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F Q00 | INITIAL COMMENTS £ 000 Bracken County Nursing and Rehabllitation

enter does not belleve and docs not admit

An abbreviated survey Investigating ARO # that any deficlencles existed before, during

KY00017150 was conducted 09/26/1 1-09/29/11 or after the surv_cy. Facllity rosorves the
_| with the highest scope/severity of a "E", ARO # rights to contest the survey findlngs
KY00017150 was substantlated with a related through Informal dispute resolution, formal
defioiency cited. : o appeal pracecdings or any adminlstrative or
F 323| 483.25(h) FREE OF ACCIDENT F 323 legal proceedings. This plan of correction is

$8=E | HAZARDS/SUPERVISION/DEVICES not moant to establish any standard of care,

. iti F
The facility must ensure that the resident contract cbligation or position and Facllity,

environment remaing as free of accident hazards reserves all rights to ralse all possible

as is possible; and each rasident recoives contentions ond defonses In any type of
adequato supervision and agsistance devices to civii ar criminal clalm, actlon or

prevent accidants, : proceedings. Nothing contained in this plan

of correction should be conzidered as
walver of any potentially applicable Peer
Review, Quallty Assurance, or self critical
examination priviiege which Facliity, doos

This REQUIREMENT is not met as evidenced not walve and rescrves the right to assert
by: _ any administrative, civil or eriminal clalm,
Based on observatlon, interview, and record actlon or proceeding, Facility, offors Its

feview il was determined the facllity falled to
ensyre regidents received adequate supervision
and failed to ensure an environment free of

rosponses, credible allegations of
compliance as part of its ongoing efforts to

accidental hazards. The facllity falled to ensura provide quality of care to residents.

stalf wore aware of residents who had been - i
assessed as being at risk for eloperment and - 323 Jo)itfire
failed 10 identify the alarm on exit doar #8, which

was accessible by all residents, was audible from Immediate Interventions:

the nurses station and the Skilled Nursing Unit. Resident #1 was returned to the facllity at

This fallure eftected one (1) of six (6) samplad , w
residents, Resident #1 and eleven (11) other 3:30pm on 9/24/11 by a facility State
residents the facility had identified as being at risk Registered Nursing Assistant (SRNA). An
for elopemoent/wandering. assessment was completed by the charge
: e and determined that there was no
The facliity admitted Resldent #1 on 09/23/11 and D 1
at approximately 3:15 AM on 09/24/11 tho njury to resident #1.

LABOR, RY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . e | (o) DATE
()Quwj N Qamuwniiatry  10)33fi

Any dolicloncy statement onding with an asteriak {*) donolos a deflclongy which tho Institution may be oxcussd from coresting providi np it is determined that
aothar safeguards provide aufficient protection to the patlents. (Soe instryotions,) Except for nursing homes, the tindings alatad abovo are disclosable B0 days
fallowing the date of survey whether or nol a plan of comection is provided. For nursing hamaes, the sbove findlnga and plans of correction are discioaablo 14
days {oliewing the date thess Jocumonts are mada avallable (o the fachity. ) daficlonclos ara cited, an spprovad plan of comestion is raquislte to continued
program partictpation,
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(%4} ID BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL ' PREFIX (EACH CORRECTIVE ACTION S8HOULD BE ' coumi’mn
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F 323 | Continued From page 1 ' 323| beaffected:
resident used oxit door #6 to exi the facilty The Director of Nursing and MOS
without stalf knowledge. A resldént from the Coordinator completed a count of all
Pergsonal Care Unit used hismer wheelchalr to ' residents in the Facility based on the census

| prapel approximately 280 feet from his/ner room -

110 the nurses station and then Into the dining list. All residents were accounted for and

room behind the nurses statlon to alort siaf determined to be safe,

Aesident #1 had exited tha bullding and the alarm Measures to Prevent Regecurrence:

was sounding. Interview with the stafl working in | All resldents were re-assessed for their risk
the facillty on 08/24/11, al the time of Resident of elopement on 9/24/11 by the Director of

#1's elopement, revealed they wero unable to

hear the alarm sounding, Nursing and MDS Caordinator. No new

residents were identified as being at risk for

The findings include: elopement. An elopement risk assessment
Review of the faollty's Elopement will‘be completed on admission, quarterly,
Risk/Wanderers Master List, not daled, revealed -and with Initiation of exit seeking behavior
the facility had identified aeleven {11) residents as for all resldents. A binder contalning

belng at risk for elopement and/or wandering, pictures and characteristics of Residents
Record review revealed the facility admitied identified as being at risk for elopament is
Residant #1 on 09/23/11 with dlagnoses which maintained at the Reception desk and at
JIncluded Progressive Dysphagia, Galt Disordar, the Nurses' Statlon. This will be updated as

Hypertension, Ostéoporosis and Right Frontal

. . indi i ly by th ial
Lobe Tumor, Interview with the Director of Indicated ond reviewed weekly by the Socia

Nursing (DON). on 08/27/11 at 11:30 AM, Services Direcmr_. Beginning 9/26/11, an
revealed no exit seeking behaviors were noted on aide is designated to provide 24/7
tho day of admlssion. S_he further stated lhe supervislon of residents on the Personal
;?g:;ﬂte:fs assossed as being a low riak lor Care Unit. In-service education was

) completed for staff by the Director of
%orégn:&d interv:eg wilhgtjhe ,[:ON,_ on 09/27/11 at Nursing for all facllity staff by 8/26/11

: , revealed on 4/11, oordli
Resident #1's Er'ti:om at :?0: AM1a::lag::I:::te;1ln ; regarding the facllit\,'r elopement and
was in his/her bed. She further stated a resldent missing resident policy. All exit doars and
from the Personal Care Unit notified staff at 3:15 alarms were reviewed by the Director of
AM that Resident #1 had exited the facility Plant Operations on 9/24/11, and were

through exIl door #6 and the alarm was sounding.

She further stated since the Incident, the facliity found to be functioning properly. The

Director of Plant Operations completed
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(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES 0 FROVIOER'S PLAN OF GORRECTION )
PAEFIX (EACH DEFICIENCY MUET BE PRECEQED BY FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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_ ond'd, DEFICIENCY)
wiring on exit door it6 that causes the alarm
£ 323 Continued From page 2 F 323| to sound at exit door #3 on the Skilled
had bt:]en unagle, to find an alarm which was loud Nursing Unit. On 9/24/11, video monitors
enough 10 be heard at the nurses station, that monitor all exits were moved by the
Interview with State Registered Nursing Assistant Director of Plant Operations from the
(SHD:A) #8, on 09/27/11 at 8:40 PM, revealed she Administrator’s office to the Nursing Station
was In a resldent's room and did not hear the i f each exit immediatel
door alarm sounding on 08/24/11 when Reslident to altow viewing of each ex v,
#1 eloped. She stated she saw Licensed should a door alarm sound. On 9/25/11,
Practical Nurse (LPN) #1 and SRNA #8 running additional alarms were installed by the
g:o"‘n:‘,g‘;:oa"“l'ﬁgéowaf (r’f tgerg:"'",gl o wilh Director of Plant Operations on all exit
nal Care Unil. Further interview wi .
. h nce
SRANA #6 revealed Resident #1 did not appesr o doors. The alarm requires a code to sile
be confused, She continued to state that exit the alarm should the door be opened. On
_door #6 was an the Personal Care Unit and the 9/29/11, door alarms that sound at 85
tacliity did not assign staff to thet Unit at night. decibels, and can be heard readily
Interview with LPN #1, on 09/28/11 at 9:00 PM, throughout the facility, were installed an
revealed Resident #1 was a new admlssion on exits #3, exit #4, exit #6, and exit 47, These
her sh|ltt and shel; further éndlcated the resident alarms sound cantinuously when the exit
was alert and orlented. She stated she , ; nd
completed the assessments on Resident #1 and dooris ‘opened, and \'ulll continue to sou
. | did nat have any indication the resident was an until It is disarmed with keys that are
elopement risk. She stated Resldent #1 was maintained by the SRNAs and the Charge
noted to be walking down the hallway some time The Director of Plant Operations
between 12:30 AM and 1:00 AM on 08/24/11, furse, The Dirocts N
towards the Personal Care Unit/Dining Room and completed in-service education, wi
was easily redirocted, however appeared to be facility staff receiving the in-service by
'con'uied- F:r:ht:f Irdllemea'-*é m‘eﬁg: Hes:dgnth#T 10/10/11 regording the alarms at exit
wag observed inbad at 2; . ohe staled she ; nducted b
and SRNA #8 took their lunch break in the dining doors, An interview will be conducted by |
room behind the Nurse's station when another the Staft Development Caordinator, Socla
rosident from the Persanal Care Unit wheeled Services Director, Administrator, and
his/her whealchalr Into the dining room and stated Weekend Manager for 3 staff members
& white haired resident had pressed a button and for B weeks regarding the
walked out the door near his/her room. LPN #1 weekly for 8 weeks regarding the
stated she and SRNA #8 ran to exit door #6 and elopement and missing resident policy and
1 she could not hear the alarm until she was almost door alarm process, to inciude Identification
to the area, Just past the Physical Therapy of residents who have been assessed ta be
1
FORM GMG-2687(0209) Provious Varsiona Cbsolats Gvont (D:0RDS11 Facliy 10 100039 It continuation sheet Page 3 of 8
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: at risk for elopement. The Director of Ptant
F.323 S"”““”ed Fr;r:epage 3 . , F 323| Operations or the Weekend Manager will
opartment. Indioated because of the i
description given by the other resident, she and monkar exit doors for roper alarm
SRNA #6 checkad Resident #1's room first before function daily,
counting all resldents and SRNA #8 went out the Monhoring _
9"::0‘2’03: #'6 Iﬁ:;el ':‘"?‘er l“digt‘lted im::\ :8 Findings of the above stated audits will be
ca e facllity telephone stating she ha i
iocated the resident apnd she was allempting to rewewe"fm the Quamy:‘jg??: dn;:,et:::f
encourage the reslident to come back to the manthly for recommendations
tacility. LPN #1 stated she sent SRNA #5 out to ' follow-up as indicated. The Quality
assist SANA #8 with Resident #1 and &he notifled Assurance Committee consists of the
the administrative person on call and began filling following members: Medical Director,
out the paper-work. Continued interview, on Administrator, Director of Nursing, Business
09/28/11 at 6:18 PM, revealed the administrative Office Manager, Human Resources
staff said the alarm should have sounded through Coordinator, Social Services Director,
(he whole bullding. o
Admissions Coordinator, MDS Coordinator,
Interview wih SRNA #8, on 09/28/11 af B:56 AM Medical Racords Coordinator, Dietary _
revealed she was on her lunch break at 3:18 AM Manager, Housekeeping/Laundry Manager,
and had baen in Resident #1's room ten (10} fo Plant Operations Director, Staff
fifteen (16) minutes prior to taking her break. She Development Coordinator, Quality of Life
funther stated SANA #6 was doing checks on the Director, Chaplain, Consulting Pharmacist,
Skilled Linit and LPN #1 was alsa on her lunch Consulting Dieticlan, and the Rehabilitation
break In the dining room behind the Nurse's Services Manager
station, She stated another resident came into ervice ger.
the dining room behind the Nurse's station and
was trying fo tell LPN #1 something, she could
not understand the resident so LPN #1 asked
SANA #8 to come in from outside the dining raom
to see If she gould understand what the resident
was saying, She indicated the resident said a
person with white hair went out the door and the
alarm was sounding. SRNA #8 stated she was
unable to hear the alarm sounding until she got to
about where the phone was located in the hallway
" | closast to the Personal Care Unit. Funher
interview revealed SRNA #8 went out exit door #6
and once outside was able to locate Resident #1.
She stated Residant #1 appeared confused, was
FORM CMS2507(02-99) Provious Vemions Obaakotn Evanl iD:0ADS11 Fociity ID: 100030 Il continualion sheet Page 4 af
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trying to hit SRNA #8, saying no to everything
SRNA #8 sald and stating he/she was trying to
get home. '

Interview with Registered Nurse {RN) #2, on
08/26/11 at 8:00 AM, revealed it was difficult to
heer the alarm sounding from exlt door #6. She
further stated she was not aware of any residents
who were assessed-to he elopement
risksiwanderers, Further interview revealed
-depending on how the schedule was made, there
was typically no slaff scheduled for the Personal
Care Unlt, which was where exit door #6 was
located, (rom 8:00 PM or 10:00 PM until :00 AM.

Interview with AN #3, on 09/28/11 at 8:46 AM,
revealad the lacility did not usually schedule staff
to work on the Personal Care Unit at night and
staff would do an hourly check whare they walked
down the unit and did a count of the residents.

interview with the Maintenance Director, on
09/28/11 at 8:18 AM, revealed he was not aware
the alarms on the Personal Care/dining room side
of the facllity were difficult to hear at the Nurse's
Station. He further stated he was notifted on
Saturday, 09/24/11, the administrative staff
wanted to have a more audible sound through the
building. He Indicated he wired the alarm on exit
door #8 to the alarm on exit door #3 on 08/24/11
and then on 09/25/11 he wired the alarm on exit
door #5 and on exit door #7 10 sound at exil door
#3. He further slaled stafl was aware when he
wos checking alarms an tha doors and no one
had made him aware the alarms in that area of
the facllity could not be heard from the Nurso's
station.

FORM CMS-2507(02-09) Previaus Verelons Dbsoltle Evont I0;:0ADE M Facliity ID: 100039 If continualion sheot Page 6018
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‘rfevealed she was only able to identify one (1) of
-the eleven (11) residents whe wera identified by

‘| was able to idantify eight (8) of the eleven (11)

Continued From page 5
injerview with SRNA #7, on 00/20/11 at 2:29 PM

the facllity to be at risk for elopement/wandering.

Interview with SANA #8, on 09/20/11 at 2:50 PM
revealed she was only able 1o ldentily two (2) of

cleven (11) rosidents who the facility identified to
be at risk for elopmen!/wandering.

Interview with Centifled Medication Technician
(CMT) #1, on 08/28/11 at 3:09 PM, revealed she

residents who the facililty ldentified to be at rigk for
elopement/wandaring. She furthgr indicated,
before the Inoldent with Resident #1, there was
no staff scheduled to be on the Personal Care
Unit at night and Lhe aldes who were scheduled to
work on the Skilled Unil did chegks on the
Personal Care Unit every two (2) hours.

interview with Reglstered Nurse (RN) #1, an
06/268/11 at 3:35 PM, revealed he staried eight (8)
wooks ago and was unaware of an elopement
risk book and he further stated he would need to
ask the DON.

Observation, an 09/28/11 at 3:45 PM, revealed
the Administrator was at the nursing station
asking stafl if they were able 1o hear the alarm,
which was being sounded for a test, Four (4)
SRNAs stated they were unable to hear the
alarms and one (1) AN stated she was unable to
near the alarm, The Administrator indicated this
was the alarm from exit door #8, which was
sounding through the alarm cn exit door #3,
which was at the end of the Skllled Nursing Unit.

F 323
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1{ they would just have to go losking for where the

being at risk for elopementwandering. She

{ Further interview revealed she had never seen

Continued From page 6

interview with RN #1, on 09/28/11 at 3:50 PM,
revealed before the camera monitor was placed
at the nurses station and statt heard an alarm

alarm was sounding from to find out which door
was alarming.

Interview with SRNA #2, on 09/28/11 at 4:05 PM,
revealed if the alarm could not be heard at the
nurses station, stafl would deflnitely be unable to
hear |t in a residenl's room with the door closed.
Further interview revealed she was only able 10
identify flve (5) of the eleven (11) residents who
had bgen identified by the facllity as baing
elopement riskswanderers.

Intervicw with SRNA #3, on 09/28/11 at 4:25 PM,
reveaied she was only able to identty two (2) of
the elaven (11) residents who were idenlifled as

further stated she did not (ael the door alarm,
which sounded during the test was loud enough,

the Elopemant Risk/Wanderers book, which listed
residents who were alt risk for
elopement/wandering.

Interview with SRNA #4, on 09/28/11 at 4:45 PM,
revealed she was only able to identify two (2) of
the oleven (11) resldents who were dentlflod as
baing at risk for elopement/wandering. She
turther indlcated she did not hear the alarm,
which sounded during the test, while standing at
the nurses station,

Intervlew with SRNA #3, on 08/28/11 at 5:05 PM,
revegled she was unable to identify any of the
eleven (11) residents who were (dentifled as

F 323
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being at risk for elopement/wandering. She
turther indicated she could héar the alarm which
sounded during the test, however, stated no one
weuld be able to hear the alarm behind a closed
door In the resldents rooms. She funher stated
the tecllity had not Informed her of residents who
were at risk for elopemant.

interview with the Maintenance Director, on
08/26/11 at 65:18 PM, revealed it was
approximately 165 feet from the end of the Skillad
Nursing Facility Unit to exit door #6 on the
Personal Care Unit room and approximately 200
feet from the Nurses Statlon to axit door #6.
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