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A Recertification/Abbreviated Survey/Partial
Extended Survey investigating KY#00017725 was
conducted 01/24/12 through 02/01/12.

KY#00017725 was substantiated and Immediate
Jeopardy was identified with deficiencies cited at
i) B-282 F-323, and F-490 at & Scope and Beverity | -~ oy -
(88 of @ 'J" The facility falled to provide” T T |
-| adequate supervision for Resident #8 who had
heen assessed by the facllity as being at risk for
elopement and was placed on a secure locked
unit. On 01/22/12, Resident #8 eloped from the
facility without staff knowledge and went down the
Jfacility driveway to a sidewalk nextto abusy =~
| street. The facliity's fallure'to'ave an effective™
system in place to ensure adequate supsrvision
1 and monitoring for residents wio were at risk for
wandering/elopement behaviors was likely to
cause serious injury, harm, impairment, or death.
Immediate Jeopardy was Identifled on 01/27/12
{-and.was.determined to exist on 01/22/12.

Deficiencies cited were 42 CFR 483.20 Resident
Assessment, F-282 at a 5/S of a"J", 42 CFR
-|-483:25-Quuality of Care; F-323-at-a-5/S-of-a "J", -
and 42 CFR 483.75 Administration, F-480 at a
S/S of a "J". Substandard Quality of Care (SQC)
was identified in the area of 42 CFR 483.26
Quality of Care, F-323. The highest Scope and
Severity was a "J".

An acceptable credible Allegation of Compliance,
related to the Immediate Jeopardy, was received
on 02/01/12. On 02/01/12, the Immediate
Jeopardy was verified to be removed on 02/01/12
as aileged.

LABORATQRY DIRECTOR! %R PROVIRERISUPELIER PE SENTATIVE'S SIGNATURE ’ TITLE ] {%6) DATE
) .
C Ndc Qé @ yecudar O rechon 2 /S /(L '

Any deficlency statement ending with an asterisk (*} denotes a deficiancy which the institution may be excused from corracting providing it is determined that
other safeguards provide sufficient protection o the patlenta. (See instructions.) Except for nursing homas, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. Far nursing homas, the above findings and plans of correction are disclosable 14
days following the date thase documents are mads available to the facilily. If deflclencies are citad, an approved pian of correction s requisite to continued
program participation, :
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F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282
$S=J | PERSONS/PER CARE PLAN ' Preparation, submission and Z/Z‘(/
implementation of this Plan of 12

by:

{ resident's movements, and redirect from

| On.01/22/12, between 3:00 PM and 3:20 PM, -

The services provided or arranged by the facility
must be provided by qualified persons in

‘| accordance with each resident’s written plan of

| care.

§ notmet-ag évidencad

Based on interview, record raview, and review of
the facility's investigation, it was determined the
facility failed to ensure services were provided in
accordance with each resident's written
Comprehensive Plan of Care for one (1) of
gyfenty ght (28) sampled residents:(Resideén

B)‘ SR R A Ty LA R e e L e e

The facility identified Resident #8 as at risk for
wandering/exit seeking behaviors. The facility
placed Resident #8 on the Alzheimer's Care Unit
(ACU} and detaiied staff was to monitor the -

situations as neaded.

Resident #8 followed another resident's family off
the locked ACU without staff knowledge, entered
the West Wing Unit, proceeded through the
lobby, and out the front main entrance. Although
the resident passed a nursing station on the West
Wing Unit, and passed a dietary staff member at
3:20 PM at the main front entrance. No staff
recognized Resident #8 as a resident of the
facility, allowing the resldent to exit the facility
unsupervised. The front main entrance door had
a code alert system, {(which required a code to be
entered on the keypad in order to keep the

Correction does not constitute an

admission of or agreement with the
" facts and conclusions set forth on the

survey report, Qur Plan of

the quality of care and to comply
with all applicable state and federal

regulatory requirements.

F 282 Services Provided in

This facility will ensure that services
will be provided in accordance with
each residents care plan.

" 'What corrcctive action(s) will be
accomplished for those residents
found to have been affected by the
deficient practice?

Resident was returned to the care unit
from outside on facility property and
immediately assessed for physical
injuries and psychosocial well being..
It was determined she had no injuries
or negative effects. Resident was
immediately placed on one-on-one for
forty eight hours to continue
monitoring effects of the incident.
Resident’s code alert was checked to

_Correction is prepared and executed

" 25 8 ineans to-continuousty improve

- Accordance with Residents Care. - .
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system from alarming when a resident with a ensure working order, family and
code alert bracelet was exiting), however, physician notified of incident. The
Resident #8's code alert bracslet, which was on environment was immediately
herfhis ankle, did not activate the system to alarm assessed, staff, families and residents
when the resident exited through the main interviewed and a determination
entrance door, Resident #8 exited the building, | - established as to how she was able to
went down the facility driveway to a sidewalk ' get off of the secure unit. Care plan of

1 Which was next.to.a:busy. street; appraxtmately
“one mile from arailfoad track, withouf staf A

“"by the Assistant Director of Nursing.

knowledge. At 3:34 PM, the House Supervisor Resident #8's plan of care was
received a call from an employee whao left work discussed with supervisor, charge
early and noticed Resident #8 standing on the nurse and CNA's by Assistant Director
sidewalk. . of Nursing and Director of Nursing on

1/22/12. Each shift conveyed the plan
The facility was knowledgeable the staff gave of_care to the upcommg shift,

-visitors-and familiss theé codes to thé locked uinit:

keypad system without ensuring that staff was
monltoring residents movements, based on their
supervision policy, in order to prevent the resident
from exiting the unit/building unsupervised.

-~ How will you identlfy other S
residents having the potential to be
affected by the same deficient

practice and what corrective action
will be taken?

The facility's failure to have an effective systemint .. ...l Allresidents who have the potential for
place to ensure services were provided in elopement have the potential to be
accordance with each resident's written Plan of affected. A head count of all residents
Care was likely o cause serlous injury, harm, was immediately completed once the
|[Impairment, or-death.- Immediate Jeopardy- (IJ) 1 : - -+ ~regident wasreturned to the care-unit.
was identified on 01/27/12 and was determined to Exit doors were monitored by staff
exist on 01/22/12. and fifteen minute checks were
‘ completed on all potential elopement
‘Observations, staff interviews, and in-service residents until we were able to ensure
record reviews were conducted to verify removal that doors and wander systems were in
of Immediate-Jeopardy as alleged in the working order. The environment was
acceptable credible Allegation of Compliance immediately assessed. Charge nurse,
(AQC) on 02/01/12. However, non-compliance maintenance supervisor and an outside
continued to exist at a scope and severity of a "D" . vendor all independently checked
as the facility had not completed the development doors armed with code alert system.

and.impilemantation of the Plan of Correction
(POC) to ensure the facility implemented plans of
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

- PRINTED: -02/16/2012

«f Hsk.for.elopement and.the documentation
1 guldelines’Included a Cate Plan that d@ddre

;’rﬂVeaied thera was no-policy relateéd 1o (
Plans." She stated the Ceitifled Nursing’
Assistants (CNAs) carrlad the Assignment Sheets | -

| However, she stated there was no actual audit of

- |-whoe-had -heen-assessed as being-at-risk for exit -

care to ensure residents’ safsty.
The findings include:
Review of the facllity's "Elopement Policy and

Procedure Guide", dated 01/11, revealed -
residents on the secured unit will be deemed at

the potential to wander or exit the living center
and the measures taken to prevent
wandering/elopement.

Interview with the Director of Nursing (DON), on
01/26/12 at 1:30 PM and.on 02/01/12 at 9:15 AM,

in their pockets and used it as a reference for the
care they were to provide and could also check
resident's Comprehensive Care Plans If needed.

the Plans of Care to ensure they were followed.
Although the ACU was a locked unit for residents

seeking/elopement and required a keypad code
to prevent residents from exiting the doors
unsupervised, staff interviews ravealed visitors
and families were aware of the code. In addition,
interviews with staff who worked on the ACU,
revealed there was to be a staff member in the
common area or at the nurse's station at ali times
to view the common area. However, on 01/22/13,
CNA#4 left the common area without ensuring
staff was monitoring the area. Resident #8
followed a family member off the unit without
staffs knowledge.

d

“resident families out of the doors--
instead of giving them the actual

. of Nurses, Assistant Director of

~compared to-actual daily - -
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Windows were also checked to ensure
that they could not be opened to allow
a resident to leave via a window. Staff,
families and residents were

~interviewed and a determination-wag... .|
“establishéd as {6 how resident was able™ ™

to get off of the secure unit, All staff
were immediately in-serviced by the
Administrator - 1/22/12 - on the
policies which include the importance
of quick response to door alarms,
elopement risk residents and to assnst

codes. This was rein-serviced again
with the addition of explaining the
change in the front door's extra lock on
1/27/12 by the Administrator, Director

Nursing and/or Director of Staff
Development. All residents care plan
interventions were reviewed and

implementation of the plan of care to
ensure compliance by the Director of
Nursing and/or Assistant Director of
Nursing.

What measures will be put into place
or what systemic changes you will
make to ensure that the deficient
practice does not recur?
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the doors and open the doors for them.

1 Interview,: on.01/31/12 at: 9 30. AM-with.the..
["Alzhgiimers Care Director, révealed there was

“at 1:00'PM and 01/31/12 at 1015 AM ‘revealed

--revealed-she worked-the ACLJ)-and Advanced -

-01/25/12 at 3:46 PM and on 01/31/12 at 4.00 PM,

‘seeking behaviors prior to the incident on

Interview with the Staff Development Nurse, on
01/27/12 at 1:30 PM, revealed she stressed
during orientation, staff was not to give out the
codes to the doors, and was to escort families to

always the potential for a resident to follow a
visitor or family member out of the ACU, and the
staff on the ACU had always been ailowed to give
the visitors codes.

Interview with the Unit Manager/Licensed ,
Practical-Nurse (LPN)-#9° of the ACU; on 01!26/12 :

she had informed staff on the ACU they needed
to make sure somaone was covering the
common areas at all times, and the CNAs were to
make sure the nurse was aware if they were
leaving the common area to give a shower or be
in"a resident room providihg care. '

Interview with LPN #12, on 01/31/12 at 2:40 PM,
Alzheimer's Care Unit {(AACU) Units and a staff
member should be in the common area or the
nurse's station at all imes on both units.
Interview with Registered Nurse (RN) #5, on
revealed she was assigned to Resident #8 on
01/22/12 when the resident left the building. She
statad, the resldent had not demonstrated exit

01/22/12; however, she stated a staff member
should always be in the common area or in the

- Codewill-be changed at the. begmnmg

Code was changed immediately -
1/22/12 - on the secure doors of the
unit by the Maintenance Director.
Code was also changed on the code
alert at each exit door by the
Maintenance Director on 1/22/12.

~of sach Month in the future by the ™ [ -

"fffz_" * parties: to ‘remind them of the potential- -

Maintenance Director and reported to
the Administrator. Additional lock
was added to the front door on 1/26/12.
This was in addition to the previous
implemented steps. A letter was sent
on 1/23/12 to all listed responsible

of a resident following them off of the
sceure unit and that the codes would be
changing routinely in the future. A
letter is also given to all new
admissions concerning the potential of
residents following them out the door
and that locks are changed routinely.
All staff' were immediately in-serviced
by the Administrator on 1/22/12
regarding the-policies which-include
the importance of quick response to
door alarms, elopement risk residents
and to assist resident famities out of
the doors instead of giving them the
actual codes. This was rein-serviced
on 1/27/12 by the Administrator,
Director of Nursing, Assistant Director
of Nursing and/or Director of Staff
Development. We continued in-
servicing with all staff on 2/22/12 by
the Director of Nursing and Staff
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- Care dated 04/02/11 revealed the reSIdent was

.|.resident!s. room or.the.shower. room: bacause
T sonmeone needed t6 vislalize the common area”

‘| unit-redirecting with-programming;-redirecting -

nurses' station where the common area could be
viewed,

Interview, on 01/31/12 at 10:00 AM with CNA #8,
revealed she consistently worked the day shift on
the ACU and she always let the nurse know when
she was leaving the common area to go in a

at all times.

Review of Resident #8's clinical record revealed

the facility admitted the resident on 03/23/11 with
diagnoses which Included Senile Dementia with

Disturbance of Mood and Behawor and

placed on the ACU for safety due to increasing
confusion related to Dementia, was ambulatory,
at risk for wandering/exit seeking behavior, and
was unable to make safe and appropriate
decislons. The Care Plan goal stated the .
resident would not wander out of the fachlity or
into unsafe areas. The interventiong included:
monitoring the resident's movement about the

from situations, areas, as needsd to keep
residant safe and secure; and code alert bracelst.

Review of the Care Area Assessmeant Summary
(CAAS), dated 04/05/11, revealed the resident
was admitted to the facility following an acute
care stay at an area hospital secondary to mental
status changes and was placed on the ACU as It
was felt she/he would be in a safe environment.
Further review revealed the resident had
cognitive loss and communication difficulty
suggested by a Brief Interview of Mental Status

... understanding... Our. policy. concerning. ... . j .
" glopeméit was revised and ouwr T

- -and as needed

“~appropriate staff responses-on 1/24; - -
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Development to ensure understanding
of the importance of following the care
plans, their location, what information
is on the care plan and how it is
communicated to the staff. A post test
was given to all staff to ensure

elopement book "Hikers Handbook" is
now being kept in the front office, each
nursing unit, Housekeeping/Laundry,
Dietary and Therapy office. All
residents are assessed for potential of
elopement upon admlssnon quarterly

How will the corrective action(s) be
monitored to ensure the deficient
practice will not recur, i.e., what
quality assurance program will be
put into place?

Randomn alarm checks at front door and
baek door were completed to ensure

1/25 & 1/26/12 by the Administrator
and Director of Nurging. These will
be continued once a week for three
months by the Administrator and/or
Director of Nursing, Monthly
elopement drills will be completed by
the Director of Nursing and/or
Assistant Director of Nursing. Ten
TARS audited weekly to ensure
compliance with code atert checks by
Director of Nursing or Assistant
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{BIMS) score of four (4), which indicated the
resident had severely impaired cognitive status.
Documentation in the medical record revealed the
resident had episodes of inattention, disorganized
thinking, and presence of behaviors such as
wandering épisodes.

Director of Nursing weekly for three
months, Ten residents will be audited
for implementation of their care plan
weekly by Director of Nursing
Services or Assistant Director of
Mursing Services for three months to
. ensure that services provided arein {1
" aecordance with-each residents-written - - .o Ll
plan of care. Code alert log audited
weekly by Administrator fo ensure
compliance with alarm checks. A list
of all code alerts and their expiration
dates will be maintained by the
 Assistant Director of Nursing and will
=~ be checked weekly:by.the Directorof- ;- |ooen o] =
*" Nuising: Code alerts to be changed s~ =« 7+ 773 -
they expire. Findings of
audits/interviews will be brought to
Quality Assessment & Assurance
(QAA) monthly for three months.
QAA members include Director of
" Nursing, Administrator, Medical -
Director, Social Worker, Dietician and
other disciplines as needed. Action
.plans will be reviewed for progress or

=1 Review of the-Quarterly-Minimum Data Set-=
(MDSY Assessment, dated 11/23/11, revealed the
facility assessed Resident #8 as severely
impaired in cognitive skills for dacision making
and required supervision with ambulation.

Review of the "Risk for Elopement” section of the
.| Quarterly interdisciplinary Resident Review, dated_ .
o 11423111 vévealed the resident was _pfhysmaliy N
ablé to leave the building, was cognitively
impaired, had Impaired decision making skills,
and had a history of wandering or elopement.
Interview with the Assistant Director of Nursing
(ADON), on 02/01/12 at 1:20 PM, revealed if the
resident was.able to leave the building on-his/her.
own and was cognitively impaired, the resident
was automatically considered a risk for
elopement. She further stated, according to the

‘1 completed Quarterly Interdisciplinary Resident - : - RPN
Review, dated 11/23/11 which she completed, new de"e!:’}l:’m;“f and revised as 224 ) 12t
Resident #8 was considered to be at risk for needed with Q :
elopement, Compliance Date; 02/24/12

Review of the facility's invastigation, dated
01/22/12, revealed Resident #8 followed a family
mémber out of the ACU and walked past a
nursing station, to the front lobby and exited the
front door. Further raview revealed the resident
walked down the driveway and was observed by
a staff member who stopped her car and brought
the resident back to the facility. Interview, on
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_ | street to the facility. i
- interview with RNISUpervlsor#4 on 01/25!’12 at’

Practical Nurse (LPN)#12 and asked the LPN to

TEPN#12 and CNA#6 walked Resident #8 across

01/26/12 at 6:30 PM, with CNA #1 revealed she
had left work early on 01/22/12 and was pulling
out of the facility parking lot when she observed
Resident #8 standing on the sidewalk next to the
facility's driveway. She stated she parked across
the street from the facility's driveway and walked

across the street to the resident and cafled Housa |
*1 Supervisor/-RN-#4:-Continued-interview revealed:
she walked the resident back across the strest

and attempted to assist the resident Into her
truck; howsver, the resident declined. She stated
she stayed with the resident untit the Houss
Supervisor/RN #4, CNA#9, and LPN #12 arrived,
and the staff walked the resident back across the

3:20 PM, revealed she recelved a call on
01/22/12 at 3:34 PM from Certified Nursing
Assistant (CNA) #1 who informed her Resident
#8 was on the sidewalk by the street.
RN/Supervisor #4 explained she called Licensed

maet her at the front doar, and took CNA #6 with
her. She stated Resident #8 was observed with
CNA #1 across the street from the faciiity. She,

the streat and back to the facility. Continued
interview revealed the resident's code alert
bracelet, which was on her/his ankle, alarmad at
the door as they were walking back in the front
entrance.

Interview with LPN #12, on 01/31/12 at 2:40 PM,
revealed she was working on the Advanced
Alzheimer's Care Unit AACLU, which was
connected to the ACU by another door, on
01/22/12 when she received a call from the
House Supervisor/RN #4 asking for assistance.
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== | rovealed No-injuries:Review: of the-Prograss:.-
1 Notes, dated 01/22/12°a63:35 PM, fevealed ™

|.01/31/12.at 4:00 PM, revealed she had written the
| 64722/12 and had arrived on the unit at 2:45 PM"

.| who.was.working. the AACU, informed her she .

-stated she-was-unaware Resident #8- left-the unit,

She statsd, she and House Supsrvisor/RN #4
went across the street where Resident #8 and
CNA#1 were standing and assisted with waiking
the rasident back into the facility.

Further review of the investigation, revealed a
head to toe assessment was completed and

Resident #8 left the building and was found on
the sidewalk in front of the building. The Note
stated, the resident was alert and oriented to self
which was bassline for this resident. interview
with RN #5, on 01/25/12 at 3:46 PM and on

when she observed the restdent sitting in & chair
in'the common area. She stated she was
completing finger stick blood sugars about 3:30
PM when Licensed Practical Nurse {LPN) #12,

was leaving the unit because she had recelved a
phone call stating a resident had left the unit;
however, did not say which resident. RN #5

and staff brought the resident back to the unit at
approximately 3:40 PM. Continued interview
revealed she completed a head to toe
assessment of the resident, and no visible
injuries were noted. She stated upon return to
the unit, the resident was wearing two {2) pairs of
pants, a long sleeve top and a heavy red sweater,
and was carrying a purse which was usual for this
resident.

According to the Investigation, Resident #8 was
observed by a visitor who was sitting on a couch
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- L.The-investigation.was signed. by Houge-uo-
| Supervisar/Registered Nurse (RN) Stipervisor

-common-area-for-her,-and the restorative-aide

on the West Wing to follow a family member out
of the locked unit. Further review of the
Investigation, revealed Rasident #8 passed a
dietary employee when going through the front
oxit doors, but the employee did not recognize
she/he was a resident. The resident was placed
on one on one (1:1) for forty-eight (48) hours.

Interview, on 01/27/12 at 3:15 PM with CNA #4,
revealed she was assigned to Resident #8 on
01/22/12 at the time of the incident. She stated
she arrived on the unit at 3:00 PM and observed
the resident sitting by the wall next to the

- | Aavanced Alzhelmers Care Unif (AAGUY:-SHe~——{ === 7| 7w st
| reported sha was the only CNA assigned on'the

unit; however CNA#8/Restorative Aide was on
the'unit when she assisted another resident to the
bathroom. She stated she usually told the nurse
when she was leaving the common area to assist
a resident; however, she had not.notifled the..... .
nurse this time because the restorative aide was
on the floor. Continued interview revealed she -
had not asked the restorative aide to watch the

had gone over to the AACU unit while CNA #4
was In the bathroom with the other resident, She
verified some visitors knew the code to the
double doors that led from the locked unit to the
West Wing, and there was ho ¢ode alert on that
doar. Interview further revealed she was aware
Resident #8 had a Plan of Care related to
wandering behaviors with an intervention to
monitor the resident’s movements.

Observation of Resident #8 on 01/24/12 at 6:00
PM revealed the resident was ambulating down
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_{ Interview with LPN #12, on 01/31/12 at 2:40 PM

st yarified a-jot-of thefamilies knew-the:code to.get:

~area to glve a shower or provide care, they
‘Tshould: inform the nurséto ensure residents: Wer

interventlons If residents were exit seeking.

1 01/26/12-at4:30-PM-and on 02/01/12-at 9:15°AM;

‘| new hires to the Missing Resident and Elopement

the hallway on the locked Alzheimer's Care Unit
(ACU) with a steady gait. She/he had a purse on
her/his shoulder, and was accompanied by a staff
member,

revealed she sometimes worked the ACU, She
out of the ACU and did not have to be escorted
out of the unit by staff prior to the incident.

Interview, on 01/31/12 at 9:30 AM with the
Alzheimer's Care Director, revealed, it "stands to
reason” if the CNA was to leave the common

monitared per thelr Plans of Care. Continued -
interview revealed there was normally one nurse
and one CNA on the ACU and there was an
unspoken dependence on the staff to ensure the
residents did not leave the unit. She stated the

Care Plans were-updated as needed-for new.... .| ....

Interview with the Director of Nursing (DON), on
revealed the staff development nurse oriented

Policy, and also to the door alarms and code alert
bracelets. She was unsure if staff was told in
orientation not to give out door codes to families
and visitors; however, it was the facility's
philosophy to not give out the codes. She stated
she was aware some families were punching in
codes fo take families out the doors without staff
assistance. She further stated, Resident #8's
intervention on the Care Plan to monitor
movement was roferring to staff monitoring
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| ‘based on théfollowing, -

-] 2).All staff in all departments was inservicad.
“{-fhe Adminlstrator and Director of Nursing-o

residents for exits seeking behaviors and to
re-direct from doors if needed to ensure they
were safe.

The facility provided an acceptable credible
Allegation of Compliance (AOC) on 02/01/12 that
alteged removal of the J effective 02/01/12

1) The codes to exit the ACU were changed on
01/22/12 and will be changed on the first Monday
of each month by the Maintenance Director, and
repirted to the Administrator upon completion.

01/22/12 related to the unit exit door cods

change, and the code changs to the front and

haci:door secure care alarm. The inservice
infoymed staff, they were not to give out door
codos to families or visitors. Subsequent shifts,
in all department were not-allowad to work untjl-
they completed the inservice.

_3) The DON and the ADON reviewed all the

current elopement assessments and Care Plans
for all active residents to ensure all residents at
risk for elopement had been identified and all
Care Plans were up to date and listed appropriate
interventions on 01/22/12.

4) The elopement Hikers Handbook was
reviewed by the DON to ensure all residents at
risk for elopement were fisted in the manual with
their picture on 01/22/12.

5) A letter to all families/responsible parties was
issued by the Executive Director to provide
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education to watch for residents following them

through the doars and informing them there was
a code change for exiting the unit.

6) On 01/22/12 and 01/23/12, a Quality
Assurance Meeting was held to discuss the root
cause of the incident and the steps taken to

<z prevent further incldents to Resident #8 and ofher | - e e

resldents. Also, during the meeting, the incident,
investigation, actions taken, and the effectiveness
of the actions taken were discussed. The Medical
Director was contacted by phone,

7) ©n 01/24/12 and 01/25/12, the: Executive .

| Directar, the DON, and the ADON conducted
| door alari drills:to evaluate the :staff's response
to alarms sounding.

8):On 01/26/12, an additional int2rior key pad and
external button to the main entrance was
installed.

9) On 01/27/12, inservice training was provided
for all staff related to installation of the new key
pad to the main entrance door and the
responsibility of staff to seéarch outside fora” -
resident prior to disabling the secure care alarm.
Also the staff was Instructed to not give out
secure care codes to anyone who was not
employed at the facility. Staff who was not
present for the inservice were contacted by
phone. T

10) The ADON made additional Hiker Handbooks
for all departments and units that included
resldent face sheet and pictures of each resident
identified to be at risk for elopement. The DON,
ADON, and the Director of Education conducted
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training an 01/31/12 in person in small groups,
and by phone to all department staff to inform the
staff of the additional elopement manuals, '
locations, and the need for staff to be familiar with
residents identified to be at risk for elopement.
Staff was not allowed to work until they had
received the inservice.

‘11Y Monthiy efop drilis are o be completed |
by the DON, ADON, or the Director of Clinical
Education. ‘

12) The Quarterly Elopement Review will be
done monthly for three months by the ADON and
ght to the QA Meeti ‘

13) New employeses are to he trained on the
elopement system upon hire by the Director of
Clinical Education. The elopement Hikers -
Handbook will be reviewed during orientation of
new staff. The revised elopement policy and
procedure have been included in the new hire -
arientation material beginning 1/31/12.

On 02/01/12, it was verified the Immediacy of the
“1'1J wais removed and the facllity implemiented
corrective actions as alleged in the AQC, effective
02/01/12 based on the following:

Qbservation on 02/01/12 from 09:45 AM until
"1:26 PM revealed there were Hikers Handbooks
on all the nursing units including the East 1
Nurses Statlon, East 2 Nurges Station,
Alzheimer's Nurses Station, Therapy Department,
Dietary Department, Housekeeping Office,
Laundry Department, and the Front Office.

Interviews with staff including the Occupational
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Therapist on 01/31/12 at 3:05 PM, the Physical
Therapist on 01/31/12 at 3:20 PM, the
Restorative Nurse on 01/31/12 at 3:40 PM, LPN
#7 on 02/01/12 at 10:55 AM, LPN #8 on 02/01/12
at 11:05 AM, the MDS Coordinator on 02/01/12 at
11:16 AM, RN #3 on 02/01/12 at 10:10 AM, CNA
#3 on 02/01/12 at 10:20 AM, LPN #5 on 02/01/12
- 1+at40:30 AMLPN #8 on-02/01/12.at-10:40. Ao
| Distary Asmstant #ON 02012 at T2e PM,
Dietary Assistant #3 on 02/01/12 at 1:30 PM, and
Dietary Assistant #4 on 02/01/12 at 1:35 PM
revealed they were aware of the Hikers
Handbook, and the elopement policy. They were -
also aware they were not to give out secure code
... |alarms f for the front and back doors at any time,
U &Y werg riotallowed to'give out'door codes for”
| 'the AACU and the ACU doors at any time, staff
was to open doors which required a code for
families and visitors, and they were not to turn off
a code alarm untii the resident was found.

.| Interview, on 02/01/12 at 9:45 AM, with the Staff.. | ...
| Davelopment Nurse, revédled she had assisted
with the changes in the new elopement policy and
the policy would be given to each-new hire. She

-| further stated most current staff-had heen
inserviced on the new policy and if they had not
recelved the inservice, they were not to clock in
until they had been inserviced and signed that
they had received the inservice.

Interview with the Administrator and review of the
new Elopement Policy, on 02/01/12 at 3:00 PM,
revealed the Policy was updated 01/31/12 to
include buillet points which stated; staff was not to
give out the secure care alarm codes which were
located at the front and back entrance, staff was
not to give out door codes to the AACU and ACU,
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and there was to be a Hikers Handbook located
on each nurses station and in each department.
The facility remained out of compliance at a lower F 323 Free of Accident and Hazards
scope and severity of a "D", an isolated deficiency 7(24/ 2
with potential for more than minimal harm in order This facility will ensure that the :
for the facility to develop and implement the Plan environment remains free of accident

oo ORGorrection (POC): - - higzards as Ig possible and eacht resident-sjmeeaios o e

F'323 483 25(h) FREE OF ACCIDENT receive adequate supervision and
HAZARDS/SUPERVISION/DEVICES assistance devices to prevent accidents.

| adequate supervision and:
‘| prevent accidents.”

‘| was determined the facility failed to provide

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resndent recelves

ist d t

This REQUIREMENT is not met as evidenced -
by:

Based on interview, record review, review of the
facility's investigation and the facility's policy, it

adequate supervision and monitoring to prevent
accidents for one (1) of twenty- eight (28) sampled
residents (Resident #8).

The facllity assessed and identified Resident #8
and forty-six (46} additional residents as at risk
for wandering or elopement; however, the facility
failed to ensure staff was knowledgeabie of
residents who the facility had identified as being
at risk for elopement. In addition, the facility
failed to ensure the code alert system and the
door code system for the Alzheimer's Care Unit

What corrective action(s) will be
accomplished for those residents
found to have been affected by the

Reside'nt was returned to the care unit
from outside on facility property and
immediately assessed for physical
injuries and psychosocial well being. It
was determined she had no injuries or

- negative effects. Resident was-
immediately placed on one-on-one for
forty eight hours to continue
monitoring for effects of the incident.

" Resident’s code alert was checked to

" ensure working order, family and
physician notitied of incident, The
environment was immediately
assessed, staff, families and residents
interviewed and a determination
established as to how she was able to
get off of the secure unit. Care plan
reviewed by Assistant Director of
Nursing.

How will you tdentify other residents
having the potential to be affected by
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saineeded toensurg suparvision and mdnitorng 6.

~| entrance had a code alert system; (which-- -

| resident with a code alert bracelet was exiting).

.| temperaturs outslde was forty-elght (48) degress

(ACU) was effactive as an assistive device in
protecting residents who were assessed to be an
elopement risk.

The facility did not ensure the Plan of Care was
implemented related to monitoring the resident's
movements and redirect from situations as

prevent elopement for Resident #8.

On 01/22/12, between 3:00 PM and 3:20 PM,
Resident #8 followed another resident's family off
the locked unit without staff knowledge, entered
‘the West Wing Unlt, proceeded to walk through
the lobby and out the. fiont mai
‘Although tha resident passed a nuising’ statlon on.
the West Unit, and at the facility's main entrance,
passed a d|stary staff rmember at 3:20 PM, the
-dietary staff member v/as unaware Resjdent #8
was a resident of the facility and let the resident
exit the facility unsupervised. The front main

required a code to be entered on the keypad in
order to keep the system from alarming when a

‘However, Resident #8's code alert bracelet did
not activate the system to alarm as the resident
exited through the main entrance door. Resident
#8 exited the building, went down the facility
driveway to a sidewalk next to a busy street,
which was approximately one mile from a rail
road track, without staff knowledge. The

and it was a cloudy day. At 3:34 PM, the Houss
Supervisor received a call from an employee who
left work early and saw Resident #8 standing on
the sidewalk.

" the same deficient practice and what

‘Fesidenf wag retaimed to:the care unity =

" “mainfenance’ supérvisor and-an- Quts1de -

~ to get off of the secure unit. All

corrective action will be taken?

All residents who have the potential
for elopement have the potential to be
affected. A head count of all residents
was immediately completed once the

Exit doors were monitored by staff
and fifteen minute checks were
completed on all potential elopement
residents until we were able to ensure
that doors and wander systems were in
working order. The environment was
immediately. assessed... Charge nurse,
vendor, independently checked all
doors armed with code alert system.
Windows were also checked to ensure
that they could not be opened to allow
a resident to leave via a window. Staff,
families and residents were--- -
interviewed and a determination was
established as to how resident was able

residents assessments and care plans
was reviewed and changes were made
as needed by Director of Nursing and
Assistant Director of Nursing. All
staff were immediately in-serviced by
the Administrator on 1/22/12 regarding
the policies which include the
importance of quick response to door
alarms, elopement risk residents and to
assist resident families out of the doors
instead of giving them the actual
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The facility's failure to have an effective system in
place to ensure adequate supervision and
monitoring for residents who were at risk for
wandering/elopement behaviors was likely to
cause serious injury, harm, impairment, or death.
Immediate Jeopardy (lJ) was identified on
01/27/12 and was determined to exist on

.| Q1/22/12... Substandard Quality.of Care.(SQC) ... |-«
“[ was Identifled ut 483:25; Quallty of Cara F=3237 |

Observations, staff interviews, and in-service
record revisws were conducted on 02/01/12 to
verify removal of Immediate Jeopardy as alleged
in the acceptable Allegation of Compliance (ACC)
on 02/01/12. However, non compliance

:continued to existata scops and severity ot a- D}
-as'the facillty had not completed the development !

and implementation of the Plan of Correction
{POC) to ensure the facility established and
maintained an effective system to ensure a safe
environment, free from accidental hazards.

The findings include: - -

Review of the facility's "Elopement Policy and

| Procedure Guide', dated 01/11, revealed the

purpose of the elopement policy was to identify
residents at risk for elopement; minimize
episodes of elopement; protect residents who
were not capable of protecting themsslves;
provide technlques and equipment to minimize
safety risks; and educate staff. The policy stated,
each resident was to be agsessed upon
admission for the potential for elopement, using
the Clinical Health Status Form, and all residents
at risk for elopement would be assessed quarterly
and as needed. Photographs of residents were
to be taken on admission and placed in the

Director of Staff Development.

practice does not recur?

changed at the beginning of each

the next day, after the elopement

following them off of the secure

routinely in the future. A letter i

them out the door and that locks

which include the importance of

codes, This was rein-serviced again
1/27/12 which also included explaining
the new lock on the front door by the
Administrator, Director of Nursing,
Assistant Director of Nursing and/or

T What méasures will be pat into-place.
or what systemic changes you will
make to ensure that the deficient

Code was changed immediately on

1/22/12 by the Maintenance Director
-on the secure.doors-of the.unit. Code--.- ;. |
‘was also'changed on:the code-alert at- - -
each exit door by the Maintenance
Director on 1/22/12, Code will be

month in the future. Additional lock
was added to the front door on 1/26/12,
which was iti additi6ii to the previcus -
implemented steps. A letter was sent

_ all listed responsible parties to remind
them of the potential of a resident

and that the codes would be changing

given to all new admissions concerning
the potential of residents following

changed routinely. All staff were
immediately in-serviced on the policies

response to door alarms, elopement

, 1o

unit

s also

are

quick
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-checked the door alarms to ensure they were

{ Manager of the Day was to check the alarms on
1the weekends. -She stated the Hikers Handbook

Medication Administration Record (MAR). Staff
was to observe, every shift, that each resident's
bracelet/alarm device was in place, and
documant on the Treatment Administration
Record (TAR). Further review revealed all new
employees would be inserviced on the elopement
licy during orientation.

 Director of Staff Development, An in-

interview, on 01/26/12 at 1.:30 PM with the
Director of Nursing (DON), revealed the staff
development nurse oriented new hires to the
missing resident and elopement policy, and to the
door alarms and code alert bracelets. She stated
she was unsure if staff was taught not to give out
dgor codes.to families and visitors;, however, i
was-the facliity's-phllosophy. fo-not givé out the -
dodes. She further stated she was aware
families were punching in codes to take families
out the doors without staff assistance. Continued
interview reveated the code alert bracelets were
checked by the nurses every shift and this was
documented on the TAR. Also, maintenance-

working properly Monday through Friday, and the

was in the front office as a reference to recognize
residents who were at risk for alopement,
however, the book was not kept on the nursing
units or in the other departments.

Interview, on 01/25/12 at 1:00 PM and 01/31/12
at 10:15 AM with the Unit Manager/LPN #@ of the
ACU, revealed the nurses were to test each code
alert bracelet on the unit with a transmitter and
document this on the Treatment Administration
Record (TAR) each shift. She further stated there
were pictures of the residents on the Medication

. supervision and identifying risk factors
“for édch tesident; It:also emphasized -

. elopement policy was revised and our

risk residents and to assist resident
famities out of the doors instead of
giving them the actual codes. This was.
rein-serviced again on 1/27/12 by the
Administrator, Director of Nursing,
Assistant Director of Nursing and/or

"sér'v'iée--to-'al!-f'staff;wé’s";'alsi‘a:i—;’-rav.idédf:?:j;::: e

on 2/22/12 by the Administrator, !
Director of Nursing and Director of [
Staff Development on Accidents and
supervision. This in-service included
definitions, an overview of resident
safety in the facility including

the importance of evaluating and
analyzing hazards and risks,
implementing interventions, providing
adequate supervision, providing !
assistance devices, monitoring ;
effectiveness, modifying interventions
and following each residents
comprehensive care plan. Our

PR i HE s
B R T

i

elopement book "Hikers Handbook" is
now being kept in the front office, each |
nursing unit, Housekeeping/laundry,
Dietary and therapy office. All ‘
residents are assessed for potential of
elopement upon admission, quarterly
and ag needed. Environment is audited |
daily, thru non-clinical rounds by the
department managers and weekend
manager, for safety concerns and this

is reported to management team and

-
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| #6, who worked the Alzheimer's Care Unit (ACU) -

_station whare the common area could be viewed.

Administration Record (MAR), and all residents
on the ACU were at risk for elopenient.
Continued interview revealed she had informed
staff on the ACU they nhesded to make sure
someone was covering the common areas at all
times, and the Certified Nursing Assistants
(CNAs) were to make sure the nurse was aware
if they wera feaving the comman area to give a_

| $hower-or be-in-a-résident's: room-providing care:~| -

She stated she had given out codes to the locked
doors from the ACU to the West Wing and was
aware family members opened the door to the
ACU without assistance from staff at times.

Interview, on 01/26/12 at 3:30 PM, with CNA #9,
revesled: he usually. worked: the: East ‘Wingan
gave familles codes to get out the doois, He
stated, he had just given a family member a code
to get out the East Wing back door.

Interview, on 01/25/12 at 3:46 PM and on
01/31/12 at 4:00 PM with Registerad Nurse (RN)

consistently, revealed a staff member should
always be in the common area or in the nurses'

Interview, on 01/25/12 at 65:30 PM, with CNA #1
revealéd she had found Rasident #8 on the
sidewalk unsupervised on 01/22/12. She stated,
either the staff gave the visitors the code to get
out the front doors or put the code in for them.
She further stated, a code was not needad to get
out the front doors unless there was a resident
with a code alert bracelst, and then the secure
code would need to be entered.

interview, on 01/27/12 at 3:15 PM with CNA #4.

}errovisions and/or additional
- jiterventions put into place:

. Administrator and Director of Nursing

- appropriate staff responses. These will

resolved. Any trend identifying any
consistencies are presented to QAA for
problem resolution. Fall risk
assessiments are completed on each
resident upon admission, quarterly and
as needed. All falls are reviewed in
enhanced startup for evaluation with

Preventative maintenance plan in place
to ensure the safest environment
possible for residents.

How will the corrective action(s) be
monitored to ensure the deficient
ractice wilknot recur;:i.e., ~what...
q'-uhlity assurance program will be
put into place?

rRandom alarm checks at front door and
back door were completed by the

on 1/24, 1/25 & 1/26/12 1o ensure

be continued once a week for three

- months by the Director of Nursing:
and/or Administrator. Monthly
elopement drills will be completed by
the Director of Nursing and/or
Agsistant Director of Nursing.. Ten
TARS audited weekly to ensure
compliance with code alert checks by
Director of Nursing and Assistant
Director of Nursing. Code alert log
audited weekly by Administrator to
ensure compliance with alarm checks.
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-| double doors that led from the ACU locked unit to

.{to reason i the GNA was to leave.the ommor
‘area {0 give-a shower or provide: care; thay -

station at all times on the ACU. Continued

who was assigned to Resident #8 on 01/22/12
when the resident left the building unsupervised,
revealed some visitors knew the cods to the

the Wast Wing and there was no code alert on
that door.

soolinterview; o 0431712 at 9:30°AM with-the: T o '
Alzheimer's Cars Director, revealed there was

always the potential for a resident to follow a
visitor or family member out of the ACU, and the
staff on the ACU had always been allowed to give
the visitors codes until after the incident when
Resident #8 got off the unit. She stated it "stands

should comrnunicate this to the nurse. She
further stated there was normally one nurse and
one CNA on the ACU,

Interview, on 01/31/12 at 2:40 PM, with Licensed
Practical Nurse (LPN)#12, revealed she . . . .
sometimes worked the ACU and there was to be
a staff member in the common area or the nurses

interview revealed a lot of the families knew the
code to get out of the ACU unit and did not have
to be aescorted out of the unit by staff.

interview, on 01/31/12 at 10:00 AM with CNA#5,
revealed she consistently worked the day shift on
the ACU and the visitors knew the codes to open
the doors from the ACU to the West Wing;
however, since the incident on 01/22/12, staff
was not to give out the code. She stated she
always let the nurse know when she was leaving
the common area to go in a resident's room or
the shower room because someone needed to

A list of all code alerts and their

expiration dates will be maintained by

the Assistant Director of Nursing and

checked weekly by the Director of

Nursing. Code alerts to be changed as

they expire. Non-clinical round trends
.| ... and fall trends are reported in. QAA,

s Plndmgs of audits/interviews will bz~

brought to Quality Assessment &
Assurance (QAA) monthly for three
months, Action plans will be reviewed
for progress or new developments and
revised as needed with QAA.
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visualize the common area at all times.

'| Record review revealed the facility admilted
Resident #8 on 03/23/11 with diagnoses which
included Senile Dementia with Disturbance of
Mood and Behavior and Delusions. Review of
the Comprehensive Plan of Care, dated 04/02/11,
—rrevealed:-the resident was: pfaced or-the AGU:for:
‘safety dueé to increasing confusion related to
Dementia. Continued review revealed the.
resident was ambulatory and at risk for
wandering/exit seeking behavior, and was unable
to make safe and appropriate decisions. The
goal stated the resident would not wander out of
into unsafe areas. Interventions
jitoring the residént's movemen
‘about the unit: redirecting with programmlng,
rediracting from situations, areas, as nerded to
keep the resident safe and secure; and the use of
the code alert bracelet. Review of the Quarterly
Minimum Data Set (MDS) Assessment, dated
1 1112311, revealed the facility- assessed the -
resident as being severely |mpa|red in cognitwe
skills for decision making and requiring
supervision with ambulation. Review of the
‘Quarteriy Interdisciplinary Residant Raeviaw, dated
11/23/11, section titled "Risk for Elopement”
revealed tha resident was physically able to leave
the building, was cognitively impaired, had
impaired deciston making skills, and had a history
of wandering or elopsment. Interview, on
02/01/12 at 1:20 PM, with the Assistant Director
of Nursing (ADON}) revealed she completed the
'| "Risk for Elopament" section of the Clinical Heaith
Status Form on every resident upon admission.
In addition, she completed the "Risk for
Elopement" section of the Quarterly
thterdisciplinary Resident Review Form on a
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2 I mernber fsas than ona (1) blook away;. Further-

guarterly basis for each resident in the facility.
Continued interview revealed if the resident was
able to leave the building on their own and was
cognitively impaired, they were automatically
considered g risk for elopement. She stated she
had completed the Quarterly Interdisciplinary
Resident Review, dated 14/23/11, and stated

1 Resident#8 wag considersd-at rigk far = o T P e e T

elopement.

Review of the facility's investigation, dated
01/22/12, revealed Resident #8 followed a family
member out of the ACU, walked to the front lobby
and exited the front door. The resident walked
down the driveway and was observed by a staff

review of the Investigation revealed the staff:
member stopped her car and brought the resident
back to the facllity. Interview, on 01/25/12 at 5:30
PM, with CNA#1 revealed she had left work early
on 01/22/12 and was pulling out of the facility
parking lot when she saw Resident #8 standing
on the sidewalk next to the facility's. driveway.
She stated she quickiy parked across the street

| from the facility's driveway, waiked across the

street to the resident and called House
Supervisor/ RN #4. She further stated she
walked the resldent hack across the street and
attempted to assist the resident into her truck;
however, the resident declined. Continued
interview revealed she stayed with the resident
until the House Supervisor/RN #4, CNA #9, and

LPN #12 arrived. She stated the resident walked

back across the street with the staff. Interview, on
01/256/12 at 3:20 PM, with RN/Supervisor #4,
revealed she was called on 01/22/12 at 3:34 PM
by Certified Nursing Assistant (CNA) #1 who
reported Resident #8 was on the sidewalk by the
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| Wwag onHethis ankle; alafied tha door as they

| Interview, on 01/31/12 at 2:40 PM, with LPN #12,

| street where Resident #8 and CNA#1 were
-| standing and assisted with walking the resident
back into the facility.

street, The Nurse stated, she called Licensed
Practical Nurse (LPN) #12 and asked the LPN to
meet her at the front door, and took CNA#8 with
her. Continued interview revealed Resident #8
was across the street from the facilify with CNA
#1, and she and the other staff walked Resident
#8 across the street and back to the facility, She

were walking back in the front entrance.

Interview, on 01/26/12 at 3:30 PM, with CNA#9,
verified he went to help House Supervisor/ RN #4

revealed she was working on the Advanced
Alzheimer's Care Unit (AACU), on 01/22/12 when
she received a call from the House Supsrvisor/
RN #4 asking for assistance. She stated she
went with House Supervisor/RN #4 across.the

Contihued review of the investigation, revealed a
head to toe assessment of Resident #8 revealad
no injuries. Review of the Progress Notes, dated
01/22/12 at 3:35 PM, revealed Residant #8 left
the building and was found on the sidewalk In
front of the building, and was alert and oriented to
self which was baseline for this resident.
Interviaw, on 01/25/12 at 3:45 PM and on
01/31/12 at 4:.00 PM with RN #5, revealed she
had written the Progress Note. She further stated
she was assigned to Resident #8 on 01/22/12
and had arrived on the unit at 2:45 PM when she

RS <3tat€d—RBS]del}t#g'8 Gode alertbracelet'vwhich,-, i Bl "':.":‘ T ,: it ’::;,"-.“."-:'.-.-.:----.:':'-::-.':-.’-.".'- Crilu il e T p s el e b i
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visualized the resident sitting in a chalr in the
common area. She stated she was completing
btood sugar checks about 3:30 PM when
Licensed Practical Nurse (LPN) #12, who was
working the AACU, informed her she was leaving
the unit hacause she had received a phone call
from someone stating a resident had left the

s ACU; batdidinot say, which resident: RN #5 wag’. |~ e s fo

unaware Resident #8 left the unit, and stated staff
brought the resident back to the unit at
approximately 3:40 PM. Continued interview
revealed she completed a head to toe .
assessment of the resident, who had no visible
irgurles She stated the resident was wearing fwo
{) pairs of pants, a long sleave top and a heay
andwas carrying a plrse Which'w:
rual for this resident. She stated the resident
hiad not demonstrated exit seeking behaviors
“pior to the incident on 01/22/12.

Further review of the Investigation revealed
Resident #8 was observed following a family- -
member out of the locked unit by a visitor who
was sitting on the couch on the West Wing.
Interview, on 01/26/12 at 6:10 PM, with
Unsampled Resident D's private sitter, revealed
on 01/22/12 she was on the West Wing when she
noticed a woman with a child, who she could not
identify, coming out of the ACU, followed by a
lady with a red sweater, about 3.00 PM.

Interview, on 01/31/12 at 3:20 PM, with the
daughter of Unsampled Resident C, revealed she
had visited her family member on the AACU on
01/22/12 and left the unit about 3:30 PM and went
out to the West Wing through the ACU door, She
stated she knew the code to get out because staff
let the regular visitors know the codes. She
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< employee did notrecagnize shiefhe was a-- e e o
resident, Interview, on 01/26/12 at 3:45 PM wnth

She further stated she and. thi 1o
| énly ones passing through the: doors atthat time, |
-and she did not realize Resident #8 was a

1 looked like a visitor, wearing a jacket-and carrying

‘| photographs of residents who were at risk for

further stated she went through the ACU door
with her daughter, and was unaware of Resident
#8 leaving the unit at that time.

Continued review of the Investigation, revealed
Resident #8 passed a distary employee when
going through the front exit doors, but the
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Distary Assistant #1, revealed she was hired at
the facility in 08/11. She stated on 01/22/12 at
approximately 3:20 PM, she passed Resident #8
who was going out the front eitrance main-doors
as she was coming in the docors after her break.

resident of the facility. Continued interview
revealed the resident's code alert bracelet did not
alarm. She stated she "had no clue” Resident #8
was a resident of the facility because she/he

a purse and a bag. She stated she was not
oriented to the ACU unit on orientation, nor was
she oriented to any type of book which had

elopement.

The investigation further revealed, the resident
was returned to the facility and was placed on
one on one (1:1) for forty-eight (48) hours. The
investigation was signed by House
Supervisor/Registered Nurse (RN) Supervisor #4.
Continued interview, on 01/25/12 at 3:20 PM, with
RN/Supervisor #4, revealed when she arrived on
duty 01/22/12 she went to every door and
checked with a transmitter to ensure the doors
and the code alerts were working properly, as she

esident wera the |
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+| ensure-they:wereaware-they-could not:give out =

“arrived. He further stated he usually sat in the

"| révealed she was adsighed to Resident #8 on’

she was the only CNA assigned on the unit,

did every weekend when she was the House
Supervisor. Continued interview revealed she
notified Administrative Staff and stayed at the
front doors to monitor the door and fo take
statements from staff and visitors after the
incident. She further stated, on 01/22/12 after the
incident, she helped give inservices to staff to

door codes to visltors and families.” She further
stated she was aware families knew the codes fo
the doors in the past.

During interview, on 01/31/12 at 11:00 AM, the

Manager of the Day, revealed he worked the day
01/22/12, He verified that he checl
ne alarms that n_‘r' 'ning When h

front office window where he could see the front
door entranca; howevar, he had left the office to
get water temperatures on the units at 3.00 PM
which took about one and a half hours and was
not at the front office window at. the tlme of the..
incident.

Interview, on 01/27/12 at 3.15 PM with CNA #4,

01/22/12 at the time of tha incident. She stated
she remembered giving Resident #8 ice cream
when snacks came to the unit. CNA#4 reported

however CNA #8/Restorative Aide was on the unit
when another resident was noted to come out in
the common area raquiring assistance.
Continued interview revealed she took that
resident to the bathroom and when she came
back out to the common area she was informed
Resident #8 was gone. She stated she usually
told the nurse when she was leaving the common
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.| wih the other resident..

‘I'shortly after 3:00 PM he left the ACU,

‘Iooked-like a visitor. She-did-notremember

area to assist a resident with incontinence care or
a shower; however, she had not notified the
nurse this time because CNA #8/Restorative Aide
was on the floor, Continued intérview revealed
she had not asked CNA #8/Restorative Alde to
watch the floor for her, and the restorative aide
had left the unit while she was in the bathroom

Interview, on 01/25/12 at 1:30 PM, with
Restorative Aide/CNA #8, revealed he was dolng
restorative on the ACU until shortiy after 3:00 PM-
on 01/22/12 and he saw Resident #8 go to her/his
room and then come back out into the common
area and sit down by the double locked doo
whichled:to the West-Wing: é(conﬂrmed'? 52

interview, on (1/26/12 at 4:05 PM, with the
Dietary Manager, revealed she was unaware of
any book which had photographs of residents
who ware at risk for elopement and she did not
take dietary staff to the units to learn which -
residents were at risk for elopement on hire
unless the facility recelved a new resident who

orignting new staff to Resident #8.

Interview, on 01/27/12 at 1:30 PM, with the Staff
Davelopment Nurse, revealed new orientees
received inservices related to elopément, keypad
codes to doors, code atert bracelets, missing
residents, and elopement risk assessments. She
stated she told new employees about the "Hikers
Handbook" which was a book with the Face
Shest and photographs of residents in the facllity
who were at risk for elopement, and was kept in
the front office. Continued interview revealed she

F 323
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J-orientation; staff was not o give-out the-codes to--| -
the doors, and was to escort families to the doors

,racihtleés to'engure new admissions were,

‘of they ACU, revealed Resident #8 had no history

did not show the book to staff during orientation
and there was no other Hikers Handbooks except
for the one in the front office. Continued interview
revealed she toured new staff to the ACU either
before or after hire; howaver, she did not make a
point of introducing each resident to the staff.

She further stated she stressed during

and open the doors for them.

Continued interview, on 01/31/12 at 9:30 AM, with
the Alzheimer's Care Director, revealed she was
in.charge of the programming or aclivities on the
unit, and was in charge of visiting homes

appropriate for the ACU. When asked how she
ensured residents did not ieave the unit
unsupervised, she stated there was an unspoken
dependence on the staff, and the Care Plans
were updated as needed for new mterventlons if
residents were exit seeking..

Further interview, on 01/25/12 at 1:00 PM and
01/31/12 at 10:15 AM with Unit Manager/LPN #9

of leaving the unit without an escort. She was
unaware of any residents following the visitors out
the doors. However, she stated, on 01/22/12
Resident #8 followed Unsampled Resident C's
family out the doors from the ACU to the West
Wing, and was witnessed by another family
member who was sitting on the West Wing.

Observation of Resldent #8 on 01/24/12 at 6:00
PM revealed the resident was ambulating down
the hallway on the locked Alzheimer's Care Unit
{ACU) with a purse on her/his shoulder, and was
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Admmlstrator revealed he came in on 01/22/12

-and alarms were working properly. He stated- |
there were no problems found with the doors and

_|alarmed as Resident #8 went through the door

accompanied by a staff member.

Interview, on 01/26/12 at 1:30 PM with the
Director of Nursing (DON), revealed there was no
policy related to Care Plans and there was no
reference source used related to care plans. She
stated the CNA's carned the Asmgnment Sheets

care they were to prowde She stated Resudent
#8's intervention on the Care Plan to monitor
movement was referring to staff monitoring
residents for exits seeking behaviors and to
re-direct from doors if needed to ensure they
were safe.

i10"PM with

when he was notified of Resident #8 getting out
of the building. He stated Maintenance, House
Supervisor/ RN #4, and also an outside vendor
checked all the door alarms to ensure the doors

alarms, and falf iike the front entrance door code

she/he was found, and the code alert alarmed the
door when staff brought the resident back In the
building through the same front entrance. Further
interview revealed he felt like an employee may
have turned off the alarm as Resident #8 was
going through and did not recognize she/he as a
resident. He further stated a family member of
another resident may have turned off the code
when it alarmed as Resident #8 went through the
door. He stated a code would not have been
needed to open the front door until 9:00 PM;

however, the code alert system should have

F 323
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alarmed if a resident wearing a code alert
bracelet passed through without punching in the
code to the secure code alarms, Continued
interview revealed the Mikers Book was in the
front office and was mainly used, for the polica as
needed if there was a missing resident and there
were no Hikers Handbooks on the other nursing
units or in the other departments. He further e e
= Stated he-felt there was & braakdown in the .l o o s s e o e
system and staff may not have known to go -

outside and check the premises for a missing
resident when the alarm went off, and staff did
not recognize Resident #8 as a resident on the
ACU.

.| The facllity provided an Acceptable Credible ... .. | .. .. |

1 Allegation of Compliance (AOC) on 02/01/12 that-|
alleged removal of the IJ effective 02/01/12,
based on the following;

1) The codes to exit the ACU were changed on
01/22/12 and will be changed on the first Monday
of each month by the Maintenance Director, and
reported to the Administrator upon completion.

2) Alt staff in ail departments was inserviced by

| the’Adminigtrator and Director of Nursing on
01/22/12 related to the unit exit door code change
and the code change to the front and back door
secure care alarm. The Inservice informed staff
they were not to give out door codes to families or
visitors. Subssquent shifts, in all departments
were not allowed to work until they completed the
inservice.

3) The DON and the ADON reviewed all the
current elopement assessments and Care Plans
for all active residents to ensure all residents at
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risk for elopement had been identifiad and ali
Care Plans were up to date and listed appropriate
interventions on 01/22/12.

4) The elopement Hikers Handbook was
raviewed by the DON to ensure all residents at
risk for elopement were listed In the manual W|th
;thelr pk;ture on 01!22!12 e et e

5) A letter to all families/responsible parlies was
issued by the Executive Director to provide
education to watch for residents following them
through tha doors and informing them there was
a code change for exiting the unit.

gy On 01722112 and:01/23/12'a: Quality

| Assurance Meeting was held to discuss the root
cause of the incident and the steps to be taken to
prevent further incidents to Resident #8 and other
residents. Also, during the meeting, the incident,
investigation, actlons taken, and the effectiveness
of the actions taken were dlscussed The Medlcai
Dlrector was contacted by phone.

7) On 01/24/12 and 01/25/12 the Executive
‘Dirsctor, the DON and the ADON condiicted door
alarm drills to evaluate the staff response to
alarms sounding.

8) On 01/26/12 an additional interior key pad and
external button to the main enlrance was
installed.

9) On 01/27/12 inservice training was provided
related to installation of the new key pad to the
maln enfrance door and response of staff to

"| search outside for a resident prior to disabling the
secure care alarm. Also the staff was instructed
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to not give out secure care codes to anyone who
was not employed at the facility. Staff who was
not present for the inservice were contacted by
phone. '

10) The ADON made additional Hiker Handbooks
for ali departments and units that included
-|-resident face. sheets and. pictures.of.each
“rresident ldentified to beat Fisk for eIOperﬁen ;
The DON, ADON and the Director of Education
‘conducted training on 01/31/12 in small groups
and by phone to all department staff to inform the
staff of the additional elopement manuals,
locations, and the need for staff to be famlllar with
resmients identified at risk for elopement. Staff
| . wWagriot-allowed to work unt'l-g_t}h_ ;_-_h'ad receiv !
T'theingervica: "

11) Monthly elopement drills are to he completed
by the DON, ADON or the Director of Clinical
Education.

'12) The Quarterly Elopement Review willbe ~
done monthly for three months by the ADON and
brought to the QA Meetings,

13} New employees are to be trained on the
.elopement system upon hire by the Director of : )
Clinical Education. The elopement Hikers ¥
Handbook will be reviewed during orientation of
new staff. The revised elopement policy and
procedure have been included in the new hire
orientation material beginning 1/31/12.

On 02/01/12 it was verified the tmmediacy of the
IJ was removed and the facility implemented
corrective actions as alleged in the AOC, effective
02/01/12 based on the following:
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Observation, on 02/01/12 from 09:45 AM until
1:25 PM, revealed there were Hikers Handbooks
on all the nursing units including the East 1
Nurses Station, East 2 Nurses Station, _
Alzheimer's Nurses Station, Therapy Department,
Dietary Department, Housekeeping Office,
Laundry Department and the Front Office

Interviews with staff 1ncluding the Occupatlonal
Therapist, on 01/31/12 at 3:05 PM, the Physical
Therapist on 01/31/12 at 3:20 PM, the
Restorative Nurse on 01/31/12 at 3:40 PM, LPN
#7 on'02/01/12 at 10:55 AM, LPN #8 on 02/01/12
at-11:06 AM, the MDS Coordmator on 02/01/12 at
[ A%18 Ay RN -#3.0n:02/01712-a1:10; 10AM (CNA
“l#3on 02/0'1/12 at 10:20' AM, LN #5 on’ 02!01/12
at 10:30 AM, LPN #6 on 02/01/12 at 10:40 AM,
Dietary A:z-.sistant #1 on 02/01/12 at 1:25 P\,
Dietary Assistant #3 on 02/01/12 at 1:30 PM, and
Dietary Assistant #4 on 02/01/12 at 1:35 PM
revealed they were aware of the Hikers )
Handbool-and the elopemaent policy: They were
also aware they were not to give out secure code
atarms for the front and back doors at any time,

. |- they.-were not allowed to give out-door codes for : R Y R
the AACU and the ACU doors at any time, staff
were to open doors which required a code for
families and visitors, and they were not to turn off
a code alarm untll the resident was found.

| Interview, on 02/01/12 at 9:45 AM, with the Staff
Development Nurse, revealed she had assisted
with the changes in the new elopement policy and
the policy would be given to each new hire. She
further stated most current staff had heen
inserviced on the new policy and if they had not
received the inservice, they were not to ¢lock in
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until they had been inserviced and signed that

they had received the inservice. ' .

. . - . F 490 Administration
Interview with the Administrator and review of the . 7 /zt{/(z,

F 490
88=J

-=rgive out the: secure-care alarm: codes ‘whigh-were:

i _ ?
for the faclllty to develop and imp[ement the Plan
of Correqtton {POC).

483.75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL -BEING

| A facllity: must-be administered in a manner-that-

| well-being of each resident.

new Elopement Policy, on 02/01/12 at 3:00 PM,
revealed the Policy was updated 01/31/12 to
include bullet points which stated; staff was not to

located at the front and back entrance, staff was
not to give out door codes to the AACU and ACU,
and there was to be a Hikers Handbhook located
on each nurses station and in each department.

The facmty remained out of compllanr-e ata Iower

enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosoclal

This REQUIREMENT is not met as evidenced
by:

Based on intarview, record review, facility policy
review, and review of the facility's investigation, it
was determin’ed the facility's Administration failed
to ensure the facility was administered in a
manner which enabled it to use its resources
effectively and efficlently to attain or maintain the
highest practicable physical, mental, and

This facility will be administered in a
manner that enables it to use its

practicable physical, mental, and
psychosocial well-being of each
resident.

What corrective action(s) will be
accomplished for those residents
- found.to have been affected
deficient practice?”

Resident was returned to the care unit
from outside on facility property and
immediately assessed for physical
injuries and psychosocial well being. It
was determined she had o injuries or
negative effects. Resident was
immediately placed on one-on-one for
forty.eight hours to continie .
monitoring for effects of the incident.
Resident’s code alert was checked to
ensure working order, family and
physician notified of incident. The
environment was immediately
assessed, staff, families and residents
interviewed and a determination
established as to how she was able to

. get off of the secure unit. Care plan
reviewed by the Assistant Director of
Nursing,.

F 490

_resources effectively and efﬁmently to |
~atfain or-maintain-the-highest-—- - Lo

the -
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~ 1 had Jdentifled as being at risk for eldpamsnt. THa

psychological well-being of each resident,

The facility failed to have an effactive system to
ensure supervision to prevent accidents related to
residents who were identified at risk for
elopement/wandering. The facility Administration
failed to have an effective system to ensure staff
was knowledgeabls of residents who the facility

facility Administration failed to have an effactive
system to ensure the secure alarm code alert
system and the door code system to the
Alzheimer's Care Unit {ACU) was effective in
protecting residents who were assessed to be an
elopement risk. The facility failed to have an

.. | gffective system to ensure.the Comprehensive... |- ...
-+ { Plan’of Care was-implemented-to énsure -+ — .

continuous supervision and monitoring to prevent
elopement. (Refer to F-282 and F-323).

On 01/22/12, between 3:00 PM and 3:20 PM,
Resident #8 who the facility identified as a risk for
elopement, exited the locked Alzheimer's Care-
Unit (ACU), traveled through the building and
exited out the front door without staff identifying
the resident and the code alert system alarming.
The resident was found on a sidewalk next to a
busy strest, which was approximately one mile
from a rail road track.

Based on the above findings it was determined
the facility's failure to have an effective system in
place to ensure the facility was administered in a
manner that enabled it to use its resources
effectively and efficiently was likely to cause
serious injury, harm, impairment, or death.
Immediate Jeopardy (1J) was identified on
01/27/12 and determined to exist on 01/22/12.

... All residents who have the potentia] for | .
elopement have-the potential to-be—-----—--=f~--

How will you identify other
residents having the potential to be
affected by the same deficient
practice and what corrective action
will be taken?

affected. A head count of all residents
was immediately completed once the
resident was returned to the care unit,
Exit doors were monitored by staff
and fifteen minute checks were
completed on al} potential elopement

2o residents.untit we were able'toensure... LT LD
" that doors and wander systems were in

working order. The environment was
immediately assessed. Charge nurse,
maintenance supervisor and an outside
vendor, independently, checked all
doors armed with code alert system.
Windows were also checked to ensure
that they could not be opened to allow
a resident to leave via a window. Staff,
tamilies and residents were
interviewed and a determination was
established as to how resident was able
to get off of the secure unit. All
residents assessments and care plans
were reviewed and changes were made
as necded by the Assistant Direetor of
Nursing and/or Director of Nursing.
All staff were immediately in-serviced
by the Administrator on 1/22/12
regarding the policies which include
the importance of quick response to
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+fagility. had.not completed:the-development.and..
[implerisntation of the Plan of Coifectioh (F’O"(,)’ “““

{'Review of the facility's:"Elopemient Pollcy an
“Procedure Guide™, dated 01/11; revéaled the

Observations, staff interviews, and in-service
record reviews were conductead to verify removal
of Immediate Jeopardy as aileged in the
acceptable Allegation of Compliance (AOC) on
02/01/12. However, non compliance continued to
exist at a scope and severity of a "D" as the

to ensure the facility established and maintained
an effective system to ensure a safe
environment, free from accidental hazards.

The findings include:

purpose of the elopement policy was to identify
residents at risk for elopement; minimize
episodes of elopément; protect residents who
were not capable of protecting themselves;
provide techniques and equipment to minimize
safety risks; and edticate staff. The Policy stated,
all new employees would be inserviced on the
elopement policy durlng orlentation.

Review of the "Risk for Elopement" Quarterly
Interdisciplinary Resident Review, dated 11/23/11,
revealed Resident #1 was assessed by the facllity
and determined to be at risk for elopement. The
Comprehensive Plan of Care, dated 04/02/11,
revealed Resident #1- was placed on the ACU for
safety due to increasing confusion related to
Dsmentia. Continued review revealed the
resident was ambutatory, at risk for
wandering/exit seeking behavior, and was unable
to make safe and appropriate decisions.

door alarms, elopement risk residents
and to assist resident families out of
the doors instead of giving them the
actual codes. This was rein-serviced

_ again 1/27/12 which also included

explaining the new lock on the front

<+ door. by the Administrator;. Director.of . ...
"7 Nursing, Assistant Director of Niirsing —

and/or Director of Staft Development.

What measures will be put into
place or what systemic changes you

Director of Operations will complete
training with Administrator on
elopement prevention on 2/23/12,

Code was changed immediately by the
maintenance supervisor on the secure
doors of the unit 01/22/12. Code was
also changed on the code alert at each
exit door on 1/22/12, Code will be
chintiged at the beginnirg of each
month in the future. Additional lock
was added to the front door, in addition
to previously listed steps/interventions.
A letter was sent the next day, after the
elopement, to all listed responsible
parties to remind them of the potential
of a resident following them off of the
secure unit and that the codes would be
changing routinely in the future. A
letter is also given to all new
admissions concerning the potential of

will make to ensure that. the deﬁcnent
praetlce dues nat;reuur? o
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However, interviews on 01/25/12 at 1:00 PM and
01/31/12 at 10:15 AM with the ACU Unit :
Manager/Licensed Practical Nurse (LPN) #9,
01/31/12 at 9:30 AM with the Alzheimer's Care
Director, 01/26/12 at 3:30 PM with Certified
Nursing Assistant (CNA) #9,-01/25/12 at 5:30 PM
with CNA #1, and 01/26/12 at 4:00 PM with

Distary Assistant #6, revealed they gave.the ...
families the codes to the ocked-unit without
ensuring that residents from the building were not
exiting unsupervised, and also gave out the
codes to the other main entrances. Additional
staff interviews revealed the facility had not
trained all staff to recognize those residents who

! were assessed to be at risk for wandering and

F 490

residents following them out the door
and that locks are changed routinely.
All staff were immediately in-serviced
on 1/22/12 by the Administrator
regarding the policies which include
the importance of quick response to
~door.alarms, elopement. risk-residents..
“and to agsist resident famiilies ot of
the doors instead of giving them the
actual codes. This was rein-serviced
again on 1/27/12 by the Administrator,
Director of Nursing, Assistant Director
of Nursing and/or Director of Staff
Development. An in-service to all

,elqumentv

j Interview, with Dietary Assistant #1, on 01/26/12

- at 3:46 PM, revealed she as hired at the facility In
108/11. She stated on 01/22/12 at approximately
3:20 PM, she passed Resident #8 who was going
out the front entrance main doors as she was
| eoming in the doors. She further stated she and
this resident were the only ones passing through
the doors at that time, and she did not recognize
| Resident #8 to be a resident of the facility.
Further interview revealed the resident's code
alert bracelet did not atarm. She stated she did .
not realize Resident #8 was a resident of the
facility because she/he looked like a visitor,
wearing a jacket and carrying a purse and a bag.
She further stated she was not oriented to the
ACU unit on orlentation, nor was she oriented to
any type of book which had photographs of
residents who were at risk for elopement.

Interview, on 01/27/12 at 1:30 PM, with the Staff
Development Nurse, revealed she told new

“staff Wa¥also provided on 2/22/12by
“flie’ Administrator, Diréctor of Nursing
and Director of Staff Development on

Accidents and supervision. This in-

service included definitions, an
overview of resident safety in the
facility including supervision and
identifying risk factors for each
resident. It also emphasized the
importance of evaluating and analyzing
hazards and risks, implementing
interventions, providing adequate
supervision, providing assistance
devices, monitoring effectiveness,
modifying interventions and following
each residents comprehensive care
plan. Our elopement policy was
revised and our elopement book
"Hikers Handbook" is now being kept
in the front office, each nursing unit,
Housekeeping/laundry, Dietary and
therapy office. All residents are
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-Lfront office...She stated she.toured. new.staff to
~"ther ACU and Advanced Alzhelmer's Carg Unit

| did not make a point of introducing each resident

| dietary staff member was unaware Resident #8

Interview, on 01/26/12 at 4:10 PM, with the

staled he was aware families knew the codes to

employees about the "Hikers Handbook" which
was a book with the Face Sheet and photographs
of residents in the facility who were at risk for
elopement, and was kept in the front office.
Further interview revealed she did not show the
book to staff during orientation and there was no
other Hikers Handbooks except for the one In the

(AACU) either before or after hire; however, she
to the staff.

Review of the facility's investigation, dated
01/22/12, revealed Resident #8 exited the ACU
on: 01122/12 “between.3:00 BV and. 3:20 PM;:b
foliowing: ancther-resident’s famiiy off the- Iccked
unit without staff knowledge, entered the West
Wing Unit, proceeded to welk through the lobby,
and out the front maln entrance. The resident
proceeded to the facility's main entrance and
Passed a dietary staff member at 3:20 PM. The

was a resident of the facility and let the resident
exit the facility unsupervised. Resident #8's code
alert bracelet did not activate the system to alarm
as the resident exited through the main entrance
door. Resident #8 exited the building and went
down the facility driveway to a sidewalk next to a
busy street. (Refer to F-323)

Administrator revealed he felt like an employee
may have turned off the alarm as Resident #8
was going through and did not recognize she/he
as a resident or a family member of another
resident may have turned off the alarm. He

assessed for potential of elopement
upon admission, quarterly and as
- needed. Environment is audited daily,
thru non-clinical rounds by the
department managers and our weekend
manager, for safety concerns and this
is reported to management team and
“resolved. Ay’ trend ideéntitying any-. -
consistencies arc presented to QAA for
problem resolution. Fall risk
assessments are completed on each
resident upon admission, quarterly and
as needed. All falls are reviewed in
enhanced startup for evaluation with
. revisions and/or additional. .

" intérventions put into pliu,e

to ensure the safest environment
possible for residents.

How will the corrective action(s) be |
- -monitored to ensure the deficient J

practice will not recur, i.e., what

quality assurance program will be

put into place?

Executive Director to complete
elopement training on Golden

University on 2/23/12. All staffto
complete over the next quarter.

Random alarm checks at front door and °
back door were completed 1/24, 1/25

& 1/26/12 to ensure appropriate staff
responses by director of Nursing

and/or Administrator. Monthly
elopement drills will be completed by

Preventative maintenance plan in piace
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"I get out thea doors in the Pﬂs_t; howsever, did not director of Nursing andfor Assistant
know of any resident following a family member director of Nursing. Ten TARS
out of the ACU until this incident. Continued audited weekly to ensure compliance
interview revealed the Hikers Book was in the " with code alert checks by Director of
front office and there were no Hikers Handbooks Nursing and/or Assistant Director of
on the other nursing units or in the other Nursing. Code alert log audited
departments for the employeas to review. He weekly by Administrator to ensure

.| further stated.he felt there was.a breakdown in..... “comipliance with-alarmi‘checks: :

= thg-systém and staff ‘may tiot have knewn to: go “of 5’11"'(':5&;‘;1;&;’;;& '{ﬁ;}}"ﬁ&'ﬁ; tion
cutside and check the premises for a missing dates will be maintained by Assistant

resident when the alarm went off, and staff did Director of Nursing and will be audited

not recognize Resident #8 to be a resident on the weekly by director of Nursing. Code

ACU. He indicated the staff failed to follow the alerts to be changed as they expire.

Pian of Care by failing to monitor the movements Non-clinical round trends and fall

of Resident #8, as evicenced by the resident ends are reported in QAA. Findings |

leaving the building unsupervised and without “ofaidits/interviews will b broiight £ )

staff knowledge, =7 T Quality Assessment & Assurance :

- . {QAA) monthly for three months.
The facility provided an Acceptable Credible Action plans will be reviewed for : .
ol [ 24 j 12~

Allegation of Compliance {AOC) on 02/01/12 that * progress or new developments and
alleged removal of tha 1J effective 02/01/12, revised as nesded with QAA.
based on the following; U . , :

- : 412
1) The codes to exit the ACU were changed on Compliance Date: 02/24/
01/22/12 and will be changed on the first Monday
1 of each month by the Maintenance Director; and
reported to the Administrator upon completion.

2) All staff in all departments was insarviced by
the Administrator and Director of Nursing on
01/22/12 related to the unit exit door code change
and the code change to the front and back door
secure care alarm. Tha inservice informed staff
they were not to give out door codes to families or
visitors. Subsequent shifts, in all departments
were not allowed to work until they completed the
inservice.
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3) The DON and the ADON reviewed all the
current elopement assessments and Care Plans
for all active residents to ensure all residents at
risk for elopement had been identified and all
Care Plans were up to date and listed appropnate
interventions on 01/22/12.

-4 A).The elopement Hikers. Handbook.was .. R s e
| reviewed by the DON to enstire all resfdents af

risk for elopement were listed in the manual with

their picture on 01/22/12.

) Aletter to all families/responsible parties was
issued by the Executive Director to provide
education to watch for residents following them
# [ throuigh the-‘doors and informing: them there was: -
“1a code change for exltlng the unit. ’

6) On 01/22/12 and 01/23/12 a Quality -
Assurance Meeting was held to discuss the root
cause of the incident and the steps to be taken to
prevent further incidents to Resident #8 and other
residents. Also, during the meeting, the incident,
investigation, actions taken, and the effectiveness
of the actions taken were discussed. The Medical
Director was-contacted by phone.

7) On 01/24/12 and 01/25/12 the Executive
Director, the DON and the ADON conducted door
alarm drills to evaluate the staff response to
alarms sounding.

8) On 01/26/12 an additional interior key pad and
external button to the main entrance was
installed.

9) On 01/27/12 inservice training was provided
related to installation of the new key pad to the
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A0y

‘staff of-the additional. -alopemant manuals;
locations; and the need for staff to be familiar with

main entrance door and response of staff to
search outside for a resident prior to disabling the
secure care alarm. Also the staff was instructed
to not give out secure care codes to anyone who
was not employed at the facility. Staff who was
not present for the inservice were contacted by
phone.

‘ADON inade additional Hlker Handbcoks-"
for all departments and units that included
resident face sheets and pictures of each
resident identified to be at risk for elopement.
The DON, ADON and the Director of Education
conducted training on 01/31/12 in small groups
and by phone to ail department staff to infarm the

residents identified at risk for elopement, Staff
was not allowed to work until they had received
the inservice.

11) Monthly elopement drilis are to be completed
by the DON; ADON-or the Director of Clinical
Education.

12) The Quarterly Elopement Review will be
done monthly for three months by the ADON and
brought to the QA Meetings.

13) New employees are to be trained on the
elopement system upon hire by the Director of
Clinical Education. The elopement Hikers
Handbook will be reviewed during orientation of
new staff. The revised elopement policy and
procedure have been included in the new hire
orientatlon material beginning 1/31/12.

On 02/01/12 it was verified the immediacy of the
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I was removed and the facility implemented
cofrective actions as alleged in the AOC, effective
02/01/12 based on the following:

Observation, on 02/01/12 from 09:45 AM until
1:25 PM, revealed there were Hikers Handbooks
on alt the nursing units including the East 1

.| Nurses Station, East 2 Nurses Station, ... .

- LAlzheime! !é.sNursas-"Sta'tton*;"Th'eraPY'Depa’rtméﬁr—;g‘ e
Dietary Departmeont, Housekeeping Office,
Laundry Departrnent, and the Front Office.

interviews with staff including the Occupational
Therapist, on 01/31/12 at 3:05 PM, the Physical
Therapist on 01/51/12 at 3:20 PM, the =~

;| Restorative Nuirs:.on:01/31/12:at:3:40. PM;. LPN:
L H#Eon 02101112 25 10:55 AM - LPN #6801 02/01/12"
at 11:05 AM, the MDS Coordinator on 02/01/12 at
11:15 AM, RN #3 on 02/01/12 at 10:10 AM, CNA
#3 on 02/01/12 at 10:20 AM, LPN #5 on 02/01/12
at 10:30 AM, LPM #8 on 02/01/12 at 10:40 AM,
Distary Assistant #1 on 02/01/12 at 1:26 PM, |
Dietary Assistant #3 on 02/01/12 at 1:30 PM, and
Dietary Assistant #4 on 02/01/12 at 1:35 PM
revealed they were aware of the Hikers
Handbook and the elopement policy. They were
also aware they were not to give out secure code
alarms for the front and back doors at any time,
they were not aliowed to give out door codes for
the AACU and the ACU doors at any time, staff
ware to opsn doors which required a code for
families and visitors, and they were not to turn off
a code alarm until the resident was found.

Interview, on 02/01/12 at 9:45 AM, with the Staff
Development Nurse, revealed she had assisted -
| with the changes in the new elopement policy and
the policy would be given to each new hire. She
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New Elopement Policy, on 02/01/12 at. 3:.00.P
-rgvaaled-the-Policy was updated 01/31/12:to"

further stated most current staff had been
inserviced on the new policy and if they had not
received the inservice, they were not to clock in
until they had heen inserviced and signed that
they had received the inservica.

Interview with the Administrator and review of the

include bullet points which stated:; staff was not to
give out the secure care alarm codes which were
located at the front and back entrance, staff was
not to give out door codes to the AACU and ACU,
and there was to be a Hikers Handbook located
on each nurses station and in each department

scope and severlty of a "D", an isolated deﬂmency
with potential for more than minimal harm in order
for the facility to develop and implement the 7lan
of Correction (POC).
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:NTERS FOR MEDICARE 8 MEDICAID SERVICES - OMB NO. 0938-0391
‘EMENT OF DEFICIENCIES (X1) PROVIUERISUFPL\ERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY -
PLAN OF CORRECTICN IDENTIFICATION NUMBER: . : : COMPLETED
, A, BUILDING o1
B, WING

, 186166 : 04/28/2012

WE OF PROV‘QER OR SUPPUE_R . STREET ADDRESS, CITY, STATE, 2IP CQDE
; : ’ 110t LYNDON LANE
Vv . T
OLDEN LIVINGCENTER - CAMELO O LIVILLE, KY 40222
4 1D SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORRECTION | (X5}
IREFIX (FACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GCORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE
_ . DEFICIENCY)
K 000 | INITIAL COMMENTS 1 kooo
CFR: 42 CER §483.70 (3)

BUILDING: 01

PLAN APPROVAL: 1983
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNFINF

TYPE OF STRUCTURE: One (1) Story, Type i
(211) Unprotected '

SMOKE COMPARTMENTS: Ten (10) smoke
compartments.

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM originally installed in 1983
upgraded in 2008. :

| FULLY SPRINKLED, SUPERVISED (Dry
SYSTEM) orlginal in 1983~~~ e '

| EMERGENCY POWER: Type |l Natural Gas
Generator. Original in 1683,
Type 11 Diesel installed

in 2008.

A life safety code survey was initiated and
concluded on 01/25/12. The findings that follow
demonstrate noncompliance with Titte 42, Code
of Federal Regulations, 483,70 (a) et.seq (Life
Safety from Fire). The facility was found not in
substantial compliance with the Requirements for
Particlpation for Medicare and Medicald. The
facility Is licensed for one hundred forty-five (145)

SUPPLIERREPRESENTATY SONATURE ‘ THIE ! & OATE
Bt € el D recin P )ie

L'} H [] ]
Any deficlency statemenie Ing with an astarisk (*) denoles\‘a daficiancy which the Institution may be axcused from correcling providing it I determh;uad that
" other safeguards provide sufficiant protection to the patlants. (See instructions.} Except for nursing homes, the findings stated above are disclosabte 90 days
following the date of survey whather or not a plan of correction s provided. For nursing homes, the abova findings and plans of sorractton are didclosable 14
days foliowing the date these documants are made avaliable to the facility. If deficlencies are cited, an approved plan of cotrection is tequisite to-continued - ="
progiam participation. : . :

RY DIRECTOR'S OR PROVI

................. e ——

SRR

R .-.‘....‘h.,__ﬂ_#‘_f——é—— e JUPE . e
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CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
{ A BULDING 1
B. WING '
186185 - W 01/25/2012
NAME OF PROVIDER OR SUPPLIER , ; STREET ADDRESS, CITY, STATE, ZIP CODE
- 1101 LYNDON LANE
OLDEN LIVINGCEN - }
G NLIViNG . TER CAMELO‘T . LOUISVILLE, KY 40222
(X4} 1D SUMMARY STATEMENT OF DEFJCIENGIES iD " PROVIDER'S PLAN OF CORRECTION {x8) .
PREFIX * (EACH DEFICIENCY MUST BE PRECEDED RBY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
: i : DEFICIENCY)
K 000 | Continued From page 1 K 000
beds and the census was one hundred forty-four
{144) the day of the survey. Preparation, submission and
. implementation of this Plan of
Deficiencies were cited with the highest Correction does not constitute an
deficiency identified at "E" level. . admission of or agreement with the
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 facts and conclusions set forth on the
3S=E survey report. Our Plan of

-licensed. for-one-hundred- forly-flVe(MS) beds
_| hundred forty-four (144)

| The findings include:

ability to react as Intended.

Required automatic sprinkler systems are
continuously maintained in reliable operating
condlition and are inspected anditested
periodically.  19.7.6, 4.6.12, NEPA 13, NFPA 25,
9.7.5 i :

!

!
This STANDARD is not met as evidenced by:
----------- ~--------Baged on obselvation and
interview, it was determined the faclllty failed to
ensure sprinkler heads were malntalnad as
required. The deficlency has th¢ potential to
affect three (3) of ten {10) smok¢ compartments,
sixteen residents, staff and visitors. The facility is

and the census the day of the sgrvey was one

Observation during the Life Safety Code survey
tour, on 1/26/12, between 2:30 AM and 1:30 PM,
with the Maintenance Director revealed paint
loaded sprinkler heads at Assistant Director of
nursing office (1), Wast Wing Hall (2) heads,
Wast Wing B Hall two (2) headq identified as
corroded. Also two (2) heads paJnt loaded at
family style kitchen in the ACU Unit. Not
maintaining sprinkler heads carj decrease their

~ accomplished for those residents |

- ~deficient-practice?-

Correction is prepared and executed
as a means to continuously improve
the guality of care and to comply
with all applicable state and federal
regulatory requirements.

K 062 NFPA 101 Life Safety Code
Standard

This facility will ensure that our
sprinkler system is maintained in a
continuously operating manner.

What corrective action(s) will be

found to have been affected by the

Identified sprinkler heads have been
checked to ensure that they will
operate as designed. ldentified
sprinkler heads have been ordered and
will be replaced upon receiving.

How will you identify other residents
having the potential to be affected by
the same deficient practice and what
corrective action will be taken?

FORM CMS-2607(02-88) Pravigus Verslona Obsolete

Evont ID: FOD221
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CENTERS FOR MEDICARE & MEDICAID SERVICES

TPRINTED 02A6/2012° 7

" FORM APPROVED
OMB NO. 0938-0381

|.exits, access to, egress fram, or visibilily of exits

Means of egress are continuous{y maintained free
of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE EONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : _ COMPLETED
A BULDING 04
? 8. .
186165 WING 01/25/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
. ‘ i 1101 LYNDON LANE
- GOLDEN LIVINGCENTER - CAMELOT ;: LOUISVILLE, KY 40222
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES I "PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
‘ . DEFICIENCY) :
K 062 | Continued From page 2 K082
. All sprinkler heads have been checked
Interview with the Maintenance Director, on to ensure that they will operate as
1/25/12 at 1:30 PM revealed that'he was told by . designed_ Any sprinkfer head
the sprinkler company techn!cian that the heads identified with paint, corrosion, foreign
would be ok. ,1. material or damaged have been ordered
Reference: NFPA 25 (1098 Edltion) and will be replaced upon receiving,
2-2.1.1* Sprinklers shall be inspécted from the Wha:‘ Teas:"es. will be put into place
floor level annually. Sprinklers shall be free of or what systemic changes you will
corrosion, foreign materials, paint, and physical make to ensure that th",’deﬁ‘"e“t
damage and shall be installed inithe proper practice does not recur?
orientation {e.g., upright, pendant or sidewall), . . )
Any sprinkler shall be replaced that Is painted, All sprinkler heads will be audited
corroded, damaged, loaded, or m the improper weekly to ensure that they work
orientation. properly by the Administrator.
K072 NFPA ‘101 LIFE SAFETY CODE: STANDARD Ko72 . .
8S=D How will the corrective action(s) be

monitored to ensure the deficient
practice will not recur, i.e., what
quality assurance program will be
put intoe place?

7.1.10

i
This STANDARD is not met as %videnced by:
Based on observation and Intennew it was
determinad the facility failed to apsure means of
egress were maintained free and clear of
obstructions according to NFPA standards. The
deficlency has the potential to affect one {1) of
ten (10) smoke compartments, thirteen (13)
residents, staff, and visitors. Thp facility is
licensed for one hundred forty-five (146) beds;
the census on the day of the survey was one

Findings of audits will be brought to

for progress or new developments and

QAA. Action plans will be reviewed

revised as needed with QAA.,
Additional focus will be placed on
areas as needed.

Compliance Date: 02/24/12
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CENTERS FOR MEDiGARE & MEDICAIIﬁ SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CCGRRECTION

(X1} PROVIDEFUSUPPLIERICLIA
IDENTIFICATION NUMBER

i

385165

{X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
) COMPLETED
A.BULDING o1 ,
0. WING
01/25/2012

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - CAMELOT

STREETADDRESS, CITY, STATE, ZIP GODE
1101 LYNDON LANE

LOUISVILLE, KY 40222

hundred forty-four {(144).
The findings include:

Observation during the Life Safety Code survey
tour, on 1/25/12 between 9:30 AM and 1:30 PM,
with the Maintenance Diractor revealsd china )
cabinet, chair, and planis in corridor at wast wing "
nursing station. Means of egress must be kept
clear at all times Inh case of fire or other
emergency. t
Interview with the Malntenance blrector and
Administrator on 1/25/12 at1: 30 PM inthe -
Administrator ' s office conflrmed the items were
stored in the corridor and sald the jtems would be
removed from the corridar to ar).approprlate
location, CF o

Reference: NFPA 101, (2000 Edition).

7.1.10.1* Means of egress shall be continuously
‘maintained free of all obstructions or

impediments to full instant use in the case of fire |
or other emergency. :

Ll ST

(X4} ID SUMMARY STATEMENT OF DEZICIENCIES iD " PROVIDER'S PLAN OF CORRECTION (x5)
" PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING{INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
S DEFIGIENCY)
K 072 Continued From page 3 ‘ K072

~___corridor which would impede use in_... ...

~ What measures will be put into place |

K 072 NFPA 101 Life Safety Code

This facility will ensure that the means
of egress are continuously maintained
free of obstructions to ensure access to,
egress from and visibility of exits.

What corrective action(s) will be
accomplished for those residents
found to have been affected by the
deficient practice?

The identified furniture and plants
have been moved to an appropriate
area,

How will you identify other residents
having the potential to be affected by -
the same deficient practice and what
corrective action will be taken?

All corridors have been checked to
ensure that nothing is stored in the

case of an emergency.

or what systemic changes you will
make to ensure that the deficient
practice does not recur?

All corridors will be audited weekly
for three months by the administrator
to ensure that they are clear, Staff will
be in-serviced by the Administrator,
director of Nursing and/or Director of
Staff Development concerning the

FORM CIS-2687(02-80) Pravious Verslons Obsolete
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necessity of ensuring that corridors are
maintained clear and that furniture
cannot be placed there.

How will the corrective action(s) be
monitored to ensure the deficient
practice will not recur, i.e., what
quality assurance program will be
put into place?

Findings of audits will be brought to
Q.A.A. Action plans will be reviewed
for progress or new developments and
revised as needed with IDT.
Additional focus will be placed on
areas as needed.
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