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Resident #1 on 01/05/10 with diagnoses to
include Diahetes, Renal Failure, Cerebral
Vascular Accident, Hypertension, Congestive
Heart Failure, Hyperlipidemia, Atrial Fibrillation,
Sleep Apnea, Altered Mental Status,
Hyponairemia, Anemia, Chronlc Pain, and
Neuropathy,

A review of the quarteriy Minimum Dala Set
{MDS), dated 07/11/12, revealed the facility
assessed the resident to be cognitively intact with
a Brief Inlerview Mental Status (BIMS) score of
15. A review of the comprehensive care plan,
“Ineffective Coping Skills evidenced by numerous
complaints secondary to aitention seeking
behaviors," dated 07/12/12, revealed the goal
was {o help reduce behaviors and improve histher
mood stalus.

An interview with Resident #1, on 09/21/12 at
1:25 PM, revealed another resident (#4) was
"constantly" coming Into histher room, and when
he/she asked Resident #4 1o leave the room, the
resident refused fo do so.

A record review revealed the facility admilted
Resident #4 on 06/14/12 with diagnoses to
include Hypertension, Depression, Agitation,
Pain, Prostrate Surgery, Mainutrition, Generalized
Weakness, Osteoarthritic Changes, Pressure
Ulcer, Gaslroesophageal Reflux, Vertigo, Barrelf
Esophagus, and Right Lung Surgery.

Areview of the initial MDS, dated 06/20/12,
revealed the facility assessed the resident to be
cognilively impaired and to have wandering
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obligations to protect the other residenty
A record review revealed the facility admitted from harm.

The incident of 09/02/12, was reported ¢
the resident’s family, the resident’
physician, and an incident report was file
with the director of nurses, immediatel
On 09/03/12, a staff meeting was held witl
resident #1 relative to the complaint
Some of the items discussed during that
meeting with the director of nurses wer
specific intefventions including, but no
limited to, relocation of the resident withi
the facility to a rcom location nearer to th
central nursing station; therefore, atlowin
more general staffing interaction an
presence, and the use of warning signs t
redirect a wandering resident fro
stopping by her doorway or entering her
room. The resident refused all Ehos%
interventions, On 09/05/12, a team
meeting was assembled in order to discu
a possible room change and a staff / famil
survey was conducted in order fo ascertaify
the likelihood of resident number #
disturbing their family members by
inadvertently entering their room. The
facility survey revealed no concerh
refative to resident number #4.

On 09/26/12 in-service staff education was
performed by the facility director of nurses
for the entire nursing staff. The meetings
were held at | p.m. and 3 p.m. on that dafe
focusing on the following topics:
I. How Changes in the Brain Effe¢
Behavior
2, Understanding Disruptive Behavior
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behaviors, resistive Lo care, and physlcal and
verbal symptoms directed toward others. A review
of the resident's comprehensive care plan
revealed no evidence of an update since June
2012, untif 09/19/12,

An interview with the MDS Coordinator, on
09/25/12 at 11:53 AM, revealed Resident #4's
behaviors stemmed from a history of excessive
alcohot abuse, She stated the care plan was to
be re-evaluated every 3 months and updates
were to be completed as needed. Additionally,
she revealed that observations were made on an
ongoing basis regarding histher behavior lo ses
what Interventions were required.

An interview with Family Member #2, on 09/21/12
al 8:05 AM, revealed Resldent #4 has walked into
Resident #1's room while the familly member was
present in the room. Resident #1 would ask
Resident #4 to leave the room; however, hefshe
stated "I'm not going anywhere.” After
approximately 30 minutes, a Certified Nurse Aide
{CNA) would come to the room and assist
Resident #4 oul of the room. Family. Member #2
stated this happened frequently and that Resident
1 had previously informed the facilily staff about
it.

An interview with ¥ amily Member #3, on 09/21/12
at 8:50 AM, revealed one day while Resident #1
was bathing that Resident #4 opened the door
and walked In. Resident #1 asked Resident #4 to
leave and hefshe refused to leave the room,.
Resident #1 then called for someone to assist
Resident #4 out of hisfher room,

An interview with CNA #6, on 09/20/12 at 2:15
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employees of the facility in an effort {g
identify hazards due to wandering
adequate supervision, resident’s risk
evaluation, and analysis of wandering
hazards and risks. Implementation of
interventions, monitoring fof
effectiveness, and modification of
interventions when necessary were alsg
discussed during the meetings.

During the family discussions, the brother
of resident #1 and POA admitted that she
does not recall things well, and agreed that
she exaggerated the negative and preferre
isolation from her peers. Resident #1 wa}
described by the POA, as aftentio
seeking. The resident’s physician ha
been contacted months earlier an
reconumended placement at a Behaviord
Health Center to deal with the resident’s
issues; however, resident #1 refused {o go.
Shortly after the meeting resident #1’s
POA approached the director of nursing
and stated that he knew his sister needeg
help and agreed with the admission to p
Behavioral Health Center; consequently,
resident #1 i

ey

was discharged from the
facility, and admitted there on the evening
of 09/05/12 for psychiatric evaluation and
treatment,

In regard to resident #4, who was admitted
to the facility on 06/14/12 with diagnose
to include alcoholism, hypertension,
depression, agitation, pain, prostate
surgery, malnuirition, generaliz

weakness, osteoa rthritic changes, pressuig

w
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PM, and with Licensed Practical Nurse (LPN) #3,
on 09/25/12 at 9:03 AM, revealed Resident #4
was a wandering resident and did wander in to
Resident #1's room at times. They stated
Resident #4 wandered throughout the facility and
would sometimes go into other rasidents’ rooms.

Further interview with the DON, on 09/21/12 at
3:20 P, revealed Resldeni #4 had wandering
behaviors and the facility staff altempted to
distract him/her wilth actlvities, or encourage
him/her to lake hisfher medications when
needed.
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Barrett esophagus, and right lung surgery
He was cognitively impaired and
sometimes presented with wandering
behaviors, resistive to care, with physica
and verbal symptoms directed towarg
others. On 09/21/12, the resident’s care
plan was revised and updated to inciude

problem of frequent wandering within th}
facility and behaviors. The Care plat
emphasized:

1. presence of a wander guard
alarm at all times,
2. Redirection away from
facility doors,
3. encourage activities to divert
his attention,
4, monitoring a facility door
alarms,
5. monitoring resident with 1p
minute observation checks,
when necessary
6. attempted diversion activitias
when noted,
7. report wandering to the
charge nurse,

8. consuitation the physician gs
needed,
9. if resident

waiders  in
hallways/ other rooms ta}k

with him and provide ong

on-one redirection, etc.
On 10/06/12, Resident #4 was relocated
within the facility to a room, near the
central nurse’s station, to allow him f{o
view more activity of the work of nursing
personnel and to allow for regulhr
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