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F 000 | INITIAL COMMENTS FO0O| DISCLAIMER:
An abbreviated standard survey (KY23117) was Somerwoods Nursing and Rehabilitatios]
initiated on 04/20/15 and concluded on 05/04/15. Center (Somerwoods) acknowledges
The complaint was substantiated and immediate receiot of the Su Stat ¢
Jeopardy was identified on 04/21/15 at 42 CFR 1P Wl 2 UL
483,20 Resident Assessment (F280), 42 CFR Deficiencies and proposes this
483.25 Quality of Care (F323), and 42 CFR Provider’s Plan of Correction to the
| 483,75 Adrministration (F490) at a Scope and N ,
Sevarity of "J" with Substandard Quality of Care extent the summary O_f findings is
at 42 GFR 483.25 Quality of Care (F323), factually correct; and in order to
immediate Jeopardy was determined to exist on maintain compliance with applicable
04/01/15. The facility was notified of the rul - .
immediate Jaopardy on 04/21/15. es and p.rowsnons Flf the quality of
care of residents. This Provider's Plan of
On 04/07/15, Resident #1 exited from the facility Correction is submitted as a written
without staff knawledge and was observed off allegation of ; .
facility grounds, walking down the street, by a : Ct?mphance. ST
faclilty staf member on her way home after response to this Summary Statement of
complating a shift of work. Although the facllity Deficiencies and plan of correction does
had identified Residant #1 to be at risk for not denote agreement with the
elopement and implemented a wanderguard S S f L.
bracalet to ensure the resident's safety, the ummary Statement of Deficiencies nor
facility failed to ensure the bracelet was in place that any cited deficiency is accurate.
and that supervision was provided as requirad. Further, Somerwoods Nursing and
An acceptable Allegation of Compliance was Rehabilitation reserv.es the right to
recaived on 04/30/15 which alleged removal of refute any of the deficiencies through
the immediate Jeopardy on 04/28/15. A partial informal dispute resolution,
extended survey was conducted on 05/04/15. [ : . .
The State Survey Agancy detsmined the | mdeperldent informal dispute
| Immediate Jeopardy was removed on 04/28/15 resolution, formal appeal procedures
| as slleged, which lowerad the Scope and Severity and/or any other administrative or legal
| 1o "D" at 42 CFR 483.20 Resident Assessment | proceeding
(F280), 42 CFR 483.25 Quality of Care {F323), '
and 42 CFR 483,75 Administration (F490) while
the facllity monitors the effectiveness of systamic
changes and quality assurance activities.
F 280 | 483.20(d)(3), 483.10{k)(2) RIGHT TO F 280
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olher safeguards provide suificient protection lo the patients . (See Instructions.) Except for nu
foliowing the date of survey whather or not a plan of correction Is provided, For nursing homes,
days following the date these documents are made available to ihe facility. |f deficlencles are ¢

program participation.
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§S=J | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompatent or otherwise found to be
incapacitated under the laws of the Stals, to
participate in planning care and treatmant or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
Interdisciplinary team, that includes the attending
physician, a registered nursa with responsibility
for the resident, and other appropriate staff in
disciplines as detarmined by the resident's needs,
and, to the extent practicable, the particlpation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
review of tha fachity's investigation, and review of
the facility's policies, it was datermined the facllity
failed to review and revise the comprahensive
care plan for one (1) of three (3) sampled
residents (Residant #1) after a change in
condition occurred. Review of Resident #1's
Comprehensive Care Plan, with an effective date
of 01/13/15, ravealed the facility assessed
Resident #1 as being at risk for wandering and at
risk for unsupervised axits from the facllity. The
facility had initiated interventions that included

04/07/15, Resident #1 was returned to

the facility by staff without difficulty or
incident. The Unit Coordinator, a
licensed nurse, evaluated the resident,
There were no signs distress or injury.
The resident had no complaints.

A licensed nurse reapplied the wander-
guard bracelet to Resident #1. The Unit.
Coordinator verified the bracelet was
applied securely.

On 04/08/15, An “At Risk Wandering
Assessment” form was completed,

which determines the resident risk for |

wandering and elopement. This
assessment reflected the change that
the resident “had one or more attempts
to leave the facllity.” The resident’s
comprehensive plan of care was revised
by the MDS Nurse on this date to reflect
the resident must be supervised when
outside. |

immediately following Resident #1's
return to the facility, Members of the
IDT ensured all residents were located
and accounted for by staff. No

residents were missing. Care plans for
all residents with wander guards were |
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ansuring the resident's wanderguard bracelat was
in placa. However, Resident#1 removed the
wanderguard bracelet from hisfher ankle on
04/01/15 and gave it to the nurse. Although staff
was aware the resident removed his/her secure
bracelet, they failed io review/ravise Resident
#1's comprehensive care plan to
evaluate/consider additional intarventions to
protect the resident from exiting the facility
unsupervised. (Refer to F323.)

On 04/07/15, Resident #1 exited the facllity
without staff knowledge. A staff member, who
was driving away from the facllity after completing
her shift at approximately 2:45 PM, discovared
Resident #1, The staff member cbserved
Resident #1 ambulating on the sidewalk beside a
public street a short distance (approximately
one-tenth of a mile) from the facillty.

The facility's failure to have an effactive system in
place to review/evaluate interventions on the care
plan to prevent elopement placed residents at risk
for elopement in a situation that is likely to cause
serious injury, harm, impairment, or death to a
resident. Immediate Jeopardy was delermined to
exist on 04/01/15 at 42 CFR 483.20 Resident
Assessment (F280), 42 CFR 453.25 Quality of
Care (F323), and 42 CFR 483.75 Administration
(F490), with Substandard Quality of Care st 42
CFR 483.25 Quality of Care (F323), The facility
was notified of the Immeadiate Jeopardy on
04/21115.

An acceptable Allegstion of Compliance was
received on 04/30/15 which alleged removal of
the immediate Jeopardy on 04/28/15. A partial
extanded survey was conducted on 05/04/15.
The State Survey Agency determined the

were identified.

The Administrator reviewed with the
Unit Coordinator and the MDS Nurse,
on 04/08/15, that Resident #1 required
an At Risk Wandering Assessment and a
Care Plan Revision. The Director of
Nursing {DON) reviewed the medical
record, on 04/08/15, to ensure these
tasks were completed.

On 04/21/15, The RN Facility Consultant
conducted training for the
Administrator, Director of Nursing, Ql
Nurses, MDS Nurses, Unit Coordinators,
staff Development Nurse, Activities
Director, Therapy Director, Social
Services Staff, and Treatment Nurse,
Changes In Behavior (resident removal
of wander-guards) should be addressed
by the 10T and the Care Plan
Reviewed/Revised; At Risk Wander
Assessments should be completed upon
Admission, Quarterly, and with
Significant Changes In condition. A
post-test was completed.

Beginning 04/08/15 the
Interdisciplinary Team reviewed the
shift reports no less than four times a
week to ensure any resident with
attempts to exit the facility or remove
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Immediate Jeapardy was remaoved on 04/26/15
as alleged, which lowered the Scope and Severity
{o "D" st 42 CFR 483.20 Resident Assessment
(F280), 42 CFR 483.25 Quality of Care (F323),
and 42 CFR 483,75 Administration {F490) while
the facility monitors the effectiveness of systamic
changes and quality assurance activities.

The findings includs:

Review of the facility's policy, "Care Planning,”
{datad July 2013) ravealed the care plan would
be reviewed if a serious problem occurred to
datermine If the facility was adequatsly
addressing tha resident's needs and the care
plan would be revised accordingly.

Review of Resident #1's medical record revealed
the facility admitled the rasident on 08/28/12,
The facility assessed the resident to be at risk for
wandering and a wanderguard bracelst (an
elactronic davice worn by the resident which
glicits an audible alarm when a resident Is within
a certain range of any exit doar equipped with the
system, and also prevents the door from
immediataly opening) was implemented to alert
the staff if the resident attempted to exit the
facility. Further review of the resident's
assessmants for wandering, conducted from
07/17/13 through 09/27/14, revezled Resident #1
was not assessad to be at risk for wandering and
no longer required the use of the wanderguard
bracelet. However, Resident #1 developed a new
onset of selzure activity on 12/06/14 and was
hospitalized for evaluation and treatment. Upon
return to the facllity on 12/07/14, the facility
conductad a new assessment for the resident's
behavior of wandering, determined Resident #1
was at risk for wandering, and a wandarguard
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F 280 | Continued From page 3 F 280| their wander-guards were identifled

and care plans updated. No similar
incidents were identified. Beginning
04/23/15, the results of these reviews
have been/wili be presented to Ql
Committee weekly for four weeks and
any time a concern is identified, then
per schedule established by the
Executive Q Committee.

Criteria 5 05/07/15

EORM CMS-2587¢02-69) Pravious Varsians Qbsalste

Event ID:55KB1t

Facifly \D; 100483 If continustion sheet Page 4 of 57




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/18/2015
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES

OMB NO, 0938-0381

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185152 B. WING 050412015

NAME OF PROVIDER OR SUPPLIER

SOMERWOODS NURSING & REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
855 BOURNE AVENUE
SOMERSET, KY 42601

tracalet was applied to the rasident's left ankle.

Raview of tha Quarterly Minimum Data Set
(MDS) Assessment dated 01/03/15, revealed the
facility assessed tha resident to have short-termn
memory loss and modified independence with
decislon-making.

Review of Resident #1's Comprehansive Care
Plan dated 01/13/16, ravealed the facility
addrassed the resident's wandering risks and risk
for unsupervised exits from the facility.
Interventions to prevent the resident from leaving
the facility unsupervised included ensuring the
wanderguard bracelet was In place, ensuring the
resident's picture and name were on the
wandering resident board, and ensuring the
alarmed exits ware functional,

Review of the Annual Comprehensive MDS
assessment complated on 04/17/15, revealed the
tacility assessed Resident #1 to have short-term
memory loss with modarately impaired
dacision-making skills. The resident was further
assessad to have bahaviors of wandering which
occurred 1-3 days during the assessment
referenca period. The faciity assessed the
resident to be independent with ambulation and
transfers.

Qbservation of Resident #1 on 04/20/15, at 11:20
AM, revealed the resident was independently
ambuilatory in and out of his/her room and in the
facllity hallway. A wanderguard bracelet was
observed on the resident's left arm and leg.

Raviaw of the Nurse's Progress Notes datad
04/01/15, ravealed Residant #1 came to the
nurse at approximately 9:45 AM and handed her
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PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE oaTE
DEFICIENGY)
F 280 | Continued From page 4 F 280 (This Section Blank]

FORM CM5-2567(02-58) Pravious Varsions Qbscieta Event iD: 55KB1

FaciMy ID: 100499 It confinuation sheel Page 5 of 57



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/18/2015

a wanderguard bracelet and said "No." Per the
Nurse's Note, the nurse (Licensed Practical
Nursa #1) explained to the residant that the
bracslet had to be raplaced because it was part
of his/her plan of care and after "coaxing,”
Res!dant #1 allowed the bracelst to be reapplied
to his/her left wrist.

Interview with Licensad Practical Nurse (LPN) #1
on 04/20/15, et 2:00 PM, revealed she replaced
the wanderguard bracslet on Resident #1's wrist
after the resident removed It on 04/01/15. The
LPN stated sha reported the incident to the Unit
Coordinator (UC) and the UC agreed the braceiet
should ba replaced.

Interview with the UC on 04/2115, at 3:20 PM,
revealed the incident involving Resident #1
removing his/her wanderguard bracalet was
discussed in the Interdisciplinary Team (10T)
meeting on 04/02/15. The IDT daclded to
continue using the bracelet ta prevent the
resident from leaving the facllity without
supervision. The UC stated no investigation had
bean conducied to attempt to determine how the
resident was ablg to remove the bracelet and no
olher Intarventions were imp'emented to prevent
the resident from removing his/her wanderguard
bracelet and/or leaving the building unsupervised.

Interview conducted on 04/21/15, et 1:45 PM with
Registared Nursa (RN) #1 revealed she was the
Minimum Data Set/Care Plan (MDS/CP)
Coordinator and was responsible for reviewing
and updating the care plan for Resident #1. RN
#1 stated she belleved she was present during
the IDT meeting to raview incidents for possible
cars plen revisions on 04/02/15. Howaver, she
could not racall the discussion regarding Resident
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#1 removing histher wanderguard bracelet. She
stated she did not update the resident's
Comprehensive Plan of Care.

Interview with the Administrator and Director of
Nurses on 04/21/15, at 12:35 PM, revealed after
the IDT discussed Resident #1 removing hisfher
wanderguard bracelst, tha braceiet was
reappliad, However, the care plan was not
reviewed/revised to consider additional
interventions to prevent the resident from leaving
the facifity unsupervised.

**The facillty provided an acceptabls Allegation of
Compliance (AOC) on 04/30/45. The facility
implemented the following actions to remove the
Irnmediate Jeopardy:

1) Resident #1 was found outside of the [acility at
approximately 2:45 PM on 04/07/15, Resident #1
was asslstad back into the facility safely. The
Unit Coordinater completed a physical
assessment to rule out injury or acute distress.

2) All residents were accountad for or were
determined to be prasent in the facility by the Unit
Coordinators and facility staff. All residents were
accounted for at that time,

3) The Administrator and Director of Nurses
immediately initiated an investigation of Residant
#1's elopement.

4) The wanderguard bracelet was reapplied to
Resident #1's left wrist and was verified to be
secure by tha Unit Coordinator on 04/07/15.

5) The Diractor of Environmental Services and
Safety chacked the wander-guard door systems

F 280
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at each exit and elavator on 04/07/15. All
systems ware functioning properly.

6) The Unit Coordinators verified the
wander-guard alarms on the 2nd and 3rd floor
elavators’ accass polnts were functioning properly
on 04/07186.

7) A 100% audit of residents requiring a
wanderguard bracelet was conducted on
04/07/15 to ensure the bracelets were in place.
All residents assessed to raquire a wanderguard
bracelet had one In place.

8) Review of the plans of care for all regidents
who require a wanderguard bracelst was
conducted by the MDS Nurses on 04/07/15. No
concermns were identified.

9) The Transmitier Logbooks were reviewed by
the Unit Coordinators on 04/07/15 for all residents
who utilized a wanderguard bracelet to ensure the
Licensed Nurses were checking the residents’
transmitter daily per protocol. A new Log was
added for Resident #1. A new log sheet was
initiated because each new bracelet has a
different expiration date.

10) The IDT reviewed the unsupervised exit on
04/07/15 and placed Resident #1 on increased
monitoring, to be provided in no set pattem ata
minimum of evary two (2) hours and to be
validated by the licensed nurses. The monitoring
would be documented on the Frequent Manitoring
of Resident Form. The increased moniloring was
varbally communicated to each on-coming nuree
during the change of shift report until each nurse
hed racoived the information.
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11) The resident's physician and famlly were
notified on 04/07M15 of the event. No new orders
were receivad.

12) An updated "At Risk Wandering Assessment”
was completed on 04/08/15 by the Unit
Coordinator for Rasident #1.

13) Resident #1's care plan was updated on
04/08/15 by the MDS Nurse to reflect the resident
must be supervised If outside.

14) Beginning 04/07/15, Housekeeping staff will
check the door function of the wander-guard
system daily and record this on the
Housekeeping/Laundry Waekly Round Shest.

15) The Kentucky Travalers’ Books (Binders with
photes of all rasidents assessed to be at risk for
wandaring for each unit) wera reviewed on
04/21115. No problems were identified.

16) The Kentucky Travelsrs' Bullstin Boards
{bulletin boards with photos specific for residents
assessed to be wandering risks) maintained at
sach nursing unit was reviewed on 04/21/15 by
the Quality Improvement Assistant Nursa, Some
missing pholographs were replaced.

17) The Kentucky Travelers’ Boards are
maintained at each nurse's station. Coples of the
Kentucky Travelers’ Books are maintained at
each nurse's station, in the ground floor mailroom
and the West Wing therapy gym.

18) The RN Facllity Consultant conducted
education related to changes In resident
bohavior; including removal of wanderguarrd
bracslets, review/revision of care plan completian

F 280
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of the "At Risk Wander Assessments,”
monitoring/checking of wanderguard bracelets;
documentation in the Transmitter Log book,
placement of wander guard bracelets, and
impraved documentation of IDT meetings.
Education was provided by the RN Facllity
Consultant for the Administrator, Director of
Nurses, QI Nurses, MDS Nurses, Unit
Coordinators, Staff Davalopment Nursa, Activities
Director, Therapy Director, Soclal Services Staff,
and Treatment Nurse on 04/21/15. A posttest
was given after the training.

18) Tha RN Diractor of Clinical Services provided
ra-education to the Weakend Supervisor and
Administrator on 04/24/15; and, to the Director of
Nursas, Unit Coordinators, Staff Facilitator, MDS
Nurses and QI Nurses on 04/27/15. Effective
04128115, all staff is required to complete
education and post-test on the following
procedures prior to campleting their next shift:

A. Wandering/Elopement Residents

B. Elopamant systems in place to prevent
elopsment.

C. Diract care will immediately notify the charge
nurse In tha event a resident removes a wander
guard bracelet, if it comes off, or is ill fitting.

D. The Kentucky Travelers' Books and bullatin
boards are to assist with identification of residents
who wander,

E. Redirection of wandering residents to protect
them fram Injury or possible elopement,

F. Notify the nurse immediataly if a resident
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cannot be found; and, if a resident is sighted
oulside the facility, the employee should keep the
rasldent In sight.

G. Staff's rasponse to exil seeking behavior and
stataments,

20) All new employees will receive this education
during orientation. Employaes on leave of
absence or vacation will complete this
re-aducation prior to working on the floor. The
facliity does not utilize agency staff,

21) The RN Director of Clinlcal Services provided
education on 04/24/15 to the Director of
Environmental Services and Safety regarding use
of the wander-guard equipment, testing of the
doors and elevators, completion of the assoclated
forms, redirection of residents, notification of staff
ragarding axit seeking residents, and response if
a resident removes a bracelet.

22) The Director of Environmental Services and
Safaty provided education for all environmental
staff on D4/24/15 regarding use of the wander
guard equipment, testing the doors and elevators,
completion of the associated forms, and what to
do If equipment is found to be malfunctioning.

23) The Director of Environmental Services and
Safaty will ensure that all housekeeping, laundry,
and maintenance staff are re-educated and have
completed a post-test prior to completion of their
next shift by 04/27/15.

24) The Administrator convened with the IDT on
04/2715 and directed the verification of the
wanderguards would ha sonducted and
documsnted each shift rather than daily. A
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licensad nurse will complste the Transmitter Log
each shift for all residents requiring a
wanderguard bracslet. This was effective
04/27/15.

25) Tha RN Facillty Consultant educated the QI
Assistant Nurse an 04/27/15 regarding upkeap of
the Kentucky Travelers' Wander Books and
Kentucky Travelers' Wander Bulletin Boards. The
boards will be updated when a resident is placed
on, or removed from wandering precautions; and,
the books and boards will be reconciled monthly.

26) Beginning 04/07/15, the "Frequent Monitoring
of Resldent” form for Resident #1 will be raviewad
daily, by the Administrator, Unit Coordinator, RN
Facility Consultant, QI Nurse or Weekend House
Suparvisor. Any issues or concemns wili be
corracted immediately and reported to the DON
or Administrator.

27) Beginning 04/27/15, the Transmitter Lag will
ba completed by licensed nurses each shift to
ensura the wander guard bracelsts are in place
and functioning properly. The Administrator,
Director of Admission, Weekand Supsrvisar, or
QI Nurse audited the individual log forms daily.
Any concerns will ba corrected immediately and
raported io the DON or Administrator.

28) The Housekeeping Staff will complete a daily
round sheet to ensure the wander guard systems
are functioning on the doars and elevators.
Beginning 04/27/15, the Director of
Environmenta! Services will audit these forms
daily and Safety, Administrator, Weskend
Supervisor, Chalmman of the Safety committee or
Ql Nurse, and any concarns will be corracted
immediately and reportad to the DON or
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Administrator,

29) The O Assistant Nurse will continue to
update the Kenlucky Travelers' Books and the
Kentucky Travelers' Bulletin Boards as changes
occur. Beginning the wesk of 04/27/15, the
DON/QI Nurse will audit the Kentucky Travelers’
Book and Bulletin Board two {2) times each week
for accuracy.

30) The IDT will audit shit reports dally to monitor
for any resident attempts lo leave the building or
romoval of wander guard bracelets has been
identified. Concerns will be addressed
immediately.

31) All Audits will be taken to the weekly QI
Commitiee maetings for four (4} weeks and
whenevar a concem is identified.

*»Tha Stale Survey Agency valldated the
Immediate Jeopardy was removed as follows!

1) Raview of Nursing Progress Notes dated
04/07/15, revealed Resident #1 required no
treatmant after the slopament and was assessed
{o have sustainad no Injury when retumed to the
facllity.

2) Review of the facility's documentation dated
04/07/15, and Interviews with Unit Coordinators
(UC) #1 on 05/04/15, at 6:00 PM; UC #2 an
05/04/15, at 5:50 PM; and UC #3 on 05/04/13, at
4:50 PM revealad each resident was accounted
for on each unit of the facility on 04/07/15.

3) Review of the facllity's investigation and
interview with the Administrator and Diractor of
Nurses on 05/04/15 at 8:05 PM, revealed the
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investigation was initlated on 04/07/15.

4) Raview of tha documentation, dated 04/07/15,
revealed the secure care bracelet was replaced
on Resident #1's left wrist when the resident was
returned to the facllity on 04/07/15.

5) Review of a Door Audit dated 04/07/15, and
sighed by the Direclor of Environmental Sarvices
and Safety revealed all wanderguard door
systems for the doors and elevators wera
axaminad and were functioning properly on
04107115,

8) Interviews with UC #2 and UC #3 on 05/04/15
ravealed the elevator access was chacked with
the wanderguard system on 04/07/15 and no
problems ware identified.

7) Review of the facility's documentation dated
04/07/15, and interviews with Unit Coordinators
{UC) on 05/04/15 at 8:00 PM with UC #1; at 5:50
PM with UC #2; and, 4:50 PM with UC #3,
revealad a 100% audit was conducted of
residents who required a secure care bracelet,
All residents assessed to raquire a secure care
bracelet had one in place.

8) Review of the faciiity's documentation and
interviews with MDS Nursas (LPNs #3 and # 4
and RN #10) on 05/04/15, at 4:55 PM, revealed
all care plans had been reviewad for residents
who required a secure care bracelet.

9) Review of the Transmitter Log books revealed
each resident {including Resident #1) who
required a wanderguard bracelat was being
monitorad each shift hy a licensed nurse to
ensure the bracslst was in place and functioning.
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Interview with UC (#1, #2, and #3) on 05/04/15
revealed the UC monitorad the Transmitter Log
baok dally to ensure the bracelets were being
checked by the licensed nurges and
documentad/raported any concemns to the
Administrator.

10) Review of the Freguent Monitoring of
Raesident form from 04/07/15 through 05/04/15
revealed tha menitoring checks were
documenled as conducted at different times with
no pattern, but not greater than two (2) hour
intervals. Documentation further revealed a
licensed nurse dally reviewed the checks.
Interviews on 05/04/15, at 5:30 PM with LPN #1,

revealed Frequent Monitoring had been

the monitoring procedures for Resident #1.
Interview with LPN #1 on 04/05/15, at 5:30 PM
and with UC #1 at 6:00 PM revealed they had

to Rasident #1 to the on-coming nurse during
change of shift report to ensure each nurse had
raceived the instruction.

11} Review of documentation revealed Resident
#1's Physician and Responsible Party were
notified the resident had sloped from the facility
on 04/07/15.

12) Review of the facility's documentation
revealed a new At Risk Wandaering Assessment

13) Review of Resident #1's Comprehensive

reflect the elopement incident of 04/07/15 and to

§:50 PM with CNA # 5, and 7:00 PM with CNA #7,

conducted for Residant #1 from 04/07/15 through
05/04/15 at different times and staff was aware of

communicated the monltoring procedures related

form was completed on 04/08/15 for Residant #1.

Care Plan ravealed it was updated an 04/08/15 to
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ensure the wanderguard bracelet would ba in
place and to fraquently monitor the resident's
whereabouts.

14) Review of Housekeeping/Laundry Round
Sheets dated 04/07/15 through 05/04/15 revealed
housekeeping staff had been conducting daily
checks of the deor functions of the wanderguard
systems.

15) The Kentucky Travelers Books were
observed to be located at each nursa's station on
05/04/15. The Books contained pictures for each
residant identified as at risk for wandering.

16) The Kentucky Travelers' Bulletin Boards was
obsaerved to be maintained at each nurse's station
on 05/04/15 and contained plctures for each
residant identified as a wandering risk on each
unit.

17) Copies of The Kentucky Travelers’ Bocks
ware also observed on 05/04/15 to he maintained
in the ground floor mallroom and the West Wing
therapy gym, In addition to each nursing unit.

18) Review of the In-service Training related to
“Changes In Resident Behavior,” dated 04/21115,
revealed the {raining had been conducled by the
RN Facility Consultant. Interviews conducted on
05/04/15 at 8:05 PM with the Administrator; 7:45
PM with the DON; 5:05 PM with the Q! Assistant
Nurse; 7:15 PM with MDS Nurse #2; 7:25 PM
with MOS Nurse #3; 7:30 PM with the QI
Coordinator; 8:10 PM with the Rehabilitation
Manager; 8:15 PM with the Social Services
Director; 8:07 PM with Activity Director; 8:20 PM
with Traatmant Nurse; 5:50 PM with UC #2; §:00
PM with UC #1: and, 4:50 PM with UC #3
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revealed all the siaff inllerviewed had attended the
training and were knowledgeable releted to
monitoring/documentation of the wanderguard
bracslets. Staff was also able fo verbally state the
steps to take If a resident eloped from the facility.
Staff completed a posttest.

19) Review of the In-service Training related to
"Wandering Residents and Elopements Systems"
dated 04/24/15 and 04/27/15, revesled the
training had been conducted by the RN Directar
of Clinical Services. Interviews conducted on
05/04/15 at 8:05 PM with the Administrator, 7:45
PM with the DON; 5:50 PM with UC #2; 6:00 PM
with UC #1; 4:50 PM with UC #3; 8:15 PM with
the Weekend Supervisor; 5:05 PM with the Ql
Asslstant Nurse; 7:30 PM with the QI
Coordinator; and, 8:20 PM with the Staff
Development Coordinator revealed all the staff
interviawed had attended the training and was
familiar with the identification system for
wandering residents and the bahavior
managemsnt of exit seeking behaviors. Review
of the In-service Training dated 04/28/15,
ravealed this training was alsc provided for all
facllity staff by tha DON, UC, Staff Development
Nurge, and QI Nurse. Inlerviews conductad on
05/04/15 at 3:05 PM with RN #4, 6:35 PM with
RN #5, 5:30 PM with LPN #1, €:25 PM with LPN
#2, 6:45 PM with LPN #10, 8:20 PM with LPN #8,
8:50 PM with CNA #7, 6:55 PM with CNA#8, 7:.00
PM with CNA #9, 7:05 PM with CNA#10, 7:10
PM with CNA #41, 7:15 PM with CNA #12, 5:45
PM with the Maintenance Director, 5:20 PM with
the Environmental Services Director, 5:40 PM
with Laundry Staff #1, 7:40 PM with Housekeeper
(HSK) #1, 7:45 PM with HSK #2, 7:55 PM with
HSK #3, B:05 PM with HSK #4, 8:16 PM with the
Waekend Supervisor, and 8:20 PM with the Staff
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Devalopment Coardinator, revealed all the staff
interviewed had attended the training and was
famitiar with the identification system for
wandering residents and behavior management
of exil seeking behaviors. All staff took a posttest.

20) Raview of the employes list on 05/04/15
revealed no naw employees had been hired by
the facility since 04/28/15.

21) Review of the In-service Trainlng "Testing of
tha Doors” datad 04/24/15, revealed the tralning
was provided by the RN Director of Clinical
Services. Interview with the Environmental
Services Director on 05/04/15 at 5:20 PM
revealed he attended the training regarding use
of the wanderguard equipment and testing of the
doors and elevations.

22) Review of the In-service Training "Testing of
the Doors dated 04/27/15, revealed training was
provided to the housekeeping, laundry, and
meintenance staff by the Environmental Services
Direclor, Interviews conducted on 05/04/15 at
§:45 PM with the Maintenance Diractor, 5:40 PM
with Laundry Staff #1, 7:40 PM with Housekeeper
(HSK) #1, 7:45 PM with HSK #2, 7:55 PM with
HSK #3, and 8:05 PM with HSK #4 revealed
these staff attandad the training related to {esting
the doors. Staff intarviewed was able to verbally
state how the doors and elevatoras were
monitored each day and how the results were fo
be documentad on the dally round sheet,

23) Review of the employee list on 05/04/15 and
in-service fraining record confimed all staff had
been trained and a posttest completed by
04/27115.
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24) Review of the Transmilter Log books
revealed the verification of the wanderguard
bracelets was being conducted and documented
each shift since 04/27/15 by a licensed nurse.

25) Review of the In-service Training "Kentucky
Travelers' Boards and Books" dated 04/27/15
revealed training was provided by the RN Facility
Consultant for the QA Agslstant Nurse relaled to
keeping the Kentucky Traveler's Books and
Bulletin Boards up to date. Interview with the Ql
Asslstant Nurse on 05/04/15 at 5:05 PM,
confirmed the training had been provided and the
employse was able to relate the process to keep
the baoks/boards up to date.

28) Review of the Frequent Monitoring of
Resident Forms for Resldant #1 dated 04/07/15
through 05/04/15 confirmed the Adminisirator or
the Week and Suparvisor reviewed the forms
daily to ensure the monitoring was being provided
for the residant. No problems had been
identified.

27) Review of the Transmitter Log books dated
04/27/15 through 05/04/15 provided evidenca the
licansed nurges were monitoring tha
wanderguard bracelats each shift to ensure the
bracalets were in place and functioning for each
resident who was assessed o require a bracelet.
Further review revealed the Administrator or the
Waekend Supervisor was reviewing the logs
daily. No problems had been identified.

28) Review of the dally round sheet dated
04727115 through 05/04/15 revealed
housekesping staff had checked the exit doors
and elavators daily to ensure the alaym systems
wera functioning. Further review revealed the
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F 280 | Continued From page 18

Director of Environmental Services,
Administrator, or the Weekend Supervisor had
been conducting daily audits of the round sheets
to ensure the doors wera being checked dally.
No problems had been identified.

29) Review of the audits conducied by the DON
and/or QI Nurse ravegled the Kentucky Travelers'
Boards and Books were current and up to date
for the residents assessed to be at risk for
wandering on 05/04/16.

30) Review of the shift report audits conducted
dally by IDT team revealed there had been no
resident atlempts to leave the buiiding or removal
of their wandarguard bracelet,

31) Raview of the Quality Improvement mesting
documentation dated 04/29/15 revealed all data
collected and audits conductad related fo the
facility's response to Resident #1's elopement
from the facility on 04/07/15, were reviewed
during the meeting. Interview with the
Administrator on 05/04/15 at 8:05 PM revealed no
significant changes in the facllity's implemented
plan were determinad to be necessary during the
mesting. Interview wilth the Medical Diractor on
05/04715, at 3:50 PM revealed he attended the
04/29/15 QI meeling and was aware of the
slopement of Resident #1 and corrective plan
implemented by the facility.
F 323 | 483.25(h) FREE OF ACCIDENT

$S=J | HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that the resldent
environment remains as free of accident hazards
as Is possible; and each resident racsives
adequale supervision and assistanca devices to

F 280

F 323

At approximately 2:50 p.m. on
04/07/15, Resident #1 was returned to
the facility with staff without difficulty
orincident. The Unit Coordinator, a
licensed nurse, evaluated the resident.

{This Section Blank]
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pravent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
facility policy review, and review of the facility's
invastigation it was determined the facility failed
to have an effective system in place to ensure
that ane (1) of three (3) sampled residents
{Resldent #1) raceived adequate supervisicn and
monitoring to prevent accidents. The facility
assassaed Resident #1 to ba an elopsment risk on
12/07/12, and placed a wanderguard bracelet {an
electronic davica worn which elicits an audible
alarm within a certain range of an exit door
equipped for this device) on the resident’s laft
ankle to ensure the resident was safe and to
monitor the rasident's whereabouts,

On 04/01/15, Residant #1 removed the
wanderguard bracelet and took it fo the nurse
who replacad the bracelet an the resident's left
wrist. However, the facility falled to evaluate how
the resident removed the bracelet, and falled to
Implement any additional interventions to keep
the rasident safe. On 04/07/15, Resident #1
again removed the wanderguard bracelet and
exiled the facllity without staff knowledge. At
approximately 2:45 PM, Resident #1 was seen by
a staff member, who was driving away from the
facllity aftar work. The resident was initlally seen
by the employes to ba approximately one-tenth of
a mile from the facility on a sidewalk beside a city
sireet. After being nofified by the staff member
who was going home, staff at the facility
datermined the resident was missing and was not

(Xa) 0 SUMMARY STATEMENT GF DEFICIENCIES [1s] PROVIDER'S PLAN OF CORRECTION o8)
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F 323 | Cantinued From page 20 F323! There were no signs distress or injury,

The resident had no complaints.

A licensed nurse reapplied the wander-
guard bracelet to Resident #1, The Unit]
Coordinator verified the bracelet was
applied securely.

Members of the Interdisciplinary Team
met on 04/07/15 and reviewed the
incident and implemented increased
monitoring of resident #1 for his
whereabouts and presence of his
wander-guard. This monitoring would
be in no set pattern, validated by
licensed nurses and occur a minimum of
every two hours. This monitoring is in
addition to the routine interaction
between the resident and staff. The
monitoring would be documented on
the Frequent Monitoring of Resident
form.

On 04/08/15, An “At Risk Wandering
Assessment” form was completed,
which determines the resident risk for
wandering and elopement. This
assessment reflected the change that
the resident “had one or more attempts
to leave the facility.” The resident’s
comprehensive plan of care was revised
by the MDS Nurse on this date to reflect
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F 323 | Continued From page 21 £ 323 the resident must be supervised when

on facliity grounds. The resident was assisted
back to the facility and staff assisted him/her back
into the bullding and detarmined the resident had
not sustained any injury. The facility staff was not
aware the resident had left the building.

Tha facility's failure to have an effactive system in
place to ensure adequate suparvision and
monitoring for residents who were at risk for
elopement was likely lo cause serious injury,
harm, impalrment, or death. Immediate Jeopardy
was determined to exist on 04/01/15 at 42 CFR
483.20 Resldent Assessment (F280), 42 CFR
483.25 Quality of Care (F323), and 42 CFR
483,75 Administration (F480) with Substandard
Quality of Care at 42 CFR 483.25 Quality of Care
{F323). The facility was notified of the Immediate
Jeopardy on 04/21/15.

An acceptable Allegation of Compliance was
racelved on 04/30/15 which alleged removal of
the Immediate Jeopardy on 04/28/15. A partial
extendad survey was conductad on 05/04/15.
The State Survay Agency determined the
Immediate Jaopardy was removed on 04/28/15
as allaged, which lowered the Scope and Severily
to D" at 42 CFR 483.20 Resident Assassment
(F280), 42 CFR 483.25 Quality of Care (F323),
and 42 CFR 483,75 Administration (F480) while
the facility monitors the effactiveness of systemic
changes and quallty assurance activilles.

The findings include:

Review of the facllity’s policy, "Wandering
Protocol,” (dated November 2013) revealed
residant pictures would be displayed on bulletin
boards locatad on each unit or emplayee lounge
bulletln boards. The palicy noted if a resident

outside.

On 04/07/15, immediately following
Resident #1's return to the facility, the
Unit Coordinators (with staff assistance )
audited to ensure all residents were
accounted for or present in the facility.
No residents were missing.

The Director of Environmental Services
and Safety checked the wander-guard
door systems for the exitsand
elevators, immediately after the
incident, on 04/07/15, All systems were
functioning properly. On 04/07/15, the
Unit Coordinator’s and facility staff
verified appropriate function of the
wander-guard alarm on the 2™ and 3
floor elevator access points. These
access points were functioning
properly.

On 04/07/15, a 100 percent audit of
residents with wander-guard bracelets
was conducted to ensure all residents
identifled to need a wander-guard
bracelet had it applied. All residents
identified as needing a wander-guard
had one applied. Each of these
resident’s plan of care was also
reviewed by the MDS Nurses, on
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F 323 | Continued From page 22 F 323| 04/07/15, to ensure It was current. No

was suspected of elopement, staff would
immediately notify the supervisor, mobilize a
search in the building and premises, call 911, and
notify the resident's physician and family.

Interview with the Administrator on 04/20/15, at
5:30 PM, revealed the facility did not have a
spedific policy/procedure related to Resident
Supervislon,

Intarview with the Diractor of Nurses (DON) on
04/21/15, at 12:35 PM, revealed the facllity did
not have a specific policy related to assessment
of residants who wander. However, (ha DON
stated all residents were assessed upon
admission, readmission, quarterly, and when a
changa In conditlon occurred to establish the
resident's wandering/elopement risks. In
addition, the DON stated the wanderguard
bracelets were Implemented as an intervention
for rasidents to minimize the risks for elopement.

Record review revealad the facility admitted
Resident #1 on 08/28/12, wilh diagnoses that
included Coronary Artery Diseasa, Convulsions,
Aphasia, Cergbrovascular Disease, Anxiety State,
and Hypertansion. The facility initially assessed
Resident #1 to be at risk for wandefing and a
wanderguard bracelet was implemented. Further
review of the residant's assessments for
wandering conducted from 07/17/13 through
09/27/14, revealed Resident #1 was no longer
assessed to be at risk for wandering and did not
require the use of the secure care bracelet.

Observatlon of Resident #1 on 04/20/15, at 11:30
AM, revealed the residant was sitting in a chair in
his/her room. The resident was unable to speak
clearly, but mads attempts through gestures.

concerns were identified.

The Administrator reviewed with

Nursing (DON} reviewed the med
tasks were completed.

The Unit Coordinator verbally

resides on the 1% Floor, would be
whereabouts and placement of h

be In no set pattern, valldated by

verbally communicated to each 0
report, until each first floor nurse

for Resident #1.

Unit Coordinator and the MDS Nurse,
on 04/08/15, that Resident #1 required
an At Risk Wandering Assessment and a
Care Plan Revision. The Director of

record, on 04/08/15, to ensure these

instructed the licensed nurse present
when Resident #1 was returned to the
facility, on 04/07/15, Resident #1, who

placed on increased monitoring for his
wander-guard, This monitoring would
licensed nurses and occur, at minimum
of every two hours. The monitoring of
the residents whereabouts and wander-
guard placement will be documented
on the Frequent Monitoring of Resident
form. The increased monitoring was

coming nurse during change of shift

aware of the monitoring requirement

the

ical

is

n-

was
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F 323 | Continued From page 23

Rasident #1 was observed to ambulate
independantly in hisfher room and the facility
hallway without difficulty.

Review of the clinical record revealed Resident
#1 developed a new onsat of seizure activity on
12/06/14 and was transferred ta the hospital for
gvaluation and traatment. The resident returned
ta the facility on 12/07/14 and & new assessment
for wandering/elopement determined the rasident
was at risk for wandering/elopement. A
wandarguard bracelet was applied to tha
resident's lsft ankle.

According to the Comprehensive Cara Plan,
dated 01/13/15, the facllity addressed the
resident's wandering risks and risk for
unsupervised exils from the facllity. Inferventions
to prevent the resident from leaving the facility
unsupervised included ensuring the wanderguard
bracelat was in place, ensuring the resident's
picture and nama were on the wandering resident
board, and ensuring the alarmed exits were
functional.

Raview of the Annual Minimum Data Set (MDS)
assessment complated on 04/17/15 revealed the
facility assessed Resident #1 to have short-term
memary loss with moderately impatred
decision-making skills. The resident was further
assessed to have behaviors of wandering which
ocecurred 1-3 days during the assessment
reference period. The facllity assessed the
resident to be independent with ambulation and
transfers.

Review af the facility's Investigation initiated on
04/07/15 ravealed at approximately 2:45 PM on
04/07/15, & staff member discovered Resident i

Fa23| On04/21/15, The RN Facility Consultan{

conducted training for the
Administrator, Director of Nursing, QI
Nurses, MDS Nurses, Unit Coordinators,
Staff Development Nurse, Activities
Director, Therapy Director, Social
Services Staff, and Treatrnent Nurse
Changes in Behavior (resident removal
of wander-guards) should be addressed
by the IDT and the Care Plan
Reviewed/Revised; At Risk Wander
Assessments should be completed upor
Admission, Quarterly, and with
significant Changes in condition.
Wander-guard bracelets should be
checked dally for function and
documented in the Transmitter Log
book, placement of wander-guard
bracelets, and improved documentatior
of IDT meetings. A post-test was
completed.

The RN Director of Clinical Services
provided re-education to the Weekend
House Supervisor and Administrator, of
04/24/15 and on 04/27/15, to the
Director of Nursing, Unit Coordinators,
Staff Facilitator, MDS Nurses and Qi
Nurses regarding wandering residents,
elopement and systems in place to
prevent elopement. This education
included that direct care staff should
notify the charge nurse immediately in

FORM CMS-2587(02-69) Previcus Versions Obsolela Evani 10: 55KB11

Facility 10: 160489 If continuation sheet Page 24 of 57



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/18/2015
FORM APPROVED
OMB NO. 0938—03&

SOMERWOODS NURSING & REHABILITATION CENTER

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION ICENTIFICATION NUMBER: A BUILDING COMPLETED
c
188152 B. WING 05/04/12016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

556 BOURNE AVENUE
SOMERSET, KY 42601

walking on a sidewalk beside a public street
betwaen the facility and a church. According to
the investigation, the resident had removed the
wanderguard bracelat and left the facility without
staff knowledge. The staff person leaving the
facility saw the resident and returned to the fachiity
to inform staff she belleved the resident was
walking on the sidewalk. After a search, staff
determined the rasident was missing. Staff
agsistad Rasident #1 back into the facility and
assessed the resident to have sustained no
injury. The resident was wearing a light Jacket
and tennls shoes, According to the archived
waather records, the temperalure in the area at
2:45 PM on 04/07/15 was 71 degrees Fahrenheit.

Interview conducted with Certified Nurse Alde
(CNA} #1 on 04/20/15, al 2:45 PM, ravealed she
had cared for Resident #1 on 04/07/15. The CNA
stated she assisted the resident with a shower at
approximately 1:15 PM and last saw the resident
at 1:30 PM. CNA#1 stated Resident #1 was not
in his/her room during the 2:30 PM rounds, but
she was not alarmed and thought the resident
was in the bathroom. CNA #1 said she was
awara the resident had removed his/her bracelet
onca before. She stated the resident had the
bracelet on his/her left wrist on 04/07/15. The
CNA further stated she was not awara the
resident was out of the facility until CNA #2
reported seeing the resident ambuiating toward
the church.

intarvigw with CNA #2 on 04/21/15, at 12:10 PM,
revealed she ended her shift at the facllity and
clocked out at 2:45 PM on 04/07/15, CNA#2
stated she was driving down the street away from
the facility when she abserved an individual,
whom she believed could be Resident #1,
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F 323 | Continuad From page 24 F323| the event a resident removes a wander-

guard bracelet, if it comes off or isill
fitting; a resident may wear a wander-
guard bracelet to minimize the
possibility of leaving the facility;
Kentucky Traveler Books and bulletin
boards are to assist with identification
of residents who wander; to redirect
wandering residents as indicated to
protect them from injury or possible
elopement; and to notify the nurse
immediately If you cannot locate a
resident identified to be at risk for
wandering or if a resident Is sighted, the
employee should keep the resident in
sight and call for assistance. The
education included what to do for exit
seeking behavior & statements. The RN
Director of Clinical Services, Weekend
House Supervisor and Administrator
began re-education of all facility staff
with a post-test being completed. The
Director of Nursing, Unit Coordinatars,
Staff Facilitator, MDS Nurses and QI
nurses will continue this re-education.
Effective 04/28/15, all facility Staff will
complete this re-education and post-
test prior to completing their next shift.

On 04/24/15, the RN Director of
Clinical Services provided re-education
to the Director of Environmental
Services and Safety regarding how to
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walking between the church and the facllity. The
CNA stated she immediately went back to the
facllity, leaving the resident unsupervisad, and
asked staff if the resident was at the Ffacllity.
According to CNA #2, the facility staff immediately
saarched for the resldent and determined he/she
was not in the bullding and was not on facility
grounds. Further tnterview with CNA #2 revealed
she got in her car and went back toward the
location where she previously had seen the
resident and spotted the resident farther down the
street In front of the fire depariment
{approximately three-tenths of a mile from the
facility). The CNA siated sha coaxed tha resident
to get in her vehicle and then fransported the
resident back 1o the facility at appraximately 2:50
PM.

interview with tha Director of Nurses (DON) on
04/21/15, at 12:35 PM revealed she was aware
Resident #1 had besn able to remove the
wanderguard bracelet on 04/01/15. The DON
stated the issus had been discussed In the
Interdisciplinary Team Maeting (IDT) the following
day. She further stated the team had made the
decisian to continue using the bracelet for
Resldent #1 to prevent elopement risks. The
DON statad she could not recall if any additional
monitoring had been implemented for the
resident at thal time, but tha staff had not
anticipated that Resident #1 would leave the
facility unsupsrvised.

Intarview with the Administrator on 04/21/15 at
1:20 PM, revealed he also was aware the
rasidant had removed the wandarguard bracelet
and was he was afso involved in the IDT meating
on 04/02/15 to discuss tha issue. The
Administrator stated the wanderguard bracelet

F323| use the wander-guard equipment, how

to properly test doors and elevators
and how to properly complete the
associated forms. The education
Included re-direction and notification to
the nurse of exit seeking residents,
what to do if a resident removes a
wander guard bracelet, and what to do
if there was an ill-fitting bracelet. The
Director of Environmental Services and
Safety began re-educating all
environmental services staff, on
04/24/15, regarding how to use the
wander-guard equipment, how to
properly test doors and elevators and
how to complete the associated
paperwork; and what to do in the event
equipment is identified to be
malfunctioning. Effective 04/28/15,
The Director of Environmental Services
and Safety will ensure that all
housekeeping, laundry and
maintenance staff are re-educated and
have completed a post-test prior to
completion of their next shift.

Effective 04/28/15, all facility Staff will
completed the re-education for his/her
department prior to completing their
next shift.

All new employees will receive this
education during orlentation.
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F 323 | Continued From page 26 F 323 Employees on leave of absence or
had been replaced; however, no additional vacation will complete this re-education
supervision had been added to monitor the prior to working on the floor.

resident's whereabouts. The Administrator stated
he had not believed Resident #1 would leave the

facility without supervision.
On 4/27/15, the QI Assistant Nurse was

*The facllity provided an accaptable Allegation of educated, by the RN Facility Consultant,
Caompliance (AOC) on 04/30/15. The facility regarding upkeep of the Kentucky
implemented tha following actions to remove the Wander Books and Kentucky Wander
Immediate Jeopardy: )

Bulletin Boards. This education
1) Resident #1 was found outside of the facility at included, updating the books and
approximately 2:45 PM on 04/07/15. Resident #1 bulletin hoards any time a resident is
was assisted back into the facllity safaly. The p‘aced onor removed from wandering

Unit Coordinator complated a physical

assessment to rule out Injury or acute distress. precautions; and reconciling the books

and bulletin boards monthly.
2) All rasidents were accounted for or were

determined to be present in the facility by the Unit Beginning 04/08/15, each resident with
Coordinators and facility staff. All residents were a wander-guard has an individual log,
accounted for at that time. kept in the Transmitter Log Book, to

3) The Administrator and Diractor of Nurses monitor placement and function of
immediately initiated an investigation of Resident wander-guards daily. Beginning

#1's elopement. 04/08/15, Licensed nurses will check

the placement and function of the
4) The wanderguard bracelet was reapplied to N ':' ce d daily, f h resident
Resident #1's laft wrist and was verified to be wander-guard daily, for each residen

secure by the Unit Coordinator on 04/07/15. identified and document these checks
in the Transmitter Log Book,

5) The Diractor of Environmental Services and
Safety checked the wander-guard door systems

at each exit and elevator on 04/07/15. Al Beginning 04/08/15, Housekeeping staff

systems were functioning properly. check the door fl_.lnction of the wandgr—
guard system daily. These checks will

6) The Unit Coordinatars verified the be recorded on the

wander-guard alarms on the 2nd and 3rd floor Housekeeping/Laundry Weekly Round

alevators' access points were functioning propexly Sheet

on 04/07115. ]
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7) A 100% audit of residents requiring a
wandarguard bracelet was conducted on
04/07/15 to ensure the bracelets were in place.
All residents assessed to raquire a wandarguard
bracelet had one In place.

8) Review of the plans of cara for all residents
who require a wanderguard bracelat was
conducted by the MDS Nurses on 04/07/15. No
concarns were identified.

9) The Transmitier Logbooks were reviewed by
the Unit Coordinators an 04/07/15 for all residents
who utilized a wanderguard bracelet to ensure the
Licensed Nursas were checking the residents’
transmitter dally per protocol. A new Log was
added for Resident #1. A new log sheat was
initiated because each new bracelet has a
diffarent explration date.

10} The |DT reviewed the unsupervised exit on
04/07/15 and placed Residant #1 on increased
monitoring, to be provided in no set pattern ata
minimum of every two (2) hours and to be
valldated by the licensed nurses. The monitoring
would be documentad on the Fraquent Moniloring
of Resident Form. The increased monitoring was
verbally communicaled to each on-coming nurse
during the change of shift report until each nurse
had recelved the information,

11) The sesidant's physician and family were
notified on 04/07/15 of the avent. No new orders
were received.

12) An updated "At Risk Wandering Assessment”
was completad on 04/08/15 by the Unit
Coordinator for Resident #1.

Beginning 04/08/15, The “Frequent
Monitoring of Resident” form for
Resident #1 will be reviewed by the
Administrator, Unit Coordinator, RN
Facility Consultant, Ql Nurse or
Weekend House Supervisor, to ensure
monitoring of Resident #1 was
completed. Issues or concerns will be
corrected immediately and reported to
the DON or Administrator. These
audits be conducted a minimum of 4 x
per week for four weeks. Beginning
04/23/15, the results of these audits
will be presented to the Gl Committee
weekly for four weeks and any time a
concern is identified; then per schedule
established by the Executive QI
Committee,

Beginning 04/08/15, the Transmitter
Logs will be completed by licensed
nurses daily to document the proper
functioning and placement of wander-
guard bracelets. The individual log
forms were audited On 04/07/15, and
by the Administrator on 04/17/15 with
no issues identified; and beginning
04/23/15, Administrator, Director of
Admissions, Weekend Supervisor or Ql
Nurse no less than 4 times per week.
Issues or concerns will be corrected
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13) Resldent #1's care plan was updated on
04/08/15 by the MDS Nurse o reflect the resident
must be supervised if outside.

14) Beginning 04/07/15, Housekeeping staff will
chack the door function of the wander-guard
system daily and record this on the
Housekeeping/Laundry Weekly Round Sheet.

15) The Kentucky Travelers' Books (Binders with
photos of all residents assessed to be at risk for
wandering for each unit) wera reviewed on
04/21/15. No problems were identified.

18) The Kentucky Travslers’ Bulletin Boards
{bulletin boards with photos specific for rasidents
assassed 1o ba wandering risks) maintalned at
each nursing unit was reviewed on 04/21/15 by
the Quality Improvement Assistant Nurse. Some
missing photographs ware replacetl.

17) The Kentucky Travelers' Boards are
maintained at each nurse's station. Coples of the
Kentucky Travelers' Books are maintained at
aach nurse's statlon, in the ground floor mailroom
and the West Wing therapy gym.

18) The RN Facllity Consultant conducted
aducation related to changes in resident
behavior: including removal of wanderguard
bracelets, review/revision of care plan completion
of the "At Risk Wander Assessmanis,”
monitoring/checking of wanderguard bracelets;
documentation in the Transmilter Log bock,
placement of wander guard bracelets, and
improved documentation of IDT meetings.
Education was provided by the RN Facility
Consultant for the Administratar, Director of

F 323| Immediately and reported to the DON

or Administrator. Beginning 04/23/15,
The results of these audits have been/
will be presented to Ql Committee
weekly for four weeks and any time a
concern Is identified; and then per
schedule established by the Executive
Ql Committee.

Beginning 04/08/15, the
Housekeeping/Laundry Weekly Round
Sheet will be completed daily, by
housekeeping staff, to document
function of the wander-guard systems
on doors and elevators. These forms
were reviewed weekly by the Director
of Environmental Services and Safety
between 04/08/15 and 04/22/15 and
beginning 04/23/15, These forms have
been/will be audited no less than 4
times per week by the Director of
Environmental Services and Safety,
Administrator, Weekend Supervisor,
Chairman of the Safety Committee or Ql
Nurse. Issues or concerns will be
corrected immediately and reported to
the DON or Administrator. To date,
there have been no identified issues.
Beginning 04/23/15, he results of these
audits will be presented to QI
Committee weekly for four weeks and
any time a concern is identified; and
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Nurses, QI Nurses, MDS Nurses, Unit
Coordinators, Staff Development Nurse, Activities
Director, Therapy Director, Social Services Staff,
and Treatment Nurse on 04/21/15, A postiest
was given after the fraining.

18) The RN Diractor of Clinical Services provided
re-education to the Weeksnd Supervisor and
Administrator on 04/24/15; and, to the Director of
Nurses, Unlt Coordinators, Staff Facllitator, MDS
Nurses and QI Nurses on 04/27/15. Effective
04/28/15, all staff Is required to complete
education and post-test on the following
procedures prior to complsting their next shift:

A, Wandering/Elopement Residants

B. Elopament systems in place to prevent
atopement.

C. Direct cars will immedlately notify the charge
nurse In the event a rasident removes a wander
guard bracelet, if it comes off, or is lll fiting.

D. The Kentucky Travelers' Books and bulletin
boards are to assist with identification of residents
who wander.

E. Redirection of wandering residents to protact
them from injury or possible elopement.

F. Notify tha nurse immediately if a resident
cannot be found, and, if a rasident is sighted
outside the facility, the employee should keep the
reskient in sight.

G. Staffs response to exit seeking behavior and
statements.

Executive Ql Committee.

Kentucky Traveler books and bulletin
boards were audited on 04/21/15.
Photos on the bulletin boards were
updated that day. Further updates to
the Kentucky Traveler Books and
Kentucky Traveler Bulletin Boards will
be completed by the Ql Assistant Nurse
as changes occur.

Beginning 04/23/15, the DON or Q|
Nurse will audit the Kentucky Travelers
Book and Kentucky Travelers Bulletin
Board 2x per month for four weeks.
The results of these audits will be
presented to QI Committee weekly for
four weeks and any time a concern is
identified; and then per schedule
established by the Executive Qi
Committee.

Beginning 04/08/15, the
Interdisciplinary Team will review the
shift reports, no less than four times pe
week, to ensure any resident with
attempts to exit the facility or remove
their wander-guards are identified and
have their care plans updated, during
the regularly scheduled meetings
Monday through Friday.
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20) All new employees will receive this education
during orlentation. Employess on leave of
absence or vacation will complete this
ra-gducation prior to working on the floor. The
facility does not utilize agency staff.

21) The RN Director of Clinical Services provided
aducation on 04/24/15 to the Director of
Environmental Services and Safaty regarding use
of the wandar-guard equipment, testing of the
doors and elevators, completion of the associated
forms, redirection of residents, notification of staff
regarding exit seeking residents, and response if
a rasident removes a bracelst.

22) The Director of Environmental Services and
Safety provided education for all environmantal
staff on 04/24/15 regarding use of the wander
guard equipment, testing the doors and elevators,
completion of the associated farms, and what to
do If equipment is found to be malfunctioning.

23) The Director of Enviranmental Services and
Safety will ensure that all housekeeping, laundry,
and maintenance staff are re-educated and have
completed a post-test prior to completion of their
next shift by 04/27/15.

24) The Administrator convened with the IDT on
04/27/45 and directed the verification of the
wandarguards would be conducted and
documented each shift rather than dally. A
licensed nurse will complete the Transmitter Log
each shift for all residents raquiring a
wanderguard bracelet, This was effactive
04/27115.

25) The RN Facility Consultant educated the Qt
Asslstant Nurse on 04/27115 regarding upkesep of

F 23| Beginning 04/23/15, the results of
these reviews will be presented to QI
Committee weekly for four weeks and
any time a concern is identified, then
per schedule established by the
Executive Q! Committee

Criteria 5 5/07/15
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the Kentucky Travelers' Wander Books and
Kantucky Travelers' Wander Bulletin Boards. Tha
boards will be updated when a residant is placed
on, or removed from wandering precautions; and,
the books and boards will be reconciled monthly.

28) Beginning 04/07/15, the "Frequent Monitoring
of Resident" form for Resident #1 will be reviewed
dally, by tha Administrator, Unit Coordinator, RN
Facllity Consultant, Gl Nurse or Weekend House
Supervisor. Any issues or concerns will be
corrected immediataly and reportad to the DON
or Administrator.

27) Baginning 04/27/15, the Transmitter Log will
be completed by licensed nurs&s aach shift to
ensure the wander guard bracelats are in place
and functioning properly. The Administrator,
Director of Admission, Weekend Supervisor, or
Ql Nurse sudited the individual log forms daily.
Any concerns will be corrected immedlately and
reported to the DON or Administrator.

28) The Housekeeping Staff will complete a daily
round sheet to ensure the wander guard systems
are functioning on the doors and slevatars.
Beginning 04/27/15, the Director of
Environmental Servicaes witl audit these forms
dally and Safety, Administrator, Weskend
Supervigor, Chairman of the Safaly committee or
QI Nurse, and any concerns will be corrected
immediatsly and reported to the DON or
Administrator,

20) The QI Assistant Nurse will continue to
update the Kentucky Travelers’ Books and the
Kentucky Travelers’ Bulletin Boards as changes
occur. Beginning the week of 014/27/15, the
DON/QY Nurse will audit the Kentucky Travelers'
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Book and Bulletin Board two (2) times each week
far accuracy.

30) The IDT will audit shift reports dally to monitor
for any resident attempts to leave the building or
removal of wander guard bracelets has baen
identified. Concerns will be addressad
immediataly.

31) All Audits will be taken to the weekly Ql
Commitiee meetings for four (4) weaks and
whenevar a concern |s identified.

«*The State Survey Agency validated the
immediata Jeopardy was removed as follows:

1) Review of Nursing Progress Notes dated
04/07/15, revealed Resident #1 required no
treatment after the slapement and was assessed
to have sustained no injury when returned to the
facility.

2) Review of the facllity's documentation dated
04/07/15, and interviews with Unit Coordinatars
{UC) #1 on D5/04/15, at 6:00 PM; uc#2on
05/04/15, at 5:50 PM; and UC #3 on 05/04/15, at
4:50 PM ravealed each resident was accountad
for on each unit of the facility on 04/07/15,

3) Review of the facllity's investigation and
interview with the Administrator and Director of
Nurses on 05/04/15 at 8:05 PM, revealed the
investigation was initiated on 04/07/15.

4) Review of the documentation, dated 04/07/15,
revealed the secure care bracelet was replaced
on Residant #1's left wrist when the resident was
returnad to the facility on 04/07/15.
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5) Review of a Door Audit dated 04/07115, and
signed by the Director of Environmental Services
and Safety revealed all wanderguard door
systems for the doors and elevators were
examined and were functioning properly on
04/07/15.

6) Interviews with UC #2 and UC #3 on 05/04/15
ravealed the elevator access was checked with
the wanderguard systam on 04/07/15 and no
problems were identified.

7} Review of the facility's documentation dated
04/07/45, and interviews with Unit Coordinators
{UC) on 05/04/15 at 8:00 PM with UC #1; at 5:50
PM with UC #2; and, 4:50 PM with UC #3,
revealed a 100% audit was conducted of
residants who required a secure care bracelet.
M resldents assessed to require a secure care
bracalet had one in place.

8) Review of the facility's documentatlon and
intarviews with MDS Nurses (LPNs #3 and #4
and RN #10) on 05/04/15, at 4:55 PM, revealed
all care plans had bean reviewed for residents
who requirad a secure care bracelet.

D) Raviaw of the Transmitter Log books revealed
each resident (including Resident #1) who
required a wanderguard bracelet was being
monitored each shift by a licensed nurse to
ensure the bracelet was in piaca and functioning.
Interview with UC (#1, #2, and #3) on 05/04/15
revealed the UC monitored the Transmitter Log
baok dally to ensure the bracelats were baing
checked by the licensed nurses and
documented/reported any concerns to the
Administrator.
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10) Review of the Fraquent Monitoring of
Resldent form from 04/07/15 through 05/04/15
revealed the moanitoring checks ware
documented as conducted at different times with
no pattem, but not greater than two (2) hour
intervals. Documentation further ravealed a
licensed nurse daity reviewed the checks.
[nterviews on 05/04/15, at 5:30 PM with LPN #1,
5:50 PM with CNA # 5, and 7:00 PM with CNA#7,
revealed Frequent Monitoring had baen
conducted for Resident #1 from 04/07/15 through
05/04/15 at different limes and staff waa aware of
the monitoring proceduras for Resident #1.
Intarview with LPN #1 on 04/05/15, at 5:30 PM
and with UC #1 at 6:00 PM revealed they had
communicaled the monitoring procadures related
to Residant #1 to the on-coming nurse during
change of shift report to ensure each nurse had
recelved the instruction.

11) Review of documentation revealed Resident
#1's Physician and Responsible Party wers
notified the residant had eloped from the facility
on 04/07/15.

12) Review of the facility's documentation
revealed a new At Risk Wandering Assassmant
form was completed on 04/08/15 for Resident #1.

13) Raview of Resident #1's Comprehensive
Cara Plan revealed It was updated on 04/08/15 to
reflect the elopement incident of 04/07/15 and to
ansure tha wanderguard bracelet would be in
place and to frequently monitor the resident's
whereabouls.

14) Review of Housskeeping/Laundry Round
Sheats datad 04/07/15 through 05/04/15 revesled
housekeeping staff had been conducting dally
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checks of the door functions of the wanderguard
systams.

15) The Kentucky Travelers Baoks were
observad 1o be located at each nurse's station on
05/04/15. The Books contained pictures for 8ach
resident identified as at risk for wandering.

16) The Kentucky Travelers' Bulletin Boards was
observed to be malntained at each nurse's station
on 05/04/15 and contained pictures for each
resident identified as a wandering risk on each
unit.

17) Copies of The Kentucky Travelers' Books
ware also obsarved on 05/04/15 to be maintained
in the ground floor mailroom and the Wast Wing
therapy gym, In addition to each nursing unit.

18) Review of the In-service Training related to
*Changes In Resident Behavior," dated 0472115,
revealed tha training had been conducted by the
RN Facillty Consultant. Interviews conducted on
05/04/15 at 8:05 PM with the Adminlstrator; 7:45
PM with the DON: 6:05 PM with the QI Assistant
Nurss; 7:15 PM with MDS Nurse #2; 7:25 PM
with MDS Nurse #3; 7:30 PM with the QI
Coordinator; 8:10 PM with the Rehabilitation
Manager; 8:15 PM with the Soclal Services
Director; 8:07 PM with Aclivity Director; 8:20 PM
with Treatment Nurse; 5:50 PM with UC #2; 6:00
PM with UC #1; and, 4:50 PM with UC #3
revealed all the staff Interviewed had attended the
tralning and wera knowledgeable related to
monitoringfdocumentation of the wanderguard
bracelsts, Staff was also able to verbally state the
staps to take If a resident eloped from the facility.
Staff completed a posttest.
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18) Review of the In-service Tralning related to
"Wandering Residents and Elopements Systems”
datad 04/24/15 and 04/27/15, revealed the
training had been conducted by the RN Director
of Clinical Services. Interviews conducted on
05/04/15 at 8:05 PM with the Administrator; 7:45
PM with the DON: 5:50 PM with UC #2; 6:00 PM
with UC #1; 4:50 PM with UC #3; 8:15 PM with
the Weekend Supervisor; 5:05 PM with the GI
Assistant Murse; 7:30 PM with the Q1
Coordinator; and, 8:20 PM with the Staff
Development Coordinator revealed all the staff
interviewed had attanded the training and was
familiar with the identification system for
wandering residents and the behaviar
management of exit sesking behaviors. Review
of the In-senrvice Tralning dated 04/28/M5,
revealed this training was also provided for all
facllity staff by the DON, UC, Staff Davelopment
Nurse, and QI Nurge, Inlerviews conducted on
05/04/15 at 3:05 PM with RN #4, 6:35 PM with
RN #5, 5:30 PM with LPN #1, 6:25 PM with LPN
#2, 8:45 PM with LPN #10, 8:20 PM with LPN #5,
8:50 PM with CNA #7, 6:55 PM with CNA #8, 7:00
PM with CNA #9, 7:05 PM with CNA #10, 7:10
PM with CNA #11, 7:15 PM with CNA#12, 5:45
PM with the Maintenanca Director, §:20 PM with
tha Environmental Services Director, 5:40 PM
with Laundry Staff #1, 7:40 PM with Housekeeper
(HSK) #1, 7:45 PM with HSK #2, 7:56 PM with
HSK #3, 8:05 PM with HSK #4, 8:16 PM with the
Weekend Supervisor, and 8:20 PM with the Staff
Davelopment Coordinstor, revealed all the staff
Interviewad had attended the training and was
famillar with the identification system for
wandering residents and behavior management
of exit seeking behaviors, Al staff took a positest.

20) Review of the employes list on 05/04/15
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revaalad no new employeas had been hired by
the facliity since 04/28/15.

21) Review of the In-service Training "Testing of
the Doors” dated 04/24/18, revealed the tralning
was provided by the RN Director of Clinical
Sarvices. Interviaw with the Environmental
Services Director on 05/04/15 at 5:20 PM
ravealsd he attanded (he training regarding use
of the wanderguard equipment and testing of the
doors and elevalions,

22) Raview of the in-service Training "Testing of
the Doors dated 04/27/15, revealed tralning was
provided to the housekeeping, laundry, and
maintenance staff by the Enviranmental Services
Director. Interviews conducted on 05/04/15 at
5:45 PM with the Malntenanca Director, 5:40 PM
with Laundry Staff #1, 7:40 PM with Housekeeper
(HSK) #1, 7:45 PM with HSK #2, 7:55 PM with
HSK #3, and 8:05 PM with HSK #4 revealed
thase staff attanded tha training related to tesling
the doors. Staff interviewad was able to verbally
state how the doors and elevators were
monitored each day and how the results were to
be documentad on the dally round sheet.

23) Review of the employee list on 05/04/15 and
In-service training record confirmed all staff had
been trained and a posttest completed by
04/2715.

24) Review of the Transmitter Log books
revealed the verification of the wanderguard
bracelats was being conducted and documented
aach shift since 04/27/15 by a licensed nurge,

25) Review of tho In-sarvice Training “Kantucky
Travelers' Boards and Books" dated 04/27/15
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Consultant for the QA Assistant Nurse ralated to
keeping the Kentucky Traveler's Books and
Bullstin Boards up to data. Interview with the QI
Assistant Nurse on 05/04/15 at 5:05 PM,

employee was able to relate the process to keep
tha books/boards up lo date.

28) Review of the Frequent Monitoring of
Resident Forms for Resident #1 dated 04/07/15
through 05/04/15 confirmed the Administrator or
the Week end Suparvisor reviewed the forms

for the resident. No problems had been
identified.

27) Review of the Transmitter Log books dated

licansed nursas ware monitoring the
wanderguard bracelets each shift to ensure the
bracselats were in place and functioning for each

Further review revealed the Administrator or the
Weakend Supervisor was reviewing the logs
dally. No problems had been identified.

28) Review of the dally round sheet dated
04127115 through 05/04/15 revealed
housekeeping staff had checked the exil deors
and elevators daily to ensure the alarm systems
ware functioning. Furiher review ravealed the
Director of Environmental Services,
Administrator, or the Weekend Suparvisor had
been conducting daily audits of tha round sheets
to ensure tha doors were being checked daily.
No problems had been identified.

29) Review of the audits conducted by the DON

revealad iraining was provided by the RN Facllity

confirmed the training had been provided and the

dally to ensure the monitoring was belng provided

04/27/15 through 05/04/15 providad evidence the

resident who was assessed to require a bracelet.
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and/or QI Nurse revealed the Kentucky Travelars'
Boards and Books were current and up to date
for the residents assessed to ba at risk for
wandering on 05/04/15.

30) Review of the shift report audits conducted
daily by IDT team revaaled there had besn no
resident attempts to leave the building or removal
of their wanderguard bracslet.

31) Review of the Quality Improvement meeting
documentation dated 04/29/15 revealed all data
collected and audits conducted related to the
facllity's rasponse lo Resident #1's elopement
from the facility on 04/07/15, were reviewed
during the mesting. Interview with the
Administrator on 05/04/15 at 8:05 PM revealed no
significant changes in the facllity's implemented
plan were determined to be necassary during the
meeting. Interview with the Medical Director on
05/04/185, at 3:50 PM revealed he attended the
04/29/15 QI mesting and was aware of the
elopement of Resident #1 and corrective plan
implemented by the facility.
F 490 | 483,75 EFFECTIVE F 4p0| Atapproximately 2:50 p.m. on

55=J | ADMINISTRATION/RESIDENT WELL-BEING 04/07/15, Resident #1 was returned to

the facility with staff without difficulty

A taciiity must be administerad in a manner that or incident. The Unit Coordinator, a

enables it to use its resources effectively and

efficiantly to attain or malntaln the highest licensed nurse, evaluated the resident.
practicable physical, mental, and psychosoclal There were no signs distress or injury.
well-being of each resident. The resident had no complaints.

Immediately following Resident #1's

This REQUIREMENT is not met as evidenced return to the facility, Members of the

by: IDT ensured all residents were located
Basad on Interview, record review, review of the
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facility's investigation, review of the Facllity
Administrator's job description, and raview of the
facility's policy and procedures it was determined
the facility Administrator failed to ensure the
facility's resources, including policies related to
supervision to prevent accidents and elopement,
were used effectively and efficiently to maintain
the highest practicable physical, mental, and
psychosoclal wall-being for ane (1) of three (3)
sampled residents (Resident #1).

On 04/01/15, Resident #1 removed a
wanderguard bracelet from his/her left ankle that
was implemented to reduce the resident's risks
for slopement. The Administrator was awars the
resident removed his/her wanderguard bracslet
and he also attended an Interdisciplinary Team
(IDT) meeting to discuss the Incldent related to
the resident ramoving histher bracelet. Howaver,
the Administrator failed to ansure policles and
procedures were implemented to ensure the
rasident was provided the necessary suparvision
to pravent elopement. On 04/07/15, Resident #1
again ramoved his/her wanderguard bracalet and
left the facility without staff knowledga. The
resident was discovared outside the facility
walking on a city sidewalk. (Refer to F260 and
F323.)

The facllity's fallure lo have an effective system in
place to ensure the Administrator used the
facility's resources effectively and efficlantly to
maintain the highest practicable physical, mental,
and psychosocial well-being for each residant
was likely to cause serious injury, harm,
Impairment, or death. Immediate Jecpardy was
determinad 1o exist on 04/01/15 at 42 CFR
483.20 Residant Assessment (F280), 42 CFR
483.25 Quality of Care (F323), and 42 CFR

residents were missing.

The Administrator reviewed with the
Unit Coordinator and the MDS Nurse,
on 04/08/15, that Resident #1 required
an At Risk Wandering Assessment and a
Care Plan Revision. The Director of
Nursing {(DON) reviewed the medical
record, on 04/08/15, to ensure these
tasks were completed.

On 04/21/15, The RN Facility Consuitant
conducted training for the
Administrator related to changes in
behavior (resident removal of wander-
guards) should be addressed by the IDT
and the Care Plan Reviewed/Revised; At
Risk Wander Assessments should be
completed upon Admission, Quarterly,
and with Significant Changes in
condition. Wander-guard bracelets
should be checked daily for function
and documented in the Transmitter Log
book, placement of wander-guard
bracelets, and improved documentation
of DT meetings.

The Interdisciplinary Team will review
the shift reports, no less than four times
per week, to ensure any resldent with
attempts to exit the facility or remove
thelr wander-guards are identified and
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as alleged, which lowared the Scopa and Saverity
to“D" at 42 CFR 483.20 Resldent Asseasmant
(F280), 42 CFR 483,25 Quality of Care (F323),
and 42 CFR 483,75 Administration {F490) while
the facllity monitors the effectlivenass of systemic
changes and quality assurance aclivities.

The findings include:

Review of the facllity Administrator's job
description (dated September 2012) revealed the
Administrator's primary purpose was to “diract the
overall operation of the facllity's activities In
accordance with fedaral, state, and local
standards, guldelines, and regulations.”

Review of the Nurse's Progress Notes dated
04/04115, revealed Resident #1 remaved histher
wanderguard bracelet from hisfher left ankle and
gave it to the nurse. Facility staff replaced the
bracelat.

Roview of the facility's Investigation Initiated on
04/07115 revealed Resident #1 was discovarad at
approximalely 2:45 PM on 04/07/15, by a stalf
membaer, walking down a city sidawalk betwesn
the facility and a church. According to the
investigation, the resident had removed the
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83.75 Administration 0} with Substandard the regularly sc
Quality of Care at 42 CFR 483,25 Qualily of Care Mon dg th Y :e: l:c:Ed meetings
(F323). The facllity was notified of the Immediate ¥ through Friday. The results of
Jeopardy on 04/21/45, these reviews will be presented to QI
Committee weekly for four weeks and
An acceptable Allegation of Compliance was any time a concern is identified, then
racelvad on 04/30/15 which alleged removal of per schedule established by th
the Immediate Jeopardy on 04/28/15. A partial £ ti Yy the
axtended survey was conducted on 05/04/15. xecutive QI Committee.
The State Survay Agancy determined the
Immediate Jeopardy was removed on 04/28/15, Criteria 5 05/07/15

FORM CM5-2587{02-89) Pravicus Versions Obaaleis Evenl ID: 55KB11

Feciily I0: 100499

I continuation sheat Page 42 of 57




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/18/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CUA (%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
Cc
1851562 8.WING 05/0412015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
SOMERWOODS NURSING & REHABILITATION CENTER SSSIRCURNE AVEIIE
SOMERSET, KY 42501
{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S FLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR1.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bate
DEFICIENCY)
F 4980 | Continued From page 42 F 480 [This Section Blank]

wanderguard bracelet and left the faclity without
staif knowledge. The staff parson leaving the
facility saw the resident and retumad to the facility
to determine if the person sha saw walking down
the sidewalk was indeed the resident. After a
search, facility staff determined the resident was
missing. Facility staff assisted Resident #1 back
into the facility and assessed the resident to have
sustained no lnjury,

The Administrator acknowladged in interview
conducted on 04/21/15 at 1:20 PM, he was aware
the resident had removed the wanderguard
bracalet on 04/01/15. Further interview revealed
the Administrator was involved in the IDT mesting
on 04/02/15 to discuss the 04/01/15 incident
when Resldent #1 rermoved hisiher wanderguard
bracalat. However, according to the
Administrator, the resident's bracalet had been
reapplied and no additional suparvision had been
addad to monitor the resident's whereabouts.
The Administrator stated he did not beliave the
resident would leave the facility unsupervised and
the IDT felt the bracelet was adequate.

**The facility provided an acceptable Allegation of
Compliance (AOC) on 04/30/15. The faclity
Implemented tha following actions to remove the
Immediate Jeopardy:

1) Residant #1 was found outside of tha facility at
approximately 2:45 PM on 04/07/15. Resident #1
was assisted back into the facility safely. The
Unit Coordinator complated a physical
assessment ta rule out Injury or acute distress.

2) Al rasidents were accounted for or were
determined 1o ba prasent in the farility by the Unit
Coordinators and facility staff. All residents were
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3} The Administrator and Director of Nurses
Immediately initiated an invastigation of Resldent
#1's elopement.

4) The wanderguard bracelet was reapplied to
Resident #1's left wrist and was verified lo be
secure by the Unit Coordinator on 04/07/15.

5) Tha Director of Environmental Services and
Safety checked the wander-guard door systems
at each exil and elevator on 04/07/15. All
systems were functioning properly.

8) The Unit Coordinators verified the
wandear-guard alarms on the 2nd and 3rd floor
elevators' access points wara functioning properly
on 04/Q7/15.

7} A 100% audit of residents requiring a
wanderguard bracelat was conducted on
04/07/15 to ensura the bracelete ware in place.
All rasidents assessed to require a wanderguard
bracelet had one in place.

8) Review of the plans of care for all residents
who reguire a wanderguard bracelet was
conducied by the MDS Nurses on 04/07/15. No
concems were identified.

9) The Transmitter Logbooks were reviewed by
tha Unit Coordinators on 04/07/15 for all residents
who utilized a wanderguard bracelet to ensura the
Licensed Nurses were checking the residents’
transmitter daily per protocel. A new Log was
added for Resident #1. A new log sheet was
initiated because each new bracelet has a
diffarent expiration date.
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accounted for at that time.
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10} The DT reviewed the unsupervised exit on
04/07/15 and placed Resldent #1 on increased
monitoring, to be pravided in no set patlern ata
minimum of every two {2) hours and to be
validated by the licensad nurses, The monitoring
would be documented on the Frequent Monitoring
of Resident Form. The increased monitoring was
verbally communicated to each on-coming nurse
during the change of shift report until each nurse
had received the information.

11) The resident's physician and family were
natified on 04/07/15 of the event. No new orders
ware recelved.

12) An updated "At Risk Wandering Assessmeant”
was completed on 04/08/15 by the Unit
Coordinator for Resident #1.

13) Resident #1's care plan was updatad on
04/08/15 by the MDS Nurse to reflect the resident
must be supervised if outside.

14} Beginning 04/07/15, Housekeeping staff will
check the door functlion of the wander-guard
systam daily and record this on the
Housekeaping/Laundry Weeidy Round Sheet.

15) Tha Kentucky Travelers' Books (Binders with
photos of all residents assessed lo be at risk for
wandering for each unit) were reviewed on
04/21/15. No problems were identified.

16) The Kantucky Travelers' Bulletin Boards
(bulletin boards with photos specific for residents
assassad to be wandering risks) maintained at
each nursing unit was reviewed on 04/21/45 by
the Quality Improvement Assisiant Nurse. Some
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missing photographs were replaced.

17) The Kentucky Travelers' Boards are
Kantucky Travelers' Books are maintainad at
and the West Wing tharapy gym.

18) The RN Facility Consultant conducted
aducation related to changes in resident
behavior; including removal of wanderguard

of tha "At Risk Wander Assessments,”
monitoring/checking of wanderguard bracelsts;
documentation in the Transmitter Log book,
placement of wander guard bracslets, and
improved documentation of IDT meatings.
Education was provided by the RN Facility
Consultant for the Administrator, Director of
Nurses, QI Nurses, MDS Nurses, Unit

and Trealment Nurse on 04/21/15. A posttest
was glven after the training.

re-education to tha Waekend Supervisor and

Nurses and Ql Nurses on 04/27/15. Effective
04/28/15, all staff Is required o complate
education and post-test on the following
procadures prior to completing their next ghift:

A. Wandering/Elopement Residents

8. Elopement systems in place to prevant
elopement.

maintained at each nurse’s station. Copies of the

sach nurse's station, in the ground floor mailroom

bracelets, raview/revislon of care plan completion

Coordinators, Staff Development Nurse, Activitles
Diractor, Therapy Director, Social Services Staff,

19) The RN Director of Clinical Services provided

Administrator on 04/24/15; and, to the Diractor of
Murses, Unit Coordinatars, Staff Facilitator, MDS
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C. Diract care will immediately notify the charge
nurse In the event a resident removes a wander
guard bracelet, if it comas off, or Is il fiting.

D. The Kentucky Travelers' Books and bulietin
boards are to assist with identification of residents
who wander.

E. Redirection of wandering residents to protect
them from Injury or possible elopement.

F. Notify the nurse immediately if 2 resident
cannot be found; and, if a resident is sighted
outside the facliity, the employse should keep the
resident in sight.

G. Staffs response to exit seeking behavior and
stalements,

20} All new employees will receive this aducation
during orientation. Employees on leave of
absenca or vacation will complete this
re-education prior {o working on the floor. The
facilily does not utliize agency staff.

21) Tha RN Director of Clinical Services provided
aducation on 04/24/15 to the Diractor of
Environmental Services and Safety regarding use
of the wandar-guard equipment, testing of the
doors and elevators, complelion of the assoclated
forms, redirection of residents, notification of staff
ragarding exit seeking residents, and response if
a rasldent removes a bracelet,

22) The Director of Environmental Services and
Safsty provided education for all environmentsal
staff on 04/24/15 regarding use of the wander
guard aquipment, festing the doors and elevators,
completion of the associated forms, and what to
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do if aquipment Is found to be malfunctioning.

23) Tha Director of Enviranmental Services and
Safety will ensure that all housekeeping, laundry,
and maintenance staff are re-educated and have
completed a post-test prior to completion of their
next shift by 04/27/15.

24) The Administrator convened with the IDT on
04/27/145 and directed the verification of the
wanderguards would be conducted and
documented each shift rather than daily. A
ficensed nurse will complete the Transmitter Log
each shift for all residents requiring a
wandsrguard bracelet, This was effective
04/27115.

25) Tha RN Facllity Consultant educated the Q!
Assistant Nurse on 04/27/15 regarding upkeep of
the Kentucky Travelers' Wander Books and
Kentucky Travelers' Wander Bulletin Boards. The
boards will be updated when a resident is placed
on, or removad from wandering precautions; and,
the books and boards wiil be reconclled monthly.

26) Beglnning 04/07/15, the "Frequent Monitoring
of Resident" form for Resident #1 will be raviewed
daily, by the Administrator, Unit Coordinator, RN
Facliity Consultant, Qi Nurse or Weekend House
Supervisor. Any issues or concems will be
corrected immediately and reported to the DON
or Administrator.

27) Beginning 04/27/15, the Transmitier Log will
ba comploted by licensed nurses each shit o
ensura the wander guard bracelets are in place
and functioning properly. The Administrator,
Director of Admission, Waskend Supervisor, or
QI Nurse audiled the individual log forms daily.
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Any concems will be corrected immediately and
reported to the DON or Adminlstrator.

28) The Housskeeping Staff will complete a daily
round sheet to ensure the wander guard systems
are functioning on the doors and elevators,
Beginning 04/27/15, the Director of
Environmental Servicas will audit these forms
daily and Safety, Administrator, Weekend
Supervisor, Chairman of the Safety commitiee or
Q! Nursa, and any concems will be corrected
immediately and reporied to the DON or
Administrator,

29) The Q) Assistant Nurse will continue to
update the Kentucky Travelers' Books and the
Kentucky Travelers' Bulletin Boards as changes
occur. Baginning the week of 04/27/15, the
DONQI Nurse will audit the Kentucky Travelers’
Book and Bulletin Board twa (2) times each week
for accuracy.

30) The IDT will audit shift reports daily fo monilor
for any resident attempts to [eave the building or
removel of wander guard bracelets has been
identified. Concerns will be addressed
immadiately.

31) All Audits will be taken to the weekly QI
Commiliee meetings for four (4) weeks and
whenever a concem is identified.

**Thg State Survey Agency validated the
Immediate Jeopardy was removed as follows:

1) Review of Nursing Progress Notes dated
04/07115, revealed Resident #1 required no
treatmeant after tha alopement and was assessed
to have sustained no injury when returmned to the
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facility.

2) Review of the facility's documentation dated
04/07/15, and interviews with Unit Coordinators
{(UC) #1 on 05/04/15, at £:00 PM; UC #2 on

4:50 PM revealad each resident was accounted
for on each unit of the facility on 04/07/15.

3) Review of the facility's investigation and
intarview with the Administrator and Director of
Nurses on 05/04/15 at 8:05 PM, revealed the
investigation was initlated on 04/07/15.

revealed the secure cara bracelet was replacad
returned to the facility on 04/07/15.
5) Review of a Door Audit dated 04/07115, and

and Salaty revealed all wanderguard door
systoms for the doors and elevators ware
axamined and were functioning properly on
04/07115.

revaaled the elevator accass was checked with
the wanderguard system on 04/07/15 and no
problems wers identified.

7} Review of the facility's documantation dated
04/07!15, and Interviews with Unit Coordinalors

PM with UC #2; and, 4:50 PM with UC #3,
ravealed a 100% sudit was conducted of
ragidents who required a secure care bracelet.
All residants assessed to require a secure care
bracelet had one in place.

05/04115, at 5:50 PM; and UC #3 on 05/04/15, at

4) Review of the documentation, dated 04/07/15,

on Rasident #1's left wrist when the resident was

signed by the Director of Environmental Services

8) Interviews with UC #2 and UC #3 on 05/04/15

{UC) on 05/0416 at 8:00 PM with UC #1; at 5:50
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8) Review of the facility's documentation and
intarviews with MDS Nurses (LPNs #3 and #4
and RN #10) on 05/04/15, at 4:55 PM, revealed
all care plans had been reviewed for residents
wha required a secure care bracelet.

) Review of the Transmitter Log books revealed
each resident {including Resident #1) who
required a wandsrguard bracelet was being
monitored aach shift by a licensad nurse to
ensura the bracelet was In place and functioning.
Interview with UC (#1, #2, and #3) on 05/04/15
revasled tha UC monitored the Transmitter Log
book dally to ensure the bracelets wera being
checked by the licensed nurses and
documentadfreported any concems to the
Administrator.

10) Review of the Frequant Moniloring of
Resident form from 04/07/15 through 05/0415
revealed the monitoring checks were
documantad as conducted at different times with
no patter, but not greater than two (2) hour
intervals. Documentation further revealed a
licansed nurse dally reviewed the checks,
Interviews on 05/04/15, at 5:30 PM with LPN #1,
8:50 PM with CNA # 5, and 7:00 PM with CNA #7,
revealed Frequant Moniloring had bean
conducted for Resident #1 from 04/07/15 through
05/04/15 at diffarent imes and staff was aware of
tha monitoring procedures for Resident #1.
intsrview with LPN #1 on 04/05115, at 5:30 PM
and with UC #1 at 6:00 PM ravealed they had
communicated the monitoring procedures related
to Resident #1 to the on-coming nurse during
change of shift report to ensure gach nurse had
racelved the instruction,
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14} Review of documentation revealed Resident
#1's Physician and Responsible Party were
notified the resident had eloped from the facility
on 04/07/15.

12) Raview of the facility's documantation
revealed a new At Risk Wandaring Assessment
form was completed on 04/08/15 for Resident #1.

13) Review of Resident #1's Comprehensive
Care Plan revealed it was updated on 04/08/15 to
reflact the elopement incident of 04/07/15 and to
ensure the wanderguard bracelat would be In
place and to fraquently monitor the resident's
whereabouts.

14) Review of Housekeeping/Laundry Round
Sheets dated 04/07/15 through 05/04/15 revealed
housekeaping staff had been conducting daily
checks of the door functions of the wanderguard
systems.

15) The Kentucky Travelers Books were
observed 1o be located at each nurse's station on
05/04/15. The Books contained plcturas for each
resident identified as at risk for wandering.

18) The Kentucky Travelers' Bulletin Boards was
observed to ba maintained at each nurse's station
on 05/04/15 and contained pictures for each
resident identified as a wandering risk on each
unit.

17) Coples of The Kentucky Travelers' Books
were also observed on 05/04/15 to be maintained
in the ground floor mallroom and the West Wing
therapy gym, In addition to each nursing unit.

18) Review of the In-service Training related to
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“Changss In Resident Behavior,” dated 04/21/15,
revealed the training had besn conducted by the
RN Facility Consultant. Interviews conducted on
05/04/15 at 8:05 PM with the Administrator; 7:45
PM with the DON; 5:05 PM with the QI Assistant
Nurse: 7:15 PM with MDS Nursa #2; 7:25 PM
with MDS Nurse #3; 7:30 PM with the QI
Coordinator; 8:10 PM with the Rehabilitation
Manager; 8:15 PM with the Social Services
Director; 8:07 PM with Activity Dlrector; 8:20 PM
with Treatment Nurse; 5:50 PM with UC #2; 6:00
PM with UC #1; and, 4:50 PM with UC #3
ravealed all the staff interviewed had attended the
training and were knowledgeable related to
monitoring/documantation of the wanderguard
bracelsts. Staff was also able to verbally state the
steps to take if a resident eloped from the facility.
Staff completed a posttest.

19) Review of the In-service Training related to
"Wandering Residents and Elopements Systems"”
dated 04/24/15 and 04/27/15, revealed the
training had been conducted by the RN Director
of Clinical Services. Interviews conductad on
05/04/15 at 8:05 PM with the Administrator; 7:45
PM with the DON: 5:50 PM with UC #2; 6:00 PM
with UC #1; 4:50 PM with UC #3; 8:15 PM with
the Weekend Suparvisor; 5:05 PM with the QI
Assistant Nurse; 7:30 PM with the QI
Coordinater; and, 8:20 PM with the Staff
Davelopment Coordinator revealed ali the staff
interviewad had attended the tralning and was
famillar with the identification system for
wandering residents and the behavior
management of exit sseking behaviors. Review
of the In-service Training dated 04/28/15,
revealed this tralning was also provided for all
facility staff by the DON, UC, Staff Development
Murse, and QI Nurse. Interviews conducted on
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05/04/15 at 3:05 PM with RN #4, 6:35 PM with
RN #5, 5:30 PM with LPN #1, 8:25 PM with LPN
#2, 6:45 PM with LPN #10, 8:20 PM with LPN #8,
6:50 PM with CNA #7, §:55 PM with CNA #8, 7:00
PM with CNA#9, 7:05 PM with CNA#10, 7:10
PM with CNA#11, 7:15 PM with CNA #12, 5.45
PM with the Maintenanca Director, 5:20 PM with
the Environmental Servicas Dlrector, 5§:40 PM
with Laundry Staff #1, 7:40 PM with Housskesper
{HSK) #1, 7:45 PM with HSK #2, 7:55 PM with
HSK #3, 8:05 PM with HSK #4, 8:18 PM with the
Weekend Suparvisor, and 8:20 PM with the Staff
Development Coordinator, revealed all the staft
interviewad had attended tha training and was
famlliar with the identification system for
wandaring residents and behavior management
of axit seeking behaviors. All staff took a posttest.

20) Review of the employee list on 05/04115
ravealed no new employess had been hired by
the facility since 04/28/15.

21) Review of the In-service Tralning "Testing of
the Doors" dated 04/24/15, revealed tha tralning
was provided by tha RN Director of Clinical
Services. intarview with the Environmental
Servicas Diractor on 05/04/15 at 5:20 PM
revealed he attended the training regarding use
of the wanderguard equipment and testing of the
doors and elavations.

22) Review of the In-service Tralning "Testing of
the Doors dated 04727115, revealed training was
provided to the housekeeping, laundry, and
maintenance staff by the Environmantal Services
Diractor. Inlerviews conducted on 05/04/15 at
5:45 PM with the Maintenance Director, 5:40 PM
with Laundry Staff #1, 7-40 PM with Housekeeper
{HSK) #1, 7:45 PM with HSK #2, 7:55 PM with
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HSK #3, and 8:05 PM with HSK #4 revealed
thesa staff attsnded the training related to testing
the doors. Staff interviewed was able to verbally
state how the doors and elevators wera
monitored sach day and how the results wers to
be documented on tha daily round shaet.

23) Review of the employes list on 05/04/15 and
In-sarvice training record confirmed all staff had
been trained and a postiest completad by
04/27H5.

24) Review of the Transmitter Log books
revealed the verification of the wanderguard
bracelets was being conducted and documentad
each shift since 04/27/15 by a licansed nurse.

25) Review of the In-service Training "Kentucky
Travelers' Boards and Books" dated 04/27/15
revealed training was provided by the RN Facility
Consultant for the QA Assistant Nurse related to
keeping the Kentucky Traveler's Books and
Bullstin Boards up to date. Interview with the QI
Assistant Nurse on 05/04/15 at 5:05 PM,
confirmed the training had been provided and the
employee was abla o relate the process to keep
the books/boards up fo date.

26) Review of the Frequant Monitoring of
Resident Forms for Resident #1 dated 04/07/15
through 05/04/15 confimed the Adminlstrator or
the Week end Supervisor reviewed the forms
daily to ensure the monitoring was being provided
for the resident. No problems had been
identified.

27) Raview of the Transmitter Log books dated
04/27115 through 05/04/15 provided evidence the
licensed nurses were monitoring the
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wanderguard bracelets each shift to ensure the
bracelets were in place and functioning for each
rasidant who was assessed to require a bracelet.
Further review revealed the Administrator or the
Weekend Supervisor was reviewing the logs
daily. No problams had been identified.

28) Review of the daily round sheet dated
04/27H5 through 05/04/15 revealad
housekeeping staff had checked the exit doors
and elavators daily to ensure the alarm systems
waere functioning. Further review revealed the
Director of Environmental Services,
Administrator, or the Weekend Supervisor had
been conducting daily audits of the round sheets
to ensure the doors wera being checked daily.
Na problems had been Identified.

29) Raview of the audits conducted by the DON
and/for QI Nurse revesaled the Kentucky Travelers’
Boards and Books were current and up to date
for the rasidents assessed to be at risk for
wandering on 05/04/15,

30) Review of the shift report audils conducted
dally by IDT team revealed there had besn no
resident attempts to leave the building or removal
of their wanderguerd bracelet.

31) Review of the Quality improvement meeting
documentation dated 04/29/15 revealed all data
collected and audits conducted related to the
facility's response to Resident #1's elopement
from the facility on 04/07/15, were reviewed
during the meeting. Interview with the
Administrator on 05/04/15 at 8:05 PM revealed no
significant changes In the facllity's implemented
plan ware determined to be necessary during the
meeting. Interview with the Medical Director on
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05/04/15, at 3:50 PM revealed he attended the
04/29/15 Ql mesting and was awara of the
alopement of Resldent #1 and corrective plan
implemented by the facility.
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