
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) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

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.

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

Event ID: Facility ID: If continuation sheet 
Page 1  of      

366179 05/22/2024

Solon Pointe at Emerald Ridge 5625 Emerald Ridge Parkway
Solon, OH 44139

F 0558

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Reasonably accommodate the needs and preferences of each resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42011

Based on observation, staff interview, and record review, the facility failed to ensure a resident's call light 
was accessible to request assistance as needed. This affected one (#28) of four resident's observed for 
accommodation of needs. The facility census was 88. 

Findings include: 

Review of the medical record for Resident #28 revealed an admitted [DATE]. Diagnoses included chronic 
respiratory failure, hemiplegia affecting left nondominant side, morbid severe obesity, major depressive 
disorder, anxiety, tracheostomy, and dependence on respirator.

Review of the Annual MDS assessment dated [DATE] revealed Resident #28 was cognitively intact. 
Resident #28 had no impairment of the upper or lower extremities. Resident #28 used no mobility devices. 
Resident #28 required assistants with activities of daily living. 

Review of the care plan for Resident #28 dated 02/15/24 revealed Resident #28 was at risk for falls related 
to deconditioning, confusion, gait/balance problems, and incontinence. Interventions included to be sure the 
residents call light was within reach and encourage the resident to use it for assistants as needed.

Observation and interview on 05/08/24 at 3:22 P.M., with Resident #28 revealed the call light was wrapped 
around the lamp above her head out of reach. Resident #28 verified she could not reach the call light. 
Resident #28 revealed she liked the call light hanging above her head where she could reach up to get it but 
this time the State tested Nursing Assistant (STNA) placed it out of her reach. 

Observation and interview on 05/08/24 at 3:30 P.M., with Licensed Practical Nurse (LPN) #370 verified 
Resident #28's call light was out of reach. LPN #370 revealed Resident #28 used her call light frequently. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate care for a resident to maintain and/or improve range of motion (ROM), limited ROM 
and/or mobility, unless a decline is for a medical reason.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42011

Based on observation, resident interview, family interview, staff interview, record review, and review of 
policy, the facility failed to timely implement measure to promote mobility of a resident, who required a 
specialized wheelchair to be evaluated by therapy services to obtain a customized wheelchair. This affected 
one (#28) of three residents reviewed for mobility. The facility census was 88.

Findings include: 

Review of the medical record for Resident #28 revealed an admitted [DATE]. Diagnoses included chronic 
respiratory failure, hemiplegia affecting left nondominant side, morbid severe obesity, major depressive 
disorder, anxiety, tracheostomy, and dependence on respirator. Resident #28 had a payer source of 
Medicaid. 

Review of the Annual Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #28 was 
cognitively intact. Resident #28 had no impairment of the upper or lower extremities. Resident #28 used no 
mobility devices. Resident #28 was set up or clean up assist with eating and oral hygiene, and dependent 
with toileting, bathing, dressing, personal hygiene, bed mobility, lying to sitting, and transfers. No wheelchair 
or scooter was used. Resident #28 had no behaviors exhibited and no rejections of care. 

Review of the care plan for Resident #28 dated 02/15/24 revealed Resident #28 had an activity of daily living 
(ADL) self-care performance deficit related to disease process. Resident requires staff assist to complete 
activities of daily living (ADL) tasks daily. Fluctuations are expected related to diagnosis. Interventions 
included the resident is bedfast all or most of the time. Monitor, document, as needed any changes. Physical 
and Occupational Therapy evaluation and treat per physician orders. 

Review of the Occupational Therapy Evaluation and Plan of Treatment with a Certification Period of 01/05/24 
through 02/01/24 for Resident #28 completed by Occupational Therapist (OT) #685, revealed Clinical 
Impressions/Reason for skilled services included Resident #25 presented with impairments in balance, gross 
motor coordination, mobility, attention and strength resulting in limitations and or participation restrictions in 
the areas of mobility, self-care and functional tasks of choice, assess safety and independence with Activities 
of Daily Living (ADL's), increase functional activity tolerance, develop and instruct on adaptation techniques 
and develop and instruct on compensatory strategies in order to facilitate ability to live in environment with 
least amount of supervision and assistants. Due to documented physical impairments and associated 
functional deficits, without skilled therapeutic intervention, the patient is at risk for further decline in function, 
falls, immobility and compromised general health. Continued review of the OT progress notes revealed OT 
continued care through 02/27/24. Resident #25 actively participated with skilled interventions. Resident #28 
demonstrated right lateral lean at edge of bed level, achieved midline, able to access bedside table and 
complete self-feeding. Head of bed elevated 35 degrees, no signs and symptoms of pain, discomfort, or 
shortness of breath.

(continued on next page)
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Residents Affected - Few

Review of the physician orders revealed Resident #28 received an order on 05/01/24, for OT eval completed, 
plan of care established to include therapeutic exercise, therapeutic activities to include self-care 
management, wheelchair management three times a week for four weeks. 

Interview on 05/08/24 at 3:22 P.M., with Resident #28 revealed she wanted to get out of bed. Resident #28 
stated, They didn't have right size wheelchair for a long time so they couldn't get me up. 

Interview on 05/08/24 at 3:30 P.M., with Licensed Practical Nurse (LPN) #370 revealed Resident #28 
recently received a bariatric wheelchair and had been getting up. Observation of the wheelchair for Resident 
#25 revealed a bariatric tilt-n-space chair. 

Interview on 05/15/24 at 9:50 A.M., with Occupational Therapist (OT) #685 revealed Resident #28 was 
currently on Occupational Therapy services to try the loaner chair. The loaner chair was a bariatric 
tilt-n-space chair. OT #685 revealed Resident #28 did not have a chair before receiving the loaner chair. 
Resident #28 was at the facility for about a year and was not getting out of bed because she did not have an 
option to get out of bed, there was no chair she could use. OT #685 revealed Resident #28 had low 
motivation to get out of bed, but she had no option. OT #685 revealed the chair got here for Resident #28 on 
04/29/24, it was a trial wheelchair to eventually get her a custom wheelchair. OT #685 revealed Resident #25 
was admitted to the facility on [DATE]. Resident #25 was picked up for the first time on 01/05/24 by OT for 
positioning in bed and to tolerate head of bed elevation. OT #685 revealed therapy never picked her up 
before because there was nothing to put her in. The insurance company wanted to see her tolerate getting 
up in order to order her a chair they would pay for. The facility did not have one to trial. OT #685 revealed it 
was mentioned to the Administrator in the past but was never approved. OT #685 revealed she finally went 
to a community vendor and received a loaner chair for Resident #25. Resident #25 was currently on case 
load beginning 05/01/23. Resident #25 sat up in the chair for an hour. OT #685 stated, It should have been 
attempted sooner, it's been a year, she is afraid now. It should have been done when she came, that's how 
it's usually done, they need to get out of bed. I finally went and got the chair myself, her needing to get out of 
bed is what kept me trying to find a chair we could use. 

Interview on 05/15/24 at 1023 A.M. with Resident #28's son revealed Resident #28 lived in Florida with her 
family and friends prior to the accident. She was at a hospital in Florida, they said she would need a nursing 
home that accepted bariatric and ventilator patients. The closest place was in Ohio. She had no family or 
friends in Ohio but had to go for care. Resident #28's son revealed prior to going to Ohio she did get out of 
bed, the facility used a mechanical lift, she got up all the time, every time he visited, she was up, she would 
go to the dining room to eat her meals and socialize. Resident #28's son revealed he hasn't been able to get 
to Ohio yet and didn't know why they were not getting her out of bed revealing, they should have been, that's 
their job. 

Observation and interview on 05/15/24 at 10:31 A.M. revealed Resident #28 were up in the chair in the 
dining area. Resident #28 was smiling and revealed it felt good to get up. Resident #28 confirmed she 
previously lived in Florida and was at a facility in Florida, in 2018. While she was at a church, she had a 
stroke and eventually needed to come to Ohio for care. Resident #28 revealed she was at another facility in 
Ohio for a year before transferring to the current facility, they never got her up either, they didn't even try. 
Resident #28 revealed she wanted to get up, when she lived in Florida, they got her up every day, they had 
patience; Resident #28 revealed she wanted to get up here also but sometimes with therapy, she refused, it 
is scary, but they never tried until now because they didn't have a chair to put her in. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Interview on 05/15/24 at 10:40 A.M., with Administrator revealed Resident #28 never expressed she wanted 
to get out of bed until recently, she came with no motivation, she never expressed prior she wanted to get 
out of bed, she would not have been able to. Administrator stated no one asked her for a chair. 

Interview on 05/15/24 at 10:49 A.M., with OT #685 revealed since Resident #28 arrived she was dependent; 
she still was except she can feed herself; therapy did not evaluate her or pick her up until January which was 
nine months after she came. 

Interview on 05/16/24 at 2:00 P.M., with Physical Therapist (PT) #686 and Regional Director of Clinical 
Services (RDCS) #677 revealed Resident #28 was picked up in January 2024 for OT. Resident #28 was 
focusing on self-feeding and head of bed elevation. On 05/15/23, Resident #28 was screened by PT and OT 
and no evaluation was recommended by either therapy department because she could only tolerate 10 
degrees up in bed and was too weak for therapy. PT #686 revealed Resident #28 was not assessed for a 
wheelchair either at that time because she was too weak to get up and could only tolerate 10 degrees up in 
bed. 

Interview on 05/20/24 at 2:44 P.M., with PT #686 revealed on 05/15/23, Resident #28 was not picked up for 
range of motion because that was not a skilled service, and the facility did not offer a Restorative Program. 
PT #686 confirmed Resident #28 was not screened again after 05/15/23 by therapy until January 2024, and 
revealed the therapy department only screened residents when they received a referral from the staff. 

Review of the policy titled, Rehab Services Policy titled Interdisciplinary Therapy Data Collection and Nursing 
to Therapy Communication Forms and Data Collection Log, revised 06/29/21, included the Interdisciplinary 
Therapy Data Collection form may be completed with specific information for nursing facility patients within - 
72 hours of admission or readmission and or completed quarterly according to their care plan schedule and 
or upon referral/recommendation for a screen from facility staff. 

This deficiency represents the noncompliance investigated under Complaint Number OH00153124. 
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42011

Based on observations, medical record review, staff interview, family interview, review of the facility resident 
census, review of staff schedules, review of police records, review of the facility policy on Wandering, Unsafe 
Residents, review of the facility's investigation, review of information on the Weather Underground 
computerized environmental temperatures website, review of Google Maps, and review of the facility's 
elopement book, the facility failed to prevent the elopement of a cognitively impaired resident (Resident #70), 
with a history of attempted elopement and who was assessed to be at risk for elopement from the facility. 
This resulted in Immediate Jeopardy and the potential for serious life-threatening injuries, negative health 
outcomes and/or death, when Resident #70 left the facility through an alarmed elevator (that did not 
alarm/sound), without staff knowledge, and was found by a tenant at a previous residence, 1.4 miles from the 
facility which was down a two-lane road with a center turn lane and no sidewalk. The road had a speed limit 
of 35 miles-per-hour. 

In addition, concerns were identified that did not rise to an Immediate Jeopardy level when Resident #41, 
who was cognitively impaired and assessed at risk for elopement was observed not to have an electronic 
monitoring bracelet per physician's order and Resident #10 who was cognitively impaired was found to have 
an electronic monitoring bracelet that did not properly function/would not register as designed due to the 
bracelet being expired. The facility failed to ensure fall interventions were appropriate for two cognitively 
impaired resident (#18 and #85), who was assessed at risk for falls and care planned fall interventions were 
in place. This affected five residents (#10, #18, #41, #70 and #85) of five residents reviewed for exit seeking 
behaviors from the facility and/or at assessed at risk for falls. The facility identified 14 residents (#10, #13, 
#14, #22, #38, #41, #52, #53, #54, #58, #70, #77, #88, and #90) at risk for elopement. The facility census 
was 88. 

On [DATE] at 3:30 P.M., the Administrator, Director of Nursing (DON), Assistant Director of Nursing (ADON), 
Regional Director of Clinical Services #677, and Regional Director of Operations #676 were notified 
Immediate Jeopardy began on [DATE] when Resident #70, a cognitively impaired resident at risk for 
elopement walked out off the unit she resided on located on the second floor of the facility, took the elevator 
to the first floor without staff knowledge. Resident #70 then walked past the receptionist who thought she 
was a visitor, left the facility and was subsequently found 1.4 miles away from the facility. 

The Immediate Jeopardy was removed on [DATE] when the facility implemented the following corrective 
actions: 

 On [DATE] at 3:09 P.M., a resident head count was completed by facility staff to ensure that all current 
residents were accounted for. All residents were accounted for. 

 On [DATE] at 3:59 P.M., Resident #70 was returned by the [NAME] Police department and daughter. 

 On [DATE] at 3:59 P.M., Resident #70 had a head-to-toe assessment completed by Licensed Practical 
Nurse (LPN) #672 on 5.5.24, including visual assessment and physical assessment, and including but not 
limited to heat related issues. All results were unremarkable for significant negative effects. 

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

Residents Affected - Few

 On [DATE], assessments were completed on residents at risk for elopement by DON and Licensed Practical 
Nurse (LPN) #615. At risk residents were determined by the most recently completed wander assessment. 

 On [DATE], Resident #70 was immediately placed on a 1:1 supervision by State tested Nursing Assistant 
(STNA) #678 upon return to the facility, until 4:44 P.M., at which point the one on one was discontinued by 
the DON and STNA #678 was reassigned at the elevator to ensure safety for all residents at risk for 
wandering. 

 On [DATE], the facility implemented a plan for a designated staff member to remain in place at elevator door 
24 hours/7 days per week, to ensure residents at risk of wandering did not exit. This would remain in place 
until root cause of functioning concern is identified and corrected. 

 On [DATE] at 4:15 P.M., Resident #70's physician was notified of Resident #70's return to the facility and 
assessment findings by ADON #343. 

 On [DATE], all staff members present were interviewed by ADON #343. 

 On [DATE], all stairwell and exit door alarms were checked for functioning by DON. The facility indicated 
there were no concerns noted. 

 On [DATE], all residents with an order for a monitoring device (wander guards bracelets) were assessed to 
ensure placement of the wander guard and proper functioning of wander guard by DON and ADON #343. 
The facility indicated any wander guard that was not functioning properly was replaced by DON/designee. 

 On [DATE] at 4:16 P.M., Resident #70's previous wander guard was removed, and a new wander guard 
was placed on Resident #70 by the DON. 

 On [DATE] at 6:30 P.M., elopement drills for staff were conducted by the DON. On [DATE] at 4:25 P.M., an 
elopement drill was conducted for all staff by DON. On [DATE] at 2:00 A. M., an elopement drill for all staff 
was conducted by Registered Nurse (RN) #563. 

 On [DATE], all staff in-service related to elopement protocols began by the DON and/or designee, including 
but not limited to ensuring that wander guards are in place and functioning as ordered, how to engage 
wander guard bracelets prior to applying, how to check for functioning of the wander guard bracelet and 
wander guard system, wandering residents' policy, elopement policy, pictures to be obtained and uploaded 
to EHR upon admission to the facility, the elopement binder, and notification protocols by the Administrative 
Team, completed by [DATE]. No staff who are absent or PRN (pro re nata) is permitted to return to the floor 
and resident care until this in-servicing /education is completed. 

 On [DATE], all nursing staff in service on correct input of wander guard orders by the DON and/or designee 
(check placement and check function every shift) upon placement of wander guard by DON/designee and 
will be completed on or before [DATE]. No staff who are absent or PRN (pro re nata) is permitted to return to 
the floor and resident care until this in-servicing /education is completed. On [DATE], all nursing staff was to 
begin ensuring an order is in place to check wander guard placement and function every shift daily, ongoing. 

(continued on next page)
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Residents Affected - Few

 On [DATE], all wandering device orders were to be transcribed into point click care (PCC) the day of 
implementation by nursing audit began by the DON/designee daily for 2 weeks then weekly at RISK for 3 
month and present to Quality Assurance Performance Improvement (QAPI). 

 On [DATE], the profile pictures of all residents at risk for wandering were audited for accurate profile pictures 
in the electronic health record (EHR) by Medical Records/Central Supply #524. DON /designee began to 
audit profile pictures for all new admissions, five residents a week for two weeks then weekly for three 
months. Results would be presented to the facility Quality Assessment and Performance Improvement 
(QAPI). 

 On [DATE], Resident #70's profile picture was uploaded to the EHR and was placed in the wander guard 
book by Medical Records/Central Supply #524. 

 On [DATE], the elopement binder was audited for accuracy by Medical Records/Central Supply #524. No 
other discrepancies were identified. The elopement binder is to be audited for accuracy by DON/ designee 
five times a week for 2 weeks then weekly for 3 months. Results will be presented to QAPI. 

 On [DATE], the DON and Administrator met with Alta Contractor (electronic monitoring company) regarding 
wander guard alert system to ensure the system was functioning per manufacturer's guidelines. No concerns 
were identified. 

 On [DATE], all residents with wander guard bracelet orders were clarified to ensure an order to check 
placement and check function is placed in the HER and care planned by DON and LPN Supervisor #455. 

 On [DATE], wandering risk assessments were completed on all census active residents by DON and LPN 
Supervisor #455. All residents identified at risk for wandering were given a wander guard placed on their 
person, an order written for wander guard and the Provider/resident representative was notified. Additionally, 
the care plan was updated. 

 On [DATE], Resident #14 was identified to be at risk of wandering. Her physician was notified, and an order 
was given for a wander guard. A wander guard was placed on her, checked for placement/function, and her 
care plan was updated by Registered Nurse (RN) #443. 

 Effective [DATE], all new employees hired by the facility would receive education on residents at risk for 
wandering policy by the DON /designee. 

 On [DATE], the Minimum Data Set (MDS) nurse was educated by the DON, on ensuring that all residents 
who have an order for wander guard have a care plan in place for the wander guard. The education included 
ensuring that an intervention for checking the function and checking the placement of the wander guard are 
in the plan of care by DON/designee. 

 On [DATE], all staffing agencies utilized by the facility were provided education for their employees by the 
DON and a copy of this training was placed in the agency education binder by the Administrator. 

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

Residents Affected - Few

 On [DATE], all activities department and front desk staff were in serviced on PCC profile picture uploading 
upon admission by Administrator/ designee. Staff who were absent or PRN (pro re nata) would not be 
permitted to return to the floor and resident care until this in-servicing /education was completed. 

 On [DATE], all receptionists were in service on the elopement binder review and updating the binder weekly 
and with any new admission by the Administrative Team. Staff who were absent or PRN (pro re nata) would 
not be permitted to return to the floor and resident care until this in-servicing /education was completed. 

 On [DATE], the Admissions Director was in serviced on posting new admissions room number and expected 
date of admission by time clock daily (which is a secured area), by Administrator/designee. No staff who are 
absent or PRN (pro re nata) is permitted to return to the floor and resident care until this in-servicing 
/education is completed. 

Although the Immediate Jeopardy was removed on [DATE], the facility remained out of compliance at a 
Severity Level 2 (no actual harm with the potential for more than minimal harm that is not Immediate 
Jeopardy) as the facility was still in the process of implementing their corrective action plan and monitoring to 
ensure on-going compliance. 

Findings include: 

1.Review of Resident #70's medical record revealed an admitted [DATE] with diagnoses including dementia, 
muscle weakness, and hypertension. 

Review of the Brief Interview for Mental Status (BIMS) dated [DATE] completed by Social Service Director 
(SSD) #301 for Resident #70 revealed a score of four, indicating the resident had severe cognitive 
impairment. 

Review of the Behavior Assessment and Data Collection dated [DATE] at 4:24 P.M., completed by Licensed 
Practical Nurse (LPN) #457 revealed Resident #70 had dementia related elopement attempts. Resident #70 
wandered and was at risk for potentially getting to dangerous area, stairs or out of the facility unassisted. 
Resident #70 displayed exit seeking behaviors. 

Review of the Wandering Risk assessment dated [DATE] at 4:30 P.M., completed by LPN #457 revealed 
Resident #70 had wandered before, at home or in the previous living setting, the family/significant other 
voiced concerns. The wandering placed Resident #70 at significant risk of getting to a potentially dangerous 
place including stairs or outside the facility. Resident #70 was a new admission, cognitively impaired with 
poor decision-making skills, and ambulated independently. Resident #70 talked about her desire to go home 
and was seeking to find her spouse/family. 

Review of the baseline care plan for Resident #70 dated [DATE] at 8:56 A.M., revealed Resident #70 was 
alert but cognitively impaired, did not require any mobility devices. Resident #70 had a left ankle wander 
guard (electronic monitoring bracelet/device) placement used for safety. Resident #70 was an elopement 
risk. Interventions included checking placement and function of safety monitoring device every shift. 
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Review of the physician orders for Resident #70 revealed an order dated [DATE], for skin checks biweekly 
on shower days, document observation in skin assessment every evening shift every Wednesday and 
Saturday, and new note wander guard placement/ function start date [DATE] at 3:00 P.M. 

Review of the Treatment Administration Record (TAR) for Resident #70 revealed an order for the wander 
guard placement/ function start date [DATE] at 3:00 P.M. and skin checks biweekly on the 3:00 P.M. to the 
11:00 P.M. shift only. The wander guard placement checks and skin checks were one combined entry on the 
TAR. Documentation revealed Resident #70's wander guard was not assessed for placement or function on 
[DATE] on the 11:00 P.M. to 7:00 A.M. shift or [DATE] on the 7:00 A.M. to the 3:00 P.M. shift. 

Review of the physician order for Resident #70 dated [DATE] revealed an order for routine resident checks 
to help maintain resident safety and well-being at least every two hours every shift. 

Review of the Medication Administration Record (MAR) and TAR for Resident #70 for [DATE] revealed the 
resident checks to help maintain resident safety and well-being at least every two hours every shift was 
documented by shifts 7:00 A.M to 3:00 P.M., 3:00 P.M. to 11:00 P.M. and 11:00 P.M. to 7:00 A.M. 

Review of the progress note dated [DATE] at 6:00 A.M., completed by LPN #671, included Resident #70 
slept well thought the night. 

Review of the progress note dated [DATE] at 4:24 P.M., completed by LPN #672 revealed Resident #70 had 
a new wander guard in place on left ankle. 

Review of the progress note dated [DATE] at 6:58 P.M., completed by the DON, revealed incident noted at 
2:30 P.M., doctor notified, Assistant Director of Nursing (ADON) notified, Power of Attorney (POA) notified. 
Resident #70 returned to facility at 3:49 P.M., POA present. No concerns voiced. Resident #70 was 
assessed. Wander guard present. Care plan (CP) reviewed. Risk management completed. 

Review of the form titled Call for Service report dated [DATE] at 3:04 P.M., completed by Police Department 
(PD) #1 located in [NAME] Heights revealed they received a call from [NAME] #673, that a female was 
confused and doesn't know where her apartment was. The female was identified as Resident #70. Dispatch 
contacted the daughter of Resident #70 who advised that Resident #70 was to be at the nursing home in 
[NAME]. On [DATE] at 3:55 P.M., Resident #70 was returned to the nursing home per the [NAME] Heights 
Police Department. 

(continued on next page)
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Review of the [NAME] Police Department (PD) report created [DATE] at 4:00 P.M. and completed by Police 
Officer #674 revealed on [DATE], [NAME] PD was contacted by [NAME] Heights officers in regard to a 
confused female that was found wandering around an apartment building located at (given address) in 
[NAME] Heights. [NAME] dispatch advised them that there were no recent missing persons reported. 
[NAME] Heights officers learned the elderly females name was Resident #70. They found a phone number 
for her daughter and made contact with her. The daughter advised that her mother (Resident #70) was 
admitted to the nursing home in [NAME] the past Friday, on [DATE], due to her suffering from dementia and 
wasn't supposed to have left. [NAME] Heights Officer assisted in transporting (Resident #70) back to the 
nursing home in [NAME]. When Police Officer #674 spoke with the daughter on the phone, the daughter said 
her mother had a bracelet on her ankle that was supposed to omit a loud sound, should she walk past a 
certain door and alert staff. She also said that her mother was getting a new bracelet put on her that would 
work. It was unknown when (Resident #70) left the facility except it would have had to happen sometime 
after Friday. The nursing home (Resident #70) resided in did not contact [NAME] Police at any time to advise 
them of a missing person. The report included the distance from where Resident #70 resided at the nursing 
home to where she was located by the PD was 1.4 miles. 

Review of Google Maps confirmed the distance from the facility Resident #70 resided and the location 
Resident #70 was found was 1.4 miles. Observation of the route revealed it included a two-lane highway with 
a middle turn lane and no sidewalks. 

Review of Weather Underground computerized environmental temperatures website revealed on [DATE], the 
temperature ranged from 59 to 75 degrees. From 12:00 P.M. through 3:00 P.M., the temperature ranged 
from 70 to 75 degrees. 

Review of the daily schedule dated [DATE] revealed the 7:00 A.M to 3:00 P.M. shift, (Resident #70's hall) 
staff consisted of LPN #615, State tested Nursing Assistant (STNA) #437, and STNA #355. 

Observation on [DATE] at 11:30 A.M., revealed on the second floor of the facility was a central hall. Located 
in the central hall was an elevator. On each end of the hall was a set of unsecured double doors that were 
closed. Behind each set of unsecured double doors was the residential living areas. Nursing Assistant 
Trainee #578 was observed sitting near the elevator and revealed he was monitoring the elevator to make 
sure residents did not leave. Review of the facility census revealed 47 residents resided on the second floor. 

Interview on [DATE] at 1:17 P.M., with LPN #526, revealed the unit Resident #70 resided on, located on the 
second floor, was not secured. LPN #526 revealed Resident #70 was at risk for elopement, but stated she 
was the only resident at risk for elopement on her unit. LPN #526 revealed the doors have an electronic 
monitoring system, every resident on her unit had an electronic monitoring bracelet on them. LPN #526 
revealed she did not know how to check the alarm system to see if it was working but stated the 11:00 P.M. 
to 7:00 A.M. nurse checked it. 
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Observation on [DATE] at 1:20 P.M., with LPN #526 of the facility list of residents at risk for elopement 
revealed 14 residents (#10, #13, #14, #22, #38, #41, #52, #53, #54, #58, #70, #77, #88, and #90) of 47 
residents who were at risk for elopement, and all resided on the second floor of the facility. During the 
observation, interview with LPN #526 revealed she did not check any residents for bracelet placement this 
shift. When requested by the surveyor to check the electronic bracelets for function, LPN #526 revealed she 
did not know how, stating she had never done that before. LPN #526 revealed she would ask someone how 
to do it and return. 

Observation and interview on [DATE] between 1:43 P.M. and 5:00 P.M., revealed Resident #70 was 
pleasantly confused, smiled frequently and revealed the month was September, the year was October and 
confirmed she did not know where she was. Resident #70 ambulated with a slow steady gait. 

Interview on [DATE] at 4:38 P.M. with Resident #70's daughter revealed Resident #70 was admitted to the 
facility on Friday ([DATE]). On Sunday ([DATE]) at three something, [NAME] Heights police department 
called her and said a lady (her mom) was at her old apartment wandering around. Resident #70's daughter 
revealed she didn't know how her mom (Resident #70) got there, but stated the maintenance man at the 
apartment building, let her in her old apartment. Resident #70's daughter revealed someone at the apartment 
building called the police, they knew her because she lived there since 1981. Resident #70's daughter 
revealed her mom was known as the walking lady because she loved to walk. Resident #70's daughter 
revealed Resident #70 was diagnosed with dementia a few years ago. She and her sister took turns staying 
with her 24 hours a day for the past few years because she was no longer safe to stay by herself. She was 
very confused, her conversations no longer made sense. Resident #70's daughter revealed her sister 
became ill and they could no longer care for her by themselves and that was why they needed help to keep 
her safe and admitted her to the facility. Resident #70's daughter revealed she met the police at the 
apartment, she called the facility to let them know her mom was in her old apartment with the police. The 
police then returned her to the facility. 

Interview on [DATE] at 5:12 P.M., with the Administrator confirmed on [DATE] Resident #70 left the facility 
unattended. The facility did not complete a self-reported incident (SRI) of the situation because they 
determined the situation did not constitute neglect but was a result of a malfunctioning system. Resident #70 
had a wander guard which should have alarmed to alert the staff when she went to the elevator to leave. The 
facility determined the elevator alarm was malfunctioning, it did not alert. The Administrator revealed 
residents were assessed on admission and if it was determined they were at risk for elopement a wander 
guard would be placed on them, which was done for Resident #70. The second floor was considered a 
memory care, not a locked unit. If a resident with a wander guard got close to the elevator it should sound 
and prevent the elevator from going down. When Resident #70 returned to the facility, a staff member was 
assigned to monitor the elevator because sometimes it worked, sometimes it did not. The Administrator 
revealed the company who placed the alarm system came to look at it on [DATE] and determined it was 
functioning correctly, but it was a hit and miss. The Administrator revealed the facility would have a monitor 
at the elevator until the alarm system was fixed or replaced. 
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Interview on [DATE] at 5:20 P.M., with Maintenance Director #470 revealed the wander guard system only 
hooked up to the elevator, no doors. If any resident with a wander guard bracelet got within 10 feet of the 
elevator, the parameter monitor on the wall would reflect they were near the elevator. The alarm sounded 
when the elevator door opens. The elevator would not move until the resident was removed from the area 
and a code was put in to shut the alarm off. Maintenance Director #470 revealed he checked the monitor on 
the wall for the elevator about once a month, but he never documented it. He stated the last time he checked 
was about the middle of last month. 

An attempted follow-up interview on [DATE] at 8:35 A.M., with Resident #70 revealed the resident stated her 
sister picked her up and took her home. Resident #70 then began rambling and talking about hot flashes. 

A follow-up interview with Resident #70's daughter on [DATE] at 8:42 A.M. revealed Resident #70's sister 
lived out of state, was older than her and could not drive. Resident #70's daughter revealed she still did not 
know how Resident #70 got to her old apartment so far away, no one knew, either she walked, or someone 
picked her up, but confirmed she did not know. 

Interview on [DATE] between 10:03 A.M., with [NAME] #673 revealed she called the police on [DATE] when 
she saw Resident #70 outside wandering around the apartment building alone and looked confused. [NAME] 
#673 revealed she first called the maintenance man at the apartment; he knew her from when she lived there 
before, he let her in the building then she called the police. 

Interview on [DATE] at 10:05 A.M., with the Administrator revealed the facility did have cameras but she did 
not look at the footage related to the incident with Resident #70. The Administrator revealed possibly 
someone looked at the footage of when Resident #70 left the facility, but she did not know. The Administrator 
denied the surveyor the opportunity to view the camera footage. 

Interview on [DATE] at 11:35 A.M., with Repair Man #675 from the Alarm System Company revealed he 
found the alarm on the elevator working but stated the facility was using expired bracelets. He stated the 
plan was to replace all bracelets per the DON and plan to eventually change out whole system. Repair Man 
#675 revealed Resident #70's bracelet was one of the expired bracelets and did not work. The DON was 
present and revealed the facility purchased the alarm system in [DATE] and stated the bracelets should have 
been good for one year. The DON confirmed the bracelets should have been checked every shift for 
functioning. 

Interview on [DATE] at 11:39 A.M., with LPN #615 revealed she was the charge nurse on [DATE] for 
Resident #70 when Resident #70 left the facility unattended. LPN #615 revealed on [DATE] at about 2:00 P.
M., she did Resident #70's vital signs, then left Resident #70 to check on other residents. LPN #615 revealed 
she did not recall what time it was when they noticed Resident #70 missing and started looking for her. LPN 
#615 revealed she went to a nearby apartment building, and someone said he did see a lady with that 
description walking down the street. Her and the man drove to a nearby plaza, then someone from the facility 
called and said they found her. Resident #70 still had her ankle bracelet on when she returned to the facility, 
the DON put a new one on. LPN #615 revealed the alarm system did not go off or sound when Resident #70 
left the facility unattended. 
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Interview on [DATE] at 11:51 A.M., with State tested Nurse Assistant (STNA) #437 confirmed she worked 
with Resident #70 on [DATE] when she was found missing. STNA #437 revealed no alarm sounded when 
Resident #70 left. When she returned to the facility, her ankle monitor was still on. STNA #437 revealed on 
[DATE], she last saw Resident #70 around lunch time which was around 1:00 P.M. Resident #70 did not eat 
her lunch, she frequently walked around looking for her daughter and saying she was just there to visit. The 
STNA indicated the resident was wearing a jean blazer, black and white shirt, blue jeans, and black shoes. 

Interview on [DATE] at 12:01 P.M., with Administrator (Repair Man #675 also present) revealed she needed 
to clarify what Repair Man #675 said. Repair Man #675 said the bracelet was expired but we don't know that. 
Repair Man #675 then stated he no longer had time to speak with the surveyor. 

Interview and record review on [DATE] at 12:40 P.M., with the DON revealed the facility timeline for [DATE] 
included the following: The DON confirmed she viewed the camera footage of Resident #70 leaving the 
facility unattended. Per the DON, on [DATE] at 2:13 P.M., Resident #70 was noted leaving the unit. At 2:25 P.
M., Resident #70 was seen leaving the facility by the front desk. Receptionist #307 was present. The DON 
revealed Receptionist #307 thought Resident #70 was a visitor. The DON confirmed the facility had an 
elopement book located at the front desk. The elopement book had pictures and information of all residents 
in it who were at risk for elopement. The book was to be used by the staff to confirm residents at risk for 
elopement. The DON revealed Resident #70's picture was not yet put in the elopement book on [DATE] 
when Resident #70 left the facility. The DON revealed on [DATE] at 2:30 P.M., the facility began searching 
for Resident #70. At 3:21 P.M., the facility was notified Resident #70 was found. The facility had not yet 
notified the police or family (as the timeline stated). When Resident #70 was found, the facility was notified 
by Resident #70's daughter that Resident #70 was found 1.4 miles from the facility at her previous apartment 
she resided at. 

Review of the undated written statement, completed by Receptionist #307 included, they came to the front 
desk and asked if I had seen the new lady around 2:30 P.M.; I remembered seeing a short lady with white 
hair, but I thought she was visiting. She was outside in front talking to the cable/internet guy. I thought she 
was a visitor. 

Interview on [DATE] at 10:30 A.M., with Regional Director of Operations (RDO) #676 confirmed the system 
used for elopement was not a WanderGuard system (trade name for a certain electronic monitoring system). 
The system was a wander preventative system in place. The facility referred to as a wander guard system 
although it was not a brand name WanderGuard. 

Review of the policy titled, Wandering, Unsafe Residents, revised [DATE], revealed the facility would strive to 
prevent unsafe wandering while maintaining the least restrictive environment for residents who were at risk 
for elopement. 

2. Review for Resident #10's medical record revealed an admitted [DATE] with diagnoses including dementia 
in other diseases classified elsewhere, unspecified severity, with behavioral disturbances. 

Review of the BIMS for Resident #10 completed [DATE] revealed a score of zero indicating (severe cognitive 
impairment). 
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Review of the Nursing Admission assessment dated [DATE], for Resident #10 completed by LPN #615, 
revealed Resident #10 was admitted to the facility due to dementia. Resident #10 required extensive 
assistants with bed mobility and transfers. Resident #10 was alert to person only and was appropriate for 
verbal expression. Resident #10 used a wheelchair and was able to propel herself off the unit. 

Review of the Wandering Risk Assessment for Resident #10 dated [DATE] completed by LPN #615 revealed 
Resident #10 was cognitively impaired with poor decision-making skills, was a new admission, and talked 
about her desire to go home. 

Review of the baseline care plan for Resident #10 dated [DATE] revealed the initial goal was for Resident 
#10 to remain in the facility. Resident #10 was not an elopement risk. 

Review of care plan for Resident #10 initiated [DATE], revealed the resident is an elopement risk/ wanderer 
and has been known to make unsafe transfers. Interventions included to check placement and functioning of 
safety monitoring device every shift. Reorient/validate and redirect resident as needed. 

Review of the physician order dated [DATE] at 11:00 P.M., revealed an order to check placement of wander 
guard to left lower extremity every shift for wandering. 

Review of the progress note dated [DATE] at 5:58 P.M., completed by LPN #615 revealed wander guard 
placed on left lower extremity power of attorney was aware. 

Review of Resident #10's medical record revealed no explanation of the reason for the new order for the 
wander guard. 

Record review of the Wandering Risk assessment dated [DATE] initiated by LPN Supervisor #455 was 
incomplete. 

Review of the care plan dated [DATE] revealed Resident #10 was an elopement risk/ wanderer, wander 
guard. Interventions included check placement and function of safety monitoring device every shift. 

Observation on [DATE] at 11:30 A.M., revealed on the second floor of the facility was a central hall. Located 
in the central hall was an elevator. On each end of the hall was a set of unsecured double doors that were 
closed. Behind each set of unsecured double doors was the residential living areas. Nursing Assistant 
Trainee #578 was observed sitting near the elevator and revealed he was monitoring the elevator to make 
sure residents did not leave. Review of the facility census revealed 47 residents resided on the second floor. 

Interview on [DATE] at 1:17 P.M., with LPN #526, revealed Resident #10 tried to leave once, and she was 
told to keep an eye on her. LPN #526 revealed the doors have an electronic monitoring system, every 
resident on her unit had an electronic monitoring bracelet on them. LPN #526 revealed she did not know how 
to check the alarm system to see if it was working but stated the 11:00 P.M.
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Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42011

Based on record review and staff interview, the facility failed to ensure oxygen orders were obtained 
including the liters to be administered and the frequency of administration. This affected one (#18) of three 
residents reviewed for respiratory services. The facility census was 88. 

Findings include:

Review of the medical record for Resident #18 revealed an admitted [DATE]. Diagnoses included chronic 
obstructive pulmonary disease and unspecified glaucoma. 

Review of the significant change Minimum Data Set (MDS) dated [DATE] for Resident #18 revealed 
Resident 18 was moderately cognitively impaired. Resident #18 received oxygen therapy. 

Review of the care plan for Resident #18 dated 07/13/23 revealed Resident #18 was at risk for developing 
complications secondary to has oxygen therapy related to respiratory illness. 

Review of the physician order dated 02/22/24 for Resident #18 revealed an order Respiratory Therapy to 
evaluate and treat as indicated.

Review of the Respiratory Therapy note dated 02/23/24 at 3:28 P.M., completed by Respiratory Therapist 
(RT) #688 for Resident #18 revealed patient evaluated by RT. Patient SPO2 (oxygen saturation) on four 
liters via nasal cannula 94%. Patients heart rate 101. Patients lung sounds markedly diminished on left side 
on auscultation. 

Review of the General Progress Note dated 02/27/24 at 8:46 A.M., completed by RT #688 for Resident #18 
revealed SPO2 99% on two liters of oxygen per nasal cannula. Continue to monitor. 

Review of the physician order for oxygen therapy for Resident #18 revealed there was no physician order for 
oxygen therapy dated 02/23/24 or after until 03/03/24. 

Review of the physician order for oxygen therapy for Resident #18 dated 03/03/24 and discontinued 
03/16/24 revealed an order for oxygen as needed (prn) to maintain SPO2 above 90 % every one hour as 
needed for shortness of breath (sob). 

Review of the Medication Administration Record (MAR) for Resident #18 for March 2024 revealed under the 
only oxygen ordered dated 03/03/24 and discontinued 03/16/24 (for oxygen as needed (prn) to maintain 
SPO2 above 90 % every one hour as needed for sob) revealed there was no documentation Resident #18 
had the oxygen saturation assessed to assure it was above 90%, nor was there documentation on the MAR 
Resident #18 received any oxygen. 

Review of the Respiratory Therapy note dated 03/07/24 at 2:20 P.M., completed by RT #687 revealed 
Resident #18 was on four liters of oxygen via oxygen concentrator. There was no documentation of the 
oxygen saturation. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Review of the physician order for oxygen therapy for Resident #18 dated 03/16/24 and discontinued 
03/19/24 revealed an order for oxygen PRN for comfort care every one hour as needed for shortness of 
breath (sob).

Review of the Medication Administration Record (MAR) for Resident #18 for March 2024 revealed under the 
only oxygen ordered dated 03/16/24 and discontinued 03/19/24 (for oxygen PRN for comfort care every one 
hour as needed for sob) revealed no documentation Resident #18 received any oxygen or had sob.

Review of the nursing note dated 03/19/24 at 4:19 P.M., completed by Licensed Practical Nurse #542, 
revealed Resident #18 status post weaning with RT, orders clarified per RT, Resident #18 was on 
continuous oxygen at two liters per nasal cannula. 

Review of the physician order dated 03/19/24 for Resident #18 revealed an order two liters of oxygen via 
nasal cannula continuous. 

Interview on 05/15/24 at 9:00 A.M., with RT #683 revealed she started working with Resident #18 on 
03/01/24. Resident #18 had received oxygen therapy daily. RT #683 confirmed Resident #18 was on two 
liters of oxygen. RT #683 revealed she was not aware of the physician order dated 03/03/24 for oxygen as 
needed (prn) to maintain SPO2 above 90 % every one hour as needed for sob or the order dated 03/16/24 
and discontinued 03/19/24 for oxygen PRN for comfort care every one hour as needed for sob. RT #683 
revealed she was unsure of the orders but there should have been an amount in liters of oxygen placed in 
the orders, she just went by whatever the resident was already on. RT #683 verified there were no physician 
orders for Resident #18 oxygen use from 02/27/24 through 03/03/24 and the orders were not complete with a 
liter amount from 03/03/24 through 03/19/24.

This deficiency represents the noncompliance investigated under Complaint Number OH00153124. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure each resident’s drug regimen must be free from unnecessary drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42011

Based on record review, staff interview, and review of policy, the facility failed to monitor a resident's blood 
pressure prior to the administration of medication per physician orders. This affected one (#93) of three 
residents reviewed for assessment prior to medication administration. The facility census was 88.

Findings include:

Review of the medical record for Resident #93 revealed an admitted [DATE] and a discharge date of [DATE]. 
Diagnoses included chronic obstructive pulmonary disease (COPD), chronic combined systolic congestive 
and diastolic congestive heart failure (CHF), and essential primary hypertension. 

Review of the quarterly Minimum data set (MDS) dated [DATE] revealed Resident #93 required assistants 
with activities of daily living and had cardiorespiratory conditions. 

Review of the care plan for Resident #93 revealed Resident #93 was a full code. Resident #93 had 
hypertension interventions which included giving medications as ordered, monitoring side effects, and 
monitoring for signs and symptoms of hypertension. 

Review of the physician orders for Resident #93 revealed an order dated 09/13/23, for sacubitril valsartan 
oral tablet 24-26 milligrams (mg) give one tablet by mouth two times a day for COPD, hold if blood pressure 
is less than 120/60.

Review of the Medication Administration Record (MAR) for March 2024 and April 2024 for Resident #93 
revealed Resident #93's blood pressure was not documented on the MAR two times a day prior to giving the 
medication sacubitril valsartan oral tablet 24-26 mg.

Review of the medical records including the progress notes and vital signs for Resident #93 revealed vital 
signs were not documented two times a day prior to giving the medication sacubitril valsartan oral tablet 
24-26 mg.

Interview on 05/13/24 between 3:51 P.M. and 4:08 P.M., with Licensed Practical Nurse (LPN) #486, #681, 
#457, and Registered Nurse (RN) #670 revealed if there was an order to check a blood pressure prior to 
giving a medication, the result of the blood pressure would be documented in the MAR after the blood 
pressure was taken. (LPN) #486, #681, #457, and Registered Nurse (RN) #670 confirmed if they assessed a 
resident's blood pressure, they would document it. LPN #457 revealed she worked with Resident #93 and 
revealed if the person placing the order in the electronical medical record does not place the vital sign in 
there also to pop-up when you're giving the medication like it is supposed to, it would be easy to miss the 
order to assess the blood pressure prior to giving the medication. LPN #457 confirmed she may have missed 
the portion of the order to assess Resident #93's blood pressure prior to giving the medication because it did 
not pop-up. 

(continued on next page)
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 Interview on 05/13/24 at 4:16 P.M., with Director of Nursing (DON) revealed she would expect the nurse to 
assess the blood pressure on any resident if it was in the physician orders and document the result. DON 
verified Resident #93 had an order for valsartan oral tablet 24-26 mg give one tablet by mouth two times a 
day for COPD, hold if blood pressure is less than 120/60. DON verified the blood pressure was not 
documented for Resident #93 prior to the medication being administered two times a day on the MAR or 
anywhere in the medical record. 

Interview via telephone, on 05/13/24 at 4:28 P.M., with Resident #93's Primary Care Physician/facility 
Medical Director, Physician #680 revealed if there were physician orders to check a resident's blood 
pressure prior to giving a medication, the nurse should be documenting the blood pressure in the medical 
record. 

Interview on 05/15/24 at 1:20 P.M., with DON and Physician #680 revealed one day Resident #93's blood 
pressure was low and Physician #680 was notified. Physician #680 suggested Resident #93 go to the 
hospital; the daughter refused and wanted Resident #93's blood pressure checked two times a day. 
Physician #680 agreed and gave the order to check Resident #93's blood pressure prior to giving the 
medication sacubitril valsartan oral tablet 24-26 mg and to hold the medication if the blood pressure was less 
than 120/60. DON revealed because it was the daughter's request to check the blood pressure, the nurses 
didn't need to document the results of the blood pressure, they would just notify the physician if it was too 
low. Physician #680 confirmed she gave the order, and it was a written physician order to hold the 
medication if the blood pressure was less than 120/60. DON confirmed she could not verify if Resident #93's 
blood pressure was assessed each time as per the physician's order. 

Review of the policy titled, Administering Medications, revised April 2019 revealed medications are 
administered in a safe and timely manner, and as prescribed. As required or indicated for a medication, the 
individual administering the medication records in the resident's medical record any results achieved and 
when those results were observed. 

This deficiency represents the noncompliance investigated under Complaint Number OH00153220. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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** 42011

Based on record review, staff interview, transport timeline review and review of policy, the facility failed to 
ensure documentation was complete in the resident medical record. This affected one (#85) of three 
residents medical records reviewed for documentation. The facility census was 88.

Findings include:

Review of the medical record for Resident #85 revealed an admitted [DATE]. Diagnoses included cerebral 
palsy, chronic obstructive pulmonary disease, tracheostomy, and chronic respiratory failure. 

Review of the Admission Minimum Data Set (MDS) dated [DATE] revealed Resident #85 had severe 
cognitive impairment and was impaired on one side of the upper and lower extremity. Resident #85 was 
dependent for activities of daily living. Resident #85 had medically complex conditions, which included 
cerebral palsy, chronic respiratory failure with hypoxia, tracheostomy, oxygen therapy, and suctioning. 

Review of the care plan dated 01/29/24 revealed Resident #85 was at risk for alteration in code status, 
Resident #85 was a full code. Interventions included obtaining vital signs as ordered per doctor and as 
needed, notify doctor as indicated. Interventions included calling 911 immediately as indicated.

Review of the care plan dated 02/12/24 revealed Resident #85 was at risk for developing complications 
secondary to tracheostomy related to impaired breathing mechanics. Interventions included ensure that trach 
ties are secured at all times. Monitor/document for restlessness, agitation, confusion, increased heart rate 
(tachycardia), and bradycardia. Monitor/document level of consciousness, mental status, and lethargy as 
needed (PRN). Monitor/document respiratory rate, depth, and quality. Check and document every shift/as 
ordered. Provide means of communication and procedural information. Reassure me that help is available 
immediately. Tube out procedures: Keep extra trach tube and obturator at bedside. If the tube is coughed 
out, open stoma with a hemostat. If the tube cannot be reinserted, monitor/document for signs of respiratory 
distress. If able to breathe spontaneously, elevate the head of bed 45 degrees and stay with resident. Obtain 
medical help immediately.

Review of the physician order dated 01/22/24 revealed Resident #85 was a full code. Additional orders 
included: Respiratory Therapy may evaluate and treat as needed dated 01/22/24. Spare trach (one size 
smaller, one size larger) and oxygen e tank at bedside dated 03/14/24. Trach care every shift and as needed 
dated 01/25/24. Trach assessment every four hours dated 01/24/24.

Review of the progress note for Resident #85 dated 04/09/24 at 6:55 A.M., completed by Registered Nurse 
(RN) #433, revealed (Resident #85) decannulated herself. Unable to reinsert trach per respiratory. Patient 
was rounded on multiple times during the shift. Current pulse oximetry was 93% room air. Respiratory 
notified, doctor notified, patient currently receives hospice services. Patient will be sent out to emergency 
room (ER) for evaluation.

(continued on next page)

2219366179

05/19/2025



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      

366179 05/22/2024

Solon Pointe at Emerald Ridge 5625 Emerald Ridge Parkway
Solon, OH 44139

F 0842

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Review of the respiratory therapy note dated 04/09/24 at 7:30 A.M., for Resident #85 completed by 
Respiratory Therapist (RT) #687 revealed the resident was assessed after self-decannulating her trach 
(removing the whole trach). Patient's assessment discovered by State tested Nursing Assistant (STNA) and 
Respiratory. RT #687 performed Full Assessment with no findings of Respiratory Distress. RT #687 is stable 
on room air via stoma. Respiratory attempted to replace trach, but Resident #85 became semi-violent and 
was actually almost able to phonate (speak). RT #687 notified Pulmonologist and described the situation. 
Although Patient is quite Stable, Respirations unlabored, oxygen saturation at 95% on room air. Heart rate 
68 beats per minute., (Resident #85's) secretions and airway integrity are of concern, so we agree that 
(Resident #85) should be sent out to ER and further evaluated by ear, nose, and throat (ENT). A physician's 
ambulance has been called for pick-up (non - emergent transport). RT will follow-up.

Review of the progress note for Resident #85 dated 04/09/24 at 11:39 A.M., completed by RT #687 revealed 
respiratory assessed, Resident #85 noting the need for small amounts of secretion to be suctioned. Pt. has 
the ability to expectorate secretions intermittently but does require suctioning. The nurse also assisted with 
suctioning throughout the shift. Resident was last seen around 3:00 A.M. and then discovered 
self-decannulation (trach removal) at 5:50 A.M.

Review of the progress note for Resident #85 dated 04/09/24 at 8:37 P.M., completed by Licensed Practical 
Nurse (LPN) #689 revealed she spoke with nurse, Doctor #690 from Hospital #691 about update for 
(Resident #85), as stated she is tachycardia and hypertensive, and they are trying to get her vitals stable.

Review of the Therapy Administration Record for April 2024 for Resident #85 revealed on 04/08/24 oral care 
every shift and as needed every day was not documented as completed for the 7:00 P.M. to the 7:00 A.M. 
shift or on 04/09/24 for the 7:00 A.M. to the 7:00 P.M. shift. The trach care orders each shift and as needed 
two times a day was not documented completed on 04/08/24 for the 7:00 P.M. to the 7:00 A.M. shift or on 
04/09/24 for the 7:00 A.M. to the 7:00 P.M. shift. The order for the trach assessment every four hours timed 
to be completed at 12:00 A.M., 4:00 A.M., 8:00 A.M., 12:00 P.M. 4:00 P.M. and 8:00 P.M. was not 
documented as completed on 04/08/24 at 4:00 P.M. and 8:00 P.M. and 04/09/24 at 12:00 A.M., 4:00 A.M. or 
8:00 A.M.

Record review of Resident # 85's medical record revealed there was no documentation of time of transport to 
the hospital.

Record review of the transport timeline provided by Administrator obtained through an email dated 05/16/24 
from Transport Company #692 revealed the call to the ambulance company for Resident #85 from the facility 
was placed on 04/09/24 at 7:21 A.M. The Ambulance arrived at the facility on site on 04/09/24 at 10:09 A.M. 
and transport arrived at the hospital at 10:49 A.M. 

Interview on 05/16/24 at 11:29 A.M., with Director of Nursing (DON) revealed she was unsure why Resident 
#85's Therapy Administration record for treatments was not documented as completed per orders. 

(continued on next page)
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Review of the undated policy titled, Charting and Documentation revealed all services provided to the 
resident, progress towards the care plan goals, or any changes in the resident's medical, physical, functional, 
or psychosocial condition, may be documented in the resident's medical record. The medical record may 
facilitate communication between the interdisciplinary team regarding the resident's condition and response 
to care. 

This deficiency represents the noncompliance investigated under Complaint Number OH00153124. 
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Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the 
public.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42011

Based on observation and staff interview, resident interview, the facility failed to timely repair one resident's 
wall with several large visible holes, dents, and scrape markings on it. This affected one (#28) of three 
residents reviewed for the environment. The facility census was 88.

Findings include: 

Review of the medical record for Resident #28 revealed an admitted [DATE]. Diagnoses included chronic 
respiratory failure, hemiplegia affecting left nondominant side, morbid severe obesity, major depressive 
disorder, anxiety, tracheostomy, and dependence on respirator.

Review of the Annual Minimum Data Set (MDS) assessment, dated 03/14/24, revealed Resident #28 had a 
Brief Interview of Mental Status (BIMS) score of 15 out of 15 (cognitively intact). Resident #28 had no 
impairment of the upper or lower extremities. Resident #28 used no mobility devices. Resident #28 had no 
behavior exhibited and no rejections of care. 

Observation on 05/08/24 at 3:22 P.M., revealed the wall behind Resident #28's headboard had three very 
large holes that reached from outside both sides of the headboard and continued behind the headboard from 
one end to the other. The wall also had multiple scrapes, dents, and black markings on it which were all 
visible while visiting with Resident #28. Interview at the time revealed Resident #28 stated she was unable to 
see the wall in her position in bed. 

Observation and interview on 05/08/24 at 3:30 P.M., with Licensed Practical Nurse (LPN) #370 confirmed the 
holes and markings on Resident #28's wall. LPN #370 revealed she was unsure how long it's been that way.

Observation and interviews on 05/15/24 at 8:40 A.M., revealed Resident #28's wall had no repairs to the 
holes or markings on the wall were initiated. State tested Nursing Assistant (STNA) #302, Respiratory 
Therapist (RT) #682 and #683, and LPN #370 were present and confirmed they just repositioned Resident 
#28 as they have in the past several times and have never banged the wall. RT #683 revealed the wall had 
holes and was banged up in that same condition as long as she could remember.

Interview on 05/15/24 at 9:47 A.M., with Housekeeper #303 confirmed she had seen the holes in Resident 
#28's wall. Housekeeper #303 revealed she reported it to Maintenance Director #470 weeks ago. 

Interview on 05/15/24 at 10:55 A.M., with Maintenance Director #470 confirmed he was aware of the holes in 
the wall in Resident #28's room. Maintenance Director #470 revealed he was unsure how long ago he was 
made aware and confirmed he did not repair it. 

This deficiency represents the noncompliance investigated under Complaint Number OH00153124. 

2222366179

05/19/2025


