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' Amended 04/25/14

}5 An Abbreviated Survey and Partial Extended

| Survey was initiated on 03/12/14 and concluded

; on 03/27/14 to investigate KY21435. The Division
! of Health Care substantiated the allegation with

! immediate Jeopardy (IJ) and Substandard Quality
| of Care (SQC) identified on 03/17/14 and

| determined to exist on 03/09/14 at 42 CFR

f 483.20 Resident Assessment (F282 at /8 *y*

1 and 42 CFR 483.25 Quality of Care (F323 at 8/

f "K"). Substandard Quality of Care wag identified

After consultation with the Centers for Medicaid
and Medicare and quality review additional
citations were identified at 42 CFR 483.20

| Resident Assessment (F280 at S/S "E") and 42

| CFR 483.75 Administration (F490 at S/S "K*).

i

g Resident #4 was assessed by the facility to be at

' risk for elopement and was care planned to have
a WanderGuard applied. On 03/09/14, Resident

#4 was found by staff, at approximately 10:30

| AM, with the WanderGuard (WG) device off.

| However, staff fajled to replace the W@, and the

| resident exited the building without staft

- knowledge. The resident was observed by staff

| outside the facility on the sidewalk propelling self

’ in the wheelchair at approximately 1:00 PM. The

| resident was returned to the facility and assessed

| to have no injury. The facility identified the

f; resident did not have the WG on upon return to

| the facility.

!

, The facility provided an acceptable Allegation of
| Compliance (AQC) on 03/24/14 alleging removal
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Any deficiency statement ending with afl dsterisk (*) denotes a deficiency which the insti

that
sther safequards provide sufficient protection to the pati ts. (See instructions. ) Except for nursing homes, the findings stated above are disclosable 90 days
ion is provided, F i

patien
ollowing the date of survey whether or not a plan of correcti

lays following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

Jrogram participation,
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| of the Immediate Jeopardy (lJ) as of 03/15/14.

i The State Survey Agency (SSA) verified the IJ

| Was removed on 03/15/14 ag alleged at 42 CFR
!‘ 483.20 Resident Assessment (F282) with the

483.25 Quality of Care (F323) and 42 CFR
483.75 Administration (F490) with the Scope and
Severity lowered to an "E* while the facility's
| Quality Assurance Committee monitors the
effectiveness of implemented action plans to
achieve and maintain compliance.
j Two additional complaints, KY 21433 and Ky
21504, were also investigated during the
abbreviated Survey and were unsubstantiated
with no deficiencies,
483.20(d)(3), 483.10(k)(2) RIGHT TO

SS8=E | PARTICIPATE PLANNING CARE-REVISE CP

|
|
|
i
F 280(
f The resident has the right, unless adjudged
| incompetent or otherwise found to be
| incapacitated under the laws of the State, to
1 participate in planning care and treatment or
{ changes in care and treatment,
A Comprehensive care plan must be developed
,( within 7 days after the completion of the
| comprehensive assessment; prepared by an
| interdiscipfinary team, that includes the attending
’ physician, a registered nurse with responsibility
| for the resident, and other appropriate staff in
 disciplines as determined by the resident's needs
| and, to the extent practicable, the participation of

| legal representative; and periodically reviewed
' and revised by a team of qualified persons after
| | each assessment.

i
i

Scope and Severity lowered to a ", and 42 CFR

| the resident, the resident's family or the resident's

|

|

D (X5}
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39714 |

i
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i
|
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|
|
{
|
i
|
|

|
i
g
| . Retuned safely to Living Center by f
f Licensed Nurse
1 . Assessment completed to rule out injury by
i the Licensed Nurse.
*  Immediate investigation was initiated by the
Unit Manager.
l . Wander Guard tag was replaced by the
Licensed Nurse. The device was verified 1o

f
| be in working order by the flashing light as
f indicated by manufacturers’ directions by

| the Licensed Nurse, The Licensed Nurse

i documented incident with interventions on
| the DQI per policy.

| ¢ Care plan was reviewed by the Unit

! Manager. No revisions were deemed

i needed by the Unit Manager.

| ¢ System review, ie, the Unit Manager

,? manually checked all doors to ensure they
: were locking properly. All doors were

fj working correctly. The Unjt Manager

| checked the Wander Guard system by

H
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; { taking cach resident with a device to an exit
F 280 | Continued From page 2 F 280’ door. The system was working properly.

|

|
J;
|
|

r This REQUIREMENT is not met as evidenced

! by:

{ Based on interview, record review, and review of

| the facility's policy, it was determined the facility |

{’ failed to revise the comprehensive care plan for
five (5) of fourteen (14) sampled residents,

} Residents #4, #5, #6, #7, and #8's

1 comprehensive care plans for elopement

; contained an intervention to ensure a
WanderGuard (WG) was in place on the resident;

' however, the care plans did not indicate the WG

f' should be checked for placement and/or function |

| and/or how frequentiy.

The facility failed to revise Resident #4, #5, #6, 47

and #8's care plan when the WG was initially f
| applied to ensure the WG was checked for

Residents #4, #5, #6, #7, and #8.

|
|
|
|
|
|
|

? The findings include:
/ I
| Review of the facility's policy regarding |
| Interdisciplinary Care Plans, revised October I
| 2009, revealed the care plan wag implemented to !
| guide the facility in providing necessary care and f
| services for a resident's well-being. The resident :
j care plan would include historical issues that f
| were currently being managed with interventions, |
i

|

i

c Review of the facility's policy regarding
| Elopement Guidelines, revised 2013, revealed
I the facility would develop a resident care plan that ;

Per manufacturers mstructions th

¢ flashing

light on the device cnsures the battery js

working properly. All Wander Guard tags

in use were checked for the flash

the Unit Manager. A flashing light was not

visible on one tag and the device

ing light by

was

The Licensed Nurse checked all 7 clopement
binders to ensure this resident was included. |

This resident was included in al

! immediately replaced by the Unit Manager.
|
i
!

7 binders.

*  Alldoors and Wander Guard system was
checked for proper functioning per

Maintenance Director.

Criteria 2

o Al residents have the potential to be

affected.

. All nine residents currently assessed ag
clopement risk residents were verified they
had a working Wander Guard tag in place
by the Unit Manager. One device did not

were functioning properly as veri
Unit Manager.
¢ Allresidents confirmed safe with

tour.

*  All 7 elopement binders were rey
residents at clopement staff were
elopement binders as determined

Licensed Nursing Staff.

doors were waorking properly.

. On 3/9/14, the Maintenance Direc

taking a device to each door, The

|
i
|
]
!
]
i
i
!
|
|
|
|
|
|
|
f
’ was working properly.
|

|

|

!

have a blinking light and wag immediately /

Living Center by the Unit Manager and
Licensed Nursing Staff doing a walking

replaced by the Unit Manager. The other 8

fied by the

in the

e

iewed by

the Licensed Nursing Staff 1o ensure

identified,

All residents identified were included in the

by the

. On 3/9/14, the Maintenance Director i /
manually re-checked alf exit doors. Al

o1 re-

checked the Wander Guard system by

i

system |
i
|
|
i
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i

measures taken to

The WG device would be
checked to ensure the device was in place, and
batteries checked and replaced prior to the

}' expiration date, Additionally, the resident would

|

- exit the center, with the
prevent the elopement.

have a care pian for elopement in place and
would have interventions confirmed through
| physical observation.

1. Review of the clinical record for Resident #4
revealed the facility admitted the resident on
08/11/11 with diagnoses of Senile Dementia and
Alzheimer's Disease. The facility completed a
uarterly Minimum Data Set (MDS) assessment

f
|
|
i
|
i
!
|
i
]
|
|

H

f Brief Interview Mental Status (BIMS) score of five
f (5). The facility developed an elopement care

i plan, dated 01/25/14, which stated the resident

f looked for people and thi

| had attempted to open the front door to get aride
i to go home. The care plan, dated 01/25/14,

| stated staff was to find something on the unit the

| resident would like to do to divert attention from

| the door; remind the resident the family would be

? visiting soon; talk to the resident to try and find

| out what the resident was looking for: and test the
f WanderGuard alarm to make sure it's working

| properly. However, the care plan did not indicate
| Checking for placement, and/or frequency.

1]

|

1 2. Review of Resident #5's clinical record
revealed the facility re-admitted the resident on

| 04/05/12 with diagnoses of Alzheimer's Disease
I and Senile Dementia. The facility developed a

| risk for elopement care plan, on 04/26/1 3. The

! facility identified the resident as unable to make
. good safety decisions and wandering, as well as

|
{.
|
|
;
|

H
|
i
i
|
|
{
|
;
i
i
|
|
i
!
I
|
f
|
i
i

|
|
All individual Wander Guard devices were ;;
checked for working order by verifying the ;
flashing light per manufacturers’ directions {
on 3/9/14 by the Unit Manager,
On 3/10/14, the Director of Nursing }
] reassessed all current residents for
f elopement risk. No new residents were /
added.
/ On 3/10/14, the Director of Nursing and
Social Services staff verified ali clopement
; binders were correct. No discrepancies were
noted. The Director of Clinical Education
(DCE) initiated an elopement drill on
[ 3/11/14.

Criteria 3

3/9/14;
Immediate education was initiated by the
Unit Manger for the Licensed Staff and
Nursing Assistants:

Care plans are designed to ensure the safety
of residents.

The Licensed Nurse is responsible to ensure:
Care plans are followed as developed for

| each resident and monitored a minimum of
! every shift and more frequent, if indicated,
{ with documentation on MARS/TARS. Care |
! plans are reviewed daily on an ongoing basis

f during clinical start up and updated ag

| indicated. Care Plans are reviewed :
! quarterly, annually and with each significant
|

|

|

f

i

!

!

[

change on an ongoing basis.
Devices, such as wanderguards, are in place,
if indicated. Devices are monitored & i
minimum of every shift and more frequent if |
indicated, with documentation on i
MARS/TARS. The Licensed Nurses will !
continue to check the devices every shift or
more frequent, if indicated, on an ongoing
basis.
I
I
l
H
I

i
H
i
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Continued From page 4

f able to propel him/herself throughout the facility.

| A care plan intervention, initiated 04/26/13,

f included a WG in place on the resident. The
facility completed a Significant Change MDS

( assessment on 02/27/14 and assessed the

| resident to have a BIMS score of zero (0) with no

| revisions to the at risk for elopement care plan,

| However, the care plan did not indicate checking

| for placement, function, and/or frequency.

3. Review of the clinical record for Resident #7
| revealed the facility admitted the resident on
| 01/05/14 with a diagnosis of Dementia with
| Behavioral Disturbance. The facility completed an
" initial MDS assessment on 01/10/14 and
| assessed the resident to have a BIMS score of
two (2). The facility initiated a care plan, on
02/14/14, for risk of elopement related to the
resident self-propeliing to the doors and
attempting to open the doors. The care plan
included an intervention for the use of a WG on

i
|
|
5
| and/or frequency.

|

| 4. Review of the clinical record for Resident #6
i revealed the facility admitteq the resident on

| 09/12/08 with diagnoses of Senile Dementia,

} Alzheimers Disease, Dementia with Behavioral
! Disturbances, Delusional Disorder and

' Depressive Disorder. The facility identified the

| resident with a history of wandering and tended to

' wander into other residents' rooms. An elopement

i risk care plan was developed on 03/29/11 with

; interventions of a WG in place, and to check that
| the WG battery was operating effectively every

| shift. However, the care plan did not indicate
where the WG was to be placed, nor checking for
| placement.

] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE MPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
f DEFICIENCY)
3/10/14:
F 280

;’f The Director of Clinical Education (DCE) continued
education initiated by the Unit Manager. Al Licensed
Staff excluding PRN did receive education by 3/13/14.

i

|

does not use agency staff. One on oge education was
provided with the assigned nurse at the time of the
event, on 3/10/14 per the Director of Nursing.

3/10/14:
The Executive Director and Director of Nursing
reviewed the Elopement Policy and Procedure and
determined to be in place without need for revision.
The Director of Nursing verified in Point Click Care
(PCC) that care plans were in place for residents at risk
for elopement. The care plans were reviewed for
aceuracy 3/10/14-3/12/14 and six of the nine were
revised by the Director of Nursing. The DCE wilj
f continue to educate new hires during orientation and re-
; educate staff as needed on an ongoing basis.

Criteria 4
3/11/14

Nursing, MDS Coordinator, Social Services, Unit
Manager, Activities and Dietary representative, will
i monitor all care plans quarterly, with significant

} changes, or as needed on an ongoing basis. The

j Director of Nursing or ADNS will audit action items
|

|

{

week x 4 weeks, then one time a week x 4 weeks, then
monthly x 3 months. Results of the audit will be
reported in the monthly QA Committee Meeting
monthly x 3 months then quarterly. The QA
Committee will evaluate and make recommendations.
The DNS will report any issucs identified from these

education will be provided by the DCE or DNS ona
one on one basis.

Members of the QA Committee held a meeting on
3/10/14 to discuss the event on 3/9/14 and developed 4

plan to prevent fecccurrence. The plan included to re-

| binders were reviewed on 3/9/14 and were current. Al}
! care plans for patients with wanderguards were
t’ | reviewed on 3/10; 14 Audit of MARS/TARS were

H
f education was completed on 3/14/14. Elopement
|

PRN staff was in-serviced prior to working. The center |

|

{ audits to the [DT/Start up feam at the next meeting. Re- f
|

H

|

The IDT, ie, Director of Nursing, Assistant Director of

i
{

educate all staff regarding Elopement Policy. Al staff |

|
|
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5 5. Review of Resident #8's clinical record

| revealed the facility admitted the resident on

1 10/21/10 with a diagnosis of Senile Dementia,

} The facility completed a Quarterly MDS

| assessment on 02/21/14 and assessed the

3 resident to have a BIMS score of three (3). The
I

facility initiated a comprehensive care plan for rigk

. of elopement, on 10/22/1 0, with a WG in place on

| the ankle, dated 11/18/1 3. The facility identified

| the resident at risk of elopement due to confusion

f related to his/her diagnosis and a history of
removing the WG. However, the care plan did
not indicate checking for placement, function,
and/or frequency.

|

J

| In addition, review of the care plans for Residents
f #4, #5, #6, #7, and 48 revealed the care plan did

|
_f

not address monitoring the battery life of the WG. |

|

! Interview, on 03/14/14 at 12:46 PM and on
| 03/24/14 at 1:57 PM, with the Unit Manager for
i the 100 Unit revealed resident care plans were
| updated by the Unit Managers and MDS

! Coordinators. She stated social services would
 also participate in updating the care plan if the

| resident exhibited behaviors. The Unit Manager
 indicated the nurses did not update the care

* plans and any interventions listed would have

} been added by the Unit Manager.

' Interview with MDS Coordinator #2,0n 03/17/14
| at 8:59 AM, revealed the MDS Coordinator was

| responsible to add interventions to an initial care
- plan when the resident was admitted to the
facility. She stated the Unit Managers were

' responsible to initiate the care plan. The MDS

- Coordinator indicated nursing would be
_responsible to update the care plan related to

|
I
|
i
|
;
|
|
|
!
I
|

|

|
i
i
i
§
i

i
|
|
|
|
i

placement was completed on 3//14. An clopement
drill was completed on 3/1 1/14 and will be quarterly, o
thereafter. The details were discussed with the Medical /

completed on 3/10/14. Wander Guard tunction and ! [

Director via tefephone on 3/10/14.

03/12/14 The DNS created and initiated an audit i
tracking form. Information included on audit form: |
resident name with tag, date Wander Guard tag applied, |!
site, weekly check of battery using the hand held
device, date of Jast assessment, IPOC/care plan, MD
order, and resident information in the Elopement Book.
The use of this audit form is ongoing. Wander Guard |
orders and care plans related 1o clopement will be |
audited per DNS/ADNS for consistency, to include
checking for placement and functioning, frequency of
checks, and location of tag. The DNS/ADN will check }
battery life of tag weekly using hand held device as |
recommended by manufacturer, Spare Wander Guard !
tags, bands, and the hand held device used for
activation of WG tags have been placed in the North
med cart to facilitate access for nursing. Social Services
sontinues to review and update the Elopement Binder !
weekly and as needed. Social Services created and
sontinues to utilize an audit tool, Information included: |
resident name, serial number for 1D tag, and where tag {
s placed. Maintenance or Manager on Duty continues !
‘0 monitor al} doors and Wander Guard system for |
roper functioning daily. The DCE continues to
somplete education with alf newly hired staff related to
‘he Wander Guard system and care plans. The DNS will |
‘e-educate staff as needed. !
|

A QA Committee meeting will be held weekly x 4
weeks, then bi-weekly x 4 wecks, then monthly
hereafter. QA meetings were held weekly. No
sroblems identified. Elopement Binders, Door &
Vander Guard System Audits, and Nursing Audits are
eviewed at each QA Meeting. The QA meeting held on
4/27/14 recommended creation of an Elopement
Imergency Kit. 4/3/14 The DNS created an Emergency
4t as recommended. 4/3/14 The committee
ecommended the removal of tags for Wander Guard

|
i
|
H
¢
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| e!opement. two patients due to change of condition. and were
removed per Nursing, 4/10/14 QA meeting was held.
No issues were identified. 4/17/14 No issues identified.
T'he QA Committee will review compliance with
education related to care plan training  The DCE will
monitor and report percentages of training completed to |
the QA Committee quarterly. 3/17/14 The DCE reports
that all nursing staff have completed Care Plan training. -
If the Medical Director is unavailable in person on 2
weekly basis, he will review progress by telephone with
the Executive Director and/or DNS, To date the

Medical Director has been either present for all

meetings or on phone conference line during the ¥280 |
meeting,

10N 03/17/14 at 10:15 AM, interview with the
i interim DON revealed the Unit Managers were
| responsible to update resident care plans.

i
{

]

f

|

i

f

! Interview with the Adm inistrator, on 03/25/14 at )

5 9:33 AM, revealed care plans were updated by 5

| the MDS Coordinator, Unit Managers, or DON. !

She stated the morning meeting with the |
lnterdisciplinary Team (IDT) would review when a

|

I

|

|

{

{

|

x |

| WG was placed on a resident. The Administrator } }
|

I

| indicated the resident care plan would be updated 571012014
f during the clinical portion of the meeting, which
she did not usually attend,

A post survey interview with the Unit Manager for
| the 100 Unit, on 04/23/14 at 10:11 AM, revealed |
| the resident's nurse and unit managers were
| responsible to update the resident's care plans
| whenever there was a change in the resident's
} condition. The Unit Manager stated a care plan |

i

|
| for risk of elopement would include interventions. f
An intervention the facility would use could / J
| include using a WG, She indicated the care plan {'
| for Resident #4, #5, 46, #7, and #8 would not | |
 specify to check function of the WG. However, | |
f she indicated the date the WG was applied f |
' should be on the care plan for monitoring. The | | f
' Unit Manager further indicated to check | i g
| placement and function of the WG would be a | |
 physician order which would also show on the ; |
| eMAR/GTAR. She stated she ha been trained by | | ?
 the facility how to update the care plan. The Unit | i
| Manager indicated the way she monitored how | |
| care plans were updated was in the morning | |
| Clinical meeting when something had occurred | |
| with a resident, then the care plan would be | |
 Updated. | |
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F 280[}
{ On, 04/23/14 at 10:27 AM, a post survey

| interview with MDS Coordinator #1 revealed

f resident care plans were updated by the nurses

| at the time something occurred with a resident.

f She stated during the maorning clinical meeting,

the care plan could specify to check placement
and function; however, checking the WG was

not have to specify to check the WG placement
E and function on the care plan, the nurse would

21' would need to be checked for
i

care plan was not updated the resident had the
potential to elope from the facility.

f
|
| the Nurses, Unit Managers or herself were

; responsible to update a resident care plan. She
| Stated the resident's nurse would initiate a care
 Plan and the care plan would then be discussed
| in the clinical morning meeting. The SSP
 indicated the care plan for risk of elopement
should specify to check the WG to ensure the
WG was working. She indicated she could not

| recall if she participated in updating the care

i plans for Residents #4, #5, #6, #7, and #8. The
| SSD further indicated the care plans should
 specify to check the WG however, the need to
check the WG could be in a physician's order.

]
I
i
!

| check placement and function, the nurse would
| Not be aware to check the WG. However, she
_indicated even without an order, if the care plan

resident care plans were reviewed. She indicated

MDS Coordinator further indicated if the resident

f usually on the eMAR by a physician’s order. The
f did not have an order listed on the eMAR and did
|

rely on the elopement book and shift notes to be

function and placement. She stated if the resident

| A post survey interview, on 04/23/14 at 10:42 AM,
with the Social Services Director (SSD) revealed

 She stated if the resident did not have an order to

|

F 280

|

l CROSS-REFERENCED TO THE APPROPRIATE
|

ki

!

|

et e

e e

|

|
|

[

i
; H
| |
| |
| |
|
|
|
i
|
|
i
|
!
|

;
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F 280 Continued From page 8

Specified to check the WG for function, the nurse f
would know to check the WG. The SSDdidnot |
| specify what could happen to a resident if the {
| care plan was not updated and stated she hoped |
i everything would be communicated with staff, ;

g A post survey interview, on 04/23/14 at 10:53 AM,
with the ADON revealed Multiple team members
were responsible to update the care plans for
residents, including social services, unit ;
managers, ADON, and DON. She stated the }
| intervention for a WG in place for Residents #4, |
) #5, #6, #7, and #8 should also include to check ]
| the WG. However, staff did not check the battery
ife of the WG. The ADON indicated it the cars . |
f plan did not reflect the need to check the WG for |
{ function, there would not be any record the f
| Nurses were checking the WG function, or when. |
f She stated if the care plan was not updated to
( reflect the need to check the WG the nurses
| would have to be specificaily asked if they were !
| checking the WG for function. She indicated the |
} nurses would be aware of the WG through shift ;
|

{

report communication. The ADON further

| indicated the purpose of the care plan was to

| implement what the resident needed. She stateqd

f she had been trained by the facility how to update ¢

| care plans. The ADON also stated she did nof f

| monitor care plan updates for timeliness or ;

| accuracy. !

| |
]

' On 04/23/14 at 11:22 AM, a post survey interview

‘ with the interim DON revealed the Nurses and the
i Unit Managers updated the resident's care plans |
| as soon as there was a change in the resident. i
| She stated the care plans for Residents #4, #5, |
| #6, #7, and #8 should specify the WG was in
place, but it was not necessary to indicate to |
| check function as the physician order should I

[
F 280}

H

T
f /
f ‘

|
i
|
|
!
H
|
f
|
]
i
|
i
i
|
!
|
]
|
i
i
i
|
|
i

|
|
|
|
;
!
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F 280 { Continued From page 9 | F280 ?f j
|
|

specify to check WG function, She stated the
physician order would then list to check function
of the WG on the eMAR/eTAR. The DON
indicated if the care plan did not specify to check

f the WG for function and there was no physician |

| order to check the WG's function, the nurse

} would know to check the WG for function through f
verbal report. However, checking function did not
mean monitoring battery life or expiration date.
She stated the purpose of the care plan was to |
communicate to staff the care a resident needs. } /
The DON stated if the care plan was not updated |

| the resident would not receive the care the facility

| Needed to provide to the resident. She indicated |
the monitored care plans were updated by ;
reviewing care plans Quarterly and annually with }

|
| ,

changes, and care plans were reviewed during
the morning clinical meeting. She further
indicated if a care plan needed to be updated
during the morning meeting, it was completed by
f the ADON, DON, or Unit Manager at that time.

A post survey interview with the Administrator, on
04/23/14 at 11:41 AM, revealed care plans could
be updated by nursing, social services, ADON, or !

! DON. She stated the care plan intervention which |

! included a WG in place did not need to specify f

| where the WG was Placed or to check function. {

| She indicated the care plans for Residents #,

f‘ #5, #6, #7, and #8 did not need additional |

 information related to checking the WG for |

| function. The Administrator stated it was possible §

. to specify check WG function on the care plan; |

- however, indicating the WG in place was the |

| same message. She indicated the purpose of the

| care plan was to communicate the care for a |

| resident. She stated if the care plan did not r

| specify to check the WG for function the nurse |

_Would still be aware to check the WG as a result |
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f must be provided by qualified persons in
| accordance with each resident's written plan of
care.

| by:

| Based on interview, record review, and review of
é the facility's policies, it was determined the facility
i failed to have an effective system in place to

I ensure the staff followed the care plan for two (2)

 of fourteen ( 14) sampled residents (Resident #4

| and #7). The facility's elopement care plan for

' Resident #4 included interventions for the

| resident to have a WanderGuard (WG) and the

( facility's elopement care plan for Resident #7
lincluded the intervention of a WG on 02/1 4/14;

| however, there was no evidence it was applied or
| monitored until 03/27/14.

| This REQUIREMENT is not met as evidenced f

,! Resident #4 was assessed by the facility to be at
’ risk for elopement and was care planned to have
!
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F 280 Continued From page 10 i F 280}
| from facility training. The Administrator indicated if |
if Resident #7's care plan did not specify to check '
| the WG for function, and it was not listed on the f
| eMAR/eTAR to check for function, the nurse
would know to check for function through the shift ;
report and assignment sheets. However, the staff | /
did not check the battery life of the WG. She
| stated if the care plan was not updated for risk of
f elopement, the potential outcome could be a
| break in communication. The Administrator
! indicated she monitored care plan updates !
through the morning meeting with the IDT.
F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 l £282
8S=J | PERSONS/PER CARE PLAN f
Criteria 1
| The services provided or arranged by the facility | 3/9/14

. Returned safely to Living Center by
Licensed Nurse

. Assessment completed 1o rule out injury by k
the Licensed Nurse, !

. Immediate investigation was initiated by the
Unit Manager.

*  Wander Guard tag was replaced by the }‘

et s,

Licensed Nurse, The device was verified 1o
be in working order by the flashing light as
indicated by manufacturers’ directions by |
the Licensed Nurse. ] he Licensed Nurse {
documented incident with interventions op i
the DQI per policy. I
*  Care plan was reviewed by the Unig
Manager. No revisions were deemed
needed by the Unit Manager. |
*  Systemreview, ie, the Unit Manager !
manually checked all doors o ensure they |
were locking properly. All doors were !
working correctly. The Unit Manager !
|
|
i
|
i
i
i

checked the Wander Guard system by
taking each resident with a device to an exit
door. The system was working properly.

; Per manufacturers instructions the flashing
| light on the device ensures the battery ig

f working properly. Alj Wander Guard tags

| in use were checked for the flashing light by
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; the Unit Manager. A flashing light was not
F 282 Continued From page 11 F 282 visible on one tag and the device was

#4 was found by staff, at approximately 10:30
AM, with the WanderGuard (WG) device off.

f resident exited the building without staff
|

|
to have no injury. The facility identified the
resident did not have the WG on upon return to
; the facility. (Refer to F323)

I
i
f place to ensure the staff followed resident care
5 plans to ensure residents were free from

g elopement placed residents at risk in a situation
| that has caused or is likely to cause, serious

} injury, harm, impairment, or death to a resident.
| Immediate Jeopardy was identified on 03/1 7114

was notified of the Immediate Jeopardy on
03/17/14.

| of the IJ on 03/15/14 and the State Survey

|
!
| (POC) and the facility's Quality Assurance
! monitors the effectiveness of the systemic
[ changes.

The findings include:

Review of the facility's policy regarding

- Elopement Guidelines, revised 201 3, revealed

a WanderGuard applied. On 03/09/14, Resident

However, staff fajled to replace the WG, and the
knowledge. The resident was observed by staff
outside the facility on the sidewalk propelling self

I in the wheelchair at approximately 1:00 PM. The
| resident was returned to the facility and assessed |

The facility's failure to have an effective system in

and determined to exist on 03/09/1 4. The facility

Compliance (AOC) on 03/24/14 alleging removal

;j

|

! The facility provided an acceptable Allegation of

| Agency (SSA) validated the Immediate Jeopardy

| was removed on 03/15/14, as alleged. The scope
 and severity was lowered to a "D" while the facility

develops and implements the Plan of Correction

|
|
|
f

|

|
|
|
|
|

|
!
f
|
/
1
|
|
li
i

immediately replaced by the Unit Manager.

The Licensed Nurse checked all 7 elopement
binders to ensure this resident was included.
This resident was included in ail 7 binders.

. All doors and Wander Guard system was
checked for proper functioning per
Maintenance Director.

¢ All residents have the potential to be

affected.

. All nine residents currently assessed as

elopement risk residents were veri fied they

had a working Wander Guard tag in place
by the Unit Manager. One device did not
have a blinking light and was immediately

replaced by the Unit Manager. The other 8

were functioning properly as verified by the

Unit Manager.

*  Allresidents confirmed safe within the
Living Center by the Unit Manager and
Licensed Nursing Staff doing a walking

i tour.

f *  All 7 elopement binders were reviewed by

; the Licensed Nursing Staff to ensure

E

|

|
i Criteria 2
/}
|

residents at elopement staff were identified.
All residents identified were included in the
elopement binders as determined by the
Licensed Nursing Staff

| *  On3/9/14, the Maintenance Director

| manually re-checked all exit doors. All

i doors were working properly.

I{ . On 3/9/14, the Maintenance Director re-

| checked the Wander Guard system by

| taking a device to each door. The system

| was working properly.

! *  Allindividual Wander Guard devices were

| checked for working order by veri fying the |

i flashing light per manufacturers’ directions !

! on 3/9/14 by the Unit Manager. ‘

! *  On3/10/14, the Director of Nursing |

| reassessed all current residents for |

i clopement risk. No new residents were !
added. f
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? | . On 3/10/14, the Director of Nursing and !
F 282 Continued From page 12 F 282 Social Services staff verified all elopement

| exit the center, with the
| prevent the elopement.
| checked to ensure the

| Additionally, the resident would have

observation.

guide the facility in providing

08/11/11 with diagnoses of

elopement care plan,

’ that were not there,

g plan, dated 01/25/14, stated
: Something on the unit the
| do to divert attention from
| resident the fam ity would

|
|
; Review of the facility's policy regarding
|
|
|
|

the facility would develop a resident care plan that
addressed the resident's potential to wander or
measures taken to

The WG device would be
device was in place. |
a care plan

| for elopement in place and would have
interventions confirmed through physical

{

Interdisciplinary Care Plans, revised October
2009, revealed the care plan was implemented to
necessary care and
services for a resident's well-being. The resident's
| care plan would include historical issues that
were currently being managed with interventions,

1. Review of the clinical record for Resident #4
revealed the facility admitted the resident on [
Senile Dementia and
| Alzheimer's Disease. The facility completed a
; Quarterly Minimum Data Set (MDS) assessment
| on 12/28/13 and assessed the resident with a
| Brief Interview Mental Status (BIMS) score of five |
 (5). ANurse's Note, dated 01/24/14, revealed j
| Resident #4 exhibited exit seeking behavior and |
i was observed by staff to attempt to open the front ‘
| door of the facility. A WG was then placed on the |
| resident's ankle. The facility developed an f
| dated 01/25/14, which |
| stated the resident looked for people and things }
was unable to make good |
| safety decisions, and had attempted to open the |
 front door to get a ride to go home, The care ,’
staff were to find
resident would like to ;
the door; remind the |
be visiting soon; talk to |

binders were correct. No discrepancies were
noted. The Director of Clinical Education
(DCE) initiated an clopement drill on
3/11114.

Criteria 3

3/9/14:

*  Immediate education was initiated by the
Unit Manger for the Licensed Staff and
Nursing Assistants:

Care plans are designed to ensure the safety
of residents.

. The Licensed Nurse is responsible to ensure:
Care plans are followed as developed for

each resident and monitored a minimum of
every shift and more frequent, if indicated,

with documentation on MARS/’ TARS. Care
plans are reviewed daily on an ongoing basis
during clinical start up and updated as
indicated. Care Plans are reviewed

quarterly, annually and with each significant
change on an ongoing basis.

. Devices, such as wanderguards, are in place,

if indicated. Devices are monitored a :
minimum of every shift and more frequent if
indicated, with documentation on |
MARS/TARS. The Licensed Nurses will
continue to check the devices every shift or
more frequent, if indicated, on an ongoing
basis.

The Director of Clinical Education (DCE) continued
education initiated by the Unit Manager. All Licensed
Staff excluding PRN did reccive education by 3/13/14.
PRN staff was in-serviced prior to working.
does not use agency staff, One on one education was
provided with the assigned nurse at the time of the
event, on 3/10/14 per the Director of Nursing,

|
|
3/10/14: [
|

The center

The Executive Director and Director of Nursing
reviewed the Elopement Policy and Procedure and
determined to be in place without need for revision.
‘The Director of Nursing verified in Point Click Care

|
3/10/14: ;
|
|
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: {PCC) that care plans were in place for residents at risk
F 282 Continued From page 13 F 282 for elopement. The care plans were reviewed for
the resident to try and find out what the resident accuracy 3/10/14-3/12/14 and six of the nine were
| was looking for; and test the WanderGuard alarm revised by mg Director O}f‘N”'Z‘“g The D&f will i
| i i i continue to educate new hires during orientation and re-
to make. §ure ,t Was WO!’k!ﬂg properly. Review of educate staff as needed on an ongoing basis,
the Certified Nursing Assistant (CNA) care sheet
revealed the resident had a WG. Review of the Criteria 4
electronic Treatment Administration Record Y14
(GT.AH)',dated March 2014’ revealed the . The IDT, ie., Director of Nursing, Assistant Director of
resident's WG Shoulg be checked every shift for Nursing, MDS Coordinator, Social Services, Unit
placement and function. A Nurse's Note, dated Manager, Activities and Dietary representative, will
03/09/14, revealed Resident #4 exited the tacility ff;]mimr all care P'gn; quarterly, Wifhgig{“ﬁ%m
H H changes, or as needed on an Ongong bdasis. 1
and was found outside. The resident had stated Director of Nursing or ADNS will audit action items
he/she wanted to go home. from Clinical Start-up meetings for care plan revisions
or updates five times a week x 4 weeks, then 3 times a
Interview, on 03/1 3/14 at 1:18 PM, with CNA #4 week x 4 weeks, then one time a week x 4 \yeeks, then
revealed she assisted the resident, on 03/09/14 o o mf%‘&ihl’;z‘:‘zgiﬁ ;::m;g:ge
. H t
at 10:30 AM,‘ saw the WQ on the resadgnt ] monthly x 3 months then quarterly. The OA
dresser and immediately informed Registered Commitiee will evaluate and make recommendations,
Nurse (RN) #3 the resident's WG was off the The DNS will report any issues identified from these
resident. She indicated the nurses were audits to the 1D'T/Start up team at the next meeting. Re-
f ; education will be provided by the DCE or DNS on a
responsible to put thg WG on the ressdgnt, one o one basis,
ensure the WG was in place, and working.
Members of the QA Cornmittee held a meeting on
On 03/13/14 at 1 52 PM and 03/17/14 at 9:55 AM, | 3/10/14 to discuss the event on }/9/14 and developed a
| interview with RN #3 revealed she was Resident | plan to prevent "30““”"‘:““1' The plan ‘;‘C"’de""“’ e
| ! : . educate all staff regarding E opement Policy. All sta
,! #4's nurse’qn 03/09/14 at the time the resident education was completed on 3/14/14. Elopement
left the facility. The RN stated she had checked binders were reviewed on 3/9/14 and were current. All
Resident #4's WG that morning during med pass, | care plans for patients with wanderguards were
i around 8:15 AM and the WG was in p‘ace and f reviewed on 3/10/14. Audit of MARS/TARS were
| oo ’- ; | | completed on 3/10/14. Wander Guard function and
j functnonmg. Per mtervueyv . CNA #4 (epo rted to S | placement was completed on 3/9/14. An elopement
her Som?ﬂme that morning that Res:c{ent #4 was | I drill was completed on 3/11/14 and will be quarterly,
| not wearing the WG. However, she did not place f | thereafier. The details were discussed with the Medical
| the WG back on the resident. Further interview g || Director via telephone on 3/10/14.
U ast H
| with BN #3 revealed the purpose of the WG was | | 03/12/14 The DNS created and initiated an audit
f to ma'qtam the _ressdent s safety. The nurse | | tracking form_ Information included on audit form:
 stated if the resident's care plan was not followed g | resident name with tag. date Wander Guard tag applied,
| regarding the use of the WG, the resident could | Zﬁe’ wezkly cﬁck of battery usilr;)%gj hand!heidMD
! it i . device, date of last assessment, “lcare plan, }
| elope from the facility and get hurt. ! | order, and resident information in the Elopement Book. |
. ) . . | | The use of this audit form is ongoing. 3/12/14 Spare f
' Interview with Licensed Practical Nurse (LPN) #3, | | T |
. J
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f
; [ Wander Guard tags, bands, and the hand held device
F 282 ; Continued From page 14 F 282§ used for activation of WG tags have been placed in the
. . orth med cart to facilitate access for nursing, Social
] on 03/13/14 at 5:01 PM and 03/?‘” 14 at 102? ’ [ Services continues to review and update the Elopement
| AM, revealed she observed Resident #4 outside 1 | Binder weekly and as needed. Social Services created
2 Unsampied A's bedroom window and saw | | and continues to utilize an audit tool Information
 Resident #4 self-propel on the sidewalk around | | ‘“;‘“d‘;d: ‘?“‘;em 1 serial number for 1D tag, and
1:00 PM. She immediately went outside to the g [ z,,::fmf:; 2,3;?“;, fo;‘:jﬁ?;’j,‘;; %x;:f %ﬁiﬂ puty
| resigient, gnd returped the rgs;dent to the facility, { system for proper functioning daily. The PO
| Per interview, Resident #4 did not have a WG | continues to complete education with al] newly hired
| applied when brought back into the facilty, per | | plans red o the Wander Guard system and care
‘ the resident's plan of care. Further interview | Prams: The DNS will re-cducate staff as needed.
revealed the WG system would not work if the A QA Committee meeting will be held weekly x 4
resident did not have on the WG. weeks, then bi-weekly x 4 weeks, then monthly
thereafter. QA meetings were held weekly. No
On 03/17/14 at 10:15 AM, interview with the | | omams dentifcd Elopement Binders, Door
| Interim Director of Nursing (DON) revealed | m\f‘i:?gd(;‘:f:cﬁg‘j“&’z;?:gsj ke g‘;\' ne t’?n“gd;)‘zg © |
{ Hesiqent #f%'s care plan was not implemented. . f 3/27/14 recommended creation of an Elopement f
Continued interview, on 03/24/14 at 2:46 PM, with | | Emergency Kit. 4/3/14 The DNS created an Emergency |
the interim DON revealed she monitored the f kit as ‘“”‘;“3‘2‘1‘3‘1 “’3;'1 4 't{‘*‘c CD;P“‘“““ ”
I, d " ] recommended the removal o tags for Wander Guard
J vmple'ment_at‘von of resident care plans throggh the w0 patients due to change of condition and wepe
| morning chmca{ meeting. She_ stated tl:xe chmca! removed per Nursing. 4/10/14 QA meeting was held.
| team would r eview care plan interventions and if l | No issues were identified. 4/17/14 No issues identified.
f additional interventions were needed the care $ | The QA Committee will review compliance with :
| Plan and CNA care plan would be updated. The | i ﬁf{;‘;ﬁf}‘fgﬂ'g’f‘;"gé" ereomn training._The e will |
' DON stated she would ensure all interventions ! | heon Cc)m:l‘tt pe ;"gles ; /;;j;';"ﬁm:::wd ©
. ! e Q tiee quarterly. € DCE reports
| were on the care l,)lans ang ‘{'sufa“y ;ansure “(;hbat | g that all nursing staff have completed Care Plan raining.
j} was on the cag' € p an was eing implemente y | ! Ifthe Medical Director s unavailable in person on a
i the staff. She indicated there was not a schedule ; weekly basis, he will review progress by telephone with |
| or time frame in which she monitored care plan i the Executive Director and/or DNS. To date the ‘
| interventions. Additionally, the DON stated she | fn"g:ffg’ﬁ% oo has ?i‘;“fcf:n’fz e duor ,
| Supervised the Unit Managers to ensure the care | meeting, P © Curing the ;P
| Plan interventions for residents were also listed § | 5102014
]’ on the CNA care plan. | |
| | | [
i . . . | H
 Interview with the Administrator, on 03/17/14 at | | |
| 1:33 PM, revealed Resident #4 had talked about j ‘
| going home in the past. She stated the resident's | | |
 judgement was altered and the care plan ; | |
| identified the use of the WG. She further ! ;
| indicated if the WG was not in place then the | |
| resident could leave the facility. She indicated | ! |
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f the nurses were responsible to check the

| resident's WG was in place and functioning,

; Continued interview with the Administrator, on

| 03/25/14 at 9:33 AM, revealed the nurses were

| use of the WG. She stated the Unit Managers

5 and the DON monitored the implementation of
the resident care plans. The Administrator
indicated if the facility assessed the resident to

| of the WG would be discussed in the morning
meeting.

| revealed the facility admitted the resident on

§ 01/05/14 with a diagnosis of Dementia with

| initial MDS assessment on 01/10/14 and
assessed the resident to have a BIMS score of
twa (2). The facility initiated a care plan, on

| 02/14/14, for risk of elopement related to the

| resident self-propeling to the doors and

| responsible to monitor the resident care plans for

’ require the WG, the resident's behavior and use
; clinical meeting. She further indicated she usually
| did not attend the clinical portion of the morning

2. Review of the clinical record for Resident #7

' Behavioral Disturbance. The facility completed an

!

| attempting to open the doors. The care plan

i included an intervention for the use of a WG on
| the resident's left ankle. However, the facility

| could not confirm the WG was placed on

1 02/14/14 and review of the physician orders and
'eTAR (electronic Treatment Adm inistration

| Record), dated February 2014, revealed no

| physician order to check the WG each shift, The
| physician orders and eTAR for March 2014

| revealed an order, dated 03/1 2/14, to check

| Resident #7's WG for placement and function

| each shift. The eTAR for March 2014 revealed

| the facility began to check the resident's WG for
' placement and function on 03/12/14,

UL SR

oo

e

i
i

!

|
|
};
f
|
|
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| Interview with LPN #3, on 03/13/14 at 5:01 PM,

f 03/14/14 at 9:29 AM, and 03/24/14 at 10:22 AM,
| revealed there was no way to know if the WG

| was being checked each shift if the WG checks
| were not listed on the eTAR. The LPN further |
indicated the purpose of the WG was to protect |
the resident from leaving the facility on their own
| if the resident was mentally confused, as it was
unsafe for the resident.

On 03/24/14 at 10:44 AM, interview with RN #3
revealed a physician order was required for the
WG checks to be transcribed onto the eTAR;
however, the facility did not need a physician's

| order to place a WG on a resident. She stated if
| there was not a physician's order for the WG

| checks the order would not show on the eTAR,
The nurse indicated the eTAR was the only
record of the WG checks. She further indicated
the resident was at risk for elopement if the WG
was not being checked for placement and

: function.

Interview with LPN #6, on 03/24/14 at 11:15 AM,

revealed the eTAR for March 2014

| documentation began 03/12/14 to check the

| resident's WG for placement and function each

| shift. She further indicated she had worked with

li Resident #7 in the past; however, could not f

| remember if she had checked the resident's WG |

| for placement and function prior to the order and g
|
|
i

| eTAR update on 03/12/14. LPN #6 stated if the
- WG was not checked each shift the resident

| could wander out of the facility and could become

| lost, or hurt.
' Interview with the Unit Manger, on 03/24/14at |
i 1:57 PM, revealed the nurse who placed the WG |

| on Resident #7 was responsible to ensure the f

|
|
|
|
|

|
|
|
|
]

j
|
|

i
|
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i
|
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|

| WG checks were on the resident's eTAR. The ]

| Unit Manager indicated if the WG checks were g /

[ not listed on the eTAR there was the potential that

|the WG was not being checked for placement !

| and function each shift. Additionally, the WG had f

| the potential of not working if the WG was not f

| checked each shift, She further indicated the | ;

| facility was unable to manually enter the WG i ,
|

| checks onto the eTAR without a physician order.
| She indicated she attended the morning clinical
f meeting and would have discussed new orders,
| including the WG, in that meeting. She further

! indicated she was unaware how Resident #7's

i TAR for 02/14/14 through 03/12/14 for WG

| checks was not updated to include the WG

| checks each shift. The Unit Manger stated it was

{

|

| not possible to determine if the WG was checked
|

!

!

‘!
|
|
|

for placement and function each shift from

02/14/14 through 03/12/14. She indicated if the

| WG checks were not documented then they were
not completed.

| |
f Interview with the Assistant Director of Nursing f
| (ADON), on 03/24/14 at 2:23 PM, revealed use of |
| the WG was nursing judgment: however, a 5
' physician's order was necessary to ensure the

| WG checks were on the eTAR. The ADON

| indicated when the facility placed a WG on a f

| resident the resident's need for the WG would be |

| discussed in the morning clinical meeting. She

further indicated she was unable to recall it |
 Resident #7's WG placement was discussedin |
' the meeting. The ADON stated it was not possible |
 to know if the nurses were checking the WG each ]
' shift for placement and function if the WG checks | |
| were not listed on the e TAR. Additionally, the
| ADON stated if the WG was not listed on the

- eTAR the nurse would not know a resident had a
| WG on unless the nurse visually saw the WG, ? |

|
!
]
|
!
i
|
!
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| Unaware Resident #7 had a WG and had not
' been informed of the placement of the WG on the

Continued From page 18

She indicated the DON was responsible to
ensure the WG order was in place and on the
eTAR. The ADON further indicated she was

resident and did not have record of the WG
placement. She stated she had not followed up to
ensure the physician's order was completed
because she was unaware of Resident #7's WG.

On 03/24/14 at 2:46 PM, interview with the interim
DON revealed the purpose of the physician's
order for the WG was to ensure the WG printed |
onto the eTAR and ensure the physician was
aware the resident had a WG placed by the

facility. She indicated the morning clinical meeting
would not be aware of the new placement of the
WG on the resident it there was not an order
entered into the computer. The DON further
indicated there was no way to know if Resident |
#7's WG was checked for placement and function
each shift by the nurses prior to the physician
order dated 03/12/14. She stated there was no

| other documentation of the WG checks. She also
stated it was unknown if the nurses were aware
the resident had a WG and the WG may not be
checked for placement and function each shift it

the WG checks were not listed on the eTAR. The
DON indicated if the WG was not checked, the
resident could remove the WG or the WG could
stop working and staff would not be aware,

Interview with the Administrator, on 03/25/14 at
| 9:33 AM, revealed use of a WG for a resident

| was nursing judgment and did not require a

| physician's order to use the WG, however, a

| physician order was necessary to generate on the .
| €TAR. She stated the nurse would document on |
 the eTAR if the WG was being checked for |

]
{
{
i
|
|
|
i
H
!
|
!
!
|
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placement and function each shift. The
Administrator indicated Resident #7 was
cognitively impaired and self-propelled around the

facility in his/her wheelchair independently. She
further indicated there was no way o know the
nurses were checking the resident's WG unless
she visually observed the nurse doing so if the
WG check was not listed on the eTAR. She
stated resident behaviors were discussed in the
morning clinical meeting, which she did not

| usually attend. The Administrator stated she
could not recall if Resident #7 was discussed in
the morning meeting for placement of the WG in
February.

The facility provided an Allegation of Compliance
(AOC) on 03/24/14 alleging the Immediate
Jeopardy (1J) was removed on 03/1 5/14; the
facility took the following immediate steps to
remove the 1J:

1. The resident was immediately returned to the
! facility on 03/09/14.

2. An assessment was completed on 03/09/14 by
LPN #3 with no injuries reported.

| 3. An investigation was started on 03/09/14 by
| the Unit Manager.

|

, |
4. The WG was replaced by LPN #3 on 03/09/14.
| The device was verified to be working by the f
| flashing red light and documented the incident on !
| the incident report (DQI). |
] | ]
i

H

|

I

i

1 5. The care plan was reviewed by the Unit
- Manager (UM) on 03/09/14, v

|
i
|
|
|

6. The UM checked all doors to ensure they were |
FORM CMS-2567(02-99) Previous Varsions Obsaleta Event ID: KNV 11 Fagility ID: 100253 If continuation sheet Page 20 of 88




_ elopement binders were correct on 03/10/14.

Continued From page 20

locking properly on 0/09/14. The UM checked
the WG system taking each resident with a WG
to an exit door and found the system to work
propery. All WG in use were checked for the rad
visible on one (1) WG device and was

binders were checked by the UM to ensure the

7. mwwmﬁymdgﬁwmw
notified by RN #3 on 03/09/14.

8. All residents were assessed on 03/09/14 for
risk of elopement with nine (9} residents currantly
at risk and WG verified in place and working,

9. Al residents were confirmed in the facility by
the UM on 03/09/14.

10. Al elopement binders were reviewer
nursing stalf on 03/09/14 to ensure all i
residents were in the binder.

1. The Maintenance Director check
on 03/09/14,

system on 03/0%/14,

13. All resident WGs were checked by the UM
on 03/09/14 for the red fiashing light.

4. The DON assessed all residents on 03/10/14
for risk of elopement with no new residents

at

3

15. The DON and Social Services staff verified

F 282
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16. The Director of Clinical Education (DCE)
initiated an elopement drill on 03/11/14,

17. Education was initiated by the UM on
03/09/14 for nurses and CNAs that included:

A. Care plans were to ensure resident safety

B. Care plans were followed as developed for
each resident and monitored every shift or more
frequent if indicated with documentation on the
eMAR/eTAR. Care plans were updated quarterly,
with significant changes, or as needed. CNA
assignment sheets were updated daily and as
needed,

C. WG devices in place if indicated and
monitored each shift and more frequent if
indicated with documentation on the eMAR/eTAR
or according to the care plan.

18. The DCE continued education on 03/10/14
initiated by the UM. All licensed staff except PRN
staff received education by 03/13/14. PRN staff
will be in-serviced prior to working.

19. The Administrator and DON reviewed the
Elopement Policy and Procedures on 03/10/14
with no changes made.

20. The DON verified on 03/10/14 the resident ]
care plans were in place for residents at risk for |
elopement. The care plans were reviewed for
accuracy 03/10/14 through 03/12/14 with six (6)
i of nine (9) revised.

21. The DON, ADON, and/or UM will: |
A. Audit placement of the WG on individual
residents five (5) times a week for four (4) weeks

. to begin 03/10/14, followed by three (3) times a
| week for four (4) weeks, and weekly ongoing. !

F 282

i

|
i
?
|
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B. Audit of eMARs/eTARSs to ensure elopement

documentation is complete five (5) times a week
for four (4) weeks beginning 03/12/14, followed
by three (3) times a week for four (4) weeks, and
weekly ongoing.

C. Check doors daily and ongoing by
Maintenance or Manager on Duty to ensure the
system was working.

22. Licensed staff are responsible to check WG
placement and function each shift or as stated on
the resident care plan with the device identifled as
functioning by evidence of a flashing red light on
the resident's individual WG device.

23. The Maintenance Director will be responsible
to conduct elopement drills quarterly, beginning
03/11/14.

| 24. The Interdisciplinary Team (IDT) will monitor
all care plans quarterly, with significant changes,
or as needed and will utilize the checklist with the
| elopement policy.

25. A QAPI meeting was held on 03/10/14 to
discuss the incident on 03/09/14 and develop a
plan to prevent re-occurrence. The plan included |
- re-education of all staff regarding the elopement j
 policy. All staff re-education was completedon |
| 03/14/14. Elopement binders were reviewed |
| 03/09/14; all care plans for resident with WGs

| were reviewed on 03/10/14; audit of f
i @MARs/eTARs was completed 03/1 0114, WG |
| placement and function was completed 03/09/14; |
|

;

|

}

i

1

 an elopement drill was completed 03/11/14 and
; will be quarterly thereafter. Details were
| discussed with the Medical Director by phone on

FORM CMS-2587(02-99) Previous Versions Obsociata Event ID: 7KNV1

i
|
|
!
!
|
i
|
i
|

i
!
‘f
5
;

Facility 10: 100253 if continuation sheet Page 23 of 88




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/25/2014

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186192

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

Cc
03/27/2014

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - ST MATTHEWS

STREET ADDRESS, CITY, STATE, ZIP CGDE
227 BROWNS LANE
LOUISVILLE, KY 40207

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D PROVIDER'S PLAN OF CORRECTION

PREFIX (EACH CORRECTIVE ACTION SHOULD

(X5)
BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 282

Continued From page 23
03/10/14.

26. A QAPI meeting will be held weekly x4, then

| bi-weekly x4, then monthly. The committee will

| review compliarice with education related to care
plan training. If the Medical Director was not
available, he would receive progress by

| telephone from the Administrator or DON. QAPI
members include the Administrator, DON, ADON,
UM, DCE, MDS Coordinator, Social Services,
Dietary, Activities, Business Office, Consultant
Pharmacist, and Medical Director.

Through observation, interview, and record
review the State Survey Agency (SSA) validated
the AOC, on 03/26/14 through 03/27/14 prior to
exit as follows:

1. Review of the clinical record for Resident #4
and the DQI revealed the resident was last seen
at 12:35 PM leaving the north dining room. The
resident was seen at 12:45 PM outside the
 building by the steps. Interview with RN #3, on
03/27/14 at 9:02 AM, revealed Resident #4 was
returned to the facility at 12:45 PM.

2. Review of Resident #4's clinical record

| revealed a head to toe assessment was i
‘ completed on 03/09/14 with no injuries noted. }
| Interview with RN #3, on 03/27/14 at 2:01 PM, |
: revealed she conducted a head to toe !
| assessment for Resident #4 upon return to the |
- facility with no injuries found. |

|

3. Review of the facility DQI, dated 03/09/1 4,
| revealed an investigation was begun on 03/09/14.
' Interview with the UM, on 03/27/14 at 1:36 PM, |
| revealed she initiated the elopement investigation |
_immediately after Resident #4 was returned to the i

F 282
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1 4. Review of the clinical record revealed RN #3
| completed the DQI on 03/09/14. Interview, on
03/27/14 at 2:01 PM, with RN #3 revealed she

placed the WG back on the resident and verified
the WG was functioning, and completed the DQI
after Resident #4 was returned to the facility.
Review of the facility's Daily Maintenance

} Rounds, dated Monday 03/03/14 through Friday

t 03/07/14, revealed all the exit doors were

| checked and operating correctly. Review of the

| Weekend Manager Checklist, dated 03/08/14 and
| 03/09/14, revealed door alarms and the waG
system were working. Duties completed on

03/09/14 by the Weekend Manager included a
tour for potential customers, assist to monitor call
lights, dining room oversight during meals, seek
out and interact with residents and families, and
assist with answering the telephone.

5. Interview with the UM, on 03/27/14 at 1:36
PM, revealed she reviewed Resident #4's care
plan on 03/09/14. Review of the risk for
elopement care plan for Resident #4 revealed the
care plan was revised on 03/09/14.

| |
' 8. Review of the facility's Daily Maintenance
' Rounds and the Wanderguard List revealed the !
' UM checked all exit doors and individual resident |
f‘ WG devices on 03/09/14. One (1Y WG was ;
 replaced for Resident #7 by the UM. The UM |
f reviewed all seven (7) elopement binders. Review |
; of the elopement binder revealed all nine (9) |
' residents with a WG were listed with a picture ‘
- and informational face sheet. Interview with the f
| UM, on 03/27/14 at 1:36 PM, revealed she |
| checked all the doors after the elopementand |
found all doors to be working. The UM stated she |
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glopement on 03/09/14.

a.mmafmwymmm

d 03/10/14 and 03/11/14 by the DON.

with the UM, on 03/27/14 at 1:26 PM,
ravealed one (1) WG was not working, Resident
#7, and immadiately replaced the WG, interview
with the DON, on 03/27/14 at 2:10 PM, revealed
on 03/10/14 through 03/12/14. She stated ning
(9) residents were assessed at risk for alopement
with 8 WG In place and working,

8. ﬁm&%mﬁw%mmfwmﬁé
revealed all residents were accounted for on
03/09/14 by the UM. Interview with AN #3, on

accounted for in the facility, Interview with the
36 PM, revealed she
ensured all residents were present and

@mmmwimwmwﬁmwby
the UM on 03/08/14. Interview, on 03/27/14 at
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Continued From page 26

1:36 PM, with the UM revealed she checked all
the elopement binders to ensure all residents that
were supposed to be listed were in the binders.
Review of the elopement binder revealed all nine
(9) residents with a WG were included with a
picture and informational face sheet.

11. Review of the facility Daily Maintenance
Rounds, dated 03/09/14, revealed the
Maintenance Director checked ali of the exit
doors. Interview with the Maintenance Director,
on 03/27/14 at 8:26 AM, revealed he was called
to the facility and checked all of the exit doors on
03/09/14 and found all doors working.

12. Review of the facility's Daily Maintenance
Rounds, dated 03/09/14, revealed the
Maintenance Director checked all of the exterior
doors WG system with all doors verified to be
working. Interview, on 03/27/14 at 8:26 AM, with
the Maintenance Director revealed he checked
the WG system on 03/09/14 and found the
system working.

13. Review of the facility's Wanderguard List
revealed the UM checked each resident with a
WG to ensure it was working on 03/09/14.
Resident #7's WG was replaced on 03/09/14.

Interview with the UM, on 03/27/14 at 1:36 PM,
revealed she checked each resident's WG for the g
red flashing light on 03/09/14. She stated |
Resident #7's WG was not flashing and was |
immediately replaced. Observation, on 03/24/14 |
at 3:04 AM, 9:27 AM, and 10:08 AM, revealed |
Resident #7 self-propelled in his/her wheelchair |
toward the 100 Unit entrance doors and looked :
out the windows. The resident had a WG to
his/her left ankle with the red light blinking.
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| 2:10 PM, revealed she conducted resident risk of

|
i 16. Review of the facility's education records and

Continued From page 27

14. Review of the facility's Elopement
Assessments revealed all residents were
assessed for risk of elopement 03/10/14 through
03/11/14. Interview with the DON, on 03/27/14 at

elopement assessments beginning 03/10/14 and
completed on 03/12/14 with nine (9) residents
found at risk of elopement and no additionai
residents required the use of a WG.

15. Review of the facility's Wanderguard Audit
Tool, dated 03/10/14 - 03/12/1 4, revealed the
elopement binders were checked by the DON to
verify each resident at risk for elopement with a
WG was listed in the book. Review of the
Elopement Book Audit Log, dated 03/11/14,
revealed each book was checked for residents
listed and if any new residents and who were
added. Interview with the DON, on 03/27/14 at
2:10 PM, revealed she audited all seven 7
elopement binders on 03/11/12. She stated the
elopement binders were up to date. Interview with
the Director of Social Services, on 03/27/14 at
3:16 PM, revealed she assisted the DON to audit
the elopement binders on 03/11/14 for resident
picture, information sheet, and if anyone needed
to be added.

staff signature sheet, dated 03/ 11/14, revealed l
thirteen (13) staff participated in an elopement |
drill including LPN #2, CNA #10, and CNA #5. }

| Interview, on 03/27/14 at 2:47 PM, with the DCE
| revealed she conducted an elopement drill on

i
|
i

i

i
i
i

03/11/14. Interviews with LPN #2 on 03/27/14 at |
9:28 AM; CNA #10 on 03/27/14 at 9:48 AM; and |

- CNA #5 on 03/27/14 at 9:53 AM revealed they

had been trained on the WG system and the f
Elopement policy and knew what to do if a

F 282

!
!
i
!
i
/
|
|
!
|
!
i
{
!
|
i
J
;;
I
]
!
i

i
i

|
|
|
|

;
f

i

FORM CMS-2567(02-99) Pravious Versions Obsolete

Event ID: 7TKNV 11

Facility 1D: 100253

If continuation sheet Page 28 of 88




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/25/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185192

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED

c

8. WING 03/27/2014

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - ST MATTHEWS

STREET ADDRESS, CITY, STATE, ZIP CODE
227 BROWNS LANE
LOUISVILLE, KY 40207

(X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES |
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[is] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 282

| check that the resident WGs were in place and

Continued From page 28
resident eloped from the facility.

17. Observations, on 03/27/14 at 11:00 AM,
revealed all nine (9) residents and designated
wheelchairs for two (2) of the residents listed on
the facility's Wanderguard List had WGs in place.
Interview with RN #3, on 03/27/14 at 9:02 AM,
revealed she was in-serviced on 03/09/14 to

functioning, document that on the eTAR, and
resident care plans and CNA assignment sheets
should be reviewed and revised for new orders or
any type of incident. interview with CNA #5,0n |
03/27/14 at 9:53 AM, revealed she was working

03/09/14 and received training that day about

elopement procedures and the CNA assignment
sheet which would have pertinent information
about the resident. Interview with the UM, on
03/27/14 at 1:36 PM, revealed she immediately
began training with staff on 03/09/14 with nurses

and CNAs that WG devices should be in place

and monitored each shift and documented on the
resident's eMAR/eTAR. Interview, on 03/27/14 at |
2:10 PM, with the DON revealed CNA assignment

|
|
! sheets and resident care plans were updated for
| Six (6) of nine (9) residents who were at rigk of

!! elopement.

 Observation, 03/13/14 at 4:42 PM, revealed a

f WG with a red blinking light was on the
 wheelchair for Resident #4. On 03/14/14 at 9:06
} AM, observation revealed Resident #4 had a WG
| on the right ankle and on the wheelchair, both

| with a red blinking light. Observation on 03/14/14
| at 11:37 AM, revealed the resident was in an

- exercise group in the west dining room, a WG |
| was visible on the right ankle over the resident's |
| sock. Continued observation of Resident #4, at

| 11:33 AM, revealed the resident self-propelled |
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im, ently from the exercise
ning room
| from the north dining room at
front doors and was observed 16 look in the
direction of the front doors; however, continued
past the entrance toward the resident's hallway,

18. Review of staff education revealed trainir
continued on 03/10/14 and was complsted on
03/14/14 by the DCE for one hundred filteen
{115) employees, with one (1) staff on a leave of
absence, Education rohsisd slopement
guidelines, the WG system, placement of the
WG, and documentation on the eMAR/eTAR.
Interviews with the CNA #9 on 03/27/14 at 8:44
AM; BN #5 on 03/27/14 at 8:52 AM: LPN #2 on
03/27/14 at 9:28 AM; CNA #10 on 03/27/14 at
9:46 AM; Dietary Aide #1 on 03/27/14 at 3:51 PML:
revealad they had been trained on the WG
system and elopement procedures, ensuring
WG was in place and the nurses were lo
document on the eMAR/eTAR, Interview with the
DCE, on 03/27/14 at 2:47 PM, revealed ali staff
were educated by 03/14/14, including PRN staff

resident’s elopement care plans. She indicated all
staff who received training received an elopement
packet that included the policy, including staft
who wera educated by phone and staff who were
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