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¥
5 ‘ o o ! The following constitutes Lexington
. An Abbreviated Survey, investigating compiaints _ i Country Place’s plan of correction for

| KY00022051 and KY00022111, was initiated on |
06/18/14 and concluded on 0B/22/14, )

{ KY00022061 was unsubstantiated with no i
deficiencies cited. KY 00022111 was

j substanitiated with a related defisiency cited, |

' Immediate Jeopardy (1J) and Substandard Quality

i of Care was determined o exist on 08/08/14

{through 08711714 at CFR 483 25 Quality of Care,

i F-323, at a Scope and Severity of a "J". |

The Iacility assessed Resident #1 to have i
i wandering and exit seeking behaviors, On !
" 08/08/14 at approximalely 5:45 PM, Resident #4
f pushed open the fire exit door on the Magnolia !
Unit setting off the alarm and went through the
door onta the small concrete parch area. Staff
| responded fo the alarm and Resident #1 was
. returned to the Magnolia Unit day area and
i placed on fifteen (1 5) minute checks. Howaver,
" staff was not aware they needed to have Security |
| Staff come and re-set the fire exit door and :
' ensure the alarms were functioning appropriately. |
: Between 7.45 PM and 8:60 PM on 08/08/14, )
| Resident #1 eloped from the facility without stafrs _i
kmowledge through the unsecured firs exit door '
; on the Magnolia Unit. Resident #1 was found by
" the Secial Services Director (S5D) at :
| approximately 8;15 PM lying on the sidewaiy |
t approximately saven (7) feet from a busy city
 foad, with skin tears to the left forearm and right
| knee. .

j 1t was determined the facility had completed a)t
| corrective action prior to the State Survey Agency

initiating the investigation on 08/19¢14, thus '
! resuiting in the determination of Past Immediate

the deficiencies tited and will serye as

the facility’s credible allegation that

substantial compliance will ba achieved

by 10/15/2014. The Submission of this

2 plan of correction is not an admission

i on the part of the facility necessariy
agrees with the accuracy of the

! surveyor's findings. Rather, itis being

i submitted as required by law,

]
|
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. i
LABORATORY DIRECTOR'S OR PROVIDER/SUPRPLIER REP EWAM'B SIGNATURE TITLE
Any defieiancy statement ending with an astarisk () denoles a deficiency which the institutior; may be excused framicorrecting providing t s detarmined that
“her safeguards provide sufficient protection to the patlents, (See Ins}rualons,} Evtj.ept for nursing hores, the findings stated above ane uixlgable 90 days
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| Jeopardy.

| However, after Supervisary review the

" Abbreviated Survey was re-opened on 9/11/14

; @nd concluded with a new exit date of 09/18/14.

: Ongoing Immediate Jeopardy was identified on
09/12/14 and was determined to exist on

| 08/08/14, in the areas of CFR 483,20 Resident .

- Assessment, F-280 Care Plan Revision F-282 i

. Care Plan tmplementation and GFR 483.25

! Quality of Care, F323, at a Scope and Severity of
a "J". Substandard Quality of Care (SQC) was

| identified at 42 CFR 483.25 Quality of Care. The
facility was notified of the ongoing immediate

| Jeopardy on 09/12/14.

: The facility provided an acceplable Credible

i Allegation of Compliance (AGC) an 09/16/14 with
_the facllity alleging remova! of the immediale

| Jeopardy on 09/16/14. The Immediate Jeopardy :
* was verified to be removed on 09/16/14 with

' remaining non-compliance in the areas of 42

! CFR 483.20 Resident Assassment, F-280 and |
. F~282 and 42 CFR 483.25 Quality of Care .
{ (F-323) at a Scope and Severily of a "D" while the

' facility develops and implements a Plan of

| Comaction (PQC), and the facility's Quality

* Assurance monitors the effectiveness of the :
i systemic changes,

In addition, deficient practice was identified during ‘
i ihe Abbreviated Survey at 42 CFR 483.75
i Laboratory Services, F-502. i
F 280, 483.20(d)(3), 483.10(k)(2) RIGHT TO !
s8=1| PARTICIPATE PLANNING CARE-REVISE CP

|
j The resident has the right, unless adjudged :
{ incompetent or otherwise found to be f

% What corrective action will be
accomplished for those residents

. found ta have been affected by the

| deficlent practice?

} Resident #1 was placed on one on one
(1:1} supervision by the Director of
Nursing (DON} on 09/12/2014, Care
plan was reviewed by the

§ Interdisciplinary Team, consisting of the
. DON, Unit Coordinator, Social Services
_ & MDS Nurse & revised at this time to
! reflect new interventions to the

; identified problem, goals &

_' interventions for direct care staff to

! implement when resident exhibits

: increased wandering/exit seeking

- behavior,

I
' How will the facility identify other

1 residents having the potential to be
i affected by the same deficlent
| practice?

F 28¢. The nursing staff will complete the
| Wandering/Elopement Risk Review Tool
on the date of admission, quarterly and
as needed,
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F 280: On 09/05/14 there were a total of

F 280| Continued From page 2
incapacitated under the laws of the State, to
| participate in pianning care and traatmesnt or
! charnges in care and treatment.

| A comprehensiva care plan must be developed

“within 7 days after the completion of the
| comprehensive assessment; prepared by an

! imerdisciplinary team, that includes the attending
physician, a registered nurse with respansibility

for the resident, and ofher appropriate staff in

disciplines as determined by the resident’s needs,
| and, to the extent practicable, the participation of |
! tha resident, the resident's family or the resident’s

legal representative, and perodically reviewed

] and revised by a2 ieam of qualified persons after

. éach assessment.

] This REQUIREMENT s not met as evidenced

Basad on interview, record revisw and review of
l the facility's policy, it was determined the facility

failed {0 have an effective system in place to
‘ ensure residents' Comprehensive Care Plans
" were reviewed and revised to impiemant

#1) who was assessed at risk for wandering
and/or exit seeking behaviors,

i The facllity assessed Resident #1 to have
wandering and exit seeking behaviors. On

: open the fire exit doar an the Magnolia Unit

interventions to provide adequate supervision for
ane (1) of ten (10) sampled residents (Resident

08/08/14, Resident #1 was agitated and exhibited
i increased wandering and =xit seeking behavior.
i At approximalely 5:45 PM, Resident #1 pushed

§

1

; thirteen (13) residents identified with

1
1
!

increased wandering risk behaviors
based on the Wandering/Elopement
Review Form. The IDT reviewed the list
on 09/15/2014 to re-evaluate current
interventions, problems and goals
related to wandering and behavior
episades, These care plans were
updated with changes to the identified
problem, goals and interventions far
direct care staff to implement when
residents exhibit increased wandering
behaviors.
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F 280! Continued From page 3

, Sefting off the alarm and went through the door

| onto the smali concrets porch area. Staff
responded to the alarm and Resident #1 was
refurned to the Magnoila Unit day area and

i placed on fifteen {15) minute checks. MHowever,
staff was not aware they needed to have Securnity

| Staff come and re-set the fire exit door and

i ensure the alarms were functioning appropriately.

; Between 7:45 PM and 8:00 PM on 08/06/14,

knowledge through ths uhsecured five exit door
| on the Magnolia Unit. Resident #1 was found by
| the Social Services Director (SSD) at
_approximately 8:15 PM lying on the sldswalk
| approximately seven (7) feet fram a busy city
! road, with skin tears to the left forearm and right
knee

I In addition, interviews revealed Resident #1 had

; increased behaviors of wandating, exit seeking,

I and agitation on the days the resident's daughter
did not visit. However, the facility failed o revise

; the resident’s care plan to address these

’ behaviors to ensure the resident remained safe.

_{Refer to F-323}

I The facility's failure to have an effective system in

] place to ensure residents' Comprehensive Care

i Plans were raviewed and revised {o implement

" interventions 1o provide adequate supetvision
was [ikely lo cause serious injury, harm,

{ impairment or death (o a resident, tmmediate
Jeopardy was identified on 09/12/14 and was

i determined to exist on 08/08/14.

§

. An acceptable credible Allegation of Compliance
| (AQG) was received on 09/16/14 which alleged
}removai of the Immediate Jeopardy on 09/16/14.
i The Immediats Jeopardy was verified to be

i
| i

What measures will be put into place
: or systemic changes made to ensure
that the deficient practice will not

1
1
' recur?

Re~education was/will be conducted for
. licensed nursing staff on 10/9/14 -
' 10/13/14 by the DON, MDS Nurse, &
Staff Development Coordinator an the
' facility’s policy titled “Process for Plan
of Care Development and

1
i
H ]
: 4

DERCIENCY)

Ongoaing monitoring including a dally

F 280 Quality Assurance Performance
Improvement Review (QAPI) which is a
review of Nurse’s Notes, Care Plans and
| any new Physician’s Orders for any
resident Identified with increase
wandering ar elopement behaviors,
including Resident #1. This audit will be
Resident #1 eloped from the facility without staff's | i conducted daily including weekends on
. an audit tool by the DON, UC and/or
House Supervisors to identify any new

{ elopement attempts and to monitor

. that staff was documenting Care Plan

i Interventions for incr-ased yehaviors of
anxiety or agit7. . a1 ‘crthe

. effective iess ui these interventions.

i
1
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remaved on 09/16/14 with remaining
| ion-compliance in the area of 42 CFR 483.20
' Resident Assessment (F.280) at a Scope and ' .
Severity of a "D" while the facility develops and | ;
' implements a Plan of Carrection {POC), and the
 Tacility’s Quality Assurance monitars the
j effectiveness of the systemic changes to ensure
 residents’ Comprehensive Care Plans are i ;
 reviewed and revised to implement interventions t atthis time that in the event any
 to provide adequate supervision of residents, ; i resident begins to experience increased

" wandering/exit seeking behaviors, the
' DON and/or Administrator are to pe
notified. Guidance an implementing
the resident’s individualized care

{  Communication®. This re-education
included a review of the need for the
licensed nurse to update the resident’s
care plan as resident needs change.
Licensed nurses wera also re-educated

| The findings include; E

i Review of the faciiity‘s policy tited, "Resident . _
Safety Program: Wandering and Elopement", i
 revised 10/31/07, revealed Policy's purpose for '
* provision of a system to identify residents at risk ! lann ot .
for "unsafe wandering and elopement”, The i | planned interventians will be provided

i Policy stated if a resident was determined to be at, ; as indicated. The Care Plan will be
risk for wandering potentialty Isading to : { reviewed and update i
j elopement, an individualized care plan was to be i . pdated as indicated at
: that time by the licensed nurse, under

' immediately implemented and reviewed with staff | i

1o ensure the resident’s safety. Per the Policy the . the direction of the DON, to ensure 3
; care plan was to include inferventions to minimize | | continued safe environment 2
| adequate supervision.

the potential for resident elopement, and the !
| frequency and responsibility for manitoring the i i
 resident's location in the facility would be ! :

: Identified In the care plan. Further review of the i

| Policy revealed if a resident was missing the care ;
plan was to be updated. i
{

i
I Review of the facility's policy titled, "Process for '
Plan of Care Development and Communication®
{ dated 07/01/10, reveated the facility should follow |
a care planning process to ensure timely
; development and updating of residents' care i
' plans. The Policy revealed the Registered Nurse .
: (RN) was rasponsible to review all aspects of ]
| residents' care plans, Per the Palicy, the care

A copy of this policy has been placed in
the new hira training packets. Newly
hired licensed nurses will continue to
receive this information & education
during the orientation process,

{
1
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= ! Re-education was conducted by the

plan was to be viewed as a "work in prograss” |
. and changes made ta it as residents' needs 1 : DON on 9/12/14 & 10/9/14 - 10/13/14

'changed. Per the Policy, the direct care nurse ’ for direct care nursing staff that
was to updata residents’ care plans as resident's " includes AN, LPNs & SRNAs. This re
/] + '

* needs changed, wilh a note made in the : :
Interdisciplinary Notes of the resident's madical education included instructions that in
the event a door alarm is triggered, a

| record. i |
' staff member is to be stationed at the

Record review revealed the facility admitted i
doorway until Security is notified & the
alarm is returned to normal operation

' Resident #1's on 01/26/12, with diagnoses which -
inciuded Anxiety, Dementia and Alzheimer's | |
& a sign remains on each exit door
stating “If alarms sound you must call

i Diseasa. Review of the 06/24/14 Annual ! i
Minimum Dala Set (MDS) Assessment, revealed | ;
the facility assessed Resident #1 to be severely | i

| cognitively impaired, Review of the ; :

' Wandering/Elopement Risk Review Tool, dated | | security to reset.”

i 06/24/14 revealed the facility assessed Rasident

i #1 as atrisk for elopement. Raview of Resident
#1's Comprehensive Care Plan (CCP}, dated
| 05/11/12, revealed Resident #1 was care planned
for the risk for wandering/exit saeking behavior,
mainly at night with interventions which inciuded

| offering snacks of choice and trying to redirect to

{ other aclivities, offering to call the resident’s {

; family when behaviors escalated, offering i
reassurance hic/her family would come fo visit, |
soathing the resident by talking to himiher about |
his/er "kids" and observing the resident for exit

| seeking behaviors. {

;
i

: Review of the faciity's "Sell-Reparted incident |
' Form, & Day Follow Up/Final Report” form, dated !

* 08/13/14, revesled on 08/08/14 an attempl to i
; elope from the facility was made by Resident#1 ¢
| through the Magnolia Unil fire exit door. Raview
' revealed Resident #1 sucecessiully apened the

, door and stepped outside the deor onto the small
 porch area. Per the Form, Resident #1 was hard |

‘ to re-direct, was taken for a walk outside sround |

H

1
|

A bulleted point sheet containing this
education has been developed by the
DON & placed in tha new hire packets
for ongoing training for all newly hired
employees.

I
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F 280 Continued From page & | F280, How will the facility monitor its

! the facility and returned to the Magnolia Unit
where hefshe was given a spack. The Form !
| revealed Resident #* continued 1o be "agitated™ |
and wanderad 1o another unit and brought back .
i to the Magnolia Unit where he/she resided. Per E
! the Form, at approximately 8:00 PM, Rasident #1
was missing and RN #1 searchad the Magnolia
{ Unit and other units, but was urable to locate the !
resident. According to the Form, at .
approximately 8:15 M, Rasident #1 was !
| obsarved lying on the sidewalk outside the facility
with skin tears to histher left forearm and right {
| knee.

| Interview with Resldent #1's daughter and Power :

i of Attomey (POA} on 09/12/14 at 16:28 AM and

“on 09/17/14 a1 6:35 PM, revealed she did not visit |

| the resident on Tuesdays and Fridays and an ;

i those days Resident #1 didn't do "very well at all* |
and tried to go home “canstantly”. Par interview, '
she was notified, on 08/08/14, Resident #1 I
successfully eloped from the facility without staff |
knowledge, and was found outside on the
sidewalk. She stated this was one (1) of the days ]

. she didn't visit Resident #1. Per interview,

| sometimes on the days she didn't visit, staff !

" would call her and let the resident talk to her :

i which calmed calmed the resident down.

| However, she did not receive a call on 08/08/14 !
prior {o the alopement. Resldent #1's '

| daughter/POA was concemed with Resident #1's

! successiul elopement on 08/08/14, and wondered :

. what would have happened had the resident

| made in onlo the busy road near where he/she

" was found.

! Intarview, on 09/11/14 at 11:09 AM and an
C06/12/14 at 7.17 PM, with RN #1 revealed
| Resident #1's behaviors wers worse on days

i

perfarmance to ensure solutlons are
sustained?

The Unit Coordinators will complete a
dally review Monday ~ Friday of the
Nurse's Note documentation, Physician
Orders and current Care Plan far
resident’s identified at risk for
wandering and/or exit seeking
behaviors, based an the facility’s
Wandering/Elopement Risk Review
Tool. The Nurses Notes will be
compared to the new Physician Orders
and current Ptan of Care to ensure that
the care plan has heen revised by the
licensed nurse as indicated related to
wandering or exit seeking behaviors to
provide adequate supervision. Medical
Records will copy the orders from the
Friday, Saturday and Sunday on
Monday morning for review by the
UCs/DON. Medical Records will copy
the previous days Physicians Orders
Maonday-Friday.
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F 280; Continued From page 7 ' R, The House Supervisor will compare the
histher daughter did not visit, and on Friday i ¢ Nurses Notes, Physician Orders and
i 08/08/14, a day the resident’s daughter didn't i i current Care Plan on the weekends to
visit, Resident #1 was distressed, very anxious, ;
and more agitated, Per Inlerview, on ihe days | { ensure Licensed Nurses have updated
f Resident #1's daughter did not visit it was “usually i the care plan as indicated. The House
1 harder” to care for Resident #1. i " supervisor utilizes the Dally QAPI Chart
i i .
' Interview with State Registered Nursing Assistant ; i Review Tool {Attachment 1) to review
! {SRNA) #4 on 09/11/14 at 5:45 PM, reveated on ! . orders written on Saturday and Sunday.
, a8ys hisiher deughter did not visit the resident ) !
was "worse", wandering “a lot* more, “hard fo | ' The orders ara no:: copied at this time
keep an eye on" and trying to gat out the doare, | | but House Supervisor goes to each unit
i i :  reviewing them. The DON, Unit
| Interview, on 0511114 at 14:40 AM, with Licensed | i ¢
Practical Nurse (LPN) #5 revealed she knew on : | Coordinator, MDS Nurse, and/or House
l’ the gays Resident #1's daughter did not }u‘slt the | ~ Supervisor will use these copies to
resident’s behaviors were worse, and he/she was | | -
"MOra anxious. : I conduct a daily audit raview Monday
! . Friday to ensure that the care plan has
Interview, on 00/11/14 at 11:45 AM, with LPN #3 | | been updated as Indicated to reflect
. fevealed on Tuesdays and Fridays when the f : —
! resident's daughter didn't visit hismer behaviors {  these new physician’s arders for
- were "worse”, usually more confused and ' ' .
; wandered more, and staff had to keep a closer ] residf.-nts, Including tho_se ide_ntlfsed-
i eye on the resident. ; with increased wandering/exit seeking
| Intervie 09/11/14 at 4:15 PM, with LPN 26 ; | Dehaviors, to identify tha these
n w, on at 4. , wi - -
| revealed she was very famillar with Resident #1 | | residents have had care plan revisions
" and knaw when his/her daughter didn't visit the ; i made, if indicated, to provide adequate
resident experienced increased wandering, ; :
| agitation and would be sear ching for "people” ke i .. supervision Fo addreSf mcrease'd need
i hisfher "kids™ ; } for supervision. Any discrepancies or
. ) i ! Identified concerns will be addressed at
l Interview, on 09711714 at 8:45 PM, with RN ! i hat time & th
 #4/House Supervisor revealed she knew on ;  thattime & documented on the Q
, Tuesdays and Fridays when Resident #1's i ! audit toof (Attachment 1) and
| daughter did not visit he/she became “really : .
! agitated", and roamed about much “woree*on - g addressed on Qi audit tool {Attachment
those days. She stated on those days Resident ! C2)
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| : '
Copies of these completed audit tools

F 280! Conti F = :
; Gontinued Fram page 8 I 280; will be forwarded to the pon weekly &

#1 needed "increased supervision”, ' :
i ; 8 summary of findings will be discussed

|
* Howevar, racord review revealed no dotumented , i ina .
; evidence Resident #1's care plan interventions : | weekly Ql Committee meeting,
| ware revised to address the resident's increased i ] consisting of but not limited to, the
behaviors of exit seeking on days the residents | | Administrater, DON, Social Worker,
i MDS Nurse & Unijt Coordinators with

% daughtar did nof visit.
1
, Interview, on 09/12/14 at 5:17 PM and 5:37 PM, ; additional corrective action taken as
I with MOS #1 and MDS #2 revealed MDS #1 was | indicated
responsibie for Residant #1 MDS Assessments N )

i and care plans, MDS #2 stated the MDS nurses i Th .
! were “constantly updating” residents’ care plans, i £se audit tools & any accampanying

and the nurses and Unit Coordinators could also : : corrective actions witl be re i
| update the care plans. MDS #1 staled she was i ; e ——— viewed m
aware Resident #1 had behaviors of exit seeking. i ¥ Interdisciplinary QAP
| wandering, getting confused, “cafling" out for i | meeting, which includes, but is -
 family, and stated staff had reported Resident 1 : i limited to, the Administrator, o

, Was "warse" on days hisfhar daughter didn't visit , )

f with increased wandering and agitation, but she | | Medical Directar, Consulting
had not witnessed these behaviors. According to Pharmacis :

j MDS #1, she had heard staff say "that for quite | ; C i b, Medical Records

l awhile”, hawever, without witnessing this herself 1 | onsultant, RD, Social Services, Unit

she would not know if the resident required : Coordinators, & Wound Nurse, to

incressed supervision on thase days. MDS #1 i i ensure effectiveness of the system &

stated she guessed increased supervision on the
days Resident #1's daughter didn't visit might further corrective action wil be taken

have been an appropriate intervention; however, ! : as indicated,

! the care plan was not revised to Include The facily .
increased supervision. MDS #2 and MDS #1 | ; “My will compare residents’ care
stated also, if & resident had experionced an : ! plans to observations made on a dally

: elopement attempt previously the care plan |
 should have been revised to include more |
frequent monitoring than every fikeen (15) minute

checks, such as one on one (1:1) supervision. i
The MDS Nursas stated Resident #1's care plan |
should have been updated and revised on !
08/08/14 for increased suparvision after the first i
elopement atterpt, and to address tha increased |

FORM CMS-2567(02-89) Previous Versions Otsolae Event I0:LEU311 Faciitty 1D- y00527
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i behaviors on days histher daughter didn't visit
I
Interview, on 09/11/14 at 10:10 AM and on
{ 09/12/14 at 7:42 PM, wih the Director of Nursing
{ (DON) revealed on 08/08/14 after Resident #1's _
elopement his/her care plan would not have been |
| revised if staff feft it met the resident's needs, but i
i Stated in looking back it shouid have been revisad
with increased supervision aiter the first ;
1 elopement attempt. She stated she was not
| aware of Resident #1's increase behaviors when |
his/her daughter did not visit; however, indicated |
f the resident’s care pian should have hesn
+ updated to include this information, and if i
necessary for increased supervision of Resident °
#1 an those days. .

|
f
|

Interview, on 09/11/14 at 10;10 AM and on
08/12/14 at 8:42 PM, with the Administrator
revealed prior to 08/11/14, he had nof been aware !
on days Resident #1°'s daughter did not visi{ the
resident had increased behaviors, and indicated
the care plan could have been revised for
increased supervision on those days. The

i Administrator reported staff should revise
residents’ care plans anytime it was necessary,

The facility provided an acceptable, cradible
Allegation of Complianice (AOC) on 09/16/14,
which alleged removal of the Immediate Jeopardy ;
. (14), effective 09/16/14. Review of the AOC i
revealed the facility Implemented the following;

1. Resident #1 was placed on one on one (1:1) :
. Supervision by the Director of Nursing (DON) at
11:00 PM on 09/12/14. Ongoaing 1:1 assignment :
1 would be determined by the licensed nurse and
identified on tha daily stafing sheet. A slgn in log !
1 Was to be used to racord the time each assigned |

conducted Manday-Friday and with the
“Stop and Watch” documents that can
be found at each Nurses Station,

l Completion Date: October 22, 2014

i
|
i
I

i
H
i
i
i
:
H
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F 280, Continued From page 10 * F 280, :
staff member assumed responsibility for the ! |
resident for tracking purposes. !

3

]

2, The Wandering Risk Care Plan problem was

i updated on 05/12/14 at 11:00 PM by the DON for
Resident #1 to include increased 1:1 supervisian, |

; Resident #1's daughter was notified on 09/12/14

fat11:05 PM by the licensed nurse that the

' resident's care plan had been updated with this
information. The Advanced Practice Registered _ i

: Nurse (APRN) was made aware on 09/13/14 by | i
the licensed nurse of the nead to change the :

l resident's care plan. : !

i 3. Resldent #1 would remain on 1:1 supervision .
until Registered Nurses {RN's), Licensed ! '
Practical Nurses (LPN's) and State Registered |
Nurse Aides (SRNA's) had been re-educatad by ; i i
the DON and Staff Development Coordinator an |
: consistantly implementing the care planned
‘interventions to decrease risk of furthar
elopement events. Any RN, LPN, or SRNA not
j receiving this education by 09/15/14 would :
i receive the education prior ta working their next |
scheduled shiit 5 { !

i

§ 4. The Care Plan for Resident #1 was reviewad i

“on 08/15/14 by the Interdisciplinary Team which
i included the DON, Minimum Data Set (MDS) i
! Nurse, Social Wortker, Unit Coordinator, and i t
Therapy to re-evaluate current interventions '
: related to wandering and behavior episodes. .
| Resident #1 received showers on Tuesdays and | i
Fridays and this intervention was updated to : i ;
, refiect additionat showers as needed since . |
{ showers had been effective in the past to help | i
= |
i
H
i

: calm behaviors
i 5. Atotal of thirteen (13) additional residents f
FORM GIMS-2567(02.99) Previous Virslons Obsolefe Event IDLELIN Faciity 1D 102527 If continuation sheet Page 11 of 75
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F 280!

F ZEIOl Continued From page 11 .
! idertified with increased wandaring risk behaviors !
based un their most recent Woandering/Elopement |

i Review Form, were raviewed on 09/15/14 by the |
Interdisciplinary Team (IDT) that included the !

, DON, MDS Nurse, Social Worker (5W), Unit :
i Caordinator (UC), and Therapy to re-evaluate !
current interventions, problems and goals related

| to wandering and behavior episodes, These care |
' plans were updated with any changes to the }
, identified problem, goals and interventions for
. direct care staff to implement when residents !
, exhibit increased wandering behavior. :

i

'6. Staff aducation was Initiated by the DON on |

: 08/12/14 at 11:00 PM for direct care nursing staff,

I which included RN's, LPN's, and State !

" Ragistered Nursa Aides {SRNA's), in reference .

| to; Resident #1 must remain in visuaf contact of i

! the assigned staff member at all imes. This
education also included instructions that in the .

L event of any resident's attempt to exit fhe facllity

" they must immediately notify the DON or i

; Administrator and interventions must be initiated i

| per the resident’s individualized plan of cara to |
decraasa risk of another elopement attempt,

| This re-education aiso included infarmation tha in:
the event a door alarm was triggered, a staff '
member was {o be stationed at the doorway unlif

i security was nolified and the alarm returned to

} normal aperation. A sign had been placed on

" each exit door stating "if an alarm sounds you

i must call security to reset”, Staff members

j verbalized understanding of these instructions at

* the time of the education. Out of saventy-ning

 (79) full ime employess, sixty-five (65)would !
receive the above education by 09/15/14, Outof *

! eight (8) part time emplayees, four {(4) would

; receive the education by 09/15/14. Out of

i thirty-nine (39) as needed (pm) employees, !

FORM CMS-2587(02-80) Previcus Versions Qbaglets Evant ID: LEUIT
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twenly {20) would receive the above education by | |
09/15/14. This training would continue to ba L '
! provided by the DON, House Supervisor, UC's, - |
and Staff Development Coordinatar for RN's,
| LPN's, and SRNA's prior to their naxt scheduled
* stuft until all have besn educated on this i
; Information. A bulleted point sheet containing this |
 education was developed by the DON and placed .
in the new hire packats for ongolng training for all |
| newly hired employees. Lexington Country Place
* did not utitize agency staff, i .

|7, Ongoing menitoring included & daily Quality | ! ,
Assurance Perfarmance improvement {QAPY) ) _
 review of Nurse's Notes, Care Plans, and any |
new Physician's orders for any resident identified | '
; with increased wandering or elapement . i
' behaviors, including Resident #1. This audit i :
would be conducted and documented daily, : i
i including weekands, on an audit too| by the DON, ; ] :
UC, and/or House Supervisor to identify any new ! ;
| elopement attempts and to monitor that staff was } i
! documeanting care planned interventions for '
tncreased behaviors of anxiety or agitation and i
for the effectiveness of these interventions. Any i
" ssues identified in these audits would be l . :
| addressed as indlcaled, based on the direction of i ]
| the DON, i : '

i 8 The evening and night shift security siaff was
educated on parameters for testing the secondary |
red box alarms ("Stop” back up alarm) focated on !

{ the fire safety doors on 09/12/14 and 09/1314 by i '

! the Administrator. Thess instructions included to ; ] i
allaw the red box's audible alarms to sound for s J i '

{ minimum of fifteen (15) seconds when being ! ,

| testec to ensura they maintain a susiained i

. volume leve! within normal range. Instructions

i also Inciuded, in the event of a low or weak 3 :
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F 280; Continued From page 13

sounding alarm, a staff member was to be
| Stationed at the doorway until the Administrator

; 8larm was returned to normal operation. These

[ tests would be documented on the Doar
Inspection of three (3) times a day by Security

| and Maintenance Staff. A sign was placed on

' @ach exit door stating "if alarm sounds you must

; call security to reset”. Staff members verbalized

the educations.

; educated on the minimum fifteen {15) second

_next scheduled shifty by the Administrator or
| Director of Security and Transportation. Seven
*(7) of twelva (12) Maintenance and Security

 end of day on 09/15/14 and there was five (5)
, additional Security and Maintenance employees

; testing parameter procedures would be included
i a8 part of the new hire arientation provided to

. hew Security and Maintenance Staff which was

[ conducted by the Director of Security and

t Transportation and the procedure would be

; reviewed annually ongoing with Security and

" Transportation and Directer of Plant QOperations
i’ under the direction of the Administrator,

| the fire safety door and the secondary red box

! alarms located on the fire safety doors would

, continue to be checked by Security and

| Maintenance Staff a minfmum of three (3) times

* was notified and the battery was raplaced and the |

! 8. Other security and maintanance staff would be

,’ testing parameter procedure prior to working their

i @mployees would have received this education by

i

§

! understanding of these instructions at the time of

{

4

!

f.

i
i

1 wha would receive this education prior to working ,
* their next scheduled shift Education on this door |

| Mainlenanca staff by the Director of Securlty and

?

“10. Daor alarms, including the delayed égress on
!
1
!

! each day, including on weekends, Testing would |
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| be conducted on each shift by sounding the atarm ,
'for a duralion of at least fifteen {15) seconds. In i :
; the event the alarm does not sound at at ’ ; :
| suslained volume leve! within range, a staff i !

member would be posted at the door and the | i !
| Problem would be immeciatsly reported to the . ! :
] Adminisirator, A staff member would remain at [ : i
; the doar until Maintenance and the Administrator i
| were notified and the battery was replaced and | i
the alarm was relutned ta normal operation. ; :
j Battenies in the secondary red box alarms would

be changed a minimum cf monthly. This baftery | .
1 change would be documented in the facility's ! i
! TELS syslem, The Administrator would verify this |

on at least a monthly basis. ' !

!
-; 11. Elopement Missing Resident Drills would be } i
 conducted daily on alternating shifts, including ]
| weekends, for a minimum of two (2) weeks by the ! ; ;
Staff Development Coordinator and Administrator, i ;
{ An Elopement/Missing Person Drill Evaluation i i |

i Form would be completed with each diff.

i 12. Ongoing manitoring would also Include . |
completion of Elopement/Missing Resident Drills {
j at @ minimum of four (4) times a year, One(4) | ; !
I drill would be held an each shift and on a i ! i
weekend day. An Elopement/Missing Person Drift} :
| Evaluation Form would be completed for each
“drill held. The faciity would develop an action i i i
. plan for stafl education and correction of issues if ; -
i encountered during the drills, Monitoring would
talso include a daily QAPI review of the Door
, Inspection Logs by the Administrator and/or
Director of Security and Transportation. The
" Administrator would initial these fogs to indicate
; review. Any issues identified would be addressed !
i as indicated by the Administrator and
‘ documented on the QAP tool, ! ;
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i The State Agency validated the implementation of |

* the facility's AOC as follows,

H
i 1. Review of the One on One Staff Observalion
Log, revealed Resident #1 was piaced on 1:1

| observation on 09/12/14 at 11:00 PM. Confinued

' review of the One an One Staff Observation Log
 revealed Resident #1 was still on 1:1 observation
' as of 0B/18/14 at tha time of the survey. Per the

j Observation Log the date and time was recorded
l for each staff member who was resuming

; respansibility for the resident. Review of the daily
| staffing sheets from 08/12/14 through 09/18/14

‘ revealed the person responsibie for the 11

{ observation of Resident #1 was identified.

2. Review of Resident #1's Wandering Risk Care :

| Plan revealed an update on 09/12/14 with an

' intervention for 1:1 observation. Review of the

. Nurse's Note dated 09/12/14 at 11.05 PM,

| revealed Resident #1's daughter was tnformed of

. the resident being on 1.1 care and was

i agreeable, Review of the Nurse's Nole dsted

; 09/13/14 at 1:14 PM, revesled the APRN was
natified of the resident being placed on 1:1

| observation continuousty.

i 3. Interview on 09/18/14 at 2:30 PM with SRNA

; #9 and at 2:45 PM with LPN #1 who worked the

- Magnolia Unit where Resident #1 resided, verifiad
i Rasident #1 was slill on 1:1 absarvation.

| interviews with the DON on 09/18/14 at 6:00 PM

: fevealed staff was not alfowed o work untll they

; fecelved Inservices including implementing care

| pian interventions to decreasa risk of further

' elopement events and Resident #1 would remain
i on 1:1 until 2l staff had bzen educated,

}

f

1
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1

|4, Review of Resident #1's Care Plan revealed it
was revised on 09/15/14 1o include an i

' intervention for showers Tuesdays, Fridays and

, @s neaded.

I

Interview, on 08/18/14 at 7:20 PM, with the DON |
' revealed the interdisciplinary Team (IDT) matand '

raviswed Resident #1's care plan to re-avaluate i
| cument intarventions relatad to wandering

| 5. Review of the Care Plans for the thirteen (13)
residents who were identified with increased

| wandering behaviars hased on their most recent
Wandering/Elopement Review Farm, revealed
the care plans wera raviewed and revised on
08/15/14 by the IDT, Changes were made 1o the

t care plans with additional interventions for direct

 care staff 1o implement when the resident

j exhibited increased wandering behaviors. Alsq,

* some of the Care Plans problems and goals were J

}

' updated related to the resident's wandering
| behaviors, :

é 8. Review of the inservice information and ‘
Attendance Record revealed inservices began on
1 09/12/14 and continued each day and were still :
taking place for nursing statf Including RN's,
{ LPN's and SRNA's refated fo the following; 1) |
| Resident #1 to remaln in visusl contact at al :
1 times and a sign in sheet must be cempleted by |
i each staff member who was assigned to the i
 resident for one on one observation, 2) in the
i event of any resident’s attempt to exit tha facility
‘ the DON or Administratar must be notified ;
{ immediately and interventions must be initiated |
; per the resident's Individualized planofcareto |
; decrease the risk of another elopement attampt, |
| 3) if there was a weak or low sounding battery or
i & door was opened for any reason, a staff !

i
i
H
:
H

!
i
i
H
i
|
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i

| member must be stationed at the doarway until
“the alarm was retumed to normal.

! Observation of the facliity exit doors on 09118114
: from 5:00 PM untl 5:30 PM revealsd gigns on the
I doors or beside the doors which stated “if an
_ alarm sounds you must cafl security to raset”. Ag |
' 0f 69/18/14 all emplayees but three (3) fuit time |
employees, two (2) part time, and thineen (18)
| empioyees had not received the education, i
i Further review reveaied a total of savenhty-four |
, (74} full tirne, six (8) part time, and twenty-seven |
| {27) prn staff had received the inservice '
" education. Interview with the DON on 09/18/14 at
| 7:20 PM, revealed the inservice education started )
1ONn 09/12/14, and 's engoing. She stated at i
. thange of shift, administrativa staff stand by the °
| time clock, and anyone who has not received the
inservice was not alfowed to work until they had
l been educated. Further interview reveaied the .
+ Staff Development Coordinator, and House !
; Supervisors assisted with the education.

i
1
Interview on 09/18/14 at 11:58 AM with the Staff |
| Development nurse revaaled a buliet point sheet |
| containing the Inservice education was placed in !
the new hire packet for all newly hired emp!oyees,i
She confirrmed the facillly did not utilize agency |
! stafi, i
' i
| Interview on 09/18/14 with SRNA #9 at 2:30 PM, :
‘with LPN #1 at 2:45 PM, LPN #8 at 3:23 PM, with
i SRNA#16 at 4:00 PM, with SRNA#17 at 4:17 [
| PM, revealad they hed been inserviced and i
f trained ensuring Resident #1 remained in visual
i contact, they must immediately notify the DON or
f Administrator of any other residents' attempt to
1 exit and that interventions must be Initiated, fo
| ensure someone was stationed at any flre exit

|
!

1
H
H

i'
i
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' door alamn which had bean triggered unti! i
| Security returred the door alarm to normal !
! operation.

I 7. Review of the Daily QAP! Chart Review Tool, !
; revealed daily audits starting 09/13/14 through
i 09/18/14 of Physician's Orders, Nurse's Notes !

Care Plans, Concerns and Resolution for a ,
| sampte identified as having wandering behaviors, ;

i Interview with the DON on 09/18/14 at 7.20 PM,
| revealed administrative nursing staff was f
; checking new Physician's Qrders and Nurse's ‘
i Notes for any behavior concerns and lo see if the |
' care plan needed revised and updated related to
| behaviars and interventions. She stated she 4
‘ reviewed all the audits and was chacking for any

« @scalating behaviors she was unaware of, so sha
| could address ihe behaviors, She further stated i
. the audite would continue until it was daclded in

| the QAPI mesting that the audits coyid stop {

1 8. Review of the Staff Inservice Summary and |
: Attendance Record revealed the Adminisirator |
educated Maintenance and Security staff on ;
09/12/14 through 09/16/14 relatad 1o the i
following; allow audible door alarms {red boxes)
I to sound for a mintmum of fifteen (18} seconds |
[ when being tested as part of routine doos checks !
daily every shif, the Door Alarm Inspaction Famm |
| must have the timing of these lests dooymented !
" (document the seconds the door alarm sounds),
; ary prablems noted durlng the door inspections ’
1 must be reporied immediately to the
. Administrator and Maintenance, and in the event i
{ of a wesk or low sounding aiam a staff member ;
‘ was fo ba stationed at the doorway untif the ;
| Administrator was notified and the battery was !
[ replaced and the alarm was retumed to normal
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F 280. Continued From page 18
| operation. Observation ef the facility exit doors
revealed a sign on the door or beside the door
j which statad, “if alarm saunds you must call H
! security {0 resat”.

! Interview, on 09/18/14 with Securily Guard #3 at
6:00 PM revealed he was educated on the

| minimum AReen (15) second testing parameter
' procedure to ensure the alarm maintained a
 Sustained volume within normal range, and in the :

- event of a low or weak sounding alarm a staff

. member was 1o be stationed at the doorway uniil

: the Administrator was notified and the battery
replaced. '

|
9. Interview with the Administratar on 09/18/14 a1 ]

1 8:00 PM revealed Security and Malntenance staff
{ had been educated related to allowing audible
door alarms (red boxes) to sound for a minimum
j of fifteen (15) seconds when being tested as part i
* of routine door checks daily every shifl. He :
; stated if the alarm did not work or had a fow :
{ volume, security or maintenancs was to notify |
him and somecne was to guard the door unti] the
, alarm was fixed. He further stated maintenance !
was checking the door alarms on the day shift
and security was checking the alarms on 2nd and ;
|
!

I 3rd shifts, Continued interview ravealed
maintanance and securlly was documenting

{ checking the door alarms on separate door

! inspection logs, and he verified this was being
tdone by checking the logs dally. He stated there f
was one (1) more security employee to educate

" because he was on vacation; however, the rest of |

i the maintenance and security staif had been

| educated by him or the Director of Security.
Further interview revealed this training would be
provided as part of the new hire orientation .
provided o new hiras for maintenance and i

i
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F 280 Continued From page 20 i F 280
" security and would also be reviewaa at least : |
| annually ongoing with maintenance and sacurlty

? staff.

;
1
!
! i

l Interview with the Maintenance Director on

- 09/18/14 at 5:30 PM, revealed he was sducated

 on the testing of the door alarms by the
Administrator. He stated maintenance staff :

 checked the doors each day on day shift. 5 i

' Continued interview revealed they were to aliow i

 the audible door alarms {red box) ta sound for at

! least fifteen (15) seconds when being tasted, He
stated if the door alarms did not work, they were

| to have staff guard the door until the alarm was

“fixed. He further stated if there was a cancern

j with the door alamms they were to notify the § !

i Administrator, i ; ?

| Interview with Security Guard #3 on 09/1814 5t | :
800 PM, revealed he had recaived education o ;
09/13/14 related to allowing the audible door ,

; alarms (red box) to sound for a minimum of ’
fittean {15) seconds when being testad as partof ,

i routine door on evening and night shift, ; i
Continued interview reveaied i the alarm did not i

work or had a low volume, the Administrator was |
| to be notified, and & staff member was to guard |
* the door until t was fixed. He statad securlty i
i checked tha door alarms on evening and night
shift }
t H ;

, 10. Review of the Door Inspections Lag ravealad '
’ the door alarms including the delayed sgress on | ;
the fire safety door and the secondary red box | i
. 8larms were being checked three (3) times a day | i
: 08/12/14 through 09/18/14, Review of tre Red |
Box Emergency Door Battery Change Log, : H
. fevealed tha battaries were changed on 08/09/14 | i
{ for the secondary red hox alarms, | i ;
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| Continued intarview with the Administrator on =~ | ;

. 09/18/14 at 8:00 PM, revealed the batteries on '

‘ the secondary Red Box alarms would be changed ! :
monthly and documented on the batiery change

; lag. !

i
i
£
|
i

11. Review of the Elopement/Missing Resident i
i Drill Evaluation Forms revealed drills were ]
- performed on 08/13/14, 08/19/14, 08/20/14 for all ;
, three (3) shifts and waekend personnel, andon !
§ 0B/16/14 at 6:45 PM, 09/17/14 at 6:36 Al

| :

; Interview on 09/18/14 at 11:56 AM with the Staft . ;
! Development Murse revealed since the !

Immediate Jeopardy was called, they were doing '
t elopement drills more frequently and at different | i
limes of the day. She stated she had done one | ;
(1) of the drills and was told on 09/15/14 they ) i i
! would be doing the drilis daily. i

{ Interview on 09/16/14 at 7:20 PM, with the DON, i
“and the Consultant DON, revealed they had been ! i
i participating in the elopemant drills which were i
i being done daily, on different shifts and on ; |
. weekends as well which ware being done by the !
| Staff Development Coordinator and the '
! Administrator. i

 Interview on 09/18/14 with SRNA #8 at 2:30 PM, i :

with LPN #1 at 2:45 PM, with Laundry Worker # | i ;
| 313:10 PM, wilh Housekeeper #1 at 3:20 PM, i ;
} LPN #8 at 3:23 PM, with SRNA#16 at 4:00 PM,

* with SRNA#17 at 4:17 PM, revealed they had ;
| been inserviced and trained on elopementand | , :
i

| slopement drifis had been taking place since ‘
T 09112114, i

, ;
! 12. interview with the Administrator on 08/18/14 5 _
Event ID:LEU311 Fachity iD- 100827 if continuation cheat Page 22 of 75
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' at 8:00 PM, revealed education started on ! i
: 08/12/14 ard was ongoing related to elopemant | ' |
; drills, elopement policy, and door alams. He :
staled the elopement drills were to be perdormed ; i
i every day for two (2) waeks, then dspending on if ;
‘ thers was oppartunity for improvement they may ) i .
; be done monthly. He stated after a dnill and !
| Evaluation was completed and the resulis were ,
" summarized. He stated if there was problem i
j identified with the drills, an action plan would be |
i developed and staff would be re-educated. He : | !
further stated there would be a daily QAP review : F 282
j of the Door Inspaction Logs and he would initial i
* the logs to indicate they were reviewed. The !
Administrator further stated if a concern was ! ; What corrective action will be
Identfied with the door alamms, re-education ! : accomplished for those residents
would be dane and the problem would be i '
[ addressed. Continued interview revealed through : i found to have been affected by the
the QAP process, they would identify weak areas ! deficient practice?
. 8nd issues idenlified would be addressed and =~ i
i documented on the QAP) toal. ; ‘ Residen
F 282" 483.20(k)(3)(i) SERVICES BY QUALIFIED " R8sy, sswdent#1 was placed on one on one
55=J, PERSONS/PER CARE PLAN i i {1:1) supervision by the Director of
! T ) " Sy i , Nursing {DON} on 09/12/2014. Care
@ services provided or aranged by the faci '
: must be provided by qualified persons in plan was reviewed by the
accordance with each resident's written plan of ; Interdisciplinary Team, consisting of the
e ! DON, Unlt Coordinator, MDS Nurse &
i : | Social Services & revised at this time to
This REQU'REMENT Is not met as evidenced i reflect new interveﬂtjans to the
by: ' : N
{ Based on intsrview, recard review and review of | : identified prablem, goals &
the facility's policies, it was determined the facility ! i interventions for direct care staffto
; failed to have an sffective system in place io : . e
énsure residents’ Comprehensive Care Plans | ' implement when resident exhl.b:ts
: were implemented to ensure monitoring, safety i increased wandering/exit seeking
-and supervision for one {1) of ten (10) sampled ! behavior.
|
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f residents (Resident #1) who was assessed at risk
 for wandsring andfor exit seeking behaviors,

H {
| on 08/08/14, Resident #1 was agitated and
, xhibiled increased wandering and exit s5aeking
| behavior. At approximately 5:45 PM, Resident #1 §
pushed open the fire exit door on the Magnolia
i Unit setting off the alarm and went through the |
! door onto the smali cancrets porch area. Staff |
responded to the alarm and Resident #1 was
i retlumed to the Magnolia Unit day area and
* placed on fifteen (15) minute checks. Howaver,
j Staff was not aware they needed to have Security i
' Staff come and re-set the fire exit door and
ensure the alarms were functioning appropriataly, .
| Batween 7:45 PM and 8.00 PM on 0/08/14, :
Resklent #1 sloped from the facility without staff's
{ knowledge through the unsecured fire exit door
f'on the Magnaiia Unit. Resident #1 was found by
. the Sacial Services Director (SSD) at i
| approximately 8:15 PM lying on the sidewalk
‘approximately seven (7) feet from a busy city
j road, with skin tears to the laft forearm and right
I knee, interviews with staff revealed the resident :
exhibited agitation, was hard to redirect, and had i
 Increased exhibit seeking behavior on days the
 daughter did not visit, Review the care pian ,
 revealed intsrventions to call the daughter to calm '
{ the resident. However, staff failed to implement [
" this intervention on 08/08/14, (Referto F-323)

]

! The facility’s failure to have an effective system in |
place lo ensure residents' Comprehensive Care

i Plans were implemeanted to ensure monitoring,

! safety and supervision for residents assessed as
at risk for wandering and/or exit seeking

, behaviors was likely to cause serioys injury,

* harm, impairment or death to a resident.

. Immediate Jeopardy was identified on 05/12/14 '

: How will the facility identify other

residents having the potential to be

i affected by the same deficlent
practice?

The nursing staff will complete the
f Wandering/Elopement Risk Review Too
; an admission, quarterly and as needed,

i On 09/05/14 there were a total of

_ thirteen (13) residents identified with
! increased wandering risk behaviors
based on the Wandering/Eloperment

Review Form. The IDT reviewed the Jist
on 09/15/2014 to re-evaluate current
interventions, problems and goals
related to wandering and behavior
episodes. These care plans were
updated with changes to the identified
prablem, goals and interventions for

| direct care staff to implement when

: residents exhibit increased wandering
behaviors,
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| ! DEFICIENCY)
! ; i  Ongoing monitoring including a daliy
F 282 Continued From page 24 F 282, Quality Assurance Performance
! i . i
* and was determined to exist on 08/08/14 f _ Improvement Review (QAPI) which is a
' an acceptable credible Allegation of Compliance | f review of Nurse’s Notes, Care Plans and
(AOC) was received on 09/16/14 which alleged ! : T
! removal of the Immediate Jeopardy on 09!6/14, i E"Y new .PhysncTan s Ord-ers for any
The Immediata Jeopardy was verified to be l : resident identified with Increase
| remaved on 09/16/14 with remaining ) ' wandering or elopement behaviors,
nor-compliance in the area of 42 CFR 483.20 i including Resid . .
i RGSIdeﬂtAssessmEnt (F'Z&Z} ata Scope and ! i nciu ing Resident #1, This audit will be
* Severity of a “0" while the facility develops and ; . tonducted daily including weekends on
i implements a Plan of Cormrection (POC), and the !
’ facility's Quality Assurance monitors the + @naudit tool by the DON, t{C and/or
, effectiveness of the systemic changes to ensure | i  House Supervisors to identify any new
i 10 ensure rasidents’ Comprahensive Care Plans ' elopement attempts and to monitor
were implemented to ensure monitaring, safety ! i )
| ana supervision for residents assessed as at risk ' that staff was documenting Care Plan
" for wandering and/or exit seeking behaviars, | i Interventions for increased behaviors of
1 The findings include: anxiety or agitated and for the
) ! effectiveness of these interventions,
| Review of the facility's policy ttled, "Resident
Safaty Program: Wandering and Elopement”, i What me
j revised 10/31/07, revealed If 3 rasident was : a'asures will be put into place
* determined 1o be st risk for wandering and/or ; or systemic changes made to ensure
; 6lopement, the facility would deveiop an ! that the deficient practice will not
! Individualized care plan which should be reviewed . | recur?
with staff and Immediately implemented for ! i
{ ensuring safety of the resident,
i ,  Licensed nurses were/will be re.
Review of the facility's policy tiled, “Process for ' educated on -
i Plan of Care Devalopment and Communication” | i 10/5/14-10/13/14 by the
dated 07/01/10, revealed the purpose of the l i DON, MDS Nurse & Staff Development
| Policy “,’135 to ensure ;ﬁe?e‘;e del'}'t\;\‘-‘f}’ Ofi a ,  Coordinator on ensuring resident’s
" comprehensive, coordinated quality care in an i -
; organized manner designated to meet the i .lndwid uafized care planned
i ongoing individualized needs of residents. The , i Interventions are implemented by
Policy revealed the Registered Nurse {RN) was ' direct care .
| responsible to reviaw ail aspects of residents’ staff to ensure monitoring,
" care plans, and direct care staff should be + safety & supervision of residents, .
5of 75
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F 282 | Cortinued From page 25 " Fzg2t  including residents who are assessed at
?
H

' they spent the most time with residents,

' Review of the facility's "Self-Reported incident

the faciiity on 08/08/14 al about 6:15 PM through
i the Magnolia Unit fire exit door. The Form noted
* Resident #1 was hard to re-direct, so Stats
i Registered Nursing Assistant {SRNA}#5 took the
l resident for a walk, and every fifteen {15} minute
i checks were implemantad when the resident
{ returned to the Magnolia Unit. Per the Form,
. Resident #1 remained “agitated", wandered 1o
i another unit and had {o be brought back to the
“Magnolta Unit. Continued review of the Farm
| revealed Resident #1 was missing again from the
Magnolia Unit at about 8:00 PM, and Registered
; Nurse (RN) #1 searchad tha unit and ather units
| The Form noted Resident #1 was found outside
 the facifity at approximately 8:15 PM, by the
| Secial Service Diractar (S50), and the resident
t had sustsined skin tears.

| Review of Resident #1's record rovealed the
faciity admitted Resident #1 on 01/26/1 2, with

| diagnoses which inciuded Alzheimer's Disease,

i Dementia and Anxiety. Review of the Annual

, Minimurn Data Set (MDS) Assessment, dated

| 08/24/14, revealed the facility assessed Resident

" #1 ta have a Brief Interview for Mental Status
(BIMS) scare of four (4) which indicated the
resident was severely cognitively impaired.

! risk for elopernent on 06/24/14. Review of

* Rasident #1's Comprehensive Care Plan (CCP),
E dated D5/11/12, reveaied Resident #1 was care
i planned to be at risk for wandering/exit seeking

 “directly” involved in the cara planning pracess as :

Form, 5 Day Follow Up/Final Report" form, dated i
i 08/13/14, revealad Resident #1 attempted to exit !

i
:

Review of the Wandering/Elopement Risk Review |
Tool, revealed Resident #1 was assessed ta be at |

i
!

seeking behaviors,

A bulleted point sheet containing this
education was developed by the DON &
placed in the new hire training packets
for ongoing training for newly hired
nursing staff,

Re-education was/will be conducted by
the DON on 9/12/14 & 10/9/14 -
10/13/14 for direct care nursing staff,
that includes RNs, LPNs & SRNAs that
included Instructions in the event a
door alarm is triggered, a staff member
is to be stationed at the doarway unti
Security Is notified & the alarm is
returned to normal operation & a sign
remains on each exit door stating “if
alarms sound you must cail security to
reset,”

A bulleted point sheet containing this
education has heen developed by the
DON & placed in the new hire packets
for ongoing training far aii newly hired
RNs, LPNs, & SRNAs.
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F 282 Continued From page 26 . F 282} How will the facility monitor its
H . . ®
behavior, mainly at night with interventions in ! erformance to ensure solutions are
| place which included calling family If behaviors { P 5
| escalated, soathing the resident by talking to i l sustained?
him/her about hisfher children, observing . i
: Resident #1 for exit seeking behaviors, trying to | . The Unit Coordinators will complete a
 redirect to other activities and offering snack of ' daily review Monday — Friday of the

- his/har choice, i .
i ' ! Nurse’s Note documentation, Physician
09/17/14 at 6:35 PM, with Resident #1's ! i o
daughter/Power of Attorney (POA) ravealed an resident’s identified at risk for

| Tuesdays and Fridays when she didnt visit the ! l wandering and/or exit seeking
resident, he/she did not do "very well at all*, and . e

l staif had a “hard ime” with him/her on days she i ll behaviors, based on the facility’s

“didn't visit. Per interview, on those days Resident Wandering/Elopement Risk Review

i #1 “constantly” tried to go home, and on 08/08/14 | ! Tool. The Nurses Nates will be

| she was notified the resident had eloped from the .
, facility without staff's knowledge, Continued § i
i Interview revealed 08/08/14 was 3 Friday, and “of
; course was one (1) of the aights" she didn't visit | and current Plan of Care, to ensure that
| Resident #1; however, if they had callad her as the resident’s individualized care

they sometimes did and let her talk to the resident .
I in might have calmed him/her down and planned interventions has been

compared to the new Physician Orders

i
L]

' pravented the elopement. Resident #1's ; | implemented by direct care staff. Any
daughter/POA was concerned after isarming of | : . .

| the succasstu elopement, and wondered "what | discrePand_“ or identified potential

; would have happened if* he/she “had gotten onto" ! « concerns will be documented on a QJ

| the busy raad near where ha/she was found on audit tool {Attachment 1) & addressed

08/08/14, i |

! Interview, on 08/11/14 at 2:55 PM, with SRNA #5 i
; revealad he walked Resident #1 around the ' Medical Records wili copy the orders

|
| Facility outside atter his/her first elopement ; | from the Friday, Saturday and Sunday

as indicated.

atlempt on 08/08/14. SRNA #5 stated after the ; ]
| walk he took Resident #1 back to the Magnolia : on Monday morning for review by the
! Unit, had him/her sit in the day area and gave Ihe | | UCs/DON/MDS Nurses. Medical

j resident a snack. SRNA #5 ravealed he was not " Records will .
' aware of Resident #1's care plan interventions | j necords will capy the previous days
_and had not attempted to cail the resident's | ! Physicians Orders Monday-Friday. ]
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Foaz! Continued Fram page 27

i family.

 Interview on 09/11/14 at 3:34 PM with SRNA #10,

| who worked on Resident #1's hall on 08/08/14,
and at 5:45 PM with SRNA #4, who was assigned

. lo Resident #1's care on 08/08/14, revealed they
were not aware of Resident #1's care plan

; interventions or if the interventions had been

! followed on 08/08/14 after the resident's first

, elopement attempt around dinner time as they

j were busy providing care for other residents,

i Intarview with RN #1 on 08/2144 at 5:15 PM, on

*09711/14 at 11:09 AM and on 09112114 at 7:17

i PM, revealed Resident #1's behaviors were

! usually increased on days his/her daughter dign't’

i Visit, which was on Tuesdays and Fridays. She

| stated on 08/08/14, Resident #1 had been very
anxious, distressed and more agitated that night

 whichwas a Friday and the daughter was not
there visiting. RN #1 reported on 08/08/14,

i Resident #1 altempted to elops from the facility

i @and was placed on avery fifleen (1 5} minute
chacks, but continued to be agitatad and eloped

[ from the facifity later on that evening at

' approximately 8:15 PM. Par interview, after

{ Resident #1's first elopement attempt, she had

! not impiemanted other interventions, such as
caling the resident's daughter and letling the

! resident talk to her, falking o the resident about
his/her children, or trying to redirect him/her to

' other activities. Continued intarview revealed she
should have followsd Resident #1's cars plan

 inferventions, such as calfing the daughter which

| might have helped decrease his/her exit seeking

! bahaviors on 08/08/14. RN #1 staled Resident

. #1 might not have successiully eloped from the

| facility on 08/08/14, if she had ensured the care

* plan interventions were carried out

o 282§| The House Supervisor will compare the
" Nurses Notes, Physician Orders and
f : current Care Plan on the weekends to
: | ensure that the resident’s individualized
- care planned interventions has been
5 i implemented by direct care staff. The
| , House Supervisor utilizes the Daily QAP|
; ' Chart Review Tool {Attachment 1) to
review arders written on Saturday and
Sunday. The orders are not copied at
this time but House Supervisor goes to
| each unit reviewing them. The DON,
Unit Coordinator, MDS Nurse, and/or
House Supervisor wili use these copies
to conduct a daily audit review Monday
i —Friday to ensure that the care plan
interventions reflect these new
' physician’s orders for residents,
: | including those identified with
' | increased wandering/exit seeking
: behaviors. This process is to identify
‘ that these residents have had care plan
;t revisions made, if indicated and that
i ! current interventions are appropriate to
i i provide adequate supervision to
i
|
i

]
a

' address increased need fop supervision.
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1
F 282i Continued From page 28 F282  Anydiscrepancies or identified
: Interview, on 09/11/14 at 10:10 AM and on ) concems will be addressed at' LT
l 09/12/14 at 7:42 PM, with the Director of Nursing | & documented on the QI audit toal
. %D?Nl) revealetd (tJtn Oﬁlt():_!:/;il after Re"sident #'s (Attachment 1) and addressed on q
rst elopement attempt his/her care pian [ .
! Interventions should hava been implemented to | | audit tool (Attachment 2).
[ try to decrease the exit seeking behaviors. The ; ;
[ bon revealad If staff was aware of Resident #1's | ;  Copies of these completed audit tools 4
| Incraased behaviors when his/her daughter did | . will be forwarded to the DON weekly &
not visit implementing the intarvention to call ! i - .
; family might have helped decrease hisiher i * asummary of findings will be discussed
! behaviors, J i Inaweekly QI Committee meeting,
. i A
f interview, on 08/11/14 at 10:10 AM and on ! ; consisting of but not limited to, the
' 09/12/14 at 8:42 PM, with the Administrator . © Administrator, DON, Social Worker,
| revealed the sxpectation was staff shouid always | ! i
! follow residents' care plans. He stated if staff : | MD,S I Unif i
| was aware Resident #1 had Increased bshavlors : i additional corrective action taken as
when hisfher daughter didn't visit, calling the " indicated.
j daugnter and fetting the resident taik to her, after i i
j éha?nn:ir;tmefﬁgrement attempt, might have helped to . These audit tools & any accompanying
i i corrective actions will be reviewed in
- The faciiily provided an acceptable, credible Ct interdiscioli I
| Allegation of Gompliance (AQC) on 09/16/14, | themonthly interdisciplinary Qap
* which alleged remaval of the Immediate Jeopardy . . Meeting, which includes, but is not
i (), effective 08/16/14. Review of the Aoc { i limited to, the Administrator, DON,
! revealed the facility Implemented the follawing ; | Medical Director, Consulting
[ 1. Resident# Wwas placed on one on ane (1:1) " Pharmacist, Medical Records
* supervision by the Director of Nursing (DON) at | : ; i
| 11:00 PMon 09/12/14. Ongolng 1.1 assignment |  Consultant, RD, Sociaf Services, Unit
{ would be determined by the ficensed nurse and | Coordinators, & Wound Nurse, to
zdentifiebd on the daily staffing shaet. A sign in log | ! ensure effectiveness of the system &
i was to be used ta record the tima each assigned ; - . .
' staff member assumed responsibility for the i '; further corrective action will be taken
|’ resident for fracking purpases. ! as indicated,
1 2. The Wandering Risk Care Plan problem was ’ i
FORM CMS-2567(02-80) Pravious Varalons Onsciets Evant 1D LEU311 Foclity ID- 100527 if cantinuation shest Page 29 of 75
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F 262 Continued From page 29 i F282]  The facility will compare residents’ care

. Updated on 09/12/14 at 11:00 PM by the DON for
| Resident #1 to include increased 1:1 Supervision.
Resident #1's daughter was notifiad on 091214 |
i 3t 11.05 PM by the iicensed nursa that the . to the room rounds conducted
! resident's cars plan had been updated with this f , .
Information. The Advanced Practice Registered Monday-Friday and with the “Stop and
! Nurse (APRN) was made aware on 09/13/14 by i i Watch” documents that all
i :J;:ig:ﬁrtt':egeusaenof the need 1o change tha depar;ments have access to seven days
a week,

plans to observations made on a daily
basis by staff to include but not limited

)
H
i
1
t

1 3. Resident #1 would remain on 1-4 supervisicn
i untll Registered Nurses (RN's), Licansed

e eapes

i
i
1
t

The Nurses Notes wiil be compared to

Practical Nurses (LPN's) and Siats Registereqd ;
| Nurse Aides (SRNA's) had been re-educate dby ! the new Physician Orders and current
“the DON ang Staff Development Coordinator o | ! Plan of Care to ensure that the care

| Sonsistently implementing the care planned - lan has been revised to cont al
l inerventions to decrease risk of further g i P ) & ' contaln goals
. elopement events. Any RN, LPN, or SRNA not ! and interventions that are specific to

| receiving this education by 09/15/14 would . I the resident to ensure adequate
receive the education prior to warking thelr next ’ interventions are in place.

i’ scheduled shift i
4. The Care Plan for Resident #1 was reviewsd | Copies of these completed audit tools

| on 08/15/14 by the Interdisciplinary Team which i will be forwarded to the DON akl

' included the DON, Minimum Data Set (MDS) ' (ON weeky &
i Nurse, Sacial Worker, Unit Caordinator, and i | a summary of findings will be discussec
! Therapy to re-evaluate current interventions 1 * In a weekly QI Committee meeting,

related to wandering and behavior episodes, . .
| Resident #1 received shawers on Tuesdays and | consisting of but not limited to, the

 Fridays and this intervention was updated to ' . Administrator, DON, Social Worker,
reflect additionaf showers as needed since i : MDS Nurse & Unit Coordinators wi
' showers had been effective in the pasttohelp n ordinatars with

additional corrective action taken as
[}

i ! i indicated.

’ 5. Atotal of thirteen (13) additional residents _ -
; identified with increased wandering risk behaviors | ! .
| based on their most recent Wandering/Elopement :

. Review Form, were reviewed on 09/15/14 by the ; i
| Interdisciplinary Team (IDT) that included the : i

FORM GMS-2567(02-09) Previous Versicns Obsolam Event D LEUS1¢ Faalbty I 100527 K continuation sheet Page 30 of 75

" calm behaviors. : i




OLT/27/2014740K 11:37 &M

Lex. Country Place

DEPARTMENT OF HEALTH AND HUMAN SERVICES

FAX Ne, 853-276-275i F, Unf

PRINTED: 10/02/2014
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
’ STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURvEY
AND PLAN OF CGRRECTION IDENTIFICATION NUMBER A BULDING COMPLETED
C
185160 B, WING — 09/18/2014
NAME OF PROMDER OR SUPPLIER SYREST ADORESS, CiTY, STATE, ZIF GODE
700 MASON HEADLEY ROAD
LEXINGTON COUNTRY PLACE LEXINGTON, KY 40504
{(X4)iD SUMMARY STATEMENT OF QEFICIENCIES D PROVIDER'S PLAN OF CORRECTION I s
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FLULL PREFIX (EACH CORRECTIVE AGTION SHOLLD B8 ! comPLENON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) I Tae CROSS-REFERENCED TO THE APPROPRIATE L -
i _ ! DEFICIENCY) i
. . . :
F 282 c°"f'":edfFrom p(gt_):;e 41k then depending on 1 b F282 these audit tools & any accompanying ;
j 8very day for two (2) weeks, then depending on i | . . !
there was opportunity for improvement they may ! | corrective actions will be reviewed in z
l be done monthly. He stated after a drflf and , | the monthly interdisciplinary QAP) :
Evaluation was completed and the results were | - ; but is no :
summarized. He stated if there was a problem i me.etmg, e ‘"“'f“?‘"s' ut t i
| identified with the drills, an action plan would be | * limited to, the Administrator, DON, i
1 developed and staff would be ra-edycated. He | Medical Director, Consulting :
| further stated there would be a daily QAPI review ! . dical Record :
j of the Doer Inspaction Logs and he would inital | Pharmacist, Medical Records g
‘ the logs to indicate they were reviewed. Tha ! ! Consultant, RD, Social Services, Unit
j Administrator further stated if a concern wag i i
l identified with the door alarms, re-education ! ) Coordinators, & Waund Nurse, to
j would be done and the problem wauld be i | ensure effectiveness of the system &
' addressed. Continued interview reveatad through ! ' further corrective action will be taken
| the QAP process, they would Identity weak areas i )
" and issues identified would be addressed and . asindicated.
t documented on the QAP! tool. ! |
F 323 483 25(h) FREE OF ACCIDENT Completion Date: October 22, 2014

§S=J] HAZARDS/SUPERVISION/DEVICES

| The facllity must ensure that the resident
environment remaing as free of accident hazards

f as is possible; and each resident recelves

_adequate supetvision and assistance devices to

| prevent accidents.

! j

i This REQUIREMENT is not met as evidenced

oy

i Based on observation, interview, record review !

1 and raview of the facility's Incident Reports,
Investigations and policles, it was determined the !

 faciltty faited to have an effective System in place

' 10 ensure a safe environment and adequate

; Supervislon for rasidents whe had been assessed |

i at risk for wandering and/or exit seeking !

i !
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DON, MDS Nurse, Sacial Worker (SW), Unit
| Coordinator (UC), and Therapy to re-evaluate

; current interventions, problems and goals ralated
! to wandering and behavior episodes. These care

. plans were updated with any changes to the

| identified problem, gaals and interventions for
direct care staff to implement when residents

| exhibit increased wandering behavior.

i 6. Staff education was initiated by the DON on
+ 09712414 at 11:00 PM for direct care nursing staff,

} which included RN's, LPN's, and State

Registerad Nurse Aldes (SRNA's), in reference
to; Resident #1 must remain in visual contact of

| the assigned staff member at ail imes, This

education also included instructions that in the
j event of any resident's attampt to axit the facility

* they must immediately notify the DON or

i Administralor and interventions must be initiated
i per the resident's individuslized plan of care to

, decrease risk of ancther elopement attempt,

i

!

i

! This re-education also included Information that in 5

the evenit & door alarm was triggerad, a staff

| member was lo be slafioned at the doorway until |

i security was notified and the alarm returned 1o

; hormal operation. A sign had been placed on
| ach exit door stating *if an atarm sounds you
must call security to reset”. Staff members

i

 verbalized understanding of these instructions at

! the time of the education. Out of seventy-nine

(79) full time employees, sixty-five (65)would

1 receive the above education by 08/18/14. Out of

* eight (8) part time employees, four {4) would
, receive the education by 09/15/14. Out of
| thirty-nine (39) as needed (prn) empioyees,

twenty (20) would receive the above education by

i 09/15/14. This training would continue to be

' and Staff Development Coardinator for RN'S,

i provided by the DON, House Supervisor, UC's

i
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LPN's, and SRNA's prior to their next schedulad
1 shift until all have been aducated on this :
information. A bulletad paint sheet containing this -
| aducation wes developed by the DON and placed
in the new hire packets for ongoing training for ali
. newly hired employees. Lexington Couniry Place
- did not utllize agency staff,

'y Ongoing monitoring included a dally Quality |
{ Assurance Performance Impravement (QAPI) .
review of Nurse's Notes, Care Pians, and any
| hew Physician's orders for any resident identified |
' with increased wandering or elopement .
l behaviors, including Resident #1. This audit i
‘ wou'd be conducted and documented daily,
« including weekends, on an audit tool by the DON, |
UG, endfor House Supervisor to identify any new
elopement attempts and to monitor that staff was
| documenting care planned interventions for
. increased behaviors of anxiely or agitation and
| for the effectiveness of these interventions, Any
| Issues jdentified in these audits would be i
| addressed as indicated, based on the direction of
 the DON.
: 8. The evening and night shift security staff was
 educated on paramaters for testing the secondary
J red box alarms (“Stop" back up alarm) located on |
the fire safety doors an 09/12/14 and 05/13/14 by \
the Administrator. These instructions included to !
! allow the red box's audible alarms to sound for a
minimum of fifteen {15) seconds whsn belng |
{ tested to ensure they maintain a sustained :
volume level within normal range. Instructions !
| also included, in the event of a low or weak
“sounding alarm, a staff member was fo be
| stationed at the doorway untif the Administrater
‘ was notified and the battery was replaced and the |
1 alarm was retumed to normal operation, These

i
t
E

!
|
|
!
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" tests waould be documented on the Door
| Inspection of three (3) times a day by Security
‘and Maintenance Staff. A sign was placed on
l each exit doar stating “if alarm sounds you must
call security to reset”, Statf members verbalized

| the educations.

educated an the minimum fiflesn {15) second

| next scheduled shifly by the Administratar or
; Director of Security and Transportation. Seven
[ (7) of twelve (12) Maintenance and Security

i end of day on 09/15/14 and there was fiva (5)
addilional Security and Maintenance employees

! testing parameter procedures would be included
as part of the new hire orientation provided to

i new Security and Maintenance Staff which wag
conducted by the Director of Security and

; Trangportation and the procedure would be

! reviewed annuaily ongoing with Security and

" under the direction of the Administrator,

; the fira safety door and the secondary red box

! alarms ocated an the fire safety daors would
gontinue to be checked by Security and

{ Maintenance Staff a minimum of three (3} times

| for a duration of at least fifleen (15) saconds In
the event the alarm does not sound at at
 3ustained volume ievel within range, a staff

|
| 9. Other security and maintenance staft would be

i testing parameter procedure prior to working their
. employees would have received this education by ’

| who wauld receive this education priar to worldng | .
their next scheduled shift. Education on this door

f18, Daoor alamms, including the detayed egrass on

i F282i
! i

i

, understanding of these instructions at the time of | ;

i
i :

i

, Maintenance staff by the Director of Security and .
| Transportation and Director of &lant Operations | ]

" each day, including on weekends Testing would
 be conducted on each shift by sounding the alarm |
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- member would be posted at the door and the

i problem would be immediately reported to the
Administrator. A staff member would remain at

i the door until Maintenance and the Administrator |

| were notified and the battery was replaced and

; the alarm was refurned to normai operation. !

! Batterles in the secondary red box atarms would |
be changed a minimum o? monthly. This battery

' change would be documented in the facility's i

‘ TELS system. The Administratar would verify this

|

| On at least a monthiy basis.

11. Elopement /Missing Rasident Drills would be g
} conducted daily on alternating shifts, including
" weekends, for a minimum of two (2) weeks by the !
| Staff Development Coordinator and Administrator !
' An Elopement/Missing Persan Drill Evaluation
i Ferm would be completed with each drill.

‘12, Ongoing monitoring would also include f
| completion of Elopement/Missing Resident Drilis
Lat a minimum of four (4) times a year. One (1) i
| drill would be held on each shift and on &

} weekend day. An Elopemsn{/Missing Person Drill
" Evaluation Form would be completed for each

drilt held, The facility would develap an action i‘
plan for staff education and correction of issues i {
: encountered during the drills. Monitaring would |
| also include a daily QAPI review of the Door |
! Ingpection Logs by the Administrator ancfor
Director of Security and Transportation, The i
Administrator would initial these logs to indicate
review, Any issues identified would be addressed |
as indicated by the Administrator and E
i documented on the QARI (ool !
) I
The State Agency validated the implementstion of
f the facility's AOC as foliows: i

¥
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| 1. Review of the One on One Staff Observation
Log, revealed Resident #1 was placed on 1-1 i

; Dbservation on 09/12/14 3t 11:00 PM. Continued

[ review of the One on One Staff Observation Log
revealed Resident #1 was stilfon 1:1 observation

| as of 09/18/14 at the time of the survey. Per the |

" Observation Log the date and time was recordad '

i for each staff member who was resuming i

f responsibility for the resident, Review of the datty

, Stafling sheets from 08/12/14 through 09/18714

| revealed the parson responsible for the 1:1
observation of Resident #1 was identified. i

" 2. Review of Resident #1's Wandering Risk Care |

i Plan revealed an update on 09712/14 with an '

! intervention for 1:1 abservation, Review of the

- Nurse's Note dated 09/12/14 at 11:05 PM,

! revesled Res!dent #1's daughter was informed of
the resident belng on 1:1 care and was

; agreeabla. Review of the Nurse's Note dated

(9/13/14 at 1:14 PM, ravealed the APRN was i

; hotified of the resident being placed on 1:1

1 observation continuously. :

§ 3. Interview on 08/18/14 at 2.30 PM with SRNA
#9 and at 2:45 PM with LPN #1 who worked the *
: Magnolia Unit where Rasident #1 resided, verified ;
Resident #1 was still on 1:1 observation, i
. Interview with the DON on 09/18/14 at 6:00 PM
i revealed staff was not allowed to work until they |
received inservices including implementing care
i ptan interventions lo decrease risk of further i
- elopament events and Resident #1 would remain
, 0N 111 untll all staff had been educated, i
|
4. Review of Resident #1's Care Plan revealed it
| was revised on 09/15/14 (o inciude an 3
!intervention for showers Tuesdays, Fridays and

. 8% needed, i

F282°

'
1
!

!
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i

i interview, on 09/18/14 at 7:20 PM, with the DON i

revealed the Interdisciplinary Team {IDT)Y metand |
, reviswad Resldent #1's care pian to re-evaluate

current interventions related to wandaring. {

[ S. Review of the Care Plans for the thirteen (13) |
residents who were dentified with increased .
{ wandering behaviars based on their most recent !
. Wandering/Elopement Review Form, revealad
!the care plans were reviewed and revised on !
i 09/15/14 by the IDT., Changes were made to the l
'care plans with additional interventions for direct j
| care staff ta implement when the resident .
: xhlbited increased wandering behaviors, Also, |
i same of the Care Plans problems and goals were
' updated related to the resident's wandering
, behaviors,

- 6. Review of the inservice information and

! Attendance Racord revealed inservices began on |

‘ 09/12/14 and ¢ontinued each day and were still .

1 taking place for nursing staff including RN's, !

. LPN's and SRNA's related to the following; 1)

[ Resident #1 ts remain In visual contact at &l |

_times and a sign in sheet must be completed by

| each staff member who was assigned to the ;

 resident for one on ona observation, 2) in the .

2 event of any resident's attempt to exit the facility
the DON or Administrator must be notified

| immediately and interventions must be initiated
per the resident's individuaiized plan of care to

; decrease the risk of another elopement attempt,

! 3) i there was a weak or low saunding battery or

. if a door was opened for any reason, a siaff |

| member must be stationed at the doorway untit |

. the alarm was returned to normat, :

: Observation of the facility exit doors on 09/18/14 |

H
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, from 5:00 PM until 5:30 PM revealed signs on the
| doors or beside the doars which statad "# an I
alarm sounds you must call security to reset”, As |
| of 05/18/14 all employees but three (3) fulltime |
; empioyees, twa (2) part time, and (hineen (13 i
employees had not received the education, i
Further revlew revealed a total of seventy-four |
{74) tull time, six (6) part time, and twenty-seven ;
i (27) pro staff had received the inservice !
' education. tnterview with the DON on 08/18/14 at
; 7:2C PM, revealed the inservice education started i
[ on 09/12/14, and Is ongoing, She stated at
. change of shift, administrative staff stand bythe
| time clock, and anyone who has not recsived the |
inservice was not aliowed to wark until they had |
t been educated. Further interview revealed the
! Staff Development Coordinater, and House i
Supervisors assisted with the education,

Interview on 09/18/14 at 11°56 AM with the Staff |
j Development nurse revealed a bullet point shaet
' containing the inservice education was placed in
, the new hire packet for all newly hired employees.
{ She confirmed the facility did not utiliza agency
“staff.

» Interview on 09/18/14 with SRNA#9 at 2:30 PM, |
with LEN £1 at 2:45 PM, LPN #8 at 3:23 PM, with §

| SRNA#16 at 4:00 PM, with SRNA #17 at 4:17

' PM, revealed they had been inserviced and

; trained ensuring Resident #1 remained in visusl

! cantact, they must immediately notify the DON or .
Administrator of any other residents’ altemptto |

i exit and that interventions must be initiated, to

! ensure someone was stationed st any fire exit

. door atarm which had been triggered until

i Security returned the door alarm to normal

* operation.
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7. Review of the Daily QAPI Chart Review Toal,
J revealed daily audits starting 09/13/14 through
: 08/18/14 of Physician's Ordars, Nurse's Noles,
Care Plans, Concerns and Resolution for a
|i sample identified as having wandering behaviors. |

i Intarview with the DON on 09/18/14 at 7.20 PM,

] revealed administrative nursing staff was i
checking new Physiclan's Orders and Nurse's

: Notes for any behavior concerns and to sea if the |

’ care plan needed revised and updated reiated to |

. behaviors and interventions She stated she
reviewed all the audits and was checking for any i

' escalaling behaviors she was unaware of, 50 she
could address the behaviors. She further staled

I the audits would continue until it was decided in
the QAP! meeting that the audits could stop. .

!8. Review of the Staff Inservice Summary and
Attendance Record revealed the Administrator

} educated Maintenance and Security staff on

1 09112114 through 09/16/14 related to the

" fellowing; allow audible door afarms {red boxes)

i 10 sound for a mimmum of fifteen (15) seconds

| when being tested as part of routine door checks
daily every shift, the Door Alarm Inspection Form |

j Must have the timing of these tasts documented |

! (document the seconds the door alam sounds), i
any problems noted during the door inspections |

| Must be reported immediately to the

« Administrator and Maintenance, and in the event i
of a weak or low soundirg atarm a staff member

! was to be stalioned at the doorway until the

! Administrator was nofified and the battery was
replaced and the alarm was returned to normai

i operation. Observation of the facillty exit doors
reveaied a sign on the door or beside the doar |

" which slated, “if alarm sounds you must call

| security to reset"”, !

™

F 282
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’ Interview, on 09/18/14 with Security Guard #3 at i i

' 6:00 PM revealed he was educated on the ! ! |

. minimum fifteen (15) second testing parameter !

| procedure to ensure the alarm maintained a i

" sustained volume within normal range, and in the

" event of a low or weak sounding alarm a staff |
member was fo be stationed at the doorway until !

; the Administrator was notified and the battery

| replacad. i !

{ 8. Interview with the Administrator on 09/18/14 at : : i
* 8:00 PM revealed Security and Maintenance staff i
 had been educated related to allowing audible .
| door alarms (red baxes) to sound for minimum
of fiteen (15) seconds when being tested as part
| of routine door checks daily every shift. He i :
- stated if the alarm did nol work or had a low j i :
1 volume, security or maintenance was to notify
! him and someone was 1o guard the door uriil the | '
alarm was fixed. He further stated mairtenance . i ;
was checking the door alarms on the dayshit . '
' and securily was checking the alarms on 2nd and !
+ 3rd shifts. Continued interview revealed [ ;
| maintenance and security was documenting : i
checking the door alarms on separate door i 5
] inspection logs, and he verified this was being ! ;
done by checking the logs daily. He stated there , :
. Was one (1) more security empiloyee to educate ?
[ because he was on vacation; however, the rest of |
' the maintenance and security staff had been { :
i educated by him or the Director of Security. i |
| Further interview revealed this training would be :
. Provided as part of the new hire orientation i i
i provided to new hires for maintenance and i |
: security and would also be reviewed at least .
¢ annually angoing with maintenance and security | |
staff. 0

i

1
E
!
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F282 Conlinued From page 39 . F282
| Interview with the Maintenance Director on ! i

|

1

. 09/18/14 at 5:30 PM, revealed he was sducated )
i on the testing of the deor alarms by the

‘ Administrator. He stated maintenance staff
' checked the daors each day on day shift, ! i

Continued interview revealed they were to allow
the audible door alarms (red box) to sound for at l 3
| teast fifeen (15) seconds when being tested. He : : i
stated if the door alarms did not work, they were ,
j to have staff guard the door until the alarm was i :
fixed He further stated if there was a concem
- with the door alarms they were to notify the !
! Administrator. d

| Interview with Security Guard #3 an 09/18/14 at
6:00 PM, revealed he had received education on i
| 09/13/14 refated to allowing the audible door i
|
!

“alarms {red box) to sound for a minimum of

i fitteen {15) seconds when belng tested as par of i

{ outine door on evening and night shift. : i

; Confinued interview revealed If the alarm did not | !

' work or had a low volume, the Administrator was |

' to be nofified, and a saff member was to guard i :

i the door until it was fixed. He stated security i

i thecked the door alarms on avening and night i i
i

]' shift.

! 10. Review of the Door Inspections Log revealed

i the door alarms including the delayed egress on

; the fire safety door and tha secondary red boy ;
, Alarms were being checked threa (3) times aday i i :
{ 09/12/14 through 09/18/14. Review of the Red {
l Box Emergency Door Battery Change Log, ! : i
, evealed the batteries wers changed on 08/09/14 *
, for the secandary red box alarms. :
 Continued interview with the Administratoron | ! !
| 09/18/14 at 8:00 PM, revealed ihe batteries on | : !

_the secondary Red Box alarms would be changed | ; j
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F 282 Continued From page 40 '
" monthly and dacumented on the battery change |
ilog. l
[

i 11. Review of the Elopement/Missing Residert

 Dritl Evaluation Forms revealed drills were !

| performed on 0B/13/14, 0B/18/14, 0B/20/14 for alf :
thres (3) shifts and weekend personnel, and on

i 09/15/14 at 6:45 PM, 0917/14 at6.36 AM.

" Development Nurse revealed since the

| Immediate Jeopardy was called, they were doing
elopement drills more frequentiy and at differant

; imes of the day. She stated she had dons one i
{1) of the drilis and was icld on 09/15/14 they

| would be doing the drills daily. |

:

H

j interview on 09/18/14 at 11:58 AM with the Staff |
H

[

i Interview cn 09/18/14 at 7:20 PM, with the DON,
and the Consultant DON, revealed they had been

| participating in the elopement drills which were

. being done daily, on diffarent shifts and on

| weakends as well which were being done by the
Staff Development Coordinalor and the

| Administrator.

| Interview on 09/18/14 with SRNA#8 2t 2.30 PM,
 with LPN #1 at 2:45 PM, with Laundry Worker #1
| at 3:10 PM, with Housekeeper #1 at 3:20 PM,
LPN #8 at 3.23 PM, with SRNA#16 at 4:00 PM,
| with SRNA#17 at 4:17 PM, revealed thay had
been inserviced and trained on elopement and
i elopement drills had been taking place since
i’ 0812114.

112, Interview with the Administrator on 09/1 8114
at 8:00 PM, reveaied education started on
09/12/14 and was ongoing relsted to elcpement

j drills, elopament policy, and door alarms. He :

* stated the elopement drills wers to be performeg

1

]
;
?
i

i
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F 323, Continued From page 42 i F323 F333
,' behaviors for one (1) of ten {10} sampled i
: residents (Resident 1), ;
e ) ; What corrective actlon will be
' On 08/08/14, Resident £1 was agitated and ! accomplished for those residents
| exhibited increased wandering and exit seeking :
| behavior. At approximately 5:45 PM, Resident #1 i found to have been affected by the
' pushed open the fire exit door on the Magnolia i' deficient practice?
i Unlt setting off the atarm and went through the '
door onto the small concrete porch area. Staff 4 i Resident #1 was placed on one on one
! responded to the alarm and Resldent #1 was , i {1:1) supervision by the Di ¢
j retuned to the Magnolia Unit day area and ; , ‘v supervision by the Director o
' pla:fed on fifteen (1 SLminute checks, I--Io;mev.rer.ty [ * Nursing (DON) on 09/12/2014. Care
| staff was not aware 4 ey needed to have Securi ] .
i Staff coma and re-set the fire exit daor and ! pian “fas re:vnewed by the
ensure the alarms ware functioning appropriately, i : Interdlsclplmary Team, consisting of the
| Between 7:45 PM and 8:00 PM on 08/08/14, . ! DON, Unit Coordi i
" Resident #1 elopad from the facilty without etafFs | ;% Unit Coordinator, Sacial Services
t knowledge through the unsecured fire exit door g { & MDS Nurse & revised at this time to
; t%n tge M?gsnnlfg Uni‘:t:'i Retsid(egé g} V\;as found by { reflect new intarventions to the
' the Social Services Director 8 i
| approximately 8:15 PM lying on the sidewalk ' } identified problem, goals &
approximalely seven (7) feet from a busy city i interventions for direct care staff to
i road, with skin tears to the left forearm and right ; implement when resident exhibits
knee i
| i Increased wandering/exit seeaking
| The facility's fatlures ta have an effective system | ' behavior to ensure a safe environmant
in place to ensure a safz environment ang ! : & ad fsi
| adequale supervision was likely to cause serious ; acequate supervision. _
, Injury, harm, Impairment or death to a resident, . | ! i
! immediate Jeopardy was identified on 0g/12/14 |
: and was determined to exist an 08/08/14. . .
i i
i An acceptable credible Allegation of Compliance ; i i
'(AOC) was received on 09716/14 whict alleged | ;
| removal of the Immediate Jeopardy on 09/16/14, | i
; The Immediate Jeopardy was verifled to be . : 5
' removed on 09/16/14 with remaining ! d i
y non-compliance in the area of 42 CER 483.25 | ; :
' Qualily of Care ( F-323) at a Scope and Severity ' ;
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F 323 ; Continued From page 43 | F 323 How will the facility identify other
i ic:f a| "D" while ,lge facfﬂgy develop? and ; residents having the potential to be
* Implements a Plan of Correction (POC), and the |
; facility's Quality Assurance monitors the : affected by the same deficient
! effactiveness of the systemic changes to ensure | i practice?
|8 safe environment and adequate supervision of ’
; residents, :' | The nursing staff will complete the
; The findings include: ' i Wandering/Elopement Risk Review Taol
! 1 on the date of admission, quarterly and
. Review of the facility's palicy fitled, "Resident : : as neaded
| Safety Pragram: Wandering and Elopament", : ! '
, Tevised 10/31/07, revealed the facility would i
! provide a "proactive” program of supervision and | i On09/05/14 there were a total of
i interventions te minimize the risk for elopement, | i thirteen (13) rasidents identified with
' and provide a program for staff education in . . i
, effective wanderinglelopement management ! ; increased wandering risk behaviors
i through "in-services and drills”. The Policy | " based on the Wandering/Elopement
; :;?;Zd“fgg gegf:“e‘::;‘ggegg:’gdtﬁem‘“e"‘ e | Review Form. The IDT reviewed the list
| Administrator end/or Director of Nursing (DON) or | i 0n09/15/2014 to re-evaluate current
* designee wha would immediately mobilize staff to | g
I initiate a search. Review of the facility's, "Missing ; ' .
' Person/Elopement Tips* form, undated, revealed interventions, problems and goals
i staff were to Initiate an overhead page of "Dr. i related to wandering and behaviar
" Hunt" with the resident's name and room humber |
| of the missing resident to notify other staff, ' ; €plsodes. These care plans were
, . I _ * updated with changes to the Identified
Review of the facility's policy titled, "Resident i i ;
! Safafy Program Wgndgnn?& ElopeFr:‘fesnten | problem, goals and interventions for
| Resident Security Systems and Devices", revised - | direct care staff to implement when
; t‘lanﬁlfx ?;éf:‘;if:g&“;;:ﬁﬂ?;ﬁ::;ﬁ? was | residents exhibit increased wandering
- safaly of the rasidents In the faciiity, and to g . behaviors.
1 ensure the resident signaling device and door ' :
» alarm equipment was tested, used and : i i
: maintained propetly to reduce the risk associated i j !
I with wandering. : i f
 Record review revealed the faciity admitted | i
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F 323, Continuad From page 44 1 F323i Ongoing manitoring including a daily

" Resident #1 on 01/26/12, with diagnoses which

lincluded Dementia, Alzheimer's Diseasge, Anxiety, |

. @nd New Onset Seizure Activily diagnosad o

- 03724114, Review of the Annuat Minimum Data  *

{ Set (MDS) Assassment, dated 06/24/14, revesled !
the facllity assessad Resident #1 to have a Brief

j Interview for Mental Status (BIMS) score of four
{4) out of fifteen (1 5), indicating severe cognitiva

| impaiment. Further review of the MDs

i Assessment revealed the facility assassad

“Resident #1 to require supervision and one (1)

| person assist with a waiker for ambulation.

, Further record review revaaiad the faciiity

| assessed Resident #1 as an elopement risk on

i the facility's Wandering/Elopement Risk Review

" Toal, when he/she was re-admitted in March

' 2014, again on 04/21/14 and also on 06/124/14,

! Review of Resident #1's Comprehensive Care

. Plan {CCP), dated 05/1 112, revealed Resident

' #1 was care planned for at risk for wandening/exit

| Secking behavior, mainly at night, related 1o
his/her diagnosis of Dementia. Review of the

| care plan revealed interventions which included |

. Observing Resident #1 for exil seeking behaviors, ;

i calling family if behaviors escalated, soothing the
resident by talking to him/her about his/her

f children, offering snacks and trying to rediract to

i other activities ' i

b

i Raview of the facility's "Self-Reported Incident

~ Form, § Day Follow Up/Final Report" form, dated ;
| 08/13/14, revealed Resident #1 was observed
“around 6:15 PM" attempting to exit the building

{ at the fire exit door on the Magnclia Unit (where |
; he/she resided). Review of the Form revealed !
| Resident #1 was “able to open the fire exit door :
i by pressing the bar and activating the delayed
_egress” (magnetic locking devics System which

Quaiity Assurance Performance
fmprovement Review (QAPI) whichis a
review of Nurse’s Notes, Care Plans and
any new Physician’s Orders for any
resident identified with increase
wandering or elopement behaviors,
including Resident #1. This audit will be
conducted daily including weekends on
an audit tool by the DON, UC and/or
House Supervisors to Identify any new
elopement attempts and to monitar
that staff was documenting Care Plan
Interventions for increased behaviors of
i anxiety or agitated and for the
effectiveness of these interventions.

H
i
1
!
;
|
|

i :
i
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F 323! Continued From page 45 i
prevented doors from being opened for protection |
! of residents inside and outside to prevent .
; entrance through the dooar). The Form noted the |
“ alanm was saunding and staff heard the aflarm
| and respanded attempting to re-direct Resideni
- #1. According to the Form, Resident #1 was
I“difficult” to re-direct, so Stale Registered Nursing ;
| Assistant (SRNA) #5 took the residant for a walk,
! brought himiher back info the building where |
| every fifteen (15) minute checks were .
. implemented. The Form revealed Resident #1 k
! "continued to be agitaled”, wandered to anather |
| unit and was brought back to the Magnolia Unit,
Continued review of the Form revealed
| Registered Nurse (RN) #1 administerad Ativan
. (anti-anxiety medication) PRN (as needed) to
! Resident #1, and the resident became "sieepy”
i Whils sitting in the "day area” of the Magnoiia Unit i
 after the Ativan was given. Review fevealed RN |
| #1 observed Resident #1 "at a table in the day |
araa” of the Magnofia Unit at 7:55 PM, leftto “go
[ give another resident medication”. and when she
; retumed "around 8.00 PM" the resident was no [
 longer in the "day area”. The Form nofed RN #1 |
i Searched the unit and other units, retumed to the |
* Magnolia Unit “around 8:15 Pi", whera 3 i
| Security Guard informed her she had found the
fire exit door “unlocked and not atarmed while ]
j doing her nightly rounds”, Review of the Form |
 fevealed the Security Guard informed RN #1 she |
" had "Just” re-set the fire exit door and locked it
: Further review of the Form revealed “it was
r around 8:15 PM” when the Socia! Services
. Director (SSD) “spofted™ Resident #1 on the
i “sidawalk ourside the doar of' the Magnelia Unit,
i The Form noted Resident #1 had “tipped and |
i

* sustained minor skin tears” was assessed and
i took "back inta the facility” where hefshe recsived g
T first ald, ;
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! i 1 DEFICIENCY) 1
» ¥
’ i F323 What measures will be put into place

or systemic changes made to ensure
that the deficient practice will not
recur?

i Door alarms, including the delayed

| egress on the fire safaty door & the
secondary red box alarms located on
the fire safaty doors wili tontinue to be
? checked by Security & Maintenance

_; Staff a minimum of three times each

f day, including on weekends, Testing
Ewin be conducted on each shift by

| sounding the alarm for duration of at
| least 15 seconds. These tests will be

i documented on the Door Inspection

| Log. Any prablems identified with the
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F 323E Continued From page 46

| Record review revealed a Nurse's Note dated

; 08/08/14 at 10.00 PM, which stated Resident #1

' got outside the facility by himself/herself and had

 @n unwitnessed fall on the sidewalk. Continued

. Teview of the Note ravealed Resident #1

i sustained one (1) akin tear o the left forearm

i (LFA) and two (2) skin taars to the right knee.

* Review of the Note revealed Resident #1 was

I ratumed to his/her room and assessment and
first aid was administered by a nurse, Further

| review of the Nurse's Nate revealed Resident

; #1's family and Physician were nolified.

!

!‘ Observation of the area Resident #1 was found,
on 09/11/14 at 4:27 PM, with LPN #8, and on

{ 0812114 at 4,10 PM, with the S8D0, revealed it

- was approximately six and a half feet to seven

! feet from the busy city road. Obsgervation, on

+ measuring the distance from the Magnolia Unit's
; fire exit door to where Resident #1 was found

' revealed it was one hundred and sixty-six {166)

| feet. Continued observation of the Malntenance
' Director revealed ke measured the distance from
{ where the 8SD reporied finding Resident #1 as

| seven (7) feet from the busy clty road.

l' Interview, on 08/11714 at 3:34 PM, SRNA #10

| revealad she was working on the Magnolia Unit
- 0n 08/08/14 when Resident #1 etoped from the
+ facilly. According to SRNA #10, that night

; Resldarit #1 was reaily confused, “frustrated”,

! going i and out of other residents' rooms and
 being redirected and stating hefshe "wanted to go
‘home". Per interview, Resident #1 was

i "convincad" he/she was a “littie girf" and kapt
"wanting to go out the fire exit door "io go home

j to" hisfher “parents”. She stated when Resident

08/12/14 at 3:45 PM, of the Maintenance Director !

F 323; door alarm test will be immediately
.! reported to the Administrator &
f documented on the testing log. In the
| event of an identified problem with the
! door or alarm a staff member will be
j stationed atthe doorway until the
,' Administrator is notified & the door
f alarm is returned ta normal operatian.
: Batteries in the secondary red box
¢ alarms will be changed a minimum of
' monthly on going & documented in the
facility’s TELS system, A sign remains
on each exit door stating “If alarm
- sounds you must call security to reset”
to alert staff of the need to notify
Security staff to re-set the atarm.

!
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F 323{ Continued From page 47 P The evening & night shift security staff
j #1 opened the fire exit door on 08/08/14, she was | . and maintenance staff were re-
| the first fo raspond as she saw the resident : . educated on the parameters for testing
pushing on the door and opening it SRNA#10 | i
| stated the alarms sounded when Resident #1 X ; the secondary red box alarms located
- pushed on the fire exit doar and the resident ; | onthe fire safety doors by the
Stepped outside the fire exit door onto the small i Administrator, Director of Security &
! porch area. SRNA#10 had to step in front of the ' ratar, O , .
resident to prevent him/her from gaing onto the i | Transportation and Maintenance
: long ramp leading lci] the sidewalk. Continued : | Director {Director of Plant Operations)
interview revealed she and RN #1 tried quite H : _
 awhile to redirect Resident #1 back into the i pon 5/12/14-09/21/14 & 10/9/14
" building: however, hefshe would not go. She ! + 10/13/14. These instructions included
| reported SRNA #5 came and voluntesrad to take | ' llow t i | t
. Resident #1 ahead down the famp and sround | ! SRR red- box's audible alarms to
« the facility for a walk. SRNA #10 stated It took , sound for a minimum of 15 seconds
i ;DD{SXiT;flegf M"(ertygvem (25;) Q‘I‘i‘{;’lﬂ;s get ' when being tested to ensure that they
esiaent #1 back inside the facility. Per ; i ; .
j interview, SRNA#5 brought Resident #1 back to | ; Maintain a sustained volume level
the Magnalia Unit and sat him/her in a chair in the t within normal range. In the event of a
t day area where the nurse kept an eye on the ) ;
resident. She stated she was not “entirely sure ! O soundin_g alamm, a staff
| atter” the first elopement attempt staff hay { { member s to be stationed at the
| gg;o:nﬁ;vegv ﬁ':te:n (15)tminutei§he;:ks- The ! i doorway until the Administrator is
staied she had gone to a resident's room i . R
to give @ bed bath, and when she was finisheg | i notified, the battery is replaced & the
RN #1 had asked her if she had seen Resident . alarm is retumed to narmal operation.
+ #1. She sfated she toid RN #1 "ng", and right ! :
, after that she found out Resident #1 was found | ; Batterles In the secondary red b.ux
i cutside and she had sean RN #1 ‘Jump over the | * alarms are to be changed a minimum of
; fence” to get to where the resident was found i monthly on going & documented in the
P outside. SRNA#10 stated even though she did | e -
j hear alarms when Resident #1 first attempted to : j  facllity's TELS system. Asignis to
elope, she had not heard any alarms when the | i remain on each exit door stati ng “If
| fesident successtfully eloped through the fire exit !
! door the sacond time. . !
i ! :
Interview, on 09/11/14 at 2:55 PM, with SRNA#S | i
| revealed he had not provided eare for Resident . | '
. #1 before; however, he did work on the Magnolia |
FOR: GMS-2967(02.90) Previous Versicns Obeoies Event ID-LEU3N FacHty f0: 100527 I continuation sheet Page 48 of 75
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' 1he unit knew to watch out for as Resident #1

| "walked around all the time”. SRNA #6 stated
Resident #1 had increased restlessness and

! wandering on 08/08/14, and “after supper” went

) to the fire axit door on the Magnolia Unit, pushed

fonit and it apened. He stated he could not

| remsmber hearing “any kind of alanm at all*;
howaver, obsarved RN #1 and SRNA#10

j attempting to get Resident #1, who appeared
frustraled, back inside tha fire axit door, The

[ SRNA stated he offered to walk the rasident

| 8round outside and RN #1 agreed. According to

' SRNA #5, he walked Resident #1 around the

i outside of the facility and retumed him/her to the

' Magnoiia Unit day area and he/she was given a

| snack. SRNA#S5 stated when Resident #1
eloped from the buliding "the second time" he

' was giving a resident a shower and did not

: femember hearing any kind of alarm. Additional

! interview, on 09/12/14 at 10'20 AM, with SRNA

i #5 revealed he did not know when the every

, Tifteen (15) minute checks were started, and had

| not performed them or documented them

. anywhere,

!
Interview with RN ¥1 on 08/21/14 at 5:15 PM, on

10911114 at 11:09 AM, ard o 00/12/14 31 717

i PM, revealed she usually worked on Resdent

" #1's hall on the Magnolia Unit. and was assigned

 @s the resident's nurse on 08/08/14. She stated
Resident #1 had been vary anxious, distressad

} ahd more agitated that evening, which was a

- Frlday and his/her daughter was not there ior visif

evening of 08/08/14 it

by pressing the fire exit door bar which caused
| the door afarm 1o go off briefiy: however, the

i Unit where Resident #1 resided. and everyone on :

1

 on Tuesdays and Fridays. RN #1 reportad on the |
was “really busy”, and right !
; after supper, Resident #1 attempted to go outside i

paio ! SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF GORRECTION P e
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD a& . COMPLETIGH
MG | REGULATORY OR LSC IDENTIFYING INFORMATION) ;o TAS CROSS-REFERENCED TO THE APPROPRIATE ! bam
' i ) DEFICIENCY) |
]
’ |
i Faz3

i alarm sounds you must call security to
reset,”

. The Director of Security & Maintenance
. will provide this education on the door
| testing parameter procedure as part of
the new hire orientation provided to

1 Pew Security & Maintenance Staff

~ ongoing.

{ Llicensed Nursing Staff have been/will
be re-educated on 8/12/14 & 10/9/14 -
10/13/14 by the DON that in the event
a resident begins to experience
In¢creased wandering/ exit seeking
behaviors, the DON and/or
Administrator are to be notified & that
interventions must be inltiated per the
resident’s individualized care plan to
promote safety & decrease risk of
accident. The Care Plan will continue to
be reviewed and updated as indicated
| atthattime by the licensed nurse,

, under the direction of the DON,

i
i
i
i
:
I
§
i
|

H
i
i
]
1
!

FORM CMS-2567(02-05) Previous Viersiona Obscleln

Event ID-LEU3 11

Facility IO 100527 it continuation sheat Fage 490of 75




A A

(]

DT/2014/808 11:42 4% Lex, Country Place Fal Na, 3R5-276-275 F. 084
PRINTED: 10/02/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0391'
STATEMENT OF DEFICIENCIES X1 PROVIDER/SUPPLIER'CLIA 2 MULTIFLE CONSTRUCTION X3 DATE SURvEY
AND PLAN OF CORREGT| 10N IDENTIFICATICN NUMBER A BUILDING COMPLETED
C
185160 B.WING ___ 0911812014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21p CODE
700 MASON HEADLEY ROAD
LEXINGTON COUNTRY PLACE LEXINGTON, KY 40503
X4 1D SUMMARY STATEMENT OF DEFICIENGCIES o i FROMVIDER'S PLAN OF CORRECTION . x5
PREFIX | (EACHDEFICIENCY MUST BE PRECEDED BY FuLL PREFIX {EACHCORRECTIVE ACTION SHOULO B | Commenom
TAG T REGULATORY OR LSC IDENTIFVING INFORMATION) TAQ i CROSS-REFERENCED TO THE ARPROPRIATE vaTE
i i DERICIENCY)
T I
F 323! Continued From page 43 F 323 Re-education was/wijj be aiso

L

|
 "Stop" back up alarm only sounded faintly,. RN #1'
 stated SRNA #5 then took Resident #1 outside for|
i @ walk to help calm the resident down, walkad ;
! himiher around o the frant door of the facility ang :
1 back to the Magnolia Unit day area, Pgr
' interview, she stated Resident #1gotup from |
l where SRNA #5 had sat himmer in the day ares,
and had experiencad increased wandaring and
j was slill agitated, so she gave him/her a PRN
dose of Ativan {medication used for Anxiety) at
j 7:15 PM. She stated her supetvisor, RN #4
" placed Resident #1 on every fifteen (15) minute :
| Ghecks sometime after the resident was relurned |
to the unit which had been documented on a i
I monitoring form. RN #1 stated she guessed the
responsibility for doing the avery fifteen (15) {
| ehecks had fallen mainly on her because the !
' SRNAS were busy providing care for rasidents,
| The RN stated she was unabie to recell exactly
what time the every fifteen (15) minute checks !
i were started, and reported the monitoring form of ;
;

08/08/14, which had been compieted by staff,

| was now missing and could nat ba located, She

. Stated in hindsight Resident #1 shoulg have been

| put on one on one (1:1 ) supervision since she |
" had experienced the elopemnent attempt earfier.
| The RN stated she checked on Resident #1 5t
" approximately 7:45 PM, and the resident was

| "less anxious” and becoming sieepy whila sitting |
"In the dayroom on the Magnolia Court unit. ,
| Continued interview with RN #1 revealed she left :
' Resident #1 sitting in the day area of the
i Magnalia Unit at approximately 7:55 PM to 8:00 !
* PM to go give another resident's medication and |
| when she returned to the day area approximalely !
! five (5) minutes Iater, Resident #1 was no longer ]
; Sitting there. However, review of RN #1 time i
[ clock punches revealed she clackad out far her
, lunch break at 7:35 PM and elocked backinat |

conducted on 9/12/14, 09/15, 09-16 &
10/9/14 10/13/14 by the DON for
direct care nursing staff that included
RNs, LPNs, & SRNAs that included
instructions that in the €vent a door
alarmis triggered, a staff member s tg
be stationed at the doorway untif
Security is notified & the alarm is
returned to normal operation & 3 sign
remains on each exjt door Stating “If
alarms sound YOu must cal| security to
resat ¥ Re-education also included the
facility's process for residents at risk of
Wandering gr elopement to ensure the
deficient bractice does not recur,

A bulleted point sheet containing this
education has been developed by the
DON & placed in the new hire training
packets for Bngoing training for a||
newly hired employees,
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F 3231 Continued From page 50 i Fagal :
1 8:05 PM. Further interview with RN #1 revealed | i :
she immediately checked Resident #1's room, . . ;
i and searched other areas of the facility in attempt | | Th i
, to locate himfher; however, did ot call the “Dr. ; | N Actwit\,.r Dep artm?r?t, )
i Hunt” overhead page as per the facility policy, | | Housekeeping, Rehabilitation, Dietary,
. Tge SN g'tated l;shedshould have pferf_c;}:yﬂedi the i Social Services, Security and
[ "Dr. Hunt" overhead page as per facility policy i
. when she didn't find Resident#1 in his/her room. } | Maintenance were all educated by the
! Howaver, she reported searching for Resident #1 ! * Administrator, DON and/ or
» for approximately fifteen (15) minutes, but was i !
| unsuccessful in locating the restdent. Per i department heads on 09/12-09/15 and
i interview, after relurning to the Magnolla Unit | | 09/20-09/21/2014 regarding identifying
tinterview revealed Security Guard #1 notified her ' patential risks or hazards in the
i the fire exit door was not secure on Magnolia ident’ \
* Court and the alarms weren't working, RN #1 : j residents enviranment & on ensuring
! stated right after seeing Security Guard #1, RN | . thatindividualized care planned
#4/House Supervisor tald her Resident #1 had | i
i been found on the sidewalk outside, and the i ; int?rventic)ns promote safety for
 resident "had gatten pretty far the down the t { residents are in place. The education
{ sidewalk near the driveway". She staled she . also included :
went to whers Resident #1 was outside and g S proc(i.-ss f.or fire safety
i Licensed Practical Nurse (LPN) #8 was with the ; Sxit doors if the alarm is triggered,
. resident who had skin tears to histher feft forearm ; '
| and right knee. i i The Business Office staff,
{Interview, on 09/11/14 at 4:15 PM, with LPN #6 , Housekeeping, Dietary, Rehabilitation
reveaied was sifting at the nurse's station on ! * Department, Maintenance, Security and
| 08/08/14 when she received a phone calf from | | Nursing were all re-educated :
!the SSD telling her Resident #1 was lying on the | | 10/14 E cated on 10/10
| sidewalk outside the facifty, and the SSD thought i { 10/14 by the Administrator, DON
' the resident was# ht:;t LPN #6 stated when she : i ; and/or department heads regarding
j got to Resident #1 the resident was sitting up with | Hel ; S ,
* his/her legs siraight out in frant of him/her on the | ' :dennﬁ./ing potential risk or hazards in
i grass by the sidewalk near the busy clty road. | the resident’s environment & on
! Continued interview revealed she had assessed | : ensuring that indi
j Resident #1 and found the resident to have S \fldualized care
 "wounds® on his/her left foreanm and right knes, : Planned interventions to pramote
i Which she administered first ald to and measured ; : safety for residents are in place.
! once the resident was returned to his/her room in | i ! i
Facsity ID- 100527 if continuetion shesat Pags 51 »f 75
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F 323 Gontinued From page 51 I 523, ;; er;t/M'llssmg Resident Drills were
the facility. LPN #6 stated the S50 pushedon | : concucted daily on afternating shifts,
i the Magnoiia Unit fire exit door that night after i including weekends, for 2 weeks
- Resident #1 was retumned to histher room, and | (09/15.09/23/14) by the Staff
| Development Coordinator &

! the “Stop” back up afarm only made a “littia
Administratar, An Elopement/Missing

. hoise" and then quit which it was not suppased Io |
i do. Per Inlerview, the "Step” back upalamwas |

supposed to be very loud and stay on until the fire ] .
exit door was re-set by Security. She stated she | i Persan Drill Evaluation Form was
" knew the fire exit doors needed to be re-sat, but ! _ completed with each drill.

i didn't think the staff on the Magnolia Unit were
aware of that information. LPN #6 stated the

i facililty's process for locating missing resldents

' was o search for "no more than five (5) minutes”,

| then if the resident was not found, call the *Dr.
Hunt” overhead page and each unit's staff

i searched the areas they were assigned to i

' search She stated, however, fo "Dr. Hunt® !

: averhaad page was made the night of 08/08/14 !

* when Resident #1 eloped from the facility.

|
l
Ongoing monitoring includes

. completion of Elopement/Missing
Resident Drills weekly for one month
beginning 09/29/2014 and then

manthly for four months beginning
10/29/2014-02/29/2014. Qne drill will
be held on each shift and on a weekend
day. An Elopement/Missing Person Drill
: Evaluation Form will be completed for

i each drill held.

| Interview, on 08/22/14 at 11:00 AM, on 08/12/14
j ol 418 PM and 6:20 PM, with the SSD revealed
l she was already clocked out fromt wark on

; 08/08/14, and leaving the driveway of the facilty |
i at about 8:15 PM, when she observed a '
. "bystander” bent over someona on the sidewalk |

! and realized it was Resident #1, who was lying an |

; his/her left side on the sidewalk near the busy | .

i road. She stated the "bystander” informed her X | during the Elopement/Missing

; she had witnessed Rasident #1 fail onta the : Resident Drills a problem is identified,
! sidewalk when she was driving by the facifity on the facility will develop an action plan
for staff aducation and correction of

i
!
the busy road, and had pulled her car over to i
- #1's walker was slanding up near the resident, i issues. However, the staff involved will
i
i
|
i
!

| check on the resident. Per interview, Resident

i’ Continued interview revealed the SSD called the b dto th

; facility and reached LPN #8 whom she informed e re-educated to the proper
procedures by the Administrator, DON

: of Resident #1 tying on the sidewalk outside the i
| facility, and LPN #8 immediately came to assess j
the resident._The SSD stated she called the | | OrStaffDevelopment Coordinator.
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F 323! Continued From page 52 F323" Monitoring will alsa include a daily

, Administrator too, while outside with Residant #1,
~and then went Into the building, and proceeded to
 the Magnolia Unit fire exit door. Further interview

1
! QAP review of the Door Inspection

i
! Lags by Administrator and/or Director

 tevealed RN #1 should have called a "Dy, Hunt"

| averhead page within minutes of discovering
Resident #1 missing as per facility policy,

! however, had not done so.

linterview. on 08111114 at 8:45 PM, with RN

; #4/House Supervisor revealed on 08/08/14, she

! was aware the resident had "tried o gst out" of

j the facility “about 6.00 PM*,

'fifteen (15) minute checks ware initiated “right

-[ after” that incident, and she had assisteg
checks which were documented on a monitoring

i "sheet” which had now “disappeared”, She

' stated afiar the first Incident Resident #1 had

| remained “agitated”, and the resident “probably”

. needed to be on one on one {1:1) supervision,

j but there had not been enough staff that night to

‘have someane sit one on one (1:1)

| #1. RN #4/House Suparvisor stated so she

. thought at the time the every fifteen (15) minute

1 hecks were appropriste; however, did not cafl

, the DON and was tater toid had sha cailed the

! DON one on one (1:1) supervision could have
been armanged. Continued interview rovealed

| about 8:15 PM to 8:20 PM, RN #1 came fo her

, and asked if she had seen Resident#1. RN

{ #4/House Supervisor revealed RN #1 toid her she

; had "just seen” Resident #1, but now couldn't find :

i

| hirvher and would continue searching for the
j fesident. RN #4/House Supervisor stated the
{ facility's pracess was for a “Dr, Hunt" overhead
. page to be made within five (5) minutes of

! discovering a resident missing; however, RN #1
 had not done this. Further interview revealsd

! "nobody was aware” that right Security was

Per interview, every

with the

with Resldent

?
4
H
H
3
H
H
H
¢
i
{
i

¢
!

!
!
i
i

i

.
+

j Supposed to be called to re-set fire exit doors and |

i
: of Security and Transportation. The

: Administrator will initial these logs to

! indicate review, Any issues identified

! will be addressed as indicated by the

{ Administrator and documented on the
[ QAPI tool.

]

How will the facility monitor its
| Performance to ensure solutions are
sustained?

i Copies of the Door Inspection Logs

il {Attachment 3) will be forwarded to the

. Administrator daily, Monday - Friday.

! Inspection Logs completed on the

f weekend will be forwarded on Monday.

i Asummary of findings will be com piled

g' by the Administrator & discussed in a

* weekly QI Committee meeting,
consisting of hut not fimited to, the

! Administrator, DON, Social Worker,

" MDS Nurse, Maintenance & Unit

I.' Coordinators with additional corrective

1 action taken as indicated,

!

|

¥
H
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- alarms; however, she stated she was tald by the
| DON later that night Security had 1o re-set it

| Interview with RN #1 on 08/21/14 at §:15 PM, on

' 09/11/14 at 11:09 AM, and on 09/12/14 at 7:17

i PM, revealed she thought once the fire exit door

1 was closed, the alarm "re-enabled itself”, and she
was not aware she needed 3 Security Guard to

| come and re-set the door. Furiher interview with |
RN #1 revealed she later learned the "Stop” back :

i up alarm on the fire exit door should have
' sounded loudly until the fire exit door had been
, re-sef,

" Interview, on 09/11/14 at 2:55 PM with SRNA #5,
[ on 09/11/14 at 5:45 PM with SRNA #4, and on

09/11/14 at 3:34 PM with SRNA #10. revesled
 they did not realize the fire exit door and alarms
" needed o be re-set.

fInterview, on 09/11/44 at 2.25 PM and an

, 09/12/14 at 11:26 AM with Security Guard #1,

| reveaied on 08/08/14 abaut B:15 PM, during her
rounds of the facility she checked the Magnolia
Unit fire exit door and found # "not locked” as it

‘ "opsnad right up” when she pushed on it. She
stated the "Stop" back up alarm did not sound.

| Security Guard #1 stated she locked the fire exit

“door. According to Security Guard #1, she had

| not realizad the "Stop” back up alarm was not

i working as she thought the fire exit door and the

back up alamn had not been re-set. She siated to 3

{ re~set the "Stop” back up alarm she had to insert
& key fo re-set the alarm and thought that's all

| that was wrang until the Administrator cailed her

i fater that evening. Security Guard #1 stated the

; Administrator asked her to check the fire exit

i doors and alarms every hour because he thougit

! the batteries were not good in the “Stop" back up

1

H

H
{
i
!

i
H

H
i
1
|
!
:

H
!

Cleanliness QI audit tool {Attachment

' 4) maybe completed by the following

departments but not limited to Social
Services, Nursing, Activities, Human
Resources, Dietary, Housekeeping,
Maintenance, MDS and Admissions a
minimum of 15 rounds per week in
assigned areas of the facility on varipus
days & times, including weekends for 3
mintmum of 6 weeks to identify
potential hazards or risks to residents.

The Physical Plant & Environmenta!
Cleantiness QI audit tooi started
10/15/2014 and wil! end 11/23/2014.
Any concerns will be addressed as
indicated. Copies of these Ql audit
tools will be given to the appropriate
department manager as issues are
identified so that corrective action may
be taken as indicated.
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! ! | Copies of thase Physical Plant &
F 323, Continued From page 54 i F 323, Environmental Cleanliness Qi audit

| ‘
" 2lam on the Magnoiia Unit.  taals will be forwarded to the

; | Administrator when completed & a

‘ summary of findings discussed in 3
weekly QA Committes meeting
consisting of the Administrator, DON,
Housekeeping & Maintenance.

! interview, on 08721714 st 1:00 PM, and on
08/12/14 at 9:53 AM, with Maintenance Worker
| #1 reveated fire exit doors were monitorad weekly i
_ by maintenance before 08/0&/14; however, the | :
i monitoring did nat inciude checking the door i
'alarm batterles. Maintenance Worker #1
| revealed he was notified by the Administrator on
08/08/14 at “around 8:30 PM to 9.00 PM" the
i Magnalia Unit fire extt door "Stop* back up alam |
| was not working. He stated the Administrator had
; requested the "re-set code" for the Magnolia Unit | i
| fire exit door, and said it had been “activatd": ! Physical Plant & Environmenal
however, he was not told how it was "activated" ] i Cleanliness QI audit toal {Attachment
| wtit the next morning on 08/09/14. Maintentance | ’ a) and the Elopement/Missing Resident
~ Worker #1 reported the facility's Executive H i
i Director told him there was a "preblem” with the ! Drills will be reviewed in the monthly
* “Stop” back up alarm on the Magnalia Unit's fire i : ; g
exit door, and asked him that moming to check | ’ fﬂtEl’dlSCip Iina-ry QA'_:” eI o
l that alarm, which he did, and discovered when he ; . includes, but is not limited to, the

Any corrective actions from the Door
Inspection Logs (Attachment 3),

“activated" the alarm it “went oft", but was “weat | '
. Consulting Pharmacist, Medical Records

{ and "almost dead”, "buzzed and cut off after five

F(5) to ten (10) seconds”. e stated when the fire |

. exit door was activated, the “Stop” back up alarm

| was also and the back up alarm was "supposed |

"lo keep going off* loudly until it the door and ;

ialarm were re-set. Continued interview ravesled i

1 he reparted this information to the Executive

_ Director after checking the alarm, and was toid ta

| check the rest of the facility's fira exit doors and

 replace all the batieries in the "Stop” back up
alarms which he did. He reportad another "Stop" i

i back up alarm on the fire exit door by the ;

" employee lounge was also weak and "almost |

; dead", Maintenance Workar #1 stated prior to

| 08/08/14, the facifity had no process In place fo

' check the batteries on the "Stop" back up alarms i

| on a regular basis, and had only changed the ;

Administrator, DON, Medica) Directaor,

Consultant, RD, Social Services, Unit

Coordinators, & Wound Nurse, to
ensure effectiveness of the system &
further corrective action will be taken
as indicated.
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F 323 E Centinued From page 55 i
balteries it they were notified ane {1} cf those :
| alarms quit working. However. reyiew of the |
] manufacturer's recammeandation for the fire ;
safety door lock, “Exit Stopper STI-8400", ’
; revealed all fire safety door lock units wese tobe |
lested petiodically to verify the ilfe of battery, and
i the manufacturer recommended changing the firg !
; safely door back up battery twice a year. The
‘ Maintenance Warker indicated he was unaware
| of that information until after 08/08/14.

Review of the facillty's security systems and
; devices maintenance lags from Q4/28/14 through
. 08/06/14, revealed a maintenance worker |
| checked the functioning of the fire safely doors
j once a week; however, there was no documented |
. evidence as part of the checks performed the
i maintenance worker was checking or changing
i the batterigs in the door alarms.

i
!
i
t
i
!

! interview with the Administrator and Executive

; Direclor on 08/21/14 at 12:00 PM, revealed the

! policy regarding the security checks of the

j facility's fire exit doors, was for the maintenance

. department to check the functioning of the door i

{ alarm once a week, and the Security Guard to

, check the functioning of the doors and alarms

! daily one (1) time on the second shift around 8:00

i PM, and one (1) ime on the third shift around

' midnight daity. However, they indicated the

| functioning of the door atarm batterles for the fire
exit doors was not routinely checkad prior to the !

:’ elopement of Resident #1 on 08/08/14. The "

i facility's Executive Director reveated all of the

' employees had raceived the information during .

j their orientation regarding the need to contact g

. Security to re-set the door, but the staff had

i forgotten to cantact Security to re-set the

. Magnalia Unit fire exit door on 08/08/14 after i

f

F 323;

i

H

|

i
H
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F 323" Continued From page 56
g Resident #1's first elopement attempt. According
to the Executive Director, as a result of the fire
| exit door not being re-sel the magnetic lock was
I not functioning, and the "Stop™ back up alarm
sounded only “very weakly” when Resident £1

on the evening of OB/0B/14 around 8:00 PM,

* Further interview with the Administrator on
; 09711114 at 10:10 AM and on 09/12/14 2 8:42
v | PM, revealed staff had not known to have the firs

exit door re-set by Securily after the first attempt,

1 and ke had found out about the “Stop” back up

" atann not working the "next day” when the

. investigation was being conducted. The

| Administralor the facifity had no system or
process in place prior to 08/08/14 to check the

i batteries in the "Stop" back up alarms on the fire
exit doors, and no process for the “routine

; Changing" of the batteries in the alarms, He

i stated Maintenance Worker #1 discovered on

' 06/08/14, two batterles in the "Stop” back up

; alarms on the facility's fire exit doors, batteries

| "were almost dead"” and had to be replaced.

| Interview with the DON on 08/20/14 at 4:30 PM.

ion 08/11/14 at 10:10 AM and or 06/12/14 at 742
PM, revealed the Magnolia Unit had twe 2)

| atarms on the door, one (1) of which was the

' "Stop” back up alarm. The DON indicated the
"Stop” back up alarm was a battery alarm which

[ alarmed when tha door was openad, end the

" other was a sensor alarm for when the door was

i not facked with the magnetic lock, Per interview,

{ on 08/08/14 staff had not reakized afier Resident

_#1 aclivated the door on his/her first attempt to

' needad to be ra-set by Security staff, Further
, Interview revealed she had seen the 08/08/14

: elope, the fire exit door and "Stop” back up alamn i

H

! walked out the door, unattended the second time ;

3
|
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- fifteens (15) minute manitoring form on 08/11/14
- during the moming meeting, as had tha
. Administrator and SSD. However, she reported
| the monitoring form was mispiaced on 08/11/14,
- and the facllity had been unable to locate it.
i Continued interview revealed an 08/08/14 when
" Residant #1 successfully eloped from the facility
i without staff's knowledge, she was told by RN #1
i She had last seen Resident #1 at approximatety
. 7:55 PM; however, since then she had learned

{ RN #1 had ot clocked back in from her break yet

at that time. The DON revealed if the resigent
g was't located staff was to overhead page the
"Dr. Hunt" code, and staff on each unit were fo
j Search their specified area. She stated RN #1
* should have done this ag per the facility poiicy,
{ and In orientation staff was trained on doing the
! codes.

; Interview with the Administrator on 09/11/14 at
10:10 AM and on 08/12/14 at 8:42 PM, revealed

j Resident #1 was placed on every fifteen (15)
minute chaecks on 08/08/14. He statad he had

seen the 08/08/14 fiftean (15) minute check sheet i

| on 08/11/14 during the morning meeting;
* however, since then the sheet had been

i

{ misplaced and could not be Jocated Accarding to_'

! the Administrator, he thought the every fifteen
(15) minute checks had been an appropriate

{ infervention to monitor Resident #1, Per

!interview, he was not aware of Resigant #1's first

: elapement attempt untii the investigation into the

| successful elopement and subsequent fall.

i The facility provided an acceptable, credible

! Allegation of Compliance (AOC) or 09/16/14,
- which alleged
f (), effective 09/16/14, Review of the AQC

i revealed the facility implemenied the foflowing:

i

removal of the Immediate Jeopardy |

+

!

I

t

i 1

i 4

F 3231 i
|

i

|

!

i
|
H

£
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F 323 Continued From page 58 F 323! t

! | !

, 1. Resident #1 was placed on one on one (11 ¢ ' ;

{ supervigion by the Director of Nursing (DON)j at |

; 11:00 PM on 09/12/14. Ongeing 1:1 assignment

! would be determined by the licensed nurse and

, identified on the daily staffing sheet, A sigh in fog

| was to be used to record the time each assigned
staff member assumed responsibility for the .

! resident for tracking purposes. i

2. The Wandering Risk Care Plan problem was
. Updated on 09/12/14 at 11:00 PM by the DON for
! Resident #1 to include Increased 1:1 supervision | ! .
, Resident #1's daughter was notified on 08/12/14 , I ‘
at 11,05 PM by the licensed nurse that the L z ;
! resident's care plan had been updated with this | ! :
* Information. The Advanced Practica Registerad !
Nurse (APRN) was made aware on 09/13/14 by | ;
I the licensed nurse of the need o change the ; :
; fesident’s care pian. | i
| .

. 3 Resident #1 would remain on 11 supervision
j until Registered Nurses {RN's), Licansed
. Practical Nurses {LPN's} and State Registerad |
| Nurse Aides (SRNA's) had been re-educated by
_the DON and Staff Development Coordinator on
| consistently implementirg the care planned
interventions to decrease risk of further f
i elopement events. Any RN, LPN, or SRNA not \
' receiving this education by 09/15/14 would H
; receive the education prior to workmg their next
| scheduled shitt,

i 4. The Cara Plan for Resident #1 was reviewed |
on 09/15/14 by the Interdiscipliinary Team whick

i included the DON, Minlmum Data Set {MDS)

" Nurse, Soctal Worker, Unit Coardinator, and _

1 Therapy to re-evaluate current interventions | i

| retated to wandering and bahavior apisodes.
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F 323 I Continued From page 59 .
Residenl #1 received showers on Tuesdays and |
i Fridays and this intervention was updated to .
{ reflect additional showers as needed since i
. showers had been effective in the past to help |
| calm behaviors. j

. 9. Atotal of thirteen (13) additionaf residents
1 Identified with increased wandering risk behaviors |
* based on their most recant Wandering/Elopement |
; Review Form, were reviewed on 09/15/14 by the
! Interdisciplinary Team (IDT) that included tha i
' DON, MDS Nurse, Sccial Warker (SW), Unit
| Coondinator (UC), and Therapy to re-evaluate
current interventions, problems and goals related
, to wandering and behavior episodes. These care
| plane were updated with any changes to the
“identifisd problem, goals and interventions for ,
; direct care staff to implement when residents ;
| exhiblt increased wandering behavior, :

+ 8. Staf education was initiated by the DON on :

 09112/14 at 11:00 PM far ditect care nursing siaff,
which included RN‘s, LPN's, and State !

i Registered Nurse Aides (SRNA's), in reference

I to; Resident #1 must remain in visual cantact of i
the assigned staff member at all times. This i

{ education also included instructions that in the

1 event of any resident's atiempt to exit the faciiity
they must immediately notify the DON or

i Administrator and interventions must be initiated
per the resident's individualized plan of care to i
decrease risk of another elopement atternpt

| This re-education also included information that in

! the event a door alarm was triggered, a staff 1
member was te ba stationed at the doorway until

j security was notified and the alarm retumed to ¢

f normal operation. A sign had been placed on

. each exit door stating "if an alarm sounds you :

i must call security lo reset”, Staff members ]

]
!
d
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F 323" Continued Fram page 60 !
[ verbalized understanding of these instructions at |
the time of the education. Out of seventy-nine
(78} ful ime employees, sixty-five (65)would _
recelve the above education by 09/15/14, Qut of !
[ elght (8) part time empioyees, four (4} would J
| receive the education by 09/15/14. Out of i
 thirty-nine (38} as needed {prn) employees, :
 twenty (20) would receive the 2bave education by |
' C9/15/114. This training would cantinue to be i
 provided by the DON, House Supervisor, UC's,
; 8nd Staff Davelopment Coordinator for RN's, |
{ LPN's, and SRNA's prior to their next scheduled l
shift untit all have been educated on this
Hinformaticn. A bulleted point sheet cantaining this |
education was developed by the DON and placed
lin the new hire packets for ongoing training for ail |
i newly hired employees, Laxington Country Place i
 did not utilize agency staff. i
i }
' 7. Ongolng monitaring Included a daily Quality
| Assurance Performance Improvement (Qary !
. review of Nurse's Notes, Care Plans, and any |
i new Physician's orders for any resident idenlifisd
, With increased warndering or eicpement
| behaviors, including Resident #1. This audit ,
; would be conducted and documented daily, !
including weekends, on an audit tool by the DON, :
i UC, andfar House Supervisor to ldentify any new
' elopement attempts and to monitor that staff was |
 documenting care planned interventions for :
Vincreased behaviars of anxiely or agitation and |
j for the effectiveness of thess interventions. Any
! issues Identified in these audits would be !
: addressed as indicated, based on the direction of |
; the DON. :
i ]
'8, The evening and night shift security staff was i
; educated on paremeters for {esting the secondary |
i red box alarms (“Stop” back up alarmy) located on !

F323__;

i
:

1
i
1

i
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| the fire safety daors on 09/12/14 and 09/13/14 by |
the Administrator. Thesa instructions included to
 allow the red box's audible alarms to sound for &
| minimum of fifteen (15) seconds when being
tested to ensure they maintain a sustained §
j valume lavel within nermal range. instructions !
1 8lso included, in the event of a iow ar weak
, Sounding alarm, a staff member was fo be
| stationed at the doorway until the Administrator
' was nofified and the battery was replaced and the
i alamm was retumed ta normal operation. These
' lests would be documented on the Door
Inspeciion of three (3) times a day by Security  }
| and Maintenance Stafl. A sign was piaced on
"each axit door stating "if alarm sounds you must i
 call sacurity to reset’. Staff members verbalized !
i understanding of these instructions at the time of *
, the educations. i
] 1
9. Other sscurity and maintenance staff would be
, educated on the minimum fifteen (15) second {
| testing parameter procedure prior to working their
next scheduled shifty by the Administrator or i
| Birector of Security and Transportation. Seven i
£(7) of twelve {12) Maintenance and Security :
. émployees would have received this education by '
I end of day on 09/15/14 and thers was five (5) A
additional Security and Maintenance employees
: Who would receive this education prior to working |
 thefr next scheduied shift. Education on this dear |
testing parameter procadures would be included
| as part of the new hire orientation provided to
i new Security and Maintenance Staff which was
conducted by the Director of Security and
| Transportation and the procedure would be
! reviewed annually ongoing with Security and
; Maintenance staff by the Director of Secunity and
Transportation and Director of Plant Opstations
under the direclion of the Administrator,

F 323‘ ;

LEXINGTON COUNTRY PLACE
2 LEXINGTON, KY 40504
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1

10. Door alarms, including the delayed egress on
the fire safety daor and the secondary red box |
i alarms located on the fire safety doors would
continue to ba checked by Security and i
i Maintanance Sia¥ a minimum of three {3) times !
! each day, inciuding on weekends. Testing would |
; be conducted on each shift by sounding the alarm !
t for a duration of at least fifteen (15) seconds. In |
the event the alanm does not sound at at
] sustained volume ievel within range, a staff
. member would be posted at the door and the
| problem would be immediately raported to the
. Administrator. A staff member would remain at
i the door untii Maintenance and the Administraior
, were notified and the baltery was replaced and
! the alarm was returned to normal operation, i
“Batteries in the secondary red box alams would X
j be changed a minimum of monthly. This battary !
change would be documenied in the facility's :
| TELS system. The Administrator would verify this |
1 on at leasta monthly basis. i

{ 1. Elopement /Missing Resident Drills would be ;
. conducted daily on atternating shifts, including |
i weekends, for a minimum of two (2) weeks by the
' Staff Devslopment Coordinator and Administrator. |
: An Elopement/Missing Person Drill Evaluation H
i Form would be completed with each drill, :'
| 12. Ongoing monitoring would also includa
completion of Elopement/Missing Resident Drilis
| at a minimum of four (4) times a year. One (N
I drift would be held on each shift and on a ;
. weekend day, An Etopemsnthissing Person Drilt;
{ Evaluation Form would be completed for each
drill held. The facility would davelop an action |
' plan for staff education and correction of issues if !
| encountered during the drills. Monitaring wouid

|
|

F 323,
|
i

|
i
|
H
H
1
H
i
I
i

t

i
H
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| also include a daily QAP! raview of the Door

; Inspection Logs by the Administrator and/or

| Director of Security and Transportation, The

i Administrator would initiaf these i0gs to indicate |

' review. Any issues jdentified would be addressed [

1 @s indicated by the Adminlstrator and
documented on the QAP tool

| X
' The State Agency vatidated the implementation of |
| the facility's AQC as follows: }

3
i
i 1. Review of the One on One Staff Observation ;'

Log, revealed Resident #1 was placed on 1-1 N
| observation on 09/12/14 et 11:00 PM. Continued |
t review of the One on One Staff Qbservation Log

revealed Resident #1 was still on 1:1 obsarvation !
- @s of 09/18/14 at the time of the survey. Perthe |

Observation Log the date and time was recorded
 for each staff member who was resuming !
' respansibility for the resident. Raview of the daily ;
j staffing sheets from 09/12/14 through 09718/14
‘revealed the person responsibla for the 1:1 i
| observation of Resident #1 was identifiad,

i 2. Review of Resident #1's Wandering Risk Care
. Plan revealed an update on 09/12/14 with an i
}intervention for 1:1 observation. Review of the
- Nurse's Note dated 09/12/14 at 11:05 PM, |
I revealed Resident #1's daughtar was Informed of ,
. the resident being on 1.1 care and was 5
i agreeable. Review of the Nurse's Note dated
09/13/14 at 1:14 PM, revealed the APRN was
I notified of the resideant being placed on 1:1 |
! observation cantinuously.

i
3. Interview on 09/16/14 at 2:30 PM with SRNA |
{ #9 and at 2:45 PM with LPN #1 who worked the
Resident #1 resided, verifisg

! Magnolia Unit where
on t:1 observation. !

i Residant #1 was still

.='
;

i
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i

| Interview with the DON on 09/18/14 at 6:00 PM | |
revealed staff was not silowed to wark untii they . ‘
received inservices including implementing care
“plan interventions to decrease tisk of further
| elopement events and Resident #1 would remain
' on 1:1 until all staff had been educatad.
| 4. Review of Resident #1's Care Plan revealsd it | :
. was revised an 09/15/14 to include an f
| interventlon for showers Tuesdays, Fridays and |
" as neaded
| | . j
“interview, on 09/18/14 at 7:20 PM, with the DON i :
[ revealed the Interdisciplinary Team (IDT) met and | ! ;
‘ reviewed Resldent #1's care plan to re-avaiuate . i !
; current interventions related (o wandering. ; ! i

H .
' i

5. Review of the Care Plans for the thirieen (13)
! residents who were entified with increased ! i ;
wandering behaviors based on their most recent ' '
| Wandering/Elopement Review Form, revealed :
i the care plans were reviewed and revised on ! !

, 09/15/14 by the IDT, Changes were made io the ) :
j care plans with additional interventions for direct ; i
 care staff to implement when the resident i

i

!

 exhivited incressed wandering behaviors. Also,
! some of the Care Plans problems and geals were I
_ updated related to the resident's wandering ; :

i I

| behaviors, i

. 8. Review of the inservice Information and i
| Attendance Record revealed inservices bagan on |
*09/12/14 and continued each day and were still : [
i taking place for nursing statf including RN's, | ;
| LPN's and SRNA's related to the following; 1) - | !

Resident #1 to remain in visuaf contact at all ! i
| times and a sign in shest must be completed by i
' each staff member who was assigned to the i
; resident for one on one observation, 2) in the i i i
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+

} event of any resident's attempt io exit the facllity
i the DON or Administrator must ba natified
l immediately and interventions must be initiated
i per the resident's individualized plan of care to
+ decrease the risk of another elopement atternpl, |
« 3) If there was a weak or low sounding battery or .
lifa door was opened for any reason, a staff :
member must be stationed at the doorway until l
|
!

* the alarm was retumed to normal,

i
| Qbservation of the faciiity exit doors on 09118414
! from 5:00 PM until 5:30 P revealed signs on the
doors or beside the doors which stated "if an i
j alarm sounds you must cal security to resel", As ;
* of 09/18/14 all employees but three (3) fult ime . !
{ @mployees, two (2) part time, and thirteen (13) |
employees had not received the education, ;
: Further review revealed a total of seventy-four | ; i
(74) full time, six (6) part time. and twenty-seven |
: (27) pm staff had received the inservics :
education. Interview with the DON on 09/18/14 at}
7:20 PM, revealed the inservice education starfed !
ron 0912114, and is oNgoing. She stated at ,
| change of shift, adminisirative staff stang by the
i time clock, and anyone who has not received the |
; Inservice was not allowed fo work until theyhad
| been educated. Further interview reveated the
. Staff Development Coordinator, and House
| Supervisors assisted with the education,

| Interview on 09/18/14 at 11:56 AM with the Staff - i
. Developmant nurse revealed a buljet point sheet i
| containing the inservice education was placed in i
the new hire packet for all nevdy hired employees.
| She confirmed the facility did not ulilize agency |
staff. :

| INterview on 09/18/14 with SRNA#9 at 2.30 PM, | |
with LPN #1 at 2:45 PM, LPN #8 ot 3:23 PM, with. i
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F 323 Conlinued From page 66

' SRNA#15 at 4:00 PM, with SRNA #17 at 4:17

| PM, revealed they had been Inserviced and

 fralned ensuring Resident #1 remained In visual
contact, they must immediately notify the DON or
Administrator of any other residents’ attempt to

i exit and that interventions must be Initiated, to
ensure someone was stationed at any fire exit

i door alarm which had been triggered unti)

! Securily returned the doar alarm to normal

; operation.

i 7. Review of the Dally QAP! Chart Review Tool,

" revealed daily audits starting 08/13/14 through

| 09/18/14 of Physician's Orders, Nurse's Noles,
Care Plans, Concerns and Resolution fora

; sample identified as having wandering behaviors.

{ Interview with the DON an 09/18/14 at 7:20 PM,
. revealed administrative nursing staff was
| checking new Physiclan's Orders and Nurse's

, Notes for any behavior concems and to see if the |

} care plan neaded revised and updated related to

 behaviors and inferventions. She stated she

' escalaling behaviors she was unaware of, so she

i could address the behaviors. She further stated
the audits would continue until it was decided in

| the QAP] meeting that the audits could stop,

i

; 8. Reviaw of the Staff Inservice Summary and

! Altendance Record revealed the Administrator

. @ducated Maintenance and Security staff on

[ 08/12/44 through 09/16/14 relsted io the
following; allow audibie door alarms {red boxes)

I 10 sound for 8 minimum of fifteen (15 seconds

‘ when being tested as part of routine door checks

| daily every shift, the Door Alarm Inspection Form

i must have the timing of these lests documented

; {document the seconds the door alarm sounds),

| raviewed all the audits and was checking for any

] ' ]
F 323i !
| .=
i .
i

]
.
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1

j any problems noted during the door inspactions |
! must be reported immediately to the i
Adminisirator and Maintenance, and in the event |

! of a weak or low sounding alarm a staff member i
~was to be stationed at the doarway untll the i :
| Administrator was notified and the baltery was |
' replaced and the alarm wes returned to rormal
1

I

; operation. Observation of the facility exit doors

! revealed a sign on the door or beside the door

: which stated, “if alarm sounds you must call

' security o reset”. '

! Interview, on 09/18/14 with Securlty Guard #3 at |
. 6:00 PM ravealed ha was educated on the Y
| minimum fifteen (15) second testing parameter
' procedure to ensure the ajarm maintained a

{ sustained volume within normal rangs, and in the ,
* event of a low or weak sounding alarm a staff !
| member was to be stationed at the doorway until !
 the Administrator was notified and the battery | i i
, Feplaced '

]

8. Interview with the Administrator on 08/18/14 at i :
| 8:00 PM revealed Security and Maintsnance staff i : |
had been educated related to allowing audible | ’ i
i daor alamms (red boxes) 1o sound fora minimum !
| of fifteen (15} seconds when being tested as part l
* of routine door checks daily svery sift, He )
stated If the alarm did nof work or had a jow |
* volume, security or maintenance was to natify
i him and semeone was to guard the door until the | !
| alarm was fixed. He further stated maintenance
* was checking the door alarms on the day shift
1 and security was checking the alarms on 2nd and '
[ 3rd shifts. Continued interview revealed ; ;
; Mmaintenance and security was documenting i i
| checking the door alarms on separate door [ ;
i inspection logs, and he verified this was heing ; ;
. done by checking the logs daily. He stated there ! | !
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F 323; Continued From page 68 i F 323,
i was one (1) more security employee {o educate
because he was on vacation; however, the rest of |
| the maintenante and security staff had been ‘
educated by him or the Director of Security. !
' Further interview ravealed this training would be ;
- provided as part of the new hire orentation i
{ provided to new hires for maintenanca and |
. security and would also be reviewed at least i
1 annually ongoing with maintenance and security | ?
staff, ' !
!
|
i

! Interview with the Maintenance Director on

1 09/18/14 at 5:30 PM, revealed he was educated
on the testing of the door alarms by the

j Administrator, He stated maintenance staff

* checked the doors each day on day shift. :

i Continued interview revealed they were to allow | i ;

" the audibte door atarms (red box} to sound for at ; i i

; least fifteen (15) seconds when being tested. He ! : :

! atated if the door alarms did nat work, they were i '

, 1o have staff guard the door until the alarm was

j fixed. He further stated if there was s concem

" with the door alarms they were to notify the

| Administrator.

[ Interview with Security Guard #3 on 09/18/14 at

I 8:00 PM, revealed he had received education on

; 08/13/14 related to allawing the audible door

| alarms (red box) to sound for a minimum of

, fifteen (15) seconds when being tested as part of
: routine door on evening and night shift, : i
* Continued Interview revealed if the atarm did not i
; wark or tiad a low volume, the Administrator was |
i to be notified, and a staff member was to guard : i
, the doer until it was fixed. He stated security !
| checked the daor alarms on evening and night i
- shift. :

If continuatlon sheet Paga 89 of 75
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F 323 Continued From page 69

" the door alarms including the delsyed egress on |

: the fire safety door and the secondary red box i
alarma were being chacked three (3) imes & day !
09/2/14 through 09/18114. Review of the Red

| Box Emergency Door Battery Change Log,

i revealed the batlenies were changed on 08/04/14 j

 for the secondary rad box alarms.

i

[ Continued interview with the Administrator on

; 09/18/14 a1 B:00 PM, revealed the batteries on
l the secondary Red Box alarms would be changed *
; monthly and documented on the battery change !

Hog.
f

{ 11. Raview of the Elopementhissing Resident
Drill Evaluation Forms revealed drilis were i
| performed on 08/13/14. 08/ 9114, 08120114 for all '
threa (3) shifts and weakend personnel, andon
1 09/16/14 at 6:45 PM, 0917114 at 6:36 AM. )
{ iInterview on 09/16/44 at 11:58 AM wilh the Staff
Development Nurse revealsd since the i
J Immediate Jeopardy was called, they were doing
* elopement drifts more frequently and at different
; times of the day. She stated she had done one
(1) of the drills and was Iolé on 09/15/14 they i
; would be doing the drills daily. '
|
Interview on 09/18/14 at 7:20 PM, with the DON,
i and the Consultant DON, revealed they had been ;
! participating in the elopement drills which were |
; being done daily, on differant shifts and on
! weekends as well which were being done by the
. Staff Developmeant Coordinator and the
| Administrator.

Interview on 09/18/14 with SRNA #9 at 2:30 PM, !
twith LPN #1 at 2:45 PM; with Laundry Worker #1
. 8t 3:10 PM, with Housekeeper #1 at 3:20 P, ;

i
i
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F 323! Continued From page 70 F 323 :
i LPN #8 al 3.23 PM, with SRNA #16 at 4:00 PM,
 with SRNA#17 at 4117 PM, revealed they had
| been inserviced and trained on elopement and
1 elopement drills had been taking place since
*09r12/14,
. 12. Interview with the Administrator on 05/18/14
! at 8:00 PM, revealed education started op
i 08/12/14 and was ongoing related to elopement
'drills, elopement policy, and door alarms. He
| stated the elopement drills were to be performed |
. every day for two (2) weeks, then depending on if
r there was opportunity for improvement they may |
; be done monthly. He stated after & dril and i
" Evaluation was complated and the results were |
| summarized. He stated if there was a problem |
; Identified with the drills, an action plan would be |
! developed and siaff would be re-educated. He |
; further stated there would be a daily QAP review |
I of the Doer Inspection Logs and he wouid initia) ; i
.f
|
|

the fogs to indicate they were reviewed, The
! Administrator further stated if a cancern was
i identified with the door alarms, re-education
| would be dene and the problem would be
| addressed. Confinued interview revealed through ;
the QAPI process, they would identify wesk areas | . F502
i and Issues identified would be addressed and ; i
- docurented on the QAP} too! : ' . \
F 5021 463.75()(1) ADMINISTRATION ! What corrective action will be
S5=0 . ] { accomplished for those residents
The facility must provide or obtain laboratory : E
] services to meet the needs of its residents, The | : faund to have .been affected by the
I facility is responsible for the quality and timeliness | i deficient practice?
- of the services E

Lab results for Resident #8 were
| obtained on 7/25/14 & the resuits wera

This REQUIREMENT is not met as evidencad ;
i reported to the Health Care Provider,
|

; by
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i ; ¢ How will the facillty identify other
Y - g ; ,
F 502; Continued From page 71 F502; residents having the potential to be

, Based on Inlerview, record review and review of i
i the faclity's documnents, it was determined the i
i facility failed to ensure labaratory (lab) tests were |
; oblained as ordered for one (1) of ten (10) i
sampled residents (Resident #8), Facility staff !

f failed to ensure the Complete Blood Count i
. {CBC), Camprehensive Metabohe Panel (CMP) !
* and Thyroid (TSH) lab tests ordered for Resident |
| #8 on 07/14/14 were obiained in a tirmely manner, \
i

{

| The findings include:

{ Review of the facility document titled, "Lab Audit”,

" undated, revealed the process for obtaining lab

 tesls ordered by Physicians was far the nurse to
take the order and fill out a lab slipin the lab

i book. Continued review ravealed in the marnings
the Unit Coordinator (UC) was to go over the

] Physician's Orders, checklng for Iab orders and .

. were to make sure there was a lab slip completed |

tand the lab was written in the lab book. The ue
was aiso to check the lab book to follow upopn !

| any labs performed to make sure the iabs were

“charted”.

I

' Review of Resident #8's medical record ravealed

| the facility admitted the resident, on 07110/14,
with diagnoses which included Muscie

| Weskness, Atrial Fibrillation (A-fib), Dehydration,

. Malnutrition, History of Breast and Colon Caneer ;

i and Debilty. Review of the Advanced Practica

~ Registered Nurse (APRN) Note, dated 071414,

| revesled the resident had "cachexis" (gensral
physical wasting and malnutrition usually )

I assaciated with chronic disease). Review of the |
Nurse's Note dated 07/14/14 timed 6:45 PM,

| written by Registered Nurse (RN} #7 reveaiad

' orders were recejved far maorning labs for CBS,

i CMP and TSH. Review of the Physician Orders :

affected by the same deficfent

; practice?

A Q1 lab audit was completed on

+ 09/19/14 using the facility Lab QI Audit

!
f

Tool {Attachment 7) which verified
Physician Orders in the last three
months (July, August and September)
were obtained and reported to the
physician as ordered. This audit was
completed by the Unit Coordinators.
Any identified problems or concerns
were reported to the Healthcare
Provider & addressed as ordered.
Residents will continue to have

laboratory tests obtained in a timely
manher as ordered.
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F 502 ' Continued From page 72 1 F 502/ What measures will be put into place

“ written by tha APRN on 07/14/14 revaaled an i
j order for 8 CBC (blood test used to evaluate your |
. Overall health and detect a wide range of "
 disorders, including anemia, infection and

{ leukemia), CMP (blood test that measures your
, 3ugar level and electrolyte Imbalances and fluid |
 balance, kidney function, and liver function) and |
i TSH (blood tast is used to detect problems ]
, affecting the thyroid giand) labs (o be obtainad on ;
Ithe momming of 07/15/14 for & baseline, Howaver, ¢
i review of tha lab reports revealed no documenied i
. evidence of the lahs ordered on 07/14/14 having ,
 been obtained with results present in the medical |
j record. Confinued of the Physician's Orders i
, revealed a "clarification” order dated 07/24/14 for .
'a CBG, CMP and TSH to te obtained on the

j maming of 07/25/14 for a baseline.

1
v
!

I
| Interview with the RN #7 on 08/18/14 at 5.07 PM, |
; revealed she was a PRN (as needed) nurse for i
" the facility, and the facllity's lab process was 1
| when z lab order was received, tha nurse G
. transcribing the orders filled out a lab requisition !
' slip, put the Iab slip In lab's *box" under the )
| correct date and pass the lab order along in shift
 report. She stated tha lab book heiped the UG |
 track labs to ensura they were complated, RN #7 :
| revealed nurses entered the lab order in the lab !

book, then when the lab results were received the i
! nurse receiving the results caliad the Physician or *
; APRN and completed the rest of the information |
Lin the lab book. Per interview, if the Physician ;
{ gave new orders when notified the nurse vrote
the telephone order and faxed a copy to i
| pharmacy. She stated she was not sure why she
: had not followed the facility's process for
" Resident #8's lab orders dated 07/14/14;
| however, stated she should have.

or systematic changes made to ensure
i that the deficient practice will not
i recury

! Anew Lab Absentee Audit Tool

' (Attachment §) was impiemented on
9/19/14 by the DON. This tool will

_! clarify which Unit Coordinator is

_l responsible for checking lab audits

: when a Unit Coordinator is absent.

: Prior to implementation, all Unit

i Coordinators were trained by the DON
on the Lab Absentee audit Tool an

| 9/19/14,

* Licensed Nurses were re-educated on

.i' 9/19/14 by the Unit Coordinators on

i the facility’s lab process & obtaining lab
| results as ordered,
i
1

All new Licensed Nurses wili be
educated on facility’s lab process &
obtaining lab results as ordered as part
of new hire orientation.

The lab process is posted on each unit
and avsilable to all nursing staff
including PRN staff,
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F 502 ; Continued From page 73
l' Further review of Resident #8's medical record
‘ revealed a Nurse's Note datad 07/24/14 which
¢ noted the APRN had been in to visit the residant
, and had given a "clarification” order for a CMP,
" CBC and TSH ta ba abtained on 07/25/14 fora
| hasefine.

£ 502! How will the facility monitor Its
» performance to ensure solutions are

i sustained?

H
. The facility’s Lab Audit Toal
i (Attachment 6) will be reviewed daily

Monday - Friday by the Unit
l Interview with Licensed Practical Nurse (LPN) #9, on , i iday by ,
}on 09/18/14 at 11:48 AM, revealed the UC “tolg" Coardinators & by the House Supervisor
i ’hir to r%egd clarigr;?tig;l :rdgrr’ for Rezid?]nt gg‘s E . on weekends. Any discrepancy

abs ardered on 07/14/14, o stated she didn't ; : p
| know for sure what happened to cause the labs I i dentifled by comp aring the Physician’s
i not 1o be obtained as ordered on 0vi15/14; i Orders with the Lab Audit Toal will be

however, RN #7 was a PRN nurse who didn't il | ) Withthe

! addressed.

i

H
'
H
1

H

out the lab slip or put the iabs ordered in the unit |
i lab baok, LPN #9 stated the UC “caught” the
| unatlained labs when she was doing her chart In the absence of a Unit Coordinator
, audils. She stated the UC got copies of all ! B
| Physiclan's Orders and audited residents' charis Monday - Friday, the Lab Absentee
Form is implemented. In the absence of

i to 2nsure the orders were carried out and
transcribed approprately, and that's how she a House Supervisor on the weekend,

i
' i i I i .
identifled Resident #8's unattained labs i " the DON/Unit Coordinator will
|

complete the form,

| interview vith RN #8, on 09/18/14 at 11:35 AM,

! revaaled the faciiity's process for labs was when i :
a lab order was received a lab requisition slipwas i
filled out and the lab order was noted in the unit  :

| iab book for tracking purposes, RN #8 stated the |

 lab slip was placed in the lab's container under |

, the date the lab was to be obtained. She stated

{ after the lab was obtained and resuits recejved i

] via the unit facsimile (fax) machine, the rest of the !
information in the lab book was completedand

[ the Physician was notified of the results. She

; stated the UC was responsible for the lab book

! and ensuring nurses cornpleted it.

f Interview with the APRN on 0871814 at 4:50 PM, |

' revealed she had ardered the labs on 07/14/14 as; i
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F §02 | Continved From page 74 ' F 502 ' Asan additional new process a copy of
| Resldent #8 was a newly admitted resident and | ! the lab audit tool wilf be forwarded to
she wanted to have a "baselineg" for future labs i |
j ordered. She stated the facilly did not nofiy her + the DON an a weekly basis & 3
- when the labs were not obtained as ordered the i | summary of findings will be discussed iry
{ moring of 07/15/14. However, she stated the | ~ a weekly Q] Committes mee
, Physician and APRNs ordered labs for the next | _V a t ting,
| day because they wanted the results the next . consisting of but not limited to, the
. day. Per interview, "fortunately” the facility had | Administrator, DON, Social Woaorker,
"siop gaps tn place” and the Iabs were obtained ; .
| after she gave a “clarification” order on 07/24114. t MDS Nurse & Unit Caordinators with
: ' { additional corrective action taken as
Hnterview with the Director of Nursing {DON), on ! indicated.
09118114 at 7:20 PM, revealed afl Physician's ' i
Orders were reviewed in the daily mormin f
9 Th dit tool
| meeting. The DON revealed the facliity’s process ; | These audit tools & any accompanying
| was when a lab order was received the nurse was ! ! corrective actions will be reviewed in
ta write the order on a lab requisition sheet, i :
i document the lab order in the unit lab book, put i the monthly interdiscipiinary QAP
the lab requisition sheet in the lab's accordion 1 ; meeting, which includes, but is not
' type container under the correct dale for the lab " limited to, the Administrato bo
to be obtained. Per interview, the Medical Record ! : o ' a_t r, DON,
i person mada coples of all the Physician's Orders | - Medical Director, Consulting
| for the previous day and the copies wara taken to ! Pharmacist, Medical Records
the morning meeting and discussed She stated | ;
j the UG went over the Physician's Orders prior to | Consultant, RD, Saclal Services, Unit
' the morning meetings while they were on their . Coordinators, & Waund Nurse, to
j units. The DON reveaied the UC for Resident |  ensure effectiveness of th
#8's unit had been on vacation on 07/14/14 when ven ?f e"system &
i the fab order was written; howaver, the UCs were | . further corrective action will be taken
, Supposed to cover for each other when someone ' asindicated.
l'was cn vacation. She stated "usually” something ' i
i ke this would be “caught” the next day by the . 14
1 UC. The DON stated she didn't know where the i Completion Date: Octaber 22, 20
j 07/14/14 lab orders Resident #8's had fallen |
" threw the cracks, but should have been caught |
{ and completed as ordered i _
|
" I . i
i | E L
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