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twenty-five (25} residents the facility had identified
at risk for wandering/elopement. The facility
assessed Resident #1, on 07/ 14/12, as high risk
for wandering/elopement and nursing staff was
aware of the resident’s poor safety awaroness
and care planned on 07/12/12 to follow the
wander protocol. However, on Q7M13N12,
Resident #1 exited the facllity without staff
knowledge. A visitor in the front parking lot
witnessed the elopement and reparted to the
facility staff. The resident was found
approximately 90 feet from a major highway. The
facility failed to ensure the wanderguard board
was updated to reflect Resident #1 as a wanderer
from admission through 07/14/12, the day after
the elopement. Furthermore, the facility failed to
ensure door #3, which maifunctioned on 07113112
allowing Resident #1 to exit the building without
supervision, was monitored to prevent all
identified wandering residents from exiting the
building unsupervised as this door did not have
the wanderguard system applied. Additionally,
four staff was unaware Resident #1 had eloped
and did not know to increase supervision of door
#3 and seven staff was not knowledgeable that
there were exit doors not equipped with the
wanderguard system. The facifity’s failure to
ensure adequate supervision of residents
identified as having wandering and/of
oxit-seeking behaviors has caused or is likely to
cause serfous injury, harm, impairment, or death
to a resident. Immediate Jeopardy was Identified
on 07/18/12 and determined to exist on 07113112
and Substandard Quaiity of Care was identified at
47 CFR 483.25 Quality of Care. An acceptable
AoC was received on 07/23/12. Immediate
Jeopardy was removed, effective 07/21/12, as
alleged in the AoC with the scope and severity

Resident #1 Is no longer a resldent in this faciiity.
The resident was dischargad on 7/19/12,

On 7/19/2012 a new At Risk Wandering
Assessment was completed by Administrative
Nursing Staff, Includirig MD5 Nurses, Unit
Coordinators, Q! Nurse, Treatment Nurse, Staff
Facilitator and Director of Nursing on current
residents to Identify if any resldents were
axhibiting a new or increased behavior risk of
wandering or elopement. Care plans & care
guides were reviewed on 7/19/2012 by the MD5
nurses of ali residents who had been identified
with risk of wandering based on the facility’s at
risk wandering assessment. Careplans/care
guides were updated as needed to reflect
individualized interventions to plan for the
resident’s safety and well being within the
facility and to prevent the resident’s
unsugervised exit. Verbal consent was obtained |
by Soclal Services on 8/14/12 for all current

residents with a code alert bracelet from the
Responsible Party to agree with posting of
cesident’s picture on the wander board. Coples

of this consent were placed on the medical
record. The wander board was reviewed again

on 8/15/12 by Activity director to ensure

plctures were In place of all residents the facility
had identified with increased risk of wandering
based on the At Risk Wandering Assessine nt who
wear a code alert bracelet.
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The services provided of arranged by the facility
must be provided by qualified persons in
accordance with wach resident’s writen plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the Wandering Risk Patential Protocol, the facilily
failod to ensure services wero provided by
qualified persons in acoordance with each
resident's written plan of care for one resident
{#1) in the selocted sampte of siX {6} residents. *
The facifity failed to foliow their Wandering Risk
Potential Protocol. The facility had assessed and
identified twenty-five (26} residents requiring
supervision due to wandering andfor exit-sesking
hehaviors. The facility assessed Resident i1, on
0744112, as high risk for wandering!elopement.
The facility developed and implemented a caré
plan on 07/ 12/12 detailing an intervention to
foltow the wander risk potential protocol. On
07113112, Resident #1 exited the facllity without
siaff knowledge. Avisttor In tha front parking lot
witnessed the elopement and reporied to the
facliity staff. The resident was found
approximately 90 faet from a major highway. The
facility failed to ansure the admission Resident
Care Guide {Care Guide used by the Cerlified
Nurse Aides, CHA) refiected the resident’s risk for
wanderinglelopement and failed to detail
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‘ . E 000 A new consent form was developed by the
F 000 | Continued From page 2 (acil Administrator to pbtain consent from resident’s !
1owere§ to a"D,"based on }he need of t.he acility responsible party for posting pictures on the |
to continue to evaluate the implementation of o
changes and quality assurance activities. wander board. The Admissions Coordinator &
F 282 48320“(){3)(“) SERVICES BY OUAUF!ED F 282 Saocial Services was educated on the use of this
g5=J PERSONSIPER CARE PLAN form on 8/14/12 by the Administrator. These
forms will be completed on

Admission/Readmission by the Admissions
Coordinator & filed in the medicat record to
allow posting of resident pictures on the wander
board. All residents including new admissions
will continue ta have services arranged &
provided by qualified persons in accordance with
thelr written plan of care, including following the
facility's Wandering Risk Potential Protocol.
Resldents will continue to be assessed for risk of
wandering/elopement upon admisslon,
readmission, quarterly, annually & any
significant change in condition. Care plans &
Care guldes will continue to be updated on
admission, readmission, quarterly, anpually &
sigaificant change in condition according to the

{ pAl process. Consent for photo will continue to-
" pe obtained during the admission’s process by
the Admission’s Coordinator with a copy placed
in the resident’s medical record. Alt residents

identiﬂéd with wandering behavior, who requlre ;

a code alert bracelet wilt continue to have thelr
picture added to our wandering boards located ;
near each nurses’ station, as appropriate. The
admitting nurse witl print photos from our ;
documentation system on new agmissions. ;
Apprépriate information wilt be addedtothe |
i care planfcare gutde also at that {ime by the
admitting nurse. i

EuenHD;HHD,Kﬂ
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interventions staff was lo ensure wag in place
related to his/her wandering. The facility failed to
ensure the staff had gained consent to ensure the
wander board {part of the Wandering Risk
potential Protocol) was updated to reflect
Resident #1 as a wanderer from admission
through 07/14/12, the day after the elopement.
Furthermore, the facility failed to ensure door #3,
which malfunctioned on 07/13112 allowing
Resident #1 to exit the buitding without
gupervision, was monitored to prevent all
identified wandering residents from exiting the
building unsupervised as this door did not have
i the wanderguard systert applied. Additionatly,
after the clopement of 67/113112, four staff (CNA
#1, #2, Licensed Practical Nurse (LeN) #1,
Registered Nurse (RN) #1) revaaled they were
unfamitiar with Resident #1, four staff (Certified
Medication Alde (CMA) #1, CNA#, #2, LPN#1)
was unaware Resident #1 had eloped and did not
know to increase supervision of door #3 and
saven staff (RN #2, 13, #4, LPN #2, #3, #4, CMA
#1, CNA #1) was not knowledgeeble that there
were exit doors not equipped with the
wanderguard system in order to ensuie adequate
supervision of residents identified as
wandering.felopement risk.

The facllity’s failure to ensure the caré plan
interventions related to Restdent #1's high risk for
wanderingfelopement pravented staff from being
knowledgeable of ali residents at risk for
wanderingfe!opemenl in order to ensure

adequate supervision was provided. These
tailures have caused or are likety to cause
serous injury, ham, impairment, ordeathica
resident. immediate Jeopardy was {dentified on
07/19/12 and determined to existon 07/43M12 and
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staff re-education for all Licensed nursing staff
F 282! was Initiated on 7/19/12 & continued untit al

Licensed staff were re-educated, by the Staff

Facliitator on the wandering Risk potential

protacot including completion wandering risk
assessments, placing pictures of residents who
are identifled as having increased potential for
wandering on the wandering board, application
of code alert bracelets, steps 1© take for a new
wandering behavior being dentified or an
increased wandering behavior which ¢an include
placing the residenton 1:1 superviston, &
following the resident’s other identifled
individualized interventions for safety per the
care planfcare guide, notification of the On Call
Nurse, DON &/or Administrator for further
instructions after ensuring the resident’s safety
& updating the care gulde with any new
interventions as necessary. Staff re-education
was also initiated for alt facility staff by the staff
Facititator on 7/ 1912 & continued until all
facility staff were re-educated on identifying
residents with Increased wandering behaviors &’
notification of thelr supervisor, Jocation of the
wander boards to he used to identify residents

; who have previously peen identified with

+ increased risk of wa ndering, opesation of the
axit doors alarm system, what steps to take in
the event the exlt door does not operate (
properly which Include immediate notification of I@
tMaintenance Department & constant :
superviston of the doar until deemed safe by :
mMalntenance Director , deflnition of 1:1 :
monitoring interventions & the importance of

Facfly ID: 100458 1f continuation sheel Page 40f26
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following each resident’s individualized care
£ 282 | Continued From page 4 E 282] ptanned interventions per the care planfcare
Substandard Quality of Care was identified at42 guide for safety. This education will be provided
CFR 483.25 Quality of Care. The Immediate by the Staft Facifitator to all newly hired staff
Jeopardy was determined removed effective during the orientation process.
07/24/12, lowering the scope and severity fo 2 ; -
'D." (Refer to F323) | A weekly Q) audit wiit conducted by the Qi nurse
The findings inclu det utihzi.ng aQl t.uol to ensure that all residents
identified at risk for wandering per the facliity’s
A review of tha facility's \Wandering Risk Potential At Risk Wandering Assessment have
Protocal, revised 10811, reveated "The interventions care planned and in piace,
purpose of the protocot is 10 implement _guideﬁnes including consent for photo & plcture in place, s
o ‘de“‘ffy a r.es.tdent's risk for |napp_r‘opnate indicated, on the wander board, to plan for the
wandanng wrthm or outside the fadllly. and 0 resident’s safety & weil belng in the facility &to
ensure a resident’s safely in regards to the P . :
identified behavior. To identify this behavior and prevent the rest e.nt’s unsupervised exit. This
to ensure a resident’s safely, utitization of the weekly Q) audit will also include ensur ing, that
wandering Risk Potential Protocol should oceur all exit doors have been check dally by
as indicated. These guidetines apply to ail malntenance and nightly by nursing staff per the
residents within this fac('j“‘f: inciuding those: tacllity’s protocol. Immediate action will be
residents who may reside on secured of .
: . R taken by the Qi nurse upon the identification of
Alzhelmer's units.” The Protocot detailed, 5 tY tal P e loen ca_ fono
wpurpose: to prevent the resident's unsupervised ny potential concern to ensute appropriate
exit {and] o plan the resident's safety and | interventions are jmplemented & in place for the
Weu-‘?e;ngw“h"éeuclla fa?ﬂ‘t{: Th:B'F_’r‘i"'toCOi ian 4 resident’s safety & welt being in the facility & to
detailed the pro ure that “an initial ca@ ptan fof prevent the resident’s unsupervised exit from
the resident at risk for wandering sholild be the facill
placed on the resident's medical record In the &y
Nurses Notes section. The care plan should h Its of o . .
include measurable goals and interventions to e results O thfese sudits will be reviewed with
ensure resident's safety. (This shall be removed the DON & Adminlstrator weekly In the QI
when the comprehansive resident care pian is Committee meeting that is composed of the Ql
developed.}” and *The fnurse aida] Resident Care Nurse, DON, Administrator, staff Factlitator, Unit
f_-‘,u':de sh'ould be completed-upon adrni'sslon with Coordinators, MDS Nurse, safety Nurse, Soclal
mterver!ttons related {‘(3. the resident’s f'csk fc:r Worker, & Treatment Nurse with further
wandsring addressed. it further detailed, "The corrective action take dod :
facility may implement 8 wandering board of lon taken a5 neecec. Resultsand
| identified potential wanderers per assessmant. trends of audits will be reviewed in the monthly
Resident pictures may be placed upon this board Executive Q} meeting consisting of the :
I S E—
1f continuation ¢heet Page 50f28
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upon permission of the resident or resident's
representative. These should be located for staff
awareness but not violate residents’ rights to
privacy...” The protocol also detailed, “lmplement
preventative intarventions up to Of including the
application of an alamm bracelet, monitoring the
care ptan, etc.”

An interview with LPN #8, on 08/06/12 at 4:30
PM, revealed staff has access to the Cara Plan,
via the computer, once croated.

A record review revealed the facility admitted
Resident #1 on Q7/11/12 with diagnoses o
include Alzheimer's disease, Defirium, Depressive
Disorder, Anxiety, Difficulty Walking, and Lack of
Coordination. A review of the nursing admission
assessment, dated a7/11/12, revealed the facility
assessed the resident upon admission o be
confused and disoriented to peison, place, and
time. A review of the At Risk Wandering
Assessment,” completed 07112, revealed the
facllity determined Resident #1 was at risk for
wandering scofing @ {4 {score above 5 is at risk).
The assessment reveated the resident required a
wanderguard atarm bracelet, wheelchaic alarm,
and bed alam due {o wandering and walking by
nimselfiherself; however, review of the
»Community A Resident Care Gulda" {Care Guide
used by the nursing eldes), dated 07411112,
rovealed the guide did not reference that
Resident #1 was at risk for wandering and did not
detail any interventions specific to the resident's
wandering risk t0 include the wanderguard alarm
or the wheetchair and ped alarms applied 2s
specified in the Wandering Assessment
completed on Q7111112 Therefore, ihere was no
evidence that the facility followed thelr Wandering
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Adminlstrator, DON, QI Nurse, Safety Nurse,
Medical Director, Sacial Services, Unit

person deermed appropriate by the
Adrinistrator present.

Completion Date: 8/ 19/12
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Risk Potential Protocel specific o having @ .
Resident Care Guide completed upon admission
with interventions related to the resident's risk for
wandefing addressed.

review of the care plan, created on 071212,
revealed the facliity detailed Resident #1 as
\Wandering andfor at risk for unsupervised exits
from the facility related to: exit seeking behaviors,
wandering and Alzheimer's Dementia. The Goal
developed, wwhereabouts wilt be known to stafl as
demonstrated by no events of leaving facility
unsupesvised and 1:1 (one to one} monitoring
through next eview. Interventions were detailed
as, created on 07/12/12, "at risk wandering
protocol, check daily to ensuré resident has an
alarm bracelet on and that itis functioning
propery (left ankie), document episodes of
wandering pef faciiity protocol, ensure resident's
picture and name are on wandering resident
board (as consent allows), ensure that alammed

oxils are functional.”

interview, on 07/19f12 at 3:00 P, with the visitor,
who witnassed Resident #1's elopement from the
facility, described that she was sitting in her cal
petween 8:30 PM and 9:00 PM and observed the
resident exitout of a secondary exit door {door

#3) that was located in the front of the building
next to the facliity's kiichen. She slated Resident
#1 exited the building and walked to the visitor's
car and tried fo gat in her car. The resident then
attempted to get in the car next to the visitor's
car. Atthat point, the visitor stated that she got
out of her car and walked to the side of the
building, entered {he facifity through the kitchen
door where she informed the Dletary staff that
was in the kilchen that Resident #1 was out in the

 —
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parking lot; nowever, during this time the resident
was unsupervised wandering in the front parking
iot. Upon the visitor's retum to the parking tot she
stated the resident was uying to get in the
facifity's van. interview with Dietary Aide #2, on
07/19412 at 2:15 PM, rovealed a visilor came up -
to her in the kilchen and totd her that Resident #1
was in the parking ot and verified it was Resldent
#1 at the end of the parking lot attempting to
enter the facility van. Interviows with Dietary Aide
#2, #3, and #4, on o792 at 2:15 PM, 2:30 PM,
and 2:45 PM, respectively, revealed they were in
the kitchen when the visitor told them that a
resident was outside in the parking lot, however,
did not hear a2n alarm sound from door #3 (beside
the kitchen).

The facility completed an »at Risk YWandaring
Assessment’, on 074312 at 11:22 PM, which
detailed the facillty assaessed Resident #1 as
having increased lo a score of 16 for wandering
risk; however, there was no documented
evidence of action of interventian implemented on
the assessment for the sisk incredse after having
successfully eloped unsupervised in order {o
"prevent the resident's unsupervised exit’, per the
care plan and the Wandering Risk Potential
Protocol.

The Protocol detailed, "Purpose: to prevent ihe
resident's unsupervised gxit [and] o plan the
rostdent's safety and weli-heing within the facllity.”
which was detafled in the facility's care plan;
however, interview with the Maintenance Directof,
on 07/20/12 at 8:15 AM, revealed he addressed
the matfunction of door 3 at approximalew 010
Pat on 07113112, He indicated there was a

possioility the door could malfunction again. He .
1f confinuation sheet page Bof25
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the weekend, on 07/44f12 and 071512,

He revealed he did not in-service staff on

respectively, rovealed they were not aware
Resident #1 etoped from the buiiding on 07/
and were not informed fo increase supervisi

LPN #3, RN#2, LPN #4, RN #3, and RN #4

10:50 AM, respeciively, revealed they were

with the wanderguard system. Therefore, th

malfunction and had not baen instructed to
monitor the doors to prevent furlher unsupé
exils, per Resident #1's care plan and as
specified by the protocal. This aiso put

from the facllity unsupervised,

FORM CMS-2567102-99) Previous Vereons Obsoleta
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revealad the doof was checked periogically over

however, validated the doof was not constantly
manitored prior {o an outside vendor repiacing the

door #3 was not equipped wilh the wanderguard
system. There were only 2 out of 13 exit doors
that were equipped with the wanderguard system.

(%4310
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panel o doof #3 on 07A16/12. He furlher revealed

07/43/12 to ensure {he door was monitored over
the weekend, as he only checked he equipment
at that ime. Interviews with RN #1, Ceriified
Medication Alde {CMA) #1, CNA#T, LPN #1, and
CNA#2, on 07/49/12 at 400 P, 4:05 PM, 420
PHA, 4:25 PM, and on Q7/20/12 at 11:05 Al,

1312
on of

the exit doors. Intervievs with CMA#1,LPN #2,

, on

o7Hen2 at 405 PM, 4:45 P, 5:50 PM, and on
07/20/42 at 9:30 AM., 10:00 AM, 10:30 AM, and

unaware that all oxit doors were not equipped

-]

facility did not ensure the care plan was followed
per the VWandering Risk Potentlal Protocol as
multiple staff was unaware Resident #1 had
eloped, had not been made awaré of the door

rvised

twenty-four additional residents, who the facility
identified at risk for wandering, at risk for eloplng

Record review revealed, the day after Resident
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include Residant

permission from
nowever, further

nursing staff had

Thus, the facility
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#1 successfully eloped from the facliity
unsupervised, the facility completed an
agsessment of alt residents, dated 07/14M2, to

#1. Review of this assessment

revealed the facility's action teken was to
continue the application of the wanderguard and
added "one foone slaff at this time". The facility's
documentation revealed they had not put
Resident #1's picture OR {he wandar board untif
07/14112, the day alter the rasident's
unsupervised exit. The facility's wandering Risk
Potential Protocol states the facifity would
implement a wandering board of identified
potential wanderars per the assessment.
Resident pictures would ba placed upon fhe
board and lacated for staff awareness upon

the resident or responsibie party;
review of Resident #1's medicat

record reveated no documented evidance that

attempted 1o get consent from

the responsible party to post Resident #'s
picture on the wander board, pef the care plan
and per the poficy. (nterviews with RN #1, CNA
#1,LPN #1, CNA#Z on 0741912 at 4:00 PM,
4:20 PM, 4:25 PM and on 07/20/12 at 11:05 AM,
respectively, revealed thay were not famifiar with
Resident#1. An interview with the DON, on
07/20/12 at 12:26 PM and 07/24/12 at 3:30 PM,
ravealied the gtaff should be more familiar with
residents on different units.

faited fo follow Resident #1's

care plan, created 07/12/12, by not intervening
with the " At Risk Wandering Protocol ™ .
ansuring the admission Resident care guide
identified Resident #1 as at risk for wandering
with interventions delailed, gaining consent from
the responsible party to ensure the wander board
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had Reslident #1's piclure s0 that staff would be
aware of Resident #1's risk potential, and
monitoring of door 43 after the maifunction which
allowed Resident #1 to successfully elope
unsupenvised.

The state agency verified the following action
taken by the faclity to remove the immediate
Jeqpardy as of 07211

1. Areview of the facility's documentation
revealed all residents in the facility were
re-assessed by RN #7, 00 07/14/12, for any
indication of new of increased behavior of
wandering. No new residents were identified at
that fime with new of increased behaviors. The
documentation indicated Resident #1 did not
have a piciure on the \Wander Board, per the
policy; however, there was no concern with the
Wander Board during tho abbreviated survey.

2. OnQ716/12, {he exit panel on door #3 was
replaced by an outside vendor.

1 On07/19/12, anew Al Risk Wandering
Assessment was completed by administrative
staff, inciuding Minimum Data Set {MDS) Nurses,
Unit Coordinators, Quality Improvement (Qi}
Nurse, Treatment Nurse, Staff Facifitator, and
DON, on all residents to identily if any other
tesidents were exhibiting an increased fisk of
wandering!etopement, The care plansfcare
guides were updeted to reflect individualized
interventions t¢ plan for the resident's safety and
well-being within the facility and prevent the
resident's unsupervised exil

4. Reviewofthe in-service documentation

I
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verified alf stalf was trained on 07/19/12 by the
Staff Facilitator on alerting the nurse if lhey
identity wandering or exit seeking behaviors in
any resident so further assessment can be
completed. All staff members were trained on the
location of the Wandering Boards, how the exit
doors operate and which doors have the
wanderguard system, and what steps to take in
the event the doors did not cperate properfy
which would Include assigning a staff member to
monitor the door and to immediately alerl the
Maintenance Depariment. Newly hired employees
would receive the training during orientation and
prior to the next scheduled shift (if currently on
vacation). Interviews with RN #7, CNA#49, LPN
#8, CNA #8, Housekeeping, Dietary Aide #3, and
the Maintenance Director on 07/23/12 at 1:55
PM, 2;20 PM, 2:15 PM, 2:40 £M, 2:60 PM, 3:00
PM, and on 07/24/42 at 4:00 PM, respectivaly,
reveated alt these staff attended the training and
validated an understanding of the Wander
Boards, exit doors, wander guard system, what to
do if a door matfunctions, and reporting axit
seeking behaviors.

5. Review of the in-service documentation
verified all iconsed staff were trained, on
07/19A12, by the Stalf Facilitator with pictures of
residents who have wander guard brecelets in
place that allowed staff to be aware of rasidents
who have increased wandering behaviors, steps
to take in the event of a new wandering behavior
being identified or an increase in wandering
behavior which can include immediately placing
the resident on one to one supervision and
notification of the On-Call Nurse, DON, andfor
Administrator for further instructions. Interviews
with RN #7, RN #6, LPN #7, RN #3, LPN#9, LPN

FORM CMS.2557(02-93) Previus Versions Obsclets Event (D RBHOX11 Facity 1 1004288 if confinualion sheet Page 12 of 25
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#8 and DON on 07/23/12 at 1:55 PM, 2:00 PM,
2:15 PM, 2:30 PM, 2:45 PM, 2:50 PM and 3:30
PM, respectively, revealed they attended the
training and validated their understanding of the
information.

6. [nterview with the Maintenance Director, on
07724112 at 4:00 PM, revealed all exit doors to
include door #3 were monitored daily ulilizing a
Qualtity improvement (Qf) tool to ensure
appropriate function. The Administrator would be
immediately notified of any concems with the
door functioning and action would be taken to
resolve the issue. Documentation was verified of
daily monitoring since 07/13/12.

7. Daily chart audits would be completed
Monday through Friday by the Administralive
Staff, including the Treatment Nurse, Q Nurse,
Safety Nurse, MDS Nurses, Unit Coordinators,
Staff Facilitator, and Soclal Workers, to read the
nurse progress notes to identify any residents
who may begin exhibiting increased wandering
behaviors for who additional interventions may be
necassary. On Monday morning the charts would
be audited for progress notes over the weekend
to ensure complianca. Documentation was
verified of the daily chart audits starting on
0720112,

8. The Ql nurse would conduct a weekly Qi
audit utilizing a QI tool {o ensure that ali residents
identified at risk for wandering, per the facility's At
Risk Wandering Assessment have interventions
in place to plan for the resident's safety and
well-being In the facility and prevent the resldent's
unsupervised exit. Any concerns would be
addressed with the DON andfor Adminfstrator,

F 282
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The results of these audits would be reviewed by
the DON and Administrator in the weekly Ql
Committee meeting. An interview with the Qt
nurse, on 0772412 at 4:05 PM, revealed the first
care planfAt Risk Wander Assessment review
was complated on 07/1 0/12 and reviewed on Tag 323
07f20/12. Documentation was verified of the -
review on 0Tf20F12. The first weekly Ql meeting Resident #1 is no fonger @ resident in this facility.
would be o7f2TH2. : The resident was discharged on 7/19/12.
Based on the above Interviews and record On 7/19/2012 a new At Risk Wandering
roviews, It was determined the.lmrnediate . Assessment was completed by Administrative
Jeopardy was rernm{ed. effective 07121742, with Nursing Staff, including MOS Nurses, Unit
the scope and severty lowered toa"D.

F 323 483.25() FREE OF ACCIDENT F 323 Coordinators, Q!.Nurse,Treatm.ent Nurse, Staff

gg=J | HAZ ARDSISUPERVIS!ONJDEVICES Facilitator and p:rector of Nursing on all current

residents o identify if any othef residents were
The facility must ensure that the resident exhibiting an Increased tisk of wandering of
environment remains as free of accident hazards elopement behavior. Care plans & care guldes
asis possible; an_d.each residt?nt receives were reviewed on 7/19/2012 by the MODS nyrses
adequatte sx.;gentﬂsmn and assistance devices 10 of ait restdents who had been identified with risk
prevent accidens. of wandering based on the facility's At Risk
wandering assessment. Careplans/care gutdes

were updated as needed to reflect individualized
interventions to pian for the resident’s safety

and well being within the faciity and to prevent
This REQUIREMENT is not met as evidenced the resident’s unsupervised exit. verbal consent :

bg,;.‘s o on observation, | torview, record review, was obtained by Social.SeNices on 81412 fof

and review of ihe facllity's Wandering Risk all cusrent residents with @ code alert bracelet

Potential Protocol, it was determined the faciiity {rom the Responsible party 10 agree with posting

failed to ensure adequate supervision to prevent of resident’s picture on the wander board. :
accidents was provided for one resident (#1)in Coples of this consent were ptaced on the i
the selec}ed sample of six {6) residlants. The wedical record. The wander board was :
facillty ‘falted to follow thelr \f\‘landermg Risk reviewed againon 8/15/12 by Activity directer w0
Potential Protocal. The facility had assessed and ) 1o place of all resident the
identified twenty-five {25) residents requiring ensure pictures Wee n.p ace ol @ Es_l ents The:

i i facility had identified with Increased risk of i

Event ID; HHOX11 Faciy 0. 100498 1t coninuation shest Page 140125
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behaviors. The facility failed to ensure that all
staff was trained and knowledgeable regarding
the facility's wanderguard system, which doors

ideniified at risk for wanderingfelopement. The
facility failed to ensure that all staff was

to ensure appropriate supervision of alt

at risk for wandeting/efoperment. The facility
assessed resident #1, on 07/11/12, as high risk
for wandering/elopement and nursing staff was
aware of the resident's poof safoly awarengss
and care planned on 07/12/12 to follow the

#1 exited tha facitity without staff knowledge. A
visltor in the front parking lot witnessed the
elopement and reported to the facifity staff. The
resident was found approximately 80 feet from a
major highway, The facility failed to ensure the
wanderguard board was updated 10 reflect
Rasident #1 as a wanderer from admission
through 07114112, the day after the elopement.
Furtharmore, the facility failed o ensure door #3,
which maifunctioned on 07713112 allowing
Resident #1 to exit the huilding without
supervision, was rmonitored to prevent ali
identified wandering residents from exiting the
puilding unsupervised as {his door did not have
the wanderguard system applied. Additionally,
four staff was unaware Resident #1 had eloped
and did not know (o incfease supervision of doof
#3 and soven staff was rot knowledgeable that
there were axit doors not equipped with the
wanderguard system.

suparvision due 1o wandering and/or exit-seeking

were equipped with the wanderguard systern and
knowledgeable of all the residents who the facility .

knowledgeable of an elopement that oceurred on
073112 and that door #3 matfunctioned in order

twenty-five (28) residents the factiity had identified

wander protocol. However on 07/13/12, Resident

recelve services to matntain

receive adequate supervisio

continue to be assessed for

the Administrator. These fo
Admissions Coordinator & fi

the wander board, Resident

ptan/care guide at that time
nUFse.

wandering based on the At Risk Wandering
assessment who wear @ code alert bracelet.

All residents & new admisslons will continue to

as free of accident hazards as is possible &

their environment

n & assistive devices

to prevent accidents, including folfowing the
facility’s Wandering Risk Protocol. Residents will

risk of

wandering/elopement upon admlsslon,
readmission, quarterly, annually and with
significant change in conditlon. A new consent
‘form was developed by the Administrator to
obtaln consent from resident’s responsible party
for posting pictures on the wandet hoard. The
Adrmissions Coordinator & Saclal Services was
educated on the use of this form on 8/14/12 by

rrs will be

completed on Admisston/Readmission by the

ted in the medical

record to allow posting of resident pictures on

< with wandering risk

pehaviors who require a cade alert bracetet will
_have their picture added to our wandering
hoards located near each nurses' station. The
admitting nurse will print photos from our
documentation system. Appropriate
information will be afso be added to the care

3

by the admitting

R
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Staff re-education for all Licensed nursing staff
F 323 | Continued From page 15 £ 303 was initiated on 7/19/12 & continued until al
Licensed Staff were re-educated, by the staff
The fa?llfty's faiture to ensure a<‘i'eq1.late ) Facilitator on supervision to prevent accldents
sup.ems:on of fesldents the —facillty.identlfied 'as . inciuding the wandering Risk potential protocol,
having wandaring andfor exit-seeking behaviors letion of wanderin Isk assessments
“has caused or is likely to cause serious injury, com? € “_’" ® '_ g risk@ '
harm, impalrment, of doath to a resident. placing pictures of residents who are Identifled
immediate Jeopardy was identified on o7ien2 as havlng Increased patential for wandering on
and determined to axist on 07/13/12 and i the wandering board, application of code alert
Substandard Quality of Gare was identified at 42 bracelets, steps t0 take for a new wandering
?FR 48‘:‘3'25 anhty of Care. The immediate pehavior being Identified oran increased
eopardy was .eiermmed removed etfe-c uve wandering behavior which can include placing
07/24/12, lowenng the scope and severily o 8 . . g following th
"D." (Refer to F282) the resident on 1+1 supervision, & 10 owing the
resident’s other identified individualized
The findings inciude: interventions for safety per the care plan,
notification of the On Call Nurse, DON &for
A review of ﬂ?a facility's wandering Risk Potential | administeator for further instructions atter
Protocol, revised 4(419/11, revealed the purposs ensuring the resid ent’s safety & updating the
of the protocot was t0 implement guidstines to - e suide with an hew Interventions 28
idantify a resident’s risk for inappropriate care gU v -7
wandering withln or outside the facility, and to : necessary. Staff re-education was also Initiated
f:nsu.re a res1der'1t's safety In regards to the for ail faclity staff by the Staft Facilitator on July |
identified behavior. The purpose of the.pfotoc?i 19, 2012 & continued until alt facllity staff were
was to prevent the resident's unsupervised exit re-educated oni dentifying residents with
and to plan the resident's safety and well belng ) ng ) "
within the facility. The procedure included that increased wande(Ing tlnehavmfs & notificatlon of
any change in behav[oﬂwandeﬁng of aone fimae their SUpel'VlSOI', jocation of the wander boards
attempt to leave the facility unsupervised should to be used to identify reslgents who have
trigger a NEW wander risk assessment for the previously been identified with increased risk of
resident The faclity would implement a wandering, operation of the exit doors alarm
wanderlng board of identified potenisaiwanderers system, what steps to take in the event the exit
per the assessment. Resident pictures would be doo d' . X 1» which includ
placed upon the board and tocated for staff oor goes nOt OPEFS e properly which incude
awareness, Preventative interventions would be imrmediate notification of Maintenance
implemented. Department & constant supervision of the door
until deemed safe by Maintenance Director,
A racord review revealed the faciiity admitied definition of 1:1 monitoring Interventions,
Resident #1 on 07/11/12 with diagnoses 10 : importance of foflowing each resident’s
FORM CMS-2567{02-58} Previous Verslons Obsoieta Event 1D:HHOXH Faciity 10 100488 If continuation sheet Paga 16.0f 26
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individualized care planned Interventions per the

F 323 | Continued From page 16 F 323| care gulde for safety. This education will be
ificlude Alzheimer's Disease, Defirium, provided by the staff Facilitator to all newly
Depressive Disorder, Anxiety. Difficulty Walking. hired staff during the orientatlon process.

and Lack of Coordination. A review of the nursing
admission assessment, dated 07/11112, revealad progress Notes for each resident are belng
the facility assessed the resident upon admission oviewed daily, Mon day - Eriday by 2 member of

to be confused and disprianted to person, place,
and time. A review of the "At Risk Wandering

Assessment,” completed 07/ 14/42, revealed the
resident required a wanderguard alarm bracalet,

the administrative staff which inciudes Unit
Coordinators, staff Facilitator, Treatment Nurse,
Q! Nurse, Safety Nutse, MDS Nurses, DON, &

wheelchair alarm, and bed alarm due to Social Services. Progress Notes for Friday,
wandering and walking by himseliherself. A saturday & Sunday are belng reviewed on
review of the Care Plan, created o7i12/12, Monday. These reviews are to identify and
revealed to follow the Wandering Risk Potential ’

discuss any increased wa ndering pehaviors and .

Protocol. An interview with LPN #8, on 08/06/12
at 4:30 PM, rovealed staff have access to the
Care Plan, via the computer, once created.

o ensure interventions have peen initiated to
provide adequate supervision to prevent
accidents, Any resident that s placed on

lf-\rleview offthe nurse's notes reveated the increased supervision is reviewed by the
ollowing in ormation: " .

Administrative staff, which includes
7/12/12 at 10:52 AM-ihe facili moved Resid
o7/ facilty sident Administrator Unit Coordlnators, Staff

#4 in a room closer fo the nurse's station due to
the resident's pehaviors and risk for falls,
07/12/12 at 2:48 Ph-the resident was very

Fac\litator,Treatment Nurse, Qf Nurse, Safety
Nurse, MDS Nurses, OON & Soclal Services each

confused and uncooperative, making multiple mortning for need of matntaining the increased
attempts to get up from the wheelchair with supervision of initiating other interventions for
disregard to instruction and safety. The resident’s safety.

assessment revealed the resident was at high

risk for falls and exhibited combative behaviot The results of these audits witt be reviewed with
toward the stafl _ the DON & Administrator weekly in the Q!

07112112 at 5:56 PM- the resident was extremely
confused requiring one to one supervision for
safety. o732 at 715 AM- staff sesponded to
the resident's bed atarm and he/she was found

Committee meeting that ls composed of the
DON, Administrater, staff Facilitator, Unit
Coordinators, MDS Nurse, Safety Nurse, Social

peside the bed wilh toothpaste on his/her hands, Worker, & Treatment Nurse with further

legs, arms, and feet. corrective action taken as neaded. Results and

?:);11:;‘; lf\:r:c: l;ofgtf'\.m-the resident was unable to trends of audits will be reviewed In the monthly
Executive Ql meeting consisting of the

07/13/12 at 2:05 PM-the resident required one to

| SRS
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one supervision for safety. Administrator, DON, Qi Nurse, Safety Nurse,
ozl 13";3 zt 6;f1tiM‘th?d""h$e|°S‘?" e;larm :l?!st Medical Director, Social Services, Unit
emoved due to the ent's ability fo ambuiate I
iviﬁoa stea dfr gait fes s fytoa Coordinators, Activity Director, plus any other
person deemed appropriate by the

An interview with Registered Nurse (RN) #2, on Administrator present.

07/20/12 at 9:30 AM, revealed she worked on
night shift with Resident #1 and staff were
providing constant supervision for the resident .

even though the resident was not “technically” on 5/ /7
one to one supervision. She felt the resident Q_‘
needed one to one supervision because tha
resident was not able to understand the danger of
going into certain areas of the facility. The
resident wandered into other residents’ rooms,
was a falt risk, and was combaiive at imes.

Completion Date: 8/19/12

An interview with RN #4, on 07120112 at 10:50
AM, revealed she did not feel Resident #1 was
safe to walk by hmselffherself. She revealed the
rasident voiced many times he/sha did not tike it
at ihe facility and wanted to go home. She
revealed the resident required one to ene
suparvision, on 0712112 at 5:56 PM, and it was
provided throughout her shift (7:00 AM-3:00 PM}.

An Interview with Licensed Practical Nurse (LPN)
#3, on O7/19M12 at 5:50 PM, revealed Resident #1
was very confused and required frequent
redirection. She revealed she witnessed the
resident attempt to exit the door on 200 hall "a
couple of imes” since tha resident's admission;
howevaer, the atarm sounded and the resident
was redirected.

An interview with Certified Nurse Alde {CNA) #7,
on 07/20/12 at 2:00 PM, revealed she worked
with Resident #1 the night of 07112112. She

I
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revealed the resident made frequent statements
of needing to go home 1o see his/her family.

An interview with LPN #2, on 07/1912 at 4:45
PM, ravealed she removed the resident's chair
atarm because the resident continually atlempted
to ambulate without assistance and the resident
had a steady gait. She fnquired about one to one
supervision with the resident, but was told it was
not possible {exceptin extreme cases). She
indicated she felt the resident needed one to one
supervision for safety.

An interview with a visitor, an 07119412 at 3.00
PM, revealed that on 07/13M12 between 8:30 PM
and 9:00 FM, she witnessed 2 resident axit the
facllity using doof #3. The resident sttempted to
enter the visitor's vehicle and other vahicles in
the front parking lot. The visitor then entared the
facility and reported the incident to Dietary Staff.

An interview with Dietary Alde #2, on o7/19/12 at
2:16 PM, ravealed she was in the kitchen when
the incident was reporled by the visitor. She
verified it was Resident #1 atthe end of the
parking lot attempling to enter the facility van.

An observalion of the fagility's front parking fot, on
07/20112 at 8:50 AM, revealed the facility van
parking spot was approximakely 60 faet from door

#3. The parking spot was approximately g0 feet
from a major highway.

An interview with the Director of Nursing {DON),
on 07/20/12 at 12:25 P, revealed she was
aware that the activity staff was providing one fo
one suparvised activities for the resident during
the day; however, she was not aware the residant

| I
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voiced wanting to leave the facility, wandered into
other residents’ rooms, or madse attempts to exit
the buiiding prior to 0771 3/12. She stated that it
she had been made aware, she would have
placed the resident on increased supervision.
She revealed staff was expected to report these
behaviors. :

Interviews with Dietery Aide #2, #3, and #4, on
07/49/12 at 2:15 PM, 2:30 PM, and 2:45 PM,
respectively, revealed they were in the Kitchen
when the visitor made the report; however, did
not haet an alanm sound from door #3 {pecide the
kitchen}.

An interview with the Maintenance Director, on
07/20742 at B:15 AM, revealed he was made
aware of the malfunction with door #3 at
approximately 9:00 PM on 07/1312. He
inspected the door at approximately 9:10 PM.
The panel indicated the door was locked;
howaver, the door opened freely and the audible
atarm was not working. The keypad was reset
and the door was functioning properly. He was
not sura what happened, but indicated a "refay” in
the panel could have been "stuck.” He revealed
the door was checked periodicalty over the
weekend, on 07/14/12 and 07115112, until the
panel was replaced on 07/16/12 by an oulside
vendor. He revealed he did not inservice staff on
0711312 to ensure the door was monhitored over
the weekend, as he only chacked the equipment
ot that time. He indicated it was a possibiiity the
door could matfunction again. He validated the
door was not constantly monitored prior to
replacing the panet on 0716412. He further
revealed door #3 did not work with the
wandarguard system. Thers were only 2 outof 13

F 323
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wanderguard
wanderguard

equipped with

and on 07720/

at 4056 PM, &4

elopement by

Resident #1's

LPN #1, CNA

pane! that would alarm

door; however, he detailed door #3 was not

Interviews with RN #1,
(CMAY}##1, CNA#1,
o7/19M12 at 4:00 PM, 4:05 PM, 4:20 PM, 4:25 P,

ravealed they were not aware Resident #1
eloped from the Building on
not Informed to increass supervision of the oxit
doors. Interviews with
RN #2, LPN #4, RN #3, and RN #4, on 071912

at 9:30 AM, 10:00 AM, 10:30 AM, and 10:50 AM,
respectively, revealed they were unaware that all
axit doors were not equipped with the
wanderguard system.

A review of the Wander
updated 07/18/12, revealed thare were 25
residents identifiad by the facility as @ wander
nsk. A documented assessment of all residents,
dated 07/14/12, was completed after the

documentation rovealed

the policy until Q7/14/42 the day efter Resident
#1's elopement. interviaws with RN #1, CNA#,

PM, 4:25 PM and on
respectively, revealed they were not familiar with
Resident #1. An interview with tne DON, on
07/20/12 at 12:26 PM and 07724/12 al 3:30 PM,

syslem was a more ssophisticated”

when a resident wearing a
bracelet became {00 close to the
this syslem.

Certified Medication Alde
LPN #1, and CNA#2, on

12 at 11:05 AM, respectively,
07/13112 and were
CMA BT, LPN#2, LPN #3,

45 PM, 5:50 PM, and on 07/20112

Board Information,

the facility. The facillty's

the faciiity did not have

picture on the wandering board, pet

07/19/12 at 4:00 PM, 4:20
07/20/12 at 1105 AM,

#2 on
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exit doors that were equipped with the
wanderguard system. He revealed the
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residents on different units.

An interview with the DON, on 072012 at 12:25
P, revealed one to One Supervision wes initiated
for Resident #1 after the elopement on 071312,
however, she thought the door was fully repaired
py Maintenance and did not initiate increased
supervision of gther residents.

An interview with the Administrator, on 07/20/12
at 1:05 PM, revealed the door was repaired by
Maintenance after the elopement on o7i3M2 |
was monitored at least three times a day over the
weekend and replaced on o7/16/12. He revealed
it was his decision to replace the panei due to the
possibitty it would malfunction agaln; however, he
did not feel it was necassary to constantly moniter
the door over the weekend. He further revealed
staff should have been aware of the wanderguard
system as they were {rained in ofigntation and
annualy.

The state agency varified the following action
taken by the facility to remove the Immediate
Jeopardy as of 0t

4. Areview of the facility's documentation
revealed alf residents in the faclility weie
re-assassed by RN #7, an 07714112, for any
indication of new oF increasad behavior of
wandering. No new residents were identified at
that time with new of increased behaviors. The
documentation indicated Resident #1 did not
have a picture on the \Wander Board, per the
policy; however, there was nho concein with the
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revealed the Activity Director was responsible for
updating the pictures on the Wander Board. She
admitted staff should be more familiar with
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Wander Board during the abbreviated survey.

2. On 07/16/12, the exit panet on door #3 was
roplaced by an outside vendor.

3. On 0719112, a new At Risk Wandering
Assessment was completed by Administrative
Staff, including Minimum Data Set (MDS} Nurses,
Unit Coordinators, Quality lmprovement (Ql)
Nurse, Treatment Nurse, Staff Facilitator, and
DON, on all residents to identify if any other
residents wera exhibiting an increased risk of
wandering/elopement. The care plans/care
guides were updated to reflect individualized
interventions to plan for the resident's safety and
well being within the facllity and prevent the
resident’s unsupervised exit,

4. Review of the inservice documentation
verified al! staff were trained on 07/19/12 by the
Staff Facifitater on alerling the nurse if they
idantify wandering or exit seeking behaviors in
any resident go further assessment can be
complated. All staff members were trained on the
location of the Wandering Boards, how the exit
doors operate and which doors have the
wanderguard system, and what steps to take In
the event the doors did not operate properly
which would Includs assigning 2 staff member to
monitor the door and to immediately alert the
Maintenance Depariment. Newly hired employees
woulld receive tha training during orientation and
prior to the next scheduted shift (if currently on
vacation), Interviews with RN #7, CNA#A, LPN
#8, CNA #9, Housekeeping, Dietary Aide #3, and
the Maintenance Director on 07/23/12 at 1:55
PM, 2:20 PM, 2:15 PM, 2:40 PM, 2:50 PM, 3:00
PM, and on D7/24/12 at 4:00 PM, respactively,
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revealed all these staff attended the training and
validated an understanding of the Wander
Boards, exit doors, wander guard system, what to
do if a door maifunctions, and reporting exit
seeking hehaviors.

5 Review of the inservice documentation
varified all licensed staff were trained, on
07/19/12, by the Staft Fadititator with pictures of
residents who have wander guard bracelets in
place that allowed staff to be aware of residents
who have increased wandering behaviars, steps
to take in the avent of a new wandering behavior
being identified or an increase in wandering
behavior which can include immediately placing
the resident on ons to ons supervision and
notification of the On-Call Nurse, DON, andfor
Administrater for further insteuctions. Interviews
with RN #7, RN #5, LPN #7, RN #3, LPN #9, LPN
#8 and DON on 07/23/12 at 1:55 PM, 2:00 PM,
2:15 PM, 2:30 PM, 2:45 PM, 2:50 PM and 330
PM, respectively, revealed they attended the
{raining and validated their understanding of the
information.

8. Interview with the Maintenance Director, on
07124112 at 4:00 PM, revealed all axit doors to
include door #3 were monitored daily utilizing a
Quality improvement (Qt) tool to ensure
appropriate function. The Administrator would ba
immediately notified of any cancerns with the
door funciioning and action would be taken to
resolve the issue. Documentation was verified of
daily monitoring since 07/13/12,

7. Daily chart audits would be completed
Monday through Friday by the Administrative
Staff, inciuding the Treatment Nurse, Qf Nurse,
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Safety Nurse, MDS Nurses, Unit Coordinators,
Staff Facilitator, and Sociat Workers, to read the
nurse prograss notes to identify any residents
who may begin exhibiting increased wandering
hehaviors for who additiona! interventions may be
necessary. On Monday moming the charis would
be audited for progress notes over the weekend
to ensure compliance. Documentation was
verified of the daily chari audits stariing on
o7/20M12. :

8. The Ql nurse would conduct a weekiy QI
audit utilizing a Q1 foo! {o ensure that all residents
identified ai sisk for wandering, per lhe facifity's At
Risk Wandering Assessmeont have interventions
in place to ptan for the resident’s safety and well
being in the facility and prevent the resident's
unsupervised exit. Any concarns would be -
addressed with the DON and/or Administrator. :

The resulls of these audits would be reviewed by
the DON and Administrator in the weekly Q!
Commitiee meeting. An interview with the Qi
nurse, on 07724112 at 4:05 PM, revealed the first
care plan/At Risk Wander Assessment review
was completed on 07/18/12 and reviewed on
07/20/12. Documentation was verified of the
review on 07/20/12. The first weekly Ql meeting
would be 07/27/12.

Based on the above interviews and record
reviews, it was determined the immediate
Jeopardy was removed, effective 07/21/12, with
the scope and severnty fowered to a "D."

FORK, CMS-2557{02-99) Previols Worslans Obsolee Event 10: HHOX{1 Facilty ID: $00498 if continuation sheet Page 25 0f 25




