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{F 000} | INITIAL COMMENTS {F 000}

An onsite Revisit Survey was conducted on
11/13/14 through 11/14/14 and determined the
facility was in compliance on 10/02/14 as alleged
in the acceptable PoC.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcling providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisile lo continued
program participation.
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*This Plan of Correction is
F 000 INlTIAL COMMENTS F 000 Prepared and suhmitted as
required by law. By
An Abbraviated Survey Investigating complaint submitting this Plan of
#KY22181 and #KY22221; and, a Partial Correction, Edmonson Center
Extended Survey was conducted on 09/05/14 does not admit that the
through 09/18/14 to determine the facility's deficiency listed on this form
compliance with Federal requirements. exist, nor does the Center
Complaint #KY22221 was unsubstantiated with admit to any statements, '
no deficiencies and Complaint #KY22181 was findings, facts, or conclusionsg
substantiated with deficiencies cited at a Scope that form the basis for the
and Severity of a "J". alleged deficiency. The Center
On 08/26/14, &t approximately 5:10 PM, during z;:;;:zget?: i:g:;' gl Jox
the mealtime procass, Resident #1 followed tw_o regulatory or administrative
{2) visitors through the East Nurse's Station doors
into the front lobby area of the facility. The el R e Ll
resident continued {o follow the visitors out the statements, facts, and
main front doors onto the porch of the facility conclusions that form the
without staff knowledge. The facility's basis for the deficiency.”
Investigation revealed another resident (a -
personal care resident, Unsamplad Resldent A), y
witnessed Resident#1 exit the East Nurse's S & \
Station, and then he/she turned off the door alarm If \'ED b
after the resident walked through the door. [ F\EGE\ \
The facility failed to ensure a system was in place oot 'ZD\A
to ensure other residents and visitars did not “CE oF apl
have the code to the doors which enabled OFfa N
Resident #1 to exit the building without the alarm \NSPE
sounding to alert staff.
Immediate Jeopardy (lJ) was identified in the £
areas of CFR 483.20 Resident Assessment at
F282; CFR 483.25 Quality of Cara at F323.
Substandard Quality of Care was identified at
CFR 483.25 at F323. Immediate Jeopardy was
identified on 09/10/14 and was determined to
exist on 08/26/14. The facility was notified of the
Immediate Jeopardy (1J) on 09/10/14. An
{X8) DATE

LABORAT@Y DIRECTOR'S OR PROVIDE\FﬁEFPLIER REPRESENTATIVE'S SIGNATURE

Odmimistnglr

[p30-14

Any deficiency statement enﬂlng with an asterisk (%) denotes e deficiancy which the Institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, tha findings stated above are disclosable 90 days
following the dale of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of corraciion are disclosable 14
days following the date thess documents are made avallable to the facility, If deficiencies are clled, an approved plan of corracticn is requlsite lo continued

program pariicipation.
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PERSONS/PER CARE PLAN

The servicas provided or arranged by the faciiity
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, interview and record
review, it was determined the facility failed to
provide servicas by qualified personnel according
to the written plan of care for one (1) of three (3)
sampled residents (Resident #1) related to
supervision.

The facility assessed and care planned Residant
#1 at risk for elopement; however, on 08/26/14 at
approximately 5:10 PM, Rasident #1 followed two
(2) visitors through the East Nurse's Station doors
into the front lobby area of the facility. The .
resident continued to follow the visitors out the
main front doors onto the front porch of the facility
without staff knowledgs. The resident's care plan
ravealed an intervention to redirect the resident
when the security system sounds. However, the
facility's investigation revealed a personal care
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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F 000 | Continued From page 1 F 000
acceptable Allegation of Compliance (AoC) was
recaived on 09/18/14 and the State Survey
Agency validated the Immediate Jeopardy was
removed on 08/07/14, as alleged. The Scope
and Severity was lowered to a "D” while the
facility develops and implements the Ptan of
Correction (PoC); and, the facility's Quality
Assurance (QA) monitors the effectiveness of the
systemic changes. :
F 282 | 483.20(k)}(3)(ii} SERVICES BY QUALIFIED F282| 1.) On August 26, 2014, Resident #1

was assisted back into the facility by

the Activities Director. The Licensed
Practical Nurse returned Resident # 1 to
his/her room.

Upon return to the resident's room, a
head to toe body audit was completed by
the Licensed Practical Charge Nurse.

No new skin [ssues were Identifled and
Resident #1 had no Injury related to this
event.

In addition, the licensed nurse (LPN)
completed a Change in Condition
document to include vital signs

which were within usual range for
Resident # 1. Resident #1 was observed
by the LPN fo be alert, calm, and
cooperative and without complaints of
pain or discomfort,
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F 282 | Continued From page 2 F282| per BIMS score (4), resident is
resident (Unsampled Resident A), witnessed non-interviewable.
Resident #1 exit the East Nurses' Statlon, and .
then he/she turned off the security system aftar Resident #1 was placed on direct line of
Resident #1 walked through the door without observation beginFl'ﬂng at 5:20p.m. on
CenclinL L e Bl LD 8/26/14. This was conducted by the
immediataly turned oft Activity Director, Administrator, R.N.
—_ Nurse Practice Educator, RN, LPN or
The facility's failure to implement the care plan ! P
has caused or is likely to cause serious injury, ﬁiﬁgee‘:st:vTrien%ﬁ::st?;:i Jnr;e:?hsetaﬁ
harm, impairment, or death 1o a resident.
Immediate Jeopardy was identified on 09/10/14 location of Resident #1 at all times as
and determined to exist on 08/26/14, The facility instructed by the Administrator.
was notified of the Immediate Jeopardy on .
0910114, The Physician and Responsible Party were
notifled by the LPN on 8/26/14 at 7:.00pm
The findings include: and 7:10pm respectively. No new
physician orders were raceived at that
Review of the facility's policy titled "NSG 102 time.
Care Plans" last revisad 01/02/14, revealsad a X
comprehensive, individualized care plan would be The Nurse Practice Educator completed
developed by the interdisciplinary team for each an updated Elopement Evaluation for
pa?len_t The care plan would include measurable Resldent #1on 08/26/14.
objeclives to meet patient needs and goals as .
Identified by the assessment process. Resident #1's Care Plan was updated on
: 8/26/14 by the R.N. Nurse Practice
Review of the facllity's policy titled, "Elopement of i}
Patient" Section 1.3, last revised 05/15/14, ES:I::]:?;:JV]\;TLU“ {::'Let‘:'oof sz:frl: nt
revealed when a patient was identified as at risk, . | d' di tl;les fob. ro mi It
an interdisciplinary elopement prevention care meals and direct line of observatian.
plan would be developed with family and patient was updated again on 8/27/14 by a
participation. Individual risk faclors and pattemns registered nurse and licensed practical
would be identified and addressed within the care nurse following an Interdisciplinary care
plan. plan mesting,
Record review revealed the facility admitted
Resident #1 on 05/29/14 with diagnoses which
included Anxiety Disorder, Dementia and
Cognitive Loss, Review of the Quarterly
Minimum Data Set (MDS) assessment, dated
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F 282 | Continued From page 3 F 282| per care plan IDT notes & care plan
07/17/14, revealed the facility assessed the documentation to include an activity
resident's cognition as severely impaired with a assessment completed by activity director
Brief Interview for Mental Status (BIMS) score of with care plan update to include
four (4) which indicated the resident was not individualized aclivity approaches for
interviewable. Resident #1.
Review of Resident #1's Comprehensive Care 2.) On August 26, 2014 the R.N. Nurse
Plan, dated 08/12/14, revealed the resident was Practice Educator, who was In the building
considered at risk for elopement related to at the time of the event, instructed, the
S D L
bullding witgout an escort”. Interventions Nursing Asslstants to complete a visual
included for staff to radirect the resident when the census check. Al residents (83 of 88)
security system sounded and/or the resident were present inside the facllity. This visual
attempted to leave the building. Staff was to validation census form was signed by the
utilize and monitor the resident's security bracelet Licensed Nurse on East and West Units.
per protocol. .
On August 26, 2014, the
Interview with the Activity Assistant, on 09/09/14 Adminlstrator checked all
at 11:25 AM, revezled she had been working in egress doors (the east unit exit door was
the dining room and had come to the front lobby evaluated first). Upon review, the alarm
looking for something and was standing at the function was found to be working properly.
recaption desk. She stated a family All other doors sensitivity & alarms
member/visitor came to her and informed her that functioned properly.
Resldent #1 was sitting outside and he was not .
sure if the resident needed to be alone. She Residents res]d[ng in the center with
stated she immediately asked the resident to elopement risk were reviewed by the R.N.
come Inside with her and she took .th.a resident to nurse practice educator on 8/26/14
the nurse f0|: observation. The Activity Assistant (2 of 2). The Elopement Risk Evaluations
f;:}gg:th: xi‘t"add'Eter;:;:i;"t:':m":’;“;:tﬂ;e" = for at risk residents, care plans and care
residant may have axited the facility. cards were reviewed and updaled as
. Indicated by a licensed practical nurse or
Interview with Certified Nursing Assistant (CNA) # registered nurse on 8/26/14. An
1, on 09/09/14 at 3:00 PM, revealed she was additional resident was Identified as at
working in the Personal Care Dining Room at the risk on 08/27/2014 related to a change In
time and dict nat hear the door alarm sound. She behavior including exit seeking. 3 of 3
stated Resident #1 was in the big dinfng room
across frorm where she was working, the last time
FORM CMS-2567(02-60) Pravious Varsions Chsatele Event ID:20G811
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residents Identified at risk for elopement
F 282 | Continued From page 4 F282| were placed on direct line of ohservation
she saw him/her. She stated she should have 8/27M4. These three residents also
been able to hear the alarm sound and it would utilize a code alert bracelet.
have alerted her to the resident's attempt to leave .
the facility. Current residents were reviewed on
08/27/2014 by a licensed practical nurse
interview with Licensed Practical Nurse (LPN) #1, or registered nurse for elopement risks
on 09/05/14 at 2:20 PM, revealed she was utllizing elopernent risks evaluations. No
working in the dining room at the time and did not other residents were identifisd for
hear the door alarm go off. She stated the elopement risk.
resident would follow staff and visitors at times.
LPN #1 stated she had seen Resident #1 right The door key codes were changed by the
after the evening meal in the main dining room, Malntenance Director on 08/27/2014
and did not realize he/she was missing until the -
Activity Assistant brought him/her back to her. LGl ou e
Sha stated, that if she heard the alarm she would red notification sign to notify
have responded to it. visilors/families on all exit doors 1o please
. see staff before allowing anyone to exit
Interview with the MDS Coordinator, on 08/05/14 these doors on 08/27/2014.
at 4:00 PM, revealed the resident was assessed .
for risk of elopament on admission and then On 8/27/14, the contractor for the Wander
reassessed on 07/22/14 as at risk due to an Guard system was contacted for a full
Increase in wandering behaviar as the resident system evaluation by the Maintenance
had followed a visitor into the bathroom. The Director. As an additional precaution, the
resident was evaluated and interventions were two sensltivity antennas ware replaced on
putin place and & care plan was initiated on the front east unit exit doors leading
07/22/14. She revealed an alarm was placed on to the lobby area. An order was placed on
the rasident's ankle as an intervention on 8/28/14 by the Administrator for an
07/22114. . enunciator panel to be installed at each
Intervisw with the Maintenance Director, on LS
09/05/14 at 2:15 PM, revealed he thought that the
residents and family members looked over staff's
shoulder when they put the cods In to gat the
code to the East Nurses' Station to the main
lobby so they would not have to wait on staff to let
them out. He stated the same code was used to
open the door and reset the door alarm.
Intarview with the Administrator, on 05/05/14 at
FORM CMS-2587{02-89) Pravious Varalons Obsolsta Event ID: 20G811 Faclity (D: 100680 If continuation sheet Page 5 of 30
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F 282 | Continued From page 5 F 282| 3.} 100% staff re-education was

1:30 PM, revealed she received a call around immediately Initiated by the Nurse Practice

6:00 PM informing her Resident #1 has been Educator beginning on 8/26/14, and

found outside the facility by a visitor. Tha continued by Nutrition Director,

Administrator stated her investigation datermined Environmentzl Services Director, Rehab

a Personal Care residant (Unsampled Resident Program manager, Administrative

A) was sitting at the East Nurses' Station and saw Assistant, Regional Clinical Educator,

Resident #1 exit with the visitors and immediately Payroll/Benefit Coordinator, or

reset the door alarm allowing the resident to exit Administrator, with completion on 8/29/14.

the facility undetected by staff. She revealed the .

facility reset the door code every six () months Re-aducation included:

or anytime it was determined necessary. The « Center policies on elopement prevention

Administrator stated, prior to this incident, when & management.

they identified too many residents and visitors + Expected smployes response to a door

hed access o tha coda spe LA alarm. Specific Information regarding the

change the code at that time. She stated she doors at this facility and how each

determined through her investigation of the function (for example, with or without a

incident that other residents and family members d . al pis, ¢

obsarved the staff using the code and that was wander guard, alam, eic. .

how the Personal Care Resident knew how to + Instructions that alarm codes should not

reset the door cade alarm which pravented the be given to residents or visitors

staff from responding to the alarm. + Each employee compieted a post-test to
validate leaming which was validated at

The facllity implemented the following actions to time of completion by the R.N. nurse

remove the Immediate Jeopardy: practice educator. The results were
100% pass rate.

1. LPN #1 performed a head to toe assessment . .

on Resident #1 with no injuries Identified. LPN #1 All new employees will have elopement

completed a Change of Condition decument to education provided during orientation.

include vital signs and oxygen saturation. .

Resident #1 was placed on direct ine of 100 of 110 active emp'oyees comp|eted

cbservation beginning at 5:20 PM on 08/26/14. re-education and post testing between

The Physiclan and responsible party were notified 8/26/14 — 8/29/14.

of the resident's elopement on 08/26/14 at 7:00

PM and 7:10 PM. Al staff members present Employees not currently avallable during

were instructed by the Administrator to know the this time frame will have or have had

G S s education/ re-education noted above

2. The Nurse Practice Educator completed an completed prior to retumning or beginning

updated Elopement Evaluation for Resident # 1 work by the Administrator, Nurse Practice

FORM CMS-2587(02-89) Previcus Versions Qbsolels Evant I0: 206811 Facilty ID: 100680 if continuation sheet Page 8 of 30
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F 282 | Continued From page 6 F 282 Educator, Director of Nurses, Assistant

on 08/26/14, and Resident # 1's Care Plan was
updated and interventions were put in placs. It
was updated again on 08/27/14 after an
Interdisciplinary Care Plan Meeting.

3. The Licensed Charge Nurses and Certified
Nursing Assistants completed a visual census
check on all residents. Eighty-eight (88) of
elghty-elght residents were present in the
building. A visual validation census form was
signed by the Licensed Nurse at each nursing
station on 06/26/14 at 6:25 PM.

4. On the avening of 08/26/14, the Administrator
relurned to the facllity at approximately 6:00 PM
and chscked all egress doors. Upon review, the
alam function was found to be working properly.
Al other doors sensitivity and alanms functioned
properly.

5. Further Investigation including, resident
interviews by the Administrator, determined that a
resident from the Personal Care Unit was sitting
outside of the East Lounge when Resident #1
exited the unit doors. The Personal Care
Resident heard the alarm and immediately
silenced the alarm by entering the code. The
Administrator completed re-education at
approximately 6:45 PM on 08/26/14, with the
Personal Care Resident on the importance of not
putting the code in for anyone and to notify staff
for assistance with alarms.

6. Residents residing in the Center, who were at
tisk for elopement, were reviewed by the Nurse
Practice Educator on 08/26/14. The Elopement
Risk Evaluations for at risk residents, care plans
and care cards were reviewed and updated as
indicated.

08/28/2014.

with alarms.
Resldent Re-aducation
included:

staff for assistance.

assistance.

Diractor of Nurses, Nutrition Director,
Environmental Services Director, or Rehab
Program manager including a post test.

The Personal care resldents (18 of 18)
were reeducated by the Nurse Practice
educater, Administrator, and registered
nursa beginning on 8/26/14 and compleled
on 8/28/14. The Skilled residents

{32 of 39) with BIMS =/> B were
resducated by the Administrator on

Resident A was reeducated by the
Administrator on 08/26/2014 on
importance of not putting code in for
anyone and to notify staff for assistance

+ |f the door alarm is sounding, do
not attempt to turn the alarm off, notlify

« If at any time you need assistance to exif
the east unit please ask staff for

« Please notify staff if you observe anyone
other than staff entering door key code.

4.) An AD HOC Pl meeting with the
Administrator, Director of Nursing, and the
Medical Director was held on 8/27/14.
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F 282 | Continued From page 7 F 282| Beglnning on the day shift of 8/27/14,
Nurse Practice Educator or Licensed
7. The door key codes were changed by the Nurse completed an elopement drill on
Maintenance Director at approximately 10:35 AM each shift through 8/29/14 to audit training
on 08/27/14. The Administrator implemented a compliance. No concerns were identified
bright red notification sign to notify with these audits.
visitors/families on all exit doors to *Please see .
staff before allowing anyone to exit these doors”
S el e
nder Guard system was contacted for a full
system evaluation by the Maintenance Director. gﬁgg:;'f dm:z:?raatﬁgmillbgc:gel:z:ﬁ:
As an additional precaution, the two (2) sensitivity hani dal : found bg
antennas were raplaced on the front East Unit UL S LR to be
exit doors leading to the lobby area. An order was working properly during these audits.
placed on 08/28/14 by the Administrator for an 0
enunciator panel to be installed at each nurse's Alarm and Wander Guard function for all
station. doors is tested daily by the Maintenance
Director or Licensed Charge Nurse
8. 100% staff re-education was immediately {LPN or RN). Any |dentified concems are
initiated by the Nurse Practice Educator and all reparted immediately to the Administrator,
adminlstrative staff, beginning on 08/26/14, and Director of Nursing or Diractor of
continuing with completlon on 08/29/14. The Maintenance.
re-aducation included, the Center's policies on , :
elopement prevantion and management, Licensed Staff or a Department
expected employes response to a door alarm, Manager will complete an elopement drill
specific information regarding the doors at this on each shift monthly for 3 months
facllity and how each functions, instructions that (September, October, & November 2014),
alarm codes should not be given to residents or then quarterly for six months. Corrective
"'s':?'fe' ‘Em; empiltc|:1yea1 gg;pfated atp°:t£5; . action and/or re-education will be provided
valldate learning with a pass rate. o
110 active employees completed re-education at point of discovery of identifled audit
and post testing betwesn 08/26/14 and 08/29/14. e UL
Employses not currently available during this time
frame will have or have had
education/re-education completed prior to
returning or beginning work including a post test.
All new employaes will have elopement education
provided during orientation.
9. The Personal Care Residents (18 of 18) were
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re-educated by the Nurse Practice Educator
and/or Administrator beginning on 08/26/14 and
completed on 08/28/14, The Skilled residents (32
of 39) with BIMS scores of eight (8) or higher
were re-educated by the Administrator on
08/28/14. Resident re-education included, "if the
door alarm is sounding, do not atternpt to turn the
alarm off, notify staff for assistance. If at any time
you need assistanca to exit the East Unit please

ask staff for assistance and to please notify staff .

If you observe anyone other than staff entering
the door key code."

10. Beginning on the day shift of 08/27/14, the
Nurse Practice Educator completsd an
elopement drill on each shift through 08/29/14 to
audit training compliance. No concerns were
Identified with thess audits. Alarm and wandear
guard function audits were completed on each
shift beginning 08/26/14 and ending on 08/29/14
by Licensed Nurses or the Administrator. All door
locking mechanisms and alarms were found to be
working properly during these audits. Alarm and
wander guard function for all doors was tested
daily by the Maintenance Director or the Licensed
Charge Nurse.

11. No further elopsments since implementing the
eriginal P| Plan on 08/26/14. Licensed staffora
department manager will complete an elopement
drill on each shift monthly for thres (3) months
(September, October, November 2014}, then
quarerly for six (§) months. Corrective action
andfor re-education will be provided at point of
discovery of identified audit concerns. Findings
will be reviewed by the Quality Improvement
Committee (QIC), the QI Committee will make
recommendations for additional audits based on
audit outcomes,

Completion date:

Improvement Commiitee; the QI
committee will make recommendations for
additional audits based on audit outcomes.

An AD HOC Pl meeting was held on
9/2/14, 9/5/14, and 9/10/14 with the
Administrator, Director of Nursing,
Assistant Director of Nursing, Business
Office Manager, Nurse Practice Educator
and the Medical Director. AD HOC Qi
committee reviewed the progress of
improvement plan including:

Informational letter to 100% family
members to be mindful of the alarms and
seek staff assist when an alarm s
sounding or resident may be trying to exit
facility sent by Administrator on 8/6/14.

ojal iy
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12. An AD HOC Pl meeting was held on
09/02/14, and on 09/05/14 with the Administrator,
Medical Director and all Depariment Managers to
review the prograss of the Improvement Plan
Including, informational lefters to 100% family
membars to be mindful of the alarms and seek
staif assist when an alam is seunding or
residents may be trying to exit facility on
09/06/14.

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

1. Review of Resident #1's chart on 09/18/14 at
2:10 PM, revealed a change of condition
document was Iniliated on 08/26/14 at 545 PM
by LPN # 1. Vital signs were obtained along with
a head to toe assessment. Documentation also
revealed the resident was placed on diract line
observation at that time. The Physician and
family members were notified of the elopement
oh 08/26/14 at 7:00 PM and 7:10 PM by LPN #1.
Interview with LPN #1, on 09/18/14 at 3:10 PM,
revealed she was working the night Resident #1
was able to exit the bullding. LPN #1 completed
a head to tos assessment on Resident #1 with no
Injuries noted.

2. Interview with the Nurse Practice Educator, on
09/18/14 at 4:30 PM, revealed she updated
Rasldent #1's care plan on 08/26/14 after
re-avaluating hisfher elopement assessment
evaluation, and again on 08/27/14 after the
Interdiscipliinary Care Plan meeting.

3. Interview with LPN #1, on 09/18/14 at 3:10
PM, revealed a Visual Valldation Census Check
was completed on all residents in the building on

F 282
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08/26/14 at 6:35 PM, Review of the Visual
Validation Census Check dated 08/26/14
confirmed this.

4, Interview with the Administrator on 09/18/14 at
2:10 PM, revealed she returned to the facility at
£:00 PM on 08/26/14, and started an investigation
to determine how the resident was able to exit the
bullding undetected. She stated she immediately
checked all egress door alarms to make sure
thay were functioning properly.

5. Intarview with the Administrator on 09/18/14 at
2:10 PM, revealed she returned to the facllity at
6:00 PM cn 08/26/14, and her investigation
revealed a Personal Careg Resident heard the
alarm and immediately reset the alarm. The
Administrator stated she re-educated the
Personal Care Resident on the Importance of not
responding or resetting the door alarm on
08/26/14 at 6:45 PM.

6. Intarview with the Nurse Practice Educator, on
09/18/14 at 4:30 PM, revealed she updated
Resident #1's care plan on 08/26/14 after
re-eveluating hisfher elopement assassment
gvaluation, and again on 08/27/14 sfter the
Interdisciplinary Care Plan meeting. Further
interview revealed sha then reviewed all residenis
identified as an elopement risk and updated the
assessment, care cards and care plans as
indicated on 08/26/14.

7. Observation on 09/18/14 at 2:00 PM, revealed
the facility relocated the coded alarm system from
the Fast Nurses Station to the front entrance of
the facility. Interview with the Administrator on
09/18/14 at 2:10 PM, revealed the door way was
monitored daily from 7:00 AM until 7:00 PM. The

F 282
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Administrator stated, the new system required
that anyone entering the facllity or exiting the
facility must be buzzed In by the receptionist The
front door will automatically lock at 7:00 PM, o
entar the facility you must go to the back
entrance. She revealed the enunciator panels
were Installed on each nurses' station to alert the
staff which door the resident was attempting to
exit. Interview with Maintenance Director on
09/18/14 at 3:15 PM, revealed he demonstrated
the alarm by opening the veranda doors and
looking at the enunciator pane! to verify the
location of the alarm. Interview with LPN #1 on
09/18/14 at 3;10 PM, revealed she was
knowledgeable of the new system that was put in
place, and was able to explain the use of the
enunciator panals. Interview with Activity Director
on 09/18/14 at 2:59 PM, revealed she was aware
of the naw system changes with the door code
alarm, she stated after 7.00 PM visitors could
enter through the service entrance and ring a
door bell. She further stated they had to be lstin
by the staff, and thay were required to verify their
identity befora lstting them in the facility.

8. Interviaw with the Administrator on 09/18/14 at
2:10 PM, revealed all staff was re-educated on
the facility's policy for elopement. The
re-education inciuded the Center's policles on
elopement prevention and management,
expected employee response to a door alarm;
specific Information regarding the doors at this
facility; and, how each functioned; and,
instructions that alarm codes should not be given
to residents or visitors, Each employee
completed a post-test to validate leamning with a
100% pass rate. 100 of 110 active employees
completed re-education and post testing between
08/26/14 and 08/29/14. Employees not currently

F 282
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avallable during this time frame will have or have
had education/re-education completed prior to
returning or beginning work including a post test
All new employess will have elopement education
provided during orientation. Education was
verified by viswing the Inservice sign-in sheets
and post test packets were raviewed on 09/16/14,

9, Interview with the Administrator on 08/168/14 at
2:10 PM, revealed all Personal Care Residents
{18-18) were re-educated on the importance of
the door alarms and not to re-set the door alarms,
and to notify staff if they see another resident
exiting the doors when the alarm sounds . The
Inservice was verified by a sign In sheat with
Personal Care residents' signatures beginning
08/26/14 through 08/28/14,

10. interview with the MDS Coordinator on
09/18/14 at 3:23 PM, revealed her normal shift
was 7:00 AM-4:00 PM. She stated she was
inserviced on 08/26/14 by the Nurse Practice
Educator on the Center's policy on elopernent
prevention, the new process for entering and
exiting the building, importance of keeping the
door code confidential. She stated she
completed the post test with 100% accuracy.

Interview with Employee #1 on 09/18/14 at 3:28
PM, revealed she also attended an inservice on
08/26/14. She stated her normal wark shift was
5:30 AM-9:00 PM. She stated tha inservice
contained information about the facllity's
elopement policy and the new process for
entering and exiting the buliding. She also
completed a post test with 100% accuracy.

Interview with Employee #2 on 09/18/14, revealed
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she was employed as a Medication Tech and
worked from 11:00 PM- 7:00 AM. She stated she
also attended the inservice an 08/26/14 related to
the elopement policy and the new process for
entering and exiting the facility. She knew the
importance of keeping the doar code confidential
and the use of ihe new alarm system. She
indicated that she took a test with 100% accuracy
after the training was completed.

Interview with Employee #3 on 09/18/14 at 320
PM, revealed she was employed as a Certified
Nurse Alde and worked from 2:00 PM -10:00 PM.
She stated the Inservice on 08/26/14 talked about
the new door alarm system and the facility’s
policy on elopement. She was able to identify
which residents wera currently identified at risk
for wandering and the importance of keeping the
door code confidential. She also took a post test
after the fraining with 100% accuracy.

Interview with Employee #4 on 09/18/14 at 3:40
PM, revealed she attended the inservice on the
facility's elopement policy on 08/27/14 and also
participated in an elopement drill. She indicated
the training covered the re-education on the
elopement policy as well as the new door alarm
system,

Interview with Employee #5 on 09/18/14 at 2:34
PM, revealed she was inserviced on 08/27/14 at
8:00 PM on the new facility policy on elopement
and also participated in an elopement drill. She
stated sha has a good understanding of the new
door alarm system and realized the Importance of
keeping the code confidential.

Interview with Resident #2 on 09/18/14 at 2:33
PM, ravealed that he/she was not aware of the

F 282
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new door alarm code. Interview with Resident #3
on 09/18/14 at 2:20 PM. revealed he/she was
aware of the door alarm code prior to installing
the new alarm system, but did not know the new
door alarmn code. '

Interview with Resident #3's family member on
09/18/14 at 2:20 PM, revealed that she was
sware the facility has made changes with the
alarm systemn, prior to the changes she was
awara of the door alarm code but she did not
know the new code.

Interview with Personal Care Resident #4 on
(8/18/14 at 4:09 PM, revealed the staff had
taught him/her about the exit doors and staff let
him/her out when he/she wanted to go out with
his/her family. The resident stated he/she did not
have access to the door code anymore.

Interview with Personal Care Resident #5 on
09/18/14 at 4:12 PM, revezled hefshe did not
have the door code anymare, and the siaff let
him/her out when he/she needed to go with
family. He/she continued to say that someone
talked to him/her about the exit doors, and the
importance of not letting anyone out the doors or
turning off the alarms.

11. Interview with the Administrator on 09/18/14 at
2:10 PM, revealed that no further elopements had
occurred. Licensed staff or a department
manager would complete an elopement drill on
each shift monthly for three (3) months
{Septamber, October, November 2014), then
quarterly for six {(6) months. Interview with the
MDS Coordingtor on 09/18/14 at 2:20 PM,
ravealed there has been no further elopaments,
and the new system was working properly.

F 282
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12. Verificalion of the AD HOC Pl meeting was
obtained through interview on 08/18/14 at 2:10
PM with the Administrator, she ravealed the
facility started the Performance Improvement for
the Elopement on 08/26/14 with the investigation
process to assist the team with determining the
root cause of the elopement. She stated they met
again to include the Medical Director in the
discussion on 08/27/14, and the entira team met
again on 09/10/14. A copy of the notification
letters mailed on 09/06/14, to all family members
was reviewed during the Interview on 09/18/14 at
2:10 PM. The Administrator continued to reveal
that she has been In constant communication
with the Medical Director through out the entire
investigation either in meetings or phone
conversations,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

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

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interviaw, record review
and review of the facility's policy and procadurs, it
was determinad the facllity falled to provide
adequate supervision and assistive devices to
prevent accidents for one (1} of three (3)
residents (Resident #1).

F 282

F 323

room around 5:30p.m.

1.) On August 26, 2014, Resident #1
was assisted back into the facility by the
Activities Director. The Licensed Practical
Nurse returned Resident # 1 to his/her

Upon return to the resident's room, a head
to toe body audit was completed by the
Licensed Practical Charge Nurse. No new
skin issues were identified and Resldent
#1 had no injury related to this event.
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On 08/26/14, during the mealtime process,
Resident #1 , who was assessed by staff as an
elopement risk, followed two {2) visitors through
the East Nurse's Station doors into the front lobby
area of the facllity and continued to follow them
out the main front doors onto the porch of the
facility without staff knowledge. The facllity's
investigation revealed a Personal Care Resident
{Unsampled Resident A), witnessed Resident #1
exiting the East Nurses' Station, and turned off
the door alarm after he/she walked through it.
The facility was awara residents and visitors
knew the code but had taken no action to make
sure residents did not have access to the code.

The facility's failure to provide supervision to
prevent accidenis has caused or is likely to cause
serious injury, harm, impairment, or death to a
resident. Immediate Jeopardy was identified on
09/05/14 and determined to exist on 08/26/14.

The findings include:

Review of the facility's policy titled "Elopement of
Patient”, last revised 05/15/14, revealed residenis
will be svaiuated for elopament risk upon
admission, re-admission, quarterly and with a
change in condition as part of the nursing
process. Those determined to be at risk will
receive appropriate interventions to reduce risk
and minimize injury. Elopement occurs when &
resident leaves the premises without
authorization and/or any necessary supervision to
do so, and the purpose of the policy was to
provide a process for managing residents at risk
for elopement.

Record review revealed the facility admitted

completed a Change in Condition
document to includs vital signs which
ware within usual range for Resident # 1.
Resident #1 was observed by the LPN to
be alert, calm, and cooperative and
without complaints of paln or discomfort.

Per BIMS score (4), resident Is

non-Interviewable.

Resident #1 was placed on direct line of
observation beginning at 5:20p.m. on
8/26/14. This was conducted by the
Activity Director, Administrator, R.N.
Nurse Practice Educator, RN, LPN or
Certified Nursing Assistants.

members were instructed to

location of Resldent #1 at all times as
Instructed by the Administrator.

The Physiclan and Responsible Party

were notified by the LPN an

7:00pm and 7:10pm respectively, No new
physician orders were received at

that time.

The Nurse Practice Educator completed
an updated Elopement Evaluation for

Resident #1on 08/26/14.

These staff
know the

8/26M14 at
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Resident #1’'s Care Plan was

Resident #1 was admilied o the facility on
05/28/14 with diagnoses which included Anxlety
Disorder, Dementia and Cognitive Loss.

updated on 8/26/14 by the R.N.
Nurse Practice Educator to
include review of elopement

Review of Resident #1's Elopement Risk evaluation, walk resident to

Assessment, dated 07/22/14, revealed the facility room after meals and direct
assessed the resident as at risk for elopement line of observation. It was
due to hisfher increase in wandering behavior. updated again on 8/27/14 by a
registered nurge and licensed
Review of Resident #1's Compraehensive Care practical nurse following an
Plan, dated 08/12/14, revealed a goal that the Interdisciplinary care plan
rasident would not leave the building without an meeting, per care plan IDT
escort and interventions Included for staff to notes & care plan documentation
redirect the resident when the security system to include an activity
sounded and/or the resident attempted to leave assessment completed by
the bu:ldlng'and staff was to utilize: and monitor activity director with care
the resident's security bracelet per protocol. plan update to include

individualized activity

Interview with a Visitor, on 09/05/14 &t 3,00 PM, approaches for Resident #1.

revealed ha was sitting on the porch with his
family members when he saw Resident #1 exit
the building with two (2) women. He stated he
first thought they were together and then he
noticed the two (2) women walked to the parking
lot and got in their car. He stated he asked

2.) On August 26, 2014,the R.N.
Nurge Practice Educator, who
wag in the building at the time
of the event,instructed,

Resident #1 If he/she was with the women and the licensed charge nurses and
the resident did not answer. The Visitor stated Certified Nursing Assistants to
the resident then started walking away in the complete a visual census check.
direction of the parking lot He stated he noticed All residents (88 of 88) were
the bracelet on the resident's ankle, and realized present inside the facility.
he/she was a resident, and thought the resident This visual validation census
may not be allowed outside unsupervised. He form was signed by the Licensed
then asked the resident to sit with him and visit, Nurse on East and West Units.

and then he went inside the facility to find
someone to help. The Visltor slated the resident
was outside unsupervised for four (4) or five (5)
minutes and he was not sure what would have
happened if he had not been out there, because
the resident was walking in the direction of the
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F 323 | Continued From page 18 F a3l On 8/26/14, the Administrator retuned to

parking lot and no one had come out of the facility-
to check on him/her.

Interview with Activity Assistant, on 09/09/14 at
11:25 AM, revealed she had been working in the
dining room and went to the front lobby looking

¥ for something and was standing at the reception
desk. She stated a Family Member/Visitor came
to her and said Resident #1 was sitting outside
and he was not sure if the resident neaded to be
alone, She stated there was no one working at
the reception desk at that time of day, and she
was not sure how long the resident was outside.

. She stated she immediately asked the resident to
L come Inside with her and she took the resident to
the nurse for observation. She stated she did not
hear an alarm sound when the resident exifed the
facility,

Interview with Licensed Practical Nurse (LPN) #1,
wha was rasponsible for Resident #1, on
09/05/14 at 2:20 PM, revealed she was working in
the dining room at the time and did not hear the

. | alarm go off. She stated the resident did not

+ | have a history of trying to leave the building but
would follow staff and visitors at imes, LPN #1
stated she had seen Resldent #1 right after the
evening meal in the main dining room, and she
did not realize hefshe was missing until the
Activity Assistant brought him/her back to her.

Interview with Ceriified Nursing Assistant (CNA)
#1 who was responsible for Resident #1, on
09/08/14 at 3:00 PM, revealed she was working in
the Parsonal Care dining room at the time and did
not hear the door alarm go cff. She stated
Resident #1 was in the big dining room across
from where she was working, the last time she
saw him/her. She stated she should have been

the facility at approximately 6:00p.m. and
checked all egress doors (the east unit
exit door was evaluated first). Upon
review, the alarm function was found to bg
working properly. All other doors
sensitivity & alarms functioned properly.

Resldents residing in the

center with elopement risk were
reviewed by the R.N. nurse
praclice educator on 8/26/14

(2 of 2). The Elopement Risk
Evaluations for at risk

residents; care plans and care
cards were reviewed and updated
as Indicated by a licensed
practical nurse or registered
nurse on B/26/14. An additional
resldent was [dentified as at

risk on 08/27/2014 related to a
change in behavior including
exit sesking. 3 of 3 resldents
identified at risk for

elopement were placed on direct
line of observation 8/27/14.
These three residents also
utllize a code alert bracelet.
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Interview with the Maintenance Director, on
09/05/14 at 2:15 PM, revealed the last time the
door alarms were checked, prior to the
elopement, was on 08/23/14 with no concemns
identified. MHe stated the alarms were checked
weekly. The Maintenance Director stated he
thought the residents and family members |looked
over the shouider of the staff when they use the
code to obtain the code to get out of the East
Nurses' station to the main lobby without weiting
for staff to let them out. He stated the same code
was used to open the door and reset the deor
alam.

Interview with the Administrator, on 09/05/14 at
1:30 PM, revealed she recsived a call around
6:00 PM informing her Resident #1 has been
found outside the facility by a visitor. She stated
the resident followed twa (2) visttors through the
doors and continued out the main door to the
porch area and was found by a visitor/family
member. The Administrator stated her
investigation determined a Personal Care
Resident (Unsampled Resident A) was sitting at
the East Nurses' Station and saw Resident #1
axit with the visitors and immediately reset the
door alarm allowing the resident to exit the facility
undetected by staff. She revealed the facility
reset the door code every six (6) months or
anytime it was determined necessary. She
stated, prior to this Incident, when they ldentified
too many residents and visitors had access to the
code she would have staff change the code at
that time, She stated she determined through har
investigation of the incident other residents and
family members observed the staff using the
code and that was how Unsampled Resident A

nurse for elopement risks
utilizing elopement risks
evaluations. No other residents

were identified for e
riak,

The deoor key codes we
by the Maintenance Di
8/27/14. The Adminis
implemented a bright

notification aign to

vigitora/families on

doors to please see B
before allowing anyon
these doors on 8/27/1

On 8/27/14, the contr
the Wander Guard syst
contacted for a full

evaluation by the Maintenance

Director. As an addit
precaution, the two s
antennas were replace

front east unit exit doors

leading to the lobby
order was placed on 8
the Administrator for

enunciator panel to be
installed at each nurse’s

station.
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able to hear the alarm go off. practical nurse or registered

lopement

re changed
rector on
trator
red
notify

all exit
taff

e to exit
4.,

actor for
em was
system

ional
ensitivity
d on the

area. An
/28/14 by
an
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knew how to reset the door code alarm.

The facility implemented the following actions to
remove the [mmediate Jeopardy:

1. LPN #1 performed a head to toe assessmant
on Resident #1 with no injuries identified. LPN #1
completed a Change of Condition document to
include vital signs and oxygen saturation.
Resldent #1 was placed on direct line of
observation beginning at 5:20 PM on 08/26/14.
The Physician and responsible party wera notified
of the resident's elopement on 08/26/14 at 7:00
PM and 7:10 PM. All staif memhers present
wers instructed by the Administrator 1o know the
location of Resident #1 at all fimes.

2. The Nurse Practice Educator completed an
updatad Elopement Evaluation for Resident # 1
on 08/26/14, and Resident # 1's Care Plan was
updated and interventions wara put in place. it
was updated again on 08/27/14 after an
Interdisciplinary Care Plan Meeting.

3. The Licensed Charge Nurses and Certified
Nursing Assistants completad a visual census
chack on all residents, Eighty-eight (88) of
elghty-eight residents were present in the
bullding. A visual validation census form was
signed by the Licensed Nurse at each nursing
station on 08/26/14 at 6:25 PM.

4. On the evening of 08/26/14, the Administrator
returnad to the facility at approximately 6:00 PM
and checked all agress doors. Upon review, the
alarm function was found to be working properly.
All other doors sensitivity and alarms functioned

properly.
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F 323 | Continued From page 20 Fazz| 3.) 100% staff re-education was

immediately Initiated by the Nurse
Practice Educater beginning on 8/26/14,
and continued by Nutrition Director, Envirbnmental
Services Director, Rehab Program manager,
Administrative

Assistant, Reglonal Clinical Educator,
Payroll/Benefit Coordinator, or
Administrator, with completion on
829114,

Re-education included: _

+ Center palicles on slopement

prevention & management.

« Expected employee response to a door]
alarm. Specific Information regarding
the doors at this facility and how each
function (for example, with or without a
wander guard, alarm, etc.

* Instructions that alamm codes should
not be given to residents or visitors
Each employee completed a post-test
to validate leaming which was
validated at time of completion by the
R.N. nurse practice aducator. The
results were 100% pass rate.

)\l[ new employees will have elopement
education provided during orlentation.

:IDO of 110 active employees completed
re-education and post testing between
B/26/14 - B/29/14,
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Employees not currently avallable during
F 323 | Continued From page 21 F323|  this time frame will have or have had
5. Further investigation including, resident education/ re-education noted abova
interviews by the Adminisirator, determined that a completed prior to returning or beginning
rasident from the Personal Care Unit was sitting work by the Administrator, Nurse
outsids of the East Lounge when Resident #1 Practice Educator, Director of Nurses,
exited the unit doors. The Personal Care Assistant Director of Nurses, Nutrition
Resident heard the alarm and immediataly Director, Environmental Services
sllenced the alarm by entering the code. The Director, or Rehab Program manager
Administrator completed re-education at inclu dlné a post test
approximately 6:45 PM on 08/26/14, with the )
Personal Care Residant on the importancs of not :
putting the code in for anyone and to netify staff The Personal care residents (18 of 18)
for assistances with aiarms. ‘ were reeducated by the Nurse Practice
educator, Administrator, and registered
6. Rasidents residing In the Center, who were at nurse beginning on 8/26/14 and
risk for elopement, were reviewed by the Nurse completed on 8/28/14.
Practice Educator on 08/26/14. The Elopement The Skilled residents (39 of 39) with
Risk Evaluations for at risk residents, care plans BIMS =/> 8 were reeducated by the
and care cards were reviewed and updated as Administrator on 08/28/2014.
Indicated. .
Resident A was reeducated by the
7. The door key codes were changed by the Administrator on 08/26/2014 on
Maintenance Director at approximately 10:35 AM Imponance of not putﬂng code In for
on 08/27/14. The Administrator implemented a anyone and to not[fy staff for assistance
bright red notification sign to notify with alarms.
visitors/familles on &ll exit doors to "Please see .
staff before allowing anyone to exit these doors" .
on 08/27/14. On 08/27/14, the Contractor for the B?fs {:grg;?-aelgﬁait;o:or:g::ge d('jo not
Wander Guard system was contacted for a full attempt to turn the alam off 'n otify
system evaluation by the Maintenance Diractor. staff for assistance ?
As an additional precaution, the two (2) sensitivity '
antennas were replaced on the front East Unit
exit doors leading to the lobby area, An order was
placed on 08/28/14 by the Administrator for an
anunciator panel to be installed at each nurse's
station.
8. 100% staff re-education was immediately
Initiated by the Nurse Practice Educator and all
administrative staff, beginning on 08/26/14, and
FORM CM5-2587(02-69) Previous Varslons QObaciste Event [D: 206811 Fecifty ID: 100680 it continuation sheet Fags 22 of 30
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If at any time you need assistance to exi
g o O Fu:am page 22 F323|  the east unit please ask staff for
mntinuing with completion on 08/29/14. The assistance.
re-education includ'ad, the Centers policies on « Please nolify staff if you observe anyone
elopement prevention and management, other than staff entering door key code.
expectad employee response to a door alarm,
specific information regarding the doors at this : . ,
facility and how each functions, Instructions that 4Ac)l )I\nl Pt\rE;tHOgiPlcrtneet;nlg W':h the dth
alarm codes should not be given to residents or LUt g LT S L DL UL
visitors. Each smployes completed a post-test to Medical Director was held on 8/27/14.
validate learning with 2 100% pass rate. 100 of .
110 active employees completed re-education Beginning on tha day shift of 8/27/14,
and post testing between 08/26/14 and 08/29/14, Nurse Practice Educator or Licensed
Employees not currently avallable during this time Nurse compisted an elopement drill on
frame will have or have had ' each shift through 8/29/14 to audit training
educationfre-education completed prior to compliance. No concemns were Identified
returning or beginning work including a post test. with these audits.
All new employees will have elopement education .
provided during orientation. Alarm and Wander Guard function audits
were completed on each shift beginning
9. The Personal Care Residents (18 of 18) were 8/26/14 and ending 8/29/14 by licensed
re-educated by the Nurse Practice Educator nurses or Administrator. All door locking
a“d"’lr?:dm'“’zmgffganifgkﬁgﬁm: l:'}gg mechanisms and alarms were found to be
completed on . The Ski i
of 39) with BIMS scores of eight (8) or higher warking properly during these audits.
ool T e AT Alarm and Wander Guard function for al
08/28/14. Resident re-educatfon included, "if the . .
door atarm is sounding, do not attempt to turn the dD?ors L leslt'?d daily by the Maintenance
alarm off, notify staff for assistance. if at any time rector or Licensed Charge Nurse
you need assistanca to exit the East Unit please (LPN or RN). Any Identified concerns are
ask staff for assistance and to please notify staff reported Immediately to the Administrator,
if you ohserve anyona other than staff entering Director of Nursing or Director of
the door key code.” Maintenance.
10. Beginning on the day shift of 08/27/14, the Licensed Staff or a Department
Nurse Practice Educator completed an Manager will complete an elopement drill
elopement drill on each shift through 08/28/14 to on each shift monthly for 3
audit training compliance. No concerns were
identified with these audits. Alarm and wander
guard function audits were completed on each
shift beginning 08/26/14 and ending on 08/28/14 )
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months (September, October, &
F 323 Continued From page 23 F323! November 2014}, then quarterly for six
by Licensed Nurses or the Administrator. All door months. Corrective action and/or
:m'fgr:f:::r?;smmhilzz.mamfsm Af';“::;z:e re-education will be provided at point of
wander guard function for all doors was tested discavery of ldentified audit concerns.
daily by the Maintenance Director or the Licansed Findings will be raviewad by the Quality
Charge Nurse. .
Improvement Committee; the Qi
11. No further elopements sinca implementing the committae will make recommendations for]
original Pl Plan on 08/26/14. Licensed staff or a additional audits based on audit OUtCFOI"I"IES
department manager will complete an elopement .
drill on each shift monthly for three (3) months An AD HOC P! meeting was held on
{September, October, November 2014), then 9/2/14, 9/5/14, and 9/10/14 with the
quarterly for six (8) months. Corractive action Administrator, Director of Nursing,
and/or re-education will be provided at point of Assistant Director of Nursing, Business
discovery of identified audit concerns. Findings Office Manager, Nurse Practice Educator
will be reviewed by the Quality Improvemeant and the Medical Director. AD HOG PI
Commitee (QIC), the QI Committee will make committee reviewed the progress of
recommendations for additional audits based on improvement plan including:
audit outcomes, .
Informational letter to 100% family
12. An AD HOC Pl meeting was heidon members to be mindful of the alarms and
09/02/14, and on 09/05/14 with the Administrator, seek staff assist when an alarm is
:gﬁg;a:hz'fg;:eﬂdoﬂhzeit::gv?r;:ﬁﬁg? to sounding or resident may be trying to exit
including, Informational letters to 100% famlly facility sent by Administrator on 9/6/14,
members to be mindful of the alarms and seek p
staff assist when an alarm is sounding or Completion date: IDIQ‘\H
rasidents may be trying to exit facility on
09/06/14.
The State Survey Agency validated the corrective
aclions taken by the facility as follows:
1. Review of Resident #1's chart on 09/18/14 at
2:10 PM, revealed a change of condition
document was initiated on 08/26/14 at 5:45 PM
by LPN # 1. Vital signs were obtained along with
a head to toe assessment. Documentation also
revealed the resident was placed on direct line
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observation at that time. The Physician and
family members were notified of the elopement
on 08/26/14 at 7:00 PM and 7:10 PM by LPN #1.
Interview with LPN #1, on 09/18/14 at 3:10 PM,
revealed she was working the night Resident #1
was able to exit the bullding. LPN #1 completed
a head to toe assessment on Resident #1 with no
injuries noted.

2. Interview with the Nursa Practice Educator, on
09/18/14 at 4:30 PM, revealed she updated
Resident #1's care plan on 08/26/14 after
re-evaluating hisfher elopement assessment
evaluation, and again on QB8/27/14 after the
Interdisciplinary Care Plan meeting.

3. Interview with LPN #1, on 09/18/14 at 3:10
PM, revealed a Visual Validation Census Check
was completed on all residents in the building on
08/26/14 at 6:35 PM. Review of the Visual

| Validation Census Check dated 08/26/14

confirmed this.

4. Interview with the Administrator on 09/18/14 at
2:10 PM, revealed she returned to the facility at
6:00 PM on 08/26/14, and started an Investigation
1o determine how the resident was abls to exit the
building undetected. She stated she immediately
checked all egress door alarms to make sure
they were functioning properly.

5. Interview with the Administrator on 09/18/14 at
2:10 PM, revealed she returned o the faciiity at
6.00 PM on (08/26/14, and her investigation
revealed a Personal Care Resident heard the
alarm and immediately reset the alarm. The
Administrator stated she re-educated the
Personal Care Resident on the importance of not
responding or resetting the door alarm on
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6. Interview with the Nurse Practice Educator, on
09/18/14 at 4:30 PM, reveaied she updated
Resident #1's care plan on 0B/26/14 after
re-evaluating his/her elopement assessment
evaluation, and again on 08/27/14 after the
Interdisciplinary Care Plan meeting, Further
interview revealed she then reviewed all residents
identified as an elopement risk and updated the
assessment, care cards and care plans as
indicated on 08/26/14.

7. Observation on 09/168/14 at 2:00 PM, revealed
the facility relocated the coded alarm system from
the East Nurses Statfon to the front entrance of
the facility. Interview with the Administrator on
09/18/14 at 2:10 PM, revealad the door way was.
monitored daily from 7:00 AM until 7:00 PM. The
Administrator stated, the new system required
that anyone entering the facllity or exiting the
facility must be buzzed in by the receptionist. The
front door will automatically lock at 7:00 PM; to
enter the facility you must go to the back
entrance. She revealed the enunciator panels
were installed on each nurses’ station to alert the
staff which door the resident was attempting to
exit. Interview with Maintenance Director on
09/18/14 at 3:15 PM, revealed he demonstrated
the alarm by opening the veranda doors and
locking at the enunciator panel to verify the
location of the alarm. Interview with LPN #1 on
09/18/14 at 3:10 PM, ravealed she was
knowledgeable of the new system that was put in
placs, and was able to explain the use of the
enunclator panels. Interview with Activity Director
on 09/18/14 at 2:59 PM, revealed she was aware
of the new system changes with the door code
alarm, she stated after 7:00 PM visitors could
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enter through the service entrance and ring a
door bell. She further stated they had to be let in
by the staff, and they were required to verify their
identity before letting them in the facility.

8. Interview with the Administrator on 09/18/14 at
2:10 PM, revealed all staff was re-educated on
the facility's policy for elopement. The
re-education included the Center's policies on
elopament pravention and management;
expected employea response to a door alarm;
specific information regarding the doors at this
facility, and, how each functioned; and,
instructions that alarm codes should not ba given
to residents or visitors. Each employee
completed a post-test to validate learning with a
100% pass rate. 100 of 110 active employses
completed re-education and post tasting betwean
08/26M4 and 08/29/14. Employees not currently
avallable during this time frame will have or have
had education/re-education completed prior to
returning or beginning work including & post test.
All new employees will have elopement education
provided during orientation. Education was
varified by viewing the inservice sign-in sheets
and post test packets were reviewed on 09/18/14.

9. Interview with the Administrator on 09/18/14 at
2:10 PM, revealed all Personal Care Residents
(18-18) were re-educated on the Importance of
the door alarms and not to re-set the door alarms,
and to notify staff if they see another resident
axiting the doors when the alarm sounds . The
inservice was verified by a sign in sheet with
Personal Care residents’ signatures beginning
08/26/14 through 08/28/14.

10. Interview with the MDS Coordinator on
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09/16/14 at 3:23 PM, revealed her normal shift
was 7:00 AM-4:00 PM. She stated she was
inserviced on 08/26/14 by the Nurse Practice
Educator on the Center's policy on elopement .
prevention, the new process for entering and
exiting the bullding, importance of keeping the
door code confidential. She stated she

completed the post test with 100% accuracy.

Interview with Employes #1 on 09/18/14 at 3:28
PM, revealed she also attended an inservice on
08/26/14. She stated her normal work shift was
5:30 AM-9:00 PM. She stated the inservice
contained information about the facility's
elopement policy and the new process for
entering and exiting the building. She also
completed a post test with 100% accuracy.

Interview with Employee #2 on 09/18/14, revealed
she was employed as a Medication Tech and
worked from 11:00 PM- 7:00 AM, She stated she
also attended the inservice on 0B/26/14 relatad to
the elopement policy and the new process for
entering and exiting the facllity. She knew the
importance of keeping the door code confidential
and the use of the new alarm system. She
indicated that she took a test with 100% eccuracy
after the training was completed.

Interview with Employee #3 on 09/18/14 at 3:20
PM, revealed she was employed as a Certified
Nurse Aide and worked from 2:00 PM -10:00 PM.
She stated the inservice on 08/26/14 talked about
the new door alarm system and the facility's
pallcy on elopement. She was able to [dentify
which residents were currently identified at risk
for wandering and the Imporiance of keeping the
door code confidential. She also took a post test
after the training with 100% accuracy.
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Interview with Employee #4 on 05/18/14 at 3:40
PM, revealed she attended the inservice on the
facility's elopement policy on 08/27/14 and also
participated in an elopement drill. She indicated
the training covered the re-education on the
elopement policy as well as the new door alarm
system.

Interview with Employee #5 on 09/18/14 at 2:34
PM, revealed she was Inserviced on 08/27/14 at
8:00 PM on the new facility policy on elopament
and also participated in an elopement drill. She
stated she has a gocd undsrstanding of the new
door alam system and realized the importance of
keeping the code confidential.

Interview with Resident #2 on 09/18/14 at 2:33
PM, revealad that he/she was not awars of the
new door alarm code. Intarview with Resident #3
on 09/18/14 at 2:20 PM. ravealed he/she was
aware of the door alarm code prior to installing
the new alarm system, but did not know the new
door alarm code.

Interview with Resident #3's family member on
09/18/14 at 2:20 PM, revealed that she was
aware the facility has made changes with the
alarm system, prior to the changes she was
aware of the door alarm code but she did not
know the new code.

Interview with Parsonal Care Resident #4 on
08/18/14 at 4:09 PM, revealed the staff had
taught him/her about the exit doors and staff let
him/her out when he/she wanted to go out with
hisfher family. The resident stated he/she did not
have access to the door code anymore.
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Interview with Personal Care Resident #5 on
09/18/14 at 4:12 PM, revealed he/she did not
have the door code anymore, and the staff let
himsher out when he/she needed to go with
family. He/she continued to say that someone
tatked to him/her about the axit doors, and the
Importancs of not letting anyone out the doors or
tuming off the alarms.

11. Interview with the Administrator on 09/18/14 at
2:10 PM, revealed that no further elopements had
occurred. Licensed staff or a department
manager would compiete an elopement drill on
each shift monthly for three (3) months
{September, October, November 2014), then
quarterly for six (6) months, Interview with the
MDS Coordinator on 09/18/14 at 2:20 PM,
revealed there has been no further elopements,
and the new system was working properly.

12. Verlfication of the AD HOC Pl mesting was
obtained through intarview on 09/18/14 at 2:10
PM with the Administrator, she revealed the
facility started the Performance Improvement for
the Elopement on 08/26/14 with the investigation
process to assist the team with determining the
root cause of the elopament. She stated they met
again to Include the Medical Director in the
discussion on 08/27/14, and the entire tearn meat
again on 09/10/14. A copy of the notification
letters mailed on 09/06/14, to all family members
was reviewed during the interview on 09/18/14 at
2:10 PM. The Administrator continued to reveal
that she has been in constant communication
with the Medical Director through out the entire
investigation either in meetings or phone
conversations,
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