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F 000 | INITIAL COMMENTS Fogo| Submission of this planof
correction is not a legal admission
An Abbreviated Survey investigating #KY22932 that a deﬁclency e')usts or that this
was conducted on 03/12/15 through 03/16/15, statement of deficiency was
#KY22932 was substantiated with a deficiency correctly cited, and is also not to be
cited 1 a Soope and Severity of a *D". construed as an admission of
F 323 | 483.25(h) FREE OF ACCIDENT Faza| ¢ . vrs
nterest against the facility, the
55=D | HAZARDS/SUPERVISION/DEVICES . y
® Administrator or any employees,
The facility must ensure that the resident agents, or other individuals who
environment remains as free of accldent hazards draft or may be discussed in this
as Is poszible; and each resident receives . .
adequate supervision and essistance devices to Iesponse of tbls plan of cor.rctlztlon
prevent accidents. does not constitute an admission or
agreement of any kind by the
facility of the truth of any facts
: alleged or see the correctness of
This REQUIREMENT s not met as evidencad any allegations by the survey
by: l agency. Accordingly, the facility
Based on interview, racord review and facility bmi S
policy review it was detarmined the facility falied h?s P r;pared a{ld su . tttcfhﬂus
to provide adequate supenvision pravent pian of correction prior to =
accidents for one (1) of (3) three sampled resolution of any appeal which may
residents (Resldent #1). Regident #1 was not be filed solely because of the
able to be located for approximately one and :
one-half hour and was found in a locked therapy requirements under state and
room which was under repair and had besn lsft fede_rx?l l_a-w that mandate .
unlocked and unatiendad. submission of a plan of correction
Alist provided by the Director of Nursing (DON) within then (10) days of the survey
Y inector of Nursing o o S
on 03/12/15 revealsd there were eight (8) 8s a condition to participate in Title
residents in the facility assessed as wandering 18 and Title 19 programs. The
residents and at risk for elopement, submission of the plan of
The findings include: correction within this time frame
. ' should in no way be construed or
Review of the facility's policy fitted, "Residant considered as an agreement with
Elopement Policy”, not dated, revealsd the the allegations of noncompliance or
P ow:wmn I?EPRESENTATIVE'S SHINATURE . TTLE (X0) CETE
L]
] et
. W 8 /

0 homea, the findings steited above ara disclosable 80 daye
ectlon i providad, For nursing homes, the above findings and plans of corraction are diaclosable 14

ent ending with an aaterisk ¢ lrwuw & doficiancy which tha institution may be axcusad from cortacting providing It is datermined that
itable 10 the facility, if deficiencles are cited, &n approved pian of correclion is requisite to continuad
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completed which included notification of Law
Enforcement Organization (LEO) for missing
persons.

Record review revealed the facility admitted
Resident #1 on 07/01/12 with dlagnoses which
included Demantia without behaviors, Congestive
Hear Failure, and Anxlety. Review ofa quartsrly
Minimum Deta Set {MDS) aszessment, dated
01/16/15 revealad the facility assessed Resident
#1's cognition as saverely impaired without
Brisf Interview of Mantal Status score of "00"
which indicated the resident was not
interviewable. Tha MDS further revealed tha
resident did not embutate but was able to self
prapel him/herself in a wheelchair. Review of the
Elopement/Wandering Risk Data Set, dated
12126816, revealed Resldent #1 was assessod as
at risk for elopement and was able to transport
self indepandently by wheelchair and had poor
safety/environment awareness.

Interview with Ragistered Nurse (RN) #2, on
03/12/15 at 3:20 PM, revealed the staff was
preparing to put Resident #1 o bad on 02/25/15
&t approximatsly 8:00 PM and the resident could
not be located, RN #2 stated her, Certified
Nurse's Aide (CNA) #1, and CNA #2 saarched
Inside and cutslde the facility and could not locate
the resident. RN #2 revealed following the search
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F 323 | Gontinued From pags 1 admission by the facility. This plan
—_— F323| of correction constitutes a written
residents were assassed on admission to identify all . £ submissi f
who was at risk for elopement. The admitting egation of sul e )
nurse was to determine appropriate Interventions substantial compliance with
which may include the placament of & Federal Medicare Requirements
Wander-Guard in order to alert the staff of any
attampt to elope from the faciity. Further review
revealed when a resident could not be located F 323 FREE OF ACCIDENT
searches were conducted Inslde and outside the HAZARDS/SUPERVISION/DEVY
facility and appropriate notifications woukl be ICES

1) Resident #1 was placed on
15 minute checks on
2/25/15 by the Charge
Nurse and was discontinued
on 3/2/15. The
Administrator completed an
audit of the facility on
2/26/15 to identify any
potentially unsafe areas that
were not secured and to
ensure all secured areas
there was a key available to
the staff. Any identified
areas were secured and any
arcas that staff did not have
access to a key was
provided to the charge
nurse. The construction
crew was re-educated by the
Administrator on 2/26/15
on ensuring that the therapy
gym door was not propped
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F 323 | Continued From page 2 F 323 gjpcnlm&dfwafhzlg:ed 'I“'gl n
of Hallway one (1), she alsrted RN #3, RN #4 and ey left lor .
Certified Nuree Alde (CNA) #3 that the resident repairs to the therapy gym
could not be located. At that time, Hallway two were completed on 3/17/15.
(2) and all locked reoms the staff on duty were 2) The ]'.nterdisciplinaly team
able to access were searched. RN #2 stated the bl s
staff chacked the entire outside perimeter of the consx.stmg Of.‘ the Director of
building, and a complete count of residents Nursing, UI}“ Manager,
withaut success in finding Resident #1. RN #2 Assistant Director of
revealed she initiated the missing persan Nursing, MDS Nurse,
procedure and notifled the Adminlstrator, the . . .
DON, the Clinical Relmburserment Coordinator Social Services Director,
(CRC), the local Law Enforcement Onganization Dietary Services Director
(LEQ), the Resident's famlly and physiclan were and the Activity Director,
notified. RN #2 stated the staff on duty did not completed audit of all
krow the combination to the therapy room lock t residents o
and the keys were kept locked In the Current residen n
Administrator's office which was aleo locked and 3-1-2015 to ensure that they
they did not have the key to access them. The had the appropriate level of
DON arrived at approximately 10:15 PM, igion 1 e
retrieved the kéya from the Administrator's office Sl P{lia z ;\] (:l
and unlocked the therapy room deor where gt el L4
Resident #1 was found. RN #2 revealed the The Administrator
theramtr‘a r:onf: was in :t:e :;mcasl i of t;efng ' completed an audit of the
renovated efter a water plpe leak and a o
construction/painting crew had left the door Facl'h.ty on 2/26/15 t:u
propped open with a doarstop, RN #2 stated identify any potentially
when the DON unlocked the therapy room door, unsafe areas that were not
she noted the room contained matarials for secured and to ensure all
replacing ceiling tiles covarad with plastic was
sheeting in a corner and the therapy's stair secured‘a:eas there 4
climbing therapy steps wera located in the key available to the staff.
opposite corner of the room. RN #2 revealed Any identified areas were
they had searched for the residant for secured and areas that
approximately an hour and fifiean (15) minutas taff did tahI;y t
before they found himMer, RN #2 stated she had o :Ve G LY
aftempted to call the resident's son at £:00 PM a key was provided to the
;;d the s:g called back around 10:00 PM, RN charge nurse, The
revealed the son asked her if they had 1 N
checked the therapy room as the resident liked to construction crew was re
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phona with the resldent's son the DON arrivad
and got the keys to the therapy room out of the
Administrator's office, opened tha therapy room
door, and found the resldent in the therapy room
reading the newspaper.,

Interview on 03/13/15 with CNA#1 st 3:10 PM,
CNA#2 at 4:20 PM and CNA #3 on 03/16/15 at
8:45 AM revealad they were working the evening
shift on 02/25/15 when RN #2 initiated the
elopement procass for Resident #1 who could not
be located. The CNA's stated they began
searching the facility for the resident. CNA #1
stated he and CNA #3 searched outsids the
facifity first then began searching the resident's
rooms on Hall 1 and Hall 2 and all the bathrooms,
shower rooms, the conference room and break
room. CNA #1 revealed the only room
Inaccessible was the therapy room which no staff
member oh duty knaw the combination nor had
access to the key thet wag kept in the locked
Administrator's office.

Interview on 03/13/15 at 10:00 AM with RN #3
ravealed she was working the avening shift of
02/25/15 when Resident #1 could not be located
at 9:00 PM, so the elopement process was
begun. RN #3 stated she printed a census and
performed a head count of the resldents during
the search for Rasident #1. RN #3 revesled all
the resident rooms were double checked and the
accessible locked rooms were opened and
searched except the tharapy reom which no siaff
member on duty knew the combination nor had
access to the key kept in the Administrator's
office.

open and was closed when
they left for the day. The
repairs to the therapy gym
were completed on 3/17/15.

3) The Administrator
completed an audit of the
facility on 2/26/15 to
identify any potentially
unsafe areas that were not
secured and to ensure all
secured areas there was a
key available to the staff,
Any identified areas were
secured and any areas that
staff did not have access to
a key was provided to the
charge nurse. The
construction crew was re-
educated by the
Administrator on 2/26/15
on ensuring that the therapy
gym door was not propped
open and was closed when
they left for the day. The
repairs to the therapy gym
were completed on 3/17/
15. All facility staff were
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educsated by the
F 323 | Continued From page 3 F 323 s x y
Administrator on 2/26/15
go back thers and either sit by tha exit door and ing that the th
read or look outside; or go Into the therapy room On ensuring ¢ thcrapy
and read. RN #2 stated while she was on the gym door was not propped
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re-educated by the
F 323 | Continued From page 4 F 323 Administrat or, Social
Interview on 03/13/15 at 4:05 PM with RN #4 Services Director and DON
revealed she was working the @vening shift of on the elopement policy.
02/25/15 when RN #2 inltiated the elopement This was comp]eted by
process and all the staff in the facility searched 4/16/15
for Resident #1. RN #4 stated the staff was . .
unable to unlock the therapy room door because 4) The Administrator will
no one knew the combination and the key was cornplete a monthly audit of
kept In the Administrator's office. RN #4 revealed the facility to identify any
she was with the DON when the resident was tentiall fe areas to
found Inside the therapy room which was under poicn Y unsaic arc
repair and was baing palrited. ensure they are secured.
r e - y The facility will conduct an
nterview on Sats: with Resldent :
#1's son revealed he was notified the resident elgpement drill on elacllrhe
could not be located at approximately 9:00 PM on shift at least qumel: Y- .
02/25/15; howevet, due to poar csllular phone results of these audits will
reception was not able to speak with the nurse be reviewed with the
until 10:00 PM when he inquired if the staff had :
checked in the therapy room since the resident Quahty Assurance
liked to go into that room. He stated he was sl Committee monthly for at
on the phone with the nurse when Resident #1 least three months and then
was locatad in the therapy room by the DON. as concerns are identified,
interview on 03/43/15 at 10:30 AM with the DON Anytime concerns are
revealed she was notified of the inability 1o locate identified the Quality
Resident#1 at approximately 9:45 PM on Assurance Committee will
02/25/15 by RN #2. The DON stated she arrived :
at the facillty 2 litie befors 10:00 PM and asked cﬁ°n]v°n° LobAT df°f
the nursing staff if they had searched ail the Sitienl aum,ls as
acoessible areas inside the facility and a limited needed. The QA committee
perimater outside of the facllity. The DON will consist of ata
revealed the therapy room door was locked and ini i
no staff on duty knew tha comblnation nor had mnmnum the lg)llx'ector of
access to the key kept in the Administrator's Nursing, Administrator,
office and that lockad room had not been Social Services Director,
searched, The DON stated at approximately Maintenance Director and
10:16 PM she unlocked tha therapy room whare Lo C :
the resident was located approximately five (5) ACtIVIty Director with the
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F 323 | Continued From page §

feet inside tha room seated in her wheelshair
reading a newspaper. The DON revealed staff
would have to call her if there was & fire or a need
to enter any locked rooms to include the therapy
room.

Interview on 03/13/15 at 10:00 AM with the
Administrator revealed on 02/25/15 at
approximately 10:10 PM the DON had notified
her Resident #1 was missing, the staff had
conductad searches of the facllity and adjacent
grounds and the local Polica had been notified,
The Administrator stated when she arrived st the
facllity at approximately 10:15 the DON unlockad
the therapy reom door and found the resident.
The Administrator revealed the keys to the
therapy room and other locked rooms and offices
were kept locked in the administratar's office. The
Administrator stated the therapy room was in the
process of belng renovated after a water pipe
leak and a construction/painting crew had left the
door propped open with a doorstop, The
Adiministrator revealed she thought the resident
had knocked the doarstep from the door and
when going Into the therapy room the door closed
behind the resident locking him/her in the therapy
mom. Further interview revealed the
Administrator stated staff would have to call the
DON if there was a fire or a nesd to enter any
locked rooms to include the therapy room.

Interview on 03/16/16 ot 9;15 AM revaaled the
local dispatchar for Law Enforcement
Organization (LED) received a ¢all from the
facliity to notlfy of a missing resident on 02/25/15
ot 10:16 PM and the LEO arrived on the seene at
10:21 PM, Officers were in the facility questioning
the nurse whan the resident was Jocated in a
locked therapy room.

F 323

Medical Director attending

at least quarterly.
Completion date is 4/16/15. .A | b})

. .

o]
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