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| AMENDED | 5-

| An Abbreviated Survey investigating , I

. KY#00019016 was conducted 08/10/12 through :

1 09/14/12. immediate Jaopardy was identified and ; i

|2 Partiat Extended Survey was Initiated on
09/18/12 and concluded on 09/20/12.

| KY#00019018 was substantizted and Immediate :

- Jeopardy was identified. !

| The facility failed to provide adequate supervision i 3
and monitoring for Resldent #1 who had been ! ‘ o :
| assessed by the facility as belng at risk for : ¥ s T
. elopement. On 09/01/12 st approximately 7:30 ! ; I R |
' PM Resident #1 was left unsupervised by staff on | L B S
j the facility's front porch. Approximately twenty E g
* (20) minutes later, Resident #1 was brought back i :
| to the facility by two (2) unknown mates who told | |
; the facility they found Resident #1 walking In the l i
} nelghbiorhood behind the facility approximately |
+ 1000 feet from the facility s frent door. The facility ;
failed to notify Resident #1's Physiclan of the | i
{ incident and failed to conduct an invegtigation
related to the elopement to implement adeguate
L interventions to prevent Resident #1 from eloping
: from the facility agaln. The facility failed o revise
1 the Plan of Care to include increased supervision
i and monitoring. On 09/03/12 sometime between
12:02 PM and 12:05 PM Resident #1 eloped
| again from the facility unsupervised and was
_located on the sidewalk getling ready to take & ‘
! step onto the roadway of the "housing profects™ i i
. located behind the facility, approximately 475 feet E
i from the faciity's front door. ;
| i | :
" Immediate Jeopardy was identified on 09/13/12 ¢ 5 i
| and was determined to exist on 09/01/12 with ! | l
‘ - {XB) DATE

LABORATORY DIRECTORS (R PROVIDER/SUPPLER REPRESENTAT IVE'S SIGNATURE T1T‘LE ,
WJ,WW @W@M@ ato- 10/15 /12

Ap—igficlency statemént amding with an asterisk (*) denotes & deficlency which the instiution may be excised from corracting providing 1tis determined that

d aleguards provide sufficient protection to the patierts. (Ses Instructions.) Except for nursing homes, the findings stated above ara disclosable 80 days
corraction |s previded. For aursing hormes, the above findings and plans of correction arg disclosable 14
is requisite to coninled

fau. .4ng the dats of survey whather or not & plan of sing i ¢
days following the dale these documents are made avallable to the faciilty. | deficiencies ara dlted, an aopraved plan of correction

program participetion.
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' deficiencies cited 2t 42 CFR 483.10 Resident | ;
! Rights, F-1587, 42 CFR 483.20 Resident '
. Assessment, F-280; 42 CFR 483.25 Quality of s
! Care, F-323; and 42 CFR 483.75 Administration, | |
| F-480 and F-483 a! & Scope snd Severiy (S/S) of :
z"J". Substandard Quality of Care (SQC) was ! ;
"identified at 42 CFR 483.25 Quality of Cars, |
i F-323. In addition, deficiencies were clied at :
42.CFR 483.15 Quality of Life, F-248 and 42 CFR:
| 483.20 Resident Assessment, F-282 st 2 /S of ;
[ D" |
| An atceptable credibie Allegation of Compilance i
. (AOQC), related to the Immediaie Jecpardy, was '
I received on 09/17/12, On 09/20/12, the State |
| Agency verfied the Immadiate Jeopardy was
~removed on 08/14/12, prior to exit, with remaining ' . ;
i non-comgliance at 42 CFR 483.10 Resldent ! : 1
, Rughts, F-157; 42 CFR 483.20 Resident i ; [
' Assessment, F-~280; 42 CFR 483.25 Qualfly of '
i Care, F-323; and 42 CFR 483.75 Administration, | | _;
' F-480 and F-493 at a Scope and Severity (5/5) of , i

3 "D" while the facility develops and implements | . F157 :
the Plan of Correction (POC) and the facllity's | I 1. Resid ides |
; ’ . | _: P ent #1 no longer resides i the center.
: iQh:a:Z z.zﬁnslzrgﬁaci gzgnnors the effectiveness of | | Medical Director was made aware of resident
| y: . : 9/1/12 out of center on 9/12/12 by the Director
F 167  483.10(k)(11) NOTIFY OF CHANGES 5 F137 of Nursing. No new orders noted,

ss=J | (INJURYDECLINE/ROOM, ETC)

2. Director of Nursing, Regional Nurse
Consulrant, Assistant Director of Nursing;
Education Traming Director, and Administrator
reviewed 100% of medical records for g 30 day
look back period of 8/23/12 through 9/26/12 to
identify any change in condition (mental,

}
{ Afacliity mustimmediately inform the resident, |
: consult with the resident's physiclan; and if 1
" known, notify the resident's legal representative 1
i or an Interasted family member when there is an
" accident involving the resident which results In -~ |

Finjury and has the potential for requiring physlcian ! ‘ ; !
" Intervention; a significant change in the resident's physieal or psychosocial) that the family and

| physical, mental, or psychosocial status (e, a | physician was not sotified of immediately. This
| deterioration in health, mental, or psychosocial | Was completed on 9/27/12,

| 1
RS
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F 157 | Continued From page 2

- status in elther e threatening conditions or

clinlcal complications); 2 need 1o aiter treatment
sagmﬁcanﬂy (i.2., & nesd o discontinue an

' &xisting form of tr@&!ment due to adverse

i consequences, or to commencea & new form of
“treatment), or a decision to transfer or discharge

; the resident from the facility as specified in

§483.12(a).

. The facility must also prompily notify the resident
' and, if known, the resident's legal representative
or interested family member whern there is a
: change In room or roommate assignmant as
i specified in §483.15(g)(2), or 2 change in
' resident rights under Faderal or State law or
i regulations as speclfied in paragraph (b)(1) of
" this sectlon,
L The facility must record and periodically update
\ the address and phone number of the resident’s
1 legal representative or interested family member.

]

| This REQUIREMENT Is not met as evidenced
by:

{ Based on obsearvatlon, interview, record review
and review of the facility's policy, it was

1 determined the facility failed to have an effective
- system to ensurs the Physician was natified

1 related to changes In conditlons/or need to alter

s treatment. In addition the facility failed to follow

1_ their policy entitied, "Notification of Resldent

. Change in Conditlor™ for one (1) of tweive {12)

L sampled residents (Resident #1).

1 On (9/01/12 at approximately 7:30 PM, Resident |

#1, who had been assessed by the facility as
{ neing at risk for elopement and had 3 history of

]
%

i
|
|
|
|
|
|
|

F 157

: | X8l
CCOMPLETION

(EACH CORRECTIVE ACTION SHOULD BE : X
1‘ CATE

| CROSS-REFERENCED TO THE APPROPRIATE
DERICIENCY)

- All tssues identified were Immediately reported

to the physiclan/family by the Director of
Nursing, Regional Nurse Consuitant, Assistant
Director of Nursing or the Education Training
Direcror.

Director of Nursing, Assistaar Director of
Nursing, and the Administrator reviewed all 24
hour shift reports for a 30 day iook back period
from 8/25/12--8/26/12 to identity issues that
was documented that was & change in condition
or need for altered treatment that was not
immediately reported to the physician/family.
This was completed on 9/27/12.

All issues identified were [mmediately reported
to the physician/family by the Diractor of
Nursing or the Assistant Director of Nursing,
Socizl Services o review all records by
10/111/12 to identify any resident that does not
have a legal representative and/or interestad
family member listed for contact, along with
current address. Any issues identified will be
immediately updated by the social service

“director.

FORM CMS-?EB?(QE!-G@) Pravicus Varsions Obsolele
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Director of Nursing, Assistant Director of
Nursing, Administrator and/or Regional Nurse
Consultant to audit all records five Times per
week beginning 9/28/12 to identify any physical,
mental, or psychosocial change that was not
reported to the physician/family, Al issues
identified will require Education Training
Director; Director of Nursing, or Assistant
Director of Nussing to complete on identified
staff re-education and physician/family will be
immediately notified of change.

Director of Nursing, Assistant Director of
Nursing and/or chxoual Nurse Coazsul:ant to

age 3of80
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F 187 | Continued From page 3
" elopement was left unsupervised by staff on the
j faciiity’s front porch. Approximately twenty (20}
! minutes later, Resicent #1 was brought back to

the facility by two (2) unknown males who stated

l they found Resident #1 walking in the
neaghbomood behind the facility spproximately

. 1000 feat from the fadlity's front door. The facmty |

failed to notify Reslident #1's Physiclar of the

“incident and the potential need to alter treatment

!

| for Resident #1 to prevent further elopement, On

1 09/03/12 sometime between 12:02 PM and 12:65

PM Resident #1 eloped again from the faciity
| unsupervised and was located on 2 sidewalk
" getting ready 10 take @ step onto the roadway of
| the "nousing projects” located behind the facility,
1 approximatety 475 feet from the faciity's font

_ door. Resident #1 was placed on one to one (1:1)
. staffing and later sent to a psychlatric hospital for |

ifurther evalugtion. Resident #1 was notin the
. facillty during the survey.

1

' Based on the above findings it was determined
. the facility's failure to ensure the Physician was

E notified related to a significant changes In s
resident's condition &nd/or & need to alter

| treatment was likely to cause risk for serious

| injury, harm, impairment or death. The
Immediate Jeopardy was identified on 09/13/12

i and determined to exist on 08/01/12. The facility

| was notified of the Immediate Jeopardy on

L 09/13/12.

‘ The facility provided an scceptable credible

|
|

" Allegation of Compilance (AOC) on 09/17/12 with |

' the facility alleging removal of the Immediste

l Jeopardy on 09/14/12. Immediate Jeopardy was |

" verified to be removed on 09/14/12 prior (o exmng

i the faclity on 09/20/12 with remalning

|

1 revisw daily 24 how report beginning 9/28/ 12 to
F 1857, . identify any physical, mental or psychosocial

g change documented on the 24 hour shift report to
easure both physician and family have been

| notified. All issues identified will require

" identified staff re-education by the Education
i Training Dirsctor, Director of Nursing, or

‘ Assistant Director of Nursiang. Physician and
. family will be immediately notified of change.

* 3 Education Training Director to re-educate all

| staff by 10/15/12 regarding procedure for

! reporting of change in condition (mental,
physmal or psychoscmal) to both family and
physxcsan A written competency will be

. completed to validaie competency.

i Administrator, Education Training Director,

i Director of Nursing, Assistant Director of ;
Nursing and Regiona! Nurse Consultant to audit
&l records and 24 haur shift reports Gve times a
week for six weeks beginning 9/27/12 to ensure
any changes in condition (mental, physical, or
psychosocial} that may alter the plan of care to
be changed is reported to the physician and
family timely, Atthe end of the six week
monitoring period, ali records will be audired by
- the Education Traiming Director, Director of
Nursing, Assistant Director of Nursing, and/or

! Regional Nurse Consuliant 1o ensure all changes
i in condition (mental, physical, psychosocial) that
may alter the plan of care is reported to the
physician and family timely four times a week
for four weeks; then three times a week for three
weeks or per Quality Assurance team
rgcomumendations based on audit findings,

i ;
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‘ | Director of Nursing to audit 15 recards weekly
F 157 | Continued From page 4 - F 157 (ongoing) to ensure physician and family are
| nan-compliance at42 CFR 483.10 Resident ' notified umel)_/ of any change in condition
! Rights F~157 Notification of Change, with a scope | (mental, physical or psychosoclal) begioning
- and seventy of an "D”, while the facility develops | 10/1/12. This will consist of random charts
t and Implements s Plan of Correctlon and the : audlteci{ by thﬂs‘AISSLStalnt Director of I}Eu_rsmg.
\ facliity's Quality Assurance continues to mopitor Education Training Director or Administrator for
to ensure gppropriate notifications of rasidents’ | & weeks then, random records, Regiona]l Nurse
¢hanges in condltions. ; tConsultant to audit 15 records weekly for three
1 _ i weeks'then 10 records weekly for 4 weeks.
| The findings Include: _ Beginning 10/2/12 to ensure procedure for
‘ . - | reporting changes in condition to
. Review of the policy the facillty utilized as & ; physician/family is followed and that any change
{ reference titied, "Notifleation of Resident Change 1 in condition that may require plan of care to be

- in Condition”, dated 07/01/12, revealed . altered is revorted tirnely to the physician and
. l "Clinicians” would immediaiely inform the | ‘famiiy g0 o physt

T . resident's Physician when thare was a significant ’

| change in the resident's physical, mental, or

psychosacial Status 4, Quality Asswrance team copsisting of the
| +
[

admministrator, director of nursing, assistant
director of nursing, clinical reimbursement

Resident #1 was admitted tc the facility, on IR ) . LHDLLELR
coordinator, social services director, dietury ang

| 06/06/12, with dlagnoses which induded Aortic

“Aneurysm, Glaucoma, and Dementia, Review of activity director, business office manager, will |
an Admission Minimum Data Set (MDS) | meet weekly times ¢ weeks with medical director

“Assessment, dated 06/13/12, revealed the facilty | to review all audit findings, make additional

| assessed Residsnt #1 1o have a Brief interviow % recornmendarions and revisions to the plan

“for Mental Status {BIMS) score of ten out of related to findings beginning week of 10/1/]12.

{ fifteen (10/15), Indicating Residsnt #1 was l At the end of 6 weeks, the Quality Assurance

s moderslely impaired with cognition. Review of | Committee consisting of administrator, director
| Interdisciplinary Team (IDT) Notes, aated ! of nursing, assistant director of nursing, clinical
L 06/ 3/12, revealed Resldent #1 had exit seeking reimbursement coordinator, soclial services

| bena\liors due to the deSIFE to raturn home, t directo{', dlﬁtﬁr}f and activit}f d}'_rector' bﬁsingss

. Review of Physician’'s Orders, dated 06113112, | office manager, to meet with medical director

i revesled the Physlcian ordered for Resident #1 to every two week for four weeks at the end of the

| wear a Wander Guard at all imes (an assistive | : s
. device which alarms at the exit Goors to aler! staff ten weeks the Quality Assurance commuttes wiil !

when resldents attempt to leave the facility
. Unsupervised),

| meet to discuss all audit findings with the

’ medical director to review meeting frequency
and make recorumendations to meer no less than !
maonthiy. S

''5. Date of Compliance: 10/16/12 1
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- revealed Resident #1 continued 1o exit the
| facility's front door and sit on the rocking chair
" and was to be sent to a psychiatric facility for a

! psychiatric evaluatlon. Resident #1 returned to | 5
! the facility on 07/30/12. _ ;

| Review of NN, dated 08/28/12 revealed Resident k
“#1 exited the building three (3) times to the !
; facility's front porch unsupervised and was l :
! redirected by staff back into the building. There | ;
was no documented evidence the Physician was } :
[ notified of the resident’s increased exit seeking
behavior.
| Review of NI, dated 09/01/12, revealed Resident |
. #1 exited the facility's front door to a housing area
| behind the facility and was "escorted back lo the | % -
" facility”: however, there was no documented | |
evidence the Physician was notified. k |
b
. interview, with State Registered Nursing Assistant .
| (BSRNA) #7, on 09113112 at 9:30 AM, revealed he
lwas assigned to provide direct care to Resident
. #1 on 09/01/12 and 2t approximately 7:30 PM he
' responded to the Wander Guard alarm sounding | ;
" at the front door. SRNA #7 stated he observed
: Resident #1 to sit down In & rocking chair on ihe
| front porch with unidentified visitors. SRNA#7 :
indicated he left Resident #1 on the front porch |
! unsupervised by staff and went back into the *
I facility. He continued that approximately twenty
- (20) minutes jater, Resident #1 was brought back |
| to the facility by two (2) unknown males who told
| SRNA #7 thay found Resldent #1 walking inthe
. neighbornood behind the facility (approximately ;
100G feet from the facility’s front door). Additional |
|

interview revealed he ook Resident #1 to RN #1

1
I
|
|
:
‘ and reported the incident to her, ‘

FORM CME-2567(02-90} Previous Vergleng Gbsolsle Ewvanl [0 157N Facility ID: 100412 . If conlinuation shest Pags & of BO
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! |
Interview; on 09/13/12 at 7:30 AM, with Licensed .

| Practical Nurse (LPN) #4 who provided care to :
L Resident #1 on 09/01/12 revealed she had just | i
‘retumed from her break at approximately 8:00 f ’

PM and was told by Registered Nurse (RN)#1 !
\that Resident #1 had "gotten out’ to the "housling | :
 projects” behind the faclity and was brought back |
"to the facility by two (2) unknown males. Further |
| interview revealed RN #1 had told her to |
| document what ghe was just told In the NNs. *

L interview with RN #1, on 06/13/12 at 8110 AM, - |
revealad she could only recall that Resident #1 | |
. had opened the front door and was golng towards
_the rocking chalrs on 09/01/12. She stated she
did not call Resldant #1's Physician to notify him
 of the Incident, but had called the Director of ,
' Nursing (DON) and Informed her that Resident#1
. had opened the front door and got out on the
i front porch.
[

" Interview with the DON, on 09/13/12 at 10:55 AM, ; ,
| revealed she received a phone call from RN #1 i
i on 09/01/12 gt approximately 8:00 PM that ! g

| Resigent #1 went out on the front porch ;
" unsuparvised by staff and she had instructed RN i

% #1 to place Resident #1 on visual checks every l!
i fiftean minutes (Q15 checks). Further interview &
| revealed if she had been Informed Resident #1
" had elopad from the facility for approximately

- twenty (20) minutes and was brought back to the
: facility by two {2} unknown males, she would

| have called Resident #1's Physician to obtain

- orders to alter freatment, such as assigning one |
£ (1) staff person to Resident #1 for constant visual |
| checks (%:1} and requesting a Physician's order ? ;
 to have Resldent #1 have further psychiatric 1 |
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" evaluatian. i

{ Further review of the NN, dated 08/03/12, :
. revealed Resident #1 exited the facility agsin [
| without staff's knowiedge and was jocated on the
. sidewalk gattmg ready to take a step into the l
 roadway of the "housing projects” located behind :
"the facility (approximately 475 feat from the i
ii facility's front door).

. Continued interview with the DON, on 09/13/12 at |
| 11:05 AM, revealed if the Physiclan had been
" notified of the 09/01/12 incident then mayve :
I Resident #1 would not have eloped again on
09/03/12, i
| |
| Interview.with Resident #1's Physician, on :
- 09/19/12 at 11:30 AM, revealed Resident #1 was |
a high risk for elopernant with a history of '
" elopement and the facllity was responsible for ‘
| ensuring Resident #1 was adequaiely supervised
[ to prevent elopement. Continued Interview
. revealed he was not notified Resident #1 had 1
; aloped from the facility on 08/01/12. Further '
“interview revealed leaving Resldert #1 on the ‘
| front porch with some unknown vigitors was not
falr 1o the visitors because it put the responsibillty |
- on them when it should be the responsibllity of ‘
| steff. Additonal Interview revealed if he had been |
- made aware of the elopement on 09/01/12 he :
would have instructed the facllity to place |
Resident #1 on 1:1 staffing and ordered for |
" Resident #1 be sent to a psychiatric hospital for
| evaluation and then there possibly wouldn't have }
' besn the eloperment on 09/03/12. !
|
)

| The facility provided an acceptable cradible
{ Allegation of Compliance (AOC) on 09/17/12 that |

i
F 157,
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t afleged removal of the L effective 08/14/12,
| based an the followling:

1 1) All staff in all departments were inserviced by |
the Asslstant Director of Nursing on 09/03/12 and |
by the Egucation Director on 09/13/12 related to !

{ the following: 3

i a. Definldon of elopement, revised Elopement 1 0
‘ Management and Prevention Pollcles, Missing ¢
Resident Action Plan, Head Count Procedures |
| and Care Plan Pollcy which were revised on '
' 09/13/12; and approved by the QA committee |
, consisting of Administrator, DON, Social Services -
| Director, Activities Director, Maintenance "
Director, Referral Manager, Business Office !
. Manager, Business Office Assistant and F?eglonal
| Nurse. i :
b. Alarm procedures/zction which included who ! :
| responds to the alarm, what to do when the alarm '
Psounds, and level of supervision needed. |
_c. All steff reeducatad regarding the Elopement  °
Risk Book on 09/13/12 by the Education
i Diractor/Depariment Manager. ) :
- d. Motify the Charge Nurse immediately of k ‘ [
; missing or axit seeking resident and the Charge | i
" Nurss wilf mmediately notify the Administrator, i ;
; DON and Nurse Consultant. The Charge Nurse
» will update the plan of care and update staff
' vernally angd in writing of the increased ; ;
. supervision on the twenty-four (24) hour shift , |
report. Subsequent shifts, in all departments were | :
not allowad to work unti! they completed the g i
{ inservice. ;

i < .
" 2) All elopsment care plans were reviewed and
 revised on 09/13/12 by the DON, Administrator,

' Soclal Services, and Charge Nurse. All residents |

!
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were visyalized by tha DON and Educaton Nurse |
| on 09/13/12 to identify mode of jocomotion and |
" staff interviews were conducted to better i
i determine residents with elopement nsk.

- 3) On 091312, a Quality Assurance Meeting :

- was held to discuss the steps io be taken to :

" prevent further incidents to Resident #1 and other

: rasidants. Also, durlng the meeting, the Incident,

l irvesligation, actions takan, and the effectivenass
of the actions taken were discussed. The Medical E

i Director was contacted by phone.

; 4) License staff will complete the

; accident/incident report immaediately for an

" elopement attemat or actual elopement and the

i education was completed by the Department

| Manager and or the Education Director by |
08/14/12, |

5) On 08/13/12, the DON and Administrator
. conducted an elopemaent drill to evaluzts the staff |
response to glarms sounding. ;

&) Department Manager monitoring of the facility -
twenty four/seven (24/7) for ten days beginning |
09/13/12 to Include at least one random staff |
| interview each shift to determine any resident :
] changes as related to wander risk, monltoring
" and witnessing wander guard checks for function
‘[ and placament, visuelizing alf residents, ensure
staff response to door alarms, check function of
all doors every shift to ensure all systems are ‘
: functioning, ensure staff can complete head l
} count properly and timely, Depariment Manager
to complete a daily elopement drill, care plan !
\ updates, twenty four (24) hour report sheet |
completed. Any decrease in Department Managﬁr

F 157
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F 157 Continued From page 10

after ten days and then weekly for & decrease In
" monitoring, any lssuas identified and nead for
further education.

7) Twenty-four/seven 2417 front door monitoring
! beginning &t 12 noon on 09/13/12 untl door Is
“upgraded and function Is verifind on 2 shifts.

8) New employees are to be trained on the

| slopement system upon hire by the Education

" Director. The Elopement Risk Book will be
reviewed during orientation of new staff. The
revised elopement policles and procedures were
included in the new hire orlentation materizl

i bagirning 08/13/12.

i 9) Ali activity care plans revigwed/ravised

| 09/13/12 by the Life Enrichment Director, DON,
Socigl Services, MDS Nurse and Reagional Nurse

i Consultant to ensure activities where in place for

" all resldents and identified residents’ individual

, needs.

| On 09/20/12 the State Survey Agency verifled the

Immediate Jeopardy was removed on 09/14/12

and the facillty Implemented correctlve actions as

" alleged In the AQC, effective 09/13/12 based on

: the following:

Revilew of faclity inservice records and
gttendance jogs, dated 08/13/12, revesled siaff
" was educated related 1o the facllity's revise

¢ Elopement Management and Pravention, Head

i Count, Missing Resldent, Care Plan Policles and
| notifications to be made i a resident attempted (o
 exited the building unsupervised. Further review

policies and procedures for slopement to include

monitoring will be reviewed by the QA committes )

;
[

H
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 of the inservice records revealed staff received

! education and training related to responding to
the Wander Guard alarms and procedures o be

i followad which included the completion of the
incldent report.

. Regord review revealed all resident's elopgment f
| care pians had been reviewed and revised on ; :I
Logrsiz. |

| Review of the facliies QA meeting minutes ! |
revegled a meeting was held on 09/13/12 to :
!mptement plans of correctlon to remove the 3
immediate jeopardy.

Review of the facility's monitoring log, dated : i
C 08113112 tivough 09/19/12, revealed staff had {
- monitored the front door 2447 yntll the front door i
was upgraded. Observation, o 09/18/12 at 3:10 ! i
P4, revealed the front door was secured when [ :
the Wander Guard was within four (4) feet and !
. the door would not open for fifteen (15) seconds : i
once the bar was pushed. |

' Review of the facility's elopsment drill records !
_reveaed the DON and Administrater conducted
an elopernent drill on 09/13/12 to evaluate the | |
staff response to alarms sounding. Further review |
| of the eiopernent drit records revealed an :
: elopement drill had been conducted dally at |
varying times and shifts from 09/13/12 though |
09/18/12. Observation, on 09/19/12 at 10:15 AM,
revealed an elopement drift was conductad by the | ; ?
| Administrator. Furthar observation revealed staff [ }
- immediately responded to the alarm by a nurse | ! l
at the nurse's station golng to tha front door, : '
dietary staff going out the side door and L
housekeeping going out the back doors and 1 l
! |
FORM CMS-Z667(:2-88] Pravious Versions Obzolele Event {D: 157N11 Factlly I 100472 If sontinuallen sheet Page 12 of 80
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. checking the facllity proparty, SRNA's, LPN's and ;
| activities dolng @ head count and checking behind l
doors and all areas of the facility untli the : | ;
| Maintenance Diregtor (who was pleced behind &
| door i @ bathrocsm 8 & resident) was lecated.

lnterview with the Dietary Manager on 08/18/12 at~ [ :
| 1:30 PM, Maintenance Director at at 215 PM, |
* Agsistant Director of Nursing &t 3:45 PMand on [ !
| 09/20/12 &t 11:00 AM with the Director of Nursing | :
and the Administrator revealed they had besn ' ;
i assigned rotating shifts to include visualizing ali : ; |
| rosidents, ensurs staff responss to door alarms, i =
. care plans were updated, twenty four (24) hour | :
S  report sheet completed and notifications made.

| Observation, on 08/18/12 from 4:00 PM untl 430 i
 PM, revealed there were Elopement Risk Bocks | ' (
| on both the nursing units including the East and
“West Nurse's Statlon, Dletary Department, _
| Housekeeping Office, Laundry Depargment, and |
" the Front Office. |

| Interviews with staff including RN #4 on 08/18/12 |
-‘ at 12'55 PM, SRNA #5 at 1:00 PH, LPN #3 at i
' 1:05 PM, LPN #8 at 1:15 PM, Dietary Manager at | ! :
1:30 PM. SRNA#Q at 1:45 PM, Housekeeper#2 |
'l at 2:00 PM, RN #1 at 225 PM EPN#7 2t 235
PM LPN #8 at 2:45 PM, LPN #1 at 255 PM,
s SENAZ0 at 3:00 PM, SRNA# 1 at 310 PM,
| and Physical Therapy aide at 3:20 PM, reveaied |
 they had received Inservice education and were * s
| aware of what an elopement was, the Elopement | f i
- Risk Book and the elopement policy and : i
| procedure to inciude providing staff supervision
- as well appropriate notificatlons to be made ifa f *
. resident attempted to ieave the facility ; ; 1
| unsupervised, Including notifying the physician. | i
3 i I
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| | They were also sware of the procedure (n
' responding to the door akarm 1o Include searching |
- inside and outside the facility. !

. Record review revealed the Activitles Director, ‘; ,
| Social Worker, DON ang Regional Nurse |
' Consuitant reviewed and revised the activity { [
F assessments and activities care plang for gl :
glopemant risk residents by 09/13/12. interview |
with the DON, Regional Nurse Consultant and :
| Activifes Director, on 08/20/12 at 920 AM, i
_revealed they met as a group on 09/13/12 and | |
| reviewed and revised care plans and activities | ;
assesemem of residents at risk for slopement to !
ensure those regidents recelved routing time out |
' slde to meet their needs. Further interview
 reveaied ali residents care plans and activity |
' assessmantg wers being reviewed and revised.
. Further interview with the Administrator reveaied |
! the current Activities Director would become an !
_Activities Asslstant when the Dietary Manager i
' completed the training course approved by the |
: gtate, ;

| Interview, on 08/19/12 at 3:25 PM, with the ;
- Education Director, revealed she had assistea
j with the changes in the new elopement policies |
land the policies would be reviewed with each new
: hire, She further stgted most current steff had | %
peen inserviced on the new policy and i they had ;
* not recalved the inservice, they were not to clock | |
{ in untit they had been Inserviced and signed that '
| they had received the inservice. Review of the | i
| facllty's revised vrientation packet revealec j i
| orjentation included review of the facility's revised | | 5
- elopement polices and procedures. :

L
| Interview with the Administrator, DON and |

; \

}
|
i
[
|
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F 248 483 15(f)(1) ACTIVITIES MEET _l
58=0 | INTERESTSINEEDS OF EACH RES

Regpsnaé Nurse and review of the new Eispemem:

| Managernent and Frgvention Pdlicies, on |

- 09720112 at 11:00 AWM, revealed the policies were

, updeted 08/13/42 to include staff supervision of f

- residents at elopement risk, reviewing and

 reviging individuglized care plan interventions to |

: prevent elopament (such &8s enhanced

l rezreationsl activities), responding to wander
guard alarms, s,.empietmg incident reports, and |
I notifications to be made when a restdent attampts |
" to legve the facitity unsupervised, to Include |

' rgoufymg the physician. ;

i

| The faclity remained out of compliance at a Iower

. scope gnd saverity of @ "D an lsolated daﬁczency
| with potential for more than minimat harm in order
“for the facility to develop and implement the Plan |
| of Correction (POC).

I The faciity must provide for an ongoing program
of activites designed to meet, in accordance with -

| the comprehensive gssessment, the interesis and
| the physical, mental, and psyehcsocial weli-being |

. of each resident. |
E

| This REQUIREMENT Is not met as evigenced
{ by
Based on cheervatlon, Intervisw, record review
: " and reviaw of the facility's policy it was i
|

F 157,

F248
£ 248 | Resideat#1 no longer resides a1 the conter.
| Resident #8 activities assessment and care plan
| was revised on 10/4/12 by Activities Director,
| Medica! Director was made aware of activity
care plan and assessment revision by Director of
[ Nursing on 10/5/12. No new orders noted. A
new Life Enrichment Dirsctor has been
appointed and educated by Regional Nurse
Consultant regarding how to complete activity
| assessments, when to complete activity
| assessments, when To complete the activity care
. plan, how to revise the care plan as well as
sonpletion of actmry caienda.r on 9/'?6/ 12,

l
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¥ 248  Continued From page 16 Foas 2. Allactvity care plang and activity
. determined the fecility failed to provide an | assessments were reviewed by e Life
ongomg prograr of activities to meet the : © Parichrassy Director w identify any activity
' physica!, mental, and psychosactal weli-being for | assessment and/or activity care plan that did not
'one (2) of twelve (12) samplad residents ; ' mest mdivicdusl resident needs oz 10/11/12, Al
! (Resident #1 and Resident #8). Residant#1 was l . getivity care plans and activity assessments will
. assessed by the fecility as an elopement risk and P be revissd and residents reasssesed (o ensure ﬁzm
| g8 having an interesy of siliing on the porch i  individual resident needs, preferences and
outside; however the facility falled to ensure | choices are met.
| Resldent #1 receivad routine supeiviged time cuz '
' side to meet the P"?}‘E‘ﬁm% mental and | 3, Regicsal Nurse Consubtant to re-sducats Life
: psychosocial needs of Resident #1. The facility | Earichment Dicector by 10/4/12, regarding how
| essessed Resident #6 to ngea sensory stimuli | 1o complete activity assessments, how often to
five (5 tlmgs pgr’ ws::;k howaver, the gas:ﬂfty faited | | complets activity assessmeats, when and how fo
. o ensure Resldent raceived on ng Senso . i ’ , o
g " stimuli while the resident was in his:!%?er ?ﬁ:om :Dry i éﬁzﬁiﬁm and update activity plan of caro and
. meet the mental and psychosocial needs of the ' VeIOpIIEDt i
' resident. | - :Eiﬁ& ation zmnmg Divector to re-edusate aﬂ
aursing, activity and administranive staff by
The findings inciugs: ; 10/9/172 regarding activity assessments, how
% often to complete, when to complete and update;
. Review of the policy the facllity utllized as a . how often to update all care plans, with focus on
l refarence e, ”A"’tlwt}! Assessment”, revised | u\;ﬁ:y care Piﬂﬁs and that assessments and care
“January 2011, revealed an aclivity assessment . plags must be individualized and implemented .
. | would be conducted 1o help develop an aclivities
| ptan that refiacted the cholces and interest of the | Assistant Director of Nursing aad Director 6f
residgent. Further review of the pelicy revealed the © Nursine will audit sil new admits within 72
\ activity assessment was used to develop an ! | hours atzi‘mr admission to ensure the activity o
tndividua! activities care plan that would gllow the i
N - assessinent and care plan are completed aad that
residant 1© participate in activities of his/her & ¢ followed and developed
| ehoice, reflect fis/her individual needs and should ¢ plan of care s followed and deve'ops
e u odated annually. : according to the assessment; beginning week of
10/12/12 for & weeks,
l 1. Review of Res\dert #1's medical record E
" revesled the Gcility agmitted Resident #1 on : Director of Nursing and Admipistrator will
| 06/06/12, with diagnases which included Aartic | | monitor and supervise that all activities are
5 Aneurysm, Glaucoma and Dementia. Inan [ :i occurring on the calendar; five times & week for
Admisston Minimum Data Set (MDS) | 4 wesks beginning week of 10/9/12; and monitor
| Assessment, dated 08/13/12, the facility ‘ © ot feast 5 Tesidents 5 times & week to ensure
L L activity plan of care is followed and 7
FORM mzssv{az-ss; Frevious Varsions Gbscrie Evenl I0:[S7N11 Fach, individualized according to the assessment and & gf &0
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' Regional Nurse Consultant to monitor at least 3
F 248 Continued From page 16 '\ poas! activities monthly to sasure schiedule is followed
| sssessed Rasident 1 as being cognitively ~ and thar in room one to ong residents are
" impaired with a Brief interview for Mental Status | receiving sotivities that comelate with thelr
(BIMS) score of ten (10} out of fiftean (15) and ' assessment. This is to begin 10/12/12.
that going outside to get fresh air when the | |
‘weather wag good was very important to Resident, ' Reglonal Nurse Consultant t0 monitor at least 3
| H#L i . new admits monthly beginaing 10/12/12 10
‘ | ensure that activity assessment is in place within
Review of Resident #1's Activities Assessment, " 72 hours; assessment is individualized and that
| dated D6/08/12, revealed sitting on the porch was | the pan of care is in place and being followed.
" very important to hira/her. Review of an Activities i
. Plan of Care, dated 06/13/12, noted sitting on the t :
b porch was gm_e of Reslaent #?ﬂs fa_vame a;!;;rurt%es‘ | 4. Quality Assurence team consisting of the
: ?owa\{er, v ?fe Were no spech ed interventions . administrator, director of nurging, assistant
. | fisted identifying that Resident #1 would be | ’ " e i .
' provided oppartunities to sit on the front porch or . director of pursing, clinical reimbussement
walk outside. I ] coardinator, sosial services:director, dietary and
! : | ectivity director, business office manager, will
' Review of Interdisciplinary Team (10T} Notes, | . meer weekly times 6 weeks with medical director’
| dated DB/13/12, revealed Resident#71 had exit | - toreview all audit findings, meke additional
| seeking benaviors dug to the deslre to return ; * recommendations and revisions to the plan
_home. AWander Guard was placed on Residant f i related to findings beginning week of 10/1/12.
| #1 as an assistive device to alarm at the exit U Atthe end of 6 wesks, the Quality Assurance
| doors to alert staff when Resident #1 atiernpted | . Committee consisting of administrator, divecttr
 to leave the facility unsupervised., ; . of pursing, assistant director of nursing, clinical
| ; - reimbursement coordinator, social services
" In & care conference held with Resident #1's E | director, dietary and activity director, business
, Power of Attarney (POA, on 06/25/12, Rwas | office manager, to meet with medical director
! noted by the POA that Resident #1 often took | every two week for four weeks at the end of the
waks nthe wooes e stng ouslde st || weoks s Quality Asswnoscomitee il
| P €l0 . ; : i : { 4 i
] revised D8/25/12 revealed redirection was not i b meet to discuss all audit ﬁndmgs with the
' effecive and an intervention was added to : medicsl director to review meeting frequency
. encourage Resldent #1 to go outside with ; ; and make recommendations 1 meet 5o less than |
| smokers (even though Resident #1 was not a I monthly.
| smoker) and give Resldent #1 time outside. The | :
 Interventlons did not direct staff to establish a L l 5. Date of Compliance: 10/16/12 :
| routing of going outside, nor did It specify who oo e P e e -
“was respansible to ensure he/she was supervised | ;' |
| f :
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' while outside.

5 Review of Resldant #1's Activity Participation Log |
“for June 2012 revealed there was nio dacumented
. eviderics Resident #1 recelved an activity of
ga ng outslde and sitting on the porch, from
| 06/25/12 through 06/30/12. Review of the Acr!wty

. Parileipation Log for July 2012 revealed Resldent

| #1 was given time to walk outside on 07/23/12
| {Mionday).

- Review of the Nurse's Notes, dated 07/2312,
 reveated Resident #1 continued to exit the
fadity's front door and sit in the rocklng chalr.
The Physiclan ordered for Resldant #1 1o be gent

' Resident #1 returnad to the facliity on 07/30/12
" with new care ptan Interventions which included
Resident #1 was to have Physical Therapy (PT).

. Review of PT notes revealed Resident #1

' racaived PT from 07/30/12 through 08/2412.
During an Interview with Physica! Therapy

- Assistant #1, on 09/12/12 at 2:30 PM, she

: revealed Resident #1 would be taken outside for
walks when the weather was nice as part of
hls:’her therapy.

I Review of the August 2012 log revealed Resident

#1 nac an aciivity of sitting on the porch on
OS/O?H 2 {Tuesday), 08/14/12 (Wednesday),

' 08/15/12 {Thursday), 08/21/12 (Tuesday),
lD&fZ?;i 2(Wednesday), 08/23/12 (Thursday),
r 08324112 (Friday), and on 08/27/12 (Monday).

Rewew of NN, dated 08/28/12, revealed three (3)
] days after FT was discontinuad, Resident #1
exwed the building three (3) times to the facility's

i

¢ 3 psychlatric faclity for @ psychiatric evaluation.

t F 248
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_front porch unsupervised and was radirected by !

| staff pack into the buiiding. Review of the ' i

. elopament plan of care reveaied  was revised on i
08/28/12 with an Intervention to accompany | :

. resldent outside and supervise siting outdoors !

1 with family and staff; however the plan of care

! was not revised 10 specify how ofien Resident #1 |
was 10 go outside or how exactly the factlity was | | - _

- going to ensure he/she recelved routine : o

 supervised time outside to ensure Resident#1's ’ |

' psychosocial needs were met. i :

| Further review of the August 2012 activity log
| rovaaled an activity of sitting on the porch was !
" documented on 08/28/12 {Tuesday), and, on i
- 08/29/12 (Wednesday). :
{

I There was no documented evidence Resident #1 l i
" had supervised fime out doorg sitting on the : ;
. porch on 08/30/12, 08/31/12, or 08/01/12. , ' |
i Raview of the Nurse's Notes reveaied on |
j 08/01/12 at appraximately 7:30 AM, Resldent #1
' wais left unsupervised by siaff on the facitity's
front porch and eioped from the factifty without ¢ : i
. staff knowledge and was brougnt back to the : i
| facllity spproximately twenty (20) minutes later. | !
' However, there was no documentéd evidence
staff provided Resident #1 with supervised time |
+ out doors after ths Incident. g l

[ tnterview with Licensed Practical Nurse {LPN) #2

" on 09712112 at 315 PM, revealed Rasident #1
exlied the front door to the front porch at least

: twice on the morning of 09/03/12, However,

l there was no evidence the resldent recelved

b supervised fime out doors, Review of the Nurse's |
Notes revealed Resident #1 eloped from the ; ! !

! facility on 09/03/12 between 12:02 PM and 12:06 f i

| f .!
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- Pi without staff knowledge. :

. Intarview with the Activities Director, on 09712112
| at 3:45 PM, revesied Resident #1 always enjoyed : _
sitting out on the front poreh of the facllity as | !
. hefshe did at home. Further Interview revealed | ‘
! she would take hinvher outside to the front porch : ,
' or even on & walk around the bullding If she had ’ | |
_any spare thme. She stated she could see where i
| there was not a speclfic intervention for Resldent
'##1, who was an elopement risk, to ensure [ | ]
Resident #1 received daily time outside as L : i
weather permitied (including weekend and , . ;
holidays) to ensure Resident #1's activity needs | l {
_ware met. : ;
| H A i
| 2. Review of the medical record revealed the i E ;
facility admitted Resident #8 on 04/26/11, with ‘
| dlagnases which included Dementia, Alzheimer's
! Disease, Depresslon, Anxiety, and Paranoid g
' Psychosls. Review of the faciity's Recreatlon
. History and Assessment form, dated 05/05/11, : :
revealed Resident #8 enjoyed music. Review of | ! |
! Activity Progress Notes, dated 06/29/11, 07/11/11 ¢ !
and one (1} undated, reveated Resident #8
 stayed in bed most of the time and was to have
' one to one (1.1) activitias to Inchige sensory
" stimutl, singing, tatking and reading. Review of & ‘
. Quarterly MDS Assessment, dated 07/07/12, t | '
f ravaaled the facility assessed Resident #¥8 to be 5 |
{ severely Impatred with cognition skilis for dally :
dectslon making, as having physlcal and verbal ‘ i :
| behaviors towards others, #s needing axténsive 1 E
|
{

assistance of two (2} staff with activitles of daily
“living to include bed mobliity and tocomotion and
=l that It was important for the resident to isten to
muste,
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F 248 Continued From page 20 ‘
| Review of Soctat Services Notes, dated 08/30/12, |
revegied Resldent #8 was transferred across the

| hall to another room on 88/30/12 anc did not ;
“have aroommats. i

! Gbservation, on 09/18/12 2t 12:45 PM, 200 PM |
. &nd 3:40 PM, revealsd Resident #8 was in his/her
bed with eyes looking at @ pale yeliow celiing or |
nale vellow wall. Further observations revealed
| no picteres on e walls and no other visuais for II
Ugtimutl. On 09/18/42 ar 8:20 AM, Resident #8 was :
: abserved In hisiher bed and as the surveyor i
- walkad In the reom hefshe reaiched both arms out|
. and began crying. Further observatlion revealed
| Resident #8 did not have a2 room-mate, a
“television, & radio or any other suditory or visual
 stimut! on the walls ar ceilings.
I
' Review of Resldent #8's Activities Plan of Care,
E dated D8/13/12, ravealed Resident #8 would
 participate in sensory stimuli five (8) tmes per |
week. Interventions Included Restdemt #8 was to !
have 1:1 activities of music and spiritualiretigious |
. gotivities: however, the care plan falled to include |
Lthe provision sensory activities for Resicent #8,
~who was in bed most of the day. |

| Review of Resldent #8's Actlvitles logs for
. 07101712 through 08/18/12 revealed Resident #8 |
| participated In sither a religious or music group L
| activity an average of two (2) fimes per week. |

i
| interview with State Registered Nursing Assistant |
(SRINA) #8, on 09/18/12 at 1:00 PM. revealad she |
[ had provided care to Resldent #8 and 1

| remembared when Resident #8 was in the room
i across e hall fram the current room, a television

! would be on most of the day with country or [
' 1

F 248
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| appeared w have less anxisty while the music
was playing.

l interview with LPN #3, on 08/19/12 a1 1:05 PM,
. revesied Resident #8 did not currently have a

; room-mats and had ne elevision. She further
gtawd she had heard no mugle plaving in the

| reslidents room since Resldent #8 was

Hransferred o a new room on D8/30/12,
. approximately three weeks sgo. She stated

| whan Resident #8 was across the hall histher

j room-mate's television woutd play muste ali

L evaning and hefshe would be mors calm while

: the facility must have overlocked the fact that
| Resident #8 did not have any sensory stimyli In

. hisiher room when helshe was moved
| approximately three {3) weeks sarler.

television with muslc plaving at times which
. seemed 1o caim Resident #8 down, Further

‘ Resident #8 did not have any sensory stimult in

L and providing visual sensory stimuli while
i ptaced on the wall or providing a radic In the

| residant was in bed and appeared anxious.
F 280 | 483.20(d)(3), 483.10()(2) RIGHT TO

igtening to the muslc. Further intarview revealed

i Interview with the Activities Direclor, an 09/18/12
fal 400 P4, rovesled Resldernt #8 used tobe tna

room across the hall, approximately thres weeks
ﬁ ago and that his/her room-mate would have the

| interviaw revealed she should have identifled that |

¢ hisfer roomn, such as a radlo or pictures on the

| wall, after the resident was transferred to a new
_room an 08/30/12. Continued interview reveaied
| this would have included listening to gospel rmusic

| Resident #8 was in bed, such as having pictures

' resident's room, and play gospel music while the

]

_gospel music playing. 8he indicated Resident#8

1

',

F 248
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SS—J PARTICIPATE PLANNING CARE.REVISE CP

. The resident has the rignt. unless adjiudged
| incompetant or otherwlse found to be
i Incapacitated under the laws of the State, to
| participate in planning care and reatment or
; changes in care and freatment.

|

L within 7 days after the completion of the
| comprehenslve assesament; prepared by an

' for the resident, and other apuropriate staff in

legal representative; and periadically reviewed

 gach assessment.

- This REQUIREMENT Is not met as evidenced
fhy

. the faciiity falied to have an effective system to

| ensure ‘he comprehenslve plan of care was
 reviewed and revised for one (1) of twelve {123
sampled residents (Residant #1}. The facility

, - devaloped the etopement plan of care, dated

L0B/13/12, dye to the resident's oxil seeking

- behaviors to Include Interventions of placing 2

i A comprehensive care plan must be developed

' interdisciplinary team, that inclhudes the &1t§ndin§
| physician, a registered nurse with responsiblilty

| and revised by = team of qualified persons afler

. Based on observation, interview, record review
' and review of facility's policy, it was detenmined

| disciplines as defermined by the resident's needs,
" and, to the extent practicable, the participation of |
| the restdent, the resident's family or the resident’s

'%

| Wander Guard on the resident &and to encourage .

(%] i O - CTIVE ACTION SHOW.D BE | BOMPLETION
: EACH OEFICIENCY MUST BE PRECECEOD 8Y FULL | PREFIX | (EACH CORRE A , ;
PRETX | REGULATORY OR LSC IDENTIFYING INFORMATION) L TAG CROSSFEFERENCEQ TO THE APPROPRIATE e
: 1 QERICIENCY)
i' : ¥ :
« 280 Continued From page 22 : e 28(}= 1. Resident #1 no longer resides at the center.

. Medical Director notified that care plan was oot
¢ updated on 9/1/12 and no new orders noted.

* 2. Director of Nursing, Assistaat Director of

| Nursing, Intercisciplinary Team and/or the
Repional Nurse Consultant to audit all care
plans, Certified Nurse Assistant assignment
sheets, and medical records to identify any
changes in condition, over the pust 30 days from
¢ 9/7/12 through 10/8/12, thar would require care
plar update that is aot refiected on the care plan.
Any ssues identified will be immediately
‘corrected by the Director of Nursing, Assistant
Director of Nursing, Interdisciplinary Team
and/or the Regional Nurse Consultan:,

Director of Nursing, Assistant Director of
Nursing, Interdisciplinary Team to audit all care
plans snd compare Certified Nursing Assistant
assigoment sheets to cars plan © identify any
Certified Nursing Assistant assignments that do
not reflect the resident’s cwrent {ndividual needs
from 9/7/12 to 10/8/12. This will be completed
by 10/12/12. Any issues identified will be
immediately corrected.

Drirecrar of Nursing, Assistant Director of
Nursiog, and Education Traising Director to
audit all 24 hour chift reparts from a period of
9/7/12 to 10/8/12 to identify anvthing noted on
the 24 hour shift report ther would require & care
vlan updats. Any issues identifisd will be

immediately corrected.
1* 3. Education Training Director to re~educate &ll |

[ nursing staff related 1o reporting changes in
candjtiﬁn updating care plans, updating i
' Certifizd Nursing Assistant assignment sheet and |
L 24 hour shifi report by (0/15/12, This willbe .

FORM CMS-2587102-99| Pravicus Versions Obsolsle
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{ movernent and exerclse. On 06/28/12 the care

" plan was revised and indicated recirection was

i not effective. Anew intervention was added to

! gncourags resident to go outside with the
smokers during designated smoke breaks (sven

| though Resident #1 was not a smoker) and 1o
give tme out duors. However, the facility falled |
revise the plan of care to include tmetables and

| objectives in measurable outcomes 1o ensure
Resident #1 recaived routing supervised time

i outside 1o prevent elopement.

On 0G/04 112 a1 approximately 7.30 PM, Resident
(71 was left unsupervised by staff on the faclity's
“#ront porch, Approxlmately twenty (20) minutes
Ciater, Resident #1 was brought back w© the faciiity
| by two (2) unknown males who stated they found '
Resldent #1 walking In the nelghborhood behing
| the facliity approximately 1000 feet from the i
| facility's front door. The facliity failed to revise |
Resldent #1's alopement pian of care to Indlude
! new interventions 1o orevent further elopement. |
T On 0203/ 2 between 12:02 PM and 1208 PM
Resident #1 eloped from the facility again i
| unsupervised and wes located on a2 sidewalk i
- getling ready 1o take a step onto the roadway of |
_the "housing projacts” iocated behind the fachity, |
t approximatety 475 feet from the faciity's fromt
door. Resident #1 was placed gnonetoane {11}
_ staffing and sent to a psychiatric hospital for ‘
! evaluation. Resident#1 was not In the faclity
" during the survey, !

| Based on the abave findings it was determined
"the faclltty's faflure to revise the planof care to |
i inctude imatabies and objectives In measurable
| qutcomas to include new Interventions to prevent |
" furiher elocement was ltkely to cause risk for ’

i

[

(24} 10 ‘ 10
PREFY | {EACH OEFICIENCY MUST BE PRECECED BY FULL 1 PREFIN (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
WG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIRTE | OATE
. _ ) OEFIGIENGY| :
I ﬁ *s ;
F 280 Continued From page 23 F 280 are updated if change ocowrred; review 24 howr

shift Yeport 1o ensure any change is reflectad on

. the care plan and that Certified Nursing Assistant
' assignment sheets is reflective of the care plan.

Regional Nurse Consuitent to andit 10 medicul
secords woekly for four weeks beginning week
of 10/13/12; to ensure care plans are updated if
change cocurred; review 24 hour shift reportto
ensurs any change is reflected on the care plan
and that Certified Nursing Assistant assignment

 shests is reflective of the care plas.

i

P

Assistant Director of Nursing 1o monitor 5
Certified Nursing Assistants providing care-
weekly for four weeks to emjire care plan
updates reflect care needs and Certified Nursing
Assistants are providing care per the plan of care.

interdisciplinary team to review medical records -
with any changs in physiciaa orders for four
weeks beginning 10/9/12; that any change in
condition is reflected on the care plan.

|
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| serious Injury, harm, impairment or death, The
Himmediate Jeopardy was identified on 081312
and determined to exist on GB/01/12. The facility
lwas notified of the Immedizle Jeopardy on
FOe132.

| The facitty provided an acceptable credibie

| Adlegation of Compliance {ADT) on 08/17M 2 with
the faciity alleging removal of the Immediate
Jeopardy on 09/14/12. Immediate Jeopardy was |
! verified to be removed on 0871412 prior to exiting |

the facility on 09/20/12 with remamning

| non-comipliance at 42 CFR 483.20 Mesident

| Assessment F-280, with @ scope and severity of
“an "D, white the faclilty develops and fmplements |
a Pan of Correctlon and the faciiy's Quality
Assurance continues to monitor 1o ensurg carg
plans arg ravisad.

The findings inciude:

Review of the policy the facility utilized ag &
reference titled, "Care Plens-Comprehensive”,
! dated December 2010, revealed each resldent’s
comprehensive care pian was designed {o :
| incorporate risk factors associated with lcentified |
problems, reflect the reslident's expressed wishes |
" regarding care and treatment goals, reflact |
; reatmen! goals, tmetabas and objectives in |
| measurable outcomes, Identify the professional |
' services that were responsible for each element
of care. Further review of the policy revealed the |
: tDT is respansible to ensure the care pian is
L revised when there is a significant change in the
* residsnt's condition and when the desired
. outcome is not met,

! Record review revealed the facility admited

- 4 Quality Assurance team consisting of the

; a@nﬁn%m‘m, dirgetor of nursing, assistant

1 dirsctor of pursing, clinical reimbursement

¢« coordinator, soctal services director, dietary and
, 2ctivity director, business office manager, will

| meet weekly times 6 woeks with medical director
' o peview all audit findings, make additional '
| recommendations and revisions to the plan’

| related to findings beginning week of 10/1/12.
_Atthe end of 6 weelss, the Quality Assurance

- Commitiee consisting of administrator, director

- of nursing, assistant director of nursing, clinica)
retmbursement coordinator, social services
director, dietary and activity director, business
office manager, 16 meer with medical director
Svery two week for four weeks st the end of the
{en weeks the Quality Assurance committee will
et to discuss ali audit findings with the
medicai director to review meeting frequency

and make recommendations t0 meet no less than
monthly,

5. Date of Compliance: 10/16/12
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| Resident #1 on U8/06/12 with diagnoses which :
| Included Aartic Aneurysm, Glaycoma, and :
‘Oernentia. An Admission Minmum Data Set |

(DS} Assessment, dated OB/13/12, revealed the ! .
| faciily assessed Resigent #1 as cognitively : : i

i

| irnpairad with a score of 10/15 on the Brief ; 4
U interview for Mental Status Exam. Review of ! :
Physiciar's Orders, dated 08/13/12, revasled the |
| Physician ordared for Resident #1 lo wear & ‘ ’
| Wander Guard at all imes due to the residents | -
 exit sesking behaviors. An Elopement Pian of ’ ‘

Care wag inltiated on 06/13/12 to include the ; i
imervention of placing the Wander Guardonthe ?
' resident and to encourage movement and i
eXercise. j

| Record review revealed during 2 care plan :
j conferance. dated 06/28/12, it was noted by the f
| Power of Attorney (FOA) that Resident #7 often :

rack walks in the woods and liked sitting outside :
i at home. On 06/25/12, the care plan was revised ‘ i
' and @ new interveniion was added o encourage :
| the resident 'o go outside with the smokers during.
" designatad smoke breaks (even though Resident ; ‘

#4 was not a smoker) gnd t0 give time out doors. ' : |
| Further review of the plan of care revealed there j 4
| was o evidence the facility revised the pian of 4
| care fo Inciude timetables, measurable

objectives, or what professional services were ;
. responsible to ensurs Resident #1 received
| supervised tme out doors.

' Review of the Nurses Notes (NN}, dated ; s !
08/28/32, revealed Resident #1 exited the | . 5
 building #hree (3) times and was redirected back |
| info the building. The pian of care was revised an | !
' that date to include supervised sitting out doors } ‘
with famnity and staff. However, the facility failed

i
i
|
i

P
1
i
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F 280 Continued From page 26 : F 280/
|
i

what professional services were responsibie o |
ensurs Mesldent #1 recelved superviged tims emi
i doors,

| Review of NI, dated 08/01/12, revesied Residant |
1 exited the fec flity's frorm door srd two (2D :
unknown males in housing ares behing the facii ég
escoried Resident #1 back to the facility, ‘
Intarview with State Registered Nursing Assistant |
C{SRNA#T on 0891312 &t 8:30 AM, reveaisd gt
approximately 7.30 P he responded to the ‘
Wander Guerd giarm sounding &t the front door. |
| SRNA#7 indicated he observed Regident #1o
- slt down in a rocking chair on the front parch with |
- unidentified visitors. SRNA #7 stated he knew '
- Resident # 1 should not be outside on histher ‘
own due to his/her siopement risk, but that i
hefshe would be allowead (o be oulside with staf
of famlly members per the plan of cars, Me i
_indlcated he left Resident #1 on the front porch

. with some visitors that were “someone's family
mambers”, Additional interview revesisd |
approximately twenty (20} minutes later, Resident |
#1 was brought back to the faciifly by two (2}

. unkriown males wha told SRNA#7 they found

! Residert #1 walking In the nelghborhood behing
the facility (approximately 1000 feet from the
-faciiy's front door).

" During an interview with Licensed Practical Nurse
CLFENY 4, on 08/153/12 at 7:30 AM, she stated
she had just returned from her break at
approximately 8,00 PM and was lold by
Regfs’ered Nurse (RN) #1 that Resident #1 had
"gottan out” to the "housing projects” behind the !
- facility and was brought back to the facility by two %
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F 280 Continued Erom page 27

{(2) unknown males. She Indicsted RN #1 had
told her to document what she was justtoid in
| NNs, but was never told by RN #1 torevise the |
care pian to include Interventions of Increased
" supervision. Additionally she stated she did not
. know It was her responsibillty to revise the plan of |
| care and thought it was the the MDE j
Coordinator's function. ?

4 interview with RN #1, on 09/13/12 at 8110 AM, |
' revealed she calied the DONon 08/31/12 &t ‘
approximately 8:00 PM and informed her that
. Resident #1 hag opened the front door end went

1 out on the front parch. She Indicated she did not

' recal the incident with Resident #7 going 10 the

 "housing projects’. She stated the DON had
instructed her to piace Resldent #1 on every
iftean minute visusl chacks, but g8 far as revising |
t%*c-: pian of care she “just didn't think about it i

i intawlew with the MDS Coordinator, on 08/14/12
i gt 1000 AM, revealed he developed the

. Comprehensive Pian of Care after the MDS was
completed and revised the plen of care after
Quartarly MDSs were completed. He indicated
aach discipiine was responsibie for developing

- and revising their own care plans related to thair
own discipline, such ag Activities. Further [
interview revealed If there was 2 need o revise or

- add an Intervention to 8y nursing plan ofcare it |
¢ wag the responsibliity of the nurse who was
&5signad 1o provide care to that resident at the
time of the incident. 1

tntewtew with the DON, on 08/13/12 at 10:58 AM,
! reveaied she recelved @ phone calt from RN #1 i
| on 09/01/12 at approximately 8:00 PM that ‘
" Resident #1 went out on the front porch ,
| i

F 280|
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| unsupervised by staff and she had instructed RN
#1 1o place Resident #1 on visual checks every l
 fiftesn minutes (15 checks). Further Inferview
| revealed she did not know Resident #1 had
" eloped from the fecility without staff knowledge, |
was gone for approximately twenty (20) minutes,
| and was brought back to the facillty by twa (2} | 4
i unknown males. Additionally she stated had she |
Known, she wouid have called Resident #1's f ;
| Physiclan to obtain orders to alter treatment, such |
| ag assigning one {1} steff person o Resldent #1 |
| for constant visual chiecks (1:1) and requesting 2
Physician's orger (o have Resident #1 have
further psychiatrlc evaiustion.

L interview with LPN #3, on 09/12/12 at 315 PM,
revesied Residant #1 exted the facility through |
' the front door st least two (2} times the moming |
of 08/03/M2. Howaver, the resident’'s level of
suparvision was no' increased. |
| Review of NN, datad 03/03/12, revealed Resident |
#1 exlted the faciity without staff's knowiedge and.
was located on the sidewalk getting ready to take |
- & step into the rosdway of the "housing projects” |
located behind the fachity (approximately 475 feet
| from the faciity's front doar). Further record
‘review revesled Resident#1 was placed on 111
_until hefshe was sent to @ psychiatric hospital for
avaluation, .

" The facility provided an acceptable credible i
_Allegstion of Compliance (AOC) on 08/17/12 that
- glleged remaval of the I effective 08/14/12, i
| basec on the following: ‘

. The facliity provided an acceptable credible
' Aliegation of Compliance (AOC) on 09/17/12 that [

| ;
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F 280 Continued From page 20
" alleged removal of the 1J effective 09/14/12,
: based on the Tollowing:

1} Al staff in all departments were Inserviced by ,
| the Assistant Director of Nursing on 08/03/12 and |
by the Education Director on 08/13/12 related 1o
| the foilowing:

1 a. Definition of elupemnent, revised Elopament ;
! Management and Prevention Policles, Missing
- ResIdent Action Plan, Head Count Procedures
| and Care Plan Poli izy which were revised on g
09/13/12; and zpproved by the QA comriities :
I consisting of Administrator, DON, Social Sewlces ;
" Director, Activities Director, Maintenance
%3|recmr Referral Manager, Business Dffice
' Manager, Business Office Asslstant and Regioaa
. Numse. ‘
| b. Alarm procedures/action which included who
responds to the alarm, what te do when the alarm |
| sounds, and level of supervision needed. ’
"c. All staff resducstad regarding the Elopement
; Risk Boak on 08/13/12 by the Education
i Director/Department Manager. :
d. Notify the Charge Nurse immediately of !
| missing or exit seeking resident and the Charge !
*Nurse will immediately notify the Admin|strator, l
i DON and Nurse Consultant. The Charge Nurse |
| will update the plan of care and update staff ‘
verba“y and in writing of the increased l
J supervision on the twenty-four (24} hour shift i
report. Subsequent shifts, in all departments wenz
not allowed to work until they completed the
IHSENICE ‘

i 2} All slopement care plans were reviewed and
revised on 08/13/12 by the DON, Adminlatrator, i
- Bociat Services, and Charge Nurse, All residents |

| : |

F 280
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F 280 Continued From page 30 :
' were visuslized by the DON and Education Nurse
i on U8/13412 to Identify mode of locomotion and
* staff interviews were conducied to better
. determins residents with elopament risk.
'3} On08/13/12, & Guality Assurance Meeting |
was held o discuss the steps to be izken to
| prevent further Incidants to Resident #1 and other |
' residerts. Algo, during the meeting, the incident,
| investigation, actions twken, and the effectiveriess |
| of the &cﬁoﬁs taken were discussed. The Med:ca
Director was contacted by phone, :
i i
- © 4} Livense staff will complete the
' ; acckient/incident report lmmadiately for an !
| | siopement altemyt or sctual elopement and the
sducation was compiated by the Department
i Manager and or the Education Directar by |
! 09!'?4:’?2 !

- 6} On 08/13112, the DON and Admiinistrator
i conducted an elopement drill to eveluate the staff
, response to alarms sounding.
E
. 8) Dapartment Manager monitoring of the facility .
| twenty four/seven (24/7) for ten days baginning |
L09/13/12 to include at least one random steff '
interview each shift to determine any residem ;j
| changes as relsted to wander risk, maonlioring
L and witnessing wander guard checks for function |
. ang placement, visualizing al residents, ensurs f
| staff response to door alarms, check function of
" all doors evary shift to ensure all systems are i
functioning, ensure staff can complete head l
1 count properly and tmely, Department Manager
“to compiete a daily elopement drili, care plan
; updates, wenty four (24) hour report shest i
]

! ;

i
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F 2&’3 Corvinued From page 37 |
completed. Any decreass in Department Manager
mamta*m@ will be reviewsd by the UA commities
after ten days and then weekly for s decrease in
- monitering, any issues identifled and need for

. further eciut:atlon.

| 7) Twenty-four/seven 24/7 front door monitaring |
peginning at 12 noon on 09/13/12 untit door is !
upgraded and function is verified on Z shifts.

B} New empioyees are o be ralned on the
_elopsment system upan hire by the Education
ﬂ Dirgctor. The Eiopement Risk Book wil be |
, reviewed during orientation of new staff. Ths
revised slopemant polleies and pronedures wers
 included in the new hire orlentation material |
5 bag nning 08/13/12. ;

© 8; All activity care plans reviewed/revised
; 09/13/12 by the Life Enrichmaent Director, DON,
Social Services, MDS Nurse and Reglonal Nurse |
- Consultant to ensure activities where in place for
 all residents and Identified residents’ individusl |
: needs,
Gi’i 08/20/12 the State Survay Agency verlfied the |
" Immediate Jeoparsy was removed on 08/1412
| and the facillty mpiemented corrective actions as
altegad in the AQC, effective 08/13/1Z based on
 the following:

| Review of facllity inservice records and

[ attendance logs, dated 09/13/12, revealed staff

was educated related to the facility's revise I

palicies and procedures for elopemant 10 include
Elopement Management and Prevention, Head

| Count, Missing Resident, Care Plan Policies and

_ notifications to be made (f @ resident attempted to

| H

F 280
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| exited the bullding unsupervised. Further raview

" of the Inservice records revealed stafl réceived

! education and training related to responding o

| the Wander Guard slgrms and proceduras to be
followed which included the complistion of the

| incident repori

" Record review revesled sl resident’s elopement
| care plans had besn reviewed and revised on

| QG2

| Review of the facilities QA mesting minutes

| reveaied & meetng was held on DB/M3/12 10

. implement plans of correction to remove the
immediate jeopardy.

. Review of the facility's monitoring log, dated

| 081312 through 0918112, revealsd staff had

[ monitored the front door 2477 until the front door
. Was upgraded. Observation, on 08/18/12 gt 3110
‘ P, reveaied the ront door was secured when

! the Wander Guard was within four (¢) Teet and

: the door would not open for fifteen (18] seconds
| ance the bar was pushed.

| Review of the facility's elopement dritl recards
' revealed the DON and Administrator conducted
| an alopament drill an 08/13/12 to evaluate the

. staff response o alarms sounding. Further review

| of the elopement drill records reveaied an

{ elopement drilt had been conducted dalty at

"varying times and shifts from 08/13/12 though
08/18/12. Observation, on 08/19/12 at 10:15 AM,

| revealed an elopement drill was conductsd by the

| Administrator. Further observation revealed staff

| immediatsty responded (0 the alarm by a nurse

! at the nurse's station going to the front door,

; dietary staff going out the side door and

i
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F 280 Continued From page 33

| housekeeping going ovt the back doors and
. checking the faciiity property, SRNA's, LPN's and |
| activities doing & head count and checking behind '
, doors and sl areas of the facility untii the
" Maintenznoe Director (who wag placed behind =

| door in & bathroom a8 & resident) was located. |

 Interview with the Dietary Manager on 08/18/12 at i
' 1330 PM, Maintenance Director af at 2:18 BM, ;
| Assistant Director of Nursing a1 3:45 PRt and on
08/20/12 at 11:00 AM with the Director of Mursing
cand the Administrator revesied they had besn
 assigned rotating shifts to include Visualizing all
| residents, ensure staff response o door alarms,
care pians were updated, twenty four (24) hour |
| report sheet completed and notifications macde,

" Observation, on 08/18/12 from 04:00 BM unt!
i 430 PM, revealed there were Elopement Risk
- Books on both the nursing units induding the

- East and West Nurse's Station, Dietary

' Department, Housekeeping Office, Laundry

| Departrnent, and the Front Office.

- interviews with staff including RN #4 on 09/16/12
"3t 1255 PM, SRNA#E at .00 PM, LPN#3 at |
| 1:08 PM, LPN #6 &t 1:15 P, Distary Manager a* |
- 1:30 P, SRNA#E 8t 1:45 PV, Housekesper #2
| @t 2:00 P, RN #£1 8t 2225 P, LEN #7 5t 2:35
P, LPN#8 at 2:45 PM, LPN #1 at 2:55 PM,
| SRNA#10 at 3:00 PM, SRNA# 171 a2 3:10 P,
and Physical Therapy side &t 3:20 PM, revesled
i they had received tnservice education and were _
" @ware of what an elopement was, the Elopement g
| Risk Book and the elopement pollcy and )
" pracedurs to inctude providing staff supervision |
| @8 well appropriate notifications to be made fa
resident attempted to leave the facility

i
i
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F 280 % Continued From page 34
» unsupervised, including notifying the physic;‘an
~ They ware glso aware of the procedure in

"inside and outside the facility.

! Record review revealed the Activities Director,

- Soclal Worker, DON snd Reglonal Nurse

| Consuitant reviewed and revised the activity
asssessments and activities care plans for all

" with the DON, Regional Nurse Consultant and
| Activities Dirsctor, on 09/20M12 a1 2120 AM,

' revealed they metas & group on 08/13/12 and
i reviewed and revised care plans and activities

| side to meet their needs. Further interview
" revesisd @il residents care plans and sctivity

| Activities Assistant when the Dietary Manager
“complatad the training course approved Dy the
1 state,

intarview, on 09/18/12 at 3:28 PM, with the
3 Eéucatlor: Director, reveaied she had assisted

! hire. She further stated most current staff had

| they had recelved the inservice. Review of the
i facility's revised oiientation packet revesled

eiapemeni nolices and procadures.

|

| raspondlng to the deor alarm to Indude saarchlng

| glopement risk residents by 09/13/12. Interview

: assessments of residents gt risk for elopement to
Censure those residents received routine time out

! assessmarts were belng reviewsed and revised.
| Further Interview with the Administrator reveaied
. the current Activities Director would become an

~with the changes in the new slopament policies
i and the policies would be reviewsd with each new';

- been Inserviced on the new policy and if they had
| nat raceived the inservice, they were not to clock
“in unt they had bean inserviced and signed that

F

|

. orientation Included review of the facllity's rev:sed

F 280/
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" Interview with the Administrator, DON and ; ;
| Regional Nurse and review of the new Elopement :
| Management and Preventlon Pollcies, on !
08/20/12 ot 11:00 AM, revealed the policies were
! updated 09/13/12 to include staff supervisionof |
"residents at elopement risk, reviewlng and ‘
revising individualized care plan Interventions to ‘
| prevent elopement (such ag enhanced ; ._ |
recreational zctivitles), responding to wander ‘ '
| guard alarms, completing incident reports, and | i ]

notifications to be made when & resident attempts - 5 -
- to leave the faciity unsupervised, to Include i i i
| notifying the physician. ‘: |

: The facility remained out of compliance a1 & lower |

" scope and severity of 2 "D, an Isolated deficiency’

- with potental for more than minimat harm in order: !

| for the facility to develop and implement the Plan | : :
of Correction (POC). : | !

F 282 | 483.20(k}(3)(i) SERVICES BY QUALIFIED | F282 pm2

sg=0 ' PERSONS/PER CARE PLAN ;

| | 1. Residsut #1 no longer resides at the center.

3

' The services provided or arranged by the facility . Resident %8 activides assessment and care plan
must be provided by qualified persane in , ! ! was revised on 10/4/12 by Activities Director.

i accordance with each resident’s written pign of | ' Wiedical Director was made aware of activity

| care. | [ cars plan and assessment revision by Director of

P Nursing on 10/5/12. No new orders noted. A
‘ | mew Life Enrichment Director has been

! | appointed and educated by Reglonal Nurse
| This REQUIREMENT is not met as evidenced . Consultant regarding how 10 complete activity
% ' assessinents, when fo complete activiry

by i | o
; gased on observation, imerview, record review, | . assesiments, Wb?ﬂ to complete the activity care
- and review of the faclllty's poiicies It was : . plea, how 1o revise the care plan as well as

" determined the facllity falled 1o ensure care plan | | completion of activity calendar on 9/26/12.

. interventions wera Implemented forone (1) of (e ‘ e S

| twelve (12) sampled residents (Resident #8}. ! i

- The facility had developed an Activity Care Plan - 5 ' :

: ;
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i , mom 2. All activity care plans and activity
i H ¥
k82 Contsnt{zd From pafge %8 ‘ : F 282% assesements were reviewad by the Life
Eor Resident #& whlfr%istatgd;he resident wsz ‘t;} ! . Enrichment Director 10 identify any activity
e SO ST e (9SS T o™ | ot o iy car ot i
| ' u 9 meet individual resident needs on 10/11/12. All |

L activities. However, the facillty failec to ensure ! tivity care plans and activity assessments will
. implermentation of this intervention. i | aclivily care plans ¥ BSSESS

be revised and residents reassessed 1o ensure that
individual resident needs, preferences and

The findings Include: i :
' - | cholces are met.

. Review of the poiicy the facillty utiized as a

¢ raference titied, "Care Plans-Comprehensive”, ‘ i 3. Regiopal Nurse Consultant tc re-educate Life

. dated Decernber 2010, revealed each resident's | " Enrichment Director by 10/4/12, regarding how
! comprehensive care plan was designed to : ¢ to complete activity assvssmen(s, how offente
, Incorporate risk factors associated with Identified i . complete activity assessments, when and how w
3 | probiems, reflect the resldent’s expresssc wishes ! complete and update activity plan of care and
_regarding care and treatment goals, reflact | ' development. ,

| treatment goals, timetablas and objectives in f b T g : L
measuyrable outcomes. Additional review of the | Education Training Director to re-educate 2ll

| palicy revealed the care plan was designed as an | nursing, activity and administrative staff by
' " 10/9/12 regarding activity assessments, how

aid In preventing or reducing decling in the .
| resident's functional status and/or functional oftens 10 complete, when to complete and update;
how often to update all care plans, with focus on

“levels.
activity care plans and that assessments and care

i ' i
' Review of the medical record revaaled the facﬁf!y . plang must be individualized and implemented .
; admitied Resident #8, on 04/28/11, with |

! dizgnoses which Incl juded Dementia, Alzheimer's ; Assistant Director of Nursing and Director of

. Dissase, Depression, Anxiety, and Paranoid : | Nursing will audiz all new admits within 72
- Psychesis. Review of a Quarterly MDS ﬁ . hours after admission to ensury the activity
Assessment, dated 07/07/12, revealsd the fagility ! | essessment and care plan are completed and that
| assessed Resident #8 o be severely impalrsd | . the plan of cars 's followed and deveioped
, with cognition skilis for daily decision making, as | | socording to the assessment; beginning week of
' needing extensive assistance of two (2) staff with | © 10/12/12 for 8 weeks ?
" activities of dally living to include bed mobillty and | ’
j locomotion and Resident #6 enjoyed listening o ' Director of Nursing zad Administrator will

mus:c Review of Activity Progress nigtes, dated | | ) ds <o that all activit
L (8I28411, 07111/11 and one undated, revealed . { MORIOL ARG SUPRTVISE at all activities &re
| - ocowrring on the calendar; five times & week for

| Resident #8 stayed in bad most of the time and e .
| was 1o have one to one {1:1) activities to include 4 weels begajzmmg wgek of 10/9/12; and monitor
at least 5 residents 5 rimes s weelk fo ensure

* » sansory stimull, singing, talking and reading. i ‘
. activity plan of care is followed and

Facti, individualized according 1o the assessment and 1s 7ot 7 of 80
evajuated regularly

FORM Cra8-2567(08-59) Pravious Versions Tbgolele Evear) {0 167MY1




PRINTED: 10/08/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0038-0351
“M'"";TEMENT OF DEFIGIENCIES [X1) PROVIDER/SUBRLIER/ICLIA (X2} MULTIPLE CORSTRUCTION (X3 DATE SURVEY
I PLAN OF CORRECTION IDENTIF ICATION NUMBER: COMPLETEDR
A. BUILDING :
B, WING C
185336 ' 09/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2IP QOLE

420 EAST GRUNDY AVENUE

SPRINGHELD MURSING & REHABILITATION CENTER SPRINGRIELD, KY 40069

(xaj1n SUMBMARY STATEMENT OF DEFICIENCIES D BROVIDERS PLAN OF CORRECTION ! {x51
FREFIX JEAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CQRFEECTIVE ACTION SHOULD BE | CamPLENON
TAG REGLLATORY DR LES IDENTIFYING INEORMATION, TAG CROSS-REFERENCED TO THEAPPROPRIATE | Be%E
! DEFICIENCY)

| Regional Nurse Consultant to monitor af least 3

F 282 Continued From page 37 F 282% activities monthly to ensure schedule is followed
. , , - . . and that in room oné to one residents are
' Review of Resident #8s Activities Plan of Care, | receiving activities that correlate with their
dated 08/13/12, revealod Resident #8 would | scessmont. This is to begin 10/12/12,
participate 'n sensory stimuli five (5) times per E - = i
week. Interventions Incudse music and l © Regional Nurse Consultant to monitor &t jeast 3

- spiritualireligious activities. |nterventions included:
Resident #8 was o have 1:1 activiles of music |
and splritual/reilgious activities. However, review |
- of Resident #8's Activities logs for 07/01/12

thraugh 09/18/12 reveaied Resldent #8 |
. participated in either a religious or music group i
{ activity an average of two {2) times per week, not |

| uew admits monthly beginning 10/12/12

i ensure that activity assessment is in piace within -
72 hours; assessiment is individualized and that
the pan of care is in place and being followed,

five (8} fimee per week per the plan of care, . 4. Quality Assurance team consisting of the
- | ‘administeator, director of nursing, assistant
Observations, on 08/18/12 & 12:45 PM, 2:00 PM director of nursing, clinical relmbursemont
and 3:40 PM and on 09/19/12 at 8:20 AM, coordinator, social services director, dietary and
revealed Resident #8 was in his/her bed with : activity director, business office manager, will

"eyes iooking at a pale yellow ceiling or pale yellow meet woekly times 6 weeks with medical director
wall with ne picturas or any other visual or 5 " to review all audit findings, make additional
audhory sensory stimull, Further observation : recomuuendations and revisions to the plan
revesied Resident #8 did not have a rogm-mate relsted to Badings beginaing week of 10/1/12.

" and no visual or auditory sensory stirmull was | At the end of 6 weeks, the Quality Assurance
availabls for the resident, such as picturas on the : : L - di ,
wall, a television or radlo In the resident’s room Comminee consisting of administrator, director

' to of nursing, assistant director of nursing, clinical
Interview with the Activities Director (AD), on i reimbursement coordinator, social services

00/19/12 2t 4:00 PM, revealed she would go in to | . dirsctor, dietary and activity director, business
the resident’s room and sing to the resident. ‘ office manages, 1o mect with medical director

Howaver, there was ng documented evidence : { every two week for four weeks at the end cf the
i

this was being done routinely per the plan of care, | ten weeks the Quality ﬁ‘&ssnra:ncc co;mmittée will-
| meet to discuss all audit findings with the

Further interview revealad spacific sensory stimuli .

_for Resident #8 would include audio and visual | .
stirmuli, such as having pictures on the walt or :

placing 2 racho in the resident's roort to meat i

| medical director to review meeting frequency
I and make recommendations t0 meet no legs than |
i
i

i Resident #8's activity needs. Howsver, j monthly. ‘
- observations revealed this had not been provided | i o
 for the resident. | 5. Date of Compliance: 10/16/12

F 323 | 483.25(h} FREE OF ACCIDENT - < I I

i : .
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F 323 Continuad From page 38 i F 323 F323

SS&J_ HAZARDS/SUPERVISION/DEVICES ' 1. Resident #1 no loager resides in the center.

Medical Director was mads aware of resident
9/1/12 out of center on $/12/12 by the Director
of Nursing. No new orders noted.

}
| Tre facllity must ensure that the resident :
! environment remains as free of accident hazards |
" gz is possible; and each resident recelves !
. adeguale supervision and assistance devices to ;
| prevent accldents. 2. All olopement care plans were reviewed by
! ; the Direcror of Nursing, Administrator, Regionsl |
: i Nurse Consultant, and Assistant Director of
: Nursing to identify any resident who was ‘
' ' considersd exit seeking that was not identified as
' This REQUIREMENT is not met as evidenced | jﬁ:ﬁiﬁ“ﬁ;gi’éﬁiﬁ;@ﬁ;gﬁ?ﬁ;gg’e
- bBy:ased o abservation, Interview, record review | | Bducetion Training Director to identify their
and review of fasility's policies, it was determined j g;dgfg:fi?mg m;fe: :?aéffkézz???on 0;1

j ' ; and random st isting of

| the fadiiity failed to have an effective system In : i A ; -
placa to provide adegquate supervision and ; 3 ho@elceepmg,, dietary, Certified ?ﬁéurs:;}g
manioring to prevent accidents for one {1) of - Asgistants, licensed nurses were interviewed by

twelve {12} sampled residents (Resident #1). ! the Regional Nurse Consueltant, Director of
The facilty failed to ensure palicy and procedures - Wursing or Agtivity Director to beter determine
“were implement for monitoring reskdents io ; elopement risk o 9/13/12.

- ensure safety. In addition, the facility failed to
ensure staff was trained and knowledgeable on |
how to adeguately monitor and supervise ‘
| residents &t risk for elopement.

Any Issues were immediutely corrected by the
Regional Nurse Consultant, Dirscror of Nursing,
or the Administrator on 9/13/12.

; The facility assessed Resident #1 as being at risk % | A one time audit was completed by the Regional
gog‘i?ﬁi’izax:ingrﬁszgh O?nh{;‘;t I%%g]es;gg@g‘f | Nurse Consultant, Director of Nursing, Assistant
ligh ) . by , ! . et . 4
' was left unsupervised by staff on the facllity's : gfrec"t(cr Of};gr ;gﬁ,}mf the Ed{:;anoa; ’ixamm‘ &
*frant porch at 7:30 PM. Approximately twenty (20) | irector on 10/10/12 of care plans and Certified
mirutes later, Resident #1 was brought back to | Nursing Assistant assignment Sheeg.s: 0 ! dex.mfy
any cere plans not fellowed and to identify if

the facilty by twa {2} unknown males who stafed | ; . ) ;

they found Resident #1 walking in the Certified Nursing Assistant assigament sheet
' neighborhood behind the facility approximately | was reflective of care plan. Any issues wers
: 1000 feet from the facility’s front door. The facility | immediately comrected.

|

failed to notify the Director of Nurslng (OON]) of j !
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F 323 - Continued From page 39 F 323 A one timp audit was conducted of all residents

. the incidant per facility policy and falled 1o notify
Resldent #1's Physician of the incidernt In order o
assess the nead to altér treatment for Resident
#1 te prevent further elopgment. In addition, the
facility failed to revise the plan of care to prevert |
- further slopement. On 09/03/12, sometime i
betwesn 12:02 PM and 12:05 PM Resident #1
| eloped from the facility unsupervised and was
“losated on a sidewalk getting ready to take & step |
Can to the roadway of the "housing projecis” 5
located behind the facility, approximately 475 feet |
from the facility's front door. Resldent #1 was
: placed ortone to one (1:1) staffing and later sent
“to & psvehiatic hos;;itai for further evalyaton.
Res:dent #1 was not in the facility during the
| survey,

! Based on the above findings it was determinad
" the facility's fadure to ensure adequate
| supervision and manitorlng was provided (© :
prevent slopement was likely to cause risk for j
serlous injury, harm, impairmert or death, The |
Immediate Jeopardy (L} was identified on
(0871312 and determined to exist on 08/01/12. i
- The facility was notified of the Immediate g
Jeapardy on 08/13/12,

The facility pravided an acceptable credible
Aliegation of Compliance (ADC) on 081712 with |
the facility alleging removal of the Immediate ;
Jeopardy on 08/14/12. Immeciate Jeopardy was
s verified to he removed on 09/14/12 prior to exiting
the facllity on 09/20/1 2 with remaining
non-compliance at 42 CFR 483. 25 Quality of
Care F-323 Acoidents and Supervision with g

- soope andg severity of an "D", while the facility

: develops and implements a Plan of Correction

i and the facitity's Quality Assurance continues to

with Wanderguards was completed by the
Director of Nursing and Assistant Director of
Nursing on 10/12/12 to identify that all
wanderguards were in place per order to prevent
elopement, No Issues were idemified,

All accident and incidents were reviewed by the
Director of Nussing, Assistant Director of
Nursing, and/or the Regional Nurse Consultant
for 2 30 day look back periad (9/12/12— :
10/12/12) to identify any resident who fell and or .
had an imjury related to lack of supervision. This ¢
will be completed by 10/15/12. Any lssues will
be mmediately corrected by the Regiona! Nurse
Consultant, Director of Nursing or the Assistant
Director of Nursing.

3. Regional Nurse Consuliant, Director of
Nursing or Assistant Director of Nursing to audit
all new admissions immediately to easure
elopement risk Is assessed and i identified thaz a
plan of care is inunediately initiated; that staff
are made awarg: that the wanderguerd is placed;
the TAR is reflective of the use of wandefguard

'and that physician and family are re notifisd and
the 24 hour shift report is updsted immediately.

Director of Nursing, Social Services Director,
Assistant Director of Wursiog and/or Education
Training Dirsctor to interview at least 5 staff
members each week for 4 weeks beginning week
of 10/10/12 1o identify if any resident has been
voicing exit seeking and exhibiting exit seeking
behavior that has not besn previously identified.

i
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F 323 Continued From page 40
’; monitor o ensure appropriate maeasures are put
. Into place 16 provide adequate supervision to
1 pravent accidents.

| The findings include:

| Review of the policy the fasility utilized as &
reference titled, "Wandering, Unsafe Resident”,

| revised December 2001, reveaied staff would

" identify residents at risk for harm because of

| unsafe wandering, including elopemant. Further

‘review of the policy revealed interventions to

| maintain safaty would be inciuded In the

"residert's care plan, nursing would document

| circurnstances refated to unsafe actlons, staff

' would initiate a detailed monitoring plan, and

| notify the Administrator and Director of Nursing

- {DON} immediately and Instilute appropriate

| measures when a resicdent was discovered
missing from the facility,

Revlew of the policy the faclllty utilized as a

| 2008, revealed staff should promptly report any
| resident who tried 1o leave the pramises to the

. @ departing resident returned to the facility the

| DON or Charge Nurse should examine the

i rasident for lnjuries, notify the Physician,

| complete and incident/accident report. and

: document relevart information in the resident's
'[ medical recorgd.

! admitted Resident #1 on 06/06/12, wih

+ diagngses which included Aortic Aneurysm,
i Glaucoma, and Demantia. Review of an

i Admission Minimum Data Set (MDS)

| Review of the medical recard revesled the facility

 reference titied, "Elopements”, revised December

DON. Further review of the policy revealsd when

3

|
!
|

H
3

§
i
|
i
1
i

F 323 Al sccident and incident reports will be

i

zseyiewed by the Director of Nursing, Assisrant
Director of Nursing or Regional Nurse

- Consultant when accidenr or incident ocours
f:ither by hone or in person to easure root cause
s yfstabiished, iramediate intsrventions are '
I m‘ma&ﬁd and the plan of care was followed. This
: will begin week of 10/12/12 for 4 weeks then as
recommended by the Quality Assurance Team,

Administrator, Director of Nursing, and

- Maintenance Director to complete a safwty'
review of the center every week beginaing
10/12/12 for 4 weeks to ensure any safety issues |
are addressed immediately. This will hegin
16/12/12 for 4 weeks then as recoumended by
the Quality Assurance Team.

D?epalrtment Managers will compare Certified

Ijaursmg Assistant assignment sheets to resident §

Himes a week 10 ensure all safety devices are in

plaf:;e and on the Certified Nursing Assistant

assignment sheet. This will begin 10/12/12 and

?en as recommended by the Quality Assurance
cam.

Regional Nurse Consultant to audit 5 accident
and ifacident reports weekly and 5 Certiffed
Nursing Assistany assignment sheets to care
piaqs weekly for 4 weeks to ensure all safety
devices are in place and that residents are
supervised to prevent aceidents and incidents,
This will begin week of 10/15/12 thep as
recommended by the Qual ity Assurance Team,

|
| |
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F 323 Contmu&d From page 41 F 323, m-Sierwcf; training: content, steff attending
| Assessment, dated 06/13/12, revealad the facility § | implementation: '
assessed Resident #1 to have a Brief Inferview of ' All staff being re-educated on 9/3/12 by ADON
' Mental Status (BIMS) score of ten (10) out of I[ | and on 9/ i}%/ 12 by Education Director regarding
! fifteen (10/15), indicating Resident #1 was ‘ ! the following:
; Elopement—definition

. moderately impaired in cognition, | ( ! o
_i | Alarm procedures/action which inciudes the

" Revlew of Interdisciplinary Team (IDT) Notes, * following: who responds to the alarm, exactly

{ dated U6/13/12, revealed Resident #1 had extt | 1 what to do when the alarm is checked by doing

| semking behaviors due to the desire to return o ! the following: All staff in center should respond

. home. Review of Physlclar's Orgers, dated ! { ' &t time the alarm sounds(ﬁiousekwpmg dletary ,
{ 06/13/12, revealed the Physician ordered for l C | Maintenance Department nursing, Social }
“Resident #1 {o wear 2 Wander Guard at all times : Services  Activities and administrative staff) and

| (an assistive device which alanms al the exit [ “search immediate environment surrounding ;

' doors to alert staf when residents aftermnpt te :
. 8 Lt : | | which door alarm is sounding, if the rz:sléent
leave the facility unsupervised). ' { who attemipted exit is not identified staff showld
. . \ . ; ide and fook in the immediate vicinity of
Review of Resident #1's Comprehensive Plan of j B0 outst Y
© \ " v v I téw door that is sounding. 1f unable to find a

i Care related to elopement, dated 06/13/12. @

| revealed Resident #1 exprassed the desire to | - resident then the Head Count policy would be

" leave, desire to return home and was : Immedistely started. Level of supervision need
‘ - was defined to ensure staff were able 1o identify

| independenty mabile. Interventions for the , - , ! _
" glopement plan of care included to Initiate 1 regidents af increased risk and as defined by the

. "Wander Alert System”, place resident ! ; care plan.
! information in the elopement risk book and :' stsmg resident zction plan procedure (provides
" encourage movement and exarcige. Review of an | i | detziled step-by-step instructions for staff when a °
| Activitles Plan of Care, dated 06/13/12, noted ! : resident has exited. )See atachment :
| that sitting on the porch was one of Resident #1's E ; Missing resident code (Code Wayne Pink is the
favorite activities and interventions Inciuded to cofie thaz alerts staff that a restdem needs m be
i encourage particlpation of activities of interest : located} T [
{ durtng stay. ’ :

: |
| Interview with the Activities Director, an 09/12/12 }
"2t 3:45 PM, reveaied Resident #1 had frequently , ;
f exprassed the desire to go home and had a : ' |
i history of going out the front door unsupervised !

i ang sltting an the porch. She indicated whichever | i

3 staff responded 1o the alarm wouid go outside !
and sit with hlm/her on the porch, but if staff didnt :

i

' é
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i revealed she would fake Resident #1 outside

" she had "spare time". She staled she had
. developed the activity plan of care ang indicated

| Review of Resident #1's medical record revealed

: on the rocking chair. Review of Physician's

i was to be gent o a psychiatric facillty for 2

| psychlatric evaluation. Rasident #1 returned to
“ the facilty on 07/30/12 with new care plan

| have Physical Therapy (PT). Review of PT notes i
’ thr»augn 08/24/12.

09/12/12 at 2:30 PM, revealed Resident #1 would |
. be taken outside for waiks when the weather was |

have time 1o sit with him/her, they would re-direct
nimfher back into the facillty. Additional interview

Including geing for walks on the facility property if -

she had not spacified when Resdent #1 should
Qo outside.

: & care plan conference was held on 06/28/12 with ;

Resident #1's Power of Attorney (POA) and at 1

‘that time the POA told the facillty that Resident #1

often took walke In the woods and liked sitting
outside at hame. On 06/25/12, the care plan was

| revised and & new intervention was added to
| encourage the resldent to go outsids with the 3
" smmokers guring designated smoke breaks {even 1

- though Resldent #1 was not a smoker} and to
glve time out doors.

, Nurses Notes, dated 07/23/12, revealed Resident !
#1 continued lo exit the facllity’s front door and sit

Orders, dated §7/23/12, revealed Residgent #1

interventions which included Restdent #1 was 1o
revealed Resident #1 received PT from 07/30/12

Interview with Physical Therapy Assistant #1, on

nice as part of his/her therapy,

i
i
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F 323, Continued From page 42 F go3 Fead count procedures. See anackunsa

!
]
]
|
|

| report an exit seeking resident to the charge
i nurse who should immediately provide increased

" member to monitor, based oo assessment &

! supervision and who resident can go “out with™.

Who to benotified of missing or exit secking
resident (any staff member can ideatify end

supervision and may assign another staff

wander guard and increased steff supervision
may be provided. At any time a resident is
astively exit secking after the resident is
supervised the charpge nurse should notify the
Administrator, DON and/or the Nusse

i Consultant. The charge nurse will update the
plan of care and update staff in writing and

* verbally of the increasad supervision and then
place this information on the 24 hour shift report.
All elopement care plans reviewed/revised
9/13/12 by the DON, Administrator, Social
Services, charge ourses, housekeeping, dictary
department and Certified Nursing Assistants
through interview. All residents were visuzlized
by the DON and the Education Nurse to idensify
thelr individual mode of ambulation/transfer and
locomotion op and off the unit, random staff
comsisting of housekeeping, dietary and nursiog
department staff were interviewed by the
Kegional Nurse Consultant, DON and/or the :
Dietary Munager regarding any resident that was
exit seeling, making verbal statements ebout
*eaving' and each residents locomotion on and
off unit to better determine elopement risk,
Presently the center has identified seven
residents at risk and all identified have 2 care
pign which indicates their risk, level of

Staff resducate regarding.

|

FORM CMBE-25387(02-99) Previoue Verslans Obsolete

Evgny ID7IB7N1Y

Faallily 10: 100412

If continuation shee! Page 43 of 80



PRINTED: 10/08/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPFROVED
‘h‘CEN‘fERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 59380581
T TATEMENT OF DEFIGIENCIES {X1) PROVIDEFVEUPBUERICLIA (X2} MULTISLE CONETRUGTION (X3 DATE SURVEY

43 BLAN OF CORRECTION IDENTIIGATION NUMBER: SOMPLETED

A BULDING
c
B WING
! 185338 08/20/2012
NAME OF PROVIOER OB SUPFLIER ETREET ADDRESE, CITY, $TATE, 2P CODE
) 420 EAST GRUNDY AVENUE
SPRINGFIELD NURSING & REMABILITATION CERNTER SPRINGEIELD, KY 40068
) 1o SUMMARY STATEMENT OF DEFICIENCIES i s ; PROVIDERS PLAN OF CORRECTICN : XS]
PREF (EAGH UDEFICIENCY MUST BE PRECEDED BY FULL PREFIXK | (EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LEC IDENTIEYING INFORMATION; TAG . cms&m%&&&c&a ;g gﬁj& APPROPRIATE DATE
REE|

i

F 323g Continued From page 43

- days after PT wes discontinued, Resldent #1
exited the building three (3) times fo the facility's

staff back Into the building. Review of the

- 08/28/12 with an intervention to accompany
| resident outside and supervise sitting outdoors
" with family and staff,

! Review of NN, dated 09/01/12, revezled Resident
- #1 exited the facillty's front door and twa (2)
“unknown males in housing area behind the facility
| escorted Resident #1 back to the faility.

| (SRNA} #7, on 08/13/12 at $:30 AM, revealed at

_approximately 7:30 PM he responded to the

i Wander Guard alarm Sounding at the front door.

- SRNA #7 indicated he observed Resident #1 o

: $it down in & rocking chair on the front porch with

" unidentifled visitors. SRNA #7 stated he knew

i Resident # 1 shauld not be outside on his/her

" own due 1o his/her elopement risk, but that

| he/she would be aliswed to be ouiside with staff
or family members per the plan of care. He

- indicated he left Resident #1 on the front parch

! with some visitors that were “someone's family

. members”, Additional interview revealsd

' approximately twenty (20) minutes later, Resident

. %1 was brought back te the facility by two (2)

| unknown males who told SRNA #7 they found

“Resident #1 walking in the neighborhood behind

i the facility (approximately 1000 foet from the
facility's front door).

During an inferview with Licensed Practical Nurse
(LPN) #4. on 09/13/12 &t 7:30 AM, she stated
" she had returned from her break at approximately

|

| slopement plan of care revealed it was revised on |

" Review of NN, dated 08/28/12, revealed three (3)

, front porch unsupervised and was redirected by i

|

i
i
i

interview with State Registered Nursing Assistant 1

}

|

|
i

i

F 323 All activity care plans reviewed/revised 9/13/12
by the Life Enrichment Director, DON, Social
Services, MDS nurse and Re glonal Nurse _
Counsuliant to ensure activities whers i place for
all residents and identified residents’ individual
need.

Re-sducation for all staff with written
campetency 1o enswre all stafT is aware of
changes regarding the following:

How often  check the wander guards for
placement, function and expiration and where 1o
locete this information. (All TARS checked by
the DON on 9/13/2012 to identify that all
residents with wander guards and identified as
wander risks were noted on the TAR, that there
was mstruction on checking the wanderguard,
the expiration and to ensure staff were
documenting this. Staff educated on deing
wander guard checks and how often.)Where
waader guard risk residents are identified and
where information is kept (all residents at risk
are photographed and identifying information is
recorded to ensure resident could be identified if .
migsing )

Presently all wander puards being checksd for
placement and fuaction by the Department
Mesizger on Duty each shift and the licensed
nurse and documented on the Department
Manager Form (24/7 form) to ensure licensed
nurse Gompetency. Beginning 9/23/2012 this will
be placed on the TAR for the licensed nurse to
do and this fs 2 system change,

All staff made aware of care plag policy which
inciudes who updates and to record any update
on the 24 hour shift report. R

|
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F 323 Continued From page 44
| 8:00 PM and was informed by Registered Nurse
(RN} #1 that Resident #1 had "gotten oet" to the
| *housing profects* behind the facility and was
_ brought back 1o the facility by two {2) unknown
| males. She indicated RN #1 instructed her to
_ document the incident in NNs.

. Interview with RN #1, on 08/13/12 2t §:10 AM,
| revealed she calied the DON on 06/01/12 at

. approximately 8:00 PM and informed her that ;
: Resident #1 nad opened the frant door and want |
. out on the front porch. She Indicated she did not |
! recall the incident with Resident #1 golng to the |
. "housing prolects™. She stated the DON had :
! Instructed her to place Resident #1 on every

; fifteen {15) mlnute visual chacks, but as far as
. revising the plan of care she "just dign’t thirk

i about ",

. Interview with the DON, on 09/13/12 at 10:55 AM, |
| ravealed she recejved @ phong call from RN #1
. on 08/01/12 at approximatsly 8:00 PM that

i Resident #1 went out on the front parch

; unsupervised by staff and she had Instructed RN |
[#110 place Resident #1 on visual checks every
- fifigen minutes {Q19 checks). Further interview

| revealed If she had been Informed Resident #1
; had eloped from the facility for approximataly :
| wenty (20) minutes and was brought back to the
. facility by two (2} unknown males, she would |
| heve Informed staff to conduct a head to toe skinn |
. assessment of Resident #1, have staff complete |
. an Accident/Incident report for further
. investigation, and notified Resident #1's Physician |
i per the facility's wander and siopemsnt palicies.

| Review of NN, dated 09/03/12 with a clarlflcation |
i NN dated 09/04/12, reveated Resident #1 had

H H
i

: )
- 323‘- QA Team met 1o review findings 9/13/12 which

l inciuded el education provided, 24/7

. Department Manager monitoring and what it

| consists of, ali changed policies {elopement,

| heed count, missing resident action plan,

| elopement provention plan, care plun policies, 24
;17 door monitoring until front door upgraded, the
t definition of elopement which includes that

| elopement can occur inside or owtside the center.
‘2417 Department Manager monitoring X 10

i days; beginning 9/13/12

u. At least one random staff interviewed each shift
to determine any resident changes as retates to
wander risk, T
Monitoring and witness wander guard checks for
function aad placement.
Visualization of ali residents
Ensure staff response to door alarms
Check function of ail doors every shifl to ensure -
all systems are functioning, ‘

Ensure staff can complete head count properly
and timely.

Department Manager to complete a daily
elopement drill. ,

Ensure cars plan updates and 24 howr report

sheet updates.

Any decrease In Departinent Manager

menitoring will be reviewed by the QA
conyniites after day 10 and then weekly for a
decrease in monitoring, any issues identified and
nesd for further education.

24/7 Front door monitoring by the staff until

door is upgraded beginning 12 nooa 9/13/12 ‘
uati} door is upgraded and function is verified on
2 shifis. Door to be verified as functional 2 times
& shift by a Department Manager for 5 days 1o
ensure function.
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} been visualized at 11:55 AM by staff during the

. Bvery fifteen (15) minute checks. Further review

+ of NN revealed staff had heard the alarm

~soundirg, went to the exit door and did nat

. visualize any residents. Cantinued review of NN
revealed the alarm was silenced and at 12:10 P

. @ housekeeper informed a nurse that Residant #1

* wab outsige ambulating to the apartments behing |

 tre facillty. Additional review of NN revesled the

; Assistant Director of Nursing (ADON) left the :
faclity and escorted Resident #1 back to the

i facility. The NN revealad the Physiciar and POA

" were notified, Resident #1 was plaged on 111

_staffing. and was later transferred to a psychiairic |

i haspitat for evalustion, ’

, Interview with LPN #3, on 08/12/12 2t 3:15 PM,
reveaied Resldent #1 exited the front door and
got out anto the parch at least wice on the

| marning of 08/03/12. She stated that morning
Resident #7 seermned more anxious and stated to |

j her that he/she wanted to go out and find a :
“woman” tg live with. She Indicated ong time

i when she responded to the aiarm sounding at the |

" front door, Resdent #1 stated he/she was just

_outside “"checking the weather.” She stated she

- was on lunch break when Resicent #1 eloped

“from the facility and that RN #1 was assigned to

| do the avery fifteen {(15) minute checks 2t that

‘time, LPN #3 stated Resident #1 was already on
avery fifleen {15) minute checks and she didnt

1 think about calling the DON or placing Resident

“#1on 1.1 prior to Resident #1 exiting the facility

| and getting off the property around lunch time,

' She stated she was not awars of Resldent #1's
etopement that had occurred two (2) days earlier, |

Lon 09/0112,
i !

_ Elopement, head count, missing resident action
F 327 o2, Blopement Prevention Plan and Care plan
policy reviewed and revised on 9/13/12; and
approved by QA commitse consisting of
Administrator, Director of Nurses, Social
rvices Director, Activities Director,
Maintenance Director, Referral Mapager,
Rusiness office Manaper, Busipess Office
Assistant and the Regional Nurss,
Al s ro educated thar residents poing owside
with family must be signed out and signed in
when returned and what adeguate supervision of |
any resident at increased risk for monitering
is{their family versus any family). All smif also
re educared regarding zbuse and neglect policy
by the Education Director beginaing 9/13/2012
. All licensed nurses ve educated by the Edusation
' Training Director aod /or Regional Nurse
Consultant, Director of Nursing, Administrator
zod or Department Manager that alf changes and
care plan updares will be documented on the 24
hour shift report.
Al staff reeducated regarding elopement risk
book by the Education Director/Department
Manager.
| Licensed staff will complete the
gecident/incident repoct immediately for an
! elopemient atiempt or actual elopement and this
' r¢ sducation was completed by the Department
Manaper and for the Education Director by
9/14/2012
. Elopement Drill conducted 9/13/12 by the
* DON/Administrator a1 7:30pm 10 ensure staff
comgliance to education and evaluate any issue.
No issues identified.
All new hires will be educated regarding this
abatement plan and all policies regarding
elopement including elopement definition,
| alarms, what they mean, how to respond, where
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F 323 Cortlnued From page 48 E 323i' wander risk book is [ecated, reporting a resident
Durng an Interview with RN #1, on 09/10/12 &t | ;' that is exit seeking and or verbally saying or
1 2:10 PM, she stated she was aware Resident #1 f . displaying exit seeking behaviors what is the
i haé mMoreg Sﬁemgis to exit the bU”Cﬂng by . i} l wander gwd‘ how doors function how to use
. constantly opening the front door and sometimes | * C.N A care plan, where on the C.N A care plan
! gﬁtﬁng;ui;a the front por/c:?;) before stafffz;ox;éd | : the wander risk is located, definition and
" getto him/her because he/she was “very fast”. | ; les of abuse and neglect head couat
Additional Irterview revealed Resident #1 had I examgles o L o8 o
! ; : - policy, elopement risk policy, efopement
+ expreszed to her that be/she was looking for & : | prevention policy, cére plan olicy. missing
‘ womar.. Further interview revezled she had last | | Provention policy, plan poucy, £
- : : . resident action plan and how residents arg
- seen Resident #1 at approximately 11,55 AM : ; ised and that family i 4
| sitting i the lobby by the front door. She stated i S“Pefvff; ?ﬁ&m% [AmLy supervision an
she heard the alarm sounding at approximately | | Means Thelr lamily”. )
| 12:05 PM whils she was In another resident’s | Beginning immediately on 9/13 2012 no staff
- room providing = treatment. She indicated that by | | ©ould work until e educated regarding this entire.
. the time she finlshed giving her treated and came ! | abatsment plan. . . ‘
tout lato the hall, she was Informed by staff that © | Medical Dirsctor notified by the Administrator
. Resident #1 had eloped and was found by the o © on 9/13/2012 of abatement plan and will bg
: ADON In the "housing prolects” hehind the - | reviewed with medical director at least waekly

bullding. RN #1 stated she was not aware that

| Resldent #1 had eloped from the facllity on

- 09/0112 and was only aware he/she had exitad

| the front door and was on the front porch.

]

: Qbservations, on 09/12/12 between from 10:30

{ AR ungl 10:55 AM, whh the Maintenance Dlrector
revealed there were four (4) exlt doors from the |
 facility. Funther observation revealed If 2 Wander
Guard was within four (4) feet of each of the four ;
doars, an alarm would sound for that door. and/or the Reglonal Nurse Consultant approval
Continued observation revealed while the alarm and then will be on-going no less than monthly
was sounding an individual could push on the bar | per policy.

t open the door and the doar would open after a |

i fifteen second delay for three (3) of the four 4y i

- @xit doors which Included the door on the side of

i beginning 9/13/2012.

| - Quality Assurance Team will review, revise

¢ and evaluate all audits associated with sach

 deficiency cited at least weekly for 6 weeks with

 the Regional Director of Operations and/or the
Regional Nurse Consultant beginning 10/4/12.
Quality Assurance meetings will be reduced only
with recommendation of the Quality Assurance
teamn and the Regional Director of Operations !

All audits will be in writing to verify completion
and Regional Director of Operations and/or

the building next to the kitchen and the two daars | Regional Nurse Coasultant will review al} sudits
- In the back of the facility. However, observation i 10 assist administraior in identification of change
i of the front door revealed there was not a fifreen ! that may require policy revision and/or
second deley when an |ndividual pushed the bar i development, This will begin 10/1/12 and
: - ! continue until the Quality Assurance Team, SR
FORM CMS-2567(02-99) Petrvious Versions Obsalie Even| ID57N11 2 Meadical Diysctor and/or Regional Director of 7of 80
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F 323 Continued From page 47 . Faes
't get out, allowing an individual 10 immedlately |
| open the door, | i ‘ :
_ E i isting of
, Observation, on 09/1312 at 1:56 PM, of ﬁ;ﬁﬁ;‘;ﬁfmjjﬁjgﬁxgm‘?
{ resnactment of what LPN #2 did around noon on ; director of nursiag, clinical reimbursement 5
- U8/03/12 and Interview with LPN #2 revezled she 5 coordinator, social services director, distary and
! heard the front door alarm sounding at 12:00 PM L s fFice manager, witl
as she was beginning her medication pass. activity directer, business office manag L
! Furttier observation and Interview revealed she | meat weekly times 6 weeks with medical director |
pushed her medication cart against the wall, | 1p review all audit findings, make additional
| locked the medication cart, walked through the recommendations and revisions to the plan ,
| front tobby where no one else was and opernied | related to findings beginning week of 10/1/12. !
! the front doar which taok thirty (30) seconds. She : Atthe end of § weeks, the Quality Assurance
. then went through the front door and half way ! Committee consisting of administrator, director
| down the frant side walk, locked to the lefland to of nursing, assistan director of nursing, clinical
"the right which took an additional fiftesn {18 ; reimbursement coordinator, soclal services
| seconds. Addlfional interview revealad 25 she director, dietary and activity director, business
- was coming back imo the facllity and was going | office manager, to meet with medical dirseror
i to initlate a head count to see if all residents wers ‘ every two week for four weeks at the end of the
- accounted for, she was informed byan SRNA | ten weeks the Quality Assurance committee will
j that the ADON went out lo get Resident #1 from ; meet to discoss all audit findings with the
i the “houslng projects” behind the building. ? medical director to review mweting frequency
| Interview with Housekeeper #1, on 09/12/12 a1 | and "ffe reconumendations to meet no less than
" 11:50 AM, revealed she had clocked outatthe monthly.
 ime machine, located next to the front lobby, at | )
1202 P . She stated she had not haard a0 ? 3. Date of Compliance: 10/16/12
| @larm sounding prior to clocking out, Further } [ N
J interview revealed she walked to the back of the
; bullding, went out the back door and as she was e 1
| getting in her daughters car her daughter !
 desoribed Resident #1 and asked her if he/she | ; i
| was a resldsnt because she had seen him/her | ,f
‘ walk dowr the side road of the facllity towards the | f
; housing area behind the facillty. Additional !
linterview revealed she went 9ack to the back J
. door and began “pounding” on the door untll she I i i
 got the attention of an SRNA who called 1o the |
H i ! ;
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F 323 Continued From page 48
{ ADON that Resldent #1 was up the grassy tncllne
" In bstweern two houses. f
L An interview with the ADON on 09/14/12 at 1:25 |
P, revealed she went outstde and got Resident |
[ #1 on 09/03/12 afer SRNA #4 had called out
1 down the hall that Housekeeper #1 had knocked
- on the back door reporting Resident #1 was out.
| The ADON went on to reveal a head count was
' conducted to ensure no other residents were
; unaccounted for, Resident #1 was assessed, and |
| he/she was placed on 1:1 supervision until he/she |

, could be sent out for a psyehlatric evaluation.
I Tha ADON revealed she was unaware Resident
#1 had sloped from the facility on 09/01/12 and
: was Unaware he/she was on fifteen [15) minute

! checks. ;

; Interview with Resident #1's Physician, on
1 08/18/12 at 11:30 AM, revealed Resident #1 was
. & high rigk for elopement with 2 history of
I slopement and the facility was responsible for ;
rensurlng Resident #1 was adequately supervised |
to pravent elopement. Continued interview I
j revealed he was not notified Resldent #1 had
* elaped from the facility on 05/01/12. Further ‘
. Interview revealad leaving Resident #1 on the ‘
} front porch with some unknown visitors was not |
fair to the visitars because It put the responsibility |
. on them when it should be the responsibility of
; facility staff, Additional interview revealed ffhe |
‘ had been made aware of the elopemant on ;
(9/0%/12 ha would have Instructed the facility to |
place Resident #1 on 1:1 staffing and ordered for |
“Resldent #1 be sent to a psychiatric hospital for |
. evaluation and then there possibly wouldn't have |
| been the elopement on 09/03/12. j
!

|

PROVIDERS PLAN OF CORRECTION

i X8}
PROF | (EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
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F 323’ Continued From page 49
[ The facillty provided an scceptabls credible

| alleged removal of the I effective 09/14/12,
based on the followng:

! the following:

| & Definition of elopement, revised Elopement

. Managemeat and Prevention Policies, Missing
| Resident Action Plan, Head Count Procedures
- and Care Plan Policy which were revised on

1 09/13/12; and approved by the QA committee

i Dlrector, Activitiss Director, Maintenance
; Director, Referral Manager, Business Office

. Nurse,

| sounds, and level of supervislon neaded.

| Risk Book on 09/13/12 by the Education
' Dlrector/Department Manager.
| d. Netify the Charge Nurse Immediately of

: Nurse will Immaeadlztsly notify the Admlnisirator,
. wilt update the plan of care and update staff

| verbally and in writing of the increased

- supervision on the twenty-four (24} hour shift

. not allowed to work untit they completed the
i inservice,

Allegation of Compilance (AOC) an 08/17/12 that

1) Ali staff in all departments were inserviced by
: the Asslstant Director of Nursing on 08/03/12 and
. by the Education Director on 09/13/12 relatad to

' b. Alarm procedures/action which included who
_responds to the alarm, what to do when the alarm !

. . All staff reeducated regarding the Elopement

I missing or exit seeking resideat and the Charge

| DON and Nurse Consultant. The Charge Nurse
| report. Subsequent shifts, In all departments wore

. !
| 2} All elopement care plans were reviewed and |

|

i

. congisting of Admilnistrator, DON, Sodial Services '

|

| Manager, Business Ofice Assistant and Regiona!

I

i

|

H
i

I

|
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F 323! Continued From page 50 F 323 ;

ravised on 09/13/12 by the DON, Administrator,

Social Services, and Charge Nurse, All residents | :
were visualized by the DON and Educativn Nurse ’
on 09/13/12 to identify mads of locomotion and ; i
i staff interviews were conducted to better : |
determine residents with elopement risk. i : o

3) On0913/12, a Quality Assurance Meeting | ;
was held to discuss the steps © be taken to -
prevant further incidents to Resident #1 and other | i
residents. Also, durlng the meeting, the incidant, |
Investigation, actions takea, and the effecliveness . ;
of the actions taken were discussed. The Madical - |

Dlrectar was contacted by phone. ;

| 4) License staff will complete the
' accldent/incident report Immediately for an !
eiopement attempt or actual elopement and the
| education was completed by the Department i
| Manager and or the Education Director by
09/14,'@2 !

5) On 09/13/12, the DON and Administrator
; conducted an elopement drill to evaluate the staff |
respense to alarms sounding. ;
i :
1 6) Department Manager menitoring of the faciity |
- twanty four/seven (24/7) for ten days begianing |
, 09/13/12 to include at least ene random staff !
intarview each shift to determing any resident
changes as related to wander risk, monitoring j
{ and wilnesslng wander guard checks for function | ‘
{ and placement, visuzlizing al! residents, ensure
. staff response to door alarms, chack function of .
: all doors every shift to ensure all systems are ' '
i functioning, ensure staff can complete haad '
count properly and timely, Department Manager ; :
! | i
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F 323 | Continued From page 51

to complete a daily eiopement drill, carg plan ;
! updates, twenty four (24) hour report sheet :
' completed. Any decrease In Department Managef[
i moajtoring will be reviewed by the QA committes
| after ten days and then weekly for a decrease in
“moritoring, any Issues identified and need for
l; further education, [
i 7) Twanty-four/seven 24/7 front door monitoring
beginning at 12 noon on 09/13/12 until door is
_upgraded and functian Is verfied on 2 shifis.

8) New employees are to bs trained on the
; 8lopement system upon hire by the Education
1 Dlrector. The Elopsmant Risk Book will be
_ reviewed during orientation of new sta®. The '
| revised elopement poilcles and procadures were |
* Included in the new hire orentation material t
I beginning 08/13/12, ]

' B} Al activity care plans reviewed/ravised

| 09/13/12 by the Life Enrichmant Director, DON,
[ Social Services, MDS Nurse and Reglonal Nurse
, Consultant to ensure activities where in place for |
- all residents and Identified residents’ individual
' neads. i

1 On 09/20/12 the State Survey Agency verlfied the
“Immediate Jeopardy was removed on 08/14/12 |
i and the facillly Implemented correctlve actions as
 alleged in the AOC, effective 09/13/12 basedon
' the following: |

J Review of fadility inservice records and

attendance logs, dated 09/13/12, revealsd staff
| was educated related to the facliity's revise §
' policies and procadures for elopement to include |
; Elopement Managemant and Prevention, Head
!
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| Incldent report.

: 0%/13/M12.

F 323! Centinued From page 52
I Count, Missing Resldent, Care Plan Policies and
noiffications to be made if a resident attempted to

i exlted the bullding unsupervised. Further review

. of the Inservice records revealed staff received

| education and training related to respanding to

. the Wander Guard alarms and procedures to be

t followed which Included the completion of the

i Record review revealed all resident's elopement
" care plans had been reviewsd and revisad on

| Review of the facllitles QA meeting minutes

" revealed a meeting was held on 09/13/12 to
- implement plans of correction to remove the
‘ immediaw jsopardy.

Revlew of the facillty's monitoring log, dated
| 09/13/12 through 09/19/12, revealed staff had
, monltored the front door 24/7 until the front door
| was upgraded. Observation, on 09/18/12 at 3:10
PM, revasted the front door was securad when
the Wancier Guard was within four (4) feet and
. the door woutd not open for fifteen {15) seconds
I once the bar was pushed.

_f Review of the facllity's elopement drill records

. revegled the DON and Administrator conducted

i an efopement drilt on 08/13/12 to evaiuste the
staff respansa to alarms sounding. Further review ]

[ of the elopement drill recards revealed an
glopement drlil had been conducted daily at

I » varylng times and shifts from 09/13/12 though
- 09/18/12. Qbservation, on 09/19/12 at 10:15 AM,

] revesled an elopement drill was conducted by the
_Administrator, Further observation revealed staff |

! lmmedlate!y responded to the alarm by a nurse

|

|

i

{

|
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F 323| Continued From page 53 !
. at the nurse's station going to the front door, !
! dletary staff going out the side doar and ;
" housekeeping going out the back deors and |
- checking the facllty property, SRNA's, LPN's and .
activitiss doing & head count and checking behlnd i
- doors and afl areas of the facility untit the .
Maintenance Director {who was placed behind a |
! door in & bathroom 25 & resident) was located, |

1:30 PM, Malntenance Director at =t 2:15 PM, }
f Assistant Director of Nursing at 3:45 PM and on
08/20/12 5t 11:00 AM with the Director of Nursing |
and the Administrator revesied they had been :
[ assigned rotating shifts to include visualizing all |
resldents, ensure staff response to door alarms,
I care plans ware updated, twenty four (24) haur |
" report sheet completed and notifications made., |

| Interview with the Dietary Manager on 09/19/12 at

E Observation, on 08/18/12 from 04,00 M unil
4:30 PM, rovealed there were Elopement Risk |
i Books on both the nursing unlts including the
East and West Nurse's Station, Distary

! Department, Housekeeping Ofﬂce Laundry
Department and the Front Office.

lntsmews with staff including RN #4 on 09/16/12
at 12:55 PM, SRNA #8 at 100 PM, LPN #3 at
1:05 PM, LPN #6 at 1:15 PM, Dletary Manager at ;
; 1:30 PM, SRNA #9 at 1:45 PM, Housekeeper #2 |
aLZOOPM RN #1 81 2:25 PM, LPN &7 at 2:35 ;
“PM, LPN #8 at 2:45 PM, LPN #1 at 2:55 PM. !
[ SRNA#10 at 3.00 PM, SRNA# 11 at 3:19 PM,
¢ and Physical Therapy aide at 3:20 PM, revealed I
l they had recaived Inservice education and were
aware of what an elopement was, the Elopement j
Rlsk Baok and the efopement pollcy and ;
‘ procedure to include providing staff supervision ‘

F 323

RPN S

i
H
; i
i i
| i
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i as well appropriate notifications to be made if 8

resident attempted to leave the facility

| unsupervised, indudlag notifying the physlcian.
They ware also aware of the procedurs in | ;

| responding to the door alarm to Include searchmg : E

| inslde and outside the facility. !

Record review reveaied the Activitles Diracior, “ i
| Sockal Worker, DON and Regional Nurse 5
. Consultant reviewad and revised the activity ‘ i
assessmants and activitles care pians for all ;
eIOpsmant risk residents by 09/13/12. intervlew |
" with the DON, Reglonal Nurse Consultantand ! _
_ Activities Director, on 09/20/12 at 9:20 AM, ;
revesled they met as a group on 09M3/M28nd | j
 reviewad and revised care plans and activides | :
! assessments of residents at risk for elopemaent to | ;
. ensure those residents raceived routine tme out §
! sida to meet their needs. Further interview ! : !
; revegied all residents care plans and activity i 5‘ ;
' assessments were being reviewed and revised. !
i Further intarview with the Administrator revealed | : i
' the eurrent Activities Director would become an i
- Activities Assistant when the Dietary Manager |
completed the training course approved by the i i
i state. |

Interview, on 09/19/12 at 3.25 PM, with the i _
| Education Director, reveated she had assistad
. with the changes In the new glopement policiss :
| and the policles would be reviewed with each new | |
. hirg. She further stated most current staff had ! ; '
l been inserviced on the new policy and if they had
_not received the Inservice, they were not to clock |
! in untit they had been inserviced and signed that : '
_they had received the inservice, Review ofthe ! i
| facility's revised odentation packet revealad I !
_ orientation included review of the fadllity's revisad | |
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1 elopement polices and procedures.

{

" Interview with the Administrator, DON and

. Regional Nurse and review of the new &Iopament
i Management and Prevention Policles, on

- 08/20/12 at 11:00 AN, revealsd the policies were |
" updated 0911312 o include staff supervision of
. fesidsats st elopement risk, reviewing and
 revising Individualized care plan interventions to
E prevent elopement (such as enbancad

" recreational activities), responding to wandar

. guard alarms, completing Incldent reports, and . |
| natifications to be made when a resident attsmpts
| to leave the facility unsupervised, to include
" nobifying the physidan,

| The facility remained out of compliance at a lower |
' scape and severity of @ "D, an isolated deficiency
" wlth potental for more than minimat harm in order
for the facility to davelop and implemeant the Plan
- of Corraction (POC).
F 490 | 483.75 EFFECTIVE
s58=] ADMINISTRATION/RESIDENT WELL-BEING

A facllty must be administered in & manaer that
| enables It to use iis resources effectively and
! efflciently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident,

» This REQUIREMENT Is aot met as evidenced
by

! Based on interview, racard review and review of
[ the facility's pollcy, t was detarmined the facitity's |
: Administration failed to ensure the facility was |
: administered in & manner which enabled R to use |
i Its resources effectively and efficiantly to attain or [

F 323 Continyed From page 55 E

F 323

F 490

F450

I. Resident#1 no longer resides in the center.
Medical Director and all physicians were

. notified by the Director of Nursing of risk of

elopement, survey findings and plan of
correction. No new ordered were noted

2. Regional Nurse Consuitam compleccd aone .

time audit of al! Quality Assuranice minutes for °
the last 6 months on H0/10/12 to identify any '
issues that were not addressed and resofved.
Any issues identified were immediately
corrected, All education for all staff was
reviewed by the Regional Nurse Consultant was
reviewed by the RegionalNurse Consultam on -
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F 480 Continued From page 56
| mgintaln the highest practicable physical, mental,
I and psychologica! wellbeing of each resideant.

. The facllity failed to have an effective systemto
: ensure supervision to prevent acoidents refated to .
. rasidents who were identified at risk for
! elopementiwandering. The facility's
Administration falled to have an effective system
to ensure the Physlcian was notified related to
rasidents who eloped from the facillly In order to
alter trestment to prevent further elcpement
failed to have an effective system to ensure staff
- was knowledgeabie of restdents who had eloped |
:from the facility and whal messures were put info -
place to prevent elopement, including activities: |
failed to heve an effective system to ensure staff
- wiEs trained to adequately respond to the faciity's
Wander Guard aler| system 1o protect resigents |
who were assessed (0 be an efopement risk; and,
: failed to have an effective system lo ensure the
. Gomprehensive Flans of Care were revised to i
Cinclude effective interventions znd ensure '
continuous supervision and monitoring o prevent
elopement. [Refer o F-157, F-248, F-280 and
' F-323).

On 08/01/12 at approximately 7:30 PM, Resident |
#1 was left unsupervised by staff on the faciiity's |
front porch. Approximately twenty {20} minutes
! later, Resident #1 was brought back to the facility :

by two {2} unknown males whe stated they found |

; Resident #1 walking in the nelghborhood behind
| the facility approximately 1000 fee! from the

facility's front door. The facility failed to notify
| Resident #1's Physician, failed to revise the plan :
i of care, and failed to provide adequate
| supervision to prevent furthar elopament. Qn
i 05/0312 somelime betwsen 12:02 PM and 12:05
F

' , i
; elopemspt, care planning process, who should

F 480° update care pans, and activities policy. Any

issuey identified were immediately corrected.
Regional Nuorse Consultant interviewed 20 staff -
members [0/11/12 from all departments
regarding policy and procedure for elopement,
activity cars plan process, Quality Assurance,
reporting changes in resident condition, '
aotification of physician and family when
change occurs. Any issues identified wers

i inunediately corrected.

Regional Director of Operations reviewed
elopement policy and procedurs; care planning
policy and procedure; activities policy and

. procedure; and Quality Assurance policy and

! procedure with administrator on 10/12/12 to
identify if administration had complste
knowledge of these policies and procedures. No
issues were identified. Regional Nurse ;
i Consuliznt reviewsd elopement policy and
procedure; care planning policy and procedure;
activities policy and procedure; and Quality

i Assurance policy and procedure with Director of
i Nursing and Assistant Director of Nursing on
10/12/12 to identity if administration had
complete knowledge of these policies and

. procedures. No issues were identified.

3. Regional Nurse Consultant and Regional
Director of Operstions re-educated administrator
and al! administrative team members on

18/10/12 reparding policy and procedure for care
planaing: whe should npdate care plans, when
care plans shouid be updated, elopement poiicy
and procedure; poticy for resident supervision,
activities policy and procedure and what to
report to the Regional Nurse Consultan:,
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F 480 . Continued From page 57

j' Pl Resident #1 eloped from the facility
unsupervised and was located on @ sldewatk
getting ready to take & step Into the roadway of
the “housing projects” locatad hehind the facilly, !
approximately 475 faet from the facllity's front ;
. door. Residant #1 was placed on one to one (1 1)
staffing and later sent to a psychiatric hospital for | i
| further evaiuation. Resident #1 was not in the f‘
facliity during the survey.

Based on the above findings it was determined
- the facility's failure to have an effective system in
| ‘ place to ensure the facility wes administered ina -
— | manner that enablaed it to use its resources
effactively and efficlently was likely to cause
| serious injury, harm, Impairment, or death.
. tmmediate Jeqpardy {Li) was identified on
L 08/13/12 and determined to exist on 08/01/12,

| The findings include: l
{ i

¥
Review of the policy the facitity utilized as a A
 reference titled "Wandering, Unsafe Resident’, |
revised December 2001, revealed staff would i
| ldentfy residents at risk for harm bacause of i
_unsafe wandering, including elopement. Further
| raview of the pallcy revealad interventions (o
], maintain sefety would be included in the
! resident's care plan, nursing woutd decument
, circumstances related to unsafe actions, staff
would inftiate a detalled monitaring plan, and
notify the Administrator and Director of Nursing
“immediately and institute appropriate measures ,
| when @ rasident was discovered missing from the |
facility,

f

i
i

: Review of the policy the facility utilized as a 5
reference ttled "Elopements”, revised Decernber |

| The Regional Nurse Coasuhant and Regional

F 490 ' Director of Operations telephone numbers are
:  posted at each pursing station, dietary, laundry
' and in the locked case in the lobby to allow stafl
" members, family members and residents means
1! o repoit COBCEIIS, Thes& were posted 10/9/ 12

! Regional Director of Opemtmm or Reglanai

. Nurse Consultant will sttend weekly Quality
{ Assurance Connnitise meetings for 6 weeks
| beginning 10/4/12 with at least the
Administrator, Director of Nursing, Social
Services Dirsctor, Activity Director, ong oaline
staff, and Medical Director.

Bagmnmg week of 11/19/12 all Quality
Assurance meetings wili be evaluated by the
Rspgional Nurse Consultant and Quality
Asswrance Team to determine if Quality
Assurance meeting should be continued weeldy
L or decreased. Regional Director of Operations
and/or Regiona! Nurse Consultant will be

- attending monthiy Quality Assurance Meetings
¢ for 6 months, beginning December 2012.

Educetion Training Director re-educated all staff |
l by writter competency regarding care planning

! process, developing and updating care plaas;
policy and procedure for notifying physician and
family; resident supervision, and elopement
policy and procedurs; activity policy and
procedure and ensuring activity needs are
individually assessed. This was completed by
10/11/12. Education Training Director re-

| educated all staff regarding activity policy and
procedurs and activity care planning needs. This
was completec% by 1011112
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P 4905 All newly hired staff will be education by the

F 480, Continued From page 58 ¢ Education Training Director regarding the

t 2008, revealed S&ff should promptly report any I following: i

t resident who tries ta leave the premises to the ; ) . dp . f

DON. Further review of the policy revealed when : *  Elopement Policy an socedure
a departing resident returns to the facility the : : Supervision of Residents Policy and
DON or charge nurse should examine the i ] Procedure _ :
resident for injuries, notlfy the Physiclar, f : *  Policy for reporting change of condition
~complete and Incidentaccident report, and : : to physician and family i
| document relevant information In the resident 4 i *  Notification of Director of Nursing;
medical record. | , Adwministrator; Regional Nurse
: ! : Consultant and Regiona! Director of
Resident #1 was assessed by the facility to be j i Operations
moderately cognitively Impaired, an slopement | Care Pianning Policy and Procedure |
risk, and & wander guard device was appled on { . ; : :
~. | 08§/13/12. On 09/0%/12, Residant #1 eloped from | 1 o g updating and developing oure
the facility without staff knowledge and was gone . ; ,
for approximately twenty minutes. The Director of | Activity Policy and Procodure
Nursing (DON) was only notifled that Resldent #1 i Wanderguard and door cheok policy
'had exited the building unsupervised to the front - i and procedure
. porch and had nstructed staf to place Resldent Reporting exit seeking or wandering
#1 on gvery fiftean (15) minute visua! checks. behaviors
The faclity failed to notify the Physician of the : «  Head Count policy and procediue
rincident, falled to revise the plan of care to put
. new interventions in place to prevent slopement,
- and fallec to ensure all staff were knowledgeable
of the Incident and of the every fiftean (15) minute ;
checks to prevent further elopement. The facility :
: failed to conduct an investigation related to the |
. elopement to impiement adequate interventions |
to prevent Resident #1 from eloping from the i
facility again. Although Resldent #1 was on every | , . .
fifteen (15) minute visual checks, Resident #1 Regionai Director of Operations and/or Regional |
- sloped from the facility agaln on 09/03/12 | Nurse Consultant to visit center two times per
- sometime between 12:02 PM and 12:08 Ph. ' | week beginning 10/1/12 for 8 wesks to ,
! Interviews with staff revealed not al! staff was - review/audit that care plans policy and procedure .
! aware Resident #1 was on every fifteen (15) g and process for updating and development carg
I minute checks or knowledgeable refated to fully ! plans is in place; elopement policy and procedure
i

Administrator to audit all new hire education 1o

; gasure all education is completsd for the plan of
fcorrection beginning 10/4/12. Regional Nurse

- Consultant will audit alf new hires weekly
beginning 10/4/12 to ensure all educatios is

! completed per the plan of correction,

 responding to the Wander Alarm system | is begin followed; that slopement drills are

; sounding. Staff interviews revealed | performed ar least weekly, activities are

i . occwrTing and assessments are completed timely; ______|
Fa to ensure any issue is addressed timely to mest 58 of B0
the individual needs of al! residents.
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F 4%;05 Continued From page 59

inconsistencies regarding how to accurately
. monitor, suparvise, and respond to residents at
t risk for or who had a history of elopement.

Interview with State Registered Nurse Alde

i [SRNA) #7, on 08/13/12 &t 9:30 AM, reveated

| although he was aware Resident #1 was an
elopement risk he left Resident #£1 on the front
porch with some visitors thatl were "someone's

i family members” and was not aware that

¢ Resident #1 should be continuousty monitored
and supervised by the fackity to prevent

- glopement,

l Interview with SRNA #1, on 09/11/12 at 1110 PA,
revaaled although she was aware Resigent #1
was at risk for elopement and had sloped on
' 09/01/12, she was unaware he was on every

fifteen minute visug! checks on 09/01/12 because

the nurses *handle that'.

| Interview with SRNA#3 on 09/11/12 at 1:45 PM,
revesled she was unaware Resident # 1 had
sloped from the facllity on 09/01/12 and was

j unaware he was on every fifteen minute visual

| checks.

Interview with Licensed Practical Nurse {LPN) #4, .
on 08/13/12 at 7:30 A, revealed she had been
ampfoyed &t the facillty for approximataly two
months and was unaware of any facility pohey
related to elopements or that the nurse
| responsible for providing care to a resident was
! res;:onsnble for ensuring the care plan was
| revised. Additional interview revealad whomever
was close to the door that alarmed should

t

|

}

i i respond immadiately and do 2 qulck sweep of zhe :

building and was not awzre of any head count

[} PROVIDER'S FLAN OF CORRECTION %5}
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F 490" Regional Director of Operations and/or Regional

| disongoing

Nurse Consultant to have ar least daily calls with
: the Administeator and/or Director of Nursing
| and/or charge nurse when not in the center to
ensure palicy and procedures are being foflowed; -
that any change of condition is addressed and to

b

‘ assist with daily operations of the center. This

began on 10/3/12 and will continue for 3 weeks;
then Regional Director of Operations and/or
| Regiona! Nurse Consultant will call the
| Administrator, Director of Nussing, and/or
charge nurse when not in the building thees times
a week for 3 weeks; and then af least weekly. !
This calf and at least 2 weekly center visits by
the Director of Operations and/or the Regional

f Nurse Consultant will continue until the Quality -

Assurance Team and Regionu! Team considers
oversight is no longer needed.

Regional Nurse Consultant will be potified of
any resident identified as an elopement risk
immediately by phone or in person for 3 months
beginning 10/1/12 to ensure all policies and
procedures are followed and 1o provide

| oversight.

Any issues identified in the Quality Assurance
meetings that require policy changes or policy
development will be reviewed and rovised and/or-
developed with assistance of the Regional
Director of Operations and/or the Regional

Nurse Consuitant and the Quality Assurance

J Team to provide oversight to ensure all aspects

of the concern is addressed and education for the
staff is provided timely. This began on 10/1/12
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~ palicy.

| Interview with Registered Nurse {RN} #1, on

1 08/13/12 &t 8:10 AM, revesled she had been
employed at the facility for approximately seven |

- months and was ynaware who was respansible !

i for ensuring the care plan was revised to ensurs |

" gt sta¥ ware Knowledgeable of new measures,
She indicated nurses were responsible for

i ensuring the fifteen minute checks were

| completed.

AN interview with the Assistant Dlrector of Nursing

| (ADON}) on 09/14/12 at 1:25 PV, revealed she
| was the charge nurse on 08/03/12 and atthat
" fime was unaware Resident #1 had eloped from
the facility on 09/01/12 and wag unaware hefshe

‘ was on fifteen (15} minute chacks.

interview, on 08/19/12 at 3:25 PM, with the
. Education Director, revealad prior to the
| identification of the Immediate Jeopardy, new
! employees were walked through the building and |
" shown all the doors, given the codes to the doors,
_shown the elopement books in each department, |
I shown what @ Wander Guard was and the need
' to respond 1o the alarm and given the differant 'f
| emergency codes, such as "Code Wayne Pink”

for elopement. Further interview revealed there
i was no facility specific policles and procedures .
discussed related elopement or responding to the |
| aiarm to ensure continuous supervision of |
" residents at rlsk for elopement. %

Interview with the Administrator, the Director of ;
Nursing and the Corporate Nurse, or 08/13M12 &t |
10:55 AM and 08/18/12 a! 1:15 PM, revealed the
" facility had changed ownership effactive 07/01/12

I g

i
P

and evaluate all audits associated with each

© deficiency cited at least weekly for 6 weeks with

‘F the Regional Director of Operations and/or the

. Regiona! Nurse Consultant beginning 10/4/12.
Quality Assurance meetings will be reduced only

k . with recommendation of the Quality Assurance

tearn and the Regional Director of Operations

and/or the Regiona! Nurse Consultant appreval

and then will be on-goiog ao less than monthly

I pér palicy.

All audits will be io writing to verify completion
| and Regiona! Director of Operations and/or
. Regional Nurse Coasultant will review all audits
. to assist administrater in identification of change -
| that may require policy revision and/or
| development. This will begin 10/1/12 and
: continue until the Quality Assurance Tearm,
| Mediceal Director and/or Regional Director of
! Operations and/or Regional Nurse Consultant
make recommendations to decrease.

, 5. Date of Completion: 10/16/12
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| and the company that owned the facllity priorte ! i
0710112 took all the Tacilltly specific policles
" Further interview revesied the new company sent | ;
: policies and procedures that were nat specific to ; ‘ |
include detailed measures to ensure residents at |
risk for elopement recelved continuaus ‘ ,
supervision and monlforing and care plans were | : I
revised to prevent further elopement. Additional ; 5
interview revealed they had started developing | |
- incividualized policies and procedures but had not, ; Z
. developed any facility specific elopement poilcies ‘
| and procedures t¢ ensure continuous monitoring |
( and supervision of residents who were dentified ,
- to be &t risk for elopament. ?

The fagility provided an seceptabie credible
Altegation of Compliance (AGC) on 08/17/12 that : g
alleged removal of the 1J effective 09/14/12, . :
i basecd on the following:

1) All staff in all departments were Inserviced by i

- the Assistan! Director of Nursing on 09/03/12 and ¢
by tha Education Director on 081312 related to
¢ the follewing:

- &. Deflnition: of siopement, revised Elopement : i
Management and Preventlon Pollcies, Missing '
Resident Action Plan, Head Count Procedures : i
and Care Pian Folicy which were revised on ;
0913112, and appraved by the QA commities i
consisting of Administrator, DON, Sociat Services :
| Director, Activities Director, Maintenance ; E
Director, Referral Manager, Business Office ; ;
i Marniager, Business Offlce Asslstant and Regxona
Nurse.
b. Alarm procedures/action which included whe
_responds to the aterm, what to do when the alarm ;
sounds, and level of supervision needed, }

FORM cms-zse?(ez-'a@! Prégvious Yorslore Ghsoiie Event IDuSTNG Facily I0: 100412 If continusalion gheet Page 62 of 80




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

PRINTED: 10/09/d012
FORM APEROVED
OnB NOQ, 0938-0381

TTURIEMENT OF DEFICIENCIES (x1) PROVIDERSUPPLIERICLIA (X2} MULTIPLE GONSTRUCTION {£3) DATE SURVEY
D PLAN OF CORRECTION ISENTIFIGATION NUMBER: COMPLETED
A BULDIG
8. WING <
185336 T 08/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIF CODE
420 EAST GRUNDY AVENYE
PRINGFIELD NURSING & REHABILITATION CENTER
s e SPRINGPIELD, KY 40063
Xe o | SUMMARY STATEMENT OF DEFICIENS IES i o PROVIDER'S PLAN OF CORREGTION T g
FREFH (BALH DEFICIENCY MuUST BE PRECEDED By FULL | OPREFIX {EAGH CORRECTIVE AGTION SHOULD 88 { coMPLETION
TAG REGULATORY GR LET IDENTIFYING INFORMST ION) ' TaG | CROSSREFERENCED TO THE APPROPRISTE - DATE |
; DEFICIENCY]
: 3 é
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c. All staff reeducated regarding the Elopement

Rigk Book on 09/13/12 by the Education

CirectorDepartmant Manager,

d. Nolify the Charge Nurse Immediately of

i migsing or exit sesking resident and the Charge

. Nurse will inmediately nolify the Administrater,

- DON and Nurse Consuliant, The Charge Nurse

will updata the plan of care and update staff

! verhally and in writing of the increased
supervision on the twenty—fwr {24} hour shift

| report, Subsequent shifts, in alf departments were
! not allowed to work untif they completed the

. IHSGI’VIC(?

l 2) Ali elopement care plans were reviewed and
: revlsed on 09/13/12 by the DON, Administrator,

" ware visualized by the DON and Education Nurse

- on 09/13/12 to Identfy made of locomation and

sta¥ interviews were conducted o better
determine residents with elopement risk,

3) On 09/13r12, a Quality Assurance Meeting
was heid 1o dlscuss the steps to be taken to

residents. Also, during the meeting, the incident,
: Investigation, aciiens taken, and the effectivenass

Director was contacted by phona.

’ 4} License staff wiif complete the
accldentiincident report immediately for an
glopement altempt or actyal eloperment and the
' gducation was completed by the Depariment
Manager and or the Education Director by

L 09142,

§) On 08/13/12, the DON and Adminlstrator

]Soc!a! Services, and Charge Nurse. All resldants

prevent further incldents to Resident #1 and ot?wer '

i
1
i
i

- of the actions taken were discussed. The Medical |

|
|
i

1
1
i
t

E
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1
t
b

F 490 Continued From page 63

conducted an elopement drill to evaluate the smﬁ“ ‘
i raspons& to alarms sounding.

6) Department Manager monitoring of the facllity

twenty four/seven (24/7) for ten days beginning |
(0811312 0 include at least one randam $taf %
L interview each shift to determineg any resldent
. changes as related to wander risk, monioring I
| and witnessing wander guard checks for function !
' and placement, visuallzing sl residents, ensure |
; staff response to door alarms, check function of
| alf doars every shift to ensure all systems are :
Lo " functioning, ensure staff can complets head i

. count properly and tmely, Department Manager !

!0 complete a daily slopement drill, care plan .

' updates, twenty four (24) hour report sheet |
; completed. Any dacreass in Department Manager ;
| monitoring wiil be reviewed by the QA committee |
" &fter ten days and then weekly for ¢ decrease in |
. monitoring, any issues identifiad and need for _
 further education. i

7} Twenty-fourfseven 24/7 front door monitoring
| beginning at 12 nocn on Q91 3/12 untt door Is |
' Upgraded and function is verified on 2 shifis. i

I 8} New employees are to be trained on the }
elopement system upon hire by the Education i
. Director. The Elopement Risk Book will he )
‘ reviewed during orientation of new staf. The ;
i ravised elopement polxcnes and procedures werg |
" included In the new hire orientation malarial
j beginning 08/13/12. ;
| Q) A activity care plans reviewed/revised
1 09/13/12 by the Life Enrichmant Director. DON, |
! Social Services, MDS Nurse and Regicnal Nurse |

1

mgei

i
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! naeds,

 the following:

Incidant raport,

t

08/13M2.

i
i
t

| Review of facility inservice records and
gfiendance logs, dated 09/13/12, revesled staff
. was edunated related to the facility's revise

| policies and pracedyures for glopement to Include
{ Elopament Management and Prevention, Head
 Count, Missing Resident, Care Plan Pollcles and
- notifications to be made If & resident attempted to
[ exited the building unsuparvisad. Further review
of the Inservice records revealed staff received 1
aducation and raining refated to responding to
the Wander Guard alarms and procedures to he |
foliowed which induded the completion of the

Reviaw of the facllity's monitoring log, dated
D 0813/12 through 08/18M 2, revealed staff had
monitored the front door 24/7 until the front door |
was upgraded. Observation, on 09/18/12 at 3:10
i PM, revegled the front door was secured when

F 480 | Continusd From page 64 i
Consultant to ensure activities where In place for |
| alf residents and identified residents’ individual

| On 09/2612 the State Survey Agency verified the |
“mmediste Jeopardy wag removed on 09/14/42
; and the facility impiemented corrective actions as
| gheged in the ACC, effactive 0813417 based on

. Record review revaalad all resident's elopement |
{ care plans had been reviewed and revised on !

| Review of the faciliies QA meeting minutes
revealed @ meeting was held on 08/13/12 1¢
' Implement plans of correction to remove the
. Immediate jeopardy.

1
1
i

jf
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the Wander Guard was within four (4) feet and _ :
i the door would not open for ifteen (15} seconds | i g
~once the bar was pushad. - i

| Review of the facility's efopement drili records | | |
reveaied the DON and Administrater conducted z
I'an efopement drill on 09/13/12 1o evaluate the | {
' stafi response to alerms socunding. Further review | ;
. of the eiopement driil records revesied an ; :
| elopement drifl had been cordusted dally at !
“varying times and shifts from 08/13712 though i ; :
1 08/18/12. Observation, on 08/19/12 al 10:16 AN, | : ;
‘ revesled en elopement drill was conducted by the :
_ Administrator. Further sbservation revealed staff | |
| Immediately responded to the alarm by a nurse |
" atthe nurse's station golng fo the front door, : _
d:e%ary staff gelng out the side door ana ! i
housekeepmg going out the back doors and ’ 4 :
checking the facllity property, SRNA'S, LPN's and i
 activities dolng a head count and checking behind |
| doors and ali sreas of the facility until the
Maintenance Dlector (who wase placed behind 2
{ door In & bathroom as & resident) was located.

t

. Intarviaw with the Dietary Manager on 08/19/12 at ‘
; 1.3C PM, Maintenance Direcior at &t 215 PM, %

i Asglstant Director of Nursing at 345 PM and on | |
. 08/20/12 at 11:00 Al with the Director of Nursing | ;
! and the Administrator revealed they had been
| assigned rotating shifts to inciude visualizing alt

residents, ensure staff response o door alarms, _
1 care plans were updated, twenty four {24) hour ¢ i
i report sheet completad and notifications made. | -

| Observation, on 09/18/12 from 04:00 PMunti | :
| 4:30 PM, revezled there were Ejopement Risk i
Books on both the nursing units including the i !

[

t East and West Nurse’s Station, Dletary : |
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“Depariment, Mousekeeping Office, Laundry ‘
: Department, and the Front Office. ;

, Intarviews with staff including RN #4 on 08/119/12 ; ;
| at 12:55 P, SRNA 48 at 1:00 PM, LPN 43 at ; ;
105 PN, LPN #6 at 1:15 PM, Dietary Manager 2t ;
i T:3Q PM, SRNAHS at 1:45 P, Housekeeper #2 | j
(200 PM, RN#1 2t 2125 PV, LPN 87 31 236 ‘ i
PM, LPN #8 a1 2:45 PM, LPN #7 at 2.55 P, i ‘
| SRNA 10 at 3:00 PM, SRNA# 11 &t 310 P, '
. and Physical Therapy aide at 3:20 P, revealed ; i !
i they had recelved inservice education and were
“aware of what an elopement was, the Elcperment . . !
| Risk Book and the elopement policy gnd ! I
 procedure to include providing staff supervision l‘ '
, @8 wall appropriate notifications to be rmade # 2 g ;[ a
| resident atiempted to leave the facility : i- ; ]
unsupervised, including notifying the physiciar. | g |
| They were alsu aware of the procedure I * |
 responding to the door alarm o include searching ; a
i inside and outside the facility.

'l Record review revealsd the Activities Director, F t |
t Saciat Worker, DON and Regional Nurse - 1
: Consultant revlewed and revised the sctivity i _ i
_assessments and activities care plans for all ; |
| elopement risk residents by 09/13/12. Interview ; !
" with the DON, Regional Nurse Consukant and
: Aclivities Director, on 09/20/12 at 9:20 AM, : :
revealed they met a5 a group on 08/13/12 and i |
reviewad and revised care plans and activities !
| assessments of resldents at risk for slopamernt to 4
i ensure those residants received routing time aut
 Side to meet their needs. Further interview
 revealad all residents care plans and aeotivity
- assessments were being reviewed and revised,
: Further Interview with the Administrator revaaled
J the current Activities Direcior woulg become an

|
t
b
i
i
i
1
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Activities Assistant when the Dietery Manager
. completed the tralning course approved Dy the
i stals, !

|mierview, on 08/16/12 at 3:28 PM, with the
| Education Director, revealed she had assisted
| with the changes in the new elopement policies
and the policles would De reviewed with sach new
i hire. She further stated most current staff had g
been inservioed on the new polley and if they had
' net receivad the insarvice, they were not to dock
- in until they had Seen inserviced and Slgned that
l they had recaived the inservice, Review of the |
- ~fagility's revised orlentation packet revealed ‘
orientation indluded reviaw of the facility's revised .
1 slopement polices and procedures. :

Itarview with the Administrator, DON and i
i Ragcmﬁa Nurse and review of the new Eloperment l
! | Management and Prevention Policies, on

' 0RIGHMT &t 11:00 AN, revealed the policies were
. updated 08/13/12 to include staff supervisicn of !
! regidents 2t lopement risk, reviewing and '
| revising indivigualized care plan interventions to

prevent elopement (Such as ennanced

F&C?@éflﬂﬂag activities), responding to wander !

gua d alarms, completing incident reports, and

! notifications to be made when a resident attempts
1o teave the facility unsupervised, to Include ‘;
; nozafying the physician. !

?he facifty remainad out of compliance ata lower |
scope and severity of a ‘D", an isolated deﬁc;ency.

i | with potential for more than minimaf harm In order’
i for the facility to develop and implarent the Plan
" of Corrsction (POC)
F 483, 483.75(d}{1}- {2) GOVERNING BODY-FACILITY
$8=l; | POLICIESIAPPOINT ADMN

i

. Fa93
[

| 1. Resident #1 no longer resides in the center.
. Medica] Director and all physicians were
. notified by the Director of \Iursmg of risk of
F 493: elopement, survey findings and plan of
com:cuoa, No new omered; werg noted.
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i L . 2. Ares Viee President, Regional Director of
403 | Erom 4834 : . X b5
F 423 Continued From page 88 1 F 33i Operations, and Regional Nurse Consaltnt
: o . . f ¢ reviewed plan of correction progress toward
I T T & O e O i !  goals on 10/1/12 with administrator to identify if
Qesignawec parsons g g = { ell clrations were addressed thar the Quality

Assurance meetings are being completed and

body, that is legaliy responsibie for establishing i
| thac any issues are being addressed timely.

I and implementing policies regarding the ‘
| management and operation of the facility, and the |

" governing body appoints the administrator who (s Recions] N .
lcensed by the State whare licensing is reguired; . gional Nurse Consuliant completed & one lims

| and respansible for the management of the © auditof all Quality Assurance minutes for the

| facility ! - last 6 mouths on 10/10/12 10 identify any issues

: y | that were not addressed and resolved. Any

i Issues identified were immediately corrected,
All education for all steff was reviewed by the

| This REQUIREMENT is not met as evidenced

] oy | Regional Nurse Consultant was reviewed by the
. Based oninterview and record review, it was 4 Regional Nurge Conrultant on 10/10/12 to
| detenmnined the Tacliity faded © ensure the |  identify needed education regarding elopement,
| governing body established and implementsd ‘: care planaing process, who should update care
 policles regarding the managemert and operation | . pams, and activities policy. Any issues ideatified
. of the facility. The governing body failed ¢ Cowers immediately corected. Regional Nurse
L aravidg adeguate oversight l‘;e“su"e palicy and © . Copsultant interviewed 20 staff members
| procedurss were implementad o ensure 4 o WY 5

adequate supervision and monitoring o pravent - ton i/}_“ﬁfam & dﬁv}?mmﬁ regfdmg policy
t accidents for 2 resident with g known rigk for + and pracedure for elopement, activity care plan
J‘ elopement and & history of ieaving the building | process, Quality Asswance, reporting changes in
-unsupervised. The facllity alsc failled to ensure | resident condition, notification of physician snd
" policy 2nd procedures were implemented to | family when change oceurs. Any issues
| revise the resident's care plan to address the ! identified were immediately corrected.
resident’s increased exit seeking behavior, and to ; i
T @nsure physicran notification of a resident's Regional Director of Opurations rev;
‘ condition change and potential need to atter . elopement policy ang p?ocedure*r:;;:‘;’fjmiuﬂ
Ctreatment.  In addition, the facllty falled to ensure | : policy and dire: activicies meti &
‘ staff was trained and knowledgseabls on how to P . and progedure; activities policy znd
| procedure; and Quality Assurance policy and

; = * I i : i

| ﬁﬁ:cgg:‘;?iypgﬁgﬁr and supervise residents at : ! P“’Cfd”‘"_ . Withya %imm‘ismm on 10112/12 1
: . Identify if administration had complets

| On 09/01/12, the facility failed to provide | knowledge of these policies and procedures. No
' continuous supervision of Resident #1, who had | | Issues were identified. Regional Nurse

; been exhibiting exit seeking behaviors, when | | Cousultant reviewed elopemsnt policy and
] ? procedure; cace planning policy and procedure: ,
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| SRNA#7 left Rasident #7 on the front poreh
Cunsupstvised by $1a® Approximately twenty

| minutes (ater, Resident #1 was brought back to
the facility by two {2} unrnown males who told

| SRNA #7 they found Resident #1 walking in the

neighborhosd behind the facility. On 08/03/12,

| Resident #1 eleped from the Taciity again

| sometime Detween 12:02 PM and 12:06 PM.

| Resident #1 wag locsted on the sidewslk gelting

_ready 1o lake & $tep onio e maswa}' of the

+ "housing projects” located behind the f acility,

. approximately 475 feet from the facility's front

door. inerviews with staff revealed not alf stalf

_was Knowledgeable of how to respond 1o the

| Wander Guard alarm system scunding, Staff

- interviews revegled inconsistencies regarding

i how 10 sccurately supervise and monitor

‘residents al risk for or who had = history of

| eloperment.

| Immediate Jeopardy wes identifisd &t 42 CFR
48310 Resldents Rights F-1587, 42 CFR 483.20
| Resident Assessiment F-280; 42 CFR 483,25
Guality of Care F-323; and 42 CFR 483.75
| | Administration F-480, Sybstanderg Cuslity of
' Care was identified st 42 CFR 483.25 Quality of
| Care F-323.

| The facility'’s fallure o ensure the goveming body

1 esteblishes and implemented policies regarding

 the management and operation of the facility has

| causad or is likely to cause serious injury, hanm,
impairment, or death to & reslident. Immediate
| Jeopardy and Substandard Quality of Care was
; identified at 42 CFR 483.25 Quality of Care on
| 08/13/12 and determined to exist on 08/01/12,

1 The facility pravided an acceptable credible

|
i
|

|
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F 4837 Continued From page 59 £ 4oyl schvilies policy and procedure; and Quality

Assurancs peliey and procedurs with Director of
Nursing and Assistant Divector of Nursiog on
10/12/12 to identily if administration had

complets knowledge of these policies and i
procedures. No issues were identifiec.

3. Ares Vice President, Regional Director of
Operations and Regionz! Nurse Consultant was
ir: ceater on 10/5/12 to enswe policy and
pracedures were in place for cars planning,
slopement, activities, Quality Assurance and
approved this entire plan of corrsotion. Regional
Director of Operations and Regional Nurse
Consultant to report policy znd procedure
revisions end development of new poficies and
procedures; and facility Qualiny Asswance
process and progress to the Ares Vice President

“g! least weekly for 4 weells beginning 10/1/12.

Regional Nurse Consultunt and Regional

Drirsctor of Operations to inferview at lezst 5

sttt members weekly for 4 weslks to ¢osure any
issu2s are addressed, focusing on care plan

policy and procedure; slopement policy apd
procedure and activities policy and procedure.
Regional Director of Operations aund Regionel
Nurse Consultant will bs directly involved in this
plan of correstion. ‘

Regional Director of Operations and/or Regional |
Nurse Consultant to complets ro-education with
the administrator by 10/12/12 regarding policy
arct procedures and pelicy and procedurss for the
center to identify any needed changes 10 policies !
and procedures to ensure any cemier specific
aeeds is addressed accordingly to Quality
_Assurance identification.
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F 4931 Continued From page 70 - F agg ngsﬂa% Birector of Operations and/or Regional

Allegation of Compliance (ADC) on 08M17/12 wath
the facility alleging removal of the Immediate
“Jecpardy on 08/14/12. Immediate Jeoparcﬁy was |
i verifiad {0 be removed on 08/14/12 prior to exstmg !
| the facility on 09/20/12 with remaining
norcompliance at 42 CFR 483.75 Admmistrataoﬂ
! F-483, with a scope and sevemy of a "I, while |
“ the facillty develops and implerments & Plan of
. Correction and the faclity's Quality Assurence i
| continues to manitor to ensure the governing ‘
" body implemenis policies regarding the !
. managemant and operation of the facility.

The findings include:

| i {Refer 1o F157, F284, F323 and F480) The fadility |
had agsessed Resident #1 (o enjoy hewng time |
| out doors but also as having exit seeking :
| behaviors and applied a Wander Guard device on 1
. 081312, The facility failed 1o ensure the pian of
| care was revised to includs imerventions to !
i ensure Resident #1 recelved supervised time ogt |
. doars to help decrease the resident's exit seekmg
- behavigrs. On 07/23/12, Resident #1 continually |
s exited out the front door and was sentto
. psychiatric hospital due o behaviors and retumed |
| to the facility on 07/28/12, On 08/28/12 Resident |
#1 exited the buitding three (3} times to the !
~facility's front porch unsupervised and was i
| redirected by staff back into the building. The |
!resident’s plan of care was revised to include
. Supervised sitting out doors with famlly and staff. !
| However, the facility failed to ensure the care plan |
! detailed who was responsible o ensure ;
, continuous supervision of Resident #1 to prevent |
elopement 2nd falled I ensure staff was
' knowledgeable related to the leve! of supervision
s required. On 09/01/12, Resident#1 was feft
! i

. Myrse Consultant 1o re-educate Administrator
- and Dirgctor of Nursing by 10/12/12 regarding

whzt to report to RegiaaaE Diirsctor of Operations
ang/or Regiona! Nurse Consultant to ensurs all

© tssues and identified concerns are reported for

suggestions snd guidance if needad to ensure 2ll

 residents receive oprimal care and all reguiations
. are followed to meet federal guidelines.

Regicau! Nurse Consuhant and Regional

Director of Operations re-cducated administrator
and 2li administrative team members on

| 10/10/12 regarding policy and procedure for care
t planning: who should update care plans, when

i
t

care plans should be updatey, elopement policy
and proceduse; policy for resident supervision,
activities policy and srocedure and what to
report 10 the Regional Nurse Consultant.

The Regional Nurse Consultant and Regional

Director of Operations teleghone numbers are

i posted ar each nursing station, dietacy, laundry

and in the locked case in the lobby 1o allow staff
members, family members and residents means
1o report concerns. These were posted 10/9/12,

Regional Dirsctor of Operations or Regional
Nurse Consultant will attend weekly Quality

. Assurance Comumimes mestings for 6§ weeks

beginning 10/4/12 with at least the
Administrator, Director of Nursing, Socisl
Services Director, Activity Directar, oae oaline
staff and Medical Darector
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i . ’ * Beginning week of 10/19/12 all Qualit
F 4831 Continued From page 71 F 483, ¢ Quatity

| ouiside withaut staff supsrvision and eleped from |
' ths facility without staff knowiedge. Afthough the
Director of Nurslng {DON} was notified that :
- Resident #1 had exited the bullding unsupervised |
| to the front porch and had Instructed staff to place
' Resident #1 on every fifieen (15) minute visual |
| ahiecks, the facility failed to notify the Physician of |
the incident, falled o revise the plan of care to put!
| new interventions in place to prevent slopement,
" and falled 10 ensure alf staff wars knowledgeable |
of the incident and the avery fiftean {15} minute
checks to prevent further elopement, The Tacility
atse faled o conduc an Investigation rejated to
" the elopement o idantify end implement
adequate Intervertions o preven: Resident #4 _
rom eloping from the facllity again, On 09/03/132, ;
| Hesidant #1 eloped from the faclity without staff ;
" knowisdge. i

' Policy review and interview with the Adrministrator
l the Director of Nursing, and the Corporate Nurss
con 09/13/12 &t 10:55 AM and on 08/19/12 at 1:15
{ PM, revealed the facility had changed ownershlp
| effectiva 07/07/12 and the governing bady sent

| poficies and procedures that wers not specific

} and they had been instructed to develop policies

; $pacific 10 the facilily. Further intarview revealed

| they had started developing some facility specific
~palicies and procedures but had not developeg

( any facilty specific slopsment policies and

. procedures 1o ensure continuous monftoring and
L supervision of residents whe were identifiad to be
it risk for elopement,

| An interdew with The Facility Cansultant, on
- 08/19/12 at 1:25 PM, revealed # varied how often |
| she was &t the facllity, but she tried to come at ,'
1 least weekly, Further Interview revaaled she i

i Assurance meetings will be evaiuated by the

" Reglona! Nurse Consultant and Quality

| Assurance Team to determuine if Quality

~ Assurance should be continued weekly or

{ decreased. Regional Director of Operations

- andfor Regional Nurse Consultam will be

| atiending menthly Quality Assurance Meetings
for 6 months, beginning December 2012,

. Education Training Director re-educatsd all staff
! by writter: competency regarding care planning

1 process, developing and updating care plans. |
Policy and procedure for notifying physician and
famnily; resident supervisior, and ciopement
palicy and procedure; activity policy and

| provedure and ensuring activity needs are
individually assessed. This was completed by

i 10/11/12. Education Training Director re-
sducated all staff reparding activity policy and

I procedure and activity vure planning needs. This
was completed by 10/11/12.

. All nowly hired staff will he education by the
- Education Traming Director regarding the . »
Tollowing:
¢  Elopement Policy and Procedurs

*  Supervision of Residents Poilcy and

‘ Frocedure

! «  Policy for reporting change of condition
to physician and family

*  Notification of Director of Nursing:
Administrator; Regiona! Nurse
Consulrant and Regional Director of
Operations

*  Cary Planning Policy and Procedyse
including updating and developimg care
plans
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procedures. She indicated they had daveloped
j policles and pracedures relatsd {0 pressure sores
¢ and medications, but had nat developed facility
" specific poficies and procedurss related to
slopement, including staff responding to the
| Wander Guard and ensuring residents received
f adequate supervision to prevent elopement.

, Curing an interview with the interim Regional Vice
i he was out of Texas and had been to Kentucky !
severg! imes prior 10 and since the company took
- aver &g governing body on 0T/01/12, He stated
| there had been orientation and trainings held in
! Lexington and/or at the facility in Springfisid on
0B/011 2, 06/15/12 though 0816112, O7/08/12
, through OT/M1/12 and 08/28/12 through 08/30M12. |
| Additional Interview revealed it was the governing |
i body's philosaphy to foltow state and federal :
regulations and that the facilly was given a
- manug of generic policizs to use as a refarance
paoint in developing facillty specific policies and
procedures. Continued interview ravealed as
- issues came up or as problems were identified
through the Quality Assurance mestings at the
 facility, palicies would be developsd.

i

While the Governing Body visited the facility ona
routing basis, there was no documentsd evidence |
these professionals identified, through thair
‘reviews and audits, these quality problems nor
was there evidence of action taken 1o correct the
systems failures at the time the survey was
initigted,

(xa385 | SUMMARY STATEMENT OF DERICIENCIES D PROVIDER'S PLANM OF CORRECTION ‘ 5|
PREFY (EACH DEFICIENGY MUST BE PRECEDED BY PULL PREFIX (BALH CORRECTYIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY GR LS IDENTIFYING INFORMATION, ' TAG CROSE-REFERENCED YO THE APPROPHIATE oATE
i ! | DEFICIENCY)
! : o s Activity Policy and Procedure
F 433 Continued From page 72 : F 4931 ¢  Wanderguard and door check policy
| became an employee of the new governing body ' and pra?cedurje ' .
i ! effective 07/01/12 and was o assist with i | = Rﬁper‘tmg exit seeking or wandering
" developing facility s pacific policiss and ! ! behaviors

i

|

| Presidant, on 09/20/12 a1 10:15 AM, he indicated |

Head Count policy and procsdure

Adminisirator to audit all new hire education to
. ensure sl education is completed for the plan of
correction beginning 10/4/12. Regional Nurse

. Consultant will audit all new hires weekly
| beginning 10/4/12 1o ensure all education is
" complsted per the plan of correction.

- Regional Director of Operations and/or Regional
Nurse Consulant to visit cester two times per

. week beginning 10/1/12 for 8 weeks to

- review/zudit that care plans policy and procedure

- and process for updating and developrent care

_ plans is in place; slopement policy and procedure

. Is begin followed; that elopement drills are

- performed at least weekly, activities are

* occurring asd assessments are completed timely;

to ansure gay issue is addressed timely to meet

the tndividuzl needs of all residents.

Regional Dirgctor of Operations and/or Regional
Nigse Consultant to have at least daily calls with
the Administrator and/or Director of Nursing
and/or chacgs nurse when not in the center to
ensure policy and procedures are being followed:
that any change of condition is addressed and to
assist with daily operetions of the center. This
began on 10/3/12 and will continue for 3 weeks:
- then Regional Director of Operations and/or
. Reglona! Nurse Consultant will call the
Administrator, Director of Nursing, and/or
charge nurse when not in the building three times
a week rar 3 weeks and then at least weekly

it
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F 4831 Continued From page 73
The facility provided an acceptable credible
Allegation of Compliance (A0C) on 08/17/12 that |
, alleged removal of the LJ effective G8/14/12, :
" based on the following: I

i 1) All siaff In all departments were inserviced by

! the Assistant Director of Nursing pr 090312 and
. by the Education Director on 0813712 related 1o

; the following:

" &. Definition of elupement, revised Elopement |

: Management and Prevertion Policies, Missing

| Resident Action Plan, Head Count Procedures

"and Care Plan Policy which were ravised on

; 08/13/12; and approved by the QA committee

| consisting of Administrator, DON, Social Services

' Director, Activities Director, Maintenance

. Director, Referral Manager, Business Office :

i Manager, Business Office Assistant and Regional |

¢ Nurss, f
b. Alarm procedures/action which included who |

i responds ¢ the alarm, what to do when the alarm

| sounds, and leval of supervision needed. ‘

i ¢, All staff reeducaled regarding the Elopement
Risk Book an 08/13/72 by the Bducation

| Director/Department Manager. i

{ d. Notify the Charge Nurse immediately of !

" missing or exil seeking resident and the Charge

. Nurse will immediately notify the Administrator,

i DON ang Nurse Consuitant. The Charge Nurse

« will update the plan of care and update staff

"verbally and in writing of the increased

: supervision on the fwenty-four (24) hour shift

| report. Subseguent shifts, in all departments were

| not allowed to work until they completed the
inservice. i

Jj 21 All elopement care plans were reviewead and

i

T

F 43 This call and at Isast 2 weekly center visis by

| the Director of Operations ead/or the Regiona!

© Nuwrse Consuliaat will continue until the Quality
© Assurance Team and Regional Team considers

. oversight is no longer needed.

Regional Nurse Consultant will be notified of
auy resident identified as an elopement rigk
immedistely by phone or in person for 3 months
i beginning 10/1/12 to ensure al] policies and

- procedurss are followed and to provide

* oversight.

Any issues identified in the Quality Assurance
meetings that require policy changes or policy
development will be reviewed and revised and/or
developed with aseistance of the Regiona
Director of Operations and/or the Regional

| Nurse Consubiant and the Quality Assurance

+ Team to provide oversight fo ensuce all aspects
of the concern is addressed and education for the
staff is provided timely, This began on 10/1/12

1 and is on-going,

| 4. Quality Assurance Team wiil review, revise ;
‘_ and evaluate all audits associated with each i
! deficiency cited at least weekly for 6 weeks with

j the Regional Director of Operations and/or the
Regional Nurse Consultant beginning 10/4/12.

© Quality Assurance meetings will be reduced only

{ with recommendation of the Quality Assurance

! team and the Regional Director of Operations

| and/or the Regional Nurse Consultaat approval

. and then will be on-going no less than monthly

i per palicy.

— —— e —

i i
+
i |
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revised on 08/13/12 by the DON, Administrator,
i Social Services, and Charge Nurse. All residents I
| were visualized by the DON and Education Nurse

on (871312 to identify mode of locomation and
! staff interviews were conductad to better ;
| determing residents with elopement risk. :

; 3} On 08/13/12, a Quality Assurance Meeting
was held ta discuss the steps to be taken 1o

" prevent further Incidents to Resident #1 and other | i
| residents. Also, during the mesting, the incident, |
mvastigation actions taken, and the effectiveness

- of thws actions taken were discussed. The M‘edma! i
E?er;esmr was contacted by phane,

4 ; License staff witl complate the
* | accidentfincident report immediately for an
. elopement attemp! or actug! olopementand the
. sducation was completed by the Department ‘
i Manager and or the Education Director by ;
! | 09/14/12, ;

; §) Qn 08/13/12, the DON and Administrator !

; conducted an efopement drill to evaluate the staff
: response to alarms sounding.
8} Department Manager manltoring of the facility
~twenly four/sever (24/?) for ten days beginning

L 08M13/M12 o include at least one random staff

1’ itterview each shift to determine any resident

' changes as refated to wander risk, monitoring

i and witnessing wander guard chacks for function g

l and placament, visualizing alf residents, ensure
! staff response to door alarms, check fuf;ctr{]ré of
- all coors every shift to ensure all systems are

! functioning, ensure staff can complete head

i count proparly and timely, Department Manager :

i

Ko SUMMARY STATEMENT OF DEFICIENGIES oo PROVIDER'S PLAN OF CORRECTION T g
PREFIX | (EACH DEFICIENCY MUSY BE PRECEDED BY FULL . PREFIX | (EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIEYING NFORMATION) | TAG CROSE-REFERENCED TO THE APPROPRIATE ¢ DA
e DEFIGIENGY) i
F é%l Contlnued From page 74 5 F4g2  All audits will be in writing to verify completion

! and Regiona Diroctor of Operations and/or

[

Regiona! Nurse Consulant will review all audirs
o assist administrator in identificstion of change
that mey require policy revision and/or
development. This will begix 10/1/12 and
continye unti] the Quality Assuraiice Team,
Medica! Director and/or Regiona! Director of
Operations and/or Regional Nurse Consultaat
make recommendations to decreage.

' 5. Duate of Completion: 10/16/12

+
+
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F 493 Continued From page 75
i to complete a daily slopement grlll, care plan
! updates, twenty four {24) hour report sheet
. completed. Any decrease in Depariment Manager|
| menitoring will be reviewed by the QA commitiee
{ after ten days and then weskly for a2 decreasa in

menitaring, any iIssues identified ang nesd for

further educaton.
i
' 7) Twenty-four/seven 24/7 front door monitaring
i beginning at 12 noen on 08/13/12 untit door is

! upgraded and function is verifiad on 2 ghifis.

l

" B) New employees are to be trained on the _
- elopement system upon hire by the Edusation :
| Director. The Elopemant Risk Sook witf be

. reviewsd during orientation of new stz The

i revised elopameant policies and proceduras were
| itcluded It the new hire Grientation matarlal

" beginning 08/13/12.

l| 9) Al activity care plans reviewsdfrevised

! 09/13/12 by the Life Enrichment Director, DON,
Sedal Services, MOS8 Nurse and Regional Nurse

. Consultant to ensure activitles where in place for

all residents and identified residents’ individuz!

¢ naeds.

i On 09/20/12 the State Survey Agency verifled the
Immediate Jeopardy was removed on 08/14/12 |
s and the facilty implemented corrective actions as
" alleged in the AGC, effective 09/13/12 based on

| the following:

Review of facility insarvice records and

" attendance logs, dated 09/13/12, revesled st=ff

' was educated ralated to the facility's revise
policies and procedures for elopement to include

- Elopement Management and Prevertion, Head

F 483

I
+

|

s e e
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F 483 | Continued From page 76 | Fagsl ;

'Cournt, Missing Resident, Care Plan Policles and '
, notffications to be made ¥ a resident altempted o i | :
| exited the building unsupervised. Further review ' i
" of the ingervice records revesled staff received i | 1
- education and training related to respondingtc | |
i the Wander Guard alarms and procedures to be ‘
" followed which Inciuded the completion of the |
; incldent report. 5 s

‘ Record review revealed alt rasident's sicpemant '
; care plans had been raviewed and revised on
; 0B13M12.

, Review of the facilties QA meeiing minutes :
| revealed a mesting wes held on 09/13/M12 to ; j
- implement plans of correction to remove the |
Immediate jeopardy.

: Review of the facillty's monitoring log, dated
: 08/13/12 through 09/18M12, revesaled staff had ;
monitored the front daar 247 untl] the frort door | !
. was upgraded. Observation, on 09/16/12 at 310 ! : ;
. PM, reveaied the front door was secured when | ! ‘
the Wander Guard was within four (4) feet ang | ’
the door would not gpen for fifteen (153 seconds | ; '
. onee the bar was pushed. i [

Raview of the facillty' s slopement drili records

revealed the DON and Adminlstrator conducted
an elopement drill on 08/13/12 to evaluate the

staff response lo alarms sounding. Further review
- of the elopement drli! records revealed an

 elopement drill had been conducted daily at !
varying times and shifts from 09/13/12 though |
+ Q8/18/12. Observation, on §8/18/12 a2 10:158 AM,
‘ revealed an elogement drilil was conducted by the |
Administrator. Further observation reveaied staff | I
immediately responded to the alarm by a nurse I |
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| al the nurse's station going to the fron! deor,

distary staff going out the side door and _
; housekeaping golng out the back doors and I
| checking the facility property, SRNA's, LPN's and !
" activities doing 2 head count and checking behind
- doors and all areas of the fadilly unifl the i
Maintenanoe Director (who wes pisced behinda

door in 2 bathroom as a resident) was located.

interview with the Dietary Manager on 09/16/17 st 1
[ 1:30 Py, Maintenance Director at at 2:18 PR, ;
. Assistant Director of Nursing at 3:48 P and on
{ 0B/20/12 &t 11:00 AM with the Direcior of MNursing :
and the Administrator reveaisd they had been :
. assigned rolaling shifts to include visualizing alt ’

residents, ensure staff response to door glarms,
care plans were updated, twenty four (24} hour

report shee! completed and notifications made. :
Otmervalion, on 08/18/12 froms 0400 Pt unti F
: 4730 PM, revegied there were Eloperment Rigk |
- Books on both the nursing units induding the
East and West Nurse's Station, Dietary
Depariment, Housekeeping Office, Laundry
- Dapartment, and the Front Office,

interviews with s including RN #4 on 09716412
at 12:55 P, SRNAEB a1 1:00 P, LPN #3 at
1:05 Pit, LPN #8 a1 1:18 PM, Dietary Manager &t
; 1.30 PR, SRNAES at 1:45 PM, Housekeeper #2 |
gt 2:00 PM, RN #1 at 2:25 PM, LPN #7 21 2:38 |
Prd, LPN #8 21 2245 PM, LPN #1 gt 255 B, i
- SRNA#10 31 300 PM, SRNA# 11 at 3110 PM, |
andd Physical Therzpy aide at 3:20 PM, revealed
they hat received inservice education and were
aware of what an elopermnent was, the Elopement
‘ Rigk Book and the elopement policy and
procedurs to include providing staff supervizion
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. a8 well appropriate notifications o be made if a ‘
| resident attempled to ieave the facility )
, unsupervised, including notifying the physician. : !
! They were also aware of the procedure in f i _ |
. respanding to the door slarm to includs smarching ; :
lingide and outside the facility. | j

I Record review revealed the Activitles Director, :
- Soclz! Worker, DON and Regional Nurss f :
| Consultant reviewed and revised the activity i ; ) |
assessments and activities care plans for all : i
‘ elopement sk regidents by 08/13/12. Inferview | |
- with the DON, Regionat Nurse Consultant ang | :
' Activities Director, on 05/20/1 2 at 8:20 AM, ; l
; revealsd they me! as 2 group on 09/13/42 and i
! reviewed and revised care plans and activitles ! i |
| assessments of residents at risk for eloperent to : : i
s ensure hose residents receivad routine tme out i : :
: slde to meet thelr needs. Further interview g‘ ' ;
- reveated all residents care plans and activity i 3
| assessments were being reviewed and revised. :
! Further interview with the Administrator revealed | o :
1 the current Activities Director wouid become an ! |
! Activitles Assistant when the Dietary Manager | |
. completed the tralning course approved by the f |

| state. ll i

| Interview, on 09/198/12 at 3:25 PM, with the g : ;
. Education Director, reveaisd she had assisted ? : i
| with the changes in the new elopement policies
' 2nd the policies would be reviewed with sach new :
t hire. She further stated most current staff had i ! l
 been Inservicad on the new policy and i they had | |
i ot received the inservice, they were nat to clock | *
! In until they had been inserviced and slgned that '
, they had received the inservice. Review of the | I
| facility's revised orlentation packet revealed ;’ |
| orientation included review of the facility's revised } ! g
: i I
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' mlopement pollces and procedures.

Intewlew with the Agministrator, DON ang ]
Fieglana Nurse and review of the new Elopement
., Manggement and Preventlon Policles, on i
| 09/20/12 &t 11:00 AM, revealed the policies were !
‘updated 0971312 to include stait supervision of
. residents at elopement risk, reviewing and
| revising indlvidualized care plan interventions to
" prevernt eiapemem {such 2z enhanced !
. racregtional activities), responding to wander
J guard glarms, compleling Incldent reports, and
" notifications to be made when 2 resident attempts |
i to leave the facility unsupervised, to Include :
' notifying the physician.

i T’h& faclity remained our of compilance gt a Iower
« scope and severity of & "D, an Isolated deficiency |
; with potential for more than mintmal harm in order|
| for the facility to develop and implement the Plan
* of Correction (POC). [

|
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