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An abbreviated standard survey was initiated on 5
07/14/M1M1, and concluded on 07/22/11,

KY16678 and KY 16887 were initiated on
07/t1111. KY 18687 was unsubstantiated with no
related deficiencies. KY 16678 was substantiated
1 and immediate Jeopardy was identified on
07/14/11 and determined fo exist on 07/02/11.
The facility was notified on 07/14/11. A partial
| extended survey was conducted on 07/18-20/11.
E KY 16755 and KY 18762 were inftisted on
* 1 07/20/11. Both complaints were substartiated

i with deficient practice identified at 42 CFR 483.13

{ Resident Behavior and Facllity Practices (F225},

J

KY16783 was initiated on 07/21/11, and was
substantiated with deficient practice identified at
42 CFR 483.13 Resident Behavior and Faclfity
Practices (F225).

KY 16764 and KY 16756 were initiated on
07/22/11, Both complaints were substantiated
with no deficient practice idenfified.

Deficiencies were cited at 42 CFR 483.13
Resident Behavior 2nd Fecfiity Practices (F224
and F2285), 42 CFR 483.25 Quakity of Care
(F323), and 42 CFR 483.75 Administration (F480)
at a scope and severity of "l." Substandard
Quality of Care was identified at 42 CFR 483,13
Resident Behaviar and Facility Practices (F224
and FZ25).

An acceptable Allegation of Cornpliance was
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cAher safeguards provide sufficlent protection & the patients. (See instrustions.) Except for nurslng homes, the findings stated above are disclozzble 80 days
faliowing the dats of gurvey whether or ot 3 pian of comaction s provided, For nursing homes, the above findings and pians of correction are disclosabie 14
days following the date these Gecuments e made available 1 the faciliy. if deflclendies are cited, &n approved plan of esrrection is requisite to continued
pragram participation.
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received on 07/20/11, which alleged removal of
Immediate Jeopardy an 07/21/11. The State
Agency determined the Immediate Jecpardy was
removed on 07/21/11, prior Lo exi, which lowered
the scope and severity to "D" at 42 CFR 483.13

(F224 and F225), 42 GFR 483.25 (F323), and 42

CFR 483.75 (F480) while the facHity monitors the
effectivensss of systemic changes and guality
assurance activities.

483.13{c) PROHIBIT
MISTREATMENT/NEGLECT/MISAPPROPRIAT
N

The facHity must develop and implement written
policies and procedures that prahibit
mistreatment, negiect, and abuse of residents
and misappropriaticn of resident property,

This REQUIREMENT is not met as evidenced .
by: ‘

Based on interview, record review, and review of
policy and procedures, it was determined the
facility failed o provide sarvices necessary to
avoid physical harm for ane (1) of twenty-twe (22)
sampled residents (Resident #1). The facility
falied to follow their policy and procedure by not
identifying through thelr incident invesfigation that
neglect occured. The faciiify 2ssessed Residant
#1 a3 severely cognitively impaired as having
rmultipie risk factors related to safety. Cn
07/02/11, staff assisted Resident #1 outside ¢o
smoeke with peers during & supervised "smoke
break.” However, facility staff left the resident
cnsupervised outside after the smoke break was
over, Resident#1 left facility grounds without the
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facility's knowledge and without staff supetvision.
The fadility did not becpme aware of the missing
resident until a community member notified the
facifity. The facility’s failure lo protect the resident
from neglect piaced résidents at risk for serfous
irjury, hiarm, impaiment, or death, . Immediate
Jeopardy and Substandard Quality of Care were
determined o exist on 07/02/11. :

An acceptable Allegation of Compliance was
received on 07/20/11, which alleged rempval of
Immediate Jeopardy on 07/21/11, The State
Agency determined the Immediate Jeopardy was
removed on 07/21/11, prior to exit, which lowered
the scope and severity 1o "D" while the fadility
monitars the effectiveness of the systemic
changes and quality assurance activities.

The findings include: .

A review of the facility's Abusa Prevention
policy/procedure {revisad 04/28/03), Abuse
policy/procedure (revised 10/31/0%), and
ldentification of an Event That May Constitute
Abuse policy/procedurs (revised 07/22/10),
revealed negiect of residents was strictly
prohibited. According to the policies, the facility
would identify residents most at fisk for neglect,
such as those with dementia, and develop
interventians to prevent and/or reduce
oceurences including deployment of staff to meet
the needs of residents, ensuring that assigned
staff had knowledge of the individual resident's
care heeds, and ensuring staff had access to
specific resident information, The
policies/procedures also identified the need to
assess, care plan, and monitor residents with
needs and behaviors which might Jead to conflict
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or neglect The policies/procadures directed staff
ts defermine the root cause of an event including PO
any performance fallures on the part of the staff
to determine the direction of the invesfigation.

A review of the facllity's Accidents and
Supervision to Prevent Accidents
policy/procedure (revised 04/28/11) and Fatient
Supervision and Moenitoring palicy/procedure
(revised 04/28/11) revealed the faciiity wauld
provide supervision to each resident to prevent
avoidable accidents, and aasess residents to
determine {f supervision was necesaary, The
policies stated the facility would clearly defins
mechanisms and procedures which halp to
mitigate the risk of a resident leaving a =afz area
without staff supervision, The policies included
center-focused and patient-directed approaches
to evaluate accident risks as well as monitoring
processes to ensure interventions were
implemented and effective related o resident
supervision, smoking, resident risks, and
environmental hazards to include falls and unszfe
wandenng or élopament,

A review of Resident #1's Gare Area Assessment
(CAA) and Comprehensive care plan both dated
08/29/11, and Minimum Data Set Assessment
dated 06/25/11, reveaied the facility assessed
Resident #1 as severaly cognitively impaired and
having decreased safety awareness. Resident
#1's diagnoses included Dementiz, End-Stage
Chronic Obstructive Pulmonary Disezse, and
Sezure Disorder.

i A review of the facility's investigation, interview
with Licensed Practical Nurse (LPN) #1 on
07/11/11, at 5:00 PM, and interview with
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Administrator #1 and the Director of Nureing .
(DON) on 07/12/11, at 3:25 PM, revealed

although LPN #1 was not assigned to care for ?Oc
Residant #1 on 07/02/11, and was tnfamifiar with
the: resident's care needs, the LPN opened the
!"door and allowed Resident #1 to go outside to
smoke with peers participating in a supervised
smoke break supervised by CNA #27, According
to Administrator #1 and the DON, CNA#27 was
also unfamiliar with and unaware of Resident #1's
health and safety needs. LPN #1 stated she had
reservations about assisting Residant #1 outside
dug {o not being familiar with the resident and
his/her care neads, but stated sha chosz 10 do 8o
anyway due to the Resident's repaated requests
to go outside. LPN #1 stated she instructed CNA
#27 to make sure Resident #1 was assisted back
insida the building after the smoke break.
However, according to LPN #1 and the facility's
investigation, CNA #27 left Resident #1 along
outside unsupervisad aftar the smoke break
ended at approxirnately 4:45 P,

An interview conducted on 07/11/11, at 6:00 PM,
“with CNA #1 revealed she was outside on a
personal smoke break at approximately 4:56 PM
on 07/02/11, and encountered Resident #1 who
asked the CNA for a cigarette. CNA#1 replied 1o
the resident, "No, you have to wait to smoke
during smoke breaks." CNA #1 voiced being
unfamiiar with Resident #1, stating, "l knew
{he/she] was a resident, but | had never seen |
fhim/her] before," and stated she assumed the
resident could be outside alone, CNA #1
returned insids the building also leaving Resident
#1 outdoors ajohe and unsupérvised, Based on
the interview, CNA #1 made no attempt fo contact
staff assigned to care for Resident #1 1o ensure
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they were aware of the resident's whersabouts or
confimm that it was safe for the resident to be
outside alone and unsupervised,

An interview conducted on 07/12/11, at 12:36 PM,
with CNA #3 and review of the facility's
investigation revealed she had observed Residant
#1 outside an 07/02/11, at approximately 8,00
PM, and asked staff at the nursas' station (unable
to recail who) if Resident #1 was "OK to be
outside." CNA #3 was informed that there was 2
staff member outstde. However, none of the staff
at the nurses’ station or CNA #3 confirmed a staff
members presence oulside with Resident #1.

interviews conducted on 07/12/11, with LPN#1 at
10:50 AM, and CNA #2 at 10;30 AM, and review
of the facility's investigation, revealed both staff
rmermpbers had been assigned to provide care to

Resident #1 on 07/02/11, but was not aware that -

Resident #1 had been outside the facility, and did
not rezlize fhe resident was missing until
approximately 5:15 FPM, when cormmunity
members began fo come into/call the fadility with
reports of an elderly manfwoman being an the
highway in a wheelchair approximately
three-tenths mile from the faciiity.

A review of the fadiiity's investigation revealed the
findings of the investigation failed to recognize the
circurnstances of Rasident #1's elopement as
neglectful. Interviaws conducted on 07/12/11, at
325 PM, with Administrator #1 and the DON, and
on 07/13/11, at 10:18 AM, with the District
Director of Clinical Operations {DDCOjrevesled
that, due to the fadility having never assessad
Residarnt #1 to require one to one supervision at
any time, and the fadiiity's investigation finding no
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evidance of "willful intent” to leave Rasident #1 .
- oufside unattended, the facility “never suspected /00 d

neglect and determined none had occurred,” )
There was no evidence the facility had ensured
the staff was knowledgeable regarding the
facility's assessment thet the resident had
multiple rizk factors related {o safety and
dementia to ensure appropriate supervision was
provided for the residant to prevent potentia!
elopement. '

Refer {o F225 and F323.

A review of the allegation of compliance revealed
the foliowing!

The facility revised Resident #1's comprehenaive
care plan on 07/02/11, and added intarventions
related to the resldent's "risk for wandaring =nd
elopement.” The interventions added fo the

.1 resjdent’s care plan included wander guard
bracelet in place; 1;1 supervision; and adventure
beoards piaced in wander/alopement book.

The faciity revised Resident #1's CNA
Assignment Sheet on 47/03/11, and added the
resident was at risk for elopement, required *1,1"
| supervision, and e Wanderguard would be
utilized for the resident,

On Q7/02/11, the Staff Davelopmant Coordinator
{SDCY, Director of Nursing Servicas (DNS/DON),
and Weekend Supervisor (WS) initiated
education with all facility staff rejated to
wandering, eiopement, accident hazards,
supervision, and poiicy change related to
residents not gaing outside without staff
supenvision. Accarding to the in-service, there
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would be one staff persen to every five residents
when outside, |f there were six residents, there
must be two staff persons. No staff personis to
return inside the facility without bringing in the
resident(s) or without changing out with another
staff person. According to the ACC, there ware
no exceplions to this palisy and education will be
provided until all faciiity steff members have
attended.

On 07/03/11, the Assistant Exacutive Director
(AED) posted signage at ali facility entrance
doors to notify visiters residents were not to be
assisted oltdoors and to check with staff for the
code as it will change frequently,

Effective 07/03/11, the Executive Diractor
(ED)/Administrator will designate a Depaniment
Mzanager to monitor at least one resident smoke
brezk cn a dzily basis. The designated
Department Manager will monitor to ensure there
is one staff persan for every five residents and
that any resident cuiside with a family member
was signed out, Any cancems are ta be
corrected immediately, This monitoring will occur
daily untit deemed unnecessary by the
Perfarmance Improvament Committee (PIC)
which inciuded the ED, Assistant Execufive
Director (AED), DNS, Staff Developmant
Coordinator ($DC), MD,-SSD, Nutrition Services
Manager (NSM), Registersd Dietitian (RD),
Activities Director {AD), Business Office Manager
(BOM), Case Manager (CD), Refiections
Program Director (RPD), and the TCUPD,

On 07/07/11, the Activities Director (AD)
educeted mesidents on door alarms, resident
safety, and the need for residents to seek staff

F224

Sea attachedd

rFol

FORM CMS-2557(02-88} Provious Vérsians Ohsolels Ewent 10: 40U

Received Time Aug 12 2011 4:52PM No. 1324

Faaflity 10:; 100074

If continnation aheet Pege B of 53



2011-08-12 17:07  Winchester Centre 850-744-0285 »> 6063302054 P 42/50

. : PRINTED; 08/10/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES , EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUFPLIERICLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE BURVEY

AND PLAN OF CORRECTICN |DENTIFICATION NUMBER: COMPLETED

c

O7/22/2011

A BUILOING

185146 B, WING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE

200 GLENWAY ROAD
WINCHESTER, KY 40391

FOUNTAIN CIRCLE HEALTH AND REBABILITATION

D 1 TTTTSUMMARY STATEMENT OF DEFICTENCIES— - o PROVDERIS-PLAN-OF-GORRECTION g _

PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE OMPLETIaN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE

DEFICIENCY)

Confinued From page 8 F224 S.Ld A a#ﬁCht@d

assistance with doors.

F224

Resident and family satisfaction surveys weare ‘ fZ? Od
initiated on Q7/12/11, for each resident and/or
responsible party. The questionnaires addreszed
multiple areas toinclude but were not limited to
respect shown by staff, qualily of care, adequate
staffing, competency, resident safefy, and
security of persenal belongings. The results of
the survey will be sent to the ED for follow-Up and
resclution of any concern. The results will be
reviawed in the Performance Improvement
Committes (PIC).

On Q7/14/11, the State Director of Risk
Management conducted education with the
district Director of Gperations {DO), Distitct
Director of Clinical Oparations (DDCO), Exscutive
Directer, and the DNS regarding violations
involving identification of neglect, including failure
to answer z call light, leaving resident's
unattended for long pariads of time, etc.

On 07/15/11, the SDC, Second Shift (35) RN
Nurse Supervisor, and Weekend Supervisor
(WS} inltiated re-education with zli facility staff
related to supervision and abuse/neglect,
Education will be ongoing until all facility staff
members have attendad. No staff member was
allowed to work without having been in-serviced.

All event reports are raviewead daily by the ED and
tha DNS to identify any potertial for neglect
and/or abuse,

Ad hog PIC meetings were held on 07/04/11 and .
07/15111, to review the action piam.
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The PIC will meet weekly to ensure compliance
and will discuss areas of concern identified POC’_
through supervision and. alleged violations

involving mistreatment, naglect, or abuse,
indluding injuries of unknown source and
misapproprafion of resident preperty. Corrective
action plans will be developedfimpiemented for
any areas of concam idenfified, with meetings
weekly ar more often as necessary.

The surveyors validated the corrective action
taken by the facility as foliows:

Record reviews conducted for Resident #1
revealed the resident's care plan was updated on
"1 07/02/11, 1o include interventions for wandering !
and elopement. A review of the CNA assignment
shaet for Residert #1 reveaied the resident's
assignment sheet was revised on 07/03/11, to
inciude interventions for 1:1 staff supervigion and
a wander guard and to identify the resident as an
elopement nsk. Observations conducled for
Resident #1 on 07/22/11, at 2:38 PM, revesaled -
the resident was provided 1:1 staff supervision.
interview conducted with CNA #17 on 07/22/11,
af 2:38 PM, revealed the resident was placed on
1:1 suparvision due to being an slapement risk.

A review of the attendance roster for staff
in-service training retated to supervision of
residents outside the facility reveaied staff was
educated on the policy revision on 07/03-04/11,
py the Staif Deveicpment Coordinator, the DON,
and the Weekend Supervisor. Interviews
conducted with CNAs, Nurses, and Unit
Managers from 07/21/11, &t 12:30 PM, to
07/22/11, at 3:30 PM, revealed staff was
knowiedgeahle regarding supervision of residents
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who were outside of the facility.

Observation of the A and C Wing exit doara on
07/22/11, at 2:45 PM, reveaied a sign was posted
stafing no resident was to be assisted cutside the
facility and to check with the staff as the code will
change frequently.

A review of the smoking monitoring toe! revealed
daily monitoring of one smoke break had been

i canducted from 07/03/11, and was ongoing.

Obhservation of a smoke break on 07/22/11, at
2:35 PM, revealed one staff parson with two
residents smcking in the de=ignated arsa,
Interview with the interim DON on 07/22/11, at
3:15 PM, revealed the Department Managers
were required to check the smoke breaks daily
and had not identiied any concems with
residents being outside unaftended.

A review of a resident council meating conducted
on 07/07/11, by the Activities Director reveaied
residents were in-serviced regarding codes to the
docr and resident safety, Inferviews conducted

on 07/21/11, with Resident #7 at 2:00 PM,
Resident #9 at 2:00 PM, and with Rasident#2 an
07/22/41, at 10:30 AM, revealed the residenis

had been instructed on the doar codes and
resident safety. :

A raview of satisfaction surveys initiated on
07/12/11 and 07/20/11, for each
resident/responsible party revealed no concems
that had net been addressed by the facility.
Interviews on 07/21/11, with Resident #9 at 2:00
PM, Resident #7 at 3:00 PM, and Resldent #30's

| family member at 1:15 PM, and with Resident #8

an 07/22111, at 19:30 AM, reveaied no concems

ol
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ragarding resident care and treatment at the
facliity.

A review of decumentation revealed the ED and
the DNS were providad in-service training on
07114/11, by the DDCO regarding neglect.
Interview with the ED and the DNS on 07/22/11,
at 3:00-3:15 PM, revealed they were
knowledgeable of Invastigation regquirements,

Interview with the Administrater and the DNS on
07/22/41, at 3:15 PM, revealed event reports are
reviewed daily regarding accldent hazards
supearvision, According te ths Administrator and
the DNS, tha PIC met weekly to review all
monitoring conducted for the action plan.

The State Agency determined the Immediate
Jeopardy was removed on 07/214/11, prior to exit,
which lowered the scope and severity to "D" while
the facHity moniters the effectiveness of the
systemic changes and quality assurance
activities.

F 2258 | 483.13(c){1)(i)-(iii), {c)}2) - {4}

gs=)! INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals whe have
been found guilty of abusing, neglecting, or
mistreating residents by 2 court of law, or havs
had a finding entered into the Stats nurse aide
registry concerning abuse, neglect, mistreatmeant
of residents ar misapprapriation of their property;
and report any knowiedge it hias of actionz by a
court of law against an employse, which would
indicate unfitness for service as & nurse zide or
other facility staff to the State nurse aide registry
orf licensing authorities.

F 224

F 225
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The facility must ensure that all alieged viclations /0 0 C—
involving mistreatment, neglect, or abuse,

including injuries of unknown source and
misappropriation of resident proparty are reparted
immediately to the administrator of the facility and
to other officials in accordance with Stale law
thraugh established procedures (including to the
State survey and certification agency).

The faciity must have evidence that all allzged
violations are tharoughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designatad
reprezentative and o other officials in accordance
with State [aw (including to the State survey and
certification agency) within 5 warking days of the
“incident, and if the alleged violation is varified
appropriate correciiva action must be taken,

This REQUIREMENT is not met as evidencad
by: -

Based on intetview and record review, it was
determined the facility failed to ensure that
viplations involving mistreatment, neglect, or
abuse, including injuries of unknown sourca for
four (4) of twenty-two {22) sampled residents
{Residents #1, #2, #5, and #8) ware immediataly
reported to the administrator of the fadility, or ‘ |
other officials in accordance with stete law, |
‘Additienally, the facility failed to protect residents
from further abuse allowing & perpetrator to
comtinue working with residents. Although the
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facflity conducted an investigation regarding
Resident #1 leaving the facility grounds without
staff knowledge, the fadility falled to report the
incident as an act of possible negligence to the
appropfiate state agencias as required. The
tacility failed to report allegations of abusednjuries
of unknown origin to the sppropriafe state
agencies for Resident #5 and Resident #6 timaly.
Additiorially, the facility fajled to foliow their
poiicies and procedures when they allowad an
alleged perpetrator to continua working with
residents after receiving ah allegation of abuse to
Resident #2. Furthenmare, the facility fafled to
notify tha administrator 2nd the state agencies
timely, The facility's failure to ehsure all violations
were reported as required placed residents &t risk
for serious injury, hamm, impairment, or death.
Immediate Jeopardy and Substandard Quality of
Care were determined t¢ exist on 07/02411,

An acceptable Allegation of Compliance was
recaived on 07/20/11, which alleged removal of
Immediate Jeopardy on 07/21/11. The State
Agency determined the Immadiate Jeopardy was
removed an 07/21/11, prior to exit, and iowered
the scope and severity to "D" level while the
facility monitors the effectiveness of the systemic
changes and conducts quality assurance
activities.

The findings include:

1. Areview of the facility's policies/procedures
regarding Abuse (revised 10/31/08), Conducting
an Investigation {revised 06/30/06), and Resident
Elopernent (revised 10/31/07) revealed all
abuse/neglect investigations ware to be raporied
to officials in accordance with state law, and the
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appropriate state agencies would be no{iﬁed of

resident elopements, Fé if

A review of Resident #1°s medical recard and a
facility investigation (undated completion)
revealed facility staff failed to return Resident #1
inside the bullding after staff assisted the resident
outside fo smoeke. The facility remained unaware
of the resident's whereabouts for approximatsly
30 minutes untll alerted by members of the
community that Resident #1 was approximataly

{ three- tanths mile from the facility in @ whealchair
on the highway,

interview with Administrator #1 and the Director
of Nursing {DON} on 07/12/11, at 3:25 PM,
revealad an investigation was immediately
initiated into Resident #1's elopementon - t
07/02/11, to ensure rio abuse/neglect had
occurred, and CNA #27 was immediately
suspanded from employment =i the facility
pending the results of the investigation.
Administrator #1 and the DON stated an
investigation was inttiated o rule out
abuse/negiect and determined the incident should
be reported to the appropriate state agancies,
Administrator #1 and the DON stated prior to
notifying the state agencies, Resident #1's
elopement was reported to the facility's Distriet
Director of Ciimcal Operations (DDCO) who
thstructed the DON not to report the incident to
the appropriate state agencies as required.

interview with the DDCO on 07/13/11, at 10:15
AM, revesled Resident #1's glopement on
07/02/11, was not reported to the state agency
because there was "no regulaﬁon requiring
elopements fo be reported” and the incident "did

FORM CMS-2557(02-99) Previous Verslona Ohaslate Bvent I0:4L0L1H | Famiity (D) 100074 If eontinustion shaet Page 15 af 53

Recelved Time Aug, 12, 2011 4:52PM No. 1324



2011-08-12 17:09 . Winchester Centre B3G-744-0285 »>> 6063302054 P 49/50

PRINTED: 08/10/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES ﬁﬂ PROVIDER/SUPPLER/ASLA (X2) MULTIPLE CONSTRUCTION ®3) DATE SURVEY
AHD PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
c
186146 B, WING . 07/2212011

NAME OF PROVIOER OR SUPPLER STREET ADDRESS, CITY. STATE, 2P CO0E
: 200 GLENWAY ROAD

WINCHESTER, KY 40331

FOUNTAIN CIRCLE HEALTH AMD REHABILITATION

(X4} 1D SMARY §TATERENT OF DEFICIENCIES D e e PROVIDERIS.RLAN OE CORRECTION | ot
PREFIX (SACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE \ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING iNFORMATICON) TAG CROSS-REFERENCED TO THE APPROPRIATE w DATE
DEFICIENCY)

not meet the intent of the (abuse/negleat)
regulation.” Additionally the DDCO stated atthe
conclusion of the invastigation it was determined p&é
no zbuse/heglect had eccurred, and therefore the
incident wag not required to be reported,

|
F 225 | Gonfinued From page 16 o F 225 6‘ 2 E 52—/7%2 CHE =4 \| -
' |

Refer to F224 and F323.

2. Review of the medical record for Resident #5
ravealed the resident was admiited to the facility
on 02/27/07, with diagnoses of Paralysis Agitans,
Arxiety, and Dementia. The facility assessed the
resident on 08/14/11, as frequently incontinent of
bowe| and bladder, Review of Resident #5's care
plen dated 06/20/11, determined that one siaff
person was 1o toilet/prompt Resident #5 with
voiding every two hours. Record review also
revealed that on 07/15/11, at 6:00 PM, CNA #10
transported Resident #5 to the dining room with
wet clething and refused to toilet the resident.

An interview conducted with CNA #18 on
0772211, at 10:20 AM, reveaied on 0715/,
during the evaning meal CNA #10 had
transported Resident #5 to the dining reom and
had returned to the unit to transport another
resident to the dining room. When CNA#10
returned to the dining room CNA #18 asked CNA
#10 to assizt Resident #5 to the Bathroom and
the CNA refused, stating that the resident had
just been toileted and had sat on the commode
for thirty (30) minutes. Ancther CNA offered to
toitet the resident and according to CNA 18 this
incident was reported to LPN #8.

An interview conducted with LPN #8 on 07/21/11,
at 3:05 PM revealed the above incident was
reported to LPN #8 an 07/15/11, LPN#9
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instructed CNA #10 to follet the resident and _

: obsarved that the resident's pants were wet, LPN ¢

#9 then instructed the CNA to change the FOC.
resident's clothing. According fo the LPN the

incident was reported to the facility social worker
and the CNA was escorted to the time clock and
was suspended from employment &t the facility.

An interview conducted with CNA #10 en
07/21M11, at 425 PM, revealed the CNA had
taken Resident #5 to the dining roem on
07/18/11, far the evening meal and was
tansporting another resident to the dining room
when another GNA instructed CNA #10 to tollst
Resident #5. According to CNA #10 the resident
was tolleted before gaing to the dining reom and
didn't use the bathroom. Further interview
revealed that CNA #10 toileted Resident #5 after
being told to do so by the supervigor.

Interview with the facility Social Warker en
07/22/11, at 10:30 AM, revealed that LPN #&
reported CNA #10 for leaving Resident #5 in wet
clothing after tofleting the resident on 07/15M11,
during the evening meal service, According 1o
the Saocial Worker, the Adrinistrator was
cantacted immediately and the CNA's
employment at the facility was suspended. The
Office of inspectar General wag notified of the
incident an 07/15/11, but the Social Warker was
not awsare of any nofification to Aduit Protective
Services,

A review of the facility investigation forthe
07/15/11 incident regarding Resident #5 revealed
no avidence Adult Protective Services was
netified as required,
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An interview conducted with the Facility
Administrator on Q7/22/11, at 11:00 AM, revealed
the Administrator was not aware that Adult
Protective Services had noi been notified of the
07/15/11 incident inveiving Resident #5,

3. Resident #2 was an 87-vear-old resident
admitied io the facility on 04/13/08, with
diagnoses of Alzheimer's disease and Depressive
Digarder.

A review of an initial repon of an allegation of
verbal abuse regarding Resident #2 revealed the
allegation was forwarded io the reguired state
agencies by the Fadility Administrator on
07/20/11, at 5:40 PM. According to the initial
report, CNA #11 was allegedly heard to telf
Resident #2 to shut up (na data of incidant
noted),

Interview with CNA 13 on 07/21/11, at 3:30 £M,
revealed CNA #13 overheard CNA #11 tell
Resident #2 to shut up on 07/18/11, at about
10:00 PM. CMNA #13 stated this incident was
reporied to the Unit Supervisor {LPN #10).

interview with CNA #11 on 07/21/11, at 4:55 PM,
revealed CNA #11 had providad care to Resident
2 buf denied telling the resident to shut up. CNA
#11 stafed the CNA was not suspended from
empicymert at the fadility regarding this incident
until 5:45 PM on 07/20/11.

An interview conducted with LPN #10 on
07/21111, &t 4:05 PM, revealed the LPN reported
the incident to the evening shifl supanvisor after
LPN #10 became aware of the allegation,

F 225
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An Interview conducted with the evening shift
supervisor {RN #4) on 07/21/11, at 5:35 PM,
revesled RN #4 started interviewing staff
regarding the incident after the incident was
reported to RN #4 on 07/19/11. RN #4 stated the
Administrator was not immediately nofified of the
allegation and CNA #11 was not immediafely
suspended, RN #4 stafed she left 2 note for the
DON and the Administrator fo inform them of the
incidant.

An interview with the Administrator on 07/22/11,
at 11:00 AM, revealed the Administrator was not
made aware of the allegation of alleged abuse
until 07/20/11, and was not aware that CNA #11
was not immediately suspended from
employment after the incldent was reported on
a7Ms11.

4. Areview of Resident #6's medical racord
revealed the resident was admiited to the facility
on 08/13/03, with diagneses that included Stroke
with hemiparesie, Contractures, Alzheimer's
Disease, Diabetes; Csteoporosis, and
Hypartension. Review of the nurse’s nates and
physician's orders for Resident #5 dated -
07118111, at 10:30 PM, raveated the resident's
family raported the resident had & yellow bruise
and swelling to the resident's left hip extsnding to
the left knee, The physician was nofified and
orders were recefved for an x-ray to be conducted
of the residept's left hip on 07/17/11, The left hip
X-ray was obfained with negative resuits on
07/17/11. Resident #6 continued {o have bruising
and adzma ta the left thigh and physician’s orders
wera obtained on 07/20/11, to send Resident #8
far a CT scan of the lefi hip and thigh. Resident
#6 waa admitted to the hospita! for a fractured left
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Review of tha facility Investigation revealed an }0 6&

injusy of unknown origin was identified for
Resident #8 on 7/17/11; however, the appropriate
state agencies wers not notified of the injury of
unknown origin until 07/20/11,

Interviews with RN #3, LPN #8, SRNA #21, and
SRNA#22 on 07/21/11, at 3:15 PM, 4:10 PM,
5:10 PM, and 5:20 PM, revezled Resident #5 had
a bruise fo the left hip identified by a family
member on 7/18/11, at 10:30.PM. The staff was
not aware of the cause of the infury. All staff was
aware of the requiremant to immediately report

-an incident of unknows origin to their supervisors.
RN #3 reported the injury of unknown origin fo the
Director of Nursing on 07/17/11; howeaver, the
incident was Hot reported to the appropriate state
agencies until 07/20/11,

An interview with the Administrator on 07/22/41,
at 11:00 AM, revealed the appropriate state
agencies were not notified of the injury of
unknown origin for Restdent #6 untl 07/20/11.

A review of the allegation of compliance reveaied
the following:

On 07/14/11, the State Director of Risk
Management conducted education with the
district Director of Operations {DO), District
Director of Clinical Operatiana (DDCO), Executive
Director (EDYAdministrator, and the Director of
Nursing Services (DNS/DON) regarding
regulation F225 related to the immediate
reponing of alieged vioiations invaiving
mistreatment, neglect, or abuse, including injures
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of unknown sourse and misappropriation of
ragident property.

On 07/04/11, the DO and DDCO conducted
educstion with the ED and DNS on condudting an
investigation, ‘

Resident and family interviews are required to be
canducted for all residents evary four months,
which ask specific direct questions related to
resident treatment and abuse. All allegations of
abuseé, neglect, or mistreatmant are required to
be immediately reported to the ED and DNS to
ensure residents are protected from further
potential abuse/neglect/mistreatment,

All event reports are reviewed daijly by the ED and
the DNS. Eventreperts are reviewad to ensure
appropriate reporting for neglect and/or abusa,

The ED and DNS will review all grievance forms
and interviews weekly to identify any alieged
viclations. The ED will aiso ensure apprapriate
repcrting and Impiementation of the credible
allegation of compliance,

The DDCO will review three grievanca forms or
interviews weekly to identify any alleged vialations
involving mistreatrnent, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property to ensurs
appropiiate reporting. [n addition, the DDCO will
have oversight of the ED and DNS in the fadility
on a weekly basis fo validate the implementation
of tha Credibie Allegation of Compiiance threugh
review of audit and monitoring taols, The DDCO
will also review all resident events with the DNS
an a weekly basis to identify any potential
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accident hazard related to environment and
superyision, to include the potantial for negiect
andfor abuse and fo ensure appropriate reperting.

The ad hoc Performance Improvement
Committee (PIC) will meset weekly tc ensura
alleged viclations involving misfreatment, negiect
or abuse, including injuries of unknown source
and misappropriztion of resident property are
reported. Cormrective action plans will be
deveicpedAmplemented for any areas of concern
identified, with meetings weekly or mors often as
necessary.

1| Ad hoo PIC meetings were held on 07/04/11 and
07/13/11, to review the facility's action plan.

The survayors validated the corrective action
tz2ken by the facility as follows:

A review of documentation revealed the ED,
DNS, and DDCO were provided with in-service
treining on 07/14/11, regarding reporting
requirements by the State Risk Management
Director. Interviews with the DDCO, DNS, and
ED, on 07/22/11, from 2:00 PM - 3;30 PM,
ravesied they were knowledgeable of reporting
requirements related to mistreatment, abuse
neglect, and injuries of unknown source and
misappropriation of resident property.

A raview of documentation revealed the ED and
the DNS were provided with in-service training
regarding conducting facility investigations on
07/14/11, by the DDCO. iateniew with the ED
and the DNS on 07/22/11, at 2:00-3:15 PM
ravealed they were knowledgaable of
investigation requirements,

fO.
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A review of satisfaction surveys initiated on

1 07/12M1 and 07/20/11, for residents/responsible
partias ravealed no concems that had not been
addressed by the facility. Interviews on 07/24/11,
with Resident#9 at 2:00 PM, Resident #7 at 3:00
FM, and Resident #30's family member at 1:15
PM, and with Resident #8 on 07/22/11, at 10:30
AM, revealed no cancsrme ragarding resident
care and treatment at the facility.

Intarview with the Administratar and the DNS on
07/22/11, ot 3:15 PM, ravealed event repers
were reviewed daily regarding abuse/neglect to
ensure appropriate reporting.

An Intarview with-the DNS on 07/22/11, at 3:00
PM, revealed the DNS reviewed =l grisvance
forms and interview forms weekly for vaiidation of
altleged viclations involving mistreatment,
neglectabuse, injuries of unknewn source and
misappropriation tn ensure appropriate reporting.

An interview with the DDCO on 07/22/11, st Z:00
PM, revealed resident/family interviews and
grievance forma were reviewed weekly for
identification of any alleged violations invelving
mistreatrnant. neglect, or abusa {o ansure
raperting as requirad,

| Further interview with the Administrator and DNS
on 07/22/11, at 3:15 PM, revealed the PIC met
waekly to review all monitoring that had been
cenductad for the action pian. Accerding fo the
Administrator, the monitoring of this information
was conducted to ensure appropriate reporting
and implemantation of the AQC,
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The State Agency determined the Immediate
Jeopardy was remaved on 07/24/11, prior to exit,
and loweared the scope and severity to "D* level
while the faciiity monitors the effectiveness of the
: systemic changes and conducts quality
assurance activities.

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

The fadiiity must ensure that the resident
envircnment remains as free of accident hazards
as is possible; and each resident receives
adequate supervizion and assistance devices fo
prevent accidents,

i This REQUIREMENT is not met as evidenced
{by: .

Based on observation, interview, record review,
and review of facility policies, it was determined
the fecllity falled to ensure residents reoeived
adequata supervision to prevent accidents for twa
(2} of twenty-two {22) sampled rasidents
{Residents #1 and #4). On 07/02/11, Resident
#1, whao the facility assessed ag having Dementia
and muhiple safety risks, left facility grounds
without facility staff's knowledge or supervigion,
The resident was found sppraximately
three-tenths mile from the facility on the highway
in & wheelchair, The facility failed to provide
supervision as specifiad in their smoking policy o
Resident #4 while smoking on 07/10/11. This
fallure prevented the facility from ensuring safety
1o its residents. Resident #4 was outdoars
smeking unsupervised, and assisted an
intoxicated drug-seeking individual {o enter the

O
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facility without staff knowiedge. These facility
failures placed residents at risk for serious injury,

harm, impairment, or death, Immediate Jeopardy /0 OC’
and Substandard Quality of Care were
determined to exist on 07/62/41.

An acceptable Allegation of Compliance was
received on 07/20/11, which alleged ramoval of
Immediate Jeopardy on 07/21/11. The State
Agency determined the lmmediate Jeopardy was
remavad on 07/21/11, prior to exit, which lowered
the scope and severily to "D™ while the facility
manitors the effectiveness of the systemic
changes and guality assurance activities,

The findings include: -

A review of the facility's Accidents and
Supervision te Prevent Accidents .
policy/procedure (revised 04/28/11), Patient
Supervision and Monitering policy/procedure
(revised 04/28/11), and Smoking policy/pracedure
(revised 04/28/11) revealed the facifity would
provide supervision to each resident to prevent
avoidable accidents, and azsess residents to
determing if sUpervision was necessary. The
policies stated the facility would clearly define
mechanisms and procedures which help to
mitigate the rizk of a resident isaving a safe area
without staff supervisicn. The policies included
center-focused and patient~directed approaches
fo evaluzte accident risks as well as monitoring
procasses 1o ensure jnterventions were
implemented and effective related to resident
supervision, smoking, resident risks, and
environmental hazards to include falls and unsafe
wandeting or elopement. The policies directed
that residents wouid be provided supervision
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when smoking outdoors after sunset and before 1
sunrize, and when the resident presented with \ /00 f

candtiions that placed themselves or others at
risk for harm.

1, Resident #1 was admiited to the facility on
03/30/11, with diagnoses including Dement(a,
Status Post Cerebrovascular Accident, end-stage
Chronic Qbstructive Pulmonary Disease, Selzure
Disordar, and Advanced Dehility. A review of
Resident #1's Care Area Assasstment (CAA)
dated 04/12/11, and Minimum Data Set (MDE)
assessment dated 06/29/11, revealad the facility
msasssed Residert #1 as severaly cognitively
impaired, only able te make simple wishes |
known, only abie to sometimes understand, and
1o utilize a wheelchair far all mobfiity. Resident
#1's Comprehensive Care Plan, dated 06/29111,
indicated the resident had decreased safety |
awareness, displayed crying and tearfulness, had
‘repetifive questions/verhalizations, and valced
anxious complaints/concems, The intervention
listed an the Care Plan was to have staff assess
Resident #1 for sulcidal tendencles as indicated.
In addition, the facility assessed Residen{#1 to
 be at increasad risk for falls, and staff was {a
observe the resident for attempts to self-transfer
and provide the resident with increased and close
supervision, ' -

Although the facility's comprehensive
assessments identified numerous supervision
and satety risk factors for Resident #1, a review
of a Wander/Efopement Risk Evaluation
eompleted on 04/03/11, for Resident #1 indicated
the resident dispiayed no risk factors for
sicpement, which inciuded assessing the residert
to have no cognitive impairment or impaired
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decisian-making skills that decreased his/her
awareness of safety. The avaluation also
indicated the resident exprassed no desirz to
leave the facility. However, a review of the
faciiity's investigation (undated cempletion) and
interviews with LPN #1 on 07/11/11, at 5:00 FM,
and 07/13/11, af §:25 AM, on 07/12/41, at 40;30
AM, with TNA #2, and on 07/12/11, at 12:36 PM,
with CNA #3 revealed Resident #1 had displayed
behaviors of sitting by the C Wing exit doors
frequently requesting 1o go out, stternpting to go
out when ethers would go in or out the doors, and
at times push an the deors in an attempt te open
tham.

The facllity's investigation, interview with the
Administrator and DON on 07/12/11, at 3:26 FM,
and interview with LPN #1 on 07/11/11, at 5:00
PM, revealed LPN #1 was not assigned io care
for Resident #1 on 07/2/11, but ppened the door
and assisted the resident outside ta amoke while
other resigents were aiready outside smoking
during = scheduled smoke break supervised by
CNA #27. LPN #1 voiced being "concemed"
about Resident #1 going outside to smoke due to
being unfamiliar with Resident #1's needs. LPN
71 specifically recalled Instructing CNA #27 o
make sure Resident #1 was retumed inside the
buiiding aRer smoking. However, CNA #27
reportedly failed to hear the nurse's instruction,
and retumed inside the building at approximately
445 PM, leaving Resident #{ outside
unaupervised.

The facility's investigation and intarview with LPN
#2 on 07/11/11, at 5:20 PM, reveaied the facility
falied to identify that Resident #1 had left facility
property, and was unaware of the resident's
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whereabouts for approximately 30 minutes. LPN
#2 stated that at approximately 5:15 PM, the

facility began to receive numerous nofifications P J d’
from the cemmunity regarding an elderly ‘
individual "rolling down the highway' in a
whaelchalr. interviews conducted with Police
Cfficer #1 on 07/13/11, at 6:.00 PM, and Police

| Officer #2 on 07/18/11, at 7:05 PM, detailed how
at approximately 5:20 PM, the facility staff and
Peolice located Resident #1 at approximately the
samne time, three-tenths mile from the facility on
the highway in a wheeichair, Both Palice Officers
#{ and #2 describad Rasidant #1's slfuation as
"very dangerous” considering the facliity's
driveway was "downhill" and the residant
“making it all the way" to the main highway.
Police Officer #1 recounted having tc escort
Resident #1 back to the facility in & police cruiser
due to the resident's refusal ko cooperate with
facllity stzff. Review of a Police Department
Dispaiching Report dated 07/02/11, revealed
Resident #1 was retumed te the facility at §:30
PM on 07/02/11,

Interview with Resident #1 on 07/11/11, st 4:15
PM, revealed the resident to be alert but unable
to consistently answer questions appropristely.
When questioned about the incident Resident #1
stated, "Hongy, | wanted e go to [home town],"
and indicated hefshe had been *walking home."
Resldant #1 aizo voiced having made previous
aftempls to lgave the facility “four or tmes.”
Resident #1 voiced & continued desire to jeave
the facility and return horre firmly expressing, "No
ong is going to stop ma.”

2. A raview of Resldant #4's medical revealed on
06/24/11, the facility assessed the resident as
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having no cognitive impairment. A review ofthe
residant's smaking evaluation dated 67/08/14, .
revealed the resident was an Mndependent : /006’
Smoker." According to the sveiuatien, .
"ndependent Smoker” meant the resident could
smoke in designated smoking areas, must follow
the facility's smoking policy, may nat oarry hisiher
own smoking materials, and smeking outdoors
after sunset and before sunrise must be
supetvised by a staff member (within line of
sight). Howevar, a review of Resident #4's cars
plan dated 04/06/11, revealed the resident
required staff to be in atendance during smoking
and to provide supervision at all times.

F 323 | Gonfinued From page 28 F 323 5.& ~ mfh {67/ '

An Interview on 07/13/11, at 4,05 PM, with
Resident #4 confirned he/sha was outside,
ungzupervised, smoking when a male approachad
the fadility. According to Resident #4, staff was
aware the resident was outside, The resident
stated hefshe often smoked outside unsupervised
late at night. The resident stated he/she would
hide cigarettes and fighters or would abtain
lighted cigareties from the ash tray after staff had
discarded the cigarette. Resident #4 explained
the male that appreached the facility asked i
nurses wepe prasent in the bullding and when
Resident #4 acknowledged thers were, the maile
stated, " nged to see the head nurse.” Resident
#4 stated, "l told him to push the red button and
go in; [ thought he was a visitor or something, |
didn't know he was a drug addict.

LPN #7 confirmed in interview on 07/13/11, at
3:30 PM, that on 07/10/1 1, at approximataly
12:30 AM, the LPN returned from the bathroom
and found a man at the medication cart who
stated that he was an addict =nd nesded drugs.
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LPN #7 told the mazle thera were no drugs in the
facility and suggesied he go fo the haspital. LPN
#7 voiced being "terrified” and called the palice fQO C,
zfter the male had exited the building. LPN#7
discavered after the male had exited the building
that Rasident #4 had been oufside.smoking
unsupervised, and had instructed the male an
how to enter the building through C Wing doors
without staff knowiedge.

Interview with a Police Department Dispatcher on
07/13/11, et 2:45 PM, and review of 2 Police
Department Dispatching Report dated 07/10/11,

: revealed on G7/10/11, at 12:33 AM, the Police
Department receivad a call from LEN #7, who the
dispatcher described as "very upset” because

she had discovered a "strange man" in the facility

standing at her medication cart requesting drugs.

The dispatcher stated LPN #7 voiced the male

had exited the building put had "no idea how he

gotin” the facility. Interview with Police Offfcar

#3, who was dispatched to the fagility, revesled

the male was found walking near the fadility and

arrested for alcohel intoxication on 07/10/11, at

12:41 AM, Police Officar #3 stated the male was

"abviously" intoxicated. Further intecview with the

Dispatcher revealed the LPN was contacted at

12:45 AM, and notified the male was ne longer a

threat to the facility. At that ime the Digpalcher

questioned LPN #7 a4 to how the male was zble
to gain entrance into the facility, and LPN #/
reportedly told the Dispatcher that a residenf was
outzide smoking unsupervized when the male
appreached the fadility and the resident inatructed
the male on how to enter the buiiding.

interview with the DON on G7/13/11, at 5;00 PM,
revealed he was notified on 07/10/11, of the
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incident, but had not inifiated an iInvestigation as
to why Resident #4 was smoking outside
unsupervised ar 23 tc how the male had gained
acgess into the facility. The DON stated that he
did not feef any residents had been in danger,
and .no furthar action was taken.

While the facility had developed & care plan that
required that staif supervision be provided at all
times for Resident #4 while smoking, the facllity
falled to ensure the supervision was provided and
failed to ensure the smoking policy was
implemented by staff.

An interview was cendusted on 07/19/11, at 11:05
AM, with the District Director (DQ), Digtrict
Oirecter of Clinical Operations (DDCQ), and the
hewly appointed Administrater (Administrator #2).
During the interview, the DDCO insisted there
was "no reason for anyone to question” haw the
male had entered the building on 07/10/11, at
approximately 12:30 AM, The DDCO staied the
facility was "nct 2 prison” and anyone could come
and go in the facility at any time, day or night.
The DDCO stated that A Wing doors and C Wing
doors were unleckad at ali times, and the only

‘reguirement for entering the building would be to

“push the big red butten (adjacemnt to the doors)
which anyone could see and figure it out” The
facility failed to identify an intoxicated
drug-seeking male entaring the fasility at
approximately 12:30 AM on 07/10/2011, as 3
situation which placed facility residants in danger,
Additicnally, the facility teok ne action to ensure
resident safety by continuing to allow unlimited,
unsupervized sccess into the facility at all imes,
day or night. While the facility had developed &
care plan that required staff suparvision be

F 323

See atfuachHed
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provided at all times for Resident #4 while

smoking, the facility falled to enzura the ‘ p&é
supervision was provided and falled to ensure the ] -

“smoking policy was implemented by staff.

| A review of the aliegation of compliance revealed
the following:

.On 07/02/11, g Licensed Practical Nurse (LPN)
conducted 2 head tc toe assessment of Resident
#1 and no injuries wera identified.

On 07/02/11, Resident #1's comprehensive cara
plan was revised 1o include risk for wandering
and eiopemant with interventions including =
Wanderguard bracelet, 1:1 supervision; and
being placed in the wander/elopament book, Cn
07/03/11, the Certified Nursing Assistant [CNA)
Aszignment Sheet was revised for Resident #1 to
; Include risk far elopement, 1:1 supervision, and
the impiementation of a Wanderguard bracelet.

On 07/02/11, the Medical Reocrds Director
(MRD) conducted an audh of all facility residents
to validaie that all assessments and care plans
were currant,

On 07/03-04/11, the Directar of Nursing Servicas
{DNEY}, the Staff Development Coordinator
{SDG}, the Trensitional Care Unit Program
Director (TCUPD), Minimum Data Set
Coordinatar (MDSC), and Unit Managers (UMs)
completed a wander/elopament risk evaluation
and a safety risk assessmant for all in-house
patients, A smoking evaluation was conducted
for ali residents identified whe smoke. .Care
plans were reviewed to ensure that all sreas
relaied to accident hazards/resident safety were
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| cara planned with appropriate interventions.

On 07/03-04/11, the Reflections Program Directar
{RPD) condudted interviews of staff to determine
if any resident had exhibited exit-seeking
bahaviors within the past 3C days, and if so, that
all appropriate steps were implemented.

On 07/03/11, & policy change was made and
implemented to ensure that all residents who
wished {0 go outside were accompanied by staff
and that no resident was cutside unatiended,

On 07/05/11 and 07/08/11, assessments were
cenducted on residents who requested ta go
oufside. On Q7/14/11, residents who requested
to go putside were re-assessed and a policy
change was made. The change was to assess
residents upon their request to determine their
ability ta go outside independently withoUt staff
supervision. The resident must be assessed and
must meet the assessment criteria prior to being
allowed to go outside unsupervised, Jn addition,
na resident is allowed to be outside between the
hours of 11:00 PM and 6:00 AM without
supervision, regardiess of assessment status,

On 07/02/11, the SDC, DNS, and Weekend
Supervisor (WS} initiated education with alt fadity
staff related to wanderirg, elopement, accident
hazards, supervision, and policy changa related
to residents going ouiside without staff
supervision, as no resident was o be outside
without staff supervision. Education will be
ongoing untii all facility staff members have
attended, On 07/15/11, this in-service was
repeated with staff to include a policy change
related to residents going outside without staff

JOC-

P See attached
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supervision, based on their individual resident ‘ €. Q be

asgessment. Education will be ongeing untll ali

facility staff membars have attended., ?&C,

On 07/07H1, the Activities Director (AD)

i educated residents on deor alerms, resident
safaty, and the heed for rasidents {o seek staff
assistance with doors.

FOUNTAIN CHRCLE HEALTH AND REHABILITATION

F 323

Cn 07/02/11, the Maintenance Assistant (MA)
audited =il facility doors and Wanderguard
bracelets to validate propar functioning.

On 07/03/11, the MA changad tha code for the
door systemn and the Assistant Executive Director
{AED) posted signage at all facility entrance
doors to notify visitars that no resident was fo be
assisted cutside the facility and fo chack with staff
for the cade, &5 it will change frequently.

After ©:00 PM, ali facility entrance doors have
besn and continue to be on a timad lock, except
for A Wing and C Wing doors to sliow staff and
emeargency entranca, Effeciive 07/20/11, the A
Wing and C Wing cutside antrance button will be
disabled betwean 2:00 PM and 6;00 AM daily,
until these enfrance doars can be enginesred

" with a timed lock during these haure. A doorbell
has been installed at the entrancs to A Wing and
C Wing fo ke utilized by visitors and emergency
personnel. The Mainienance Director (MD)
initiated education with all fasfity staff an
07/20{11, relatad to the change in the door
system.

The Executive Director {ED)/Administrator will
also validate through the weekly PIC mesting by
review of the smake time supervision audits,
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review of the wander/elopement audts, review of

any environmental rounds, and implementation of ?@ C’_‘
the credible allegation.

Alf avent reponts are reviewed daily by the ED and
the DNS. Event reports are reviewed to identify
any potential accident hazard related to
environment and supenvision,

The Dietrict Director of Clinicat Operations
(DDCO) also reviews all resident events with the
DNS$ on a weekly basis to identify any potential
accident hazard related to enviropment and
supervision.

Effective 07/03/41, at least one resident smoke
time ia monitored daily by & Department
Manager, as designated by the ED, to ensure that
during smoke times there is one staff person to
five residents, that other outside areas have no
unattended residents, that any resident outside
with a family member s signed out, and to
identify any outside accident hazards, Any
concerns were corrected immediately. This
monitoring will cocur daily until deemed
unnecessary by the Perfformance Improvement
Committee (PIC)

Effective 07/03/11, the DNS orthe SDC, or
designee will conduct one wander elopement drilf
per month (2ltemating shifts) until deemed
unnecessary by the PIC.

The PIC will meet weekly or more often as
necessary until the facility has demonstrated
sustained complianca of the comective actions
described in the AOC. Members of the PIC
include, but are not limited to, the ED, AED, DNS,

|
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SDC, MD, 5580, Nutition Services Manager
(NSM), Registered Dietitian (RD), AD, BOM,
Case Manger {CM), RPD, and the TCUPD.

| Ad hoe PIC meetings were held on 07/04/11 and

07/15/11, to review the Implemented corrective
action.

The surveyors validsted the corrective action
taken by the facility as follows;

A review of the progress notes reveaied a head to

| toe assessment was conducted for Resident #1
on 07/02/11, at 5:45 PM, with no Injuries noted to

the resident,

i A raview of Residant #1's medical record ‘

revealed the resident's care plan was updated on
07/02/11, to include inferventions for wandering
and elopement, Observstions conducted for
Resident #1 on 07/22/11, at 2:38 PM, revaaled
the resident was being provided one to one
supenvision. An interview conducted with CNA
#17 on 07/22/11, at 2:38 PM, revealed the
resident was receiving one to one supervision
due to being an elopament rlsk.

A review of Resident #1's assignment sheet
ravealed interventions were implemented on
D7/0341, for one.to ona supenvision and
implementation of & Wanderguard bracalet.
interview conducted with CNA #17 on 07/22/11,
gt 2:38 PM, revealed the CNA was aware of the
level of supervision and elopement risk far
Resident#1.

A review of the Wander/Elopemant Risk
Evaluations and Safety Risk assessment tools
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t resldent on Q7/03/11 and 07/04/11, Each
resident who smoked had a smoking evaiuation
form completed and an updated care plan with
interventions for smoking safety, An interview
with the DDCOQ and the Administrator on
07/22171, at 1:10 PM, revesled

- Wander/Elopement and Safety Risk
Assessments had been completed on all
residents. [n addition, the DDCO and
Administrator stated smoking evaluations had
been complated on residents who smoked and
the residents’ care plans were updated,

|
1 A review of staff interviews conducted by the

faeliity revealad stait wes interviewed regarding
exit-seeking behaviors dizplayed by residents.

A review of the fadility policy dated 07/02/11,
ravealed the policy had been revised 1o refleci no
resident was to be outside without family/staff
suUpervision, Further review revealed staff was
educated on the policy revision on 07/02-04/11.
Review of attendance rosters reveaied an
in-service was inifiated on 07/15/11, regarding
policy changes ralated fo residents going outside
without supervision based on individua! resident
asseszments, All working staff members ware
in-sarviced and education was angeing for
employees who were off wark. Stafj was not
aliowed to work without first being in-serviced.
Interviews conducted with CNAs, nurses, and
Unit Managers on 07/21/11, at 12:30 PM, to
0722711, at 3:30 PM, revealed staff was
knawledgeable regarding residents going outside
without supenvision.

A review of Resident Outside/Outdoors Faciity

Sup arteehed ‘E

e
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| Assesaments dated 07/05/11, 07/08/11, and e a7 7 7 o

\ 07/14/11, revealed assessmenta were completed
for all residents who express a desire to go ) )péa_,
sutside. A review of the recerd for Resident #4

revealed & resident outside/outdoors assessment
was complated on 07/14/11, and the resident was
assessed to be outdoors indepandently.
Observations conductad on 07/22/11, at 2:38 PM,
revealed Resident #4 was outside the faciiity
waiting for transportation for a shopping trip with
facility staff.

A review of the attendance roster for in-service
related to wandering/etopement, accident
hazards, and supervision regarding residents
being outside without staff supervisien revealed
staff was edusated on the policy revisicn on

| 07/03-04/11, by the Staff Development
Caoordinator, the DON, and the Weakend
Superviser. Further revisw of interviews
conducted with CNAs, nurses, and Unit

| Managers from 07/21/11, at 12: 30 PM, to

‘ 07‘!22/11 at 3;30 PM, revesled staff was

} knowledgeabla of the policy regarding

|

wandering/elopement, accident hazards, and the
supervision of residents cutside of the facility.

A review of a resident coundil meseting conducted
on 07/07/41, by the Activities Director revealed
residents ware In-serviced regarding codes fo the
door and resident safety. Interviews conducted

on 07/21/41, with Resident #7 at 3.00 PM,
Resident #9 at 2:00 PM, and with Resident #3 on
07/22/11, at 10:30 AM, revesied tha residents

had beeq instructed on the door codes and
resident safety,

A review of the wandering resident alammi/iock [
1
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system audit completed on 07/02/11, revealed
facility staff checkad the doom/Wanderguard
system for proper functioning.

|
‘E On 07/22/11, at 2:45 PM, an environmenta! tour

I with the Maintenance Director revealed ail doors
were secure and funclioning preperly. )
Ohservation of the exjt doors onthe Aand C.
Wings revealed a sign was posted stating no
resident was 1o be assisted outside the facility
and to check with tha staff as the code will
change frequently., A Wanderguard braceiet was
checkad on the O Wing at the exit doar and was
observed to be functioning properly. Interview
with the Maintenance Director on 07/22/11, at
2:30 PM, ravealed the door codes ware changed
fraquently to ensure resident safety. Further
interview with the Maintenance Director reveaied
the A and G Wing doars are disabled between the
hours of 9:00 PM and 6;0C AM dalily.

A doarbeli was instalied at the A and € Wing

doors to alert staff when visiters and emergency

persannal need to enter durlng those hours. An

! observation of the A and C Wing doars on

07/22/11, at 3:30 PM, evesled the doars were

equipped with a lock system and a daorbefl was
an the outside of A and C Wing doars.

A review of an in-service attendancs roster dated
07/20/11, revealed staff had attended an
in~service regarding policy change of Aand C
Wing doors being locked betwaen 9:00 PM and
S:00 AM.

Interview with the Adrinistrator on 07/22/11, at
3:15 PM, revenled the PIC mef weekly to raview
ali monitaring that is conducted for the action

See attachedd
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' plan. Further interview revealed the
POC.

NAME OF PROVIDER OR SUPPLIER

FOUNTAIN CIRCLE HEALTH AND REHABILITATION

Administrater was responsible for monitoring
acaidant hazards, resident supervision, and
\ assistive devices to prevent accidents,

|

environmental audits far smoke time monitoring,
and wander/glopement drits/audits to ensure
‘ implementation of the AQC.

1 interview wish the Administrator and the DNS, on
Lo7/22/11, at 3115 PN, revealed event reports are
' reviewed daily regarding accident hazards

\ supervision.

- ——

| An interview with the DDCO on 07/22/11, & 2:00 \
{‘ PM, revealed shs reviews event reports weekly.

L

| A review of the smcking monitoring too! revealed - ~
daily menitoting of one smoke break had been
canducted on 07/03/11, and was engoing.
Observation of a smoeka break on 07/2211, &t
2:35 PM, revealed cne staff parson with fwo
residents smoking in the designated area.
Interview with the interim DON on 07/22/11, at
315 PM, revealed the Depariment Managers
were required to check the smokea breaks daily
and had not identifizd any concems with
rezidents being outside unattended.

slopement drili was conducted an 07/06/11.

Interview with the Administrator and the DNS on

07/22/11, at 3115 PM, mvealed the PIC met

l. weekly ta review all manitoring conducted for the
action plan. A review of ad hoc attendance
rosters revealed meetings were conducted on

l 07/07/44, 07/20/14, and 07/21/11. A review of

~ Performance Improvement (Pl Maating

A raview of documentation revealed a wander ’ : ‘
\
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i Attendsnca and Agendas revealed Pl meetings
| were canducted on 07/07/11 and 07/15/11.

The State Agency dstermined the Immediate
Jeopardy was removed on 07/21/11, prior to axit,
i which lowered the scope and severity to "D" while
the facility monftors the effectiveness of the
systernic changss and guality assurance
| activities. ‘
F 490 | 483.75.EFFECTIVE
5= ‘ ADMINISTRATION/RESIDENT WELL-BEING

Q
L\‘J

‘ A facility must be adrninistered in @ manner that
1 snables it to use its resources effectively and
effisiently to attain or maintain the highest
practicable physical, mental, and psychosocial

| well-being of each resident.

\
|
| This REQUIREMENT is not met e bvidenced
! by

}\ Basad on interview and record review, it was

determined the Administrator failed to effectively
administar the facility in & manner that promoted
the highest physical wellbeing of sach resident.
The facility's administration falled to have an
effective system In place o ensure
policies/procedures were implemnented, The
facility's Administrator failed to identify, through
their investigation, that neglect occurmed, failed to
arotect residents from abuse, and failed to report
sllegations of abuse to the appropriate state
agencies. The facility's Adtnintstration failed to
\ ensute residents received adequate supervision
i to prevent accidents, and failed to provide an \
anvirenment as free from accident hazards as
poasible. ‘

: | ) |
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l

|

1

rasident, eloped from the fadility. The facility

{ailed to recognize the resident was missing fram

the facility until aleried by community members

that.the resident was on the highway in 2

wheelehalr. Although faciity Administration i

initiated an Investigation 1o ensure the elopemeant !

was not the result of abuse and neglect, the }

facility fallsd to report the elopement as a

possible negligent act in accordance with state

jaw a8 required. The facllity's Administration also

failed to ensure Resident #4 abidad by the \
l
|
|
1
|
i

PO

e T

faciiity's smoking policy, and failed 1o ensure the
‘ environmant inside the fadiiity remained as safe
| for residente as was possible, Resident #4 was
outside unsupervised at approximately 12:30 AM
j on Q7/1C/11. The staff failed ta recognize
: Rasident #4 was smoking unattended, and
Resldent #4 assisted an intoxicated drug-seeking
indivicual into the facility without staff knowledge.

These facility failures placed residents at sk far
serious injury, hamm, impaiment, or death.
immediate Jeopardy and Substandard Quality of
Care were datermined to exist on 97/02/11.

An scceptabie Allegation of Compliance was
received on 07/20/11, which alleged removal of
immediate Jeopardy on @7/21/11. The State
Agency determined the iImmediats Jeopardy was
| remioved on 97721711, prior to exit, which lowered
the scope and severity to D" while the facility \

monitors ihe effectivenass of the systemic
l changes and quality assuranca activities.
1

The findings include;

| A roview of the faciiity's Accidents and

L

|
' F 490l (5? ‘ 5/ \
On 07/02/11, Resident #1, a cognitively impairad \ : [L £€ ﬂ%ﬂm Lg \

|

e
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x5

\ policy/procedure (revised 04/28/11), Patient

| Supervision and Monitoring palicy/procedure

l {revised 04/28/11), Resident Elopemert

i policy/procedure (revised 40/31/07), and Smaking

| potiey/procedure {revised 04/28/11) revesled the

\ facility would provide supervizion to each resident
to prevent avoidable accidents, and provide an

environment that was free of accident hazards

aver which the facility had control. The

policies/procedures directed gtaff to determing

the root cause of an eventincluding any

perormance faiiures which could indicate negiect

on the par of the staffto determire the direction

! of the investigation. The policies/procedures also
detailed how all abuse/neglect investigations

| would be reported te officials in accordance with

‘ state law, and the appropriate state agencles

| would be nofified of resident elopements. The .
policies/procedures also indicated smoking
outdoore after sunset and before sunrise would
be suparvised,

On 07/02/41, Resident #1, who the facility
mssessed as having Dementia and multiple safety
rigks, \eft facility grounds without facility staff's
knowledge and without staff supervision. The
resident was found approximately three-fenths
mile from tha facility on the highway in 2
wheelchair,

Administration initiated an investigation into
Resident #1's elapement in an effort 1o determine
if abusa/neglect had occurred; however, the
faciiity fafled to recognize muttipie faiiures of staff
ta be aware of Resident #1's safety needs, and
failures to take action when Resident #1 was
sheerved to be in a situation that was fikely to

| ‘

TAG | RECULATORY OR LSG IDENTIEYING INFORMATION; TaG
l DEFIGIENCY)
@ |
F 490 ' Continued Frorn page 42 F 480 d
- page ™ . 2e X 2Cch €
| Supervision to Prevent Accidents

|
COMPLETION
FROSSREFERENCERTETHE APRROZRISIE 1 DATE !
1
|

|
|
l
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!i cause harm to the resident,

| Interview on 07/13/11, at 10:15 AM, with the
District Director of Ciinical Operations (DDCO)
| revealed that due to the fzcility never asaessing
| Resident #1 to require one to one supervision at

any time, and ths investigaticn finding no

| evidence of “wiliful intent” to leave Resident #1
| autside unattended, the facility “never suspected
negiect and determined none had occurrad.”

Interview with Administrater #1 and the Dirsctor
of Nursing (DON) on 07/12/11, at 3:25 PM,
revealed that although an investigation was
initiatad to rule out abuse/neglect and determined
the incident shou!ld ba reported to the appropriate
state agencies, the facility's District Director of
Clinical Operations (DDCO), wha was nofified of
Reeident #1's elopement on 07/02/11, instructed
the DON not to repart the incident fo the
appropriate state agencies as required.

e —

On 07710411, at 12:33 AM, Resident #4 was
outside zmoking, unsuparvised, end assisted an
intoxicated drug-seeking individual to enter the
facility without staff knowledge.

1

Interview with the DON on G7/13/11, &t 5'00 PM,-

revesled he had been made aware of the incident

| on 07/10/11, but did ot initiate an nvestigation

‘ inio the incident and took no action fo pravent
reGecurtence or ensure resident safety, Per

1 interview, the DON did not fael residents were in

\dangen

! Irterview with the DDCO an Q7/18/11, at 14:50

| AM, revealed the facility was “not a prison” and

1 anyone could come and go in the faciiity at any

|
1

|
r0l \Spe attached \
" PoC-

e e e e

|
1}.

i
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F 480 | Continued From page 44

| time, day or night. The DDCO stated that A Wing
| doors and C Wing doors are unlocked at all
R times, and anyone could enter through them at

F490% Srﬂﬁ ﬂ#&éhéd
- POC- | \

any time,

Thera was no evidanee the facility reported
allegations of abuse/finjuries of unknawn origin to
| the sppropriate state agencies fer Resident #5 i
| and Resident #6 timely. Additionally, the facility \

| fajied to follow their poiicias and procedures when
1 they allowsd an alleged perpetrator to sontinus

| working with residents after receiving an

i allegation of ahuse to Residen{ #2. Furthemnors,
i the facility failed te notify the Administratar and

| the state agencies timely.

P

| An interview conducted with the Facility

" Administrator on 07/22/11, at 11:00 AM, ravealed
| the Administrator was nat aware the facility's

| established mbusa palicies/procedures had not

| baen follawed related to the incidents which

{l socurred involving Residents #2, #5, and #6.

A review of the allegation of compliance revealed
the following:

‘ On 07/14/11, the State Directer of Risk

i Management conducted education with the

| district Director of Operations (DO), Distriot

‘l Dirsctor of Clinical Operations (DDCOQ), Exeautive
Director (EDYAdministrator, and the Director of

\ Nursing Services (ONS/DON) regarding

5 requlation £225 related to the identification and

 immediate reporting of alleged violations involving

: mistreatment, neglect, or abuse, including injuries

| of unknown source and misappropriation of

| resident property. '

l | ‘ ‘ |
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F 400 " Continued From page 45 ‘ \ F 490 S Wé /,] ﬁd ]
| On 07/04/11, the DO ard DOCO conducted <€ S
| education with the ED znd DNS on conducting an \

i investigation. : Pp&
'l On 07/03/11, a policy change was rmade and
implemented to ensure that all residents who
wished to go outside were accompanied by staff
and that no resident was outside unattended.
On 07/05/11 and G7/C8/11, assessments were \
conducted on residents who requested to go \
|
|
1
|
|

| outside. On 07/14/11, residents who requested
‘ to go outside were re-assessed and a policy
change was made. The change was 10 assess

| residents tpon their request to determine thelr

abliity to go outside independently without staff

supervision. The resident must be assessed and

i must meet fhe assessment critaria prior to being

' sliowad to go outside unsupervised. in additien, ! l
l
l

e —

\ no residant is aliowed to be outside between the
| eurs of 11:00 PM and §:00 AM without
| supervision, regardiess of sssessment status.

On 07/02/11, the SDC, DNS, and Weakend
Supervisor (WS) initiated education with ali facility
staff related to wandering, elopement, accidant

| hazards, supervision, and palicy change related
| to residents going outside without staff
supervision, as ne resident was to be cutside
without staff supervision. Education will be
angoing urtil all facility staff members have
attended. On 07715711, this in-aetyice was
repeated with staff to include a policy change
related to residents going outside without stalf
supervision, based an their individual rasident
assessrent. Education will be ongoing untl all ]
| facility staff members have attended.

T T

On 07/07/11, the Activifies Director {AD)

t
|
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i
F 490 | Continued From page 46 F 430

i
|
[
|
! aducated residents on daor alarms, resident l\ ‘
|
\

|

See attached |

E safety, and the need for residents to seek staff ' ,Ddc’_ ‘ _ ‘
| assistance with doors. l
| |

| After 8:00 PM, 2l facility entrance docrs hava
i‘ been and continus to be on a imed lock, except
for A Wing and C Wing doors to aliow staff and
emergency entrance. Effective 07/20/1, the A
Wing and G Wing autside entrance buttan will be
disabled between 9:00 PM and 6:00 AM daily.
until these entranca doors can be engineerad
[ with & timed jock during these hours. A dooroell
| has been installed at the entrancs to A Wing ahd :
| C Wing to be utitized by visitors and emergency ‘
personnel, The Maintenance Director {MD}
initiated education with all facility staff on
07/20/11, related to the change in the door
I systam, i

time is monitored daily by a Department
Manager, as designated by the ED, to ensure that

i during smaoke times there is one swaff person (o

% tive residents, that other cutside areas have na

| unattended rasidents, that any resident outside

~ with & famity member is signed out, and o
identify any outside accident hazards., Any

1 concerns were corrected immediately. This
monitoring will accur daily until deemed

! unnecassary by the Performance Improvemant

\ Committee (PIC}. |

I
Effactive 07/03/11, at least one resident amoke - \

| Resident and famity interviews are required to be \
| conducted for all residents every four months, :
which ask specific direct questiona related to \
| resident treatment and abuse. All aliegations of

abuce, neglect, or mistreatment are required to
be immediately reported to the ED and DNS to
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| potential abuse/neglect/mistreatment.

;‘ .
| |
F 490 IE Continued From page 47 | F 490 S Yyl @#ﬂ ChHE a |
i[ ensure residents are profected from further I
o’ |
\ Al event reports are reviewad daily by the ED and ' '
the DNS. Event reports are reviswed to identify ' :
i
I

any potential eccident hazard related to
l environment and supervision. -

| The ED and DNS will review ali grievance forms
and interviews weekly 1o identify any afleged
violations. The ED will also ensure appropriate
| reporting and implementation of the credible
'L allegation of compliance. :

' The DDCC will faview three grievance forme or
interviews weekly to identify any alieged viclations !

| involving mistrestment. neglect, or abuse,

i including injuties of unknown source and

| misappropriation of resident property tc ensure

| appropriate reporting. In addition. the DOCO wilk l

! have oversight of the ED and DNS in the facility \

{ on a weekly basis to validate the implementation

| of the Credible Aliegation of Compliance through

review of audit and monitoring tools. The DDCO

wilt also review all resident events with the DNS

on & weekly basis to identify any potential )

acoident hazard related to environment and : |

supervision, to indude the potentiai for neglect ' \

and/or abuse and to ensure appropriate raporting.

The ED wilt atso validate through the weekly PIC \
maating by review of the smoke time supervision
audits, review of the wander/alopement audits, ‘

review of any environmantal rounds, and
implementation of the credible allegation.

|
\ The PIC will meet weekly or more often &35
i navessary untl the facility has demonstrated \
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© F 460 | Continued From page 48 F 490 S 1‘/& :
F 450 Contued Fam 2 - ee attnched
| sustained compliance of the cormective achons ) . |
| described in the AOC, Members of the PIC -
l include, but are not limited to, the ED, AED, DNS, 7) o
E SDC, MD, S50, Nutrition Setvices Manager ‘
| (NSM), Registered Diatitian (RD), AD, BOM,
| Caze Manager (CM), RPD, and the TCUPD, \
Ad hoe PIC meetings were held on 07/04/11 and
Q7/15/11, to review the implemented corrective \
i action. .
‘ The surveyors validated the carective action ) : ‘
ii taken by the facility as foliows: - )
. I
l A review of documentation revealed the ED, \
DNS, ahd DDCO ware provided with in-service g
i
1

requirements by the State Risk Managerment

Director, interviews with the DDCO, DNS, and
| ED on 07/22/11, from 2400 PM - 3;30 PM,
| ravealed they were knowiedgeable of reporting 1
| requirements refated to mistreatrent, abuse,

neglect, and injuries of unknown source and

misappropriation of resident property.

H
l
training on 07/14/11, regarding reporting l

I; A review of documentation ravealed the ED and

| the DNS were provided with in-service training

1 regarding conducting facility investigations on

| 07/14/11, by the DDCO. Interview with the ED
and the DNS on 07/22/11, &t 3:00-3:16 PM,
revesied they wete knowledgeable of
investigation requirements,

A review of the facility policy dated 07/02111,

revealed the paiicy had been ravised to reflect no
‘ resident was to be outside without famity/staff
supervision. Further review revealed staff was
sducated on the policy revision on 07/03-04/11.
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Review of attendance rosters revealed an
| in-service wae inftiated on a7/5/11, regarding
| policy changes refated to residents going outeide
| without supervision pased on individual resident
| assessments. All working staff membars were
1 in-seviced and education was ohgoing for
employees who were off work, Staff was not
aliowed fo work without first being in-serviced.
| intarviews conducted with CNAs, purses, and
Unit Managers from 07/21/11, at 12:30 PM, to -
| 0722111, et 3:30 PM, revealed ctaff was
i knowledgeable regarding residents going outside
\ without aupervision.
}l A review of attendance roster for in-service
| related ta wandering/elopemeant, accident
| hazards, and supervision regarding residents
| being outside without staff supervision, reveated
staff was educated .an the pelicy ravision on
07/03-04/11, by the Staff Development
Ceordinator, the DON, and the Weekend
Supervisor. Further review of staff in-services
revealed the in-service was repeated on
07/44/11. Further review of interviews conducted
with CNAs, nurses, and Unit Managers from
L o7/21/1, at 12:30 PM, to 07/22/41, at 3130 PM,
revealed staif was knowledgeable of the policy
regarding wandaring/elopement, accident
hazards, and the supervision of residents outside
of the faclity.

A raview of a resident council meeting conducted
on 07/07/11. by the Activities Director revealed
residents were in-serviced regarding codeas to the
door and resident safety, Interviews conducted
with Residents #7, #8, and #4 from 07/21/11, at
5:00 PM, to 07/22/11, &t 11:00 AM, revealed the
residents had been instructed on the door codes

|

FOUNTAIN CIRCLE HEALTH AND REHABILITATION 200 GLENWAY ROAD
_ WINCHESTER, KY 40391
A SUMMARY STATEMENT OF DEFICIENCIES ! ' PROVIDER'S PLAN OF CORRECTION l 05)
PREFIX | (EACHOEFISIENGY-MUST AE BRECEDEN SY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION} AT o CROSSREEEBEMCED TO THE APPRQPRIATE DaTE
\ DEFICIENGY) ‘ -
Y
[ \
F 430 1\ Continued From pags 42

o

|

F
|
|

(Fas0 See attached
FoC
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| A review of the smoking monttoring too! revealed :
I daily monitoring of cne smoke break had been o \
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PREFIX - (EAC!-J-BEFIC—HEN@%MUS:LE&ERECEQED_&_F_ULL | PREFWX (EACH GORREGTIVE ACTION SHOULD BE GOMPLETION
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\ ‘ } DquENtm l
| oy |
F 430 [I Conhnu.ed from page 50 F 480 6761’4 a '7/7de I /,) £ a/
i and resident =afety. i 1
. .
! An observation of the A and G Wing doors on \ P de !
‘ 07/22/11, at 3:30 PM, revealed the doors were | i
l oquipped with a lock sysiem snd a doorbell was i
' on the outside of the A and C Wing doors, :
Interview with the Maintenance Director on l \
07/22/11, at 2:30 PM, revealed the A and C Wing
doors were disabled between the hours of 9:00 k
l PM and 6:00 AM daily. 1
| \
| A review of an in-service attendance roster dated
07/20/11, revealed staff had attended an |
3, in-serviée regarding 2 policy change of A and C i
| Wing doors being locked between 9:00 PM and L
' 6:00 AM. i ‘
: ! \

1 conducted from 07/03/11, and was ongoing. |
Ohservation of a smaoke break on 07/22/11, at

2:35 PM, reveaied one staff person with two
| residents smoking in the designated area.
! Intesview with the interim DON on 07/22/11, at l
l 2:18 PM, revealed the Department Managers

wers required to chack the smoke breaks daity

and had net identified any concams with

residents being outside unattended,

A review of safisfaction surveys inftiated on

Q7/12/11 and 07/20/11, for residents/responsible

parties revealed no concems had been 1

addressed by the facility. Interviews with &

Residents #7, #8, and #9, and family of Resident ;

#30, from 07/21/11, &t 2:00 PM, to 07/221114, &t !

11:00 AM, revealed no concerns regarding \

resident care and treatment at the facliity.

l
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 xam | SUMMARY STATEMENT OF DEFICIENTIES
pREFX | e (EACH DEFIGIENEY-MURT BE PRECEDED BY FULL.
ThG REGULATORY OR LSS IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION | *5)
(EACH CORREGTIVE ACTION SHOULD BE | CaMR_ETION

TAG CROSS-GEEERENGED TO THE APPROPRATE DATE
‘ DEFICIENCY] T o —

L 07/22/11, 2t 3:115 PM, revesled event reports are

| reviewed daily regarding accident hazards

| supervision and to ensurs appropriate reporting

| of abuse/neglect. In addition, ali grievance forms

 and interview forms ware reviewed waekly for

| validation of alieged vioctations involving
mistreatment, neglect/abuse, Injuries of unknawn
source, and misappropriation to ensure
appropriate reporing.

|
|
F 450! Continued From page 51 - \ F 430 61{ ¢ aWé/;fg/ _ 1
| }_
i
l

i Interview with the Administrater and the DNS on. \

An interview with the DDCO oh §7/22/11, at 2:00 1
l PM, revealed resident/family interviews, : I
I grievance forms, and event raports were \
i reviewed weskly for identification of any alleged
violations involving mistreatment, neglect, ar
abuse to ensure reporting as raquired.
| Interview with the Administrater and DNS on
07/22/11, at 315 PM, revealed the PIC met
| waekiy to review all monitoring that was
| conducted for the action plan. Further interview
revealed the Administrator was responsible for
\ monitoring accident hazards, resident
supervision, and assistive devices to pravent
\ accidents, environmental audits for smake tme
| monitoring, wander/efopement drils/audits, al
| grievance formg and interview forms, employee
suspensions, and end of shift contacts for k
validation of eliegad violations involving
mistreatment, neglect/abuse, injuries of unknown
source, and misappropriation 1o ensure
appropriate reporfing and implernentation of the \
AOC. :

e ———————

A review of ad hac attendance rosters revealed
mestings were conducted on O7/07/11, 07/20/11,
-{ and 07/21M1. A review of Performance

{
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i
‘l on G7A17/11 and OTM5M1,

| |
|
‘ |- {
| T i i
90 i l . 1
F4 \‘ Continved From page 5-2 ‘ F 480 3 £ W Z /7 ég d |
| improvement (Pl} Meeting Attendance and ) i
| Agendas revealed Pl meetings were conducted |
| PO |
1 i
I
' Jeopardy was removed on 07/21/11, prior to exit, f

which lowered the scope and severity to "D” while
| the facility menitars the effectvenass of the

. |
‘ The State Agency determined the immediate !\

systemic changes and quality assurance
i activitias,

e e T

|
l
l
- a
1
~ |
|

e

1
|
|
|
l
|
|
|
l

i

N
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This Plan of Correction is the center's credible allegation of compliance.

Preparation and/or execution of this plan of correction does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusions set forth in the statement of deficiencies. The plan
of correction is prepared and/or executed solely because it is required by the provisions of, fedeml and

- state law

'U'
| v
=

Fountain Circle Health and Rehabilitation

Plan of Correction for Survey Exit 7/22/11 | AUG 2 201
Attachment
o : ivision of Health Care
F224 ' L Bouthern Enforcoment Branch_j

Residents Affected:

An Admission Minimum Data Set (MDS) completed 4/12/11 revealed Resident
#1 did not exhibit any wandering behaviors.

A MDS completed 6/29/11 again revealed she did not exhlblt any wandering.
behaviors.

Review of the Resident Progress Notéé from 3/30/11, date of admission, through
7/2/11 revealed there were no documented episodes of wandering or exit
seeking behaviors from 3/30/11 through 7/2/11.

A Wander/Elopement Risk Evaluation completed on 4/3/11 revealed Resident #1
was not at risk for wandering and was not at risk for elopement. The
Wander/Elopement Risk Evaluation was revised on 7/2/11 to reflect residents
wandering behavior from unit to unit and exit from the facility. The Evaluation
identified the resident at risk for wandering and at risk for elopement on 7/2/11.

The Comprehensive Care Plan was revised on 7/2/11 with a Problem of Resident
at Risk for Wandering and Elopement. interventions included: Wanderguard
“bracelet in place 1:1 supervision; adventure boards; placed |n wander/elopement
book. .

On 7/3/1 1, the resident's CNA Assignment Sheet was revised to include risk for
elopement, 1:1 supervision and Wanderguard.

On 7/2/11, the Social Services Director (SSD) conducted a BIMS Summary
Score for Resident #1. The resident was assessed at 11. The SSD again
conducted a BIMS Summary Score on 7/3/11. The resident was assessed at 13.
On 7/2/11, the licensed nurse conducted a head-to-toe assessment of the
resident. No injuries were identified. She was then placed on fifteen minute
checks beginning on 8/5/11 at 1500 to current.

On 7/2/11, the licensed nurse notified the resident’s attending physician and the
Medical Dlrector of the resident’s absence. The licensed nurse attempted to
‘make family notification; however, the phone numbers were not working. On



This Plan of Correction is the center's credible allegation of compliance.

Freparation and/or execution of this plan of correction does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions set forth in the statement of deficiencies. The plan

of correction is prepared and/or executed solely because it is required by the provisions of federal and
state law

7/3/11, the Director of Nursing Services (DNS) attempted to make family
notification; however, the phone numbers were not working. The Social Services

Director (SSD) had prevrously sent the family a certified letter related to current
contact information.

On 7/2/11, Resident #1 was placed on each shift documentation for 72 hours
related to wander/elopement behaviors.

The Office of Inspector General initiated an onsite investigation on July 11, 2011,
after the facility had investigated and implemented corrective action.

Residents with Potential to be Affected:

On 7/2/11, a head count was completed by the licensed nurses and Certified
Nursing Assistants (CNAs) at approximately 5:15 PM. Ali facility residents were
accounted for except for Resident #1. Another head count was conducted by the
licensed nurses and CNAs at 5:25 PM. Al facility residents were accounted for
except for Resident #1. A head count was conducted by the Assistant Executive
Director (AED), DNS, and Staff Development Coordinator (SDC) at
approximately 11:20 PM. All facility residents were present and accounted for.

On 7/2/11, the Medical Records Director (MRD) conducted an audit of all facility
residents to validate that all assessments were current, care plans were current,
' and adventure board was current.

On 7/2/11, the Mamtenance Assistant (MA) audited all facility doors to validate

proper functioning and audited alt Wanderguard bracelets to validate proper
functioning.

Effective 7/3/11, at least one resident smoke time (6 AM, 9 AM, 11 AM, 2 PM, 4
PM, 7 PM and 9 PM) is monitored daily by a Department Manager, as
designated by the ED, to ensure that during smoke times, there is one staff for
every five residents; that other outside areas have no unattended residents; that
any resident outside with a family member was signed out; and to identify any
outside accident hazards. Any concerns were corrected immediately.

On 7/3/11, a policy change was made and implemented to ensure that all
residents who wished to go outside were accompanied by staff and that no
resident was outside of the facility unattended.

On 7/3/11, the MA validated that all facurty windows are secured with only a 6-
inch opening.
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Preparation and/or execution of this plan of correction does not constitute admission or agreement by the,
provider of the truth of the facts alleged or conclusions set forth in the statement of deficiencies. The plan
of correction is prepared and/or executed solely because it is requzrea‘ by the provzszons of federal and
state law

On 7/3/11, the MA changed the code to the door system.

On 7/3/11, the AED posted signage at all facility entrance doors to notify visitors
that no resident is to be assisted outside of the facility and to check with the staff
for the code as it will change frequently,

On 7/3-4/11, the DNS, SDC, Transitional Care Unit Program Director (TCU PD),
Minimum Data Set Coordinators (MDSC) Unit Managers (UMs) completed a
Wander/Elopement Risk Evaluation and a Safety Risk Assessment (see
attached) for all in-house residents. A Smoking Evaluation was conducted for alt
residents identified who smoke. Care Plans were reviewed to ensure that all
areas r/t accident hazards / resident safety were care planned with appropriate
interventions. Any concerns were corrected immediately.

On 7/3/11, the Assistant Executive Director (AED), Reflections Program Director -
(RPD), Staff Development Assistant (SDA), Maintenance Assistants (MA),
Business Office Manager (BOM) conducted an environmental audit of the

internal and external environment to identify any accident hazards in the
environment. Any concerns identified were corrected immediately.

On 7/5/11, the shift validation tool utilized by administrative staff was revised to
include questioning r/t wandering/elopement and/or exit seeking behaviors. This
tool is utilized by administrative staff to contact the facnlfty prior to the end of each
shift to validate resident safety

On 7/3-4/11, the RPD conducted interviews of staff to determine if any resident
had exh|b|ted exit seeking behaviors within the past 30 days and, if so, if all
appropriate steps were implemented.

On 7/4/11, the MRD conducted an audit of all residents at risk for
wandering/elopement to validate that all assessments conducted on 7/3-4/11

were completed and that all appropriate supplemental interventions were in place
to be implemented.

On 7/5/1 1 and 7/8/11 all residents who expressed a desire to go outdoors were
‘assessed by licensed nurse staff, and the assessments were then reviewed by
the Interdisciplinary Team, (consisting of the DNS, Unit Managers, Registered
Dietician and Activities), to determine ability to go outdoors independently.
Residents assessed to be independent in going outside were provided with a
walkie-talkie radio. These residents were again assessed on 7/14/11 to
determine ability to go outdoors independently.
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On 7/7/11, the Activity Director (AD) educated residents on door alarms, walkie- -
talkie radios, and resident safety and for residents to seek staff assistance with
doors and that residents would not be provided the code to the door.

On 7/19/11, the ED reviewed alfl employee suspensions for the previous 60 days
and validated that all employee suspensions related to abuse, neglect, injuries of
unknown source and/or misappropriation of resident property were reported to
officials in accordance with State law (including to the State survey and
certification agency).

In addition, the Department Manager or designee review all grievances filed in
the center to ensure resolution. Abagis resident and family interviews are
conducted for all residents every 4 months, which ask specific direct questions
related to resident dignity, treatment and abuse. All concerns identified through
the Abaqis process are addressed through the grievance process. All aliegations
of abuse, neglect or mistreatment are immediately reported to the ED and DNS

- and resident protection is ensured.

All event reports.are reviewed daily by the ED and the DNS. Event reports are
reviewed to identify any potential accident hazard related to environment and
supetrvision, to include the potential for neglect and/or abuse and to ensure
appropriate reporting. : '

After 9 PM, all facility entrance doors have been and continue to be on a timed
lock, except for A Wing and C Wing to allow staff and emergency entrance.
Effective 7/20/11, The A Wing and C Wing outside entrance button will be
disabled between 9 PM and 6 AM, daily, until these entrance doors can be
engineered with a timed lock for these hours. A doorbell has been installed at
the entrance to A Wing and C Wing to notify staff of visitor and emergency
personnel need for entrance between 9 PM and 6 AM. The Maintenance
Director (MD) initiated education with all facility staff on 7/20/11 related to the
change in the door system.

On 7/20/11, interviews were conducted with all residents with a BIMS Summary
Score of 12-15 to identify abuse, neglect or mistreatment. For residents with a

BIMS Summary Score of less than 12 family contacts were made to identify
abuse, neglect or mistreatment. ' ‘

Systemic Changes:

On 7/2/11, the SDC, DNS and Weekend Supervisor (WS) initiated education with
all facility staff related to wandering, elopement, accident hazards, supervision,
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and on the policy change re!ated to residents going outside without staff
supervision, as no resident was to be outside without staff supervision.
Education will be ongoing until ali facility staff has attended.

On 7/14/11, the State Director of Risk Management conducted education with the
District Director of Operations (DO), District Director of Clinical Operations
(DDCO), Executive Director (ED) and the DNS on the regulation F225 reporting
alleged violations involving mistreatment, neglect or abuse, including injuries of
unknown source and misappropriation of resident property.

- On 7/14/1 1, the DO and DDCO conducted education with the ED and DNS on
“conducting an investigation.

On 7/15/11, the SDC, Second Shift RN Nurse Supervisor (SS) and WS initiated
re-education with all facility staff related to wandering, elopement and
supervision. In addition, education was initiated on policy change related to
residents going outside without staff supervision, based on their individual
resident assessment and on Abuse and Neglect, to mclude reporting. Education
will be ongoing until all facility staff has attended.

No staff member was allowed to work without having been in-serviced. The
facility does not employ agency staff; however, if the facility should employ
agency staff, the agency staff will receive the in-service prior to working.

Monitoring:

The following achon/lnterventlons have been put into place to ensure ongoing
compliance:

1. The facility is utilizing an “Accident Hazard/Supervision/Smoking
Monitoring Tool” to monitor the outdoor grounds of the building in order to
ensure that supervision and safety of residents is maintained. At least one
resident smoke time (6 AM, 9 AM, 11 AM, 2 PM, 4 PM, 7 PM and 9 PM) is
monitored daily by a Department Manager, as designated by the ED, to
ensure that during smoke times, there is one staff for every five residents;
that other outside areas have no unattended residents; that any resident
outside with a family member was signed out; and to identify any outside
accident hazards. Any concerns are corrected immediately. This
monitoring will occur daily until deemed unnecessary by the Performance
Improvement Committee (PIC) to determine need for continuance.

2. The facility has implerhented the use an “Outside/Outdoor Resident Safety’
Assessment” as an assessment tool to determine resident safety needs
for going outdoors. The tool is completed by licensed staff, and then
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. reviewed by the IDT. The “Outside/Outdoor Resident Safety Assessment”
is completed upon a resident’s request, to determine their ability to be
outside independently without staff supervision. The resident must be
assessed and must meet the assessment criteria prior to being allowed to
be outside unsupervised. :

3. Members of the PIC-include, but are not limited to, the ED, AED, DNS,
SDC, MD, SSD, Nutrition Services Manager (NSM), Registered Dietician
(RD), AD, Business Office Manager (BOM), Case Manager (CM),
Reflections Program Director (RPD) and Transitional Care Unit Program
Director (TCUPD).

4. Routine monitoring is ongoing through the daily review of “Condition
Change Forms” and “Event Reports” by the IDT, during the “Morning
Clinical Meeting” in order to identify any potential accident hazard related
to environment and supervision, to include the potential for neglect and/or
abuse and to ensure appropriate reporting.

5. The facility will use the “Environmental Audit” tool to conduct three
“Environmental Audits” per week in order to identify any accident hazards
in the environment.. The ED or designee wiil conduct the audit. This audit
tool will continue to be used to conduct three enwronmental per week until
the PIC determines unnecessary.

6. The Medical Records Director, or designee, will conduct a ;
“Wander/Elopement Audit” weekly (Wednesday), in order to identify any
potential wander/elopement safety hazards. The “Wander/Elopement
Audit” will continue to be completed weekly until deemed unnecessary by
the PIC.

7. The DNS or SDC or designee will conduét 1 wander/elopement drill per
month (alternating shifts) until deemed unnecessary by the PIC.

8. The PIC will assume responsibility to validate monitoring and
evaluation of the environment to ensure it remains as free from
accident hazards as possible and to ensure each resident receives
adequate supervision and assistive devices to prevent accidents.
Validation will occur through review of the smoke time monitoring,
review of the wander/elopement audits and drills, review of each
shift contact to identify any potential hazards and by review of any
event of alleged violations involving mistreatment, neglect or abuse,
including injuries of unknown source and misappropriation of
resident property to ensure appropriate reporting.
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The PIC will review all grievance forms and Abagis interviews
weekly to identify any alleged violations involving mistreatment,
neglect or abuse, including injuries of unknown source and
misappropriation of resident property to ensure appropriate
reporting. The monitoring/review of as detailed above will continue
‘weekKly until the PIC determines that it is no longer necessary.

9. The Executive Director will also validate, through the weekly PIC
Meeting, by review of the smoke time supervision audits, review of
the wander/elopement audits to identify any potential hazards,
review of the environmental rounds, by review of any event of

‘alleged violations involving mistreatment, neglect or abuse,
including injuries of unknown source and misappropriation of
resident property and by review of all employee suspensions, to
ensure appropriate reporting and implementation of the Credible
Allegation of Compliance and Plan of Correction. The Executive
Director/Administrator will then return to routine monitoring of the
facility systems each month as specified in the Facility Performance
Improvement policy and procedure.

The ED will review all grievance forms and Abagqis interviews
weekly to identify any alleged violations involving mistreatment,
neglect or abuse, including injuries of unknown source and
misappropriation of resident property to ensure appropriate
reporting. Resuit will be reviewed weekly by the PIC. The
monitoring/review of as detailed above will continue weekly until the
' PIC determines that it is no longer necessary

The facility PIC will meet weekly (Thursday) to review grievances,
Abagqis interviews, accidents, supervision, reporting of alleged
violations involving mistreatment, neglect or abuse, including
injuries of unknown source and misappropriation of resident
property. The PIC review of as detailed above will continue weekly
until the PIC determines that it is no longer necessary.

Additionally, a corrective action plan will be developed for any
areas identified as not in compliance with the Credible Aliegation of
Compliance and/or Plan of Correction. The facility will then return to
routine monthly PIC meetings.

Date of final correctionﬁ 81211
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F225
Residents Affected:

~An Admlssnon Minimum Data Set (MDS) completed 4/12/11 revealed Resident
#1 did not exhibit any wandering behaviors.

A MDS completed 6/29/11 again revealed she did not exhibit any wandenng
" behaviors. ,

Review of the Resident Progress Notes from 3/30/11, date of admission, through |
~7/2/11 revealed there were no documented ep|sodes of wandering or exit
seeking behaviors from 3/30/11 through 7/2/11.

_A Wander/Elopement Risk Evaluation completed on 4/3/11 revealed Resident #1

was not at risk for wandering and was not at risk for elopement. The
Wander/Elopement Risk Evaluation was revised on 7/2/11 to reflect residents
wandering behavior from unit to unit and exit from the facility. The Evaluation
identified the resident at risk for wandering and at risk for elopement on 7/2/11.

The Comprehensive Care Plan was revised on 7/2/11 with a Problem of Resident
at Risk for Wandering and Elopement. Interventions included: Wanderguard

bracelet in place; 1:1 superv15|on adventure boards; placed in wander/elopement
book.

_0On 7/3/11, the resident's CNA Ass&gnment Sheet was revised to mclude risk for
elopement 1:1 supervision and Wanderguard

On 7/2/11, the Social Services Director (SSD) conducted a BIMS Summary
Score for Resident #1. The resident was assessed at 11. The SSD again
conducted a BIMS Summary Score on 7/3/11. The resident was assessed at 13.

On 7/2/11, the ficensed nurse conducted a head-to-toe assessment of the
resident. No injuries were identified.

On 7/2/11, the licensed nurse notified the resident’s attending physician and the
Medical Director of the resident’s absence. The licensed nurse attempted to
make family notification; however, the phone numbers were not working. On-
7/3/11, the Director of Nursing Services (DNS) attempted to make family
notification; however, the phone numbers were not working. The Social Services

Director (SSD) had previously sent the family a certified letter related to current
contact mformatton
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On 7/2/11, Resident #1 was placed on each shift documentation for 72 hours
related to wander/elopement behaviors.

On 7/21/11, after facility administrator was notified, the CNA involved in the
allegation re: Resident #2, was immediately suspended At the conclusion of
the investigation, it was determmed that the allegation was unsubstantiated.

No other alert and oriented resident or staff reported any concerns with care
provided by Carrie Toller, SRNA. The OIG reviewed the allegation while at the
facility on 7/22/11. The final results of the investigation were forwarded to OIG
and Adult Protective Services (APS) on 7/22/11.

On 7/15/11, in response to the allegation re: Resident #5, OIG was notified.
Physician, DNS, and Executive Director were notified. On 7/19/11 APS was
notified of the allegation. The alleged perpetrator was suspended immediately
pending the outcome of the investigation. At the conclusion of the investigation it
was determined that the allegation was substantiated. The SRNA was
terminated. OIG reviewed the allegation while at the facility on 7/22/11

On 7/20/11, the appropriate state agencies were notified of the injury of unknown
origin for Resident #6, when the facility became aware of the Left hip fracture and
initiated an investigation. The resident was transferred to the hospital on 7/20/11
and underwent a surgical repair for the fracture. She has since returned to the
facility. The final investigation results were sent to OIG and APS on 7/21/11.

OIG was in the facility-to review allegation. Abuse, neglect and mistreatment
were unsubstantiated. '

The Office of Inspector General initiated an onsite ihvestigatidn onJuly 11, 2011,
after the facility had investigated and implemented corrective action.

Residents with Potential to be Affected:

On 7/2/11, a head count was completed by the licensed nurses and Certified
Nursing ASS|stants (CNAs) at approximately 5:15 PM. All facility residents were
accounted for except for Resident #1. Another head count was conducted by the -
licensed nurses and CNAs at 5:25 PM. All facility residents were accounted for
except for Resident #1. A head count was conducted by the Assistant Executive
Director (AED), DNS, and Staff Development Coordinator (SDC) at
approximately 11:20 PM. All facility residents were present and accounted for.
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On 7/2/11, the Medical Records Director (MRD) conducted an audit of all facility
- residents to validate that all assessments were current, care plans were current,
and adventure board was current.

On 7/2/11, the Maintenance Assistant (MA) audited all facility doors to validate
- proper functioning and audited all Wanderguard bracelets to validate proper
functioning.

Effective 7/3/11, at least one resident smoke time (6 AM, 9 AM, 11 AM, 2 PM, 4
PM, 7 PM and 9 PM) is monitored daily by a Department Manager, as
designated by the ED, to ensure that during smoke times, there is one staff for

“every five residents; that other outside areas have no unattended residents; that
any resident outside with a family member was signed out; and to identify any
outside accident hazards. Any concerns were corrected immediately.

On 7/3/11, a policy change was made and implemented to ensure that all
residents who wished to go outside were accompanied by staff and that no-
resident was outside of the facility unattended.

~ On 7/3/11, the MA validated that all faC[|lty windows are secured with oniy a 6-
" inch opening

On 7/3/11, the MA changed the code to the door system. |

On 7/3/11, the AED posted signage at all facility entrance doors to notify visitors
that no resadent is to be assisted outside of the facility and to check with the staff
for the code as it will change frequentiy.

On 7/3-4/11, the DNS, SDC, Transitional Care Unit Program Director (TCU PD),
Minimum Data Set Coordinators (MDSC} Unit Managers (UMs) completed a
Wander/Elopement Risk Evaluation and a Safety Risk Assessment (see
attached) for all in-house residents. A Smoking Evaluation was conducted for all
residents identified who smoke. Care Plans were reviewed to ensure that all
areas r/t accident hazards / resident safety were care planned with appropriate
interventions. Any concerns were corrected immediately.

On 7/3/11, the Assistant Executive Director (AED), Reflections Program Director
(RPD), Staff Development Assistant (SDA), Maintenance Assistants (MA),
Business Office Manager (BOM) an environmental audit was conducted of the
internal and external environment to identify any accident hazards in the
environment. Any concerns identified were corrected immediately.
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On 7/3-4/11, the RPD conducted interviews of staff to determine if any resident
had exhlblted exit-seeking behaviors within the past 30 days and, if so, if aII
appropriate steps were implemented.

On 7/4/11, the MRD conducted an audit of all residents at risk for
. wandering/elopement to validate that all assessments conducted on 7/3-4/11

were completed and that all appropriate supplemental interventions were in place
to be implemented.

On 7/5/11 and 7/8/11 all residents who expressed a desire to go outdoors were
assessed to determine ability to go outdoors independently. Residents assessed
to be independent in going outside were provided with a walkie-talkie radio.
These residents were again assessed on 7/14/11 to determine ability to go
outdoors independently.

On 7/7/1 1, the Activity Director (AD) educated residents on door alarms, walkie-
. talkie radios, resident safety and for residents to seek staff assistance with doors
and that residents would not be provided the code to the door.

On 7/19/11, the ED reviewed all employee suspensions for the previous 60 days
~ and validated that all employee suspensions related to abuse, neglect, injuries of
unknown source and/or misappropriation of resident property were reported to
officials in accordance with State law (|nclud|ng to the State survey and
certification agency)

In addition, the Department Manager or designee review all grievances filed in

- the center to ensure resolution. Abagqis resident and family interviews are
conducted for all residents every 4 months, which ask specific direct questions
related to resident dignity, treatment and abuse. All concerns identified through
the Abagis process are addressed through the grievance process. All allegations
of abuse, neglect or mistreatment are immediately reported to the ED, DNS and
required state agencies (Office of Inspector General and Adult Protective
Services) and resident protection is ensured.

All event reports are reviewed daily by the ED and the DNS. Event reports are
_reviewed to identify any potential accident hazard related to environment and
supervision, to include the potential for neglect and/or abuse and to ensure
appropriate reporting.

After 9 PM, all facility entrance doors have been and continue to be on a timed

lock, except for A Wing and C Wing to allow staff and emergency entrance.
Effective 7/20/11, The A Wing and C Wing outside entrance button will be

11
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disabled between 9 PM and 6 AM, daily, until these entrance doors can be
engineered with a timed lock for these hours. A doorbell has been installed at

the entrance to A Wing and C Wing to notify staff of visitor and emergency
personnel need for entrance between 9 PM and 6 AM. The Maintenance
Director (MD) initiated education with all facility staff on 7/20/11 related to the
change in the door system.

On 7/20/11, interviews were conducted with all residents with a BIMS Summary
Score of 12-15 to identify abuse, neglect or mistreatment. For residents with a
BIMS Summary Score of iess than 12 family contacts were made to identify '
abuse, neglect or mistreatment.

Systemic Changes:

On 7/2/11, the SDC, DNS and Weekend Supervisor (WS) initiated education with
ali facility staff related to wandering, elopement, accident hazards, supervision,
and on the policy change related to residents going outside without staff
supervision, as no resident was to be outside without staff supervision.

Education will be ongoing until all facility staff has attended. On 7/2/11, the See
attached.

On 7/14/11, the State Director of Risk Management conducted education with the
District Director of Operations (DO), District Director of Clinical Operations
(DDCO), Executive Director (ED) and the DNS on the regulation F225 reporting
alleged violations involving mistreatment, neglect or abuse, including injuries of
unknown source and misappropriation of resident property. ‘

On 7/14/11, the DO and DDCO conducted education with the ED and DNS on
" conducting an investigation. See attached.

On 7/15/11, the SDC, Second Shift RN Nurse Supervisor (SS) and WS initiated
re-education with all facility staff related to wandering, elopement and _

- supervision. In-addition, education was initiated on policy change related to
residents going outside without staff supervision, based on their individual
resident assessment and on Abuse and Neglect, to include reporting. Education
will be ongoing until all facnllty staff has attended.

No staff member was allowed to work without having been in-serviced. The

- facility does not employ agency staff; however, if the facility should employ
agency staff, the agency staff will receive the in-service prior to working.
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Monitorihg:

The following action/Interventlons have been put into place.to ensure ongomg
compliance:

1.

The facility is utilizing an “Accident Hazard/Supervision/Smoking
Monitoring Tool” to monitor the outdoor grounds of the building in order to
ensure that supervision and safety of residents is maintained. At least one
resident smoke time (6 AM, 9 AM, 11 AM, 2 PM, 4 PM, 7 PM and 2 PM) is.
monitored daily by a Department Manager, as designated by the ED, to -
ensure that during smoke times, there is one staff for every five residents; -
that other outside areas have no unattended residents; that any resident
outside with a family member was signed out; and to identify any outside
accident hazards. Any concems are corrected immediately. This
monitoring wilt occur daily until deemed unnecessary by the Performance
Improvement Committee (PIC) to determine need for continuance.

" The facility has nmplemented the use an “Outside/Outdoor Resident Safety :

Assessment” as an assessment tool to determine resident safety needs
for going outdoors. The tool is completed by licensed staff, and then
reviewed by the IDT. The “Outside/Outdoor Resident Safety Assessment”
ts completed upon a resident’s request, to determine their ability to be.
outside independently without staff supervision. The resident must be
assessed and must meet the assessment criteria prior to being allowed to
be outside unsupervised.

Members of the PIC include, but are not limited to, the ED, AED, DNS,
SDC, MD, SSD, Nutrition Services Manager (NSM), Registered Dietician
(RD), AD, Business Office Manager (BOM), Case Manager (CM),
Reflections Program Director (RPD) and Transitional Care Unit Program
Director (TCUPD). :

Routine monitoring is ongoing through the daily review of “Condition
Change Forms” and “Event Reports” by the IDT, during the “Morning
Clinical Meeting” in order to identify any potential accident hazard related
to environment and supervision, to include the potential for neglect and/or
abuse and to ensure appropriate reporting.

The facility will use the “Environmental Audit” tool to conduct three

“Environmental Audits” per week in order to identify any accident hazards -
in the environment. The ED or designee will conduct the audit. This audit

13
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tool will continue to be used to conduct three environmental per week unt|I
the PIC determines unnecessary

8. The Medical Records Director, or designee, will conduct a '
“Wander/Elopement Audit” weekly (Wednesday), in order to identify any
potential wander/elopement safety hazards. The “Wander/Elopement

Audit” will continue to be completed weekly until deemed unnecessary by
the PIC.

7. The DNS or SDC or designee will conduct 1 wander/elopement drill per
month (alternating shifts) until deemed unnecessary by the PIC.

8. The PIC will assume responsibility to validate monitoring and
evaluation of the environment to ensure it remains as free from
accident hazards as possible and to ensure each resident receives
adequate supervision and assistive devices to prevent accidents.
Validation will occur through review of the smoke time monitoring,
review of the wander/elopement audits and drills, review of each
shift contact to identify any potential hazards and by review of any
event of alleged violations involving mistreatment, neglect or abuse,
including injuries of unknown source and misappropriation of
resident property to ensure appropriate reporting.

The PIC will review all grievance forms and Abagis interviews
weekly to identify any alleged violations involving mistreatment,

'~ neglect or abuse, including injuries of unknown source and
misappropriation of resident property to ensure appropriate
reporting. The monitoring/review of as detailed above will continue
weekly until the PIC determines that it is no longer necessary.

9. The Executive Director will also validate, through the weekly PIC

- Meeting, by review of the smoke time supervision audits, review of
the wander/elopement audits to identify any potential hazards,
review of the environmental rounds, by review of any event of
alleged violations involving mistreatment, neglect or abuse,
including injuries of unknown source and misappropriation of
resident property and by review of all employee suspensions, to
ensure appropriate reporting and implementation of the Credible
Allegation of Compliance and Plan of Correction. The Executive
Director/Administrator will then return to routine monitoring of the
facility systems each month as specified in the Faculrty Performance
Improvement policy and procedure.
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The ED will review all grievance forms and Abagqis interviews
weekly to identify any alieged violations involving mistreatment,
neglect or abuse, including injuries of unknown source and

misappropriation of resident property to ensure appropriate
reporting. Result will be reviewed weekly by the PIC. The
-monitoring/review of as detailed

above will continue weekly until the PIC determines that it is no
longer necessary. '

The facility PIC will meet weekly (Thursday) to review grievances,
Abagis interviews, accidents, supervision, reporting of alleged
violations involving mistreatment, neglect or abuse, including
injuries of unknown source and misappropriation of resident
property. The PIC review of as detailed above will continue weekly
until the PIC determines that it is no longer necessary.

Additionally, a corrective action plan will be developed for any
areas identified as not in compliance with the Credible Aliegation of

Compliance and/or Plan of Correction. The facility will then return to
routine monthly PIC meetings. '

Date of final correction: 8/12/11
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F323
Residents Affected:

An Admnssmn Minimum Data Set (MDS) completed 4/12/11 revealed ReS|dent
#1 did not exhibit any wandering behaviors.

A MDS completed 6/29/11 again revealed she did not exhibit any wandering
behaviors.

Review of the Resideht‘ Progress Notes from 3/30/11, date of admission through
7/2/11 revealed there were no documented episodes of wanderlng or exit
seekmg behaviors from 3/30/11 through 7/2/11.

A Wander/Elopement Risk Evaluation completed on 4/3/11 revealed Resident #1
was not at risk for wandering and was not at risk for elopement. The
Wander/Elopement Risk Evaluation was revised on 7/2/11 to reflect residents
wandering behavior from unit to unit and exit from the facility. The Evaluation
identified the resident at risk for wandering and at risk for elopement on 7/2/11.

The Comprehensive Care Plan was revised on 7/2/11 with a Problem of Resident
at Risk for Wandering and Elopement. Interventions included: Wanderguard
bracelet in place; 1:1 superwswn adventure boards; placed in wander/eiopement
book. :

On 7/3/11, the resident's CNA Assignment Sheet was rewsed to |nclude risk for
elopement 1:1 supervision and Wanderguard.

On 7/2/11, the Social Services Director (SSD) conducted a BIMS Summary
Score for Resident #1. The resident was assessed at 11. The SSD again
conducted a BIMS Summary Score on 7/3/11. The resident was assessed at 13.

On 7/2/11, the licensed nurse conducted a head-to-toe assessment of the -
resident. No injuries were identified.

On 7/2/11, the licensed nurse notified the resident’s attending physician and the
Medical Director of the resident’s absence. The licensed nurse attempted to
make family notification; however, the phone numbers were not working. On
7/3/11, the Director of Nursing Services (DNS) attempted to make family
notification; however, the phone numbers were not working. The Social Services
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Director (SSD) had previously sent the family a certified letter related to current
contact mformatron

On 7/2/11, Resident #1 was placed on each shift documentatron for 72 hours
related to wander/elopement behaviors. :

On 7/5/ 11, Resident #4 was assessed to be outside/outdoors independently. He
was assessed to utilize a walkie-talkie radio when outside unsupervised. He had
his radio on his person on 7/10/11. Staff assigned to Resident #4 were aware of
his location on 7/10/11 as this was the resident’s routine activity to sit outside at -
night. Staff were aware the resident had his radio on his person. In addition,
Resident #4 was on every 15 minute check supervision on 7/10/11 due to his
behaviors. On 7/14/11, Resident #4 was reassessed to be outside/outdoors
independently. The care plan and CNA Assignment Sheet were updated wrth
interventions to ensure safety.

The Office of Inspector General initiated an onsite investigatidn on Juty 11, 2011,
after the facility had investigated and implemented corrective-action.

Residents with Potential to be Affected:

- On'7/2/11, a head count was completed by the licensed nurses and Certified
Nursing Assistants (CNAs) at approximately 5:15 PM. All facility residents were -
accounted for except for Resident #1. Another head count was conducted by the
licensed nurses and CNAs at 5:25 PM. Ali facility residents were accounted for
except for Resident #1. A head count was conducted by the Assistant Executive
Director (AED), DNS, and Staff Development Coordinator (SDC) at
approximately 11:20 PM. All facility residents were present and accounted for.

On 7/2/11, the Medical Records Director (MRD) conducted an audit of all facility
residents to validate that all assessments were current, care plans were current,
and adventure board was current.

On 7/2/11, the Maintenance Assistant (MA) audited all facitity doors to validate
proper functronmg and audited all Wanderguard bracelets to validate proper
functioning.

Effective 7/3/11, at least one resident smoke time (6 AM, 9 AM, 11 AM, 2 PM, 4
PM, 7 PM and 9 PM) is monitored daily by a Department Manager, as
designated by the ED, to ensure that during smoke times, there is one staff for
every five residents; that other outside areas have no unattended residents; that
‘any resident outside with a family member was signed out; and to identify any

~outside accident hazards. -Any concerns were corrected immediately.
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On'7/3/1 1, a policy change was made and implemented to ensuré that all
residents who wished to go outside were accompanied by staff and that no
resident was outside of the facility unattended.

On 7/3/11, the MA validated that all facility windows are secured with only a 6-
inch openlng

On 7/3/11, the MA changed the code to the door system.

On 7/3/11, the AED posted signage at all facility entrance doors to notify visitors
that no reS|dent is to be assisted outside of the facility and to check with the staff
for the code as it will change frequently.

On 7/3-4/11, the DNS, SDC, Transitional Care Unit Program Director (TCU PD),
Minimum Data Set Coordinators (MDSC) Unit Managers (UMs) completed a
Wander/Elopement Risk Evaluation and a Safety Risk Assessment (see

_ aftached) for ali in-house residents. A Smoking Evaluation was conducted for all
residents identified who smoke. Care Plans were reviewed to ensure that all

- areas 1/t accident hazards / resident safety were care planned with appropriate
interventions. Any concerns were corrected immediately,

On 7/3/11, the Assistant Executive Director (AED), Reflections Program Director
(RPD), Staff Development Assistant (SDA), Maintenance Assistants (MA),
Business Office Manager (BOM) conducted an environmental audit of the
- internal and external environment to identify any accident hazards in the
environment. Any concerns identified were corrected immediately.

On 7/5/11, the shift validation tool utilized by administrative staff was revised to
include questioning r/t wandering/elopement and/or exit seeking behaviors. This
tool is utilized by administrative staff to contact the facility prior to the end of each
shift to validate resident safety.

On 7/3-4/11, the RPD conducte_d interviews of staff to determine if any resident
_had exhibited exit seeking behaviors within the past 30 days and, if so, if all
appropriate steps were implemented.

On 7/4/11, the MRD conducted an audit of all residents at risk for
wandering/elopement to validate that all assessments conducted on 7/3-4/11

were completed and that all appropriate supplemental interventions were in place
to be implemented. _ :
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On 7/5/11 and 7/8/11 all residents who expressed a desire to go outdoors were
assessed, by licensed nurse staff, and the assessments were then reviewed by

the Interdisciplinary Team, (consisting of the DNS, Unit Managers, Registered
Dietician and Activities), to determine ability to go outdoors independentiy.
Residents assessed to be independent in going outside were provided with a
walkie-talkie radio. These residents were again assessed on 7/14/11 to
determine ability to go outdoors independentily.

On 7/7/11, the Activity Director (AD) educated residents on door alarms, walkie-
talkie radios, resident safety and for residents to seek staff assistance with doors
and that residents would not be provided the code to the door.

On 7/19/11, the ED reviewed all employee suspensions for the previous 60 days. .
and validated that ail employee suspensions related to abuse, neglect, injuries of
unknown source and/or misappropriation of resident property were reported to
officials in accordance with State law (including to the State survey and
certification agency).

In addition, the Department Manager or designee review all grievances filed in
the center to ensure resolution. Abagis resident and family interviews are
conducted for all residents every 4 months, which ask specific direct questions
related to resident dignity, treatment and abuse. All concerns identified through
the Abagqis process are addressed through the grievance process. All allegations
of abuse, neglect or mistreatment are immediately reported to the ED and DNS
and required state agencies (Office of Inspector General and Adult Protective
Services) and resident protection is ensured.

All event reports are reviewed daily by the ED and the DNS. Event reports are
reviewed to identify any potential accident hazard related to.environment and
supervision, to include the potential for neglect and/or abuse and to ensure
appropriate reporting. '

After 9 PM, all facility entrance doors have been and continue to be on a timed
‘lock, except for A Wing and C Wing to allow staff and emergency entrance.
Effective 7/20/11, The A Wing and C Wing outside entrance button will be
disabled between 9 PM and 6 AM, daily, until.these entrance doors can be
engineered with a timed lock for these hours. A doorbelt has been installed at
the entrance to A Wing and C Wing to notify staff of visitor and emergency
personnel need for entrance between 9 PM and 6 AM. The Maintenance
Director (MD) initiated education with all facility staff on 7/20/11 related to the
change in the door system.
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On 7/20/11, interviews were conducted wrth all residents with a BIMS Summary
Score of 12-15 to identify abuse, neglect or mistreatment. For residents with a

BIMS Summary Score of less than 12 family contacts were made to ldentlfy
abuse, neglect or mistreatment.

Systemic Changes:

On 7/2/11, the SDC, DNS and Weekend Supervisor (WS) initiated education with
all facility staff related to wandering, elopement, accident hazards, supervision,
and on the policy change related to residents going outside without staff
supervision, as no resident was to be outside without staff supervision.

~ Education will be ongoing until all facility staff have attended.

On 7/14/11, the State Director of Risk Management conducted education with the
District Director of Operations (DO), District Director of Clinical Operations
(DDCO), Executive Director (ED) and the DNS on the regulation F225 reporting
alleged violations involving mistreatment, neglect or abuse, including injuries of
unknown source and misappropriation of resident property.

On 7/14/11, the DO and DDCO conducted education with the ED and DNS on
- conducting an investigation.

On 7/15/11, the SDC, Second Shift RN Nurse Supervisor (SS) and WS initiated
re-education with all facility staff related to wandering, elopement and
supervision. In addition, education was initiated on policy change related to
residents going outside without staff supervision, based on their individual
resident assessment and on Abuse and Neglect, to include reporting. Education
will be ongoing until all facility staft have attended.

No staff member was allowed to work without having been in-serviced. _Th-e
facility does not employ agency staff; however, if the facility should employ
agency staff, the agency staff will receive the in-service prior to working.

Monitoring:

The following action/Interventions have been put into place to ensure ongomg
compliance:

1. The facility is utilizing an “Accident Hazard/Supervision/Smoking
Monitoring Tool” to monitor the outdoor grounds of the building in order to
ensure that supervision and safety of residents is maintained. At least one
resident smoke time (6 AM, 9 AM, 11 AM, 2 PM, 4 PM, 7 PM and 9 PM) is |
monitored daily by a Department Manager, as designated by the ED, to
ensure that during smoke times, there is one staff for every five residents;
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that other outside areas have no unattended residents; that any resident
outside with a family member was signed out; and to identify any outside
accident hazards. Any concerns are corrected immediately. This

monitoring will occur daily until deemed unnecessary by the Performance
Improvement Committee (PIC) to determine need for continuance.

2. The facility has implemented the use an “Outside/Outdoor Resident Safety
Assessment” as an assessment tool to determine resident safety needs -
for going outdoors. The tool is completed by licensed staff, and then
reviewed by the IDT. The “QOutside/Outdoor Resident Safety Assessment”
is completed upon a resident’s request, to determine their ability to be
outside independently without staff supervision. The resident must be
assessed and must meet the assessment criteria prior to being allowed to .
be outside unsupervised. :

3. Members of the PIC include, but are not limited to, the ED, AED, DNS,
SDC, MD, SSD, Nutrition Services Manager (NSM), Registered Dietician
(RD), AD, Business Office Manager (BOM), Case Manager (CM),
Reflections Program Director (RPD) and Transitional Care Unit Program
Director (TCUPD). '

4. Routine monitoring is ongoing through the daily review of “Condition
Change Forms” and “Event Reports” by the IDT, during the “Moming
- Clinical Meeting” in order to identify any potential accident hazard related
to environment and supervision, to include the potential for neglect and/or
abuse and to ensure appropriate reporting.

5.  The facility will use the “Environmental Audit” tool to conduct three
“Environmental Audits” per week in order to identify any accident hazards
in the environment. The ED or designee will conduct the audit. This audit
tool will continue to be used to conduct three environmental per week until
the PIC determines unnecessary.

6. The Medical Records Director, or designee, will conduct a
“Wander/Elopement Audit” weekly (Wednesdayy), in order to identify any
potential wander/elopement safety hazards. The “Wander/Elopement
Audit” will continue to be completed weekly until deemed unnecessary by
the PIC.

7. The DNS or SDC or designee will conduct 1 wander/elopement drill per
month (alternating shifts} until deemed unnecessary by the PIC.
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8. The PIC will assume responsibility to validate monitoring and
evaluation of the environment to ensure it remains as free from
accident hazards as possible and 1o ensure each resident receives
adequate supervision and assistive devices to prevent accidents.

- Validation will occur through review of the smoke time monitoring,
review of the wander/elopement audits and drills, review of each
shift contact to identify any potential hazards and by review of any
event of alleged violations involving mistreatment, neglect or abuse,
including injuries of unknown source and misappropriation of
resident property to ensure appropriate reporting.

The PIC will review all grievance forms and Abaqis interviews
weekly to identify any alleged violations involving mistreatment, .
neglect or abuse, including injuries of unknown source and
misappropriation of resident property to ensure appropriate
reporting. The monitoring/review of as detailed above will continue
weekly until the PIC determines that it is no longer necessary.

9. The Executive Director will also validate, through the weekly PIC
Meeting, by review of the smoke time supervision audits, review of
the wander/elopement audits to identify any potential hazards,
review of the environmental rounds, by review of any event of
alleged violations involving mistreatment, neglect or abuse,
including injuries of unknown source and misappropriation of
resident property and by review of all employee suspensions, to
ensure appropriate reporting and implementation of the Credible
Allegation of Compliance and Plan of Correction. The Executive

Director/Administrator will then return to routine monitoring of the
facility systems each month as specified in the Facility Performance
Improvement policy and procedure. ' '

The ED will review all grievance forms and Abagqis interviews
weekly to identify any alleged violations involving mistreatment,
neglect or abuse, including injuries of unknown source and
misappropriation of resident property to ensure appropriate
reporting. Result will be reviewed weekly by the PIC. The
monitoring/review of as detailed above will continue weekly until the
PIC determines that it is no longer necessary.

The facility PIC will meet weekly (Thursday) to review grievances,
Abagis interviews, accidents, supervision, reporting of alleged
violations involving mistreatment, neglect or abuse, including

" injuries of unknown source and misappropriation of resident
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property. The PIC review of as detailed above will continue weekly
until the PIC determines that it is no longer necessary.

Additionally, a corrective action plan will be developed for any
areas identified as not in compliance with the Credible Allegation of
Compliance and/or Plan of Correction. The faCIilty will then return to
routine monthly P1C meetings.

Date of final correction: 8/12/11
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F490
Residenis Affected:

An Admission Minimum Data Set (MDS) cdmp[eted 4/12/11 revealed Resident
#1 did not exhibit any wandering behaviors.

A MDS completed 6/29/11 again revealed she did not exhibit any wandermg
behaviors. A

Review of the Resident Progress Notes from 3/30/1 1, date of admission', through
712111 revealed there were no documented episodes of wandering or exit
seeking behaviors from 3/30/11 through 7/2/11.

A Wander/Elopement Risk Evaluation completed on 4/3/11 revealed Resident #1
was not at risk for wandering and was not at risk for elopement. The
Wander/Elopement Risk Evaluation was revised on 7/2/11 to reflect residents
wandering behavior from unit to unit and exit from the facility. The Evaluation
identified the resident at risk for wandering and at risk for elopement on 7/2/11.

- The Comprehensive Care Plan was revised on 7/2/11 with a Problem of Resident
at Risk for Wandering and Elopement. Interventions included: Wanderguard

bracelet in place; 1:1 supervision;. adventure boards; placed in wander/elopement
book.

On 7/3/1 1, the resident's CNA Assignment Sheet was revised to include risk for
| elopement, 1:1 supervision and Wanderguard.

On 7/2/11, the Social Services Director (SSD) conducted a BIMS Summary
. Score for Resident #1. The resident was assessed at 11. The SSD again
conducted a BIMS Summary Score on 7/3/11. The resident was assessed at 13.

"@n 7/2/11, the licensed nurse conducted a head-to-toe assessment of the
resident. No injuries were identified.

On 7/2/11, the hcensed nurse notified the resident’s attendmg physician and the
Medical Dlrector of the resident’s absence. The licensed nurse attempted to
make family notification; however, the phone numbers were not working. On
7/3/11, the Director of Nursmg Services (DNS) attempted to make family
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notification; however, the phone numbers were not workmg The Social Services

Director (SSD) had prewously sent the family a certified letter related to current
contact information.

. On 7/2/11, Resident #1 was placed on each shift documentation for 72 hours
related to wander/elopement behaviors.

On 7/21/11, after facility administrator was notified, the CNA involved in the
allegation re: Resident #2, was immediately suspended. At the conclusion of

-the investigation, it was determined that the allegation was unsubstantiated.
No other alert and oriented resident or staff reported any concerns with care
provided by Carrie Tolier, SRNA. The OIlG reviewed the allegation while at the
facility on 7/22/11. The final results of the investigation were forwarded to OIG
-and Adult Protective Services (APS) on 7/22/11.

On 7/5/11, Resident #4 was assessed to be out31de/outdoors independently. He
was assessed to utilize a walkie-talkie radio when outside unsupervised. He had
his radio on his person on 7/10/11. Staff assigned to Resident #4 were aware of
his location on 7/10/11 as this was the resident’s routine activity to sit outside at
night. Staff were aware the resident had his radio on his person. In addition,
‘Resident #4 was on every 15 minute check supervision on 7/10/11 due to his
behaviors. On 7/14/11, Resident #4 was reassessed to be out3|de/outdoors
1ndependenﬂy

On 7/15/11, in response to the allegation re: Resident #5, OIG was notified.
Physician, DNS, and Executive Director were notified. On7/19/11 APS was

- notified of the allegatlon The alleged perpetrator was suspended immediately

pending the outcome of the investigation. At the conclusion of the investigation |t

was determined that the allegation was substantiated. The SRNA was

~ terminated. OIG reviewed the allegation while at the facility on 7/22/11.

On 7/20/11, the appropriate state agencies were notified of the injury of unknown
origin for Resident #6, when the facility became aware of the Left hip fracture and
initiated an investigation. The resident was transferred to the hospital on 7/20/11
and underwent a surgical repair for the fracture. She has since returned to the
facility. The final investigation results were sent to OIG and APS on 7/21/11.

OIG was in the facility to review allegation. Abuse, neglect and mistreatment
was unsubstantiated.

The Office of Inspector General initiated an onsit'e ihvestigation onJuly 11, 2011,
after the facility had investigated and implemented corrective action.
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Fle_siden_ts with Potential to be Affécted: '

On 7/2/11, a head count was completed by the licensed nurses and Certified
Nursing -Assistants (CNAs) at approximately 5:15 PM. Al facility residents were
accounted for except for Resident #1. Another head count was conducted by the
licensed nurses and CNAs at 5:25 PM. All facility residents were accounted for
except for Resident #1. A head count was conducted by the Assistant Executive
Director (AED), DNS, and Staff Development Coordinator (SDC) at
approximately 11:20 PM. All facility residents were present and accounted for.

On 7/2/11, the Medical Records Director (MRD) conducted an audit' of all facility
residents to validate that all assessments were current, care plans were current,
and adventure board was current.

On 7/2/11, the Maintenance Assistant (MA) audited all facility doors to validate
proper funct|on|ng and audited all Wanderguard bracelets to validate proper
functioning.

Effective 7/3/11, at least one resident smoke time (6 AM, 9 AM, 11 AM, 2 PM, 4
PM, 7 PM and 9 PM) is monitored daily by a Department Manager as
desrgnated by the ED, to ensure that during smoke times, there is one staff for
every five residents; that other outside areas have no unattended residents; that
any resident outside with a family member was signed out; and to identify any
outside accident hazards. Any concerns were corrected immediately.

On 7/3/11, a policy change was made and implemented to ensure that all
residents who wished to go outside were accompanied by staff and that no
resident was outside of the facility unattended.

On 7/3/11, the MA validated that all facrllty wmdows are secured with only a 6-
inch opening.

- On 7/3/11, the MA changed the code to the door system.

On 7/3/11, the AED posted signage at all facility entrance doors to notify visitors
that no reSIdent is to be assisted outside of the facility and to check with the staff
for the code as it will. change frequently. :
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On 7/3-4/11, the DNS, SDC, Transitional Care Unit Program Director (TCU PD)
Minimum Data Set Coordlnators (MDSC) Unit Managers (UMs) completed a
Wander/Elopement Risk Evaluation and a Safety Risk Assessment (see
“attached) for all in-house residents. A Smoking Evaluation was conducted for all
residents identified who smoke. Care Plans were reviewed to ensure that all

areas I/t accident hazards / resident safety were care planned with appropriate
interventions. Any concerns were corrected immediately.

On 7/3/11, the Assistant Executive Director (AED), Reflections Program Director
(RPD), Staff Development Assistant (SDA), Maintenance Assistants (MA),
Business Office Manager (BOM) an environmental audit was conducted of the

- internal and external environment to identify any accident hazards in the
environment. Any concerns identified were corrected immediately.

On 7/5/11, the shift validation tool utilized by administrative staff was revised to
include questioning r/t wandering/elopement and/or exit seeking behaviors. This
. toolis utilized by administrative staff to contact the facility prior to the end of each
shift to validate resident safety.

On 7/3-4/11, the RPD 'conducted interviews of staff to determine if any resident
had exhibited exit seeking behaviors within the past 30 days and, if so, if all
appropriate steps were implemented.

On 7/4/11, the MRD conducted an audit of all residents at risk for

. wandering/elopement fo validate that all assessments conducted on 7/3-4/11
were completed and that all appropriate supplemental interventions were in place
to be implemented. .

On 7/5/11 and 7/8/11 ali residents who expressed a desire to go outdoors were
assessed to determine ability to go outdoors independently. Residents assessed
to be independent in going outside were provided with a walkie-talkie radio.
These residents were again assessed on 7/1 4/11 to determine ability to go
outdoors lndependentiy

On 7/7/11, the Activity Director (AD) educated residents on door alarms, walkie-
' talkie radios, resident safety and for residents to seek staff assistance with doors
and that residents wouid not be provided the code to the door.

On 7/19/11, the ED reviewed all employee suspensions for the previous 60 days
and validated that all employee suspensions related to abuse, neglect, injuries of
unknown source and/or misappropriation of resident property were reported to
officials in accordance with State law (inciuding to the State survey and
certification agency)
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In addition, the Department Manager or designee review all grievances filed in
the center to ensure resolution. Abagis resident and family interviews are
conducted for all residents every 4 months, which ask specific direct questions
related to resident dignity, treatment and abuse. All concems identified through

. the Abagqis process are addressed through the grievance process. All allegations
of abuse, neglect or mistreatment are immediately reported to the ED, DNS and
to the appropriate state agencies (OIG, APS) and resident protection is ensured.

All event reports are reviewed daily by the ED and the DNS. Event reports are
reviewed o identify any potential accident hazard related to environment and
-supervision, to include the potential for neglect and/or abuse and to ensure
appropriate reporting. :

After 9 PM, all facility entrance doors have been and continue to be on a- timed
lock, except for A Wing and C Wing to allow staff and emergency entrarice.
Effective 7/20/11, The A Wing and C Wing outside entrance button will be
disabled between 9 PM and 6 AM, daily, until these entrance doors can be
engineered with a timed lock for these hours. A doorbell has been installed at
the entrance to A Wing and C Wing to notify staff of visitor and emergency
personnel need for entrance between 9 PM and 6 AM. The Maintenance
Director (MD)} initiated education with all facility staff on 7/20/11 related to the
change in the door system.

On 7/20/11, interviews were conducted with all residents with a BIMS Summary
Score of 12-15 to identify abuse, neglect or mistreatment. For residents with a
BIMS Summary Score of less than 12 family contacts were made to identify
abuse, neglect or mistreatment.

Systemic Changes:

On 7/2/11, the SDC, DNS and Weekend Supervisor (WS) initiated education with
all facility staff related to wandering, elopement, accident hazards, supervision,
and on the policy change related to residents going outside without staff
supervision, as no resident was to be outside without staff supervision.
Education will be ongoing until all facility staff have attended.

On 7/14/11, the State Director of Risk Management conducted education with the
District Dlrector of Operations (DO), District Director of Clinical Operations
(DDCOQ), Executive Director (ED) and the DNS on the regulation F225 reporting

- alleged violations involving mistreatment, neglect or abuse, including injuries of
unknown source and misappropriation of resident property.
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On 7/14/11, the DO and DDCO conducted educatlon with the ED and DNS on
conducting an investigation.

- On7/15/11, the SDC, Second Shift RN Nurse Supervisor (SS) and WS initiated
re-education with all facility staff related to wandering, elopement and

supervision. In addition, education was initiated on policy change related to
residents going outside without staff supervision, based on their individual
resident assessment and on Abuse and Neglect, to include reporting. Education
will be ongoing until all facility staff has attended.

No staff member was allowed to work without having been in-serviced. The
facility does not employ agency staff; however, if the facility should employ
- agency staff, the agency staff will receive the in-service prior to working.

Monitoring:

The followmg action/interventions have been put |nto place to ensure ongoing
compliance: ,

1. The facility is utilizing an “Accident Hazard/Supervision/Smoking

Monitoring Tool” to monitor the outdoor grounds of the building in order to

- ensure that supervision and safety of residents is maintained. At least one
resident smoke time (6 AM, 9 AM, 11 AM, 2 PM, 4 PM, 7 PM and 9 PM) is
monitored daily by a Department Manager, as designated by the ED, to
ensure that during smoke times, there is one staff for every five residents;
that other outside areas have no unattended residents; that any resident
outside with a family member was signed out; and to identify any outside
accident hazards. Any concerns are corrected immediately. This
monitoring will occur daily until deemed unnecessary by the Performance
mprovement Committee (PIC) to determine need for continuance

2. The facility has implemented the use an “Outs&de/Outdoor Resident Safety
Assessment” as an assessment tool to determine resident safety needs
for going outdoors. The tool is completed by licensed staff, and then
reviewed by the IDT. The “Outside/Outdoor Resident Safety Assessment”
is completed upon a resident’s request, to determine their ability to be
outside independently without staff supervision. The resident must be
assessed and must meet the assessment criteria prior to being allowed to
be outside unsupervised.

3. Members of the PIC inciude, but are not limited to, the ED, AED, DNS,

SDC, MD, SSD, Nutrition Services Manager (NSM), Registered Dietician
- (RD), AD, Business Office Manager (BOM), Case Manager (CM),
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Reflections Program Director (RPD) and Transitional Care Unit Program
Director (TCUPD). ' '

4. Routine monitoring is ongoing through the daily review of “Condition
Change Forms” and “Event Reports” by the IDT, during the “Morning
Clinical Meeting” in order to identify any potential accident hazard related
to environment and supervision, to include the potential for neglect and/or
abuse and to ensure appropriate reporting.

5. The facility will use the “Environmental Audit” tool to conduct three
“Environmental Audits” per week in order to identify any accident hazards
in the environment. The ED or designee will conduct the audit. This audit
tool will continue to be used to conduct three environmental per week until
the PIC determines unnecessary.

6. The Medical Records Director, or designee, will conduct a
“Wander/Elopement Audit” weekly (Wednesday), in order to identify any
potential wander/elopement safety hazards. The “Wander/Elopement
Audit” will continue to be completed weekly until deemed unnecessary by
the PIC.

7. The DNS or SDC or designee will conduct 1 wandér/eiopement drili per
month (alternating shifts) until deemed unnecessary by-the PIC.

8. The PIC will assume responsibility to validate monitoring and
evaluation of the environment to ensure it remains as free from
accident hazards as possible and to ensure each resident receives
adequate supervision and assistive devices to prevent accidents.
Validation will occur through review of the smoke time monitoring,

~ review of the wander/elopement audits and drills, review of each
shift contact to identify any potential hazards and by review of any
event of alieged violations involving mistreatment, neglect or abuse,
inctuding injuries of unknown source and misappropriation of
resident property to ensure appropriate reporting.

The PIC will review all grievance forms and Abagqis interviews
weekly to identify any alleged violations involving mistreatment,
neglect or abuse, including injuries of unknown source and
misappropriation of resident property to ensure appropriate
reporting. The monitoring/review of as detailed above will continue
weekly until the PIC determines that it is no longer necessary.
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9. The Executive Director will also validate, through the weekly PIC
Meeting, by review of the smoke time supervision audits, review of
the wander/elopement audits to identify any potential hazards,

review of the environmental rounds, by review of any event of
alleged violations involving mistreatment, neglect-or abuse,
including injuries of unknown source and misappropriation of
resident property and by review of all employee suspensions, to
ensure appropriate reporting and implementation of the Credible
Allegation of Compliance and Plan of Correction. The Executive
Director/Administrator will then return to routine monitoring of the
facility systems each month as specified in the Fagility Performance
Improvement policy and procedure.

. The ED will review all grievance forms and Abagis interviews
weekly to identify any alleged violations involving mistreatment,
neglect or abuse, including injuries of unknown source and
misappropriation of resident property to ensure appropriate
reporting. Result will be reviewed weekly by the PIC. The
monitoring/review of as detailed above will continue weekly until the
PIC determines that it is no longer necessary.

‘The facility PIC will meet weekly (Thursday) to review grievances,
Abagis interviews, accidents, supervision, reporting of alleged
violations involving mistreatment, neglect or abuse, including
injuries of unknown source and misappropriation of resident
property. The PIC review of as detailed above will continue weekly
until the PIC determines that it is no longer necessary.

Addit'ionally, a corrective action plan will be developed for any
areas identified as notin compliance with the Credible Allegation of

Compliance and/or Plan of Correction. The facility will then return to
routine monthly PIC meetings.

Date of final correction: 8/12/11
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