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F 000
000 INITIAL GOMMENTS ¥ 000 Green Meadows Health Care Center
An abbreviated standard and partial extended acknowledges recelpt of the Statement
survey Invesligating KY00016422 was Initiated on of Deficiencies and proposes this plan
05/13/11 and concluded on 06/16/11. Immedlate of correction to the extent that the
Jeopardy was idenlified on 06/16/11, was found :
ko exlst on 06/10/11 and the facllty was nolfled of summary of findings 1s actually correct
Immediate Jeopardy on 06/16/11. KY00016422 and in order to maintain compliance
was substantiated and deﬂclen[gles clted were with applicable rules and provision of
483.20 Resident Assessment, 282 at a scopa ity of th ident
and severlly of an "J'; 483.26 Qualily of Care, quality of care of ,e res'd?n s The
F323 at a scope and severlly of an "J"; and plan of correction is submitted 3s 2
483.76 Adminlstralion, F490 at & scope and written  allegation of compliance.
severity of an "J" Substandard Quallty of Care Green Meadows Health Care Center's
was Identiflad at 483.25, F323.
response to  the Statement  of
The facllity provided a credible allegation of Deficiencies and Plan of Correction
007{;{"??03 (/':j(l)(t?) ;3“ 05’35/11- The 5(5‘“& agency does not constitute an admisslon that
verifled Immediate jeopardy was remove .
05/16/11 prior to exlt; which lowered the scope any deficlency is accurate. Further
and severlly to a "D" at 42 CFR 483.20 Resident Green Meadows Health Care Center
Assessment, F282, 42 CFR 483.25 Quality of reserves the right to submit
Care, F323, and 42 CFR 483.75 Administration, ion t f h
F490, while the faclllty's Qualily Assurance documentation to refute any of the
monitors the effectiveness of the barrlers and the stated deficiencies on this Statement of
new code alert system. Deficiencies through Informal dispute
esolution, formal a eal procedur
An abbreviated Life Safely Codo survey was resolution, formal appes’ P |c ¢
Inltiatad and concludad on 06/13/11, In andfor any other administrative of
conjunction with KY00016422, Investigating legal proceedings.
KY00016427. KY000168427 wes substanflated
with deficiencles clted.
F 282 | 483.20(K)(3)(ll) SERVICES BY QUALIFIED Fosa| 282 05/27/11
5g=J | PERSONS/PER CARE PLAN
) Fifteen minute checks were instituted
The services provided or arranged by the facliity on May 10, 2041 upon his return to the
must be provided by qualified persons In locatl ¢
accordance with each resident's written plan of facilty to ensure the location o
care. Resident #1 was monitored. A staff
ABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE : (X6) OATE
727/ Pz & s 2 V2.

Any deficlency sialoment ending with an asldflsk (*) denoles a deflclancy which tne Instiluton may be axcusad from corfeciing providing t Is datermined thel
olher safaguards provide sufficlent prolection lo Lhe pallents. (Sea Inslructions,) Excapl for pursing homes, he findinga slalad above are disclosable 90 days
following the dals of survey whether or not a plan of eorrection Is provided, For nursing homes, the above findings and plens of correcllon are discioaable 14
days (oflowlng the date (hese documanls are mede avaliable 1o (he faclily. i dofl¢lencles are clted, an approved plan of correctlon I3 requisite lo conlinued

progrem pariicipation.
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Thia REQUIREMENT s not met as evidenced
by:
Based on racord revlew, observatlon and
interview, it was determined the faclilty falled to
fallow the plan of care for one resldent (#1) of the
flve (5) sampled residants, Resident #1 was
careplanned {o be monltored due to cognltive
deficlt and exit seeking behavlors. The facliity
falled to monitor the locatlon of Resident #
during conatruction of the front lobby. The
resldent exited (he front entrance door without
staff knowledge. The facliity remained unaware of
the residents focation, unlil a cltizen alerted the
facility that the resldent was found on the
sldewalk of a busy street. The faclilty's fallure to
follow the plan of care placed residents at rigk for
glopsment In a sliuation {hat is likely to cause
serlous Injury, harm, Impalrment, or death to a
resldent

The faclilty providad a crédible allegation of
compliance (AOC) on 05/16/11. The state agency
verifled Immediale Jéopardy was removad
05/16/11 prior to exlt; which towered the scope
and severlty to a "D" at 42 CFR 483.20 Resldent
Assessment, F262, 42 CFR 483.25 Qualily of
Care, F323, and 42 CFR 483.75 Administration,
F490, while (he facliity's Qualily Assurance
monltors the effactiveness of the barrlers and the
new code aleri system.

The findings [nclude:

The facllity did not provide a policy on following
the plan of care.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
106464 05/16/2011
NAME OF PROVIDER OR SUPFLIER STREET AODRESS, CITY, STATE, ZIP CODE
310 BOXWOOD RUN ROAD
GREEN MEADOWS HEALTH CARE CENTER 1
MOUNT WASHINGTON, KY 40047
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATI(ON) TAQ GROSS-REFERENCED TO THE AFPROPRIATE DAYE
DEF(CIENCY)
F 282 | Continued From page 1 £282] member was assigned the duty of

staying at the front entrance door on
May 10, 2011 upon resident’s return to
the facllity and remained In place
throughout the 2 p.m. t0 10 p.m. shift.
Another staff member was assigned
this responsibility for the 10 p.m. to 6
a.m,  shift. The Director of
Maintenance came into the facility and
constructed a barrier on May 10, 2011
at approximately 9:15 p.m. that
prohibited any access into the
construction site and front exit door.

Al residents of the facility were
identifled as having the potentlal to
exlt the faclity through the front
entrance from the time period of 3:00
p.m. to 9:00 p.m. on May 10, 2011
without having to enter a code and
without having an alarm to sound if the
Code Alert System was activated if the
resident was wearing a transponder.

A review of the resident census was
completed on May 10-11, 2011 to
© 3ssess the elopement risk of the

residents. No other resldents were
identified as belng at risk for
elopement,
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without staff knowledge.

and responding to the alarms,

Review of the clinical record revealed the faclilty
admilted Resident #1 on 09/14/10 with dlagnoses
of Organic Braln Syndrome with Dementla,
Macular Degeneratlon, Anemia, Urinary
Retention, and Degeneralive Joint Digeass. On
05/27/10, the facliity devaloped a plan of care for
Wandering, Soctally Inappropriate at times, and
oxit seeking behavlors, The facliity implemented
interventions for slaff to: 1. place monltoring
device on resident that sounds alarms when
resident leaves bullding; 2. alert staff lo resldenl's
wandering behavlor; and 3. note which exils
resident favors for elopement from facility. Alert
staff working near those areas. The facliily
implemented a code alert device and placed the
device on the residenta ankle to alert faclity stalf
should the resident attempt to extt the facllity

On 11/10/10, the facliity
reassessed Resldant #1 a8 at high risk for
elopsment related to the resident's Impaired
cognillon and exlt seeking hehavlors.

Observations of Resident #1 on 05/13/11 at
14:08am, 11:27am, 1:20pm and on 06/16/11 at
11:30am and 1:10pm revealed the regident with a
code alert bracelet to the ankle. The nursing staff
ware noted to be chacking the rasldent's locallon

Interview, on 05/13/11 at 1:44pm, wilh LPN #5
revealad when the alarms sound, slaff
by following the sound, to see who heeded help.

Interview, on 05/13/11 at 2:30pm, with LPN #4
revealad the facllity did not Insfruct her to
increase supervision of the wendering resldents
when the conslruction was started or to monitor

respond

{U4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X6y
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
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DEFICIENCY)
F 282 .
82 | Continued From page 2 F 282] A staff was provided education on the

need to follow the residents’ plan of
care as It relates to thelr belng at risk
for elopement. The In-service training
was initated May 10, 2011 and
continued through May 16, 2011,

Staff training@ was reinforced by the
Director of Nursing on June 9 and June
10, 2011 to ensure staff are aware of
following the residents’ plan of care as
it relates to thelr being at risk for
elopement.

Direction was glven that the barrler
was not to be removed at any time by
anyone Wwithout having notified the
Administrator or Director of Nursing. A
staff member was assigned to monitor
the area when the contractors needed
access to the area and had to
temporarily move the barrier. The
building superintendent and
Administrator conducted a check of the
renovation site at the conclusion of
each work day to ensure the integrity
of the barders. Additionally nursing
staff checked the barrlers every 30-
minutes while in place to ensure there

]
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ID

PROVIDER'S PLAN OF CORRECTION

residents,

N

aupsrvision of wanderi

the resldent was.

the front daor when the bartler wall was taken
down. It was known by all staff {hat Resident #1
frequently walked the halls and would exit seek.

Interview, on 05/13/11 at 3:07pm, with LPN #3
revealad the staff were to monitor Resldent #1
due to wandering all over thé facllity according (o
the care pian, She last saw {he resident at
7:00pm and thought the resident was golng to
his/her room. While the asslgned nursing
asslstant was at dinner, the other. staff on the unil
were to monitor the resldent. She indlcated all
staff are responsible for monitoring the wandering

Interview, on 05/13/11 at 3:30pm, with LPN #2
rovealad she monitored the wandering resident
(hrough the elopement binder and code alert
checks done every shlft. She assumed the

ng residents would be
increased due to the construglion; however, she
never recelved any direction regarding this.

Interview, on 05/13/11 at 3:40pin, with LPN #1
revealed although she was an LPN she was
working as a nursing assistant that night.
Resldent #1 was not in her assigned group;
however, she did see the rasident betwean 5:30
and 6:00pm. She did not run Into the resident
agaln and thought the resldent was In hls/her
room; however, she dld not check to see where

Interview, on 06/14/11 at 12:64pm, with CNA #1
revealed she had gone to her dinner after helping
In the dining room. During the meal she saw
Resldent #1 silting in the dining room. At 8:10pm
the regident was seen leaving the dining room.

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES %)
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DEFICIENGY)
F 282 | Gontinued From page 3 F 282

was no access to the construction area
and the front entrance door.

A thorough inspection of the area being
renovated was completed on May 16,
2011 by Department Heads and
Administrative  Staff. Additional
measures were taken to enhance the
security of the area by increasing the
helght of the barrier walls from four
feet to eight feet.

The Code Alert system was Installed on
May 23, 2011 and was completely
operational on May 24, 2011. Al
residents identified as being at risk for
elopement cannot pass through the
front entrance without activating the
system which wiil lock down the door
denying access for a fifteen second
time frame and an audible alarm
sounds immediately at the front
entrance and at the nurse’s station on
Transitlon Way. Also a visible alarm 1s
activated at both nurse’s stations
identifying the door that has been
activated.
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F 262 | Conllnued From page 4 F 282| The barriers were removed on Friday,
She came back from dinner at 8:46pm and May 27, 2011 allowing residents to

started to put other residents to bed. She did not
check where Resldent #1 was until & nurse
Inslructed her to help look for the resident.

access the newly renovated area.

The Code Alert system is tested on a

Interview, on 05/16/11 at 1:40pm, with CNA#2 " .

revealed she monitored wandering residents by weekly basis by the Director of
redirecling them back (o thelr unlt or calling the Maintenance.

unit to come and get the resident. Howevet, she

d\d not remember If Resident #1 had been on her A monthly report will be made by the

unit that evening end did not check on the ) '
resldent untll a Visitor came to the facillty and Director of Maintenance to the Quality

Informed her the resident was outside. Assessment and Assurance Committee

Review of the Investigative report dated 05/10/11 on the audits of the Code Alert system.

and interview with the Dlrector of Nursing on
06/13/11 at 2:40pm and the Administrator on The Director of Maintenance and

05/16/11 at 1:10pm revealed the facillty took the Director of Nursing will monitor the
following immediate action: "
facility's performance o  ensure

1. The faclity performed a physical assessment compliance.
on Resident #1 and found no Injuries.

2. Resident #1 was placed on every 15 minute
checks untll the new code alert system was
[nstalled on lhe front door.

3. An employee was stationed al the front
entrance to monltor any resident activity.

4. All alarmed doors weré checked.
5. All codo alert bracelets were checked.

6. The malntenance depariment Installed a rigld
barrier to prevent access (0 the construction slte.

7. The barrlers were placed on every 30 minute
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£ 282 | Continued From page § F 282
chacks to ensure they were Intact.

aclivitles,

recaption area.

resldenta for revisions.

05/18/11.

system was installed at the front door.

remained on the right anide.

Additional measures were taken on 06/11/11:

1. Review of all resldents Jdentifled as at risk for
glopement lo shsure superviglon of thelr

2. All alarmed doors weré placed on weekly
checks by maintenance and every shift checks by
nurging when checking the code slert bracelets.

3, Elopement binders were reviewed, pictures
and demographic information pleced In binders
for four (4) resldents and placed at the new

4. Reviewad policy and procedures regarding
wandering resldents, elopement and missing

5. Education of all staff regarding the wandering
resldent, elopement and missling resident
05/10/11, 05/12/41, 051 3/11, 06/14/11 and

6. Education of the constructlon crew on 06/1 6/11
regarding the barders were to remain [n place
untlt the conslruction was completed or co

Observalion, on 06/16/11 at 11:30am, revealed
Resldent#1 sllting In the dining room at the table
with other male residents. A code alert bracelet
was noted on the right ankle. At 1:10pm the
resldent was In histher room a code alert bracelet
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Revlew of the clin

from the elopeme

interview with the

cause and action

Valldatlon of stalf
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Care, F323, and
F480, while the fa

F 323
558=J

Gonfinued From page 8

#4 and #5 during the survey revealed the
residents had been assessed for nsk for
slopement and had code alert bracelets on.
Resldent #5 was reassessed on 05/10/11 by the
facllity as Improved and no longer required the
code alert bracelet. Resldent #6 was removed

and #5 had not eloped from the bullding.

1:10pm revealed Informal meetings every
morning had been held with staff to discuss the

Res{dent #1. A (ormal QA meeting would be held
on Thuraday 06/19/11.

On 05/13/11 at 10:30em a check of all the
alarmed doors (3) completed with the Director of
Nurses revealed all checks had been completed
and the alarms were functional.

slgn-in rosters revealed all staff attendad with the

hospltal. This staff person will recelve tralning,
prlor to being assigned to work with lhe residents.

Immediate Jeopardy was verlfied to be removed
prior to exit on 05/16/11 with remalning
non-compllance at 42 CFR 483,20 Resldent

Assessment, F282,
42 CFR 483.75 Administration,

monltors the effectlveness of the barrlers and the
hew code alert system.

483.26(h) FREE OF ACCIDENT
HAZARDSISUPERVIS\ONIDEV!CES

ical record for Resident #2, #3,

nt binder. Resident's #2, #3, #4
Administrator on 08/1 6/11 al

plan related to the elopement of

teaining May 10 - 15, 2011 via

who was cutrenlly In the

42 CFR 463.26 Quallly of

cllity's Quality Assurance

F 282

Fa23

F 323

Fifteen minute checks were instituted
on May 10, 2011 upon his return to the
facllity to ensure the location of
Resident #1 was monitored. A staff
member was assigned the duty of
staying at the front entrance
May 10, 2011 upon resldent’s return to

05/27/11

door on
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F 323 | Continued From page 7 Fa23| the facllity and remalned in place
throughout the 2 p.m. to 10 p.m. shift.

The facllity must ensure thal the resident
environment remains as free of accldent hazards
ag Is possible; and each resldent recelves
adequate supervision and asslstance devices o
prevent accldents.

‘This REQUIREMENT I8 not met as evidenced

by:

Based on Interview, observalions, record review
and review of the faclilty's policy on Wanderlng
and Elopement of Resldents and Missing
Resldents It was determined the faclllly falled to
aupervise one (1) resident (#1) of the five (6)
sampled residenls for oxlt seeking behaviors, The
facllity Identified Residents' f1, #2, #3, #4, and #b
at risk for elopement. The facllity falled to ensure
all exit doors were monitored during construction
when (he code alert alarm was removed from the
front exil door. The facility staff was unaware
Rasident #1 exitad the facllity without supervision
on 05/10/11. The fadllity's failure to provide
adequate supervision placed resldents at risk for
elopement In a cltuation that is likely lo cause
serlous Injury, harm, impalrment, or deathtoa
restdent

The faclllly provided an acceptable allegation of
compllance (AOC) on 06/16/11. The slate agency
verified Immediate jeopardy was removed
05/416/11 prior to exiy; which lowered the scope
and severity to 2 "D" at 42 CFR 483.20 Resident
Assessment, F282, 42 CFR 483.26 Quallty of
Care, F323, and 42 GFR 483,76 Administration,
F490, while the facllity's Quellly Assurance

Another staff member was assigned
this responsibllity for the 10 p.m. to 6
a.m, shift. The Director of
Malntenance came Into the facllity and
constructed a barrier on May 10, 2011
at approximately 9:15 p.m. that
prohibited  any access Into  the
construction site and front exit door.

All residents of the facllity were
identifled as having the potentlal to
exit the facility through the front
entrance from the time period of 3:00
p.m. to 9:00 p.m. on May 10, 2011
without having to enter a code and
without having an alarm to sound If the
Code Alert System was activated if the
resident was wearlng a transponder.

A review of the resident census was
completed on May 10-11, 2011 to
assess the elopement risk of the

residents.  No other residents were
identified as belng at visk for
elopement.

All staff was provided education on the
need to properly supervise residents
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moniltors the effecliveness of the barriere and lhe
new code alert system.

The findings Include:

Revlew of the facllity's policy regarding the
Wanderlng and Elopement of Resldents, dated
06/10, Indleated precautions wil be Inftiated for
the resldents determined to be at risk for
alopement, All residents will be assessed, if al
rlsk will be assigned a code alert bracelet,
information placed in the elopement binder, and
reviewed by the careplan team.

Review of (he faclllly's policy on the Migsing
Resldent, dated 03/09, Indlcated If & resldent ls
unaccounted for or missing a search would be
inltiated. The facliity and grounds will be searched
and If not found 911 will be called.

Interview, on 0B/13/11 at 2:40pm, with the
Director of Nursing (DON) revealed when
construction slarted there was 8 plywood wall
from the floor to the ceillng. It had no access
except by the construction crew through the front
door. The temporary wall was removed on
06/10/41 at 3:00pm. The conss and caution lape
werae placed at each and of the labby to block the
hallway, Prior to conslruction the DON met with
the superviaors regarding the renovafions and
told them to keep an eye on the resldents.
However, diract care staff was hot glven any
Instruction on Increased supervislon.

Interview, on 05/13/11 at 3:30pm, with LPN #2
revealed the lobhy had a temporary wall and she
was not Informed {he wall had been removed.

who are identified as being at risk for
elopement. This In-service training was
Initiated May 10, 2011 and continued
through May 15, 2011,

Staff training was reinforced by the
Director of Nursing on June 9 and June
10, 2011 to ensure staff is aware of
supervising the residents by following
the residents’ plan of care as it relates
to their being at risk for elopement.

Direction was given that the barrier
was not to be removed at any time by
anyone without having notified the
Administrator or Director of Nursing. A
staff member was assigned to monltor
the area when the contractors needed
access to the area and had to
temporarlly move the barrler. The
bullding superintendent and
Administrator conducted a check of the
renovation site at the conclusion of
each work day to ensure the Integrity
of the barriers. Additlonally nursing
staff checked the barriers every 30-
minutes while In place to ensurée there
was no access to the construction area
and the front entrance door.
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There were only cones and caullon tape,
However, you could stilf get to the doar and It was
unlocked, An employse was placed In the aree at
thig point untll malntenance could secure the
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ontinued From page 9 F 323} A thorough Inspection of the area being

renovated was completed on May 16,
2011 by Oepartment Heads and
Adminictrative  Staff. Additional

area. She dld not recelve instruction to Increase
suparvision when the wall was taken down.

interview, on 06/14/11 at 12:54pm, with CNA#1
ravealed she did not racelve any Instruction
regarding the wandering resldents need for
increased supervision when the barrier wall was
taken dowh.

Interview, on 05/16/11 at 1:40pm, with CNA 2
revealed ghe did not receive any instruction on
Increased moniloring of fhe wandetings residenls
only to keep more alert with the construction
golng on.

Raview of the clinlcal racord for Resident #1
ravealed the facllity admitted the resident on
00/14/10 with diagnoses of Macular Degeneration
and Organlc Brain Syndrome with Dementia. On
11/10/10, the facliity assessed the resident as a
high rlsk for elopement related to cognlilve deflcit
and exlt seeking behavior. The facllity reassessed
the raesident on 03/01/11 and 05/10/11 at high risk
for elopement. The facllity care planned the
resldent for wandering and exit sesking behaviors
and staff were to monitor the resident specifically
during perlods of anxiety dated 05/10/11. The
resldent was further caré planned to have a code
alert to alert staff of attempts to elope and check
pvery shift for placement dated 01/06/11.

Revlew of the (acllity's investigallon, dated
05/11/11, revealed Rasident #1 eloped from the
facliity on 06/10/11. A facliity staff member

measures were taken to enhance the
security of the area by increasing the
height of the barrier walls from four
feet to elght feet.

The Code Alert system was installed on
May 23, 2011 and was completely
operational on May 24, 2011, Al
residents identified as being at risk for
elopement cannot pass through the
front entrance without activating the
system which will lock down the door
denylng access for a fifteen second
time frame and an audible alarm
sounds immediately at the front
entrance and at the nurse’s station on
Transltion Way. Also a visible alarm is
activated at both nurse’s stations
identlfying the door that has been
actlvated.

The barrlers were removed on Friday,
May 27, 2011 allowing residents to
access the newly renovated area.

L
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F 323 | Conlinued From page 10 £ 323| The Code Alert system Is tested on a
reported obsetving the resident walking on the weekly basis by the Director of
sldewalk of a busy street, This staff member Maintenance

stayed with the resident untll the facllity was
nolified the resldent was gone. Construclion wag

curcently taking place to the surrounding exit and A monthly report wiil be made by the
the door with the code alert system had been Di ; .
. rector of M
ramoved leaving & non-code alert door accesslble of Maintenance to the Quality
Assessment and Assurance Committee

for exit.
on the audits of the Code Alert system.

Interview, on 06/13/11 al 2:30pm, with LPN #4

revealod she was fraveling east on Hwy. 44, and h .

looked back at the facillty, when she saw The Director of Maintenance and
Resldent #1 on the sidewalk. She turned around Director of Nursing will monitor the
to get the resident at 7:50pm. The resident was facility’s performance to  ensure
taken back to the facilily. The LPN staled the compliance

facliity did not Instruct her to Increase supervision
of the wandering residents when the construction
was started or to monitor the front door when the
parrier wall was taken down. It was known by all
staff that Resldent #1 frequently walked the halls
and would exlt seek.

Interview, on 05/13/11 at 3:07pm, with LPN #3
revealed she was lhe supervisor on the avening
shift of 05/40/11, When the resident wag brought
back to the faclllly, the code alert bracelet
sounded upon entering the door to the transition
unit. All doors were checked and were working
except for the front door. It was found to be
accesslble to the outslde by just opening the
door. LPN #3 slaled she last saw the resident at
7:00pm and talked about golng to bed. The
resident then headed towards hisfher room away
from the construction site. LPN #3 felt the area
was sacure unill the wall came down, She found
one wandering resident fifting he caullon tape
and they were redirected away. Resident #1
walked up to the tape and was redirected using
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the detour around the construction slte, LPN #3
stated no one saw thoe resident after 7:00pm. In

addilion, usually another nureing asslstant or (he
nurses watch (he resldents while a staff member
ia at meal break; howaver, this was not done If
the resldent managed to get out of the building.

interview, on 05/13/11 at 3:30pm, with LPN #2
revealed around 8:00pm a man came in and sald
& resident was out on Hwy 44, She left the
building and a nursing assistant was coming
behind her with a wheelehalr. She found an off
duty employee walking the resident back towards
the facllity. All the doors were checked because
the alarm sounded when the resident re-entered
the faclllty. She did not hear an alarm sound
bafore this, The front door did not have an alarm,
otherwise It would have sounded untll someone

turned it off.

Interview, on 05/13/11 at {:44pm, with LPN #5
revealed when the resldent's alarm sounds, the
ataff are (o respond by following the sound to see
who needs help.

Interview, on 05/13/11 at 3:40pm, with LPN [l
revealed she worked as & nursing assistant that
evening and not assigned to the group for
Resldent #1. She further stated she saw the
resldent between 5:30pm and 6:00pm and spoke
(o him/er, However, never checked on the
location of the resident afterwards.

Interview, on 05/14/11 at 12:54pm, with CNA#1
revealed she saw (he resident In the dining room
at supper time. The resldent was seen leaving the
dining room around 6:10pm. This CNA went on
her meal break and when ahe returned
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proceeded to put residents to bad. She did not
chack on the location of Resldent ##1 until
Instructed by a nurse to help locate the reslident.

Revlew of the investigative report dated 05/10/11
and Interview with the Dlrector of Nursing on
05/13/11 al 2:40pm end the Adminlstrator on
05/16/11 al 1:10pm revealed the faclilty took the
following Immedlate action:

1. The facillty performed a physical agsessment
on Resldent #1 and found no Injurles,

2, Resldent #1 was placed on every 16 minute
checks untll the new code alart system was
installed on the front door.

3. An employee was stationed at the front
entrance o monltor any resldent aclivily.

4. All atarmed doors were checked.
5. All code alert bracelets wers checked.

6. The maintenance department Installed & rigld
barcler lo prevent access {0 the construction slte.

7 The barriers ware placed on every 30 minute
checks lo ensure they were intacl.

Addillonal measures Were taken on 05/11/11:

1. Review of all residents Identified as at rlsk for
alopement to ensure supervislon of thelr
activilles.

2. All alarmed doors were pleced on waekly
checks by malnlenance and every shift checks by
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nursing when checking the code alert bracelets.

3. Elopement binders were reviewed, pictures
and demographic Informatlon placsd In binders
for four (4) resldents and placed at new receplion
area.

4, Revlewed policy and procedures regarding
wanderlng residents, elopement and missing
resldents for revislons.

5. Educatlon of all staff regarding the wandering
resident, elopement and migsing resldent
06/10/11, 06/12/11, 06/13/11, 05/14/11 and

06/16/11.

8. Education of the construction crew on 06/16/11
regarding the barrlers are to remaln In place until
the conslruction Is completed or code alert
system ls Installed at the front door.

Observation, on 05/16/11 at 11:30am, revealed
Resldent #1 silting In the dining room at {he {able
with other malé residents, A code alert bracelel
was noted on the right ankle. At 1:10pm the
resldent was [n histher room a code alert bracelet
remalned on {he right ankie.

Review of the clinlcal record for Resldent #2, #3,
#4 and #5 during the survey revealed the
resldents had been assessed for rlsk for
slopement and had code alert bracelets on,
Resldent #6 was reassessed on 05/10/11 by the
facllily as improved and no longer requlred the
code elert bracelet, Resldent #5 was removed
from the elopement binder, Resldent's {2, #3, #4
and #5 had not eloped from the building.
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Interview with the Administrator on 06/16/11 at
1:10pm revealed Informal meelings every
moming had bsen held wilh staff to discuss the
cause and acllon plan related to the elopement of
Resident #1. A formal QA meeting would be held
on Thursday 06/19/11.

On 05/13/11 at 10:30am a check of all the
alarmed doors (3) completed with the Director of
Nurses revealed all checks had been completed
and the alarms were functional,

Valldation of staff tralning May 10 - 16, 2011 via
slgn-in rosters revealed all staff ettended with the
exception of one, who was currently In the
hospital, This staff person will recelve training,
prior to belng asslgned to work with the resldents.

Observations of the front lobby area, on 05/13/11
at 10:16am, revealed a construction slte with four
foot (4ft.) tall canes and caution tape draped
between them, Directly behind these were four
foot by eight foot (4x8 ft) barrlers on ellher side of
the lobby blocking the haliways and entrance to
the construction site,

Observatlons of Resldent #1, on 06/13/11 at
11:06am, 41:27am, 1:20pm and on 05/16/11 at
11:30am and 1:10pm revealed the resident had a
code alert bracelst applied to the ankle, in hls/her
room or in {he dining room.

Immediate Jeopardy was verlfled to be removed
prior to exit on 05/16/11 with remalning
non-compliance at 42 GFR 483,20 Resident
Assessment, F282, 42 CFR 483.25 Quallty of
Care, F323, and 42 CFR 483,76 Administration,
F490, while the facllity's Quallly Assurance

F 323
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A facllity must be administered In a manner that
enahles it to use lts resources effectively and
efficlantly to attain or malntain the highest
practicable physfcal, mental, and psychosoclal
wall-bslng of each resident.

This REQUIREMENT I8 not met as evidenced
by:
Based on Inlerview and record review of the
facllity's Investigation, it was determined, the
faclilty falled to ensure a safety plan was In place
during the construction of the front lobby to
prevent the elapement of one (1) resldent (#1) of
the five (5) sampled residents. Resident #1
aloped from the facilily after a temporary wall was
removed that prevenled access (o the
conslruction site by the wandering residents, The
axit door was not secured when the code alert
system was removed and no measuras were put
In place to prevent (he wandering resldents from
exiting the front door. The facllity's fallure to
ansure a safely plan was In place during the
conslruction phase placed residents at risk for
alopement In a slluallon that Is llkely to cause
serlous Injury, harm, Impalrment, or death to a
resident

The facllity provided a credible allegation of
compliance (AOC) on 056/16/11. The state agency
verlfled Immedlate Jeopardy was removed
06/16/11 prior to exit; which lowered the scope
and severlty to a "D" at 42 CFR 483.20 Resldent

Flfteen minute checks were Instituted
oh May 10, 2011 upon his return to the
facllity to ensure the locatlon of
Resldent #1 was monltored. A staff
member was assigned the duty of
staylng at the front entrance door on
May 10, 2011 upon resident’s return to
the facllity and remained In place
throughout the 2 p.m. to 10 p.m. shift,
Another staff member was assigned
this responsibllity for the 10 p.m. to 6
a.m.  shift, The Director of
Malntenance came Into the facility and
constructed a barrier on May 10, 2011
at approximately 9:15 p.m. that
prohibited any access into the
construction site and front exit door.

All residents of the facllity were
identified as having the potential to
exit the facllity through the front
entrance from the time period of 3:00
p.n. to 9:00 p.m. on May 10, 2011
without having to enter a code and
wlithout having an alarm to sound If the
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Assessmenl, F282, 42 CFR 483.25 Quality of
Care, F323, and 42 CFR 483,75 Adminlstrallon,
F490, while the facllity's Quality Assurance
monltors tha effectiveness of the barrlers and the
new cade alert system.

The findings includs;

Record review of the facllity's Investigation for
slopament revealed Resldent #1 exited the
bullding on 06/10/11 somelime between 7:00pm
and 8:00pm without staff knowledge. The resldent
was found ambulating on the sldewalk of a busy
slrest by a slaff member who was off duty. The
facllily was notliled and the resldent was relurned
to the facllity.

interview, on 05/13/11 at 2:40pm, with the
Dirsctor of Nursing (DON) revealed the direct
care staff were not given any directlon/inslruction
to Increase supervision of the wandering
residents when the barrler wall was taken down. I
was (he responsibility of the DON and
Administrator to ensure the safety of lhe residents
during construction. Addltlonally, It was the
responglbliity of lhe DON and Administralor to
Inform the conslruction crew of the potential
dangers for the wandering resldents if equipment
was left lylng around and exlt doors were lalt
open and unattended. The construction crew was
not made aware of this by him.

Interview, an 05/16/11 at 11:10am, with the
Malntenance Director revealed the construclion
area was confalned with a temporary wall. On
05/10/11 at 3:00pm the temporary wall was taken
out due to trim work needed to be dona. The

F490]  code Alert System was actlvated if the
resident was wearing a transponder.

A review of the resident census was
completed on May 10411, 2011 to
assess the elopement risk of the
residents. No other residents were
Identified as belng at risk for
elopement.

All staff was provided education on the
need to properly supervise resldents
who are identified as being at risk for
elopement. This in-service trainlng was
Initlated May 10, 2011 and continued
through May 18, 2011, Staff were
educated on the need to ensure the
safety of the facility from resident
elopement and that should a sltuation
arise where an alarmed door system
fails or ls being temporarlly out of
service, a staff member will be assigned
to monltor the area until the system is
agaln functional,

Staff tralning was reinforced by the
Director of Nursing on June 9 and June
10, 2011 to ensure staff Is aware of
supervising the resldents by following
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cones and cautlon tape hade always been lhere
and were put there by the construction crew. In
addition, the crew were tald they would be held
accountable for locking the front door when they
left for the evening. However, the front door could
be opened from the Inslde aven If It was locked.
Nothing was put In place by the facillty to prevent
the resldenls from golng out the front door In the
construction area. The Maintenance Director felt
it was overlooked by everyone.

Interview, on 06/16/11 at 1:10pm, with (he
Adminlstrator revealed the temporary wall was
erected when the alarm system was removed
with the front door. The wall was removed on
06/10/11. The cones and cautlon taps were left in
place: however, no other safety measures were
put in place to prevent the wandering residents
from entering the constructlon site. The
Administrator stated he did not know how, but he
never thought of the Immediate danger for the
resldenls when the wall was removed. He
indicated there was a safety meeling held with the
construction supervisor. However, no check list or
safety system was ulilized to ensure the site was
secure at all imes once the wall was taken down,

Review of the investigatlve report dated 06/10/11
and Interview with the Dirsctor of Nursing on
06/13/11 at 2:40pm and (he Administrator on
06/16/11 at 1:10pm revealed the facllity took the
following Immediate action:

1. The facllity performed a physlcal agsessment
on Resldent #1 and found no injurles.

2. Resldent #1 was placed on every 15 minute
checks until the new code alert system was

to their being at risk for elopement.

Direction was given that the barrier
was not to be removed at any time by
anyone without having first notified the
Administrator or Director of Nursing. A
staff member was asslgned to monitor
the area when the contractors needed

access to the area and had to
temporarily move the barrier. The
building superintendent and

Administrator conducted a check of the
renovation site at the concluslon of
each work day to ensure the integrity
of the barflers. Additionally nursing
staff checked the barrlers every 30-
minutes while In place to ensure there
was no access to the construction area
and the front entrance door.

A thorough inspectlon of the area being
renovated was completed on May 16,
2011 by Department Heads and
Administratlve  Staff,
measures were taken to enhance the
security of the area by increasing the
height of the barrier walls from four
feel 1o eight feet.

Additlonal
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Installed on the front door.

3. An employee was stalloned at the front
enlrance to monltor any resldent activity.

4, All alarmed doors were checked,
5. All code alert bracelels were checked.

8. The maintenance depariment installed a rigid
barrler to prevent access to the construction site.

7. The barrlers were placed on every 30 minute
checks to ensure they were intact.

Addilional measures were taken on 05/11/11;

1. Revlew of all residents Identified as at risk for
elopement 10 enaure supervislon of their
aclivities,

2. All alarmed doors were placed on weekly
checks by malntenance and every shift checks by
nursing when checking tha code alert bracelets,

3. Elopement binders were reviewed, plctures
and demographic informallon placed In binders
for four (4) resldents and placed al hew reception
area.

4. Revlewed policy and procedures regarding
wandering residents, elopement and missing
residents for revislons.

6. Educalion of all staff regarding he wandering
resldent, elopement and missing resldsnt
05/10/11, 05/12/11, 06/13/11, 05/14711 and
05/15/11.
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The Code Alert system was installed on
May 23, 2011 and was completely
operational on May 24, 20i1. Al
resldents identified as belng at risk for
elopement cannot pass through the
front entrance without activating the
system which will lock down the door
denying access for a fifteen second
time frame and an audible alarm
sounds Immediately at the front
entrance and at the nurse’s station on
Transition Way. Alsa a visible alarm Is
activated at both nurse’s stations
Identifying the door that has been
activated.

The barriers were removed on Friday,
May 27, 2011 allowing residents to
access the newly renovated area.

Should any alarmed exit door(s) have
the Code Alert system removed or not
function properly, a staff member wiil
be assigned the task of staying present
by the exit door(s) until the system Is
repaired or replaced. A safety plan will
be created, staff educated and the
safety plan Implemented to ensure the
safety of all resldents during
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8, Education of the construction crew on 06/16/11
regarding the barrlers were to remaln In place
untll the construclion was completed or code alert
system wes installed at the front door.

Observallon, on 05/16/11 at 11:30am, revealed
Resldent #1 sitling in the dining room at the lable
with other male resldents. A code aler bracelet
was noted on the right ankle. At 1:10pm lhe
resldent was in hls/her room a code alert bracelet
remalned on the right ankle,

Revlew of the clinlcal record for Resident #2, #3,
#4 and #5 during the survey revealed the
resldents had been assessed for risk for
elopement and had code alert bracelefs on.
Resldent #5 was reassessed oh 05/10/11 by the
facllity as Improved and no longer required the
code alert bracelet. Resldent #5 was removed
from 1he elopement binder. Resldenl's #2, #3, #4
and #5 had not eloped from the bullding.

Intervisw with the Adminlstrator on 05/16/11 at
1:10pm revealed Informal mestings every
morning had been held with staff to discuss the
cause and actlon plan related to the elopement of
Resldent #1. A formal QA meeting would be held
on Thursday 05/19/11.

On 05/13/11 at 10:30am a check of all the
alarmad doors (3) completed wilh the Director of
Nuraes revealed all checks had been completed
and the alarms were functional,

Valldallon of siaff iralning May 10 - 15, 2011 vla
slgn-in rosters revealed all staff altended with the
axception of one, who was currently In the
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construction or temporary lack of a
Code Alert system.

The Quality Assessment and Assurance
Committee will determine the need for
and develop a safety plan for events
predicating additional securlty
measures to ensure the safety of all
residents.

The Code Alert system is tested on a
weekly basis by the Director of
Maintenance.

A monthly report will be made by the
Oirector of Maintenance to the Quality
Assessment and Assurance Committee
on the audits of the Code Alert system.
Based on review of his report, the
Quality Assessment and Assurance
Commilttee, actions plans will be
developed and  implemented IF
warranted to ensure residents’ safety.

The_Director of Maintenance, Director
of Nursing, and Administrator will
monitor the Ffacliity’s performance to
ensure compliance,
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hospital. This staff person will recelve training,
prior to being asalgned to work with the residents.

Immediate Jeopardy was verifled to be removed
prior to exit on 05/16/11 with remaining
non-compllance at 42 CFR 483,20 Resldent
Assessment, F282, 42 CFR 483.26 Quality of
Care, F323, and 42 CFR 483.75 Adminlsiralion,
F490, while [he faclllly's Qualily Assurance
monltors the effectivenass of the barrlers and the
hew code alert system.
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