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04/13/13; however, no new interventions related
to supervision were implemented for Resident #1.
On 04/13/13, Resident #1 exited the bullding at
approximately 3:05 PM. Interviews reveated the
door alarm sounded and a Certified Nurse Aide
(CNA) responded; however, the CNA went out the
door and observed only one side of the building.
The CNA re-entered the building and made other
staff aware Resident #1 was missing and the staff
searched the inside of the building before
notifying the Charge Nurse Resident #1 was
missing. When the staff was unable to find the
resident in the building, staff exited the building
and began to search the facility's perimeter.
Resident #1 was found by staff at approximately
3:16 PM approximately one-tenth {0.1) of a mile
from the facHity. The resident had walked across
a two-lane highway and was walking in the grass
atong another two lane highway with high traffic.
The speed limit of both highways was 35 miles
per hour. Interviews revealed staff had to obtain a
wheelchair to bring the resident back to the
buitding because the resident was tired and
weak. The resident was assessed with no
injuries. The resident was transferred to another
facility on 04/18/13.

An acceptable Allegation of Compliance {AoC)
was received on 04/25/13 and the State Survey
Agency validated that the Immediate Jeopardy
was removed on 04/24/13, as alleged. The
scope and severity was lowered to a "D" at 42
CFR 483.20 Resident Assessment F282, 42 CFR
483.25 Quality of Care F323 and 42 CFR
Administration F490 while the facility develops
and implements the Plan of Correction {PoC) and
the facility's Quality Assurance monitors the
effectiveness of the systemic changes.
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The services provided or arranged by the faciiity
must be provided by qualified persons in
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's guidelines, it was
determined the facility falled to have an effactive
system to ensure provision of care in accordance
with each resident’s written plan of care for one
resident {Resident #1), in the selected sample of
five (5) residents.

Resident #1 was re-admitted to the facility on
09/24/12 with diagnoses fo include Dementia with

The facility assessed Resident #1 at risk for
elopement and implemented a plan of care for
elopement initiating the wander guardfcare alert
device on 04/24/12. Resident #1 attempted fo
exit the building on 02/10/13, 03/09/13 and
03/27/13. On 03/28/13, the facility determined
Resident #1 needed a more secure environment
due to the resident's increased exit seeking
behaviors and referred the resident to a fagility
with a focked ward. The care plan was revised to
inciude fifteen {15) minute checks after the
episcde on 03/27/13; however, there was no
documented evidence the fifteen (15) minutes
checks were completed. On 04/13/13, Resident
#1 exited the building unwitnessed at

Behavior, Alzheimer's Disease, and Anxiely State.

No changes were made to Resident # .
I’s care plan nor were any
interventions revised as Resident # |
was discharged from the facility on 4-
18-2013 which was prior to the
survey.

An audit of care plans for all current
residents was conducted on May 1,
2013, to ensure that care plans are
appropriate and individualized to meet
the nceds of each resident and that
care planned interventions were in
place. No additional assessinents were
completed during this care plan audit;
however, those interventions that
needed to be added or changed as a
result of the Interdisciplinary review
were reflected on the resident’s plan
of care. No changes resulted in
treatment changes or changes to the
plan of care that resulted in the need to
hold a care plan meeting with the
resident and or responsible person.
Therefore, no care plan meetings were
held. The facility ensured correction
of the concerns by completion of the
audit for which the Interdisciplinary
Team: was responsible for ensuring
correction with visual validation of
care plan interventions. This audit was
completed by the Director of Nursing,
the Assistant Director of Nursing,
Social  Services Director, MDS
Coordinator, Activities Director and
Dietary Services Manager. Any
identified concerns were immediately
corrected.
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approximately 3:05 PM. Unsampled Resident A
heard the door alarm sounding and went to the 3. All licensed nurses and ali certified
Hall il exit door because there was no staff on the nursing assistants will be re-educated
hall. Resident A punched in the code which on following the care plan, If stalf are
stopped the alarm from sounding and exited the unable to follow the care plan, they
building but did not see Resident #1. Resident #1 will - immediately report to the
was found by staff at approximately 3:16 PM Licensed Nurse who will then report
approximately one-tenth (0.1) of a mile from the to_]‘:‘%D“cmi ?degrSl?gé Z%dlgcat’_‘:ln
facility. The resident had walked across a :]"; nufsifl‘”“g’t:f; “DYH s ‘;"9‘
; o ‘orkin -9-
two-fane highway and was walking in the grass 2013 withgut having rccegivcd this re-
along another two lane highway with high traffic. education. This  education s
The speed limit of both highways was 35 miles conducte d by fthe Administrator
per hour, Interviews revealed staff had to obtain Director of Nursing or the Assistan;
a wheelchair to bring the resident back to the | Director of Nursing.
building because the resident was tired and 4. The Director of Nursing will be
weak. The res?dent was assessed with no responsible for monitoring to ensure
injuries. Interviews with staff working on effectiveness of actions taken. This
04/13/13, revealed the resident was not on fifteen will occur by completing an audit of
{15) minute checks prior to the resident exiting five (5) resident’s records per week
the building on 04/13/13. Resident #1 was for twelve (12) weeks to ensure that
transferred to another facility on 04/18/13, car¢ plan interventions are in place.
The results of these audits will be
The facility's failure to have provide care in reviewed with the Quality Assurance
accordance with Resident #1's care plan related Committee on a weekly basis until
to increased supervision has caused or is fikely to Sl‘:bSta““a* compll’l"'“ce is “?“‘“’ed and
cause serious injury, harm, impairment or death :hre:e (2'31)"‘ :;ﬁ’;lr; );nb:S:li :’; gtl;gz[sé
to a resident. Immediate Jeopardy was identified contin dqcom i ; fart Etlim .
on 04/24/13 and was determined to exist on ninued comp lance. any tme
04/13/13. The facilit tified of th concern is identified, a Quality
'~ 1Ne lacilily was notified of the Assurance Committee meeting will be
Immediate Jeopardy on 04/24/13, An acceptable held to review concerns for further
Allegation of Compliance {AoC) was received on recommendations as needed.  The
04/25/13 and the State Survey Agency validated members of the Quality Assurance
the Immediate Jeopardy was removed on ‘ Committee will consist of at a
04/24/13, as alleged. The scope and severity minimum the Administrator, the
was lowered fo a "D" while the facility develops Director of Nursing, the Assistant
and implements the Plan of Correction (PoC) and Director of Nursing and the Social
the facility's Quality Assurance monitars the Services Director with the Medical
effectivenass of the systemic changes, Director attending at least quarterly.
1
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The findings include:

A review of the facility's Guidelines for Resident
Comprehensive Care Plan, dated 09/08, revealed
the resident's comprehensive care plan should be
viewed as an interdisciplinary approach to
managing the acute and chronic needs of the
resident living in the facility. The comprehensive
care plan should always have realistic goals and
interventions lo address the residents’ needs.

A record review revealed Resident #1 was
re-admitted to the facility on 09/24/12 with
diagnoses to include Dementia with Behavior,
Alzheimer's Disease, and Anxiety State.

A review of the Admission Assessment, dated
09/24/12, revealed the facility assessed Resident
#1 at risk for elopement because the resident
was cognitively impaired and had a history of
wandering or pacing while trying to open doors,
windows and/or gates. The assessment stated
an elopement care plan should be initiated and
reflect interventions appropriate to the resident
which may include the use of the wander guard
anklet.

A review of the quarterly Minimum Data Set
(MDS) assessment, dated 10/11/12 revealed the
facility assessed Resident #1's cognition as
moderately impaired, required the extensive
assistance of two staff for ambulation, and had
behaviors of wandering.

A review of the Elopement Plan of Care,
Assessment, Prevention and Management, last
reviewed and revised 12/10/12, revealed
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interventions for staff {o initiate the wander alert
system, photograph resident and document
description, allow for safe wandering, offer
redirection, and offer snack when wanders.

A review of a SBAR report (Physician/Nurse
Practitioner/Physician Assistant Communication
and Progress Note for New Symptomis, Signs and
Cther Changes in Condition), dated 02/10/13 at
10:45 AM, revealed Resident #1 attempted to exit
the building at the back Hall Hl door.

A review of the At Risk for Elopement Care Plan,
dated 03/01/13, revealed interventions to monitor
for behaviors of packing belongings, verbalization
of leaving and attempts to leave facility, place
wander guard on resident and check daily for
placement, reassess for elopement risk as
needed and with all OBRA assessments. A
review of the annual MDS assessment, dated
03/11/13, revealed the facility assessed Resident
#1 as severely cognitively impaired, requiring the
assistance of one staff for ambulation and had
behaviors of wandering four to six days but not

every day.

A review of the Nurse's Note, dated 03/09/13 at
8:00 PM, reveaied Resident #1 was observed
opening the back door of Hall It and stepping out
through the doorway. The resident was easily
redirected back into the facility and placed on 15
minute checks.

A review of a Social Worker Note, dated
03/27/13, revealed Resident #1 went out the back
door causing the door alarm to sound while in
visual eye sight of a Nurse. The resident was
escorted back in the building and placed on 15
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minute checks.

Further review of the At Risk for Eiopement Care
Pian, dated 03/01/13, revealed an intervention
was added on 03/27/13 for increased

observation; however review of the record
revealed there was no evidence Supervision Flow
Sheets were completed while the resident was on
increased observation and no evidence the 15
minute checks were discontinued,

A review of a Referral and Pre-Admission
Screening form, dated 03/28/13, revealed the
facility was trying to find placement at a facility
with a locked ward due to Resident #1's
wandering behavior and attempts of elopement.

interview with the Social Werker, on 04/22/13 at
1:55 PM, revealed the facility determined on
03/28/13, Resident#1 needed a more secure
environment due to the resident's increased
incidents of exit seeking behaviors so the Social
Worker talked to the resident's guardian and
made a referral o a facility that had a focked unit.
She stated the focked unit facility agreed to take
the resident on 04/13/13, however, the facility
called and stated due to some issues at their
building they would not be able to admit the
resident until 04/18/13.

A review of a SABR report, dated 04/13/13 at
3:15 PM, revealed Resident #1 eloped from the
facility unwitnessed. A Code Wanda was called
and the resident was located at 3:20 PM outside
of the facility and was assessed with no injuries
identified. The resident arrived at the facility at
3:30 PM and was ptaced on 1:1. The Assistant
Director of Nursing (ADCN} and Administrator
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were notified.

Interview with CNA #4, on 04/24/13 at 2:10 PM,
revealed Resident #1 was wearing a palr of
jeans, a blue shert sleeve shirt and white
sneakers. A review of a web site for the weather
history of the area of the nursing facility revealed
on 04/13/13 at 2:55 PM it was 61.2 degrees
Fahrenheit with variable wind at 3.5 miles per
hour and no precipitation.

Interview with unsampted Resident A, on
04/23/13 at 8:30 AM, revealed Resident Awas in
his/her roomh at the back of Hall Il when Resident
A heard the Hall I back door alarm sounding.
Resident A stated he/she went to the back door
and punched in the code which stopped the alarm
from sounding. Resident A exited the building
and walked across the back of the building past
the back of Hall | and looked in the parking lot
along the side of the building and did not see
anyone. ResidentA stated he/she came back to
the back of Hall il and sat outside in the
wheelchair. The resident revealed a staff
member came out of Hall Il exit door and asked if
hefshe had seen Resident #1. Resident A stated
he/she told the staff that if Resident #1 was
ouiside, Resident #1 must have went up the hill
and around the other side of the building where
there was no parking lot. Resident A revealed
when the Administrator interviewed him/her about
the incident, he/she told the Administrator there
was no staff on the hall when the Hall Il alarm
sounded and that was why he/she went to the
door, punched in the code and went outside to
see If Resident #1 was outside.

Interview with CNA #1 and CNA #4, on 04/22/13
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at 2:15 PM and 2:38 PM respectively, revealed
Resident #1 was wandering up and down the
hallway on 04/13/13 and CNA #1 walked the
resident up to the lobby and sat the resident on
the couch. CNA#1 and CNA #4 revealed they
heard the Back Hall I door alarm sounding while
they were in a resident's room providing care.
CNA #4 and CNA #1 searched the resident rooms
and bathrooms on Hall H and Hall {, then told LPN
#2 that Resident #1 was missing. CNA#1 and
CNA #4 revealed Resident #1 was found walking
down the side of the road in front of a store. CNA
#1 and CNA #4 said the resident was missing
approximately 10-15 minutes. CNA#1 and CNA
#4 revealed they were not told that Resident #1
was on 15 minute checks in report and they do
not fook at the care plan daily. The CNAs siated
the Nurses made them aware if a resident was on
increased supervision and this was not reported
in change of shift report.

Interview with Licensed Practical Nurse (LPN) #2,
on 04/22/13 at 1:10 PM, revealed she was at the
medication cart on Hall | when CNA #1 and CNA
#4 entered the back door of Hall I. The LPN
stated CNA #4 stated she thought the LPN
needed fo call a Code Wanda because they could
not find Resident #1. A Code Wanda was called.
LPN #2 revealed when a Code Wanda was called
staff are supposed to complete a head count and
if they determine a resident is missing they
immediately began a search of the inside and
perimeter of the building, The LPN stated staff
immediately conducted a head count and began
searching for the resident inside and outside of
the bullding. She stated staff found the resident
walking down the side of the highway in front of a
store "three (3) minutes or so later”. LPN #2
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revealed she was not aware Resident #1 was
supposed to be on 15 minute checks prier to the
elopement and she was not told this in shift
report. She stated she did not review the care
plan everyday.

Interview with LPN #1, on 04/22/13 at 1:35 PM,
revealed she was in another resident's room on
Hall Il when twp Nurses and a CNA asked her if
she had seen Resident #1. She stated Resident
#1 was found down the road, in front of a store
standing in the grass at the side of the road
halding the hand of another staff. LPN #1 stated
Resident #1 was exhausted but was not injured.
The LPN stated staff brought a wheelfchair from
the facility and assisted the resident back to the
facility. The resident was placed on 1:1
supervision. LPN #1 revealed she was not
informed Resident #1 was supposed to be on 15
minute checks during shift report that day. The
LPN stated staff report to the next shift during
shift report any residents on increased
supervision. She stated she did not lock at the
care plan everyday.

Interview with CNA #5 and CNA #6, on 04/22/13
at 2:50 PM and 3:00 PM respectively, revealed
they were talking to each other on Half I on
04/13/13 when CNA #1 and CNA #4 entered the
back door of Hall i. The CNAs stated CNA #1
and CNA #4 had told them the back door alarm of
Hall Il had sounded, and they were unable to find
Resident #1. CNA #4 and #65 revealed they had
not heard the door alarm sound. The Nurse
called a Code Wanda and staff began searching
for the resident. The resident was found out in
front of a store. CNA#5 and CNA #6 stated they
were not told in shift report that Resident #1 was
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on 15 minute checks and they did not look at the
care plan everyday.

An interview with Licensed Practical Nurse {LPN)
#1 and LPN #4 , on 04/22/13 at 1:35 PM and
04/23/13 at 9:40 AM, revealed they recalled
Resident #1 being on 15 minute observations but
did not remember how often or how long the
resident was on the increased supervision. LPN
#1 and LPN #4 stated the staff was made aware
when a resident was on increased supervision
during change of shift report. The LPNs revealed
they did not look at a resident's care plan
everyday.

Interview with the Director of Nursing {DON), on
04/23/13 at 11:20 AM, revealed it was the Nurse's
judgement whether to place a resident on
increased supervision or not. The staff use the
Supervision Flow Sheets to document the
monitoring of the resident on increased
supervision. The nurse should update the care
plan when a resident is placed on increased
supervision. The DON stated Licensed staff and
CNAs were made aware a resident was on
increased supervision through shift report. The
DON stated the Resident #1 should have
remained on increased supervision (15 minute
checks) from the time the resident was placed on
15 minute checks after the 03/27/13 incident until
the fime of the elopement on 04/13/13. The DON
revealed he was unabie to find the Supervision
Flow Sheets or any other evidence that verified
Resident #1 was on 15 minute checks after the
03/27/13 incident of exit seeking behavior.

Interview with the Administrator, on 04/23/13 at
12:10 PM, revealed Resident #1 was placed on
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15 minute checks on 03/27/13 and the 15 minute
checks were never discontinued .

interviews with members of the IDT (MDS Nurse,
Life Enrichment Director, Dietary Service
Manager, Director of Rehabilitation and Social
Services Director) on 03/24/13 at 2:45 PM, 2:55
PM, 3:00 PM and 3:05 PM respectively, revealed
they could not recall if Resident #1 was taken off
increased observation or not.

Observation of the area between the facility and
the front of the store where Resident #1 was
found revealed the area was approximately 0.1
mile from the facility. The resident had to cross a
two lane highway with a speed {imit of 35 miles
per hour {(mph) and was found walking down the
side of another high traffic two lane highway with
a speed limit of 35 mph,

Areview of the Supervision Flow Sheets, dated
04/13/13-04/18/13 revealed Resident #1
remained on 1:1 untii he/she was transferred to a
facility with a locked ward on 04/18/13,

** The facility implemented the following actions
to remove the Immediate Jeopardy:

*All current residents of the facility were reviewed
by the iDT on 04/23/13, the IDT consisting of the
DON, ADON, Minimum Data Set (MDS) Nurse,
Social Services Director, Life Enrichment
Director, Dietary Service Manager and Director of
Rehabilitation. The IDT reviewed all residents to
determine if the current level of supervision was
adequate to meet the needs of the resident based
on medical condition, behaviors, falls, elopement

F 282
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risk, safety awareness and cognition status. If
increased supervision was warranted it was
reflected on the resident's care plan. No
residents were felt to have a need for increased
supervision not already reflected on the care plan,

* The 1DT to include the Administrator was
reeducated by the Regional Nurse Consultant
refated to the process of |DT review prior to
decreasing supervision for the resident, as well
as things to consider prior to decreasing the
supervision to include but not limit to current
behaviors, medications, patterns or trends,
medical needs and activity needs. This education
was provided on 04/23/13. Any supervision
changes will be noted on the resident's plan of
care, The DON will be responsible for ensuring
this is completed. the Supervision Fiow Sheet will
be utilized to document increased supervision.
This form will be reviewed by the DON and then
given to Medical Records for storage. This
education was provided on 04/23/13.

*All licensed Nurses were re-educated on the
following: licensed staff may increase
supervision using their nursing judgement and
should notify the DON when they have increased
supervision. Licensed staff may recommend
decreasing supervision to the DON for DT review
prior to changes being made.

*The facility also provided re-education to all
nursing staff that increased supervision wiit be
noled on the staff assignment sheets. The
Administrator is responsible fo ensure this is
completed. This education began 04/23/13 with
no staff working after 04/23/13 without having
received this education. The education was
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provided by the DON and ADON.

*An ad hoc Quality Assurance Committee was
convened on 04/23/14 to review the survey
concerns felated to supervision and the
documentation of decreased supervision. in
attendance was the Administrator, DON, ADON,
Social Service Director, MDS Nurse, Activity
Director and Dietary Services Manager. The
Medical Director attended by conference. The
above was reviewed with no further
recommendations noted.

*The facility will convene a Quality Assurance
Commitiee weekly until substantiat compliance to
review all changes in supervision as well as any
elopement attempts to assure that the
interventions are carried out as care planned and
that any decreases in supervision are reviewed
by the IDT.

The State Survey Agency validated the corrective
action taken by the facility as follows:

A record review of sampled resident revealed the
residents were reviewed on 04/23/13 by the IDT
team to determine if the current level of
supervision was adequate and the care plan and
assignment sheet showed the increased level of
supervision. Interviews with the DT team
{Administrator, DON, ADON, Activity Director,
Director of Rehabilitation, MDS Nurse, Social
Service and Dietary Manager) on 04/24/13 at
3:05 PM, 3:40 PM, 3:45 PM, 3:50 PM, 4:00 PM,
4:05 PM, 4:10 PM, and 4:20 PM respectivaly,
revealed they reviewed all residents' behaviors,
falls, medical condition, elopement risk cognition
and safety awareness to determine if they had the
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appropriate level of supervision and the care
plans and assignment sheets reflected the
appropriale level of increased supervision, if
needed. In addition, the IDT team was
re-educated on the process of reviewing to see if
a resident was appropriate for decreased
supervision by the Regional Nurse Consultant.
Further interview with the DON revealed he was
responsible for ensuring the increased level of
supervision was noted on the resident's care plan
and reviewing the increased supervision flow
sheets to ensure staff were completing them.
The DON revealed he was also responsible for
ensuring the flow sheet were taken to Medical
Records so the sheets could be place the the
resident's overflow record. Further interviews
with the Administrator, DON, Activity Director,
Social Service Director and Actlivity Director and
‘Dietary Service Manager revealed an Ad Hoc
meeting was conducted on 04/23/13 with the
Medical Director on conference call related to the
conceins about supervision. No further
recommendations were identified. Further
interview reveated the Quality Assurance
Committee would meet weekly to review all
changes in supervision and if any slopement
atlempts were made by any residents. The IDT
revealed their job during these meetings would be
{o ensure interventions were carried out and all
increased supervision was reviewed by the IDT.
The team revealed they would also be reviewing
to ensure incidents of increased supervision was
placed on the resident's care ptan, on the
assignment sheet and Supervision Flow Sheet
were initiated. The Administrator revealed she
received the same education and would be
responsible to ensure the facility staff were
following the facility's policy and procedures

FORM ChiS-2667{02-99} Pravious Versions Dbsofete Evenl 1D:35DW1t Facitly ID: 100069 i continuation sheet Page 15 of 44




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/13/2013
FORM APPROVED
OMB NQO. 0938-0391

STATEMENT OF DEFICIENCIES

X1y PROVIDER/SUPPLIER/CLIA

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

!

(X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185338 B.WING 04/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE 124 WEST NASHVILLE ST
PEMBROKE, KY 42266
40 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFiX {EACH DEFICIENCY MUST BE PREGEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING RNFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
OEFICIENCY}
F 282 | Continued From page 15 F 282 .
related to supervision. In addition, she stated she Complignce Date: _____5-28-2013 ______
would be responsible for ensuring the daily
Assignment Sheets included any residents on
increased supervision and she would be F323
supervising the weekly Quality Assurance
Meetings to ensure the plan developed and 1. Resident # 1 was placed on one to one
initiated to correct the deficient practice is supervision on  4-13-2013  until
effective. discharge from the facility on 4-18-
2013. .
Interviews with Registered Nurse (RN} #1 and 2. An audit of Kli _(]:ur;fi'nt ggfil;iefgsr “t'l"::
LPN #6, on 04/24/13 at 4:50 PM and 4:55 PM condu‘cte_d on pri 3 )e that
respectively, revealed they were re-educated by :Etegglg ;‘;?;i:iesﬂg:](ils[;g:gpi?:;rm the
the DON related to the fact they could place a y . ical
. . cr needs of the resident based on medl‘ca
:;,-sment (zn sq;retiseg Cs)l;lpe]rv:sgg.:‘f watrr:anted but condition, behaviors, falls, elopement risk,
ey must notify the DON. In addition, they can safety awareness and cognitive status and
recommend a decrease in supervision but {DT to assure this identified supervision was in
makes'tr}e ﬁ.nal decision that the decreased place for cach resident. Any chz?ngcs l.o
supervision is warranted. supervision needs identified during this
audit would be identified on tbe care plan.
Interviews with RN #1, LPN #8, CNA#2, CNA#7 No residents were felt to have a neet_i for
and CNA #8 on 04/24/13 at 4:35 PM, 4:40 PM, increased supervision. The Interdisciplinary
4:42 PM, 4:48 PM, 4:50 PM, revealed they Team consisted of the Dirf:ctor of Nursing,
received education from the DON and ADON Assistant Director of Nursing, MDS Nurse,
related to all increased supervision will be placed Social Services Director, Life Enrichment
on the assignment sheet. Director, Dietary Services M;m?_tgcr and the
F 323 | 483.25(h) FREE OF ACCIDENT F 323 Director ~ of ~ Rehabilitation. = An
s5=J | HAZARDS/SUPERVISION/DEVICES environmenta! audit was conducted by the

Administrator, Maintenance Director and

Housekecping Supervisor on 5-24-2013 to

identify any concerns with environmental

safety issues, any cORCerns  were

immediately corrected.

3. All licensed staff were re-educated on
the following:

e« Licensed staff may increase
supervision as per their licensed
seope of practice based upon the
clinical assessment of the nurse at
the time. This increase in
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by:

This REQUIREMENT is not met as evidenced

Based on interview, record review and facility
policy and procedure review, it was determined
the facility failed to have an effective system {o
ensure supervision o prevent accidents was
provided for one resident {Resident #1}, in the
sefected sample of five. (Refer to F282)

Resident #1 was re-admilted to the facility on
09/24/12 with diagnoses to include Dementia with
Behavior, Alzheimer's Disease, and Anxiety State.
The facility assessed Resident #1 at risk for
elopement and implemented a plan of care for
elopement initiating the wander guard/care alert
device. Resident #1 attempted to exit the
building on 02/10/13, 03/09/13 and 03/27/13 by
holding the door lever handie down for fifteen (15)
seconds so the door fock would release. On
03/28713, the facility determined Resident #1
needed a more secure environment due to the
resident's increased incidents of trying to leave
the facllity and made a referral to a facility that
had a locked unit. The resident was placed on
fifteen {15) minute checks after the episode on
03/27113; however, there was no documented
evidence the fifteen {15) minutes checks were
completed on a reguiar basis. Record review and
staff interviews revealed the fifteen (15) minute
checks were discontinued sometime between
0327113 and 04/13/13, however, no new
interventions related to supervision were
imptemented for Resident #1. On 04/13/13,
Resident #1 exited the building at approximately
3:05 PM. Unsampled Resident #A stated he/she
heard the Hall Il exit door alarm sounding and
went fo the door because there was not staff on
the hall. Resident A punched in the code which

supervision may include but is
not limited to specific timed
checks, fifteen (15) minute
checks, thirty (30) minute cheeks
hourly checks or up to and
including one to one supervision.
The nurse will notify the Director
of Nursing when they have
increased supervision. Examples
of reasons to increase supervision
were given to include elopement
attempts, increase clopement risk,
increased risk of falls, at risk
behaviors or suicidal ideations,
not to supersede the nurses
judgment.

s Licensed staff may recommend
decreasing supervision to the
Director of Nursing for IDT
review prior to changes being
made. Licensed staff can not
implement decreasing
supervision prior to the review of
the Director of Nursing and the
iDT.

e The above education to the
Licensed Staff was completed by
the Director of Nursing or the
Assistant Dircetor of Nursing and
completed by 4-23-2013 with no
licensed staff working past 4-23-
2013 without having received
this education. Any new licensed
staff will be educated during their
general  orientation prior to
assigned work duties.

The facility will list all residents who

require increased supervision on the

staff assignment sheets as well as the
resident care plan to enhance
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stopped the alarm and then exited the building
but did not see Resident #1 outside. Interviews
revealed the door alarm sounded and a Certified
Nurse Aide (CNA) responded; however, the CNA,
went out the door and observed only one side of
the building. The CNA re-entered the building and
made other staif aware Resident #1 was missing
and the staff searched the inside of the building
before notifying the Charge Nurse Resident #1
was missing. When the staff was unable to find
the resident in the building, staff exited the
building and began {fo search the facility's
perimeter. Resident #1 was found by staff at
approximately 3:16 PM approximately one-tenth
(0.1} of a mile from the facility. The resident had
walked across a two-lane highway and was
walking in the grass along another two lane
highway with high traffic. The speed limit of both
highways was 35 miles per hour. Interviews
revealed staff had to obtain a wheelchair to bring
the resident back to the building because the
resident was tired and weak. The resident was
assessed with no injuries. Resident #1 was
transferred to another facility on 04/18/13.

The facility's faflure to have an effective system in
place to provide supervision to prevent accidents
has caused or is iikely to cause serious injury,
harm, impairment or death to a resident.
Immediate Jeopardy was identified on 04/24/13
and was determined to exist on 04/13/13. The
facility was notified of the Immediate Jeopardy on
04/24/13. An acceptable Allegation of
Compliance {AoC) was received on 04/25/13 and
the State Survey Agency validated the Immediate
Jeopardy was removed on 04/24/13, as alleged.
The scope and severity was lowered {o a "D"
while the facility develops and implemenits the

communication of supervision needs.
The facility provided education to all
nursing staff  that increased
supervision needs will be noted on the
staff assignment sheets as well as the
resident’s care plan. This education
was provided by the Administrator,
Director of Nursing or Assistant
Director of Nursing with no nursing
staff working past 4-23-2013 without
having received this education. Any
new musing staff will be educated
during general orientation prior to the
start of assigned work duties.

The IDT team was also re-educated by
the Regional Nurse Consultant on 4-
23-2013 related to the IDT review
process prior to decreasing
supervision for the resident, as well as
items to consider prior to decreasing
supervision to inchude but not limited
to current behaviors, medications,
patterns or trends, medical needs and
activity needs.

Review for the reduction of
supervision will be documented on the
Supervision worksheet and will be
submitted to the Quality Assurance
Committes weekly.

All nursing staff were re-educated on
following the care plan. If staff are
unable to follow the care plan, they
will report to the Licensed Nurse who
will then report to the Director of
Nursing. This education  was
completed on May 9, 2013, with no
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Ptan of Correction (PoC) and the facility's Quality
Assurance monitors the effectiveness of the
sysiemic changes.

The findings include:

A review of the facility's Missing
Resident/Elopement policy and procedure, no
date, revealed when staff identify a resident is
missing staff should obtain assistance from other
staff members in the immediate vicinity, instruct
another staff member to make the Charge Nurse
aware and conduct a thorough search of the
building and premises.

A review of the facility's Resident Elopement
Policy, no date, revealed all residents should be
assessed quarterly by the Social Services
Director for potential for elopement. This should
be completed using the AHT elopement risk
assessment. A resident who is assessed as a
potential risk will be assessed for the need of
wander guard placement. Any residents with
elopement attempts should be reassessed
immediately for the need of further intervention fo
prevent elopement.

A record review revealed Resident #1 was
re-admitted to the facility on 09/24/12 with
diagnoses to include Dementia with Behavior,
Alzheimer's Disease, and Anxiety State. Areview
of the Admission Assessment, dated 09/24/13,
revealed the facility assessed Resident #1 at risk
for elopement because the resident was
cognitively impaired and had a history of
wandering or pacing while trying to open doors,
windows and/or gates. The assessment stated
an elopement care plan should be initiated and

stalf working past May 9, 2013
without this education. This re-
education was conducted by the
Director of Nursing, Assistant
Director of Nursing and
Administrator. Any new nursing staff’
will be educated during general
orientation prior to start of assigned
work duties.

All Facility staft’ has been trained on
the efopement procedure fo include the
process o check doors and scarch
surrounding areas when alarms sound
on April 23, 2013, with no staff
working past April 23, 2013 without
this education. All three {3) shifts and
the weekend shift have been trained
and are knowledgeable on the
facility’s elopement plan on April 23,
2013, with no staff working past April
23, 2013 without this education. This
re-education was completed by the
Administrator, Director of Nursing
and Assistant Director of Nursing.
Any new statf will be educated during
general orientation prior to start of
assigned work duties

The Administrator completed
education with the Maintenance
Supervisor and Housckeeping
Supervisor on how to conduct
environmental safety rounds with
examples to include those noted in
F323 Guidelines to Surveyors, this
was completed on 5-23-2013.

4, An ad hoc Quality Assurance
Commitiee was convened on 4-23-
2013 fo review the survey concerns
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i ) pag . ) F323 related o supervision and
reflect interventions appropriate to the resident documeniation of decreased

which may include the use of the wander guard
anklet.

A review of the quarterly Minimum Data Set
(MDS) assessment, dated 10/11/12 revealed the
facility assessed Resident #1's cognition as
moderately impaired, required the extensive
assistance of two staff for ambulation, and had
behaviors of wandering.

A review of the Elopement Plan of Care,
Assessment, Prevention and Management, fast
reviewed and revised 12/10/12, revealed
interventions for staff to initiate the wander alert
system, photograph resident and document
description, alfow for safe wandering, offer
redirection, and offer snack when wanders,

Observation of the Elopement Book at the
nursing station revealed there was a page with a
picture of Resident #1 and identifying descriptive
information of the resident.

A review of the February, March and April 2013
Treatment Records, revealed Resident #1's
wander guard was in place and functioning.

Areview of a SBAR report (Physician/Nurse
Practitioner/Physician Assistant Communication
and Progress Note for New Symptoms, Signs and
Other Changes in Condition), dated 02/10/13 at
10:45 AM, revealed Resident #1 attempted to exit
the building at the back Hali Il door. The resident
was placed on fifteen (15) minute checks. A
review of Morning Meeting Minutes revealed the
15 minute checks were discontinued on 02/21/13,
however, a review of the resident's record

supervision as well as the facility plan
of correction. In attendance were the
Administrator, Director of Nursing,
Assistant Director of Nursing, Social
Service  Director, MDS  Nurse,
Activity Director and Dietary Services
Manager. The Medical Director
attended by conference, No further
recommendations were noted,

The Director of Nursing or Assistant
Director of Nursing is responsible for
monitoring to ensure the effectiveness
of actions taken. The Director of
Nursing or Assistant Director of
Nursing will review supervision flow
sheets(documentation for the actual
timed checks of the resident by the
staff) for accuracy and completion to
include stafl’ doctmentation of the
care planed increased supervision five
(5) times per week until substantial
compliance is achieved and then
weekly for twelve (12) weeks. In
addition the Director of Nursing or
Assistant Director of Nursing will
make observations of residents
assigned increased supervision five (5)
times per week lor twebve weeks to
assurc  increased  supervision s
occurring per the resident’s plan of
care.

The Administrator is responsible for
cffectiveness  of
implementation of identification of
supervision on the staffing assignment
sheets and will review daily staffing

training  and |
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revealed there was no documented evidence the
15 minute checks were conducted or
discontinued.

An interview with Licensed Practical Nurse {LPN)
#1, on 04/22/13 at 1:35 PM, revealed she was on
Hall l on 02/10/13 and heard the back door atarm
sounding. LPN #1 stated she went to the back
door and saw Resident #1 had the lever handie of
the door pressed down and then walked out the
door. The LPN revealed she was able {0 go out
the door and assist the resident back into the
building. LPN #1 stated she placed the resident
on 15 minute checks but she did not know how
tong the resident stayed on the 15 minute checks.
LPN #1 stated Nurses could place the residents
on increased supervision (15 minute, 30 minute,
one hour, or other), but it was up to the
Interdisciplinary Team {IDT) to discontinue the
increased supervision, The nurse stated she
recalled Resident #1 being on 15 minute
observations but did not remember how often or
how fong the resident was on the increased
supervision, LPN #1 stated the staff was made
aware when a resident was on increased
supervision during change of shift repont.

A review of the At Risk for Elopement Care Plan,
dated 03/01/13, revealed interventions to monitor
for behaviors of packing belongings, verbalization
of feaving and attempts fo leave facility, place
wander guard on resident and check daily for
placement, reassess for elopement risk as
needed and with all OBRA assessments. A
review of the annual MDS assessment, dated
03/11/13, revealed the faciiity assessed Resident
#1 as severely cognitively impaired, requiring the
assistance of one staff for ambulation and had

assignment sheets to assure that
supervision needs are identified on the
assignment sheets, This will occur
daily until substantial compliance is
achieved and then weekly for iwelve
(12) weeks.

Elopement drills are conducted on
cach shift weekly for four (4) weeks
by the Administrator, Director of
Nursing or Assistant Director of
Nursing. This will be followed by
weekly for eight (8) weeks. The
Adniinistrator is responsible to assure
these drills occur and are effective,
Supervision revision worksheets are
reviewed by the Qualily Assurance
Conunittee weekly until substantial
compliance is achieved and then
monthly  thereafier.  Supervision
revision worksheets are a  form
documenting the Interdisciptinary
Teams review of the resident whose
supervision requirements are being
lowered, as well as the resident’s
condition that required increased
supervision and the interventions that
were  implemented to  justify a
reduction of supervision, The form is
completed by the Interdisciplinary
Team.  The  Admninistrator s
responsible to assure that this occurs,
The  Administrator,  Maintenance
Director and Housekeeping Supervisor
will complete weekly safety rounds
using a safety round check sheet to
identily and envirommental hazards,
results of these audits will be reviewed
with the safety committee and QA on
a monthly basis ongoing.
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behaviors of wandering four to six days but not
avery day.

A review of the Nurse's Note, dated 03/08/13 at
8:00 PM, revealed Resident #1 was observed
opening the back door of Hall Il and stepping out
through the doorway. The resident was easily
redirected back into the facility and placed on 15
minute checks. A review of the Morning Meeting
Minutes revealed the 15 minute checks were
discontinued on 03/12/13; however a review of
the resident's record reveaied there was no
evidence the 15 minute checks were conducted
after 03/10/13 or discontinued.

An interview with LPN #4, on 04/23/13 at 8:40
AM, revealed she was passing medications on
03/09/13 when she heard the alarm on the back
door to Hall Il sounding. She stated she iocked
the medication cart and went to the back door
and when she arrived, Resident #1 was walking
through the door to the outside. The LPN
revealed she grabbed the back of the resident's
shirt and was able to assist the resident back into
the building. She stated she placed the resident
on 15 minute checks but was not aware of how
long the resident stayed on the 15 minute checks.
LPN #4 stated Nurses could place the residents
on increased supervision, but it was up to the IDT
to discontinue the increased supervision. She
stated the residents usually stay on 15 minute
checks for approximately 72 hours. LPN #4
revealed the nurse made staff aware of when a
resident was on increased supervision during the
change of shift report.

A review of a Social Worker Note, dated
03/27/13, revealed Resident #1 went cut the back

if at anytime concerns are identified,
the Quality Assurance Committee will
convene to review and make further
recommendations as needed. The
Quality Assurance Committee will
meet  weekly until  substantial
compliance is achieved and then
monthty thereafter. The Quality
Assurance Committee will consist of
at a minimum the Administrator,
Director of Nursing, Assistant
Director of Nursing and the Social
Service Director with the Medical
Director attending at least monthly
and as needed.
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door causing the door alarm to sound while in
visual eye sight of a Nurse. The resident was
escorted back in the building and ptaced on 15
minute checks, Further review of the At Risk for
Elopement Care Plan, dated 03/01/13, revealed
an intervention was added on 03/27/13 for
increased observation; however review of the
record revealed there was no evidence any
increased observation was conducted and/or
discontinued.

A review of a Referral and Pre-Admission
Screening form, dated 03/28/13, revealed the
facHity was trying to find placement at a facility
with a focked ward due to Resident #1's
wandering behavior and attempts of elopement.

Interview with the Social Worker, on 04/22/13 at
1:55 PM, revealed she and three other staff
exited the morning meeting and exited out the
back door of Hall Il on 03/27/13. She stated they
walked to the pavilion at the back of Hall |, and
the Halt | door alarm was sounding. The Social
Worker revealed she saw Resident #1 coming
out the back door of Hall | with a Nurse several
steps behind him/her. She stated the Nurse
redirected the resident back into the building and
placed the resident on 15 minute checks. She
stated she thought the resident remained on 15
minutes checks for approximatety 12 hours but
was not sure. Further interview revealed the
facility determined on 03/28/13, Resident#1
needed a more secure environment due to the
resident's increased incidents of exit seeking
behaviors so the Social Worker talked to the
resident's guardian and made a referrai to a
facility that had a locked unit. She stated the
locked unit facility agreed to take the resident on

F 323
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04/13/13, however, the faciiity called and stated
due to some issues at their building they would
not be able to admit the resident until 04/18/13.
The Social Worker stated Resident #1 had been
on increased supervision in the past but she did
not remember when or for how long.

A review of a SABR repori, dated 04/13/13 at
3:15 PM, revealed Resident #1 eloped from the
facility unwitnessed. A Code Wanda was called

“and the resident was located at 3:20 PM outside

of the facility and was assessed with no injuries
identified. The resident arrived at the facility at
3:30 PM and was placed on 1:1. The Assistant
Director of Nursing (ADON} and Administrator
were nofified.

Interview with CNA #4, on 04/24/13 at 2:10 PM,
revealed Resident #1 was wearing a pair of
jeans, a blue short sleeve shirt and white
sneakers on 04/13/13 when the resident was
found. A review of a website for the weather
history of the area of the nursing facifity revealed
on 04/13/13 at 2;:55 PM it was 61.2 degrees
Fahrenheit with variable wind at 3.5 miles per
hour and no precipitation.

Interview with unsampled Resident A, on
04/23/13 at 8:30 AM, revealed the Resident A
was in histher room at the back of Hall I when
he/she heard the Hall |l back door alarm
sounding. Resident A went to the back door and
punched in the code which stopped the alarm
from sounding. Resident A exited the building
and walked across the back of the building past
the back of Hall | and looked in the parking lot
along the side of the building and did not see
anyone. Resident A stated he/she came back to
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the back of Hall } and sat outside in the
wheeichair. The resident revealed a staff
member came out of Hall Il exit door and asked if
he/she had seen Resident#1. Resident A stated
hef/she told the staff that if Resident #1 was
outside, Resident #1 must have went up the hill
and around the other side of the building where
there was no parking fot. Resident A stated
he/she told the Administrator that he/she went to
the door to took for Resident #1 when the door
atarm sounded because there was no staff on the
hall.

interview with CNA #1 and CNA #4, on 04/22/13
at 2;15 PM and 2:38 PM respectively, revealad
Resident #1 was wandering up and down the
haibway on 04/13/13 and CNA #1 walked the
resident up to the lobby and sat the resident on
the couch. CNA #1 stated she then went to
another resident's room to toilet him/her. CNA #1
revealed CNA #4 entered the room to provide
care o the rcommate when they heard the Hall ||
back door alarm sounding. CNA #4 stated she
went to the back door of Hall Il but the alarm was
no longer sounding. CNA #4 stated she saw
unsampled Resident A sitting outside the door so
she opened the door and asked Resident A if
he/she had seen anyone come outside of the
buitding and Resident A said no. CNA #4 stated
she walked across the back of the building and
up the side parking lot to the side door of Hall |
and did not see anyone. CNA #4 stated she did
not go out to the road or look up the road and did
not go up the hill at the back of the building so
she could observe the other side of the building.
CNA #4 stated she reentered the building through
the Hall | side door . CNA #4 told CNA#1 she
had not seen Resident #1 outside. CNA#1 and
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CNA #4 checked the residents’ rooms and
bathrooms and asked staff if they had seen
Resident #1 as they went up Hall Il. The CNAs
stated they exited the back door of Hall Il and
re-entered the building through the back door of
Halti. CNA#1 and CNA #4 said they checked
the rooms and bathrooms on Hall |. CNA #1
stated LPN #2 was at the medication cart and the
CNA fold her Resident #1 was missing, CNA #1
went back outside and Resident A was stilf sitting
at the back of Hall ]l. Resident #A told the CNA if
Resident #1 came out there, Resident #1 must
have walked up the hill and went around the other
way. CNA#1 revealed she and some other staff
walked up the hill and around the other side of
the building which leads to the side road. CNA#1
stated they saw Resident #1 down the road in
front of a store on the side of the highway in the
grass with CNA #3 holding his/her hand.
Meanwhile, CNA #4 had walked back out the side
door of Halt { and walked from the side door to
the front door of the building. CNA #4 revealed
she entered the front door and CNA #3
immediately stuck her head in the front door and
stated the resident was down the sireet, CNA#4
stated the resident was down the road in front of
the store in the grassy area hy the road. CNA#1
and CNA #4 said the resident was missing
approximately 10-15 minutes. CNA#1 and CNA
#4 revealed they were not told that Resident #1
was on 15 minute checks. The CNAs stated the
Nurses made them aware if a resident was on
increased supervision and this was not reported
in change of shift report.

Interview with Licensed Practical Nurse (LPN) #2,
on 04/22/13 at 1:10 PM, revealed she was at the
medication cart on Hall | when CNA #1 and CNA
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#4 entered the back door of Hall |. The LPN
stated CNA #4 stated she thought the LPN
needed to call a Code Wanda because they could
not find Resident #1. She stated she attempted
to call the code from the phone at the back of Hall
I, but the phone would not work, so she walked to
the Nurse's desk at the front of the hall and the
weekend Supervisor called the Code Wanda.
She revealed the Nurse called a Code Wanda
when a door atlarm sounds and staff cannot
identify the cause or staff suspect a resident is
missing. When the code is called staff are to
complete a head count and if they determine a
resident is missing they immediately began a
search of the inside and perimeter of the building.
The LPN stated the staff immediately conducted
a head count and began searching for the
resident inside and outside of the building. She
stated staff found the resident walking down the
side of the highway in front of a store "three (3)
minutes or 5o later’. LPN #2 revealed she was
not aware Resident #1 was supposed to be on 15
minute checks prior to the elopement.

Interview with LPN #1, on 04/22/13 at 1:35 PM,
revealed she was in another resident's room on
Hall Il when two Nurses and a CNA asked her if
she had seen Resident #1. The LPN stated she
and CNA #1 walked out the back Hall It door and
spoke to unsampled Resident A who was sitting
outside the door. She stated Resident A stated if
Resident #1 had come outside, the resident must
have went up the hill and around the other side of
the building. The LPN revealed her and the other
staff went up the hill at the back of the building
which goes around and comes out on a side
road. She revealed they saw Resident #1 in front
of a store standing in the grass at the side of the
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road holding the hand of another staff. They ran
to the staff and resident to assist. LPN #1 stated
Resident #1 was exhausted but was not injured.
The LPN stated staff brought a wheelchair from
the facility and assisted the resident back {o the
facility. The resident was ptaced on 1:1
supervision. LPN #1 revealed she was not
informed Resident #1 was supposed to be on 15
minute checks during shift report that day. The
LPN stated staff report to the next shift during
shift report any residents on increased
supervision.

Interview with CNA #5 and CNA #6, on 04/22/13
at 2:50 PM and 3:00 PM respectively, revealed
they were talking to each other on Hail ! on
04/13/13 when CNA #1 and CNA #4 entered the
back door of Hali |. The CNAs stated CNA #1
and CNA#4 had told them the back door alarm of
Hall i} had sounded, and they were unable to find
Resident #1. CNA #4 angd #6 revealed they had
not heard the door alarm sound. The Nurse
called a Code Wanda and staff began searching
for the resident. The resident was found out in
front of a store. CNA#5 and CNA #5 stated they
were not told in shift report that Resident #1 was
on 15 minute checks,

Interview with the Assistant Director of Nursing
{ADON} 04/23/13 at 11:10 AM, revealed it was
the Nurse's judgement to place a resident on
increased supervision. The ADON stated staff
used the Supervision Flow Sheets to document a
resident was on the increased supervision. The
ADON revealed she was not aware of Resident
#1 being on Increased supervision at the time of
the elopement.
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Interview with the Director of Nursing (DON), on
04/23/13 at 11:20 AM, revealed it was the Nurse's
judgement whether to ptace a resident on
increased supervision or not. The staff use the
Supervision Flow Sheets to document the
monitoring of the resident on increased
supervision. The nurse should update the care
plan when a resident is placed on increased
supervision. The DON stated Licensed staff and
CNAs were made aware a resident was on
increased supervision through shift repori. The
Interdisciplinary Team conducts a morning
meeting every day and discusses any residents
on increased supervision and decides if the
resident needs to continue on increased
supervision or not. The DON revealed when a
resident attempts to exit the facility the
Interdisciplinary Team tries to determine the the
cause of the resident attempting to leave. The
DON stated if the IDT team determined the
resident should be discontinued from increased
supervision, the IDT team should update the care
plan and make the Nurse on duty aware. The
DON stated the Resident #1 should have
remained on increased supervision {15 minute
checks) from the time the resident was placed on
15 minute checks after the 03/27/13 incident until
the time of the elopement on 04/13/13. The DON
revealed he was unable to find the Supervision
Flow Sheets or any other evidence that verified
Resident #1 was monitored white on 15 minute
checks after the 02/10/13, 03/09/13, and 03/27/13
incidents of exit seeking behavior.

Interview with the Administrator, on 04/23/13 at
12:10 PM, revealed Resident #1 was placed on
15 minute checks on 03/27/13 and the 15 minute
checks were never discontinued .
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Interviews with members of the IDT (MDS Nurse,
Life Enrichment Director, Dietary Service
Manager, Director of Rehabilitation and Social
Services Director) on 03/24/13 at 2:45 PM, 2:55
PM, 3:00 PM and 3:05 PM respectively, revealed
they could not recall if Resident #1 was taken off
increased observation or not.

Observation of the area between the facility and
the front of the store where Resident #1 was
found revealed the area was approximately 0.1
mile from the facility. The resident had to cross a
two lane highway with a speed limit of 35 miles
per hour {mph) and was found walking down the
side of another high traffic two {ane highway with
a speed limit of 35 mph.

A review of the Supervision Flow Sheets, dated
04/13/13-04/18/13 revealed Resident #1
remained on 1:1 until he/she was transferred to a
facility with a locked ward on 04/18/13.

** The facility implemented the following actions
to remove the Immediate Jeopardy:

*All current residents of the facility were reviewed
by the IDT on 04/23/13, the IDT consisting of the
DON, ADON, Minimum Data Set (MDS) Nurse,
Social Services Director, Life Enrichment
Director, Dietary Service Manager and Director of
Rehabilitation. The IDT reviewed all residents to
determine if the current level of supervision was
adequate to meet the needs of the resident based
on medical condition, behaviors, falls, elopement
risk, safety awareness and cognition status.
increased supervision was warranted it was
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reftected on the resident's care plan. No
residents were felt to have a need for increased
supervision not already reflected on the care plan.

* The DT {o include the Administrator was
reeducated by the Regional Nurse Consuttant

‘related to the process of IDT review prior to

decreasing supervision for the resident, as well
as things to consider prior to decreasing the
supervision to include but not limit to current
behaviors, medications, patterns or trends,
medical needs and activity needs. This education
was provided on 04/23/13. Any supervision
changes will be noted on the resident's plan of
care. The DON wiit be responsible for ensuring
this is completed. the Supervision Flow Sheet wiil
be utilized to document increased supervision.
This form will be reviewed by the DON and then
given to Medical Records for storage. This
education was provided on 04/23/13.

*All licensed Nurses were re-educated on the
following: licensed staff may increase
supervision using their nursing judgement and
should notify the DON when they have increased
supervision. Licensed staff may recommend
decreasing supervision to the DON for IDT review
prior to changes being made.

*The facility also provided re-education to all
nursing staff that increased supervision will be
noted on the staff assignment sheets. The
Administrator is responsible to ensure this is
completed, This education began 04/23/13 with
no staff working after 04/23/13 without having
raceived this education. The education was
provided by the DON and ADON,

F 323
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“An ad hoc Quality Assurance Committee was
convened on 04/23/14 to review the survey
concerns related fo supervision and the
documentaticn of decreased supervision. In
attendance was the Administrator, DON, ADON,
Social Service Director, MDS Nurse, Activity
Director and Dietary Services Manager, The
Medical Director attended by conference. The
above was reviewed with no further
recommendations noted.

*The facility wilt convene a Quality Assurance
Committee weekiy until substantial compliance to
review all changes in supervision as well as any
elopement attempts fo assure that the
interventions are carried out as care planned and
that any decreases in supervision are reviewed
by the IDT.

The State Survey Agency validated the corrective
action taken by the facility as follows:

A record review of sampled resident revealed the
residents were reviewed on 04/23/13 by the iDT
team to determine if the current level of
supervision was adequate and the care plan and
assignment sheet showed the increased level of
supervision, Interviews with the IDT team
{Administrator, DON, ADON, Activity Director,
Director of Rehabilitation, MDS Nurse, Social
Service and Dietary Manager) on 04/24/13 at
3:05 PM, 3:40 PM, 3:45 PM, 3:50 PM, 4:00 PM,
4:05 PM, 4:10 PM, and 4:20 PM respectively,
revealed they reviewed all residents' behaviors,
falls, medical condition, elopement risk cognition
and safety awareness to determine if they had the
appropriate level of supervision and the care
plans and assignment sheets reflected the
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appropriate evel of increased supervision, if
needed. In addition, the IDT team was
re-educated on the process of reviewing to see if
a resident was appropriate for decreased
supervision by the Regional Nurse Consultant.
Further interview with the DON revealed he was
responsible for ensuring the increased level of
supervision was noted on the resident's care plan
and reviewing the increased supervision flow
sheets to ensure staff were completing them.
The DON revealed he was also responsible for
ensuring the flow sheet were taken to Medical
Records so the sheets could be place the the
resident’s overflow record, Further interviews
with the Administrator, DON, Activity Director,
Social Service Director and Activity Director and
Dietary Service Manager revealed an Ad Hoc
meeting was conducted on 04/23/13 with the
Medical Director on conference call related to the
concerns about supervision. No further
recommendations were identified. Further
Interview revealed the Quality Assurance
Committee would meet weekly o review all
changes in supervision and if any elopement
attempts were made by any residents. The IDT
revealed their job during these meetings would be
to ensure interventions were carried out and all
increased supervision was reviewed by the |DT.
The team revealed they would also be reviewing
to ensure incidents of increased supervision was
placed on the resident's care plan, on the
assignment sheet and Supervision Flow Sheet
were initiated. The Administrator revealed she
received the same education and would be
responsible to ensure the facility staff were
following the facility's policy and procedures
related to supervision. In addition, she stated she
would be responsible for ensuring the daily
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Assignment Sheets included any residents on ' Compliance Date: o 5-28-2013
increased supervision and she would be '
supervising the weekly Quality Assurance
Meetings fo ensure the plan developed and
initiated to correct the deficient practice is
effective.
Interviews with Registered Nurse {RN) #1 and
LPN #86, on 04/24/13 at 4:50 PM and 4:55 PM
respectively, revealed they were re-educated by
the DON related to the fact they could place a
resident on increased supervision if warranted but
they must notify the DON. In addition, they can
recormmmend a decrease in supervision but {DT
makes the final decision that the decreased
supervision is warranted.
Interviews with RN #1, LPN #6, CNA#2, CNA #7
and CNA #8 on 04/24/13 at 4:.35 PM, 4:40 PM, F490
4:42 PM, 4:48 PM, 4:50 PM, revealed they
recelved education from the DON and ADON 1. Resident # 1 was placed on one to one
related to all increased supervision will be placed supervision on 4-13-2013 and was
on the assignment sheet. discharged from the facility on 4-18-
F 490 | 483.75 EFFECTIVE F 490 2013.
58=J | ADMINISTRATION/RESIDENT WELL-BEING A review by the Regional Director of
Operations on May 8, 2013, noted that
A facility must be administered in a manner that the Administrator was assuring the
enables it to use its resources effectively and policies and  procedures  were
. . Co . implemented and that the residents
efficiently to attain or maintain the highest . - :

. . ; were provided with the appropriate
practlcrf]ble physical, mental. and psychosocial identified level of supervision. The
well-being of each resident. review inclided a review of the

facility’s plan of correction as well as
audits, the Quality Assurance process,
staff assignments including those
residents on increased supervision.
This REQUIREMENT is not met as evidenced Documentation related to supervision
by: . and obscrvation of the Adminisirator’s
Based on interview, record review, facility policy overal oversight of the facility
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and procedure review, and the Administrator's job
description it was determined the facility failed fo
be administered in a manner which enabled it to
use it's resources effectively and efficiently fo
altain or maintain the highest practicable physical,
mental and psychosocial well-being for one
resident {#1), in the selected sample of five
residents, The Administrator failled to ensure
policies and procedures were implemented fo
‘provide adequate supervision for Resident #1.
{Refer to F282 and F323).

Resident #1 was re-admitted to the facility on
09/24/12 with dlagnoses to include Dementia with
Behavior, Alzheimer Disease, and Anyiety State.
The facility assessed Resident #1 at risk for
efopement and implemented a plan of care for
elopement initiating the wander guard/care alert
device. Resident#1 attempted to exit the
building on 02/10/13, 03/09/13 and 03/27/13 by
holding the door lever handle down for fifteen (15)
seconds so the door lock would release. On
03/28/13, the facility determined Resident #1
needed a more secure environment due to the
resident's increased incidents of trying to leave
the facility and made a referral to a facility that
had a focked unit. The resident was placed on
fifteen {15} minute checks after the episode on
03/27/13; however, there was no documented
evidence the fifteen {15) minutes checks were
completed on a regular basis. Staff interviews
revealed the fifteen {15) minute checks were
either discontinued sometime between 03/27/13
and 04/13/13 or should have continued and were
not being completed. On 04/13/13, Resident #1
exited the building at approximately 3;05 PM.
Interviews revealed the door alarm sounded and
a Certified Nurse Aide (CNA) responded;

functions, supervision and process
implementation including review of
facilities effectiveness and efficiency.

The Administrator was re-educated -

by the Regional Director of
Operations on May 2, 2013, related to
adherence 1o State and Federal
Regulations, investipative processes
related to abuse, neglect, elopement
attempts, overall oversight of systems
and implementation, and supervision
and accountability of Department
Heads.

The Regional Director of Operations
is responsible for monitoring to ensure
the effectiveness of the actions taken
and will review the facility plan of
correction  and the results of all
investipations of Abuse and Negilect as
well as the facility’s Quality
Assurance program mwonthly for three
(3) months to assure the facility is
adhering to policy and procedures and
being administered in a manner which
enables it to wuse it’s resources
effectively and efficiently to attain or
maintain  the  highest  residents
practicable pbysical, mental and
psychosocial well-being. The results
of these audits will be reviewed by the
Quality Assurance Committee on a
monthly basis for at least three (3} and
quarterly for three {3) quarters in order
to validate continued compliance. If at

any time a concem is identified, a

Quality Assurance Comnittee meeting
will be held to review concerns for
further recomimendations as needed.
The members of the Quality
Assurance Comunittee will consist of
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however, the CNA went out the door and
observed only one side of the building. The CNA
re-entered the buitding and made other staff
aware Resident #1 was missing and the staff
searched the inside of the building before
netifying the Charge Nurse Resident #1 was
missing. When the staff was unable to find the
resident in the building, staff exited the building
and began to search the facility's perimeter.
Resident #1 was found by staff at approximately
3:16 PM approximately one-tenth (0.1) of a mife
from the facility. The resident had walked across
a two-lane highway and was walking in the grass
along another two lane highway with high traffic.
The speed {imit of both highways was 35 miles
per hour. Interviews revealed staff had to obtain a
wheelchair to bring the resident back {o the
building because the resident was tired and
weak. The resident was assessed with no
injuries.

The facility's failure to administer the facility
efectively and efficiently to attain or maintain
each resident's highest practicable physical,
mental, and psychosocial well-being has caused
or is tikely to cause serious injury, harm,
Impairment or death to a resident. immediate
Jeopardy was identified on 04/24/13 and was
determined to exist on 04/13/13. The facility was
notified of the iImmediate Jeopardy on 04/24/13.
An acceptable Allegation of Compliance {AoC)
was received on 04/25/13 and the State Survey
Agency validated the Immediate Jeopardy was
removed on 04/24/13, as alleged. The scope and
severity was lowered to a "D" while the facility
develops and implements the Plan of Correction
{PoC} and the facility's Quality Assurance
monitors the effectiveness of the systemic

Director of Nursing, the Assistant
Director of Nursing and the Social
Services Director with the Medical
Director attending at least quarterfy.
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changes.
The findings include:

A review of the Administrator's job description, no
date, revealed the purpose of the Administrator
was to direct the day to day functions of the
facility in accordance with current federal, state,
and focal standard, guidelines and reguiations
that govern nursing facilities to assure that the
highest degree of quality care can be provided
residents at all times. Essential Functions of the
position were to ensure excelient care for
residents was maintained by overseeing and
monitoring patient care services delivered and {o
direct committees and meetings per company
policies.

A review of the facility's Missing
Resident/Elopement policy and procedure, no
date, revealed when staff identify a resident is
missing staff should obtain assistance from other
staff members in the immediate vicinity, instruct
another staff member to make the Charge Nurse
aware and conduct a thorough search of the
building and premises.

A review of the facility's Guidelines for Resident
Comprehensive Care Plan, dated 09/08, revealed
the resident's comprehensive care plan shouid be
viewed as an Interdisciplinary approach to
managing the acute and chronic needs of the
resident living in the facility. The comprehensive
care plan should always have realistic goals and
interventions to address the residents' needs.

The facility assessed Resident #1 at risk for
elopement and implemented a plan of care for
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efopement initiating the wander guard/care afert
device. Resident #1 attempted to exit the
bulding on 02/10/13, 03/09/13 and 03/27M13, and
on 03/28/13, the facility determined Resident #1
needed a more secure environment and made a
referraf to a facility that had a locked unit. The
resident was placed on fifteen {15) minute checks
after the episode on 03/27/13; however, there
was no documented evidence the fifteen (15)
minutes checks were completed on a regutar
basis. Staff interviews revealed the fifteen {15}
minute checks were either discontinued
sometime between 03/27/13 and 04/13/13 or
should have continued and were not being done.
Review of the At Risk for Elopement Care Plan,
dated 03/01/13, revealed an intervention was
added on 03/27/13 for increased observation;
however review of the record revealed there was
no evidence Supervision Flow Sheets were
completed while the resident was on increased
abservation and no evidence the 15 minute
checks were discontinued.

On 04/13/13, Resident #1 exited the building at
approximately 3:05 PM. Interviews revealed the
door alarm sounded and a CNA responded;
however, the CNA went out the door and
observed only one side of the building, Staff
searched the inside of the building before
notifying the Charge Nurse Resident #1 was
missing. Resident #1 was found by staff at
approximately 3:16 PM approximately one-tenth
{0.1} of a mite from the facility.

Interview with the Administrator, on 04/23/13 at
1210 PM, revealed Resident #1 was assessed
and care planned as an elopement risk. Resident
#1 was placed on increased supervision {15
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minute checks) on 03/27/13 after attempting to
exit the building. The Administrator revealed as
far as she was aware the resident should have
been on 15 minutes checks at the time of the
resident's elopement on 04/13/13. She stated
staff were supposed to fill out the Supervision
Flow Sheet while the resident was on increased
supervision and the Interdisciplinary Team {iDT}
was who determined if the increased supervision
couid be discontinued, The Administrator
revealed when she conducted her investigation
into the incident staff had told her they were
conducting fifteen (15) checks on Resident #1
prior to him/er exiting the building. The
Administrator stated she had determined staff
had responded appropriately to the door alarm
and thought the supervision forms were
completed.

However, interviews with CNA #1 and CNA #4
revealed they were not told that Resident #1 was
on 15 minute checks and they were not
conducting 15 minute checks on Resident #1 on
04/13/13. The CNAs stated the Nurses made
them aware if a resident was on increased
supervision and this was not reported in change
of shift reporf. Interviews with Licensed Practical
Nurse (LPN) #1 and LPN #2 revealed the LPNs
were not aware Resident #1 was supposed to be
on 15 minute checks on 04/13/13, prior to the
elopement.

Interview with the Assistant Director of Nursing
(ADCN}) 04/23/13 at 11:10 AM, revealed she was
not aware of Resident #1 being on increased
supervision at the time of the elopement.
Interview with the Director of Nursing {DON}, on
04/23/13 at 11:20 AM, revealed he was unable fo
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find the Supervision Flow Sheets or any other
evidence that verified Resident #1 was monitored
while on 15 minute checks after the 03/27/13
incident of exit seeking behavior,

** The facility implemented the following actions
to remove the immediate Jeopardy;

*All current residents of the facility were reviewed
by the IDT on 04/23/13, the IDT consisfing of the
DON, ADON, Minimum Data Set (MDS) Nurse,
Social Services Director, Life Enrichment
Disector, Dietary Service Manager and Director of
Rehabilitation, The IDT reviewed all residents fo
determine if the current level of supervision was
adequate to meet the needs of the resident based
on medical condition, behaviors, falls, elopement
risk, safety awareness and cognition status. If
increased supervision was warranted it was
reflected on the resident's care plan. No
residents were felt to have a need for increased
supervision not already reflected on the care plan.

* The IDT was reeducated by the Regional Nurse
Consuitant refated to the process of IDT review
prior to decreasing supervision for the resident,
as welf as things to consider prior to decreasing
the supervision to include but not limit to current
behaviors, medications, patterns or trends,
medical needs and activity needs. This education
was provided on 04/23/13. Any supervision
changes will ba noted on the resident's plan of
care. The DON will be responsible for ensuring
this is completed. the Supervision Flow Sheet will
be utilized to document increased supervision.
This form will be reviewed by the DON and then
given to Medical Records for storage. This
education was provided on 04/23/13.
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*All licensed Nurses were re-educated on the
following: licensed staff may increase
supervision using their nursing judgement and
should notify the DON when they have increased
supervision. Licensed staff may recommend
decreasing supervision to the DON for IDT review
prior to changes being made.

*The facility also provided re-education to all
nursing staff that increased supervision will be
noted on the staff assignment sheets. The
Administrator is responsible to ensure this is
completed. This education began 04/23/13 with
no staff working after 04/23/13 without having
received this education. The education was
provided by the DON and ADON.

*An ad hoc Quality Assurance Committee was
convened on 04/23/14 to review the survey
concerns related to supervision and the
documentation of decreased supervision. in
attendance was the Administrator, DON, ADON,
Social Service Director, MDS Nurse, Activity
Director and Dietary Services Manager. The
Medical Director attended by conference. The
above was reviewed with no further
recommendations noted.

*The facility will convene a Quality Assurance
Committee weekly until substantial compliance to
review all changes in supervision as welt as any
elopement attempts to assure that the
interventions are carried out as care planned and
that any decreases in supervision are reviewed
by the IDT.

The State Survey Agency validated the corrective
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action taken by the facility as follows:

A record review of sampled resident revealed the
residents were reviewed on 04/23/13 by the IDT
team to determine if the current level of
supervision was adequate and the care plan and
assignment sheet showed the increased leve! of
supervision. Interviews with the IDT team
(Administrator, DON, ADON, Activity Director,
Director of Rehabifitation, MDS Nurse, Social
Service and Dietary Manager) on 04/24/13 at
3:05 PM, 3:40 PM, 3:45 PM, 3:50 PM, 4:00 PM,
4:05 PM, 4:10 PM, and 4:20 PM respectively,
revealed they reviewed al residents’ behaviors,
falls, medical condition, elopement risk cognition
and safely awareness to determine if they had the
appropriate level of supervision and the care
plans and assignment sheets reflected the
appropriate fevel of increased supervision, if
needed. in addition, the IDT team was
re-educated on the process of reviewing to see if
a resident was appropriate for decreased
supervision by the Regional Nurse Consuiltant.
Further interview with the DON revealed he was
responsible for ensuring the increased fevel of
supervision was noted on the resident's care plan
and reviewing the increased supervision flow
sheets to ensure staff were completing them.
The DON revealed he was aiso responsible for
ensuring the flow sheet were taken to Medical
Records so the sheets could be placed in the
resident's overflow record. Further interviews
with the Administrator, DON, Activity Director,
Social Service Director and Activity Director and
Dietary Service Manager revealed an Ad Hoc
meeting was conducted on 04/23/13 with the
Medical Director on conference call related to the
concerns about supervision. No further
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recommendations were identified. Further
interview revealed the Quality Assurance
Committee would meet weekly to review ail
changes in supervision and if any elopement
attempts were made by any residents. The IDT
revealed their job during these meetings would be
to ensure interventions were carried out and all
increased supervision was reviewed by the IDT,
The team revealed they would also be reviewing
to ensure incidents of increased supervision was
placed on the resident's care plan, on the
assignment sheet and Supervision Flow Sheet
were initiated. The Administrator revealed she
received the same education and would be
responsible to ensure the facility staff were
following the facility's policy and procedures
related to supervision. In addition, she stated she
would be responsible for ensuring the daily
Assignment Sheets included any residents on
Increased supervision and she would be
supervising the weekly Quality Assurance
Meetings to ensure the ptan developed and
intiated to correct the deficient practice is
effective.

Interviews with Registerad Nurse (RN} #1 and
LPN #6, on 04/24/13 at 4;50 PM and 4:55 PM
respectively, revealed they were re-educated by
the DON related to the fact they could place a
resident on increased supervision if warranted but
they must notify the DON. In addition, they can
recommend a decrease in supervision but IDT
makes the finaf decision that the decreased
supervision is warranted.

Interviews with RN #4, LPN #6, CNA#2, CNA#7
and CNA #8 on 04/24/13 at 4:35 PM, 4:40 PM,
4:42 PM, 4:48 PM, 4:50 PM, reveaied they
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received education from the DON and ADON
related to all increased supervision will be placed
on the assignment sheet.
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