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F 0553

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

F 0584

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Allow resident to participate in the development and implementation of hisor her

per son-center ed plan of care.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review it was determined the facility failed to ensure residents were involved in their plan

of carefor 1 of 3 sampled residents (#1) reviewed for care planning. This placed residents at risk for unmet needs.
Findingsinclude: Resident 1 admitted to the facility in 2020 with [DIAGNOSES REDACTED)]. In an interview on 8/27/20 at
1:06 PM Resident 1 stated the facility did not include her/him in discussions regarding her/his care plan. In an interview

on 8/28/20 at 10:36 AM Staff 5 (SSD) stated there had not been a care plan meeting with Resident 1, but that it would have
been agood idea. A review of the medical record revealed the only documentation of Resident 1 being involved in acare
meeting was a 7/31/20 SNF Initial Care Management Meeting. In an interview on 9/4/20 at 11:04 AM Staff 5 stated the meeting
referred to in the 7/31/20 SNF Initial Care Management Meeting form was a meet and greet, neither Resident 1's care plan

nor the discharge plans were discussed in this meeting. On 9/8/20 at 1:15 PM Staff 1 (Administrator) acknowledged there was no
documentation Resident 1 was involved in her/his plan of care.

Honor theresident'sright to a safe, clean, comfortable and homelike environment,
including but not limited to receiving treatment and supportsfor daily living safely.

Based on observation and interview it was determined the facility failed to ensure residents could independently exit the

facility for 2 of 3 doors with keypads reviewed for safe environment. This placed residents at risk for loss of

independence and lack of homelike environment. Findings include: In an interview on 8/27/20 at 1:06 PM Resident 1 stated

the doors to exit the facility required akey code and this was only posted at the front door that was currently out of

order. Resident 1 stated to exit the facility residents must ask staff to open the door for them. On 8/31/20 at 11:38 AM

three exit doors were observed to require a key code. The door at the front of the building had akey code posted above the key pad,
however this door was out of order. The two doors on the back side of the building required a key code to exit did not have akey code
posted. In an interview on 8/31/20 at 12:45 PM Staff 1 (Administrator) and Staff 16 (Maintenance

Director) confirmed there were no key pad codes by two of the exit doors and to exit through those doors the residents

needed to either have staff enter the code or in an emergency pull the fire alarm.
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