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F 000 | Continued From page 2
" iImplementation of the Plan of Correction {POC}
to ensure interventions are sffective and will
" prevent recurrenca, in order {o achieve and
mainlain compliance.,
F 282 ‘ 483.20(k)(3}{H) SERVICES BY QUALIFIED
55=) PERSONS/PER CARE PLAN

I The services provided or arranged by the facility
i must be provided by qualified persons in
accordance with each resident's wiitlen plan of

| care.

! This REQUIREMENT Is not met as evidenced -
- by:

Based on Inferview, record review, and Clinicat
Praclice Guideline review, it was determined the
facilily failed to ensure care was provided in
accordance with the plan of care, for one resident
{#1), of a selected sample of nine residents,
related to behaviors of wandering and exit
seeking. The facility failed to ensure care plan
Interventions utilized were functioning properly to
alert staff to address a resident’s wandering
behaviors in an effort to provide adequate

| supervision. The facility failed to follow the care
plan for Resldent #1 when staff observed this

| resident on 03/25/12 prior to 9:00 PM wandering
the perimeter of tha interior of the facility without
. stalf Intervention to "inquire to the reason for
wandering and to attempt to meet that need.”
Residant #1, who the facility had assessed as at
risk for elopement, exited the facility without staff
knowtedgs on 03/25/12 sometime afler 8:00 PM.
Somelime after 9:00 PM, the facility's
wanderguard alarm was aclivated; howaver,
nursing staff was unable {o address the alert

| immediately as they were providing care to olher

i

i
[ |
F 000! Submission of this Plan of Correction does not |

|

constitute admission or agreement by the
provider of the truth or the facts alleged or
conclusions set forth in the Statement of
Deficiencies. The Plan of Correction is
submitted solely because it is required by the |
provision of federal and state law:. i

!
F 282 483.20(k)(3)(ii) SERVICES BY 4/18/12

QUALIFIED PERSONS/PER CARE PLAN

It is the normal practice of Mills Health
and Rehab to provide services in
accordance with each residents written
plan of care,

Corrective Measures for Resident Identified}
in the deficiency;

Resident #1 had a bed alarm placed on the
l bed on 3/25/12 and was put on 1:1
monitoring, which continues at this timnc.
t Resident # 1's care plan was reviewed by ‘
| the unit nurse on 3/25/12 and updated 1o
" reflect the new interventions, !

! How other residents who may have been
affected by this practice were identified:

The care plans of residents who had
previously been identified as being at risk
for elopement, were reviewed for aecuracy
and implementation on 3/26/12 by the
Director of Nursing , ADON and MDS
Coordinators.
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F 282, Continued From page 3

residents and could not hear the alarm in
residents’ rooms or throughout the facifity, Once
| staff heard the alarm and identified the front door
of the facllity was atarming, they initlated the

" elopement procedures identifying that Resldent

. #1 was missing. The facility found the resident
off the facilily campus, down the street, sitting in
the driver's seat of a parked car. The facility
assessed the resident as having no injuries
noled.

The facility's failure to ensure care plan
interventions were followed and devices were
funclioning propetly in order to provide adequate
supervision of residents the facitity had identified
as having wandering behaviors andfor at risk for
elopement has caused or is likely o cause
serious injury, harm, impairment, or death to a
resident, immediale Jeopardy was identified on
03/29/12 and determined to exist on 03/25/12,

. The Immedlate Jeopardy was determined

| removed on 03/30/12 lowering the scope and

the Quality Assurance {QA} initiative related to
staff monitoring, analysis of monitoring audit
results and the development and implementation
- of the Pian of Correction (POC} to ensure
interventions are effective and will prevent
recurrence, in order to achieve and maintaln
compliance.

: (Refer to F323)

_ Findings include:

I Review of the "Exit Sesking Resldents with
Elopement Risk Clinical Practice Guidsline,*
dated 02/15/10, revealed *7. in the event the

' severily to a "D", as the facifity had not completed

’ l
F 282 | F 282(cont)

The elopement care plans and elopement |
risk assessments of all other eurrent
residents in the facility were reviewed for I
aceuracy on 3/27/12. This was conducted °
by the MDS Coordinators.

Measures Implemented or Systems

altered to Prevent Re-Occurrence:

SRNA's were provided training regarding
utilization and iinplementation of measures
located on the Nurse Aide Data Sheetto |
| address wandering behaviors. This training
- was provided by the Staff Development |
Nurse beginning on 4/4/12 and continuing
with oncotning shifts until all complete.
* Staff not trained by 4/5/12 were sent
certified letters to inform them that they
cannot work until training is completed.

‘The Interdisciplinary Care Plan team was
provided with re-education on care plan
review, validation of effective
interventions, and assuring that
interventions are implemented. This began
on 4/9/12 continuing through 4/13/12 and
- was provided by the Quality Management
Nurse, This education was extended to
licensed nursing staff to include review of
the interventions to validate they are
implemented and effective for the residents
with wandering/clopement behavioron
- 4/17/12. This cducation will be conducted |
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wandering atarm system is aclivated, the ! :

following response will occur: &) staff will prior to their next shift worked untif ali |

immedately respand to the area in which the licensed nurses are re-educated. This

alarm was activated.” * education will be given by the Staff I
Development Nurse and the Quality
Management Nurse and the Director of
Nursing. The Director of Nursing or Staff |
Development Nurse will be responsible to
provide education to those staff members
who are are on leave. i

Resident #1 was admitted to the facility on
01/3112 with diagnoses to include Alzheimer's
Disease, Dementla with Lewy Bodies and
Impulse Control Disorder. On 02/02/12, the
facility developed and initiated the Initial
admission care plan detailing Resident #1 has
+ exhibited Indicators of wandering Inside to

inappropriate places, making stalements that they The MDS Coordinators will be responsible
are leaving or exit seeking, displays behavlors to review and revise the plan of care on

I and/or body languaga indicating an elopement i . admission, re-admission, quarterly, J
may be forthcoming, attempts to exit the buiiding, annually or significant change in status an
and is cognitively impalred. The facilily detailed when concerns are identified with the plan’
staff would provide basic needs, evaluate the of care. On weekends and holidays the
raason for the resident's wandering/exit seeking charge nurse on each unit will be

and aitempt to meet the resident's need, apply
the wander aferl safety bracelet o the resident,
engage in diversional conversation with the
resident, take the resident for a short walk, take

responsible to update and revise the plan of
care as indicated.

one for activittes of dally living. Hefshe was
ambulatory with a steady gait and ambulated

| about the facility per self. Review of the ! :
" comprehensive care plan fitled \
_ Wandering/Elopement, dated 02/10/12, revealed '

t
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the resident to an aciivity as possible, validate M&W

concems and offer altematives, engage family in maintain ongoing compliance;

diversional activitles. On 02/05/12, the facility _

' revised the care plan lo reflect staff would ‘ The Director of Nursing and/or MDS

canduct every 15 minute checks. Coordinators will randomly review the
care plans of five wandering residents

An admission Minimum Data Set (MDS} every week times eight weeks then every |

assessmeoni, dated 02/07/12, revealed the facllity two weeks times eight Weeks’ then !

assessed the rosident as having impaired .| monthly times six months to validate the

decislon making and requiring the assistance of care plan has current effective \

interventions in place and that they are
implemented,
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F 282 | Conlinued From page 5

" the goal as "Resident will respond to being
re-direcled from wandering and aitempts to exit

‘ the building". Interventions included "inguire of

. the reason for wandering/exit seeking and

| attempt to moet that need, If possible:

wanderguard to right ankle; assess and provide

basic needs (hungar, thirst, tolieting needs,pain)

when resident shows signs of wandering; and

" resident Is on every 15 minute checks. Review of

the Nurse Aide Data Sheel, dated 02/14/12,

revealed nurse aides were to ensure the safety

" device (wanderguard} was secure to the

resident's right ankle; bohavioral interventions

detailed to offer to talk on the phone with family,

remind of upcoming events, call him/her by a

specific name, see aclivily preference; special

instructions included the resident is on 15 minute

checks.

! Aninterview with RN #2, on 03/28/12 at 11:25

. AM, revealed Resldent #1 walked around the
inside of the building and fiteen minute checks
were documented. On 03/25/12, she had seen,
prior to 9:00 PM, Resident #1 walking on the

| West short hall (resided on East), but thought

' nothing of it becauso he/she would pass through

| lhe West side of the building multipte times going
through the dining room and on into the East side

- of the building. RN #2 did not intervene as the

rasident’s behavior was to continuously wander

! throughout the building.

An interview with RN #1, on 03/28/12 al 12:26
PM, revealed Rosident #1 walked constantly. On
. 09/25/12 prior to 9:00 PM, RN #1 cbserved the
resident attempiing to enter the nursing station
and lead him/her to his/her room without difficulty.
No other intervention was altempted. Resident

|

F 282[ F 282 (cont) |

I If during the audit process a concern is i
i identified the care plan will be ’
‘ revised/updated by the Director of Nursin%
and/or MDS Coordinators at the time it is |
identificd.

The findings of the audit/review will be
reported to the monthly Quality
Assessment and Assurance Committee for
review and recommendations. If any
findings indicate a concern, the frequency
and or duration of the audit may increase.
Any issucs identified will have re-
education provided to the individual staff
member by the Director of Nursing and/or'
Staff Development Nurse. ’

’ The 24 hour report will be utilized by the |
nursing staff to communicate any |
interventions that may need modification

| or revision and may require action by a .

* non-nursing department. If the need is l

| determined to require action before the
next business day, the administrator will

be notified by the nursing staff,

The 24 hour report will be reviewed daily

. by the Director of Nursing. In her absence

i the ADON, unit managers and/or charge

- nurse will review, If issues are identified

i that require immediate action the Director

I of Nursing, ADON, unit manager and/or
charge nurse will be authorized and
responsible to revise the plan of care as

' indicated. On the weekends and holidays
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interviews with: RN #2, on 03/28/12 at 11:25 AM:
CNA#2, on 03/28/12 al 11:50 AM, CNA #1, on
03/28/12 at 12:08 PM and on 03/29/12 at 9:40

AM; RN #1, on 03/28/12 al 12:26 PM and on ’ ’
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F 282 | Continued From page 6 F282 F 282 (cont) l
#1 usuvally wandered throughout the facility and | .
nurses documented fifteen minute checks., the nursing Supen;isor or Charge nurse |
o ) ) , ’ will be authorized and responsible to
;rheifa:cmly Investigation regarding an ,'2;‘:;”1 4 notify the administrator and/or Director
nvalving Resident #1 ocourring on 03 . &n ’ of Nursing of any identified concerns that *

| could indicate a need for immediate
intervention. If the nursing depariment
identifies any issues that would require

[ 03/29/12 at 2:00 PM; CNA #3, on 03/29/12 at additional support in order to be resolved |
l 10:20 AM; and CNA #5, on 03/29/12 at 9:10 AM, | the administrator will be notified to
revealed West Side RN #2 stated she had exited provide assistance with resolving the
a resident's room on the long hell and as she _concern,
approached the nursing slation she heard a door
alarm sounding sometime after 9:00 PM. After Findings from the 24 hour report will be
going in another direction she realized that tha ' presented in the daily AQA meeting for
alarm was coming from the front door of the review and recommendations by the
facility. RN #2 went oul the front door and looked administrative team, This will also be

in every direction but did not see anycne and then
went to the East hall to inform RN #1 they shoutd
have staff start a search. CNA #1 stated she was
. working on the West hafl at the time and did not
know the alarm was sounding . CNA #5 staled
she was assisting another resident in hisfher

reviewed in the monthly Quality
Assessment and Assurance meeting for
any recomimendations to verify on going
compliance with the process. I any

~ concerns with the process arc identified

room and did not hear the alarm. RM #1 stated education will be provided to the

she was providing & trealment for a resident at individual staff member by the Staff

the end of the long hali of the East unit and when Developinent Nurse. In addition the

she left the rcom RN #2 told her the alarm was frequency and/or duration of the care plan
i sounding and someone was missing. RN #1 was audit process may be increased if concerns

not aware the alarm was sounding. The facility are identified through the QA process.

initiated a room search and determined Resident |

#1 could not be located. The facility staff . '

searched outside and located Resldent #1 down

 the street, sitting in the driver's seat of a car, off |

| the facility's campus. The resident told the Night ' |

- Shift Supervisor that hefshe was golng home. | ‘ i

i RM #1 assessed Resident #1 when he was ! i
assisted back into the facility and no injuries were . | |
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F 282 ‘ Continued From page 7

* found. Interviews wilh facility staff revealed that
while the Resident had the wanderguard bracelet
on and they were conducting 15 minute checks,
no stail observed or was knowledgeable to this
resident's successful attempt to leave the
building. No staff observed this resident going to
the door and no siaff was providing supervision at
the time of the incident. The stafl was providing
care o other residents and could not hear the
wanderguard alarm and could not state when the
alarm began sounding.

! An interview conducled with the Administrator, on

- 03127112 at B:30 AM, revealed Resident #1 was

, very active and could "walk the entire building In
about two minutes™. The resident had a

- wanderguard. He slated the alarm Is designed to

i provide an audible alert ihat a person wearing the
wanderguard bracelel is nearing an exil door and

! requires redirection, He stated the wanderguard
had been tested and verified working and the
door alarm had sounded and staif responded as
expected. Howaver, the facility was unable to

. provide evidence that staff was supervising

Resident #1 at the time he/she oxiled the building

to prevent elopement.

Furthermore, on 03/29/12 at 8:45 AM, an

’ observation with the DON was conducted in a
resident room at the end of the long hall on the

i East unit. The door was closed and a

2 maintenance staff triggered the front door alarm.

! The alarm was not audibte. Upon exiting the
room once the door was opened the alarm was
barely detectable. The DON stated the atarm

: was not as loud as the call light tones but was a
"different type of sound”., Further observation

| revealed thal when the wanderguard Is activated
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i the audible alarm can be heard at the door that l |
| has been aclivated and at the panel at the :
nursing station, Interview with staff revealed that
the panel will light up to specify when a door |
¢ alarm is activated and an audible alarm wilf sound ] ,
at the panel. While the facllity, had initiated one :
to one supervision of Resident #1 during awake 1
hours, placed a bed alarm on Resident #1's bed :
after the incident, they had not identifled through I
their investigation that the alarm was not audtble !
throughout the building to alert staff to address
i the exit door and wanderguard system to ensure
. adequate supervision of wandering residents, |

The State Agency verified the following action
taken by the facility to remove iImmediate :
Jeopardy as of 03/30/12; |

Review of the facility's documentation revealed
the facility held an Emergent Quality Assurance
Meeting on 03/26/12 at 10:00 AM. The facllity |
had sixteen staff attend which included key |
Administrative sltaff such as the Administrator, .
Director of Nursing, MDS Nurse, Social Sarvices : ‘
Director, Nursing Unit Manager, etc. The Quallity f

Assurance Meeting Minutes detalled the topic

discussed was a resident leaving the faciiity. The ' |
| Committee Recommended the following: 1. to |
" discuss discharge potential, inviling the family for
care plan meeting with a follow-up on 03/29/12 et
10:30 AM; 2. Educate staff on wandering

- elopement, elopemant poficy, location of
slopement books and to conduct ongoing '
in-servicing until alf nursing staff have been
trained; 3. Reviewed all polential elopement
residents for accuracy and assessmants,
reviewed all fifteen elopement potential residents
to ensure accuracy of assessment, cars plans
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and wanderguards; 4. Validated wanderguards
are working properly, conducting dally checks
with tha use of the Secure Care Tester: 5. Review
all exit doors, testing all exit doors for alarm
sounding and revlew on 03/26/12. Review of the
in-service documentation verified the facility
"trained nursing staff, social services and

admissions on 03/26/12 related wanderguards, !
elopement, resident assessmont upon admission,
wanderguard placement, wanderguard book |
location, picture on facesheet, wanderguard
checked daily by staff, alarm panel at each

" nurses desk. The in-service was provided by the : . |
facility's Director of Nursing. Intenviews on '
03/30/12 with CNA #6, at 12:08 PM; LPN #1 at
12:15 PM; LPN #2 at 12:00 PM, Social Services
at 12:05 PM, RN/MDS at 11:42 AM; RN #3 at
11:55 AM; CNA#7 at 11:25 AM; CNA #8 at 11:40
AM ravealed all these staff had attended ihe
training and validated thelr understanding of the

i facility's new system related responding to the
audible wanderguard alarm, the door panel,
elopement procedures, elopement books, elc.

i Interview with the Administrator on 03/30/12,
revealed the facility initiated a staff person to
monltor the nursing station panel for the
wanderguard which slarted on 03/29/12, These
stalf have boen trained to make an
announcemant of which door is alarming so staff
| can rospond timely, until the new annunciator can
" be installed to ensure the alarm can be audible
throughout the building. Observaltion at this time
revealed a staff person was at the nursing station
monitoring tha panel, The surveyor observed ‘ '

; timely response by staff to the wanderguard I
alarming on this date 03/30/12. Furiher
observalion revealed Resident #1 was being E

i {
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| suparvised by staff on one fo one supervision.

Based on the above interviews, observation and l
record reviews, it was determined the Immediate !
* Jeopardy was removed, effective 03/30/12, with
the scope and sevarity lowered to a "D” as the
facllity had not completed the QA inftialive related ;
- to staff monitoring, analysis of menitoring audit |
resulfs and the developmeant and implementation
of the POC 1o ensure interventions are effactive
and wil: prevenl recurrence, in order to achieve . ;
and maintain complianca. ’
F 323 483.25(h) FREE OF ACCIDENT F 323

§5=J | HAZARDS/SUPERVISION/DEVICES F-323 483.25(h) FREE OF ACCIDENT 4/18/12
HAZARDS/SUPERVISION/DEVICES )

The facllity must ensure that the resident I
environment remains as free of accident hazards

| as is possible; and each resident recaives ‘ It is the normal practice of Mills Health
adequate supervision and assistance devices to and Rehab to ensure that the resident
prevent accidents. | environment remains as free of accident

hazards as is possible: and each resident
receives adequate supervision and
assistance devices to prevent accidents.

Corrective Measures for Resident

Identified in the deficiency:

| This REQUIREMENT is not met as evidenced

by:
Based on observation, interview, record review, Resident # 1 had a bed alarm p[aced on the
Clinical Practice Guideline and Policy and bed on 3/25/12 and was puton 1:1 :

Procedure reviews, it was determined Ihe fachity
failed to ensure one resident (#1), in the selectod .
sample of nine restdents, received adequate was reviewed by the charge nurse on
supervision to prevent accidents. The facility 3/25/12 and updated to reflect the new
failed to follow thelr Misslng Resident/Residsnt . Interventions reflecting the increased

. Elopement policy. The faclility faited to ensure monitoring.

care plan interventions utilized wers functioning '

! properly to atert staff to address Resident #1's ‘
wandearing behaviors in an effort to provide ]

monitoring. The care plan for Resident #!

H
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adequate supervision. Additionally, the facility
failled to follow the care ptan for Resident #1
when staif observed this resident, on 03/25/12
prior to 9:00 PM, wandering the perimeter of the
interior of the facility without staff intervention to
"Inguire to the reason for wandering and to
atlempt to meet that need.” The facility's system
for supervision ulilizing, the wanderguard
assistive device for residents identified as
wandering risk, was ineffective lo ensure the
safely of these residents. The facility had
identified, assessed and care planned fifteen
I resfdents with wandering behaviors. On 03/25/12
after 9:00 PM, Resldent #1, who the facility had
l identified, assessed and care planned as having
: wandering behaviors, exited tha facility without
staff knowledge. The facility found Resident #1
off the facility campus silting In an unknown car in
the driver's seat, asleep after 9:30 PM. Facility
: staff documented last sesing Resident #1 at 9:00
PMon 03/25/12. The facility had identified that
" staff was to utllize the wanderguard and conduct
every fifteen minuies checks of Resident #1.
Facility staff interviews identified that Resident #1
could walk through the facilily very quickly within
approximalely two minules and had a history of
going door to door. Interviews with facllity staff
_ identified that they did not hear the audible
wanderguard alarm while providing care to other
residents at the time Resident #1 exited the
building without staff knowledge. This failure to
ansure adequate staff supervision of Resident #1
and the facility’s fallure to ensure the assistive
device functioned adequalely and effectively,
prevented the facility from idenlifying Resident #1
was exit seeking on 03/25/12 in order to redirect
him/her to safety,

Fazs| 323 (cont) ;

How other residents whao may have heenj
affected by this practice were identified:
The elopement care plans, Nurse Aide
Data Sheets and elopement assessments of
- all current residents in the facility were |
reviewed and revised as indicated to
validate that all identified residents have
accurate and current interventions, This
was completed by the MDS Coordinators :
on 3/27/12. The Wandcring / Elopement '
Risk Notebook was checked by Activities
Director and administrator on 3/28/12 to

verify that all wandering and elopement
i risk residents were identified.

Measures Implemented or Systems

. Altered to Prevent Re-occurrence:

[n-servicing on the elopement policy, the
© secure Care alarm system and response to
alarms was initiated on 3/26/12 with staff
present and was provided to oncoming
~ staff on or before their next shift worked.
The training was completed by the
Director of Nursing, ADON and evening
shift supervisor. Additional education
regarding the temporary monitoring
system being implemented and response
rcquiretnents was initiated on 3/29/12 with,
all facility staff including the Nursing
Assistants, Medication Aides,

. Administrative and Licensed Nurses, |
Administrator, Social Services, Activities,

i
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F 323" Continued From page 12
The facility’s failure to ensure adequate
" supervislon of residents the facility had identified
| as having wandering behaviors andfor at risk for
elepament has caused or is likely to cause
- serious injury, harm, impalrment, or death lo a
| resident. immediate Jeopardy was idenlified on
03/29/12 and determined to exist on 03/25/12 and
Substandard Quality of Care was Identiffed at
483.25. The Immediate Joopardy was
determined removed on 03/30/12 lowering the
scope and severily to a "0", as the facllity had not
completed the Quality Assurance {QA) initiative
related to staff monitoring, analysis of monitoring
audil results and the development and
implementation of the Plan of Corraction {PQOC)
to ensure interventions are effective and will
prevent recurrence, in order to achieve and
maintaln compliance.

J Findings inciude:

I A review of the facillty pollcy and procedure titled
: MISSING RESIDENT/RESIDENT ELOPEMENT,
“dated 01/01/07 and revised 02/15/10, included: 1.
Residents who exhibit exit saeking behaviors or
elopement potential will be Identified. 2.

" Residents who exhibit exit seoking behaviors or
alopement potential will be evaiualed by the
interdisciplinary team and an individuallzed care
plan will be developed to address the elopement
risk. 3. Resldant's response to interventions wilt
be monitored, and revisions will be made as
indicated. 4. in the event a resident exits the
bullding or the wandsring alarm system is
activated, staff will respond. Review of the Exit

. Seeking Residents with Elopement Risk Clinical
Praclice Guideline, dated 02/15/10 revealed *7. In
the event the wandering alarm system is

|
|

|

F323| F323 (cont) |

| Dietary, Environmental Service, ,
Housekeeping, and Laundry. J

Beginning on 3/29/12 a staff member from
the facilitys quality assessment and '
assurance committee was assigned to
monitor the enunciation panel at the East |,
nurses station, keeping it in visual and
audible range at all times. This person |
remained positioned at the intersection of
the two hallways and in view of the west
front exit door, and in view of the doorwa
to the front entrance-way, providing ,
additional supervision of those high
resident traffic areas. A second team
member was assigned fo be readily
available to respond in the event an alarm
sounds. This person would respond to any
door alarm to assure immediate
supervision to any resident in the vicinity
of the activated alarm,

The staff assigned to this task were trained
in the process on 3/29/12 prior to
! beginning the monitoring process by the
Quality Managemcnt Nurses. This process
was utilized before and during upgrade to .
the alarm system to provide monitoring of
the alarm system, to assure that staff were
alerted in the event an alarm was activated,
and to provide an immediate responder in
the event care givers couldn't hear the
alarm prompting the need for immediate
t response and vigilant supervision, It was
continued through 4/8/12. |

i
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| activated, the following response will occur: a) ! .
\ staff wilt immediately respond 1o the area in which All emergency exit doors were checked |
' the alarm was activaled,” Review of lhe' ) | daiiy by the chiona] VP Of Dperatiﬂns and
. "Checking Eleclronic Wanderng Transmitting or the administrator to validate proper
| Devices Clinical Practice Guideline”, datsd ) Working order from 3/26/12 through '
¢ 08/30/07, revealad 4. The designated individual 4/9/12

+ will check the equipment and follow the : |
manufaciurer's instructions for the following:

* proper use, proper tone and volume, baltery Eight amplifiers were installed to increase

replacement, appropriate placement.” the volume of the alarm 50 that it could be
heard throughout the facility. Amplifiers
 The facllily admitted Resident #1 on 01/31/12 with were placed in a central location on the
diagnoses to Include Alzheimer's Disease, resident hallways, so it would be audible
Dementia with Lewy Bodies and Impulse Control . inside the resident rooms, facilitating
Disorder. The facility developed and initlated the immediate response and supervision/
iniliat admission care plan, on 02/02/12, detailing : intervention in the event an alarm is
Resident #1 has exhibited Indicators of wandaring : . activated, to prevent elopement after
: inslde to inappropriate places, making statements instaltation of the ordered equipment.
that they are leaving or exit seaking, displays Additional alarms and enunciation panels ‘
behaviors and/or body iangL{age indicaling an . were added to link alarms together for
. fr::p sﬂs;lgm:: dbies ?nhnﬁg\r::lnﬂ’rnai:gztsﬁl:m notification, and to facilitate prompt
y °g vy me : identification of the location of alarm

fackity detaited intervention that staff would
provide basic needs, evaluate the reason for the

restdent's wandering/exit seeking and attempt to ) . I
meet the resident's need, apply the wander alert i An initial test was conducted of 100% of

activation. This was conpleted on 4/7/12.

safety bracelet to the resident, engage in the resident rooms by the administrator
diversional conversation with the resident, take . and VP of operations to validate the
resident for a shorl walk, take to an aclivity as alarms could be heard in each room, with
possible, validate concerns and offer alternatives, the door closed,

l engage family in diversional activilies. The facllity I
revised the care plan to reflect staff would Upon completion of the installation a test

j conduct every 15 minute checks on 02/05/12. was conducted on each shift for three days|

‘ from 4/7/12 through 4/9/12 to assure that

A admission Minimum Data Set {MDS) staff are alertcd to the new transition of the‘

| assessment, dated 02/07/12, revealed the faclifty

assessed Resldent #1 as having impalred :
decisfon making and required the assistance of | | .
| i |
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I one for activities of daily living. He/she was
ambulatory with a steady gait and ambuiated
about the facllity per self. Review of the
comprehensive care plan, dated 02/10/12,

I revealed the facility implemented the following

- interventions to address Resident #1's
Wandering/Elopement risk: wandeguard devica:
secure braceiet to resident's right ankle, name on
' wander alert log, check wandergaurd to evaluate
operating status; approach the resident by e

. spacific name; assess and provide basic needs;
engage in diversional conversation with resident;
provide diversional activity; validate concerns and
. offer allematives; "inquire of the reason for
wandering/exit seeking and altempt to meet that
need, if posslble”; and resldent is on every 15

. minutes checks.

An interview with Cerlified Nursing Assistant
“(CNA) #5, on 03/29/12 at 9:10 AM, revealed
 Resident #1 walks the hall of the East and West
units and that he/she woutd iry to open exit doors
at the ends of tho halls and then walk back up the
hall. Interview with CNA #2, on 03/28/12 at 11:50
AM, revealed Resident #1 walked all the fime,
usually around the facility in a circle and went

" door to door at times. An interview with

| Reglstered Nurse (RN) #1, on 03/28/12 at 12:26
PM and on 03/29/12 at 2:00 PM, revealsd
Resident #1 did not normally say much and was
"usually in {his/har} zone" and that he/she went
door o door af times.

Arevigw of the facility Compressed Behavior
Report, dated 01/31/12 through 03/25/12,

| revealed only one entry for wandering alterad was
documented for 02/13/12. A revlew of the
facility's Behavior Management 15 Minule

In addition, supplemental education on
wandering/elopement behaviors, including;
location and operation of new alarm
additions, has been provided to all facility’
staff. This was initiated on 4/3/12 by the
Staff Development Nurse and was )
- completed on 4/12/12. Education will be |
provided to any staff who were not -
present, prior to their next shift worked.

- Certified letters were sent to employees

. who had not completed training by 4/5/12
informing them that they cannot work unti
the training has been completed. The
Director of Nursing will be responsible to
provide or arrange for the education for
these employees.

A post test and/or retumn verbal

* understanding was used to validate
understanding of the education provided.
This education was added to the general
orientation by the Quality Management

. Nurse.

Monitoring Measures implemented_to
maintain ongoing compliance:

Eight amplifiers were installed to increase
the volume of the alarm so that it could be
heard throughout the facility. Amplifiers
were placed in a central location on the
resident hallways, so it would be audible
inside the resident rooms, facilitating
immediate response and supervision/
intervention in the event an alarm s
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. Monitoring Form, dated March 25, 2012, revealed ! !
RN #1 documented seeing Resident #1 at 9:00 - activated, to prevent elopement after !
PM. Review of nursing notes, dated 03/25/12 al ’ instailation of the ordered equipment.
9:15 PM, revealed Reglstered Nurse #1 Additional alarms and enunciation panels !
documented "front door alarm sounding, began were added to link alarms together for
search for Resldent #1, Checked each resident's notification, and to facilitate prompt

identification of the location of alarnn

breakroom, lobby and throughout building". activation, This was completed on 4/7/12. .

I room, bathroom, dining area, fina dining area,
" Further review of the Behavior Management 15

Minute Monitoring Form, dated March 25, 2012, ..
revealed RN #1 had documented “missing" for . An unannounced golden alert/missing
9:15 PM and 9:30 PM. Review of the nursing : resident drill will be conducted on a
‘notes, on 03/25/12 at 9:30 PM, RN #1 weekly basis on all shifis for the next four
documented “resident found outside of building, weeks, then will be conducted monthly on
sitting in the driver's seat of a vehicle, sleeping, cach shift for twelve months, The first
by Night Shifl Supervisor. When asked resident weekly drill was conducted on 4/12/12 Thd
- what he/she was dolng he/she staled "Irying to drilts will be conducted by the Plant
. @ethome. Resideni was then escorled back {o Service Manager and/or ADON. The
facllity”. administrator will be responsible to |
assure that drills occur at the scheduled

A roview of the facility's investigation of the intervals.

03/25/12 event, and interviews with: RN #2, on
03/28/12 at 11:25 AM; CNA #2, on 03/28/12 at , . .
11:50 AM; CNA #1,0n 03/28/12 at 12:08 PM and The response to the drills will be reviewed!
on 03/29/12 at 8:40 AM; RN #1, on 03/28/12 at in the facility's monthly Quality ,
12:26 PM and on 03/29/12 at 2:00 PM:; CNA #3, ' Assessment and Assurance fOl‘ evaluat:on ’
on 03/29/12 at 10:20 AM: and CNA #5, on of the process. If findings indicate any
03/29/12 at 9:10 AM, revealed West Side RN #2 concern re-education will be provided and
stated she exited a residant's room on the fong the frequency or duration of the drills may
- hali and as she approached the nursing station increase. Ifany issues are identified, re-
she heard a door alarm socunding sometime after education will be provided to the
2:00 PM. She realized after going in another 7 individual staff member(s) by the Staff
direction that the alarm was coming from the front | Development Nurse and/or Plant Service
door of the faclity. RN #2 went out the front door Director.
and looked in every direction but did not see
anyone. She then went to the East hall to inform . .
Rh}l#‘i they should have staff start a search. CNA The testing of the alarm system will be
' #1 stated she did not know the slarm was conducted monthly to verify that alarins
t remain audible in a sampling of resident |
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| sounding as she was working on the West Hall at
" the time of the incident. CNA #5 stated she was | rooms on each hallway, utilizing rooms
asslsling another resident in his/her room and did that are distant from the amplifiers. A
not hear the afarm. RN #1 stated she was minimum of eight rooms wili be checked
performing a treatment for a resident in histher i each month. Any concerns identified wil] |

room at the end of the fong East unit hall. After
exiling the resident's room, RN #1 stated RN #2
told her the alarm was sounding and someone

be reported to the administrator for
immediate intervention to resolve the |

was missing. RN #1 was not aware the alarm was concern.
sounding. The lacllity initiated & room search and ) )
determinad Resident #1 could not be located. The findings of the tests will also be
The facility staff searched outside and localed reported to the monthly Quality
Residant #1 down the street, silting In lhe driver's ' Assessment and Assurance Cotnmittee for
seat of a car, off the facllity's campus. The i review and recommendations. If any
. resident told the Night Shift Supervisor that findings indicate a concern, the frequency
he/she was going home. RN #1 assessed and or duration of the audit may increase.

Resldent #1 when he/she was assisted back into
the facility and no injuries were found.

! Gbservation of Resident #1, on 03/28/12 at 11:15
AM, revealed the resident ambulated with a
steady, slow gail, had a blank expression and
answered only "yes* to questions. The residant
continued to ambulate from one side of the

" building through the dining room to the other side
completing a circle. The resident was observed
at 11:30 AM, 11:45 AM, 12:02 PM, 12:10 PM, and :
- 12:30 PM, walking the same circular path through ;
the building. A slaff member was within arm's
raach al all times as the facility had Initiated one

! to one monitoring while awake since 03/25/12,

An interview conducted with the Administrator, on

03/27/12 at 8:30 AM, revealed Resident #1 was

very active and could “walk the entlre building in

about two minutes”, The resident had a

wanderguard. He staled the wanderguard alarm
I is designed io provide an audible aler! 1o staff
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, that a person weating the wanderguard bracslet i

Is nearing an exit door and requires redirection. !

Resldent #1 was determined missing about 9:00 |
PM on 03/25/12 and was found sleeping in a car | :
down the street a few minutes later. The resident ! _
was retumed to the facility, had no injury and the , !
facllity had initiated one o one supervision. The |

wanderguard had been tested and verified : ,
worklng and the door alarm had sounded and
staff responded as expected. However, the i
facility was unable to provide evidence that staff
was supervising Resident #1 at the time he/she
exited the bullding to prevent elopement,

On 03/29/12 at 8:45 AM, an observation with the
DON was conducted in a resident room at the
and of the long hall on the East unit. The rasident
room deor was closed and a maintenance staff
triggered the front door alarm, The alarm was nol
audible while in the resident’s room. Upon exiting
ihe room, once the door was opened, the afarm
was barely detectable, The DON stated the
atarm was not as loud as the call light tones but
. was a "different type of sound”. Furiher
cbservation revealed that when the wanderguard
is activated the audible afarm c¢an be heard at the
doar that has been activated and at the panal at |
the nursing station. Interview with these staff
revegled that the panel will light up to specify ;
when a door atarm is activated and an audible (
| alarm will sound at the panel. While the facility, ‘
: had Initiated one to one supervision of Resident ) :

#1 during awake hours, placed a bed alarm on | | ‘

Resldent #1's bed, they had not identified through
their investigation that the alarm was not audible _ :
. throughout the buitding to atert staff to address
restdents wandering near the exit doors. This ’
| falure prevented the facliity from ensuring
s i
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assistive devices used to adequately supervise
wandering residents was functioning effectively to
alert slaff to address he needs of wandering
residents.

The State Agency verified the following action
taken by the facility to remove Immediate
Jeopardy as of 03/30/12;

Review of the facility's documentation revealed
the facility held an Emergent Quality Assurance
Moeling on 03/26/12 at 10:00 AM. Tha facility
had sixteen staff attend which included key
Administrative staff such as the Administrator,
1 Director of Nursing, MDS Nurse, Soclal Services
Director, Nursing Unit Manager, atc. The Quality
Assurance Meeting Minutes detailed the topic
discussed was a resident leaving the facility. The
_ Commiltee Recommended the following: 1, to
I discuss discharge potential, inviting the famiiy for
, care ptan meeting with a follow-up on 03/29/12 at
" 10:30 AM:; 2. Educate staff on wandering
elopement, elopement palicy, location of
elopement books and fo conduct ongoing
in-servicing until alf nursing staff have been
"trained; 3. Revlewad all potentiat elopement
. residents for accuracy and assessments,
reviewed all fiflean elopement potential residents
to ensure accuracy of assessmaent, care plans
and wanderguards; 4. Validated wanderguards
are working properly, conducting daily checks
with the use of the Secure Care Tester; 5. Review
all exil doors, testing all exit doors for atarm
sounding and revlew on 03/26/12, Review of the
| In-service documentation varified the facility
trained nursing stalf, social services and
. admisslons on 03/26/12 related wanderguards,
I elopement, resident assessment upon admission,
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F 323 | Continued From page 19

wanderguard placement, wanderguard book
! location, picture an facesheet, wanderguard
. checked daily by staff, alarm panel at each
nurses desk. The in-service was provided by the
" facility’s Director of Nursing. interviews on
03/30/12 with CNA #6, at 12:08 PM; LPN #1 at
12:15 PM; LPN #2 at 12:00 PM, Social Services
'at 12:05 PM, RN/MDS at 11:42 AM: RN #3 at
11:55 AM;, CNA #7 at 11:25 AM; CNA #8 at 11:40
AM reveated all these siaff had altended the
training and validated their understanding of the
facility's new system refated responding o the
. audible wanderguard alarm, the door panel,
alopement procedures, elopement books, etc.

interview with the Administrator on 03/30/12 at
approximately B:00 AM, revealed the facility
iniffaled a staff person to monitor the nursing
. station panel for the wanderguard which starled
| on 03/29/12. These staff have been irained to
" make an announcement of which door is
i alarming so staff can respond timsly, until the
| new annunclator can be installed to ensure the
" alarm can be audible throughout the building.
Observatlon at this time revealed a slaff parson
l was al the nursing station monitoring the panel.
The survayar cbserved {imely response by stalf {o
the wanderguard alarming on this date 03/30/12.
Further obsarvatien revealed Resident #1 was
being supervised by staff on one lo one
supervision,

Based on the above interviews and record

; roviews, it was delermined the Immaediate
Jeopardy was remaoved, effective 03/30/12, with
the scope and severity lowered to a "D as the
facilily had not complated the QA Initialive related
to staff moniloring, analysis of monitoring audit
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rasulls and the developmen! and implementation |
of the POC 1o ensure interventions are effective
and will prevent recurrence, in order to achieve
and maintain compliance.
F 490 | 483.75 EFFECTIVE F430: F 490 483.75 EFFECTIVE 4/18/12
55=J ADMINISTRATION/RESIDENT WELL-BEING ADMINISTRATION/RESIDENT WELL-

A facility must be administered in a manner that
enables it to use its resources effectivoly and

i efficiently to attain or malntain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, review of the
I"Jab Description for Facliily Administrator, and

" review of Clinical Practice Guidelines and Palicies
. and Procedures, it was determined the fecility
failed to be administered in a manner that
enabied it to use it's resources effectively and
efficiently to altain or maintain the highest
practicable physical, mental and psychosoclal
well-being for ene resident (#1), in a selected
sample of nine residents. The facility failed to
ensure adequate supervision to prevent accidents
was provided for one resident (#11). Restdent #1,

+ who the facility had assessed as having
wandering/exit seeking hehaviers and determined
was an elopement risk, exited the facility on
03/25/12 without staff knowledge and was found
in a parked car on the street oif the facllity

s campus.

The facilily had assessed and identified fifteen
residents with wandering behaviors and had

BEING

each resident.

" in the deficiency;

bed on 3/25/12 and was put

It is the normal practice of Mills Health
and Rehab to be administered in a manner
that enable it to use its resources
effectively and efficiently to attain or
maintain the highest practicable physical,
mental and psychosocial well-being of

Corrective Measures for Resident Identificd

Resident #1 had a bed alarm placed on the

How ofher residents whe may have been

on I:1l

monitoring. The care plan for Resident #1 |
was reviewed by the unit nurse on 3/25/12
and updated to reflect the new ‘
interventions and increased supervision.

affected by this practice were identified:

The care plans and elopement risk

assessments of residents with elopesnent
potential were reviewed for accuracy and
implementation on 3/26/12 by the Director.
of Nursing , ADON, MDS Coordinator.
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F 430 | Gontinued From page 21

-, Implemented wanderguard devices as an
intervention. The facilily faifed fo ensure Resident
#1 was supervised adequately to prevent
elopement. The facility admilted Resident #1 with
diagnoses (o include to include Alzheimer's
Diseasa, Dementia with Lewy Bodles and
Impuise Control Disorder. The facility developed
; and implemented a care pian for efopament
{ inlliating the use of the wanderguard device and
staff checks every fiteen minutes due to
wandering behaviors, On 03/25/12 sometime
after 9:00 PM, Resldent #1 exited the building
“ through the front door without staff knowledge, Al
9:30 PM, the facliity found the resident down the
I street in the driver's seat of a car off the facllity's
“campus. The resident was missing
i approximately thirty minutes based on the
! facllity's medical record documentation. [nterview
with five facility stalf ravealad they did not hear
the Secure Care Alarm System sounding, on the
evening of 03/25/12, which prevented staff from
addressing the resident's wandering behavior in
an sffort to redirect him/her fo safely. The facility
failed o identify through their invesligation, staff's
failure to follow the care plan interventions and
i the inability for stalf to hear the wanderguard
audible alarm thraughout the facilily while
providing care. However, the facility staff, on the
evening of 03/25/M2, were unable to hear the
Secure Care audible alarm while providing care
to other residents, which prevented them from
immediately responding 1o the alarm, per the
{ facllity's policy. This prevented the facility from

providing necessary supervision to Resident #1
who was successful in eloping from the facility
} without staff knowledge.

The facility's faiture to ensure adequate

f
F 480! F 490 {cont) '

The elopement care plans and assessments‘{
of all current residents in the facility were
reviewed for accuracy on 3/27/12. This
was eonducted by the MDS Coordinators.

Measures Implemented or Systems Altered
to Prevent Re-occurrence: }

The Interdisciplinary Care Plan team was
provided with re-education on care plan |
review and validation of the effectiveness
and implementation of interventions,
beginning on 4/9/12 continuing through !
4/13/12.

- This training was provided by the Quality
management Nurse. This education was
extended to licensed nursing staff to

i include review of the interventions to
validate they are implemented and
functioning for the residents with
wandering/clopement behavior on 4/17/12.

This education wifl be conducted prior to
their next shift worked until all licensed
nurses are re-educated. This re-education
will be given by the Staff Development

¢ Nurse, Quality Management Nurse and the
Director of Nursing, The Director of
Nursing and/or staff development wili be
responsible to provide education to those I
staff members who are are on leave,

The MDS Coordinators wiil be reéponsiblfJ_
to review and revise the plan of care on
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. supervision of residents the faciiity had identified |
| as having wandering behaviors and/or at risk for admission, re-admission, quarterty,
- elopement has caused or is likely to cause annually or significant change in status anJ

. serious injury, harm, Impairment, or death to a

resident. Immediate Jeopardy was identified on
03/29/12 and determined lo exist on 03/25/12 and
Substandard Quallty of Care was identifled at
483.25. The Immediate Jeopardy was
determined removed on 03/30/12 lowering the
scope and severily to & “D", as the faciiity had not
completed the QA initiative related to staff
monitoring, analysis of monitoring audit resuits
and the development and implementation of the
Pian of Correction (POC} fo ensure interventions
are effective and will prevent recurrence, in order

" to achieve and maintain compliance.
{Refer to F282 and F323)

The findings include:

A review of the facitity Job Description-Facllity

. Administrator, no date, revealed the Job

Summary: Oversees patient/resident care,
manages cverall operalion, employee
management, fiscal management, and ensure

* compliance with State and Federal regulations.

Job Responsibilittes included: Provision of quality
patient services conslstent with the philosophy;
and standards of the company by means of
adequately trained personnel and implementation
of company procedures. Insure that the facility is
free of any unsafe condltions and participate In
monthly safety meetings. Responsibte for

. overseeing risk management activities that focus

on risk reduction and preventative strategles for
residents, visitors and staff. Reviews, monilors

- and follows-up on incident reports, adverse

. provides an audible alert in the most

. review of the requirements of the
| administrator to administer the facility in a

when concemns are identified with the plan
of care. On weekends and holidays the
charge nurse on each unit will be
responsible to update and revise the plan of
care as indicated.

The administrator participated in and
provided oversight of the installation,
implementation and training of
improvements in the alarm system which

distant resident rooms, when the doors are
closed. This was completed on 4/7/12.

The administrator was provided re-
education by the Regional Vice President
of Operations from the facility's resource
team. This oversight and education was
initiated on 3/26/12. A review session was
held with the administrator on 4/17/12 with

manner that enables it to use its resources
effectively and effectively to attain or
maintain the highest practicable physical,
mental and psychosocial well-being for
each resident.

The training included the need to oversce
the investigative process for incidents and
accidents, effectively identify contributing |
factors and utilize the facilities resources
to validate that interventions are |
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incidents, rasident grievances, and deficlencios

i ciled by the agency. Develops plans of action to

correct and respond to identified quality and risk
issues.

A review of the facility policy and procedure titled
MISSING RESIDENT/RESIDENT ELOPEMENT.

" dated 04/01/07 and revised 02/15/10, included: 1.

Residents who exhibit exit seeking behaviors or
elopement potential will be identified. 2.
Residents who exhibit exit seeking behaviors or
elopement potential will be evaluated by the
Interdisciplinary team and an individualized care
plan will be developed to address the alopament
risk. 3. Resldent's response to Interventions will
be monitored, and revisions will be made as
indicated. 4. Inthe event a resident exits the
building or the wandering alarm system Is
activated, staff will respond. Review of the Exit
Seeking Residents with Elopement Risk Clinical
Practice Guldeline, dated 02/15/10 revealad "7. In
the event the wandering alarm syslem is
activaled, the following response will occur: a)
slaff will immedlately respond to the area in which
the alarm was activated." Review of the
“Checking Electronic Wandering Transmitting
Devices Clinical Practice Guideline", dated
08/30/07, revealed "4. The deslgnated Individual
wifl check the equipment and follow the
manufacturer's instructions for the folfowing:
proper use, proper tone and volume, battery
replacement, appropriate placement.”

A review of Resident #1's record revealed he/she

" was admitted to the facility G1/31/12 with

diagnoses to include Alzheimer's Diseasae,
Dementia with Lewy Bodies and Impulse Control
Disorder. The facilily assessed and identified

|

)

| developed, care planned, cotnmunicated

and implemented. It also includes
overseeing policics and practices to avoid
instances of abuse or neglect, As leader of
the facility's Quality Assessment and
Assurance Committee, the administrator
leads the group and supports them in
implementing processes to identify areas
of quality that may be deficient and 1o
develop action plans to achieve desired
quality and monitor the cffectiveness of
plans,

Monitoring Measures implemented to

maintain ongoing compliance;

The Director of Nursing and/or MDS
Coordinators will randomly review the
care plans of five wandering residents
every week times eight weeks then every
two weeks times eight weeks, then
monthly times six months to validate the
care plan has current effective
interventions in place and that they are
implemented.

If during the audit process a concern is
identified the care plan will be ;
revised/updated by the Director of NUrsind
and/or MDS Coordinators at the time it is
identified, |

The findings of the audit/review will be
reported to the monthly Quality l
Assessment and Assurance Committec for
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F 490 Continued From page 24

| Restdent #1 as having wandering behaviors and
al isk for efopement on 02/02/12 per the facility's
; admission wander/elopement at risk care plan,
An inferview with RN #1 on 03/28/12 at 12:26 PM,
and with RN #2, on 03/28/12 at 11:25 AM,
revealed Resident #1 walked constantly around
the inside of the building and fifteen minute
checks were documented. RN#1 stated, that on
03/2512 prior to 9:00 PM, she cbserved the
resident attempting to enter the nursing stetion
and led him/her to his/her room without difficuity.
No other intsrvention was attempted. RN #2
staled, that on 03/25/12 prior to 9:00 PM, she had
seen Resldent #1 walking on the West short hall
{resided on East), but thought nething of it
because hefshe would pass through the West
side of the bullding multiple imes going through
tho dining reom and on into the East side of the
building. RN #2 did not intervens as the
resident’s behavior was to contimzously wander
throughout the building. Per the facliity's
Investigation, on 03/25/12 sometime after 9:00
PM., Resfdent #1 exited the building without staff
knowledge. The facilily staff initiated elopement
procedures once ihey heard the wanderguard
alarm. Facility staff conducted a search outside
and found the resident off the facilily carmpus,
i sitting in the driver's seat of a parked car. The
facility assessed Restdent #1 with no Injury
identified,

! Review of the facility’s investigation revealed the
' facility had not identified that the wanderguard
i alarm was not audible when staff was in
resident’s rooms with the door shut,
Interviews with: RN #2, on 03/28/12 al 11:25 AM:
CNA ¥2 on 03/28/12 at 11:50 AM; CNA#1.0n
03/28/12 at 12:08 PM and on 03/29/12 at 9:40

' !
F 490| F 490 (cont) |

I review and recommendations, If any

~ findings indicate a concern, the frequency !

f and or duration of the audit may increase.

" Any issues identified will have re- §
education provided to the individual staff |

member by the Director of Nursing and/or
staff development nurse. |

The 24 hour report will be utilized by the
- nursing staff to communicate any
interventions that may need modification
or revision and may require action bya |
non nursing depariment, If the need is
determined to require action before the [
next business day, the administrator will

be notified by the nursing staff. |

The 24 hour report will he reviewed daily
by the Director of Nursing. In her absence l
the ADON, unit managers and/or charge
nurse will review, If issues are identified
that require itnmediate action the Director
of Nursing, ADON, unit manager and/or
charge nurse will be authorized and ’
responsible {o revise the plan of care as
indicated, On the weekends and holidays |
the nursing supervisor or charge nurse wiil’
be authorized and responsible to notify the

administrator or Director of Nursing of an)]

identified concerns that could indicate a
need for immediate intervention. If the
nursing department identifies any issues
that would require additional support in
order to be resolved the administrator will
. be notified to provide assistance with |

1
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AM; RN #1, on 03/28/12 at 12:26 PM and on

I'03/29/12 at 2:00 PM; CNA #3, on 03/29/12 at

10:20 AM; and CNA #5, on 03/29/12 at 9:10 AM
revealed West Side RN #2 stated she had exited
a resident's room on the iong hall and as she

" approached the nursing station she heard a door

alarm sounding sometime after 9:00 PM. CNA #1
staled she was working on the West hali at the
time and did not know the alarm was sounding .

 CNA #5 stated she was assisting another resident

in hisfher room and did not hear the alarm. RN
#1 stated she was providing a freatment for a

- resident at the end of the long hall of the East unit

and when she left the room RN #2 1old her the
alarm was sounding and someone was missing.
RN #1 was not aware the alarm was sounding.
While the facllity staff responded appropriately
once they heard the alarm, the facillty could not
provide evidence that ihey provided adequale
supervision to prevent slopament as the assistive

| device used to aid siaff was not audible while
* slaff was providing care In resident rooms. This

prevented the facllity from addressing Resident
#1's wandering behavior in order o prevent
efopement,

Observation revealed, on 03/29/12, the Secure
Care Alarm was not audibie in 1he resident's room
with the door shut and could barely be heard

" when standing in the haliway outside the resident

o0m.

The Adminisirator, on 03/27/12 at 8:30 AM, stated
Resident #1 was very active and could "walk the
entire building In about two minutes®. The
resident had a wanderguard. The Administrator
detailed the front exit door locked and efarmed
when a wanderguard was placed near the exit

F 490 (cont)

- resolving the concern.

| concerns with the process are identified
. Development Nurse. In addition the
. frequency and/or duration of the care plan

are identified through the QA process.

- Assessment and Assurance for evaluation

Findings from the 24 hour report will be
presented in the daily AQA meeting for
review and recommendations by the
administrative teain. This will also be
reviewed in the monthly Quality
Assessment and Assurance meeting for
any recommendations to verify on going
compliance with the process. If any

education will be provided to the
individual staff member by the Staff

audit process may be increascd if concerns

An unannounced golden alert/missing
resident driil will be conducted on a

weekly basis on all shifts for the next four
weeks, then will be conducted monthly on

_ each shift for twelve inonths. The first J

weekly drill was conducted on 4/12/12 Th
drills will be conducted by the Plant
Service Director and ADON. The
administrator will be responsible to assure
that drills occur at the scheduled intervals.

The response to the drills will be reviewed
in the facility's monthly Quality

of the process, If findings indicate any
concern re-e¢ducation will be provided and
the frequency or duration of the drills may |
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| seconds, the door fock refeased and the door
would open. They stated the system was used to
alert staff of wandering resldenis who were wilhin
approximalely four fee! of the exit door so they
could redirect them, The Administrator validated
that Resident #1 had successfully eloped at about
9:00 PM on 03/25/12 and was found sleeping in a
car down the street a few minufes iater. The
resident was refumned to the facllity, had no injury
and was now on one 1o one supervision. The
wanderguard had been tested and verified
working and the door alarm had sounded and
staff responded as expected. However, during
testing for the abiliy to hear the wanderguard
alarm, observation of the last East unit resident
room, on 03/29/12 at 8:45 AM, revealed tha! both
% the Stale Agency Surveyor and the Direclor of
* Nursing {DON}, after maintenance staff triggered
the front door alarm, could not hear the alarm In
the resident's room. Upan exiting the room, once
" the door was openad, the alarm was barely
' deteclable. Further observation revealed that
i when the wanderguard is activated, the audible
" alarm can be heard at the door that has been
i activated and at the panel al the nursing station.
Interview with these staff revealed that the panel
- will fight up 1o specify when a door alarm is
acfivated and an audible alarm will sound at the
pane!l, While the facility had initiated one o one
supervision of Resident #1 during awake hours,
ptaced a bed alarm on Resident #1's bed, they
had not identified through their investigation that
the alarm was not audible throughout the bullding
" to alert slaff lo address wandering resident's who
| were nearing an axlt door. This fallure prevented
the faciiity from ensuring assistive devices used

increase.
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. door; however, when the panic ber of the exit :
door was compressed for approximately fifleen

Testing of the alarm system will be '
conducted monthly to verify that alarms
remain audible in a sampling of resident .
rooms on each hallway of each unit, ]
Rooms that are the farthest away from the !
amplifiers will be included. The alarm
sound in eight rooms, at minimumn will be i
tested monthly. Any concern identified
will be reported itnmediately for
correction. Findings of the tests will be |
reported to the facility's Quality Assurance
and Assessment Committee for |
review and recommendations. Based on
findings of any concerns identified by the
committee the frequency of the drills may
be increased to validate the on-going ‘
compliance.

The regional vice president of operations
from the resource team will provide
oversight to the administrator monthly for
3 months then quarterly for 6 months to
validate ongoing compliance,
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| to adequately supervise wandering residents was

- funclioning effectively to alerl staff to address ihe
needs of wandering residents. Furlhermore, the
facility was unable to provide evidence that staif

! was supervising Resident #1 at the time he/she
exiled the building to prevent elopement,

The State Agency verified the following action
teken by the facility fo remove Immediate
. Jeopardy as of 03/30/12:

Review of the faclity’s documentation revealed
the facilily held an Emergent Quality Assurance

i Mooting on 03/26/12 at 10:00 AM. The facility
had sixieen staff attend which included key
Administrative staff such as the Administrator,
Director of Nursing, MDS Nurse, Social Services
Director, Nursing Unit Manager, etc. The Quality
i Assurance Meeting Minutes detailed the topic
discussed was a resident leaving the facility. The
Commitlee Recommendad the following: 1. to

- discuss discharge potential, inviting the family for
care plan meeting with e follow-up on 03/29/12 at
10:30 AM; 2. Educate staff on wandering
elopement, elopement policy, location of
elopement books and to conduct ongoing
in-servicing until all nursing staff have been
trained; 3. Reviewed all potential elopement
residents for accuracy and assassments,
reviewed all fiteen elopement potential residents
to ensure accuracy of assessment, care plans
and wanderguards; 4. Validaled wanderguards
are working properly, conducting daily checks
wilh the use of the Secure Care Tester; 5. Review
. all exit doors, tesling all exit doors for alarm
sounding and review on 03/26/12. Review of the
in-service documeniation verified the facifity
trained nursing staff, soclat services and
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admissions on 03/26/12 related wanderguards,
elopemeant, resident assessment upon admission,
wahderguard placement, wanderguard book
location, picture on facesheet, wanderguard |
I checked daily by staff, alarm panel al each
" nurses-desk. The in-service was provided by the
facllity's Director of Nursing. interviews on : i
03/30/12 with CNA #6, at 12:08 PM; LPN #1 at
12:15 PM; LPN #2 at 12:00 PM, Soclal Services
at 12:05 PM, RN/MDS et 11:42 AM: RN #3 at I
11:55 AM; CNA#T at 11:25 AM; CNA #8 at 11:40
AM revealed all these staff had attended the
: training and validated their understanding of the l
facllity's new system related responding to the
audible wanderguard alamm, the door panel,
elopement procedures, elopemeant books, elc.

Interview with the Administrator, on 03/30/12 at
approximately 8:00 AM, revealed the facility
initiated a staff person to monitor tha nursing
station panel for the wanderguard which staried
on 03/29/12. These siaff have been irained to
“make an announcement of which door Is

+ alarming so staff can respond timely, until the
new annunclator can be instalied to ensure the
alarm can be audible throughout the building.
Observation al this time revealed a staff parson
was at the nursing station monitoring the panel.
The surveyor observed timely response by staff 1o
the wanderguard alarming en this date 03/30/12,
Further observation revealed Resident i1 was

| being supervised by staff on one to one '
supservision. |

Based on the above Interviews and record ’ ' |
reviews, it was determined the Immediate

Jeopardy was removed, effective 03/30/12, with

the scope and severily lowered {o a "D" es the ’ i l
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factlity had not completed the QA initiative related ' |

to staff monitoring, analysis of monitoring audit ’ '
’ results and the development and implementation .
of the POC to ensure interventions are elfective ; l
and will prevent recurrence, in order to achieve ’
and maintain compliance.
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