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An unannounced Medicare/Medicaid abbreviated
standard survey was conducted 09/06/23 through
09/07/23. Corrections are required for
compliance with 42 CFR Part 483 Federal Long
Term Care requirements. Five complaints were
investigated during the survey: VA00059636-
substantiated with deficiency, VA00059459-
substantiated with deficiency, VA00059195-
substantiated with deficiency,
VA00058896-substantiated with deficiency and
VA00058832-unsubstantiated.

The census in this 190 certified bed facility was
156 at the time of the survey. The survey sample
consisted of 17 resident reviews.

F 600 | Free from Abuse and Neglect F 600
SS=D | CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, facility document review
and clinical record review, the facility failed to

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
10/04/2023

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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protect the resident's right to be free from
physical abuse by another resident, for one of 17
residents in the survey sample, Residents #10.

The findings include:

The facility failed to protect Resident #10 from
physical abuse by another resident, Resident #14
on 8/4/23.

Resident #10 was admitted to the facility on
10/8/19 with diagnoses that included but were not
limited to: schizophrenia, psychosis not due to a
substance and colostomy.

Resident #10's most recent MDS (minimum data
set) assessment, a quarterly assessment, with an
ARD (assessment reference date) of 8/14/23,
coded the resident as scoring a 13 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident was not cognitively
impaired. A review of the MDS Section
G-functional status coded the resident was
independent for bathing, transfers, bed mobility,
dressing, eating and hygiene. Resident required
supervision for locomotion and walking.

A review Resident #10's comprehensive care plan
dated 2/7/23, which revealed, "FOCUS: The
resident has a psychosocial well-being problem
related to relationship in the facility.
INTERVENTIONS: Provide privacy. Educate on
Safety. Encourage resident to discuss feelings."

Resident #14 was admitted to the facility on
1/23/23 with diagnosis that included but were not
limited to: hemiplegia, hemiparesis on left side
and psychoactive substance abuse.

F 600
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Resident #14's most recent MDS (minimum data
set) assessment, a quarterly assessment, with an
ARD (assessment reference date) of 8/20/23,
coded the resident as scoring a 13 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident was not cognitively
impaired.

A review of Resident #14's comprehensive care
plan dated 8/4/23, which revealed, "FOCUS:
Resident engaged in physical altercation with
another resident. INTERVENTIONS: Nursing to
redirect negative behaviors that may lead to
violence as indicated."

A review of the facility synopsis of event dated
8/4/23, revealed, "Charge nurse reported that
(Resident #14) and (Resident #10) engaged in a
verbal and physical altercation. (Resident #14)
had his cane at the time and he used it to strike
(Resident #10). Residents separated. Skin and
pain assessments will be completed. (Resident
#14) was moved further from (Resident #10)."

No previous physical events of resident to
resident abuse by Resident #14 was evidenced
either prior to or subsequent to this event.

A review of Resident #14's progress note dated
8/4/23 at 10:28 PM, revealed, "Resident engaged
in a physical confrontation with another resident.
Staff unable to separate the two residents and
had to call police and ambulance for help.
Resident refused to go to hospital for evaluation
and also refused a skin assessment and vital
signs. Nurse Practitioner (NP) notified; attempted
to notify emergency contact 1 and 2 and
message left in voice mail for them to call back
for update.”

F 600
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A review of Resident #10's progress notes dated
8/4/23 at 10:37 PM, revealed, "Resident was in
his bed resting at 10:00 PM, then another
resident came in his room and hit him while he
was sleeping. Both residents engage in
altercation, police and ambulance was called.
Resident was checked by EMTs (emergency
medical technicians). Resident refused to go to
the ER (emergency room) to get evaluated.
Resident refuse staff to assess injuries."

A review of Resident #10's progress note dated
8/5/23 at 6:15 AM, revealed, "Refused vital signs
and neuro checks due to head injury related to
physical altercation with another resident during
previous shift. NP aware. Unable to reach RP
(responsible party) via phone to notify but
message left to voicemail."

A review of Resident #14's progress note dated
8/5/23 at 6:17 AM, revealed, "Resident outside in
the courtyard for most of the shift, did not display
violent behavior during this shift. Denies pain.
Continues to refuse skin check related to physical
altercation during previous shift. NP aware; own
RP."

Resident #10 and Resident #14 declined to be
interviewed.

An interview was conducted on 9/6/23 at 1:00 PM
LPN (licensed practical nurse) #2. When asked
what abuse is, LPN #2 stated, it can be verbal,
physical, sexual or financial. When asked if one
Resident hit another resident with a cane, is that
abuse, LPN #2 stated, yes, it is abuse.

An interview was conducted on 9/7/23 at 10:00

F 600
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AM with LPN #1. When asked what abuse is,
LPN #1 stated, abuse can be verbal, physical,
sexual, financial, mental or emotional. When
asked if one resident strikes another resident with
a cane, is that abuse, LPN #1 stated, that is
abuse.

On 9/7/23 at approximately 4:00 PM, ASM #1, the
executive director and ASM #2, the interim
director of nursing was made aware of the
findings.

A review of the facility's "Abuse, Neglect,
Exploitation and Misappropriation" policy, revised
11/16/22, revealed, "Acts of abuse directed
against residents are absolutely prohibited. The
center is committed to the prevention of abuse,
neglect, misappropriation of resident property and
exploitation. The following systems have been
implemented: Monitoring of residents who may
be at risk is the responsibility of all facility staff.
This included monitoring residents who are at risk
or vulnerable for abuse, for indications in changes
in behavior, changes in condition or other
non-verbal indication of abuse."

No further information was provided prior to exit.

F 656 | Develop/Implement Comprehensive Care Plan
SS=D | CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial

F 600
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needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and
desired outcomes.

(B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

§483.21(b)(3) The services provided or arranged
by the facility, as outlined by the comprehensive
care plan, must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and facility document

F 656
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review, it was determined the facility staff failed to
develop/implement the care plan for two of 17
residents in the survey sample, Resident #10 and
Resident #12.

The findings include:

1. For Resident #10, the facility staff failed to
develop a comprehensive care plan for abuse for
Resident #10.

Resident #10 was admitted to the facility on
10/8/19 with diagnoses that included but were not
limited to: schizophrenia, psychosis not due to a
substance and colostomy.

Resident #10's most recent MDS (minimum data
set) assessment, a quarterly assessment, with an
ARD (assessment reference date) of 8/14/23,
coded the resident as scoring a 13 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident was not cognitively
impaired. A review of the MDS Section
G-functional status coded the resident was
independent for bathing, transfers, bed mobility,
dressing, eating and hygiene. Resident required
supervision for locomotion and walking.

A review Resident #10's comprehensive care plan
dated 2/7/23, which revealed, "FOCUS: The
resident has a psychosocial well-being problem
related to relationship in the facility.
INTERVENTIONS: Provide privacy. Educate on
Safety. Encourage resident to discuss feelings."

A review of the facility synopsis of events dated
8/4/23, revealed, "Charge nurse reported that
(Resident #14) and (Resident #10) engaged in a
verbal and physical altercation. (Resident #14)

F 656
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had his cane at the time and he used it to strike
(Resident #10). Residents separated. Skin and
pain assessments will be completed. (Resident
#14) was moved further from (Resident #10)."

An interview was conducted on 9/7/23 at 3:45
with ASM (administrative staff member) #2, the
interim director of nursing. When asked the
purpose of the care plan, ASM #2 stated, purpose
of the care plan to better help all staff take care of
residents based on needs, preferences, orders
and condition. When asked if a resident had
been struck by another resident with a cane,
should a care plan be developed to include
abuse, ASM #2 stated, yes, it should be
developed based on the resident-to-resident
altercation.

On 9/7/23 at approximately 4:00 PM, ASM #1, the
executive director and ASM #2, the interim
director of nursing was made aware of the
findings.

A review of the facility's "Plans of Care" policy,
revised 9/17, revealed, "Develop a
comprehensive plan of care for each resident that
includes measurable objectives and timetables to
meet the resident's medical, nursing, mental and
psychosocial needs that are identified in the
comprehensive assessment."

No further information was provided prior to exit.

2. For Resident #12, the facility staff failed to
implement the comprehensive care plan to check
the wander guard (a bracelet worn by the resident
used as monitoring device due to wandering) for
placement each shift.

F 656
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A review of the comprehensive care plan dated
4/23/23 revealed, "FOCUS: The resident is an
elopement risk/wanderer related to resident
wanders aimlessly, exit seeking to go home,
tugging on unit entrance door randomly, resident
exit seeking walking out of door.
INTERVENTIONS: Assess for elopement risk.
Check wander guard for
placement/function/expiration date as ordered
and as needed. Electronic monitoring device
wander guard."

Resident #12 was observed with the wander
guard on his right ankle on 9/6/23 at 1:00 PM.

A review of the physician orders dated 10/20/22,
revealed "Wander guard check every shift for
placement."

A review of the "Elopement Risk Evaluation"
dated 4/22/23, revealed, "Resident is AT RISK for
elopement”.

A review of the TARs (treatment administration
records) from June-September 2023 revealed the
following documentation was missing for "Wander
guard check every shift for placement and for
monitoring" June: 2 out of 90 shifts, July: 2 out of
93 shifts, August: 7 out of 93 shifts and
September: 3 out of 16 shifts.

An interview was conducted on 9/7/23 at 10:00
AM with LPN (licensed practical nurse) #1. When
asked the purpose of the care plan, LPN #1
stated, to give us the goals and interventions
needed for each resident. When asked if the
care plan intervention included wander guard for
placement and function, but there was no
evidence of the wander guard being checked

F 656
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every shift, was the care plan being followed, LPN
#1 stated, no, it is not being followed.

On 9/7/23 at approximately 4:00 PM, ASM #1, the
executive director and ASM #2, the interim
director of nursing was made aware of the
findings.

No further information was provided prior to exit.

Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, clinical record review
and facility document review, it was determined
the facility staff failed to provide supervision for
six of 17 residents in the survey sample, Resident
H#4, #5, #6, #7, #8, #12.

The findings include:

The facility staff failed to ensure a staff member
supervised the residents during smoking times,
and failed to ensure wander guard monitoring
was performed per the plan of care.

On 9/6/23 at 8:30 AM, during entrance, a list of
smoking residents was requested. This list
included the following

F 656
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Residents: Resident #4, Resident #5, Resident
#6, Resident #7 and Resident #8.

1. Resident #4 did not have interventions
implemented to supervise smoking. On 9/6/23 at
approximately 9:00 AM, Resident #4 was
observed in the courtyard off the dining room,
smoking without supervision. A smoking apron
was on the resident. When asked who had
provided his cigarette and lit it, Resident #4 would
not answer. No burns noted on resident.

Resident #4 was admitted to the facility on 6/3/22
with diagnosis that included but were not limited
to: Alzheimer's, Psychotic disorder and CVA
(cerebrovascular attack).

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
ARD (assessment reference date) of 8/6/23,
coded the resident as scoring a 05 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident was severely cognitively
impaired.

A review of the comprehensive care plan revised
3/17/23 revealed, "FOCUS: The resident is a
smoker. Resident has a history of taking
cigarettes out of ashtray. Resident is at times
non-compliant with facility smoking policy.
INTERVENTIONS: The resident requires a
smoking apron while smoking. The resident
requires supervision while smoking. The
resident's smoking supplies are store by the
facility staff. Instruct resident about the facility
policy on smoking: locations, times and safety
concerns."

A review of the "Smoking Evaluation" dated
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8/24/23, revealed, "Summary of evaluation:
Resident is determined to be a safe smoker.
Supervision needed while smoking: constant."

On 9/6/23 at 2:00 p.m. an interview was
attempted with OSM #9, the activities director,
who was responsible for overseeing the resident
smoking time on 9/6/23, however OSM #9 was
escorted out of the building by OSM #8, the HR
director, as the surveyor approached him.

On 9/6/23 at approximately 5:40 PM, ASM
(administrative staff member) #1, the executive
director and ASM #2, the interim director of
nursing was made aware of the findings. ASM #1
stated, "l understand you passed him in the hall
as he was leaving. He was responsible for
overseeing smoking." ASM #1 and ASM #2 stated
OSM #9 was terminated.

On 9/7/23 at approximately 8:00 AM, ASM #1
stated, "I met with the residents last evening and
outlined the smoking times, they requested to
smoke more than one cigarette and we discussed
the need for supervision and for them to wear
their smoking apron."

On 9/7/23 at approximately 9:05 AM, CNA
(certified nursing assistant) #4 was observed
entering the courtyard with a container of
cigarettes and lighter. When asked if she was
assigned this, CNA #4 stated, it is a rotating
assignment, and it is usually the responsibility of
the activities department. CNA #4 stated to
residents, no apron, no smoking and proceeded
to light the residents' cigarettes.

A review of the facility's "Smoking-Supervised"
policy, revised 2/7/20, revealed, "The Center will
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provide a safe, designated smoking area for
residents. For the safety of all residents the
designated smoking area will be monitored by a
staff member during authorized smoking times.
Smoking is only allowed in designated areas and
during designated times. Oxygen is not permitted
in the designated smoking area. The Center will
have safety equipment available in designated
smoking areas including smoking blankets,
smoking aprons, a fire extinguisher and
non-combustible self- closing ashtrays. The
Center will retain and store matches, lighters, etc.
for all residents."

No further information was provided prior to exit.

2. Resident #5 did not have interventions
implemented to supervise smoking. On 9/6/23 at
approximately 9:00 AM, Resident #5 was
observed in the courtyard off the dining room,
smoking without supervision. Smoking apron
was on the resident. When asked who had
provided her cigarette and lit it, Resident #5
would not answer. No burns noted on resident.

Resident #5 was admitted to the facility on
11/21/22 with diagnosis that included but were not
limited to: schizophrenia, DM (diabetes mellitus)
and ESRD.

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
ARD (assessment reference date) of 5/31/23,
coded the resident as scoring a 14 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident was not cognitively
impaired.

A review of the comprehensive care plan revised
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3/17/23, which revealed, "FOCUS: The resident is
a smoker. INTERVENTIONS: The resident
requires a smoking apron while smoking. The
resident requires supervision while smoking.
Instruct resident about the facility policy on
smoking: locations, times and safety concerns."

A review of the "Smoking Evaluation" dated
3/1/23, revealed, "Summary of evaluation:
Resident is determined to be a safe smoker.
Supervision needed while smoking: constant."

On 9/6/23 at 2:00 p.m. an interview was
attempted with OSM #9, the activities director,
who was responsible for overseeing the resident
smoking time on 9/6/23, however OSM #9 was
escorted out of the building by OSM #8, the HR
director, as the surveyor approached him.

On 9/6/23 at approximately 5:40 PM, ASM
(administrative staff member) #1, the executive
director and ASM #2, the interim director of
nursing was made aware of the findings. ASM #1
stated, "l understand you passed him in the hall
as he was leaving. He was responsible for
overseeing smoking." ASM #1 and ASM #2 stated
OSM #9 was terminated.

On 9/7/23 at approximately 8:00 AM, ASM #1
stated, "I met with the residents last evening and
outlined the smoking times, they requested to
smoke more than one cigarette and we discussed
the need for supervision and for them to wear
their smoking apron."

On 9/7/23 at approximately 9:05 AM, CNA
(certified nursing assistant) #4 was observed
entering the courtyard with a container of
cigarettes and lighter. When asked if she was
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assigned this, CNA #4 stated, it is a rotating
assignment, and it is usually the responsibility of
the activities department. CNA #4 stated to
residents, no apron, no smoking and proceeded
to light the residents' cigarettes.

No further information was provided prior to exit.

3. Resident #6 did not have interventions
implemented to supervise smoking. On 9/6/23 at
approximately 9:00 AM, Resident #6 was
observed in the courtyard off the dining room,
smoking without supervision. Smoking apron
was not on the resident. When asked who had
provided her cigarette and lit it, Resident #6
would not answer. No burns noted on resident.

Resident #6 was admitted to the facility on
11/22/22 with diagnosis that included but were not
limited to: schizophrenia, DM (diabetes mellitus)
and COPD (chronic obstructive pulmonary
disease).

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
ARD (assessment reference date) of 6/8/23,
coded the resident as scoring a 12 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident was moderately cognitively
impaired.

A review of the comprehensive care plan revised
3/17/23, which revealed, "FOCUS: The resident is
a smoker. Resident is at times non-compliant
with facility smoking policy. INTERVENTIONS:
The resident requires a smoking apron while
smoking. The resident requires supervision while
smoking. Instruct resident about the facility policy
on smoking: locations, times and safety
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concerns."

A review of the "Smoking Evaluation" dated
8/24/23, revealed, "Summary of evaluation:
Resident is determined to be a safe smoker.
Supervision needed while smoking: constant.”

On 9/6/23 at 2:00 p.m. an interview was
attempted with OSM #9, the activities director,
who was responsible for overseeing the resident
smoking time on 9/6/23, however OSM #9 was
escorted out of the building by OSM #8, the HR
director, as the surveyor approached him.

On 9/6/23 at approximately 5:40 PM, ASM
(administrative staff member) #1, the executive
director and ASM #2, the interim director of
nursing was made aware of the findings. ASM #1
stated, "l understand you passed him in the hall
as he was leaving. He was responsible for
overseeing smoking." ASM #1 and ASM #2 stated
OSM #9 was terminated.

On 9/7/23 at approximately 8:00 AM, ASM #1
stated, "I met with the residents last evening and
outlined the smoking times, they requested to
smoke more than one cigarette and we discussed
the need for supervision and for them to wear
their smoking apron."

On 9/7/23 at approximately 9:05 AM, CNA
(certified nursing assistant) #4 was observed
entering the courtyard with a container of
cigarettes and lighter. When asked if she was
assigned this, CNA #4 stated, it is a rotating
assignment, and it is usually the responsibility of
the activities department. CNA #4 stated to
residents, no apron, no smoking and proceeded
to light the residents' cigarettes.
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No further information was provided prior to exit.

4. Resident #7 did not have interventions
implemented to supervise smoking. On 9/6/23 at
approximately 9:00 AM, Resident #7 was
observed in the courtyard off the dining room,
smoking without supervision. Smoking apron
was not on the resident. When asked who had
provided her cigarette and lit it, Resident #7
would not answer. Resident #7 was sitting in the
corner of the building at least six feet from the
other residents while smoking. On 9/6/23 at
approximately 1:45 PM, Resident #7 was followed
out into the courtyard and was observed to take a
cigarette and lighter from a container on her
wheelchair seat and light her own cigarette.
Resident #7 again refused to state who kept her
cigarettes and lighter. No supervision was
present at this time. No burns noted on resident.

Resident #7 was admitted to the facility on
10/19/22 with diagnosis that included but were
not limited to: DM (diabetes mellitus),
pancreatitis, epilepsy, bipolar, alcohol abuse and
COVID positive on 9/3/23.

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
ARD (assessment reference date) of 6/19/23,
coded the resident as scoring a 10 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident was moderately cognitively
impaired.

A review of the comprehensive care plan revised
11/15/22, which revealed, "FOCUS: The resident
is a smoker. Resident became verbally

aggressive with staff when she could not have a
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second cigarette. INTERVENTIONS: The
resident requires a smoking apron while smoking.
The resident requires supervision while smoking.
Instruct resident about the facility policy on
smoking: locations, times and safety concerns."

A review of the "Smoking Evaluation" dated
717/23, revealed, "Summary of evaluation:
Resident is determined to be an unsafe smoker.
Supervision needed while smoking: constant.”

On 9/6/23 at 2:00 p.m. an interview was
attempted with OSM #9, the activities director,
who was responsible for overseeing the resident
smoking time on 9/6/23, however OSM #9 was
escorted out of the building by OSM #8, the HR
director, as the surveyor approached him.

On 9/6/23 at approximately 5:40 PM, ASM
(administrative staff member) #1, the executive
director and ASM #2, the interim director of
nursing was made aware of the findings. ASM #1
stated, "l understand you passed him in the hall
as he was leaving. He was responsible for
overseeing smoking." ASM #1 and ASM #2 stated
OSM #9 was terminated.

On 9/7/23 at approximately 8:00 AM, ASM #1
stated, "I met with the residents last evening and
outlined the smoking times, they requested to
smoke more than one cigarette and we discussed
the need for supervision and for them to wear
their smoking apron."

On 9/7/23 at approximately 9:05 AM, CNA
(certified nursing assistant) #4 was observed
entering the courtyard with a container of
cigarettes and lighter. When asked if she was
assigned this, CNA #4 stated, it is a rotating
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assignment, and it is usually the responsibility of
the activities department. CNA #4 stated to
residents, no apron, no smoking and proceeded
to light the residents' cigarettes. When asked
about Resident #7 lighting her own cigarette, CNA
#4 stated, she must have been smoking outside
of the smoking times.

No further information was provided prior to exit.

5. Resident #8 did not have interventions
implemented to supervise smoking. On 9/6/23 at
approximately 9:00 AM, Resident #8 was
observed in the courtyard off the dining room,
smoking without supervision. Smoking apron
was not on the resident. When asked who had
provided her cigarette and lit it, Resident #8
stated, "l am not telling you anything. Leave me
alone." No burns noted on resident.

Resident #8 was admitted to the facility on 4/4/23
with diagnosis that included but were not limited
to: DM (diabetes mellitus), COPD (chronic
obstructive pulmonary disease), acute respiratory
failure and congestive heart failure.

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
ARD (assessment reference date) of 7/15/23,
coded the resident as scoring a 15 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident was not cognitively
impaired.

A review of the comprehensive care plan dated
4/17/23, which revealed, "FOCUS: The resident is
a smoker. INTERVENTIONS: The resident
requires a smoking apron while smoking. The
resident requires supervision while smoking.
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Instruct resident about the facility policy on
smoking: locations, times and safety concerns."

A review of the "Smoking Evaluation" dated
8/23/23, revealed, "Summary of evaluation:
Resident is determined to be a safe smoker.
Supervision needed while smoking: constant."

On 9/6/23 at 2:00 p.m. an interview was
attempted with OSM #9, the activities director,
who was responsible for overseeing the resident
smoking time on 9/6/23, however OSM #9 was
escorted out of the building by OSM #8, the HR
director, as the surveyor approached him.

On 9/6/23 at approximately 5:40 PM, ASM
(administrative staff member) #1, the executive
director and ASM #2, the interim director of
nursing was made aware of the findings. ASM #1
stated, "l understand you passed him in the hall
as he was leaving. He was responsible for
overseeing smoking." ASM #1 and ASM #2 stated
OSM #9 was terminated.

On 9/7/23 at approximately 8:00 AM, ASM #1
stated, "I met with the residents last evening and
outlined the smoking times, they requested to
smoke more than one cigarette and we discussed
the need for supervision and for them to wear
their smoking apron."

On 9/7/23 at approximately 9:05 AM, CNA
(certified nursing assistant) #4 was observed
entering the courtyard with a container of
cigarettes and lighter. When asked if she was
assigned this, CNA #4 stated, it is a rotating
assignment, and it is usually the responsibility of
the activities department. CNA #4 stated to
residents, no apron, no smoking and proceeded
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to light the residents' cigarettes.

No further information was provided prior to exit.

6. For Resident #12, the facility staff failed to
monitor his wander guard for placement and
functioning.

A review of the 4/21/23 facility synopsis of events,
revealed, "(Resident #12) was noted pushing on
the back door of the secure unit. Staff redirected
resident away from door. Later during the shift
while staff were in other patient rooms providing
care, (Resident #12) pushed again on the back
door of the secure unit and after the time delay
was able to exit the building. Staff heard the
alarm and responded. A quick head count was
done and it was identified that (Resident #12) was
missing. The aide exited the building and found
(Resident #12) walking towards the front of the
center. He was recovered and brought back to
the building without injury."

Resident #12 was admitted to the facility on
4/22/22 with diagnoses that included but were not
limited to: alcoholic cirrhosis of liver, traumatic
hemorrhage of cerebrum, convulsions and
encephalopathy.

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
ARD (assessment reference date) of 7/31/23,
coded the resident as scoring a 13 out of 15 on
the BIMS (brief interview for mental status) score,
indicating the resident was not cognitively
impaired. A review of the MDS Section
G-functional status coded the resident as
requiring extensive assistance for dressing, and
supervision for walking, locomotion, transfers and
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Continued From page 21
bed mobility.

A review of the comprehensive care plan dated
4/23/23 which revealed, "FOCUS: The resident is
an elopement risk/wanderer related to resident
wanders aimlessly, exit seeking to go home,
tugging on unit entrance door randomly, resident
exit seeking walking out of door.
INTERVENTIONS: Assess for elopement risk.
Check wander guard for
placement/function/expiration date as ordered
and as needed. Electronic monitorin