
Administrator stated he had not looked to ensure an intervention was in place. The Administrator stated that 
fall investigations and interventions were to protect the resident. The Administrator stated he expected staff 
to document everything and to look deeper into the incident to put things in place to best protect Resident 
#35. 
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2. A facility policy titled, Self-Administration of Medications, revised 02/2021, indicated, 1. As part of the 
evaluation comprehensive assessment, the interdisciplinary team (IDT) assesses each resident's cognitive 
and physical abilities to determine whether self-administering medications is safe and clinically appropriate 
for the resident. The policy also specified, 3. If it is deemed safe and appropriate for a resident to 
self-administer medications, this is documented in the medical record and the care plan.

An Admission Record indicated the facility admitted Resident #4 on 10/03/2019. According to the Admission 
Record, the resident had a medical history that included diagnoses of chronic obstructive pulmonary disease 
(COPD) and asthma. 

A quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 07/14/2024, revealed 
Resident #4 had a Brief Interview for Mental Status (BIMS) score of 15, which indicated the resident had 
intact cognition. 

Resident #4's Order Summary Report, with active orders as of 10/15/2024, contained an order dated 
12/20/2019 for fluticasone propionate suspension 50 micrograms (mcg) /(per) actuation (act) with 
instructions to give two spays in each nostril two times a day for nasal congestion. The Order Summary 
Report also contained an order dated 10/08/2021 for albuterol sulfate hydrofluoroalkane (HFA) with 
instructions for two puffs inhaled orally every four hours as needed for wheezing related to COPD and 
asthma. The Order Summary Report contained an order dated 02/16/2022 for Spiriva Respimat Aerosol 
Solution 2.5 mcg/act with instructions to inhale two puffs in the morning for COPD.

Resident #4's care plan did not address respiratory issues or the need for respiratory medications specifically 
the albuterol sulfate HFA inhaler.

During an observation on 10/14/2024 at 10:05 AM, Resident #4 was in their room with a Spiriva inhaler, 
albuterol inhaler, and fluticasone nasal spray on the overbed table. Resident #4 stated the nurse would bring 
their pills in, they would take them and then the nurse left the two inhalers and the nose spray. Resident #4 
stated the albuterol inhaler was their emergency inhaler. 

During an observation on 10/15/2024 at 8:57 AM, Resident #4 was in their room, sitting in a recliner drinking 
with the fluticasone nasal spray and albuterol inhaler on the overbed table.

During an interview on 10/16/2024 at 8:29 AM, Registered Nurse (RN) #12 stated medications were not left 
in the resident rooms. RN #12 stated residents were not allowed to self-administer medications. RN #12 
stated Resident #4 was approved by the Director of Nursing (DON) and the physician for the albuterol to be 
in the room but not the nasal spray. RN #12 stated Resident #4 informed the nurse when he used the inhaler 
because if the resident was short of breath, they called us to the room, and we would cue Resident #4 to use 
the albuterol inhaler. RN #12 stated she was not aware of a self-administration assessment form.

During an interview on 10/16/2024 at 8:40 AM, RN #4 stated medications were not left in resident rooms. RN 
#4 stated Resident #4 was allowed to keep the rescue inhaler (albuterol sulfate) at bedside. RN #4 stated 
she observed the resident administering the medication, but they wanted to keep the inhaler. RN #4 stated 
she did not know if the resident had been assessed to self-administer the inhaler. RN #4 stated the resident 
was good about letting staff know if they needed the inhaler.
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During an interview on 10/17/2024 at 8:42 AM, the DON stated the facility did not document Resident #4's 
medication self-administration assessment anywhere. The DON stated she expected for a resident's 
medication self-administration assessment to be conducted and documented.

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated residents were not allowed to keep 
medications in their room unless it was deemed safe to do so.

49044

3. A facility policy titled, Wandering and Elopements, dated 2001, revealed, The facility will identify residents 
who are at risk of unsafe wandering and strive to prevent harm while maintaining the least restrictive 
environment for residents. The section titled Policy Interpretation and Implementation included 1. If identified 
as at risk for wandering, elopement, or other safety issues, the resident's care plan will include strategies and 
interventions to maintain the resident's safety.

An Admission Record revealed the facility admitted Resident #190 on 08/04/2023. According to the 
Admission Record, the resident had a medical history that included diagnoses of Alzheimer's disease; 
insomnia; dementia in other diseases classified elsewhere, unspecified severity, with agitation; and bipolar 
disorder.

An admission Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 08/14/2023, 
revealed Resident #190 had a Brief Interview for Mental Status (BIMS) score of 5, which indicated the 
resident had severe cognitive impairment. The MDS revealed the resident wandered daily during the 
assessment period. The MDS revealed the resident's wandering put the resident at significant risk of getting 
to a potentially dangerous place. The MDS revealed the resident required supervision with locomotion on 
and off the unit. 

Resident #190's undated Baseline Care Plan revealed that the resident was at risk for elopement.

Resident #190's Care Plan included a diagnosis area, initiated on 08/22/2023, that indicated the resident 
was an elopement risk and wandered related to a history of attempts to leave the facility unattended and 
wandering aimlessly. 

The Admission Record and MDS revealed an admitted [DATE]; in contrast, an admission summary Progress 
Notes identified an admitted [DATE]. 

Resident #190's admission summary Progress Notes, dated 08/05/2023 at 1:43 PM, revealed Registered 
Nurse (RN) #5 documented that the resident arrived with family and had diagnoses of Alzheimer's disease, 
dementia, and insomnia. The notes revealed the family seemed in a hurry and did not stay long, although the 
nurse did go over the paperwork with them. The notes revealed the resident was extremely forgetful and 
confused as to why they were in the facility. The note revealed, per the family, the resident had dementia for 
a while and had been living with another family member until they could no longer take care of the resident. 
The notes revealed the family reported that there had been multiple incidents when the resident left the 
house and no one could find them, and the police would get involved. The notes revealed the family reported 
they took the resident to the hospital, where they assessed and referred the resident for long-term care. 
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A DLBC [Division of Licensing and Background Checks] - Form 358: Facility Reported Incidents, sent to the 
State Agency on 08/05/2023 at 9:25 PM, revealed that, on 08/05/2023 at 7:15 PM, Resident #190 eloped 
from the facility. The form revealed the facility provided a detailed account of the incident, which included the 
Resident is new to the facility and has dementia. Family needed more help with [the resident] because [the 
resident] wanders and was becoming more than family could handle. Resident came into a new environment 
and was wanting to leave because it was unfamiliar to [the resident]. [The resident] was wondering the 
building trying to get out and staff was trying to help [the resident] fill [sic] welcome and safe. Multiple calls 
were placed to residents [family] to help calm [the resident]. Resident then went out back door where the 
alarmed [sic] sounded. By the time staff got there resident had already made it out of the building and 
resident was not in sight when staff when [sic] out doors [sic]. Staff looked around the inside and outside of 
the building and resident could not be found. Sheriff's office was called and [Administrator] was called. 
Deputy found resident down the road at a house close by the facility. Resident was taken back to the facility 
where they were able to help [the resident] back into the building gaining [the resident's] trust. Resident is 
happy and relaxed currently in the building after talking with [Administrator] and resident's [family]. 

The DLBC - Form 358: Facility Reported Incidents revealed Resident #190 eloped from the facility on 
08/05/2023 at 7:15 PM through a back door where the alarm sounded; in contrast, behavior Progress Notes 
revealed the resident eloped on 08/06/2024 at 4:00 PM through an emergency exit in the kitchen. 

Resident #190's behavior Progress Notes, dated 08/06/2023 at 4:00 PM, revealed RN #6 documented that, 
at approximately 4:00 PM, Resident #190 left the security of the facility through an emergency exit in the 
kitchen. The notes revealed the sheriff's office was called within five minutes of the resident's absence, and 
the resident was soon located and brought back to the facility by a sheriff's deputy. The notes revealed the 
resident was agitated at that time but was able to be calmed. The notes revealed a facility aide was able to 
sit with the resident, one-on-one, and for a period of time, noting this intervention offered improvement to the 
resident's mood and disposition. The notes revealed that, at approximately 8:00 PM, the resident was highly 
agitated and attempted to leave the facility for a second time. The notes revealed multiple aides were 
involved with reorienting the resident and encouraging them to remain calm. The notes revealed the resident 
became belligerent and yelled profanities at staff. The notes revealed the resident was also aggressive 
toward the aides, pushing them out of the way of the direction the resident was traveling. The notes revealed 
that, at approximately 9:00 PM, with direction from facility management, facility staff was able to reason with 
the resident and the resident agreed to take bedtime medications and after a period of an hour retired for the 
evening.

The admission summary Progress Notes, dated 08/05/2023 at 1:43 PM, revealed the family reported that 
there had been multiple incidents when the resident left the house and no one could find them, and the 
police would get involved; in contrast, the DLBC - HS FORM 359: Follow-Up Investigation Report revealed 
the facility indicated that, at the time the resident was admitted , the only information provided was a 
diagnosis of dementia and that the resident wandered, with no indication that there was a risk of elopement 
at that time.
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A DLBC - HS FORM 359: Follow-Up Investigation Report, sent to the state agency on 08/10/2023 at 3:11 
PM, revealed the facility indicated that there was not very much information given due to the elopement 
occurring on the same day the resident was admitted to the facility. The facility indicated that, at the time the 
resident was admitted , the only information provided was a diagnosis of dementia and that the resident 
wandered. The facility identified there was no indication that there was a risk of elopement at that time. The 
form revealed the investigation did not include any interviews or statements from staff or law enforcement, 
did not include any corrective actions taken to keep the resident safe, and did not include how the facility 
ensured no other residents were at risk of elopement. 

An undated [Facility Name] Admit Check-Off List revealed in a section titled DO: ASSESSMENTS (SHOULD 
AUTOMATICALLY POPULATE) that the admitting nurse should have completed a Wandering Risk 
Assessment for each new admission.

During an interview on 10/17/2024 at 1:53 PM, the MDS Coordinator stated she was unable to find any 
wandering or elopement risk assessments for Resident #190. 

During an interview on 10/16/2024 at 11:22 AM, the Administrator stated he did not maintain any 
documentation regarding the incident in question and simply inputted the information into the reports that he 
sent to the state. He stated he could see that by not having the documents, it did not look like a full 
investigation. The Administrator stated, If it wasn't documented, it didn't happen. 

During a follow-up interview on 10/16/2024 at 1:33 PM, the Administrator stated he understood the 
importance of being able to show their full investigation, including any interviews conducted, skin 
assessments conducted, and any interventions added as a result of the incident, as well as any training of 
staff. 

During an interview on 10/16/2024 at 6:15 PM, Certified Nursing Aide (CNA) #8 stated Resident #190 would 
try to leave and was very physical. She stated she remembered a couple of instances where the resident 
would wander off during the daytime but would not wander at night. CNA #8 stated the resident was very 
nervous and kept asking where they were and where their children were. 
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During an interview on 10/16/2024 at 6:37 PM, Licensed Practical Nurse (LPN) #19 stated Resident #190 
was very anxious and just wanted to leave, but mentally was not in a state to do that. LPN #19 stated facility 
staff had the doors locked but forgot about the loading dock (this statement is in contrast to the DLBC - Form 
358: Facility Reported Incidents that revealed Resident #190 eloped from the facility through a back door 
where the alarm sounded). LPN #19 stated it was just one of those things that happened, noting Resident 
#190 was so desperate that the resident tried every door. LPN #19 stated they called the police. LPN #19 
stated the resident ran and the police found Resident #190 two to four blocks away. LPN #19 stated it took 
them a while to convince Resident #190 to come back inside. LPN #19 stated it was evening shift, not dark 
out yet, and might have been right around shift change. LPN #19 stated a lot of care was given to try to ease 
the resident's fears. LPN #19 stated that after the incident they always made sure the door in question was 
locked. LPN #19 stated it was Resident #190's first day in the facility. LPN #19 stated Resident #190 was 
strong-willed and decided they were not going to stay. LPN #19 stated the police department was struggling 
with the resident not wanting to come back into the facility, so LPN #19 tried to make them understand the 
resident did not have a choice, and they called their Captain who reassured them that the facility was 
responsible for the resident. LPN #19 stated she thought she was the charge nurse the night Resident #190 
eloped but was not sure. She stated she did not know much about the resident, only that Resident #190 did 
not want to be there, and the family had admitted the resident. She stated the family could not handle the 
resident anymore and the resident was doing things that they were concerned about for the resident's safety. 
LPN #19 stated the facility's doors were locked and a code was needed to get out. 

During an interview on 10/16/2024 at 6:59 PM, CNA #11 stated that when she worked at the facility, 
Resident #190 was trying to leave and did escape sometimes (other dates of elopement, if any, were not 
able to be ascertained) when the nurse would unlock the door, or the resident would try to get out another 
door that was not locked. She stated she did not remember how long after admission the resident escaped. 
She stated that there were times when the resident was especially confused, and during these times staff 
provided one-to-one oversight. CNA #11 stated the CNAs took turns watching the resident so one person did 
not have to spend the whole shift with Resident #190.

During an interview on 10/17/2024 at 11:15 AM, RN #16 stated they had to lock the front door because 
Resident #190 would try to go out the door. RN #16 stated there was a time, maybe twice, the resident 
climbed the fences and was found by the cops in the community (other dates of elopement, if any, were not 
able to be ascertained). 

During an interview on 10/17/2024 at 3:46 PM, the MDS Coordinator stated she documented in the MDS if 
the resident had been wandering, but she did not do a formal assessment. She stated she did the care 
planning for the residents. The MDS Coordinator stated the Director of Nursing (DON) usually told her if a 
person had been wandering, and they could develop a care plan. She stated that she thought the facility 
used a wandering assessment, but did not know if there was an elopement assessment. The MDS 
Coordinator stated the charge nurses completed the admission assessments. The MDS Coordinator 
reviewed Resident #190's electronic medical record (EMR) and said she did not see an elopement 
assessment. The MDS Coordinator stated that she did not generally conduct those assessments.

(continued on next page)
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During an interview on 10/17/2024 at 3:24 PM, RN #4 stated that when a resident was admitted , the nurses 
did a thorough head-to-toe skin assessment for any issues, checked for edema, reconciled the medication 
list with the resident/representative, and asked orientation questions. RN #4 also stated a baseline care plan 
was always completed and done within two hours of admission. She stated she brought a laptop to a 
resident's room and completed any needed assessments. RN #4 stated that, every time she did an 
admission, she completed a wandering risk assessment. RN #4 stated that the wandering risk assessment 
did not auto-populate for assessments, but it was on the admission check list staff had. 

During an interview on 10/18/2024 at 8:15 AM, the Maintenance Manager stated he remembered when 
Resident #190 got out of the facility. He stated the resident did not go out the loading dock door. The 
Maintenance Manager stated the resident went out the kitchen door (this statement is in contrast to the 
DLBC - Form 358: Facility Reported Incidents form that revealed Resident #190 eloped from the facility 
through a back door where the alarm sounded). The Maintenance Manager stated that, at the time, they did 
not keep the kitchen door locked when the dietary staff went home. The Maintenance Manager stated the 
resident walked through the kitchen door and right out the back door. The Maintenance Manager stated the 
door was not locked at the time and was not alarmed. 

During a telephone interview on 10/18/2024 at 9:20 AM, RN #5 stated she thought a wandering/elopement 
assessment was on the list of assessments that admitting nurses were supposed to do. She stated she did 
not complete a wandering/elopement assessment for Resident #190 because the resident did not really 
exhibit an issue until the resident eloped. RN #5 stated the wandering/elopement assessment was not on the 
list of assessments required to be completed upon admission (this statement is in contrast to the [Facility 
Name] Admit Check-Off List that revealed the admitting nurse should have completed the Wandering Risk 
Assessment for each new admission). RN #5 stated the wandering assessment did not populate in the EMR 
as a required assessment.

(continued on next page)
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During an interview on 10/18/2024 at 9:42 AM, the DON stated the charge nurses had a check list in their 
admission packet that included skin assessments, immunizations, nursing assessments, and vital signs. The 
DON stated the nurse completed a wandering assessment. The DON stated no one audited or monitored to 
verify the assessments were completed. The DON stated Resident #190 could not understand why their 
family left them there and the resident was agitated and immediately was exit-seeking. The DON stated they 
were supposed to do a wandering/elopement assessment, and she just saw that RN #5 missed it. The DON 
stated the assessment was one that popped up in the EMR. The DON stated it was after noon when the 
resident was admitted , though she did not remember the exact time, knowing only that it was in the late 
afternoon. The DON stated when the family left, the resident was actively exit-seeking. The DON stated 
when Resident #190 ran out the kitchen door, all she heard was that the resident got out; the resident had 
gone around and checked all the doors until finding the kitchen door was open and then went out the door. 
The DON stated they called the Administrator, and he called the police. The DON stated the resident was 
wandering around the building, and staff tried to call the family, who did not answer. The DON stated the 
family was very hard to contact. The DON stated someone should have been with Resident #190 to help 
calm the resident. The DON stated they did not receive a lot of information about Resident #190 as the 
resident was not a direct placement from the hospital. The DON stated they did not have the staff to do 
one-on-one monitoring, but they knew they had to keep an eye on Resident #190. The DON stated they tried 
to keep the resident in the common area and keep the resident distracted. The DON stated there was no 
other instance that the resident eloped that she was aware of. The DON stated the information should have 
been passed on that Resident #190 was recently admitted and was exit-seeking, and it should have been 
passed on in report. She stated that she did not know how often the wandering assessments should be 
completed, but thought they should be done quarterly, especially if they had a resident who was actively 
wandering. The DON stated wandering assessments were not currently being done quarterly. She stated the 
kitchen door was supposed to be locked. The DON stated an investigation should start as soon as staff sent 
the information to the Administrator. She stated the staff did not call her; they called the Administrator. She 
stated the Administrator told her he would handle it, so she did not come to help. The DON stated they did 
not do a root cause analysis that she was aware of, but there should have been one completed. She stated 
she expected some resolutions to be found before an elopement could happen again. She stated she 
expected staff to find ways to educate, redirect, and distract the resident and to keep them calm and inside 
the facility. The DON stated wandering assessments needed to be done. The DON stated the resident's 
elopement investigation needed to be more thorough, with more detail, and documented. 

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated that what was listed on the 
admission checklist should be completed. The Administrator stated a wandering assessment was not 
completed for Resident #190. The Administrator stated staff should have completed a wandering/elopement 
assessment after Resident #190's elopement. The Administrator stated when Resident #190 was admitted to 
the facility, the resident wandered, but they did not know that at first. The Administrator stated the family just 
dropped the resident off and left without even saying goodbye and did not give much history (this statement 
is in contrast to the admission summary Progress Notes dated 08/05/2023 at 1:43 PM that revealed the 
family reported that there had been multiple incid[TRUNCATED]
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Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate 
catheter care,  and appropriate care  to prevent urinary tract infections.

22445

Based on observation, interview, record review, and facility policy review, the facility failed to ensure an 
indwelling urinary catheter was secured to prevent potential pulling/trauma to the urethral meatus for 1 
(Resident #24) of 1 sampled resident observed for indwelling urinary catheter care.

Findings included:

A facility policy titled, Catheter Care, Urinary, revised 08/2022, indicated under General Guidelines, to, 4. 
Ensure that the catheter remains secured with a securement device to reduce friction and movement at the 
insertion site.

The State Operations Manual (SOM) Appendix PP - Guidance to Surveyors for Long Term Care Facilities 
guidance at tag F690 specified additional care practices related to catheterization included, Keeping the 
catheter anchored to prevent excessive tension on the catheter, which can lead to urethral tears or 
dislodging the catheter.

An Admission Record revealed the facility initially admitted Resident #24 on 06/01/2022 and readmitted the 
resident on 01/06/2023. According to the Admission Record, the resident had a medical history that included 
diagnoses of unspecified obesity and chronic diastolic (congestive) heart failure.

A quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 09/03/2024, revealed 
Resident # 24 had a Brief Interview for Mental Status (BIMS) score of 7, which indicated the resident had 
severe cognitive impairment. The MDS indicated the resident was always incontinent of bowel and bladder 
but had no indwelling urinary catheter. The MDS indicated Resident #24 was at risk of developing pressure 
ulcers but, at the time of the assessment, had no pressure ulcers. The MDS indicated Resident #24 did not 
have either a neurogenic bladder or obstructive uropathy.

Resident #24's care plan included a focus area, revised 09/24/2024, that indicated the resident had frequent 
bladder incontinence related to impaired mobility. The care plan did not address the use of, or care required 
for, an indwelling urinary catheter.

Resident #24's Order Summary Report, with active orders as of 10/16/2024, did not include a physician's 
order for the use of an indwelling urinary catheter, but did include a physician's order, dated 09/25/2024, for 
catheter care to be completed each shift and to ensure the catheter was patent and in a down draining 
position with no signs or symptoms of infection or other problems. 

An observation of Resident #24's indwelling urinary catheter care, on 10/16/2024 at 9:25 AM with Registered 
Nurse (RN) #4 assisted by Nurse Aide (NA) #7, revealed the resident's urinary catheter was not secured. 
During a concurrent interview, RN #4 stated Resident #24 had a reaction to the adhesive on the catheter 
stabilization device, but she was unsure if there was documentation regarding the reaction since she had not 
been the one that placed the catheter. RN #4 stated that Resident #24's indwelling urinary catheter had been 
placed less than a month ago due to a red groin. An observation of Resident #24's skin revealed redness in 
the groin area but no pressure ulcers.
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NA #7 was interviewed on 10/16/2024 at 9:43 AM. NA #7 stated she had previously seen a device used to 
secure Resident #24's indwelling urinary catheter, but one of the nurses had removed the device due to the 
resident's leg being red. NA #7 stated she had seen only one type of device used.

RN #4 was interviewed on 10/16/2024 at 9:47 AM. RN #4 stated the indwelling urinary catheter had been 
placed due to Resident #24's fragile, sensitive skin. RN #4 stated that even with every two hour or hourly 
brief changes, Resident #24's skin remained painful, red, and raw. RN #4 stated there had been discussions 
with Resident #24's family member regarding the positives and negatives of using an indwelling urinary 
catheter, and the decision was made to use the catheter. RN #4 stated a stabilization device had been used 
to secure the indwelling urinary catheter, but Resident #24 had a reaction to the adhesive on the device. RN 
#4 stated she was unsure if any other type of securing device had been used.

The Director of Nursing (DON) was interviewed on 10/16/2024 at 11:15 AM. The DON stated indwelling 
urinary catheters were used for residents who had issues with urination, chronic infections, or wounds that 
had not healed. The DON stated Resident #24 had a Stage 2 pressure ulcer that had not healed and had 
redness in the groin. The DON stated Resident #24 was allergic to the adhesive on the catheter stabilization 
devices that were usually used. The DON stated no other methods of securing the indwelling urinary catheter 
had been attempted and added that it was important to secure the indwelling urinary catheter to keep the 
catheter from being pulled out. The DON reviewed progress notes for Resident #24 and stated there was no 
documentation about the Resident #24's reaction to the adhesive on the stabilization device.

The Administrator was interviewed on 10/17/2024 at 2:29 PM. The Administrator stated if Resident #24 was 
allergic to the adhesive on the stabilization device, he expected another type of stabilization device to be 
tried. 
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Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical chart, following 
irregularity reporting guidelines in developed policies and procedures.

40141

Based on interview, record review, facility document review, and facility policy review, the facility failed to 
ensure pharmacy recommendations were addressed for 1 (Resident #26) of 5 residents reviewed for 
unnecessary medications.

Findings included:

A facility policy titled, Pharmacy Services Committee, revised 12/2009, indicated, Duties and responsibilities 
of the Pharmacy Services Committee include, but are not limited to: 12. Reviewing the reports of the 
Consultant/Supervising Pharmacist.

An Admission Record indicated the facility admitted Resident #26 on 04/03/2022. According to the 
Admission Record, the resident had a medical history that included diagnoses of schizophrenia and paranoid 
personality disorder. 

A significant change Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 08/14/2024, 
revealed Resident #26 had moderate impairment in cognitive skills for daily decision-making and had a 
short-term memory problem per a Staff Assessment of Mental Status (SAMS). The MDS revealed the 
resident received an antipsychotic, antianxiety, antidepressant, an opioid, and a hypoglycemic medication 
during the assessment period. 

Resident #26's Order Summary Report, with active orders as of 10/15/2024, contained an order dated 
07/22/2024 for lorazepam 2 milligrams (mg) one tablet by mouth every 12 hours as needed for anxiety. 
Further review revealed the order did not indicate an end date. The Order Summary Report also contained 
an order dated 09/25/2024 for lorazepam injection 2 mg per one milliliter (ml) with instructions to inject 1 ml 
intramuscularly every 24 hours as needed for severe anxiety. Further review revealed the order did not 
indicate an end date.

Resident #26's July Pharmacy Consulting Report, dated 08/08/2024, indicated PRN (pro re nata, as needed) 
lorazepam must have a 14-90 day auto-stop date. 

Resident #26's Medication Administration Record [MAR] for the timeframe from 10/01/2024 through 
10/15/2024, contained a transcription of an order for lorazepam 2 mg one tablet by mouth every 12 hours as 
needed with a start date of 07/22/2024. The MAR revealed that staff documented the medication had been 
administered to the resident eight times during the month. 

During an interview on 10/16/2024 at 8:29 AM, Registered Nurse (RN) #12 stated the Director of Nursing 
(DON) handled all the pharmacy recommendations. 

During an interview on 10/16/2024 at 8:40 AM, RN #4 stated a stop date was required on PRN psychotropic 
medications so the medication could be reviewed for effectiveness. RN #4 stated she was not familiar with 
pharmacy recommendations, but the pharmacist did a monthly review and discussed it with the DON.
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During a telephone interview on 10/16/2024 at 1:02 PM, the Consultant Pharmacist stated he remotely 
conducted pharmacy reviews for two months then came to the facility every third month to participate in the 
psychotropic medication review meeting. The Consultant Pharmacist stated the pharmacy report was sent to 
the DON and the Medical Director. The Consultant Pharmacist stated the DON was always present in the 
psychotropic review meeting. The Consultant Pharmacist stated the facility did not follow the 
recommendations on the report, and if the report read there were no new irregularities or no new concerns it 
was because he had already pointed out the need for a stop date.

During an interview on 10/17/2024 at 8:42 AM, the DON stated PRN psychotropic medications were 
evaluated every month by the pharmacist. The DON stated the Medical Director, the Consultant Pharmacist, 
and she met quarterly to review psychotropic medications. The DON stated she was responsible for the 
monthly medication reviews. The DON stated she missed the recommendation on the 08/08/2024 pharmacy 
review for Resident #26. The DON stated she expected for the monthly medication reviews to be reviewed 
and recommendations for PRN psychotropic medication stop dates completed. 

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated a 14-day stop date was needed to 
reassess psychotropic medications. The Administrator stated the Medical Director, and the DON were 
responsible for the pharmacy reviews. The Administrator state he expected the DON and Medical Director to 
communicate and discuss the need for the residents. 
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Implement gradual dose reductions(GDR) and non-pharmacological interventions, unless contraindicated, 
prior to initiating or instead of continuing psychotropic medication; and PRN orders for psychotropic 
medications are only used when the medication is necessary and PRN use is limited.

40141

Based on interview, record review, facility document review, and facility policy review, the facility failed to 
ensure an as-needed (PRN, pro re nata) psychotropic medication order specified the duration of use for 1 
(Resident #26) of 5 residents reviewed for unnecessary medications.

Findings included:

A facility policy titled, Psychotropic Medication Use, dated 07/2022, specified, 12. Psychotropic medications 
are not prescribed or given on a PRN basis unless that medication is necessary to treat a diagnosed specific 
condition that is documented in the clinical record. a. PRN orders for psychotropic medications are limited to 
14 days.

An Admission Record indicated the facility admitted Resident #26 on 04/03/2022. According to the 
Admission Record, the resident had a medical history that included diagnoses of schizophrenia and paranoid 
personality disorder. 

A significant change Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 08/14/2024, 
revealed Resident #26 had moderate impairment in cognitive skills for daily decision-making and had a 
short-term memory problem per a Staff Assessment of Mental Status (SAMS). The MDS revealed the 
resident received an antipsychotic, antianxiety, antidepressant, an opioid, and a hypoglycemic medication 
during the assessment period. 

Resident #26's Order Summary Report, with active orders as of 10/15/2024, contained an order dated 
07/22/2024 for lorazepam 2 milligrams (mg) one tablet by mouth every 12 hours as needed for anxiety. 
Further review revealed the order did not indicate an end date. The Order Summary Report also contained 
an order dated 09/25/2024 for lorazepam injection 2 mg per one milliliter (ml) with instructions to inject 1 ml 
intramuscularly every 24 hours as needed for severe anxiety. Further review revealed the order did not 
indicate an end date.

During an interview on 10/16/2024 at 8:29 AM, Registered Nurse (RN) #12 stated Resident #26 took PRN 
lorazepam every one or two days. RN #12 stated PRN psychotropic medications should have a stop date on 
the physician order. RN #12 stated Resident #26's physician order for the PRN lorazepam did not have a 
stop date and should have had one. 

During an interview on 10/16/2024 at 8:40 AM, RN #4 stated a stop date was required on PRN psychotropic 
medications so the medication could be reviewed for effectiveness. RN #4 indicated she did not see a stop 
date on the physician's order for Resident #26's PRN lorazepam.

Resident #26's July Pharmacy Consulting Report, dated 08/08/2024, indicated PRN lorazepam must have a 
14-90 day auto-stop date. 
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During a telephone interview on 10/16/2024 at 1:02 PM, the Consultant Pharmacist state he came to the 
facility every third month to participate in a psychotropic medication review meeting. The Consultant 
Pharmacist stated the Director of Nursing (DON) was always present in the psychotropic review meeting. 
The Consultant Pharmacist stated that in the meeting he would sit with his laptop and go over each 
psychotropic medication and tell the facility if it needed a stop date. The Consultant Pharmacist stated the 
facility had a hard time placing stop dates on physician orders. The Consultant Pharmacist stated the facility 
did not follow the recommendations on the pharmacy consulting report, and if the report read there were no 
new irregularities or no new concerns it was because he had already pointed out the need for a stop date.

During an interview on 10/17/2024 at 8:42 AM, the DON stated the first physician order for a resident's 
psychotropic medication should have a 14-day stop date, then after, the physician reviewed the need for the 
medication. The DON stated after the physician's review the stop date should be 90 days and should be 
reflected on the physician order. The DON reviewed Resident #26's physician order then indicated it did not 
have a stop date. The DON stated she expected for any PRN psychotropic medication to have a stop date. 

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated a 14-day stop date was needed to 
reassess psychotropic medications. The Administrator stated he expected for there to be a stop date on PRN 
psychotropic medications.
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Based on observation, interview, facility document review, and facility policy review, the facility failed to 
maintain a clean and sanitary kitchen. These failures had the potential to affect 39 of 39 residents who 
received meals from the dietary department. 

Findings included:

A facility policy titled, Cleaning Schedules, updated 03/2014, revealed, The Dietary staff shall maintain the 
sanitation of the Dietary Department through compliance with written, comprehensive cleaning schedules 
developed for the community by the Dietary Manager. The policy revealed, 7. Under the days of the week or 
the weeks the Dietary Manager or designee can check off assignments completed or the employee can 
initial. 

A facility policy titled, Operation and Sanitation, revised 11/01/2011, revealed, Operating instructions are 
made available and cleaning procedures are developed for all Dietary Department equipment. 

Observations during the initial tour of the kitchen on 10/14/1024 beginning at 8:50 AM, revealed the 
appliances, including the commercial oven, convection oven, grill, and steamer, were dirty with grease and 
splatters. 

An observation on 10/16/2024 at 10:53 AM revealed the appliances remained dirty. Further observation 
revealed the top of the microwave had a layer of fuzz and dirt that could be removed with a finger sweep. 
Observations also revealed that crumbs covered the counter behind the toaster and the microwave, which 
sat on the food preparation table, next to the steamtable in the center of the kitchen. 

Observations of the kitchen on 10/16/2024 at 10:59 AM revealed the following:

- A thick layer of dirt and food splatters covered the front of the grill, which could be scraped off with a 
fingernail; 

- The side of the steamer was covered with food splatters; 

- The sides (about half-way down) and the top of the back side of the conventional stove top/oven 
combination were covered with splatters and felt sticky to the touch; and 

- The front of the convection oven was covered with a large thick area of dust along the bottom of the 
appliance that could be pulled off with two fingers, leaving dust and fuzz sticking out from the door. 

- The handles of the convection oven were covered with grease that left smudges when a finger was rubbed 
over them. 

Observation of the kitchen on 10/16/2024 at 11:49 AM revealed the following:

(continued on next page)
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- The knobs on the steamer were dirty and the dirt scraped off with a fingernail. 

- There was fuzz and dirt hanging between the convection oven and the steamer. 

- There was fuzz that was approximately two inches long on the wheel of the convection oven that blew in 
the breeze created by the fan. 

- The fronts of two stainless steel drawers under the grill were covered with splatters and the vent located to 
the side of the drawers was covered with dirt and fuzz that could be removed by rubbing with a finger.

The AM [morning shift] Cook's Daily Cleaning Schedule for the week of 10/07/2024 through 10/13/2024 
revealed the AM [NAME] was required to clean the grill, range top, and drip pans. The schedule revealed no 
one signed that the task was completed on 10/12/2024 or 10/13/2024. The cleaning schedule for the week of 
10/14/2024 revealed the [NAME] had initialed the schedule on 10/14/2024 and 10/15/2024, indicating that 
the items had been cleaned. 

During an interview on 10/16/2024 at 10:59 AM, the [NAME] stated staff wiped the appliances down every 
day and staff deep cleaned them once a week. 

The PM [evening shift] Cook's Daily Cleaning Schedule for the week of 10/07/2024 through 10/13/2024 
revealed that the PM [NAME] was required to clean the preparation counter/back splash, clean the range 
and drip pan, clean the toaster, and clean the microwave. The cleaning schedule revealed the DM had 
initialed the form indicating that she cleaned the items on 10/07/2024 and 10/10/2024. The cleaning 
schedule revealed no one initialed the form to indicate the items were cleaned on 10/11/2024, 10/12/2024, 
and 10/13/2024. 

An observation of the kitchen on 10/16/2024 at 12:10 PM revealed the PM Cook's Daily Cleaning Schedule 
for the week of 10/14/2024 through 10/20/2024, was hanging on a wall in the kitchen; however, no one had 
documented that the required cleaning had been completed for 10/14/2024 and 10/15/2024. 

The facility's September 2024 Chore List revealed the PM (evening shift) cook was required to wipe inside 
and out of the oven, stove and steamer (that includes the top) on Mondays. The chore list revealed no one 
signed off on the task, indicating it was completed for September 2024. The Chore List for October 2024 
revealed a line through task for 10/01/2024, and no one signed off on the task on 10/14/2024, indicating the 
items were cleaned. 

During an interview on 10/16/2024 at 2:15 PM, the Dietary Manager (DM) stated the staff were supposed to 
wipe the appliances down every day and do a deep cleaning of the appliances weekly. She stated she had 
monitored in the past to ensure all the things on the lists were completed, but she had not been monitoring 
lately as the kitchen had been short staffed recently and she had been working shifts in the kitchen. She 
stated she knew the appliances were dirty. She stated she was usually the one who did the deep cleaning 
and tried to do it three to four times a year but had not been able to in a while. The DM stated when she 
cleaned, she had to use a putty knife to clean the appliances. According to the DM, if staff were wiping the 
appliances down daily, they may not be as bad. 

(continued on next page)

6554465085

03/27/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

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

Event ID: Facility ID: If continuation sheet 
Page       of      

465085 11/15/2024

San Rafael Health and Rehabilitation 455 West Mill Road
Ferron, UT 84523

F 0812

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

During an interview on 10/18/2024 at 9:42 AM, the Director of Nursing (DON) stated she thought the kitchen 
should be cleaned daily. The DON stated the kitchen should be cleaned and sanitized before every meal. 

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated he expected the kitchen to be 
clean. He stated the kitchen had always been in top shape when they had previous inspections. The 
Administrator stated he was in the kitchen often but did not look at everything while he was in there. 
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47914

Based on interview, record review, facility document review, and facility policy review, the facility failed to 
maintain accurate medical records for 1 (Resident #190) of 19 sampled residents. 

Findings included:

A facility policy titled, Record of Admission, revised December 2006, revealed, A record of admissions will be 
maintained for each resident admitted to the facility. The policy revealed, 1. At the time of the resident's 
admission, a resident identification and summary record is completed. 2. A copy of this record must be 
placed on the resident's chart, and a copy must be provided to the medical records department. 3. Our 
identification and summary record includes, but is not limited to: a. the resident's full name and social 
security number; b. the date and time of this admission.

An Admission Record revealed the facility admitted Resident #190 on 08/04/2023. According to the 
Admission Record, the resident had a medical history that included Alzheimer's disease, insomnia, dementia 
with agitation, and bipolar disorder.

An admission Minimum Data Set (MDS), with Assessment Reference Date (ARD) of 08/14/2023, revealed 
Resident #190 had a Brief Interview for Mental Status (BIMS) score of 5, which indicated the resident had 
severe cognitive impairment. The MDS revealed the facility admitted the resident on 08/04/2023. 

Resident #190's Care Plan, included a diagnosis area initiated 08/22/2023, that indicated the resident was 
an elopement risk and wanderer related to a history of attempts to leave the facility unattended, and the 
resident wandered aimlessly. Interventions directed staff to distract the resident from wandering by offering 
pleasant diversions, structured activities, food, conversation, television, and books. Interventions also 
directed staff to provide structure activities such as toileting, walking inside and outside, reorientation 
strategies including signs, pictures, and memory boxes. Interventions also indicated that the resident usually 
triggered for wandering/eloping in the afternoon.

Resident #190's Progress Notes revealed an Admission Summary dated 08/05/2023 at 1:43 PM written by 
Registered Nurse (RN) #5 that indicated Resident #190 had arrived at the facility with their family.

An Admission Agreement revealed the resident's date of admission was 08/04/2023. The agreement 
revealed the financial responsible party and witness signatures were dated 08/05/2023.

During an interview on 11/11/2024 at 3:04 PM, the MDS Coordinator reviewed the electronic health record 
for Resident #190 and stated the resident's entry MDS indicated an admitted [DATE], the resident's 
admission document also indicated an admitted [DATE], and the resident's admission summary indicated an 
admitted [DATE].

(continued on next page)
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During an interview on 11/11/2024 at 3:22 PM, the Business Office Manager (BOM) stated the resident was 
admitted on [DATE]. The BOM provided a copy of the resident's baseline care plan that had an admitted 
[DATE], and a referral note from the hospital dated 08/04/2023. The BOM stated she had billed the resident 
for 08/04/2023.

During an interview on 11/11/2024 at 3:41 PM, the Director of Nursing (DON) stated that she remembered 
talking back and forth with the hospital on 08/04/2023 about transportation for Resident #190. The DON 
stated the hospital felt the resident would not be comfortable going with the facility's transportation, so a 
decision was made that the resident's family member would bring them to the facility on [DATE].

During a follow-up interview on 11/12/2024 at 8:10 AM, the DON stated that on 08/04/2023, Resident #190's 
family member had taken the resident to the clinic at the hospital hoping they could admit the resident. The 
DON stated the hospital told the family that the resident could not be admitted for dementia. The DON stated 
that was when the clinic did a referral for the resident to be in long term care. The DON stated the resident's 
family member did not bring the resident to the facility until 08/05/2023.

During an interview on 11/12/2024 at 8:35 AM, RN #5 stated she documented the admission summary 
progress note on the day that Resident #190 was admitted to the facility. RN #5 stated they would always 
document a progress note on the same day a resident was admitted . RN #5 stated there was some back 
and forth with the family on the resident being at the facility, so there may have been an issue with the date 
based on that.

During an interview on 11/12/2024 at 9:18 AM, the Administrator stated he felt what happened with Resident 
#190's admitted was that the resident was supposed to come to the facility on the fourth (08/04/2023) and 
that was when everything was started in the electronic health record system, but the family did not bring the 
resident to the facility until the fifth (08/05/2023).

During an interview on 11/12/2024 at 9:58 AM, the MDS Coordinator stated she received residents' admitted 
s for the MDS from the BOM because she was the one that would verify the resident was qualified to be at 
the facility. The MDS coordinator stated new admissions were discussed in the morning meetings. The MDS 
coordinator stated she was not present on the day Resident #190 was admitted to the facility. The MDS 
coordinator stated there could have been a mix up on the paperwork that the BOM received, but she was not 
sure.

During an interview on 11/12/2024 at 10:04 AM, the DON stated her expectation was that dates were correct 
in the electronic health record. The DON stated Resident #190's paperwork should have reflected the 
admitted [DATE] and not 08/04/2023. The DON stated when they found out the resident was not coming on 
08/04/2023, they should have taken the resident out of electronic health record system and then entered the 
resident back in when they came in on 08/05/2023. 

During a follow-up interview on 11/12/2024 at 11:46 AM, the Administrator stated his expectation was that 
medical records were accurate.
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Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 22445

Based on observation, interview, record review, and facility policy review, the facility failed to implement 
infection control and prevention policies. Specifically, the facility failed to ensure staff followed enhanced 
barrier precautions (EBP) when completing indwelling urinary catheter care for 1 (Resident #24) of 1 resident 
reviewed for indwelling urinary catheter care. Additionally, the facility failed to conduct annual tuberculosis 
(TB) risk screenings for 4 (Residents #1, #3, #4, and #27) of 5 residents whose immunization histories were 
reviewed.

Findings included:

1. A facility policy titled, Enhanced Barrier Precautions Policy and Procedure, revised 03/27/2024, indicated, 
Enhanced Barrier Precautions (EBP) are an infection control intervention designed to reduce transmission of 
multidrug-resistant organisms ([NAME]) [sic - MDROs] in nursing homes. Enhanced Barrier Precautions 
involve gown and glove use during high-contact resident care activities for residents known to be colonized 
or infected with a [NAME] as well as those at increased risk of [NAME] acquisition (e.g. [exempli gratia, for 
example], residents with wounds or indwelling medical devices). High-contact resident activities include:

- Dressing

- Bathing/showering

- Transferring

- Providing hygiene

- Changing linens

- Changing briefs or assisting with toileting

- Device care or use: central line, urinary catheter, feeding tube, tracheostomy/ventilator

- Wound care: any skin opening requiring a dressing.

An Admission Record revealed the facility initially admitted Resident #24 on 06/01/2022 and readmitted the 
resident on 01/06/2023. According to the Admission Record, the resident had a medical history that included 
diagnoses of unspecified obesity and chronic diastolic (congestive) heart failure.

A quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 09/03/2024, revealed 
Resident #24 had a Brief Interview for Mental Status (BIMS) score of 7, which indicated the resident had 
severe cognitive impairment. The MDS indicated the resident was always incontinent of bowel and bladder 
but had no indwelling urinary catheter. The MDS indicated Resident #24 was at risk of developing pressure 
ulcers but, at the time of the assessment, had no pressure ulcers. The MDS indicated Resident #24 did not 
have either a neurogenic bladder or obstructive uropathy.

(continued on next page)
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Resident #24's care plan included a focus area, revised 09/24/2024, that indicated the resident had frequent 
bladder incontinence related to impaired mobility. The care plan did not address the use of, or care required 
for, an indwelling urinary catheter.

Resident #24's Order Summary Report, with active orders as of 10/16/2024, did not include a physician's 
order for the use of an indwelling urinary catheter, but did include a physician's order, dated 09/25/2024, for 
catheter care to be completed each shift and to ensure the catheter was patent and in a down draining 
position with no signs or symptoms of infection or other problems. 

An observation of care provided to Resident #24's on 10/16/2024 at 9:25 AM revealed Registered Nurse 
(RN) #4 providing indwelling urinary catheter care and personal hygiene care with the assistance of Nurse 
Aide (NA) #7, after Resident #24 had a bowel movement. RN #4 and the NA #7 both donned gloves, but 
neither staff member donned a gown while providing care to the resident. 

RN #4 was interviewed on 10/16/2024 at 9:47 AM. RN #4 stated she was unaware of the term enhanced 
barrier precautions and had not been educated to wear a gown or mask while providing catheter care. She 
did state that EBP was used for residents with wounds. 

NA #7 was interviewed on 10/16/2024 at 11:12 AM. NA #7 stated she had not heard the term enhanced 
barrier precautions and had not been taught to wear a gown and gloves when providing care for Resident 
#24, who had an indwelling urinary catheter.

The Director of Nursing (DON) was interviewed on 10/16/2024 at 11:15 AM. The DON stated the facility 
policy instructed EBP usage with any task dealing with fluids. The DON stated there was the potential to 
come in contact with fluids when caring for an indwelling urinary catheter. The DON stated EBP training had 
been provided. She indicated EBP training was not provided to nursing staff during orientation, but the use of 
personal protective equipment (PPE) was discussed. 

The Infection Preventionist (IP) was interviewed on 10/16/2024 at 1:30 PM. The IP stated she had not heard 
about EBP until she started her employment with the facility and had no idea what staff had been taught. The 
IP stated any resident with catheters and wounds should be placed on EBP. The IP stated she knew there 
were a few residents in the facility with wounds. 

Certified Nurse Aide (CNA) #2 was interviewed on 10/17/2024 at 9:22 AM. CNA #2 stated she had not heard 
the term EBP. CNA #2 stated she had not received any instruction to wear a gown when providing care to 
Resident #24. 

The MDS Coordinator was interviewed on 10/17/2024 at 12:09 PM. The MDS Coordinator stated there were 
no residents in the facility on EBP. The MDS Coordinator stated she had not been trained on EBP and, 
therefore, did not think there were any residents who required EBP and had not care planned EBP for 
Resident #24. 

(continued on next page)
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Registered Nurse (RN) #6 was interviewed on 10/17/2024 at 10:53 AM. RN #6 stated he had received 
education on EBP, but then said he was unaware of the term EBP. RN #6 stated he thought it was 
mandatory to wear a gown when taking care of residents with indwelling urinary catheters due to the 
potential of disease and added that, at the very least, gloves were worn. RN #6 stated he was unable to 
recall CNAs wearing gowns when emptying a urine collection bag but stated the CNAs did wear gloves. RN 
#6 stated that when providing treatments to pressure ulcers, the personal protective equipment (PPE) worn 
depended on the type of dressing change and added that most of the wound care in the facility for pressure 
ulcers only required gloves be worn. 

A telephone interview was held with RN #16 on 10/17/2024 at 11:07 AM. RN #16 stated she no longer 
worked at the facility but was previously employed as the facility's IP. RN #16 stated she had received 
education on IP and EBP when she attended a conference in Salt Lake City. RN #16 stated, upon return to 
the facility, she shared the education she had received with the DON, the Assistant Director of Nursing 
(ADON), and the Administrator. RN #16 stated she felt dismissed about the information she tried to share 
and was told by the DON there was no need to go to extreme measures with infection control and no need to 
initiate EBP. 

RN #17 was interviewed on 10/17/2024 at 11:39 AM. RN #17 stated no residents in the facility required EBP. 
RN #17 stated she had been taught about EBP in nursing school. RN #17 stated if a resident required EBP, 
there would be a sign on the resident's room door alerting her to the precautions that were to be taken. RN 
#17 stated the facility had residents with pressure ulcers and with catheters, but she had not been instructed 
to wear gowns, gloves, or eye protection when providing care to those residents. RN #17 confirmed Resident 
#24 had an indwelling urinary catheter and stated she had not been told the resident was on EBP or that she 
needed to wear any type of PPE.

The DON was interviewed on 10/17/2024 at 2:08 PM and stated she did not have a good reason for EBP not 
having been initiated for residents with catheters and those that required wound care. 

The Administrator was interviewed on 10/17/2024 at 2:13 PM. The Administrator stated he was unaware 
staff were not following EBP but expected EBP to be followed.

2. A facility policy titled, Tuberculosis, Screening Residents for, revised 07/2016, indicated, Policy Statement 
- This facility shall screen all residents for tuberculosis infection and disease (TB). The policy also indicated 
under the section, Serial Testing of Residents, that, 1. The facility will conduct an annual risk assessment to 
determine TB risk classification (low or medium). 2. If the risk classification is identified as 'low risk' for 
transmission of TB the facility shall screen residents for TB if the develop symptoms of active TB disease or 
if there has been an incident of known exposure to a person with active TB. Otherwise, annual screening is 
not routine. 3. If the risk classification is identified as 'medium risk' for transmission of TB, residents will 
receive an annual TST [tuberculin skin test], with the exception of known 'converters' (those whose previous 
skin tests are positive).

A review of the immunization record for Resident #1 revealed the resident had their last tuberculosis (TB) 
testing on 08/01/2021. The record did not specify whether annual risk assessments had been completed 
since that date.
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A review of the immunization record for Resident #27 revealed the resident had their last TB testing on 
03/14/2023. The record did not specify whether annual risk assessments had been completed since that 
date.

A review of the immunization record for Resident #3 revealed the resident had their last TB testing on 
03/19/2020. The record did not specify whether annual risk assessments had been completed since that 
date.

A review of the immunization record for Resident #4 revealed the resident had their last TB testing on 
10/14/2019. The record did not specify whether annual risk assessments had been completed since that 
date.

The Infection Preventionist (IP) was interviewed on 10/16/2024 at 1:30 PM. The IP stated TB testing was 
completed on admission or a break in care, such as when a resident went home, but not after a 
hospitalization .

During an interview with the Administrator on 10/16/2024 at 2:48 PM, the Administrator stated either the 
Director of Nursing (DON) or the IP would know where to find the annual TB risk assessments. 

The DON was interviewed on 10/17/2024 at 2:08 PM and stated there had been no annual TB risk 
assessments completed for residents. The DON stated there had recently been a couple of different IPs and 
added that may be the reason the risk assessments had not been completed.

The Administrator was interviewed on 10/17/2024 at 2:13 PM. The Administrator stated the yearly risk 
assessments were done for staff, but he was not aware the assessments had not been completed for 
residents. 
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Give their staff education on dementia care, and what abuse, neglect, and exploitation are; and how to report 
abuse, neglect, and exploitation.

49044

Based on interview, document review, and facility policy review, the facility failed to provide annual and 
periodic training in accordance with facility policy, to educate staff on activities that constitute abuse and 
procedures for reporting incidents of abuse for 2 (Certified Nurse Aide [CNA] #8 and Registered Nurse [RN] 
#6) of 4 staff reviewed. 

Findings included:

A facility policy titled, Policy and Procedure for Prohibiting Abuse, dated 02/2017, indicated, 2. Training All 
employees will be trained through orientation and ongoing inservices on issues related to the prohibition of 
abuse including: 

- Appropriate behavioral interventions to deal with aggressive and/or catastrophic reactions of residents

- How to report allegations without fear of reprisal 

- Signs of burnout, frustration and stress that may lead to abuse

- What constitutes abuse, neglect and misappropriation of resident property.

3. Prevention of abuse This facility carefully screens potential employees. Initial orientation and periodic 
inservices at least twice a year regarding abuse prevention and reporting, activities that constitute abuse, 
neglect, exploitation and misappropriation of resident's property. Education will include procedures for 
reporting, prevention of resident abuse and dementia management. The policy also specified, 4. 
Identification of possible abuse events: Facility will offer annual and periodic inservices educating staff to 
identify potential signs and symptoms of abuse including behavior changes and injuries of unknown origin 
and to identify events and trends which may constitute abuse. 

A DLBC [Division of Licensing and Background] - Form 358: Facility Reported Incidents document revealed 
that on 11/28/2023 at 2:30 PM, the Administrator reported an allegation to the state agency that Registered 
Nurse (RN) #6 physically and mentally/verbally abused Resident #38. The report revealed that staff became 
aware of the incident on 11/24/2023 in the Early Morning, and Certified Nurse Aides (CNAs), including CNA 
#8, notified administration of the alleged incident on 11/28/2023 at 2:00 PM, four days after the incident. 
According to the report, RN #6 went into Resident #38's room, yelled in the resident's face that the resident 
needed to get into bed, grabbed the resident's arms and wrist, and shook the resident. Per the document, 
the nurse gave the resident a choice to either let the aides put the resident in bed or he would do it, then 
counted down from five. The document indicated that the nurse then grabbed the resident by their arms and 
legs and moved the resident to the bed. The document indicated that the resident told the nurse to stop 
hurting them. Per the report, the facility unsubstantiated the abuse allegations and indicated they would 
educate again on the policies on abuse. (Refer to F600, F609, and F610).

(continued on next page)
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During an interview on 10/16/2024 at 6:15 PM, CNA #8 stated she worked at the facility for almost two years 
as a CNA. She stated she did not remember receiving any training regarding abuse prohibition or reporting 
while she worked at the facility. CNA #8 also stated that she did not receive any retraining after she did not 
immediately report the abuse allegation for Resident #38 in November 2023. 

During an interview on 10/17/2024 at 9:41 AM, RN #6 stated he had worked at the facility for a little over two 
years. RN #6 stated he worked night shift and made it to some required trainings, but not all of them. He 
stated he recalled completing computer trainings for abuse prohibition and resident rights. RN #6 stated he 
was suspended for three days after the November 2023 abuse allegation but did not recall receiving abuse 
prohibition training after that.

RN #6's RELIAS Certificate of Completion, revealed RN #6 successfully completed 0.50 training hours for 
Preventing, Recognizing, and Reporting Abuse on 02/01/2023. 

CNA #8's RELIAS Certificate of Completion revealed CNA #8 successfully completed 0.50 training hours for 
Preventing, Recognizing, and Reporting Abuse on 02/03/2023. 

A document titled, 2024 Inservices indicated the facility provided training on vital signs and abuse: kinds 
reporting and prevention on 03/06/2024. The Administrator was asked for a copy of the sign-in sheet for this 
in-service on 10/18/2024 at 9:07 AM and provided a document titled, Staff Meeting 3/13/24 [03/13/2024] that 
listed 20 typed staff members' names. Some were only first names while others were first and last names. 
The list of names did not include RN #6 and CNA #8. This document did not specify the topics that were 
discussed during the 03/13/2024 staff meeting, and no other sign-in sheet was provided for the 03/06/2024 
abuse training.

An undated Abuse Policy found in several employees' personnel records specified, All employees of [the 
facility] must immediately report any incidents of abuse or misappropriation of patient property. Patient abuse 
is defined as the willful infliction of a patient with resulting physical harm or pain, mental anguish, deprivation 
of goods or services that are necessary to attain or maintain physical, mental or psychosocial well-being. 
Abuse may consist of verbal abuse, sexual abuse, physical abuse, involuntary seclusion, mental abuse, 
neglect and/or misappropriation of patient property. Abuse of any kind will not be tolerated at [the facility] and 
will result in termination of employment. Personnel records for RN #6 and CNAs #2, #10, #8 and #9 all 
contained a copy of this undated policy that had been signed by the employee as follows:

- CNA #2's personnel record revealed that she signed the undated Abuse Policy on 07/23/2023. CNA #2's 
personnel record did not include any other evidence of abuse training.

- CNA #10's personnel record revealed that she signed the undated Abuse Policy on 10/24/2023. CNA #10's 
personnel record did not include any other evidence of abuse training.

- CNA #8's personnel record revealed that she signed the undated Abuse Policy on 08/30/2022. CNA #8's 
personnel record did not include any other evidence of abuse training.

- RN #6's personnel record revealed that he signed the undated Abuse Policy on 07/17/2022. RN #6's 
personnel record did not include any other evidence of abuse training.

(continued on next page)
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- CNA #9's personnel record revealed that she signed the undated Abuse Policy on 08/03/2022. CNA #9's 
personnel record did not include any other evidence of abuse training.

During an interview on 10/18/2024 at 9:42 AM, the Director of Nursing (DON) stated that the Administrator 
monitored the required computer training for staff. She stated if someone missed a training, the Administrator 
notified her, and she notified the staff member that they needed to complete the missing training. Per the 
DON, staff signed in when they attended an in-service, and they reviewed the training with the staff who did 
not attend; however, the DON stated they did not document the individual training. The DON also stated they 
should have staff repeat abuse prohibition trainings if there were allegations of abuse against them. 

During an interview on 10/18/2024 at 11:28 AM, the Administrator stated the facility provided abuse 
prohibition training to the staff involved in an abuse allegation, just not right away. The Administrator stated 
he had no documentation of these trainings but had provided an in-service for the CNAs. The Administrator 
stated the facility also provided yearly abuse prohibition trainings. 

During a telephone interview on 11/13/2024 at 12:12 PM, the facility's corporate Chief Operating Officer 
(CEO) stated he knew the facility conducted annual training on abuse and reporting allegations of abuse and 
did so at least annually. He believed they had conducted more than one training. He indicated there should 
be sign-in sheets for each training, and if a staff member did not attend, they needed to come in and the 
facility needed to provide individual training and have the staff member sign that they received the training. 
He did not know why there was no sign-in sheet for the abuse training in March 2024. He stated he attended 
a training a couple of months ago where the facility did their annual emergency preparedness training, and 
he had to sign in that he attended.

During a telephone interview on 11/14/2024 at 2:23 PM, the previous Assistant Director of Nursing (ADON) 
stated she did not remember the March 2024 training, why there were no sign-in sheets, or who attended. 
She indicated it had been almost a year ago and she no longer worked at the facility, so her memories had 
faded.

During an interview on 11/15/2024 at 9:57 AM, the Business Office Manager (BOM) stated the previous 
ADON had provided the typed list for the March 2024 training/in-service, and she did not know if there were 
any sign-in sheets; she just knew that the previous ADON kept track of who attended. She indicated the 
previous ADON was in charge of tracking the CNAs' trainings and that the current ADON would be taking 
over that piece of the training. She stated when she first started working in the business office, she noticed 
that the personnel files were a mess. Since she had been working in the office, they had developed a new 
system where health records were kept in a red folder, and Human Resources (HR) took care of the 
onboarding and maintained the new hire personnel paperwork. She indicated HR did not start this process 
until June 2024, so she was not sure who maintained the onboarding paperwork prior to that. She stated she 
believed it was all in the blue folders that were provided to the survey team for the four CNAs and RN #6. 
According to the BOM, the Administrator was the only one who had access to look at the overall Relias 
training and pull up those training records. She indicated she did not believe the facility had any other 
documentation of abuse training for the four CNAs and for RN #6 if there was no other documentation found 
in their blue personnel files.
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During an interview on 11/15/2024 at 10:52 AM, the Administrator provided a printout of his own Relias 
trainings completed since 2020, which indicated he completed abuse training every year. He stated that what 
he was providing for himself was what it should look like in each staff member's file on Relias. He confirmed 
again that there were no training records in the Relias system for RN #6 and CNAs #2, #8, #9, and #10, 
other than the abuse training in 2023 that he had provided for CNA #9 and RN #6. He indicated he had no 
other documentation to provide for those staff members' trainings. He stated he was currently in charge of 
tracking staff trainings, but he could see now what was lacking. He revealed he had been behind this year 
but knew that was not an excuse. He stated the facility had been working to make improvements on several 
of the systems, and he could see they still had some things to work on.

During an interview on 11/15/2024 at 11:15 AM, the HR employee stated that when a new employee started, 
she gave them the new hire packet, which included a lot of policies, what forms of identification they were 
required to bring in, I-9s, W-4s, education, employee vaccinations and the consents/declinations for those, 
and the employee handbook. She stated she did not do any trainings with the staff and, once she had all the 
information and had the background checks, she turned the files over to whatever supervisor the employee 
would have. She stated again that she provided no training to new hires and did not enter the new 
employees into the Relias system when they were hired. When asked about the Relias system, she stated, I 
don't even know what that is. According to the HR employee, she started her employment with the facility in 
June 2024.

During an interview on 11/15/2024 at 6:16 PM, the Administrator stated hey needed to keep better track of 
sign-in sheets, track the Relias training, make sure everyone was doing the training, and document to make 
sure they had the documentation to show the trainings had been done.
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