DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 1042372014
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEEICIENCIES (X1} PROVIDERISUPPLIER/CLIA (33 MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c |
185283 8. WING 1070012014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE. 2IP CoRE ;
2000 SOUTH MAIN STREET
BOURBON HEIGHTS NURSING HOME |
f PARIS, KY 40387 éi
X431 SUMMARY STATEMENT OF DEF! ICIENCIES i PROVIDER'S PLAN OF CORRECTION ; %5}
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE C COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APFROPRIATE DaTE
DEFHZIENCY)
F 000

F 000 WNITIAL COMMENTS

. An Abbreviated/Partial Extended Survey
investigating KY00022259 was initiated on

1 09/24/14 and concluded on 10/09/14. .
- KY00022259 was substantiated with related
. deficiencies cited. Immediate Jeopardy (W) was .
tidentified on 09/30/14 and was datermined to

; exist on 09/21/14 with deficiencies cited at 42

. CFR 483.20 Resident Assessment, F-280: 42

: CFR 483.25 Quality of Care, F-323; and 42 CFR

i 483.75 Administration, F-480 ail at a Scope and

. Severlity (S/S) of a "J". Substandard Quality of

: Care (3QC) was identified at 42 CFR 483 25, ,
i F-323. The facility was notified of the Immediate

 Jeopardy on 09/30/14.

i Interview and record review revealed the facility

- was aware Resident #1 had a history of

! wandering and exit seeking behaviors, and had

: placed a Secure Care Bracelet on the resident

“and care planned the resident for these

| behaviors. However, on 09/21/14 Resident #1

- became upset during the evening meal, went to :

“another area of the facility obtained a six (8) inch |

{ paring knife which he/she used to cut the Secure

. Care Bracelet off with, and at approximately .32

: PM the resident eloped from the facility without |

 staff's knowledge. At7.01 PM, Resident #1 was

_found by the police walking with a walker on a

" heavily traveled two (2} lane road without a

- shoulder or sidewalk, approximately three tenths :
of a mile frem the facility. Facility staff escorted

- Resident #1 back to the facility at approximately

. 7:10 PM. Resident#1 was not assessed upon™

 his/her return to the facility to determine if he/she |

i had any injuries related 1o eloping from the facility :

_and walking approximately three tenths of 3 mile

{ with his/her rolling walker.

This Plan of Correction constitutes our writier plan of
* correction for the deficiencies cited, However,

© submission of the Plan of Correcticn is not an

i admissicn that a deficiency exists or that one was

. cited correcly. This plan of correction is subimitted fo
* meet requirements established by State and Federal
* law and does not constitute aceeptance or

. agreement with any claim or statement herein,

T

Any defiofency-statement ending with an asterisk

oiher safequards provide sufficient protection to the patients. (See instructions,

IRECTZE'S £R PPLIER SEPRESENTATIVE'S SIGNATURE TITLE . {
(bl ' M intstre. :
("} denotes & deficiency which the insfitution miay be axcused from correcting providing i is determined that

} Except for nursing homes, the findings stated above are disciosab
or nursirg homes, the above findings and plans of corection are disclosable 14

ie 80 days

following the date of survey whether or not a plan of comection is provided. F
f deficiencies are clted, an approved pian of correction is requisite to confinued

days Tollowing the date these documents ars made availabls 1o the faciiity. I
program participation.
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F 800 Continued From page 1 ~ Fooo,
An acceptabie credible Allegation of Compliance ‘ :
{AQC), related to the Immediate Jeopardy, was
. received on 10/07/14 alieging the Immediate
“ Jeopardy was removed on 10/07/14. On
£ 10/09714, the State Survey Agency verified the
s Immediate Jeoparay was removed on 10/07/14 | :
. @s alleged with remaining non-compliance at 42 . This Plan of Carrection constitutes our writien plan of
g:: g jggég gﬁiﬁf?ggfﬁ?gggﬂ Zfd 821245?,  l  correction for the deficiencies ciied. However,
483.75 Administration, F~490 all al 2 Scope and | - Submissian of the Pian of Comection s nof an
" Severity of a "D", while the facility develops and ; : a.dmsssmrs that a dfaz’tmency exists o th?at one was
' implements the Plan of Correction (POC) and the | cited correctly. This pian of carrection is submitied to
; facility's Quality Assurance monitors the ; meet requirements established by State and Federal _
effectiveness of the systemic changes. law and éoeg ot constzltute accaptance of )
F 280 483.20(d)(3), 483.10(x)(2) RIGHT TO £ ogp! agreement with any claim or statement herein.
$S=41 PARTICIPATE PLANNING CARE-REVISE CP
' The resident has the r ight, unless adjudged " ltis the policy of Bourbon Heights, Inc. to ensure that
L incompetent or otherwise found o be : * pach resident has a comprehensive care plan
 Incapacitated under the laws of the State, to © developed within 7 days after the completion of the
; gs;t;czg:t; ’&??22??{;:?;2:? treatment or . comprehensive assessment, is prepared by an
sehang ' - interdiscipiinary team that includes the aftending
‘A comprehensive care pian must be developed | * physician, a registered nurse with responsibility for
 within 7 days afer the completion of the Pothe residept, and other a?pra;?riate staff in disciplines
1 CGmpFEhEﬂSé\?e 35383$menf: p;’epared by an as determined b_v the resident’s ﬂeﬁd& and io the
 interdiscipiinary team, that includes the attending | . extent practicable, the participation of the resident,
! physician, a registered nurse with responsibility the resident’s family or the resident's legal
 for the resident, and other appropriate staff in ; ¢ representalive; and is periodically reviewed by a
_ disciplines as determined by the resident's needs, : i team of qualified persons after each assessment.
' and, to the extent practicable, the participation of )
. the resident, the resident's family or the resident's
! legal representative; and periodicaily reviewed
{ and revised by a feam of qualified persons afier
. each assessment.
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# 280 Continued From page 2

- This REQUIREMENT s not met as evidenced
Pby:

i the Tacility's policy, it was determined the facility
: failed to have an effective system in place to

s ensure residents’ Comprehensive Care Plans
. were reviewed and revised to implement ,
; interventions 1o provide adeguate supervision for |
- one (1) of twelve {12) sampled residents g
. (Resident #£1; who had a known history of
. wandering and exit sesking behaviors,

. On 08/21/14, Resident #1 became agitated at the ;
- evening meal, obtained a six (6} inch paring knife
- from elsewhere in the facility, and at
- approximately 6:32 PM, successiuily eloped from .
: the facility without staff's knowledge. Resident#1 .
1 was found by pofice at 7:01 PM, approximaiely .
 three tenths of a mile from the facifity, on a two

- {2} lane heavily traveled road which had no :
, sidewalk of shoulder. Staff escorted Resident #1
 back to the facility at approximately 7:10 PM. 5
‘ Resident #1 was not assessed for injury after
“hisher return to the facility due to being “upsst”,

' Interview and record review revealed Resident #1
: had a history of wandering with verbal threats of |
; removing of his/her Secure Care Bracelet and

- had successfully eloped from the facility

. previcusly. On 03/13/14, Resident #1 became
upset over a conversation between the resident
~and the Social Worker and verbally threatened to
' remove histher Secure Care Bracelet and leave
‘the facllity. Also, on 05/08/14, Resident #1 i
‘ became upset after being informed he/she wouid
 require supervision in the courtyard with histher

+ Based cn interview, record review and review of

. When nefified that an immediats jeopardy situation
- 280, had been identified to exist at Bourbon Heights, inc.,

. immexdiate steps were taken on 9/30/14 to

, investigate, correct, and rectify the situation, as well

as steps fo prevent fulure issues with care plans.

. Below is a comprehernsive list of immediate

* corrective actions that have been taken. ftems were

. accomplished by 10/6/14 and represent the Facility’s

. continuing efforts toward improving quality of care

. and compliance.

* Cause of the Immediate Jeopardy was identified

¢ The Immediate Jeopardy finding related to resident

i #1 elopement from the facility. On 5/8/14, resident

¢ #1 removed secure care bracelet and went ouf the

# back door of the building, off duty staff identfied and

* intervened in this incident and the resident remained
£ on ihe grounds with one on one staff supervision unfi
+ telurning to her room for the night. The care ptan

" was not updated after this event, nor af the next

* pericdic review to reflect new interventions put into

* place after this event,

i The facility has identified all residents that may

: be at potential risk for harm

. To identify the residents who may have been at 2

~ polential risk for harm, the Assistant Director of

. Nursing (ADON), assessed afl 13 residents with

. Secure care bracelels to ensure the secure care

. bracelets were on the resident and functioning

- properly and o ensure that the resident carg plans

,f _ncluded the secure care bracelet. This was
© compieted on 8/22/14 with no changes or updates

| requireq,
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' The findings include:

F 280 Continued From page 3

 spouse. Resident #1 was found dpproximately
“one (1) hour and twenty (20) minttes later that
* day by an off duty staff person, outside the facility -
Hin the parking lot without histher Secure Care f
+ Bracefet in place. Staff found Resident #1's

: Secure Care Bracelet in the rash can in hisfher

' robm with a plastic knife. Although Resident #1

i was placed on every fiteen (15) minute checks

for seventy-two (72) hours following these

; incidents; there was no documented evidence the
i Comprehensive Care Plan was updated and '
: Tevised regarding these incidents fo ensure

: adeguate supervision of the resident.
: F-323)

{Refer o

. The facility's failure to have an effective system in
. place fo ensure residents’ Comprehensive Care |
. Plans were reviewed and revised to implement
“interventions to provide adequate supervision

" was likely to cause sericus injury, harm,
impairment or death to a resident immediate
 Jecpardy was identified on 09/30/14 and was
fdetermined to exit on 09/21/14.

! An acceptable credibie Allegation of Compliance *
i (AOC) was receivad on 10/07/14 which alfeged

s removal of the Immediate Jeopardy on 10/07/14.
; The Immediate Jeopardy was verified to be
. removed on 10/07/14 as alleged with the

. femaining non-compliance in the area of 42 CFR |
" 483.20 Resident Assessment {F-280) at a Scope
“and Severity of a "D" while the faclity develops

- and implements a Plan of Comrection {POC), and
 the facility's Quality Assurance moniters the :
- effectiveness of the systemic changes to ensure
i care plans are reviewed and revised fo implement ;

interventions to provide adequate supervision,

The facility also assessed all residents for the risk of |
F 280 elopement on 9/30/14. The assessment of 107

. fesidents for risk of siopement was completed by the

. Director of Nursing (DON), MDS Assistant, MD3

' Coordinator, ADON, Cuiality Assurance Director

. {QAD}, and Infection contro! nurse (IC Nurse), which

. identified 4 residents that were identified fo be at risk

. for slopement, these residents were reviewed and

. care plans were updated.

Steps taken fo remove the Immediate Jeopardy

Resident #1 care plan was updated by

MDS Coordinator 10/1/14.

2. Reviewed care plans on 13 residents with
secure care bracelets with no revisions
required by Assistant Director of Nursing
{ADON) 8/22/14.

3. Assassed all 107 residents for risk of
elopement and updated 4 care plans for
the residents identified to accurately reflect
the needs of the residents by MDS
Coordinator and MDS Assistant 9/30/14.

4. Review of all care plans fo ensura updates
have been completed for any new orders
received in the last 30 days with any issues
identified and corrected at ime of the audit,
Completed by Infection Centrol Nurse (IC
Nurse], ADON, QAD, Wound Care Nurse,
RN House Supervisor, 2 other LPNs.

Completed 10/6/14.

5. Developed screening fool to identify
residents at risk for eloperent 10/2/14.

8. Mew risk assessment tool implemented and
complefed on all residents with no new
residents identified to be at risk for
elopement completed 10/5/14.

7. Updated care signs fo include risk for

elopement 10/1/14 ~ sducaied and

—

Implemented 10/6/14.
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F 280 Continued From page 4

* Review of the facility's poticy titted, "Care

' Management" dated Augusi 2012, revealed the

: plan of care should be continuously updated to

. reflect current resident needs at all times, Further
feview revealed updating the Plan of Care was

. the responsibility of afl involved staff

' Record review revealed the facility admitted

 Resident #1 on 12/27/13, with multiple diagnoses

. which included Dementia, Continued review of

. the admission documentation revealed the faciity .

; obtained a consent authorizing the use of the

: Secure Care Bracelet, signed by Resident #1's

i 801 on 12/27/13. Review of the Admission

i Mirimum Data Set (MDS) Assessment, dated

+ 01/06/14 and the Quarterly MDS Assessment,

: dated 08/27/14, revealed the facility assessed

: Resident #1 to have a Brief Interview for Mental
< Status (BIMS) score of twelve {12} out of fifteen
. (18}, indicating moderate impairment. Further

- review of the MDS Assessments revealed the

- facility assessed Resident #1 to ambulate

: independently with the assist of 3 walker.

: Review of Resident #1's Comprehansive Care

: Plan (CCP), dated 01/10/14, revealed Resident
: #1 was care planned for Geing at risk for

: wandering/unsupervised exijt seeking behaviors

. due to the diagnosis of dementia and ambulating

 independently with his/her “Jazzy” (brand name)
 rolling walker. Review of the care plan reveated
. interventions which included placement of g

| monitoring device on the resident that would

- sound an alarm when the resident left the

building, to alert staff to Resident #1's wandering

' behavior, observe resident for wandering away
* from unif, approach resident in a caim and

t accepting manner, and dirscted staff to stay with

"8 In-service written by Director of
F 280! Nursing{DON;} for all employees to help 1o
3 identify and diffuse potential situations that
may arise when caring for Resident #1 and
her spouse, who is also & resident of thig
facility. All smployees educated and
: completed 10/6/14,
© 9. Monitoring policy and criteria for secure
© care bracelet placement to include _
monitering would ot be discontinued until -
seview by the Quality Assurance
Committee (which consisls of the Director
of Nursing, Quality Assurance Director,
MDS Coordinator, Maintenance Director,
Business Office Manager, Administrator,
Dining Services supervisor, Activity
Director, Therapy Director, Housekeaping :
Supervisor and Social Services Dirsctor) o
physician recommendation, created by '
DON, Quality Assurance Director (QAD),
and Adminisirator and implemented and
educated by QAD, Cuality Assurance
Assistant (QAA), and Infaction control
nurse 10/6/14.
10. Anin-service training on care plans,
elopement, behaviors, supervision, new
care signs for elopement being conducted
by QAD, Infection Control Nurse, and QAA
on 10/6/14. The facility uses no agency |
stalf and any employee out on leave or
work on an as needed basis will be in-
serviced prior fo returning lo work.

FORM CMS-2557¢02-98} Pravicus Versicns Chsoiste

L]

Event ib: 205211

Faclity 10 150024 i continuation shest Page 5of58

|
|
|




FORM CMS-2867{072-99) Previous Versions Obsolete

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

FRINTED: 10/23/2014
FORM APPROVED
OMB NO, 0938-0391_

(X2} MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X3} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IVENTIFICATION NUMBER: COMPLETED
A. BUILDING !
18
f 185283 BOWING 10/09/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7P CODE
2006 SOUTH MAIN STREET
BOURBON HEIGHTS NURSING HOME
BARIS, KY 40381
Ao SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACKH CORRECTIVE ACTION SHOGULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE ;
DEFICIENGY)
! : The Facility has implemented system ]
F 280 ; Continued From page 5 F 280, changes to ensure the jeopardy will not

. the resident, converse and gently persuade
" Resident #1 to walk back to designated area,

' Review of Resident #1's Nurse’'s Notes, dated
: 03/13/14, revealed Resident #1 became upset

“over a conversation between the resident and the |

i Sociai Worker and he/she verbally threatened to
. remove the Secure Care Bracziet and leave the

! facility. Resident #1 was unable to be re-directed |

: by staff and was placed on every fifteen {15)

" minute checks; however, review of the CCP

; revealed no documenied evidence it was

. updated, revised and interventions implemented
L1 reflect the behavior,

*inferview, on 09/29/14 at 3:26 PM, with Licensed |

- Practicat Nurse {LPN) #1, who was assigned fo
_Resident #1, revealed she was not aware of the
- incident or: 03/13/14 where Resident #1 had

; threatened o remove his/her Secure Care

' Bracelet and leave the facility. LPN #1 revealed
; Resident #1's care plan should have been

" updated and revised to implement additional

- imterventions refated to monitoring Resident #1.

 Interview with the Minimum Data Set (MDS)
Coordinator, on 10/01/14 af 5:58 AM, revesied

there were "set” interventions which were

. implemented for elopement risk residents;

" however, Resident #1's care plan should have

. been updated and revised for the incident on

* 33/13/14 io ensure the Interventions were

; appropriate fo provide adequate supervision of

‘the resident.

' Continued review of the Nurse's Note reveated on

- 05/08/14, Resident #1 became upset when

_informed he/she would require supervision in the |
| courtyard with hisfher spouse. Approximately one

© reoceur,

1. Asof 10/6/14, the facility will have in-
serviced all staff on identifying and
docurneniing behaviors, supervision of
resigents, and tpdaling care plans for _
resident changes, efopement and Do !
meniioring by QAD, IC Nurse, and QAA,

i 2. A3-11 House Supervisor position was
added to ensure adequale supervigion
throughout the evening hours with the role
to help supervise and to investigate or
review any resident information as directed
by the DON. ;

i 3 The new employee orientation program
was updated to include education on
glepement, moniioring, behaviors, care

plans, and supervision 10/6/14.

4. The new employee check off system was
updated to include understanding of the
policies of elopement and care pians, as
well as their understanding of potential
behaviors, reporting behaviors, and
supervision of residents.

5. All nurses have the responsibility to update.
the care plans as resident changes ocour, '

in order fo help with this procass, the

nurses wifl continue to utilize the catbon

two part order system, which consists ofan
area for the physician order and an area for .
& care plan update, so updates can be i
made Immediately to care pians as resident |
changes are made. The MDS office will
receive a carbon copy of all physician

orders to check o ensure all updates are
done daily Monday through Friday to

¥ coriinugtion sheet Page 6 of 58
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. ensure accurate and timely updates.
F 280 Continued From page 6 F280.  Orders from the weekend will be collected
" {1} hour and twenty (20) minutes affer Resident © on Monday moming by the Director of
‘#1 became upset, he/she was found outside the ‘ - Nursing and the MDS office will review
i Jacility, in the parking lot, without the Secure Care these changes o ensure updates were
: Bracelet, by off duty staff leaving the facility. ' i completed timely on the weekends ¢ wel
, Further review revealed Resident #1 refused to . as duing the week.
~tome back into the facility. Review of the Note .6, The QA commitiee will continue fo discuss |
i revealed the Physician was notified and ) : i care plan changes in the daily QA !
. medications were ordered for agitation. Further | @l care pl ge Y
_ review revealed the Secure Care Bracelstwas ¢ . meeting. When a member of QA s m.t n
found in Resident #1's room in the frash can with . attendance, a copy of the reportis left in a
{ a plastic knife. However, review of the S ' marked mailbox to ensure all QA
i Comprehensive Care Plan revealed no 5 i Committee members are aware of
. documented evidence the Care Plan was : : resident changes. The float nurse wil
' updated or revised with interventions for this raview all resident changes on the
i behavior. weekend and give report to the DON on
. ) ‘ Monday. The MDS cffice will review and
 Interview on 09/30/14 with State Registereq ’ : update care plans based on the dally QA |
Nursing Assistant (SRNA) #3 at 4:30 PM, with ' notes, which includes informaticn that 1 !
: SRNA #8 at4:57 PM, and on 1(31?}1”4 with SRNA (}ccurfed durmg ﬁ'!e weekend This will i . i
- #8 revealed they all knew Resident #1; however, : that all resident ch ' wio
were not aware of Resident #1 threatening to cut ' eNSUre that &l resident changes e up
' off histher Secure Care Bracelet, or of the 5 date on the care ‘plan for each resgieni. ‘
- resident threatening to leave the facility or of : . 7. Allwritlen physician orders are reviewed by
. him/her exiting the facility previously. . the DON, then passed onto the MDS office.
' ‘ This is completed daily Monday through
| - Further interview on 08/29/14 at 3.26 PM, with ' Friday. Al orders from the weekend are
I LPN #1 reveaied she had nof been aware of the reviewed by the float nurse and will be
 incident on 05/08/14 where Resident #1 had cut collected on Monday by the DON.
; his:’her‘ _Secu re Care Braceé_et off and eloped from : . 8. MDS wili review all orders; place a check -
! the facxﬁty. She stated Resident #1's care plan and initial on the order after the updates
: shouid have been updated and revised to : have been verified and then pass the |
 supenvsion and montorg of Recent 51 | ordersonto the QA Deparment. The QA
5 P g ’ Department will then conduct random
. Continued interview with the MOS Coordinator, | audits of the orders to ensure ail updates
‘on 10/01/14 at 9:58 AM, revealed Resident #1's | . arebeing updated and checked by the
| care pian shouid have been updated and revised | MDS office.
 for the 05/08/14 incident to ensure the ;
_ interventions were providing adequate _ ,
Facifity 0 100024 if confinuation sheet Page 7 of 58
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; Supervision of the resident,

Further review of the Nurse's Notes revealed on
092114 at 6:55 PM, the facility received a call
. from an off duty staff person reporting Resident

' #1's elopernent. Per the Note the

Social Services -

- Director, Administrator, Resident #1's son and
| Physician were notified of the afopement.

: Review of the facility's self-reported “Finai

Repart" Incident Letter, dated 09/24/14, revealed |

- on 09/21/14, Resident #1 had removed his/her

- Secure Care Bracele! and exited the facility
without staff's knowledge. Further review ;
' revealed Resident #1 was placed on every fiftearr
{15) minute checks while in his/her raom and one
" on one (1:1) while out of histher room. 5

- However, continued review of the CCP revealed

£ no documented evidence the care plan was

: updated and revised to include Resident #1's

; successful elopement from the facility on

. 08/21114, Review reveaied no documenied

- evidence of the interventions impiemented for

- Increased supervision of Resident #1 for every
- fifteen (15) minute checks while in histher room
and cne on one (1.1} while out of histher rocHm

,untit 09/22/14.

Further inferview, on 0/20/14 at 3:26 PM, with
' LPN #1 revealed Resident #1 was returned fo the

|
I |

 facility and one on one (1:1) supervision was

| implemented, then avery fiftsen {15} minute

: checks were implemented. However, review of
 the CCP revealed no documented evidence of :
the increased supervision of Resident #1 through !

one on one (1:1) supervision or every fifteen (15) |
minute checks untif 09/22/14.

Fogo

<10

s

The QA Department will conduct audits on
all resident care plan updates on a
guarterly basis following the MDS/Care
Plan schedule. This process wili ensure
that all updates have been reflecied af
aach quarterly review. QA Audits are
lurned into the Administrater each week to
ensurs compiiance,
The QA committee will conduct weekly
walk thrus fo spot cheek 4 residents for
updates o the care plans on varicus
residents o ensure the system is
functioning properly. During this spot
check, the GA member will compare the
physician orders to the care plan and to the
smart charting information for the nursing
assistants, as well verify that the care plan
is being followed through observation of the
resident and interventions that are in place,
ldentification of any issues of care plans
not being updated on these 4 residents wi
be identified at the QA meeting during the
review of the walk iy to discuss further
measures needed fo ensure compliance
with care pianning is maintained.
By making the changes fo the poiicies,
educating all employees, adding
information on menitoring, care plans,
elopement, behaviors, and supervision i
the new employee orientation information,
checking empioyees off on information
after orientation, reviewing of afl resident
orders by the float nurse during the
weekend and DON during the week,
creating a dally double chack system
through MDS office to ensure all orders are
updated on the care pians daily Monday

bt et st gt
b e

!
|
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1.
through Friday and all weskend updates
F 280G ; Continued From page 8 F 280: being reviewed by the float nurse and given
 Further interview with the MDS Coordinator, on : lothe DON and MDS on Monday, and QA
- 10/01/14 at 9:58 AM, revealed all staff was audits of all resident care plans with the
responsible for updating and revising the care MDS/Care Plan Schedule with reports
‘plans. Per interview, the care plan was the tool : given fo the Administrator weekly for i
; utitized for the care a resident was to receive and identification of compliance issues, that

, iF the care plan was not revised and upasted to
reflect a resident's current needs the facility was
" unable to ensurs the resident received the care

t they needed and required.

 Interview with the Director of Nursing (DON), on

- 09/30/14 at 1:53 PM, revealed all nurses were

| responsible for updating and revising residents’

; care plans. She stated Resident #1°s care plan
. should have been updated and revised with each
'+ of the incidents of threatening to cut off the ;
i Secure Care Bracelet and when he/she exited the'
i facility without staff's knowledge on 05/08/14 and
, communicated o staff, however, this was not ‘
Cdone. She indicated after the 09/21414

- elopement the care pian should have been

: updated and revised to include the every fifteen
. {15) minute checks which had been implemented
_ upon Resident #1's retumn to the faciity; however,
“ this had not been done unti 08/22/14. i

. Inferview with the Administrator, on 09/30/14 at

* 1117 PM, revealed she was aware of Resident _
| #1's previous threats to remove the Secure Care |
: Bracelet and of histher unsupervised exit from the
facility in May, 2014. Per interview, every fifteen
“(15) minute checks were implemented after each
- of these incidents for a seventy-two (72) hour :
- period. According to the Administrator, Resident
. #1's care pian should have been updated and
revised on 03/13/14 and 05/08/14 to reflect the

L incidents in order to implement interventions to

- ensure the resident's safety. The Administrator
indicated Resident #1's care plan should have

systems are now in place fo ensure that

each resident has a comprahensive cars

plan developed within 7 days after the
completion of the comprehensive

assessment; s prepared by an
interdisciptinary team that includes the
atlending physician, a registered nurse with . -
responsibility for the resident and other i
appropriafe staff in disciplines as :
determined by the resident's needs, andto | :
the extent practicable, the participation of

the resident, the resident's family or the _
resident’s tegal representative; and is o P
periodically reviewed and revised by a i
team of quaiified persons after each
assessment.

The Facility has implemented plans to
monitor its performance to ensurs that these 5
solutions that have been identified are

sustained,

To assure that oach resident has a

comprehensive care plan developed within 7 |
days =fter the compiefion of the comprehensive © ;
assessment, monitoring through Quality ;
Assurance commiftes weekly walk thrus wil

condinge on an ongoing basis o ensure that :
care plans are updated in a imely and accurate
manner. All findings from the weekly walk thrus -

FORM ChA5-2567(02-99) Previous Versions Obsclete Event ID: 285211
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. will be reported to the Quarterly QA committee |
Faso . Continued From page 8 : F 280 meetings, which consists of the Daily QA team, |

along with the Medical Director, pharmacy
representative, infection Conirol Nurse, Wound :
Care Nurse, and Restorative Nurse for followup |
of education nesded throughout the buiiding. In
additicn, the Medicat Director Is apprised of any
areas of concem and input sought to monitor an
the ongoing concerns of the facility. The

medical director's cell phone number is located

on alt units for easy access for consuitation.

Any areas of concern regarding the updates

being completed accurately and timely will be
reported to the Administrator for immediate

. been updated and revised on 09/21/14 after the
resident's elopement, but this was not done until

08122114,

; The facility pravided an acceptable, credible

. Allegation of Compliance (AOC} on 10/06114,
‘which alleged removal of the limmediate Jeopardy -
L {1}, effective 10/07/14. Raview of the AQC .
 revealed the facility implemented the following:

1. Rasident #1 was placed on fifteen (15) minute |
- obsetvations on 09/21/14. Resident #1's room

[ was searched for other objects that could be

i utilized to remove secure care bracelet or be action,

. utflized to harm self or athers by staff on duty on

- 08/21/14 and then searched again on 09/25/14 by:

;Z?; g‘f;g? f;;;ii%eﬁ%?ﬁg éﬁiﬁ:ﬁé; szt of : The Facility has included dates of corrective
. tlamper resistant secure care braceiet was ; action,

- ordered by the Housekeeping Supervisor on

- 08/22/14.  Resident #1 then went on a Leave of
. Absence from the facility with histher son from
0%9/22114 through 09/28/14.

| 2. Alf thirteen (13) residents, that had Secure

- Care Bracelets were reviewed for risk to ensure _
" Secure Care Braceiets were in place, functicning
t properly, and were care planned appropriately ‘
: with no changes or updates required by the

. Assistant Director of Nursing (ADON) on

FQe/22/14,

3. A3:00 PM to 11:00 PM House Supervisor
' position was added, effective 09/24/14. with the

: rofe to help supervise and to investigate or review F280

 any resident information as directed by the
. Director of Nursing (DON3.

4. _On 09/30/14, all 107 residents were assessed |

| The facility is confident that the situation creating
| immediate jeopardy was corrected by Monday,

16/6/14. In addifion o the steps to remove the
immediate jecpardy, the manitoring of the audiling of
all care plans on a quarterly basis and the auditing of
the care plans with the physician orders and daily QA
repart by the MDS staff, along with the random
auditing of physician orders by the Quality Assurance
Assistant over the past month with no new areas of
concern identified ensures that the current system in
place wilt enstire ongoing compliance.

Completion Date 11/11/14
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F 280, Continued From page 10
; for risk for elopement and four {4) care plans for
- the residents identified were updated to :
 accurately reflect the needs of the resident by the '
- MDS Coordinator, MDS Assistant, DON, QA 3
 Director, and the ADON. A screening too, :
. Efopement Risk Assessment Decision Tree, wag |
 developed to ideniify residents at risk for 3
" elopement on 10/02/14 by the DON and the QA
* Director. The Elopement Risk Assessment
‘ Decision Tree was implemented and completed,
+on 10/04/14 and 10/05/14, on all residents with no |
- new residents identified to be at risk for
i elopement and was completed by the Infection
i Cantrot Nurse, the Wound Care Nurse, and
. another Licensed Practical Nurse {LPN).

. 5. The DON, QA Director, and the Administrator
. created a monitoring policy and criteria for secure
- care bracelet placement to include monitoring '
- would not be discontinued untit review by the

" Quality Assurance Committee or Physician
recomrendation. The monitoring policy was

- created on 09/30/08. implementation and

: Education of the new manitaring poficy was

: completed by the QA Director, the Infaction

. Controf Nurse, and the Quality Assurance

. Assistant on 10/06/14.

6. All areas of the facility covered by the Secure :
: Care System were searched for hazardous items :
f which started on 10/01/14 and was compieted on
1 10/03/14, by staff which included the QA Nurse, |
; Housekeeping Director and MDS Coardinator.

7. Boards for identification of residents at risk for |
[ " elopement were piaced in the nursing stations on |
$ 10/02/14. Additicnal boards for identification of
 residents at risk for efopement were placed in the
f | break rooms, including the area by the fime ciock, |

F 280" gourbon Heights is an exceflent nursing facifty with a
* committed staff and dedicated board of directors.
- The Facility remains committed fo the providinga
defivery of high quality health care and will continue
| to make whatever changes and improvements
necessary o safisty that objective. Please do not 4
* consider the filing of this Plan of Correcticifo be an
* admission of the finding of deficient practices.
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} F 280} Continued From page 11

_and at the front office, on 10/03/14 by the QA
. Assistant, 1o help all staff to identify residents at

risk for elopement.

'8 Education regarding leaving offices

. unattended or toois/supplies unsecured wharn out
“of offices and to ensure sharp ubjects are placed

inside desk was given fo Kitchen staff,

' Maintenance Depariment Activities Department, |

front office staff,. Social Services Drepartment,

* Therapy Department, Quality Assurance
 Department, and the Nursing office staff starting
- 10/01/14 and completed on 10/03/14 and was

' given by Department Supervisors.

'8, Resident #1's Comprehensive Care Plan was

! updated to inciude a new Elopement Care Plan
i by the Minimum Data Set (MDS) Coordinator on

L10/01/14.

- 10. Empioyees were scheduled by the

i Scheduling Cocrdinator, on 10/02814, to be

: responsible for a minimum of fifteen {15) minute
- monitoring for Resident #1 while in his/her room
s and one on one (1:1} supervision with Resident
. #1 while out of room with histher gpouse whom

. was also z resident of the facility. Also, one on

- one (1:1) supervision was to be done if Resident
. #1 was wanfing to go off the unit untt otherwise

directed.

" 11, All care plans were reviewed to ensure

"updates had been completed for any new orders

' received in the last thirty (30} days with any
issues identified and corrected at the time of the
f audit, starting on 10/03/14 and completed on

: 10/08/14, and was completed by the Infection

{ Control Nurse, the Wound Care Nurse, the

; second shift House Supervisor, the ADON, and

F 280°

L.
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F 280 Continued From page 12
arother LEN.

12 Resident Care signs located in each
. resident's room were updated to Include risk for
- elopement on 10/01/14 and education on the

' QA Director, the Infaction Controf Nurse and by
- the DON from 10/01/14 through 10/06/14.

'13. Anew tamper resistant secure care bracelet |

'was placed on Resident #1, on 10/06/14, by the
" Maintenance Directer and QA Director,

| 14. An in-service training was given fo all staff on
“elopement to include the brocedures on a Golden

. Alert announcement when an elopement coours
" oris aftempted by residents. In addition, all staff
f “were given in-service training on behaviors and
reporting and documentation of behaviorg,
supervision, new Resident Care signs for

' tesidents with elopement risk, and updating care
" plans for resident changes. All in-service training

were completed by 10/06/14 by the QA Director,

' staff will also be raceiving these in-service
training annually,

it

in the new smployee orientation program by

" 10/06/14. The QA Director and QA Assistant will
_ incorporate into their current check off of naw

' employees during orientation to determing

! understanding of the policies on elopement, care
[ - plans, potential behaviors, reporting of behaviors, |

. and supervision of residents.

“16. The faciiity implemented pians to monitor its
| performance to ensure the residents’

' Resident Care signs was given to all faciiity by the !

QAAssistant, and the Infection Control Nurse. Aji’

15. The facility included education on elopement,
‘ monitoring behaviors, care plans, and supervision

If continuaiion sheet Page 13ofsg
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F 28G, Continued From page 13
s environment remain as free from accident
hazards as possible and that adequate
Supervision is in place by monitoring through the
- Quality Assurance Commities weekly waik
“through on an ongeing basis to identify areas of
' potential hazards and inadequate supervision. :
' The Medical Director will have an on-going role in
' the monitoring of these sofutions as both the ‘
' medical director and as the personat physician for |
- Resident #1. The facility's QA Committse f
_members will review daily reports and
investigations from each unit fo identify potential
" accident hazards for tracking and trending K
' purposes and repont thelr findings during the daily
QA Committee meeting and to the Quarterly QA
- Commitiee which includes the Medical Director.
Any areas of potentiai harm identified will be
. reported to the Administrator for immediate

; attention.

' The State Survey Agency validated the
" implementation of the facility's AOC as foliows:

- 1. Review of the “fifteen ( 18} minute monitoring
“form”, on 09/21/14 fevealed, Resident #1 was on
" one to one supervision with the Adrministraior

' upon retumn to the facility from 7:30 PM untit 8:45
 PM and fifteen (15) minute monitoring began at ¢
| 8:45 PM on 09/21/14. Resident #1 remained on
 fifteen minute monitoring untit 06/22/14 at 5:30

| PM when he/she left the facility on a Leave of

' Absence with his/her son. Inferview with :
* Kentucky Medication Aide {(KMA} #1, on 08/29/14 :
8t 3:00 PM, revealed he searched Rasident #1's
. reom on 09/21/14 for objects that could be used

. to remove the secure care band but was not able
' to find anything in Resident #1’s room cther than
 the Secure Care Bracslet that hefshe removed _
* pricr to eloping from the faciity, which was found

i
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Continued From page 14

. In Resident #1's trash can,

Interview with the QA Director, on 09/26/14 at
 11.22 AM revealed she did a foflow-up search of
 Resident #1's room.

Alate entry Nurses' Note written by the MDS
" Assistant, on 09/26/14 at 8:08 AM revealed

- Resident #1 returned to the facility on 09/25/14 at
i 6:00 PM and the Nurses' Nofe revealed staffwas .

: present when Resident #1 unpacked his/her

: belongings and there were no cbjects in the

i belongings to cut the Secure Care Bracelet off.

: Review of the "fifteen (15) minute maonitoring

. form” revealed fifteen {15) minute menitoring

. resumed on 09/25/14 at 6:00 PM upon Resident
- #1's retum to the facility and would continue

* fiffeen (15) minute menitoring until the

" Administrator and QA fesm deemed
‘unnecessary. Review of the purchase order

- revealed g tamper resistant Secure Care Bracalet

" was ordered on 09/22/14 by the Housekeeping
¢ Director.

- 2. The check off sheet tha ADON compisted, on

. 08/22/14, regarding her review of afl thirteen (13)

' residents with Secure Care Bracelefs to ensure

. blacement, proper functioning, and to ensure they

were appropriately care planned was reviewed

tand a copy of the check off sheet was obtained.

*An interview with the ADON, on 10/01/14 at 10:50

[ AM, revealed she did complele a review of ail
 thirteen (13) residents with Secure Care

: Bracelets to ensure placement and proper

: functioning was completed and alf thirfeen {13}
- residents with Secure Care Bracelets had care
. plans on 089/22/14.

'3, Review of the facility's staff schedule of

F 280
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Registered Nurse {RN) #1 revealed a House
Superviscr position for 3:00 PM to 11:00 PM had
been added and a copy of the schedule was

oObtained. A copy of the "Job Description” for the
" Nursing Supervisor position was also obiained

Pand reviewed.

¢ Interviews, on 10/09/14, with the Infection Control
- Nurse at 9:00 AM, State Registered Nursing 5
: Assistant (SRNA) #8 at 9:30 AM, Unit .
; Coordinator #1 at 10:48 AM, Unit Coordinator #2 |
,at 12:55 PM, KMA#17 at 1:12 PM, SRNA#18 at
. 1:28 PM, and SRNA#16 at 1:50 PM confinred
“that a House Supervisor position for 3:00 PM to

* 11:00 PM had been added and RN #1 was

_ assigned to the position,

*4. Reviewed the screening tool, Elopement Risk
- Assessment Decision Tree insfructions sheef, i
: dated 1072014, ravealed the new screening tool

. was to be completed upon admission, quarterly,

. and with any significant change in

. condition/mertal health status,

" Review of the facility's Elopement Risk
- Assessments revealed they were sompleted for

: the sampied and unsampled residents reviewed.

: Interview with the MDS Coordinator on 10/06/14

. At 2:20 PM, the DON on 10/08/14 at 3:15 PM and :
 the QA Director on 10/09/14 at 3:30 PM reveated |
the screening tool, Elopement Risk Assessment
 Decision Tree, was developed to identify
! residents at risk for elopement on 10/02/14 by the
1 DON and the QA Director.  They reported all one
1 hundred and seven (107} residents were
. assessed for risk for elopement through use of

. the new screening tool with no residents

| determined to be af risk axcapt the previcus

if continuation sheet Pags 16 of 59
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F 2805 Continued From page 16
. residents determined to be af risk. Four (4)
| residents’ care plans required updating to
. accurately refloct the needs of the resident.

5. Obtained and reviewed copies of the facility's
* new moniforing policy with the criteria for

: placement of the Secure Care Bracelet.

i Obtained and reviewed copies of the education

| provided to staff regarding the new policy with .

: signatures.

; Interview on 10/09/14 with LPN #15 at 9:00 Al
 LPN #8 at 9:20 AML SRNA#S af 9:30 AM: Unit
. Coordinator #1 at 10-48 AM, SRNA#12 a1 11:05
. AM; Unit Coordinator #2 at 12:55 PM: KMA#17 at )
1:12 PM: SRNA#18 at 128 AM: SRNA#iBat
- 1:50 PM; Unit Coordinator #3 at 3:35 PM: SRNA _
P19 at 3:50 PM; SRNA#20 at 410 PM; KMA#21 !
} Pat 4:27 PM; and SRNA#22 at 4:35 PM revealed
f

¢ they all reported receiving the education
- regarding the new policy.

! : 8. Review of the facility's maps provided by the
i : Administrator revealed afl areas of the facility
. covered by the Secure Care Systerm were
! . searched for hazardous ifems which started on
f - 10/01/14 and was compileted on 10/03/14, by
- staff which included the QA Nurse, Housekeeping |
| ' Director and MDS Coordinator.

Interview on 10/09/14, with the Infection Conirol _
- Nurse at 8:00 AM and with the MDS Coordinator :
L on 10/09/14 at 220 PM revealed they were ;
: Involved in the facility wide search for hazardous

 itemns,
. 7. Observation on 10/08/14 in the employee

- break room, time clock area, front ofice and
‘ nurses stafion revealed elopement boards in

|
|
|
|
|

;
|
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[ room. A copy of the “sitter schedule” and sitter

F 280 Continued From page 17
' place as per the Allegation of Compliance,
{ Further observalion revealed the elopement
¢ boards included pictures of residents at risk for
i elopement, with the residents’ reom numbers,

. 8. Obtained and reviewed a copy of education :
- given to staff related to teaving offices unattended |
" of tools/Supplies unsecured with copies of
- signatures of staff in attendance cormpletad on

10/03/14,

Interview on 10/09/14 with Maintenance Director ;
fat 2:52 PM; House Keeping #18 at 2:58 PM;

: Maintenance #19 at 3:04 PM: Distary#20 at 312 -
: PM, and Dietary #21 at 3:17 PM revealed they afl
: reported receiving the sducation. i

. 8. Review of Resident #1's care plan for potential
 for unsupervised exits from the facility revealed
* histher care plan had been updated and a new

~ care plan for potential for elopement had been

- added by the MDS Coordinator on 10/01/14 ang

- included Resident #1's history of elopement. A

: copy of both the pravious and new care plan

; related to elopement were obiained.

- 10. Review of the “sitter schedule” from 10/02/14°
 through 10/21/14 for Resident #1 revealed &n ‘
- extra staff member was assigned fo Rasident #1

- between the hours of 7:06 AM and 12:00 AM

: through those dates. Further review of Resident

. #1's sitter instruction sheet revealed the sitter

- must monitor Resident #1 for a minimum of
 fifteen (15) minute monitcring while Resident #1

- was in hisfher room and one o one (11

- supervision while Resident #1 was out of histher

Instructions for monitoring sheet were obiained.

F 280,
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. 11. Reviewed MD orders and care plan updates
- for the previous thinty (30) days to verify updates
- had been compieted by 10/06/14 for seventeen

: {17) residents.

12, Observation on 10/09/14, of the facily's
, dentified elopement risk residents revealed the
; appropriate Resident Care signs in place in their

room on the communication board or on the door

. 1o their room,

' The facility's Elopement Risk/Resident Care Sian

. Education was reviewed with copies oblained fo
include signatures of staff in attendance.

. interview on 10/09/14 with LPN #15 at 9:00 AM;

. LPN #8 at 9:20 AM; SRNA#8 at 9:30 AM; Unit

. Coordinator #1 at 10:48 AM; SRNA #12 at 11.05 .
. AM; Unit Coordinator #2 at 12:55 PM; KMA #17 at
112 PM; SRNA#18 at 1.28 AM; SRNA#16 at
. 1:50 PM; Unit Coordinator #3 at 3:35 PM: SRNA _
- #19 at 3:50 PM; SRNA#20 at 4:10 PM: KMA #21
. at 4:27 PM; and SRNA #22 at 4:35 PM revesled
. they alt reported receiving the education.

. 13. Observations of Resident #1, on 10/09/14

 revealed & Secure Care Braceiet on the right ,
' ankle. Obtained a copy of the facility’s Purchase
- Order #46614 and dated 09/22/14 that the tamper’
resistant Secure Care product had been ordered.

i Interview with the Administrator on 10/08/14 at

- 3:30 PM revealed Resident #1's Secure Care

. Bracelet had been replaced, a tamper resistant
 bracelet had been ordered and would be placed
_ on the resident when avaflable.

14. Reviewed the "Golden Alert” in-service given
 to staff with copies obtained to include signature

i continuation sheef Page 19 of 59
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' of staff in attendance. Copy of in-service related

' to behaviors, reporting and documentation of

* behaviors, supervision, new care signs for
“elopement risk and updating care pians for

‘ resident changes was obtained with signatures of .
- staff in attendance and completed by 10/06/14.

s Interview on 10/09/14 with LPN #15 at 8:00 AM;
PLPN #8 at 9:20 AM: SRNA#8 at 9:30 AM: Unit

i Coordinator #1 at 10:48 AM: SRNA #12 at 1 108
 AM; Unit Coordinator #2 at 12:55 PM; KMA 817 at;
¢ 112 PM, SRNA#18 at 1:28 AM: SRNA #16 at
+ 1180 PM; Unit Coordinaior #3 at 3:35 PM; SRNA |
(#19 at 3:50 PM; SRNA#20 at4:10 PM; KMA #21 |
8t 4:27 PM; and SRNA#22 at 4:35 PM revealed
; they all reporteg receiving the education related

o the facility's "Golden Alert".

Interview on 10/09/14 with Maintenance Director

~at 2:52 PM; House Keeping #18 at 258 i ,

“Maintenance #19 at 3:04 PM; Dietary #20 at 3:12
PM; and Diefary #21 at 3:17 PM revealed they all

- reported receiving the education retated to the

{ facility's "(Golden Alert”.

i : 13. New employee education packet was

. reviewed with copies obtained, Education

. inciuded elopement, monitoring and reporfing of
“ behaviors, care plans, and supervision of

' residents,

* 16. Reviewed audits completed by QA committes
: members from weekly waik through with new :
: areas identified on audit tool. Reviewed minutes |
; of daily QA meefing that included areas of !
. potential hazard and supervision Issuas.

. Interview with the Medical Directer on 10/08/14,

. revealed the facifity did report the slopement to |
_him an the night of the incident. Further interview

—
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‘ revealed he fook an active role in the daily care of
 the residents and the facility kept him well '
s informed.  Further intervisw revealed he was fully
: participating in the decision making process of |
: the facility. Interview with the Administrator on

- 10/09/14, reveated she was actively participating

: In the audits as well as reviewing the data from

/L
!{ F 280, Continued From page 20
: ; the audits and would continue to review audits

: making changes as needed based on the data
- and the needs of the residents of the faciiity.

F 323 483.25(h) FREE OF ACCIDENT
$8=4  HAZARDS/SUPERVISION/DEVICES

 The facifity must ensure that the resident

. environment remains as free of accident hazards
&8s s possibie; and each resident receives
- adequate supervision and assistance devices o

* prevent accidents.

- This REQUIREMENT s not met as evidenced
s by :
] . Based on record review, interview and review of

. the facility's policies, Incident Reports,
! , Investigations and Security Footage document, #
- was determined the facility failed to have an
/ " effective system in place fo ensure a safe
i  environment and adequate supervision for

‘ residents who had been assessed at risk for
{ i wandering and/or exit seeking behaviors for one
[ (1) of twelve {12) sampled residents residents

i (Resident #1).

'O 08721/14, Resident #1 was agitated with
. staff's redirection, and at approximately 6:32 PM, |
- Resident #1 cut off histher Secure Care Bracelet |

i

. This Plan of Correction constitutes our wriffen rlan of

F 323 correction for the deficiencias cited. However,

* submission of the Plan of Correction fs not an
* admission that z deficiency exists or that one was

 cited correctiy. This pian of correction is submitted to |

~ mesl requirements estabiished by State and Federal |

. law and does not constityte acceptance or
. greement with any claim or statement herain,

{ Itis the policy of Bourbon Heights, Inc. to ensure the

* resident environment remains as free of accident

. hazards as is possible and for sach resident io

© receive adeguate supervision and assistance devices
" o prevent accidents.

: When netified that an immadiaie jecpardy siluation

i had been idenfified %o exist at Bourbon Heights, Ing,

i Immediate steps wers taken on September 30, 2014
¢ tolinvestigate, correct and rectity the sifuation, as well
: as steps o prevent future issues with accident

¢ hazards and supervision. Below is & comprehensive
+ list of iImmediate corrective actions that have been

© taken. ltems were accomplishad by October 8, 2014
i and represent the Faciity's continuing efforts ioward

improving quaiity of care and compliance, %
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F 303 i Cause of the Inumediate Jeopardy was identified.

£ 323" Continued From page 21
- with a six (6) inch paring knife and eloped from

' was found by police at 7:01 PM. approximatety
t three tenths of a mile from the facility, walking
“with a walker on a heavily traveled two {2} lane
i road, without a sidewalk or a shoulder, and

: escorted back info the facility by staff at

i approximately 710 PM.

Interview and record review revealed Resident #1

- had a history of verbaly threatening to remove

. the resident's Secure Care Bracelet and leave the

. facility and had previously exited the facility

- without staff knowledge. On 03/13/1 4, Resident
' #1 became upset and told the Social Worker
(W) he/she was going to remove the Secure

- Care Bracelet and leave the facility. On 05/08/14,
' Resident #1 became upset when informed hefshe__f

- would require supervision in the courtyard with

: histher spouse. Approximately one {1) heur and

; fwenty (20) minutes later, staff leaving the tacility
. found Resident #1 in the parking lot outside the
 facility, without his/her Secure Care Braceiet in

' piace. The Secure Care Bracelet was found in _
‘ Resident #1's room in the trash can with a plastic
s knife present also. However, there was no E
; documented evidence the facility investigated the :
i successiul elopement incident on 05/08/14, and |
. no documented evidence the facility increased
. supervision of Resident #1 prior to the resident ;
" eloping from the facility again on 09/21/14 without
 staff's knowledge. (Refer to F-280)

: The facility's failure to have an effective system in
i place to ensure a safe environment and adequate
- supervision has caused or is likely to cause :
' serious injury, harm, impairment, or death to a

 resident. Jmmediate Jeopardy was identified on :
- 09/30/14 and was determined 1o exit on 09/21/14.

‘ the facility without staffs knowledge. Resident #1

. The Immediate Jeapardy finding related to a resident

 elopement from the facility. On May 8, 2014,

| Resident #1 removed secure care bracelet and went
¢ out the back door of the building, off duty staff

¢ identified and intervened in this incident and resident
1 #1 remained on the grounds with one on one staff

i supervision until returning to her room for the night.

. On September 21, 2014, resident #1 utiized g paring -

i knife fo remove her Bracelet and ieave the facifity.

: Residsnt #1 Was located approximalely 319 of a

¢ mite from the facility after an off duty employee

- nofified the facility of iocation of resident #1 Upon

¢ noftification, employees returned resident #1 o the

+ facility via personal vehicle and remnained ore on one |
© with resident #1 for the evening until resident #1 went
! o sleap and then kept on 15 minute maenitoring

+ conlinuously througheut the stay.

The facllity has identified ail residents that may
be at potential risk for harm,

o identify the residents who may have been at
patential sisk for harm, the Assistant Director of
Nursing({ADON) assessed alf 13 residents with

secure care bracelets fo ensure the secure care
bracelets were on the residents were orf the resident |
and functioning properly and fo ensure 2 resident
care plans inciuded the secure care bracele!. This
was completed 9/22/14 with no changes or updates |
requirad,
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. An acceptable credible Allegation of Compliance
- (AOC} was received on 10/07/14 which alleged

: removai of the Immediate Jeopardy on 10/07/14.

. The immediate Jeopardy was verified o be

. removed on 16/07/14 as alleged with the

- remaining non-compliance at 42 CFR 483,25

. Quality of Care (F-323) at a Scope and Seveniy

- of a "D while the facility develops and
“implements a Plan of Correction {(POC), and the
 faciiity's Quality Assurance monitors the
effeciiveness of the systemic changes to ensure
 a safe environment and adequate supervision of
{ residents. '

{ The findings include:

;5 Review of the facility's policy titled,

"Wandering/Eiopement Policy" dated 11/2010,

. revealed all residents with a diagnosis of

. Adzheimer's/Dementia or having a history of

- wandering would be screenad dpon admission
‘and anytime nursing judgement warranted 5

- screening. Further review revealed residents ;
i found to have a potentiaf for wandering would be .
: fitted with a Secure Care Bracelet. Continued

; review revealed should a resident elope or

. attempt elopement, the resident would be

. monitored every fiffeen (15) minutes for

- seventy-two (72) hours then assessed for any

- “needed changes/interventions”

i The State Survey Agency requested the toof
 utitized by staff upon admission and anytime

. nursing judgement warranted for screening
 residents as risk for wandering or elopement as

| per the facility's Wandering/Elopement Policy.
: However, intarview with the Administrator on :
| 09/26/14 at 12:38 PM, and the Director of Nursing

F 323; The facility also assessed aii residents for fhe risk of

. eloperment on 8/30/14. The assessment of 107

residents for risk of eiopement was completed by the ;

, Director of Nursing, MDS Assistant, MDS
. Coordinator, Infection Control Nurse, Assistant

. Director of Nursing, and Quality Assurance Director, :

. which idenified 4 residents that were identified to be
- atrisk for elopement, these residents were reviewed
- and care plans were updated.

Steps taken to remove the Immediate Jeopardy

1. Resident #1 was one on one approximately,
4 hours with Administrator, Quality
Assurance Director and Quality Assurance -
Assisfant 5/8/14,

2. Resident#1 rcom searched by Quality
Assurance Director 5/8/14 with no
additional findings.

3. Resident #1 secure care bracelet reapplied
by Quality Assurance Director 5/8/14. '

4. Resident #1 placed on 15 minutes
observations for 72 hours 5/8114.

5. Resident #1 referred fo Dr. Ghantz,
psychiatrist by attencing physician, Dr.
Nathan Moore 5/14/14,

8 Resident #1 medication orders updated
5/15/14 as suggesied by consuiting
physician.
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F 323 Continued From page 23

- {DON), on 09/30/14 &t 1:53 PM. revesied the

facility did not have an elopement screening toof,

* Record review revealed the facility admitted

" Resident #1 on 12/27/13. with multiple diagnoses

- which included Dementia. Review of the

¢ Admissien Minimum Data Set {MDS)

: Assessment, dated 01/06/14 and the Quarterly

: MDS Assessment, dated 08/27/14, reveaied the
. facility assessed Resident #1 to have a Brief

Interview for Mental Status (BJ MS) score of :
twelve (12} out of fifteen (15), indicating moderate
 cognitive impairment. Continued review of the -
- MDS Assessments revealed the facility agsessed
- Residert #1 to ambulate independently with the |
{ assistance of a2 walker, Further review of the
s Admission and Quarterly MDS Assessments
; Teveaied no documented evidence the facility
. assessed Resident #1 to be at risk for wandering. ;

' Review of the Comprehensive Care Plan (CCP),

" dated 01/10/14, for Resident #1 revealed the ,
i facility care piannad the resident for the potential

: for unsupervised exits from the facility due o )
. histher diagnosis of Dementia. Continued review
~of the CCP revealed interventions which includad: X
" alerting staff of the resident’s wandering '
‘ behaviors; placement of 3 manitoring device

- which would sound if Resident #1 left the facility;
 If he/she was observed to be wandering away

- from unit, staff were fo stay with fhe resident

~ approaching him/her in a calm and accepting

- manner, staying with the resident while

' conversing with him/her and gently persuading

- him/her to retun to the designated area of the
facility. Further review of the CCP revealed the

: facility care planned Resident #1 to ambulate

. independently with a "Jazzy” walker.

F 323!

T

1

12

T

P s
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Faciiit

Resident #1 and all ofher residents with
changes are discussed in moming QA
mestings Monday through Friday -
information from the weekend is included in

the report on Monday. Report is copied and!

given fo each department head, in their
absence, a copy is placed in a folder

located in the front office marked moming

report. This is to ensure that al
department heads have the same

information. The fioat nurse gels weekend
report and passes to the DON on Monday,

Resident #1 encouraged to discuss ems
that cause frustrations 5/8/14 through
prasent day.

Placed resident #1 on 15 minute
observations §/21/14,

Resident went Leave of Absence {LCA)
with son from 9/22/14 through 9/25/14,
3-11 House Supervisor position addad
effective 9/24/14 with role to help supervise
and to investigate or raview any resident
information as directed by Direcior of
Nursing.

Resident #1 room searched for other
objects that could be utilized to remove
secure care bracelef or be utilized to harm
self or others by staff on duty 9/21/14 and
9/25/14 by Quaiity Assurance (GA) Director
with set of nail clippers removed from
closel area.

Ordered tamper resident secure cars
bracelst 82214,

Reviewed afl 13 residents with secure care
bracelets for risk fo ensure secure care
bracelets in place, functioning properly and
care pianned appropriately with no
changes or updates required ~ by ADON
822114,
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185283 B WING 10/08/2014 |
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE |
[ BOURBON HEIGHTS NURSING Ho 2000 SOUTH MAIN STREET j
i ON HEIGHTS NURSING £ | PARIS, KY 40361 |
/ D SUMMARY STATEMENT OF DEFICIENCIES iy ‘ FPROVIDER'S PLAN OF CORRECTION ‘ 48 j
PREEX | {EACH DEFICIENCY MUST BE “RECEDED BY FULL BREFIX {EACH CORRECTIVE ACTION SHOULD BE . COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE  © DAIE !
P _ DEFICIENGY)
[ E 15 Completed investigation on where resident f
| F 323 Continued From page 24 F 323 Obtained knife — Administrator 9/30/14, -
] : Continued record review revealed a consent * 16, Moved secure care system in unit 3 I
; auli‘hcnzmg the use of}he Secpre Care Bracelet ; spartment hallway to include apartments : 1
. to "promote the safety” of Resident #1, signed by . ;
; : . s : not covered previously — compieted |
. Resident #1's son on 12/27/13. Additionally, ; : 10/1/14 by Mair Depariment
record review revealed no documented evidence | Lo e y Maintenance Depariment. ]
Resident #1 was screened on admission or at f 17. Searched ail areas of the building that are
- any other time prior to 09/21/44 for hisfher 5 covered by the secure care system,
' wandering and eiopement risk. inciuding individual reoms in the nursing {
; section and personal care section. The
. Review of the facility's ssif-reported "Final : apatiment secfions wera not searched
. Report” Incident Letier, dated 08/24/1 4, revealed individually as these residents are
. on 09/21714, Resident #1 had been redirected by : independent iving residents and an alarm
, staff during the evening meal, for ‘being ' would sound if a secure care bracelet
_ mappropriate towards his/her spouse (also a orosses the double daors ieading into this
‘resident). Review of the letter revealed Residant ¢
: ) area (as of 10/1/14) started 10/1/44
H#1 removed his/her Secure Care Bracelet and left ; completed 10/3414
 the facility without staff knowledge. Further 18 Seh iy g i ) hedul
: teview revealed the facility was notified by an off | | % Scneauing coordinator scheduied :
- duty staff person. Continued review revealed the employees o be responsible for 15 minute
facifity was unable to determine how long 3 monitoring of resident #1 if in room, |
. Resident #1 was out of the facility. Further review atherwise cne on one white out of room
' revealed Resident #1 was escorted back 1o the with husband and/or wanted to go off the !
- facility where a search of Resident #1's o unit until ofherwise directed, 10/2/44, ‘
- belongings revealed a small knife found hiddenin’ 19, Developed screening ool (Elopemen! Risk i I
. the tissue box in the basket attached to the Assessment Decision Tree) to identify
- fesident's “Jazzy” walker. Further review ' residents at risk for elopement - Director of I
fevealed Resident #1 was placed on every fifteen . Nursing {DON), Quality Assurance Director
*{15) minute checks while in histher room and 11 . i
A : (QAD), and Administrator. 10/2/14
: while out of his/her room. /
_ 20. New risk asssssment for glopement
. Review of the facility’s document, “Review of {Flopement Risk Assessment Decision ‘
_ Security Footage” of the Administrator's and Tree) implemented and completed on 4
' Accounting Clerk's observation of the facility's residents with no new residents identified
- video surveillance dated 10/07/14, revealed on 10 be at risk for elopement by Infection
09/21/14 at 5:45 PM, Resident #1 went to histher ! Control Nurse, Wound Care Nurse and
; roam with the Secure Care Braceiet in place. another LPN Compileted 10/5/14.
. Review of the document revealed at 5:53 P, 21, Updated care signs to include risk for
- Resident #1 exited histher room with the Secure elopement 10M1/14 ~ to be educated by
Care Bracelet in place, went to the Personal Care : QAD, Infection Control Nurse, and DON.
Event ID: 28711 Fee _ Completed 10/6/14. t Page 25459
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i 1 * . !
: _ t 22, Tamper resistant secure care bracelet !
F 323 Continued From page 25 F 323, placed on Resident #1 10/615 by

 elevator where he/she entered the elevator and
f went upstairs. At 6:00 PM review revealed

t Resident #1 ambulated through the double doors

i leading to the apartment section of the facility and |
; at 8:17 PM, Resident #1 returned from the f

. apartments, through the double doors and

_returned to his/her room at 6:22 PM. Confinued

 review revealed at 6:29 PM, Resident #1 exited _
" hisfher room with a laptop computer on top of the |
“seat on the rolffing walker and ambulated by the

- Unit One Nurse's Station at 6:31 PM. Further
 review revealed Resident #1 exited out the front

- docrs in the lobby area of the facility at 6:32 PM

. and was escorted by staff back into the building

. at 7:10 PM, thirty-sight {38) minutes later

' Review of the poiice departiment Master Cafl

" Table revealed, on 09/24/14 at 554 PM, an :
“unknown cailer reported an elderly person with 2
- walker in traffic. Continued review revealed a

: police officer was dispatched to the area and

c arrived at 7:01 PM to find an elderly person in a
 black robe with a waiker in traffic. Further review
revealed the faciity staff to arrive on scene at ;
1 7.05 PM. Additional review revealad the police

- officer to be enroute back to the facitity at 7:0%

: PM.

. Obsesvation on 08/29/14, of the area Resident #1
“was found on 09/21/14, revealed i was
- approximately three tenths of 2 mile from the

: facility ont 2 heavily fraveled roadway which had

: o sidewalk or shoulder.

. Interview with Assistant Feeder (AF} #11, on

- 09/30/14 at 12:56 PM, reveaied she was in the |
- dining room on 09/21/14 during the evening meal. *
: AF #11 revealed around 5:30 PM or 5:45 PM, she
_had served Resident #1 and his/her spouse their

Maintenance Director and QAD.

23. Created additional hoards for identification
of residents at risk for elopement to be
placed in break reoms, including area by
time clock, and atfrontoffice tohelp all :
staff identify residents that may be st risk,
this was in addition to boards already in
piace in the nurses station. 10/3/14.

24. Educated kifchen, maintenance, activities, :
front office, sacial services, therapy, quality

assurance, nursing office regarding leaving -
offices or fools/supplies unsecured when

out of the office and {o ensure sharp
objects are placed inside desks
completed by department supervisors —
completed 10/3/14, ;
23, Educated apartment residents regarding ‘
helping to ensurs a safe living environment
via letter - reviewed individuaily with
apartment residents by Housskeeping
supervisor completed 10/3/14,
28. Added isfer fo apartment residents to
apariment lease agreement fo edusate al
new apariment residents —~ completed f

10214

27, In-service prepared and given {o aff
empioyess regarding Resident #1 fo help |
identify and diffuse potential situations that ’
may arise when caring for resident #1 ang }
her spouse, who is aiso a resident of this
facility. Completed 10/6/14.
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F 323 Continued From page 26

. meal frays and was moenijloring the residents.

. Continued interview revealed she winessed

_ Resident #1 become upset with histher spouse

- when the spouse did not maove closer to the table :
“and dropped food onto the floor. Per interview AF,
#11 redirected Resident #1 and reported her

: observations to the resident's nurse. Further
 interview revealed she returned to the dining ,
. room around 6:30 PM, at which time Resident #1

 had already left the dining area.

“Interview, on 09/29/14 at 328 PM, with Licansed :
! Practical Nurse (LPN) #1, responsible for :
| Resident #1's care, revealed the resident had

: been observed becoming upset with his/her

; Spouse during the evening meal in ihe dining

. 16om prior to his/her elopement from the facility.

| Continued interview revealed LPN #1 redirected

- Resident #1 by whispering to Resident #1 the
 facility could not "have that hers”. LEN #1

- reported Resident #1 was quiet and didn't say

. anything more.

Interview with Housekeeper (HK) #5. on 09/25/14
at 10:53 AM, revealed she was traveling home

r around 7:00 PM and saw Resident #1 with a

: walker on the roadway. MK #5 reported she

. immediately phoned the faciiity to advise of the
‘elopement. Further interview revealed by the ,
“time she turned her vehicle around 1o goback fo
| Resident #1, the police wers already with the

, resident and directing traffic around him/her.

' Continued interview, on 09/29/14 at 3:26 PM with, .
: LPN #1 revealed she was unaware Resident #1 .
: was out of the facility until she received a call

. from an off duty staff person. LPN #1 reporied

. when she went fo pick Resident #7 up, police
‘were on the side of the road with the resident.

s

F323:

29.

sectirs care bracelet placement to include
monitoring would not be discontinued untt
discussed by Quality Asstrance Committee -
{consists of Administrator, Business Office |«
Manager, Maintenance Director, L
Housekeeping Supervisor, Dining Services |
Supervisor, Director of Nursing, Therapy b
Director, Acfivity Director, Social Services,
Director, and Quaiity Assurance Direcior] |
or physician recemmendation 9/30/14
Impiemented and eduication completed
1046114,

In-service for staff on elopement, _
behaviors, supervision, new care signs for ©
elopement completed by QAD, QAA, and
infection Control Nurse completed 10/6/14, |
The facility uses no agency staff and any
empioyees ouf on leave or work on an as
needed basis will be in-serviced prior to
feturning o work.

The facility has implemented systemic
changes to ensure the jeopardy will not

reQccur,

1

As of 10/6/14, the facility wil have
implemented and educated all staff

regarding new polisies on monitoring to
include language that a menitoring program: .
willnot be discontinued unil reviewed by +
the QA Committee or recommendation by

the physician.
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LPN #1 revealed upon return to the facility she
- did not conduct a head 1o toe assessment for
f - injury of Resident #1 due to histher being upset

B STATEMENT OF DEFICIENCIES £X1) PROVIDERISUPPLIERICLIA {XZ) MULTIPLE CONSTRUCTION
P AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
; ¢ I
| 185282 B WING 10/08/2014 |
éf NAME OF PROVIDER Of SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE f
2000 BOUTH MAIN STREET
QURBON HEIGHTS NURSING HOME
J HOURBON HEIGHTS N w PARIS, KY 40361 |
P g SUMMARY STATEMENT OF DEFICIENCIES w0 PROVIDER'S PLAN OF CORRECTION ; (%5}
(X4
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 82 : COMPLETION
TAG REGULATORY {IR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
; DEFICIENCY)
| 13 : » : As of 10/6/14, the facility will have
: 323 Continued From page 27 F 323 implemented and educated all staff on new

; However, interview with the DON, on 09/30/14 at
. 1:53 PM, revealed Resident #1 should have been

. assessed for injury after the elopement.

tnterview, on 09/29/14 at 10:15 AM, with Resident ;

- #1 revealed helshe did not advise siaff of the
sintent to leave the facility on 09/21/14. Resident

. #1 revealed he/she was nof upset prior 1o eaving |

 the facility. Continued interview revealed

_ Resident #1 reported he/she “stoie” a knife from

" a resident's room outside the “nursing unit”

' {indicating an apartment) and cut histher Secure
i ¢ Care Bracelet off with it. Per interview, prior to

i leaving the facility, Resident #1 called histher

: brother to request a ride to another brother's

 house. Resident #1 stated the brother he/she

called did not "get here fast enough” so the

' resident teft the facility walking with his/her

- Jazzy" walker, lap top computer and cell phone.
{ : Resident #1 further reported, he/she had

. "planned to leave that day and had no plans on

- coming back but only to visi” his/her SpouUsE.
j

Review of the Nurse's Notes revealed on
1 | 09/21/14 at 6:55 PM, the facility received 2 call

. from an off duty staff reporting Resident #1 had
}  eloped from the facility. Further review revealed
| *three (3) staff members left the facility to ook for
J ‘ and retrieve Resident #1. Continued review ‘
i

- revealed Resident #1 was transported back 1o the |

: facility in a staffs personal vehicie and during
 transport, while stopped, Resident #1 attempled

' to unbuckle the seat beit. Further review

' revealed the SSD, Administrator, Resident #1's .‘
: son and Physician were notified of the elopement. -

policies regarding Elopement, inciuding

procedures on Goiden Alert announcement

when an slopement happens oris
attempted by resident(s).

As of 10/8/14, the Tacility will have in-
serviced alt staff on ientifying and
documenting behaviors, Supervision of
residents, and updating care plans for
resident changes,

All apartment residents were educated
regarding safe fiving envircnment and
securing sharp objects, as well as
information was added fo the L sase
Agreement Packet for Apartment
compieted 10/3/14,

A 3-11 House Supervisor position was
added fo ensure adequate supervision
throtighout the evening hours with role io
help supervise and fo Invesfigats or review
any resident information as directed by the
DON - completed 9/24/14.

The facifity wil include education on
sloperment, monitoring, behaviors, sare
pians, and supetvision in the new
employes orientafion program, Al

ampioyees wil be educated by 10/8/14 ang ;

annually,

The new employee orientafion and check
off of new employees will inciude
determination of thejr ungerstanding of the
policies on Elepement, care plans, as well
as their understanding of patential
behaviers, reporting of behaviors, and
supervision of rasidents.
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5 Al employees were educated to be on me
F 323 - Continued From page 28 . F323 lookout for sharp objects that could be
 Interview with the SSD, on 09/26/14 at 10:45 AM, ' used fo harm seff or others while
revealed she was not at the facility when : compieting their daily work and fo remove |
* Resident #1 eloped on 09/21/14. She stated staff | ar report these ilems to the charge nurse if
 called her to come back to the facility and she found. .
amived around 7:30 PM to initiate the 9 The QA commitiee, which consists of al
znvest:gat;on.' Centinued interview revealed she ; department supervisors, including the
: requested written statements from staff wha Administrator, Director of Nure;
; retrieved Resident #1 and talked with Resident #1 ; Busi ' g,
' regarding the knife found in the basket attached usiness Gifice: Manager, Maintenance
'to the walker. She stated Resident #1 was Director, Housekeeping Superviscr, Dining
' placed on one on one (1:1) monitoring unti Services Direcfor, Activity Director, Socfai
' approximately 10:00 PM then on every fifteen Services Director, Quality Assurarce :
- {135) minute monitoring. Continued inferview Direstor and Therapy Cirector witl compiets |
i revealed on 09/21/14, she did not interview other ) walk ~thrus of all resident rooms and aff '
: residents, assess other resa'dept‘s for the rsk of commor: areas o look for potential hazards
: g*:}f’ee"‘f;z;gg’:}i‘g?h‘iﬁgg’éifﬁspgg ggfgg: : that couid cause accidents or could inhibit
'didn’t see a need” to have done those things : ;:e amount of appropriate supervision o
" after Resident #1's glopement. roughoLt the bulicfmg ona nfveekly i?ams ' i
3 o ensure that ongoing compliance with
: Further interview on 09/29714 at 3:26 PM with, acgldes_zt safety and supervision is
I LPN #1 revealed the facility did not assess other Mmaintained.
; Tesidents af risk for wandering or elopement to ; 16 Departmental Directors for Nursing, ,
8nsure placement of their Secure Care Bracelats Housekeeping, Maintenance, Dining : !
. or complete a formal resident count to ensure no Services, Activities, and Quality Assurance |
" other residents had eloped unti 09722114, i complete daiy walk thrus of the building
indesvi tth the Administrator, on 09/26/14 at duving their work day to ensure ongoing
fnterview wi ministrator, , i
12:38 PM, revealed she was notified by the facilty ot e 3 e foal rrses yho
: ; , g the weekend fo
. on 09/21/14 of Resident #1's elopement. The - ensure accident hazards and y
Administrator revealed she came to the facility o S COe NAZAIas and supervision
“and tatked with Resident #1 ang initiated the . na:mams N compitance, ) .
 investigation for the elopement. Coninued 1. Risk for elopement boards with resigent
 interview revealed Resident #1's personal : pictures and room numbers were placed in
 belongings and room were searched with a knife all break rooms and the front office for al
. found in the basket of the "Jazzy" walker and the | staff to be aware of residents at risk, this
. Secure Care Bracelet found in the frashcanin was an addtion to boards already in place
- the room. Resident #1 was piaced on one on one in the nurses station.
i {1:1) monitoring until approximately 10:00 PM : :
Event ID: 205715 Faciffty Il 100024 if continuation shaet Page 29 of 59
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. then on every fitteen {15) minute monitoring,

Hnterview and record review revealed Rasident #1 :

i had & history of verbally threatening to remove
: histher Secure Care Bracelet and leave the
 facility and had previously exited the facility

. without staff knowledge on 05/08/14.

" Record review of the Nurse's Notes, dated
1 03/13/14, revealed Resident #1 became upset

; Gver a conversation between the resident and the
- Social Worker and verbally threatened to remove

the Secure Care Bracelet and leave the facility.

- Resident #1 was unable to be re-directad by staff.
- Continued review revealed or 05/08/14, Resident

: #1 became upset when informed hefshe would

; require supervision in the courtyard with histher
. spouse. Review revealed approximately one (1)
“hour and twenty (20) minutes after Residant #1

- became upset, hefshe was found outside the

Hfacility, in the parking fot, without the Secure Care

. Bracelet in place, by an off duty staff persen
leaving the facility. Continued review revealad

" Resident #1 refused to come back into the faciiity |

- and remained outside the facifity with staff for

: approximately three and one-half (3.5) hours

, before agreeing to retumn to the facility, Further
review revealed the Secure Care Bracelet was

. initiated every fifteen {15) minute checks of

" Resident #1 for seventy-two (72} hours after each 5

' of these incidents, there was no documentad

' evidence the resident’'s CCP was updated or

: revised after the incidents. and no documenied
. evidence the facility investigated the resident's
* elopement on 05/08/14.

- Interview with Unit Coordinator #1. on 10/01/14 at

*found in Resident #1's room in the trash can with
: @ plastic knife. However, sven though the facility k

© 12, The secure care system was relocated in
F323: the unit 3 apariment haflway to alert
f employees once a resident with a secure i
: care bracelet enters the apartment section, L
* 13. By making the changes to the policies, [
: moving the secure care system, educating . .
all apartment residents of ensuring & safe
living environment, educafing all
empioyees, and adding in weekly
manitoring in to the QA committes, along
with educating and checking off new _
employees, adding addifional supervisor to
evening shift, systems are now in place to
ensure the resident environment is as free -
from accident hazards as is possibie and
that adequate supervision is in place,

The Facility has implemented plans to -
* monitor its performance to ensure that thess -

solutions that have been identified are
H .
¢ susfained,

. To assure that the resident environment

. remains as free from accident hazards as is

. possible and that adequate supervision is in

' place, the faciity will monitor through

© departmental supervisors completing daity walk
thrus, along with the float nurses and through
QA Committee weekly walk thrus on an engoing
basis to identify areas of potential hazards and
inadequate supervision. This weekly wak iy
wifl be the monitoring too! o ensure that
employees are aware of the need o remove
items that could cause danger to self or others
and to identify any areas of concem for resident
safety and o fack of supervision. The Medical

FORM CMS-2567(02-99) Fravious Yersions {bsclete Event ID: 205211
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 Director will have an on-going role In the i
F 323 Continued From page 30 menitoring of these solutions as both the f

P 11:23 AM, revealed she was aware Resident #1
‘was care planned for unsupervised exit seeking

- behaviors. However, she stated she was not

: aware Resident #1 had previously threatened to

: remove the Secure Care Bracelet and leave the

- facility or had actually cut the Secure Care :
. Bracelet off and iaft the facility prior to the incident !

con 09/21/14.

{ - Continued interview, on 09/30/14 at 10:52 PM
: with the S8D, revealed she was aware Resident
i #1 had an elopement history of verbal threats o
: remove the Secure Care Bracelst and leave the
- facility and had a history of actually cutting the
. Secure Care Bracelet off and exiing the facility.
" 8he revealed she did not investigate the incident

f - on 05/08/14 when Resident #1 cut the Secure

? : Care Bracelet off and exited the facility as

| | Resident #1 did not get off the faciity property.

i : Further interview revealed she was unaware of

| . any interventions implemented by the facility at
. that time, except the repiacement of histher

; ~Secure Care Braceiet,

I

- Continued interview with the DON. on 09/30/14 at
¢ 1:53 PM, revealed she was awars prior to

1 09/21/14, Resident #1 had a history of

: threatening to remove the Secure Care Bracelet
. and leave the facility, and was aware the resident -
" actually removed the Secure Care Bracelet and
eft the facility previously. She stated Rasident
{#7's eloped from the facility on 08/08/14, but this

- was not investigated as the resident did not get

: off the facility property. Further interview :
 reveaied however, Resident #1's care plan should
, have been updated and revised at that fime to
" accurately reflect the resident's history of
‘unsupervised exit seeking behaviors with 5
linterventions implemented and education givenio:

F 323

* medical director and as the personal physician

. for Resident #1. The QA committee will review

¢ through dafly reports and investigation fom

¢ each unit to track and frend any potential
 accident hazards that may be identified ang

* report such findings to the daily QA commitiee
* and the Quarterly QA committee {consists of the
* Daily QA team, along with the Medical Director,
° pharmacy fepresentative, restorative nurse,

[ infection control nurse. and wound care nurse).

¢ Any areas of potential harm ideniified wil he

* reported to the Administrator for immediate

! action.

* The facility has in place a policy and procedure
* on chacking the secure care system for

* placement, functioning of the bracelet on the ;
* resident, and functioning of the alarm systemat

'+ the doors and notification board as well

* Empicyees will monitor the placement of the

* $ecure care bracelets at each shift for sach

¢ resident and will check the functioning of each

' resident’s bracelet once weskly. Mainlenance

| will check the functioning of the daor alarms and
¢ hotification panel weekiy as well to ensure i
i proper functioning. This system helps fo ensure |
: that the Secure Care Bracelat system is H
- functioning properly and maintains the :

| monitoring of all residents &t risk for elopement, . |

if continuation sheet Page 31 of 55
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 staff for monitoring and increased supervision, | .
. The faciiity is confident that the situation
s Further interview with the Administrator, on  creating immediate jeopardy was corrected by
; 09/30/14 at 1:17 PM, revealed she was aware n o * Monday, 10/6/14. In addition, in order to
; March of 2014, Resident #1 had previously  prevent any future issues regarding accident
‘threatened fo remove the Sec:urg- Care Bracelet ! and supervision, the quality assurance
.= and £egve the facility, Pe_r interview, she was ' commitiee has been and will confinue 1o L
i aware in May, 2014, Resident #1 had cut the : - conduct weekly wak thrus o identify ang .
 Secure Care Bracelet off and exited the facifity - _' yi 8 Io identify and comect .
, without stafPs knowledge. The Administratar _ | any areas of accident hazaf:}'s or that would
revealed however, Resident #1's successful : + prohibit appropriate supervision, no areas of
' elopement on 05/08/14 was not investigated as j - concem have been identified to date from the
 the resident did not get off the facility property. f ¢ weekly walk thrus. Al staff have been bained
- Continued interview revealed Resident #1's care . To identify what may cause an accident or injury
: plan should have been updated and revised to . and are to report any findings o the charge
 refiect the resident's threafs/attempts to remove . Murse upon finding. The Quality Assurance
. the Secure Care Bracelet, or actual removal of . Commitiee has been and wil continue fo
the Secure Care Bracgfet to alert staff to monitor : . discuss residents on monitefing prograrms ang i
" him/her for this behavior with interventions " the ability 1o discontinue the manitor -
"implemented for increased monitoring of ) : > mantoring p rogram |
| : ! ! : . . foreach resident. The facility has been and wilt | .
! t behaviors related to the unsupervised exit _ ! . : _ i
: seeking behaviors. Further interview revealed . Gontinue to ensure residents with secure care
_ the facility did not have an elopement screening . bracelsts are being checked for placement and
tool nor a policy refated to frequency of screening | . functioning and will continue to sheck for
 for wandering/elopement; howevar, her . . functioning of the secure care system each
i expectation was for siaff to continuously screen | - week by the maintenance department. The :
; residents based on behaviors and docurnent fthe facility has since been monitoring the sysiems in |
. findings including updating and revising the care * place and as no new areas have been identified, |
* plan to accurately reflect the resident's needs, ¢ Bourbon Heights, inc. has implemented systems .
‘ : ¢ that continy nsure that angoing cormph
I ¢ The facility provided an acceptable, credible i achievend.e 1 ensure hat angaing compance i
| ; Allegation of Compliance (AOC) on 10/06/14, : :
g _which alleged removal of the Immediats Jeopardy .
] (I}, effective 10/07/14. Review of the ADC *
{  ravealed the facility implemented the following: ;
f 1. Resident #1 was placed on fifteen (15) minute | F323 Completion Date  November 11, 9014
! | observations on 09/21/14. Resident #1 ‘s room ! :
f ' was searched for other objects that could be : : {
e Event ID:2L5211 Facility ID: 160024 If continuation sheet Page 32 of 59 J :
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- utilized to remove secure care bracelet or be
 utilized to harm self or others by staff on dutyon
: 09/21/14 and then searched again on 08/25/14 by
 the Quality Assurance Director {QA) with a set of |
. nail clippers removed from the closet area, A :
“tamper resistant secure care bracelet was

- ordered by the Housekeeping Supervisor on

1 09/22/14. Resident #1 then went on a Leave of

- Absence from the facifity with hisfher son from

. 08/22/14 through 08/25/14.

-2, All thirteen {13} residents, that had Secure

' Gare Bracelets were reviewed for risk to ensure ;
: Secure Care Bracelets were in place, functioning
. properly, and were care planned appropriately |
- with ne changes or updates required by the
Assistant Director of Nursing (ADON) on

P 0922114

;3. ASID0 PM o 1100 PM House Supervisor

_ Position was added, effective 09/24/14, with the :
“role to help supervise and to investigate or review
- any resident infermation as directed by the :
; Director of Nursing (DON).

4. On 09/30/14, all 107 residents were assessed

for risk for elopement and four (4) care plans for

: the residents identified were updated to '
- accurately reflect the needs of the resident by the |
. MDS Cocrdinator, MDS Assistant, DON, A
 Director, and the ADON. A screening tool, :
| Elopement Risk Assessment Decision Tree, was
: developed to identify residents at risk for
. elopement on 10/02/14 by the DON and the QA

' Direcior. The Elopement Risk Assessment

: Decision Tree was implemented and completed, :
: o 10/04/14 and 10/05/14, on all residents with no;
; hew residents identified to be at risk for ;
. elopement and was completed by the Infection

F 323,

. Bourbon Heights, inc. is an excellent nursing

 faciity with a committed staff and dedicated

 board of directors. The faciity remains

* committed o the providing a delivery of high ; }
- quality health care and will confinue to make &

© whatever changes and improvements necessary " .

+ lo satisfy that objective. Please do not consider |

¢ the filing of this Plan of Correction to an ’

. admission of the finding of deficient practice.
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- Control Nurse, the Wound Care Nurse, and
. another Licensed Practical Nurse {LPN}.

6

L

} F 323 Continued From page 33
; 5. The DON, QA Director, and the Administrator

 created a monitoring poficy and criteria for secure |

 care bracelet placement to include monitoring
: would not be discontinued until review by the
, Quality Assurance Committee or Physician
_ recommendation. The monitoring policy was
' created on 08/30/08. implementation and
' Education of the new monitoring policy was
| i completed by the QA Director, the Infection
| : Contrel Nurse, and the Quality Assurance
. Assistant on 10/06/14.

6. Al areas of the facility covered by the Secure

- Care Systern were searched for hazardous ftems j
which started on 10/01/14 and was completed on f

+ 10/03/14, by staff which included the QA Nurse,
: Housekeeping Director and MDS Coordinaior.

7. Buards for identificafion of residents at risk for -

elopement were placed in the nursing stations on
- 10/02/14, Additional boards for idertification of

‘ residents at risk for elopement were placed in the ;
: break rooms, including the area by the fime clock, :

 Assistant, to help all staff to identify residents at
" risk for elopement.

' 8. Education regarding leaving offices
; unattended or tools/supplies unsecured when out
. of offices and fo ensure sharp objects are placed |
 inside desk was given to Kitchen staff
- Meintenance Department, Activities Department,
*front office staff, Social Services Department,
! Therapy Dapartment, Quality Assurance

: Department, and the Nursing office staff starting

. 10/01/14 and completed en 10/03/14 and was

[I  end at the front office, on 10/03/14 by the QA
|
|
!

F 323
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gt

L

" given by Department Supervisors.

- 9. Resident #1's Comprehensive Care Plan was

- updated to include a new Elopement Care Plan
i by the Minimum Data Set (MDS) Coordinator on

. 10/01/14,

. 10. Employees were scheduled by the

- Scheduting Coordinator, on 10/02/14, to be

‘ responsible for a minimum of fiffeen {15) minute
' monitoring for Resident #1 while in his/her room
i and one an one (1:1) supervision with Resident
: #1 while out of room with histher Spouse whom

. was also & resident of the facility. Aiso, one on

. one {1:1) supervision was to be done if Residert

_#1 was wanting to go off the unit until otherwise
- directed.

<11 All care plans were reviewad o ensure

 updates had been compieted for any new orders

. received in the last thirty {30) days with any
_Issues identified and correcied at the time of the
* audit, starfing on 10/03/14 and completed on

- 10/06/14, and was compieted by the infection

- Control Nurse, the Wound Care Nurse, the

- second shift House Supervisor, the ADON, and

ancther LPN,

' 12. Resident Care signs located in each
s resident's room were updated to include risk for
: elopement on 10/01/14 and education on the

. Resident Care signs was given to ail facility by the

. QA Director, the Infection Control Nurse and by
" the DON from 10/01/14 through 10/06/14.

: 13. Anew tamper resistant secure care bracelet ;

; was placed on Resident #1, on 10/06/14, by the
. Maintenance Director and QA Director.

F323

|
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I - 14. An in-service training was given to all sta# on j
: - efopement to include the procedures on a Golden
: - Alert anniouncement when an elopement ocours

- 01 is attempted by residents. in addition, afl sta®

| were given in-service training on behaviors and

- feperting and documentation of behaviors,

, supervision, new Resident Care signs for

 residenits with elopement risk, and Updating care

{ pfans for resident changes. All in-service training

t were completed by 10/06/14 by the QA Director, _

: QAAssistant, and the Infection Control Nurse. Al

. staff will also be receiving these in-service f

~ training annually.

18, The facility included education on elopement, 5
- monitoring behaviors, care plans, and supervision !
: in the new empioyss orientation program by ;
. 10A06/14. The QA Director and QA Assistant will :
incorporate into their current check off of new ; ?
“employees during orientation to determine ;

' understanding of the poficies on elopement, care
: plans, potential behavicrs, reporting of behaviors, .
. and supervision of residents. :

" 16, The facility implemented plans o monitor its

¢ performance 10 ensure the residents'

; environment remain as free from accident

. hazards as possible and that adequate
 supervision is in place by monitoring through the

' Quality Assurance Committee weekly walk

t through on an engoing basis to identify areas of

: potential hazards and inadequate supervision.

. The Medical Director wilt have an on-going role in
. the monitoring of these soiutions as both the ;
- medical director and as the personat physician for
! Resident #1. The facility's QA Committes :
| members will review daily reports and
 Investigations from each unit to identify potential

- accident hazards for tracking and trending

Event I: 203211
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F 323 Continued From page 36 :
; Purposes and report their findings during the daily
QA Commitiee meeting and to the Quarterly QA
- Committee which includes the Medical Cirector.
Any areas of potential harm identified wil be
- reported to the Administrator for immediate

: attention.

. The State Survey Agency validated the
. implementation of the faciity's AOC as follows:

] " 1. Review of the "fiftsen (15) minute monitoring
form”, on 09/21/14 revealed, Resident #1 was on
- one to one supervision with the Administrator
Fupon return to the facility from 7:30 PM untii 8:45
: PM and fifteen (15) minute monitoring began at |

| . 8:45 PM on 09/21/14. Resident #1 remained on
 fifteen minute monitoring until 09/22/14 at 5:30
' PM when heishe left the facility on a Leave of
* Absence with histher son. Interview with _
+ Kentucky Medication Aide (KMA) #1, on 09/26/14 :
. @t 3:00 PM, revealed he searched Resident #1's

[ - room on 08/21/14 for objects that could be used
{o remove the secure care band but was not able )
to find anything in Resident #1's room other than

the Secure Care Bracelet that he/she removed

prior to eloping from the facility, which was found

in Resident #1's trash can.

Interview with the QA Director, on 09/29/14 at “
1122 AM revealed she did a follow-up search of

¢ Resident #1's room.

f . Alate entry Nurses’ Note written by the MDS

! . Assistant, on 09/26/14 at 8:06 AM reveaiec :

| " Resident #1 returned to the facility on 09/25/14 at |
' 6:00 PM and the Nurses' Note revealed staff was |
 present when Resident #1 unpacked his/her 5
i belongings and there were no objects in the

j - belongings fo cut the Secure Care Bracelet off
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- Review of the "fifteen ( 15) minute menitoring
~form” revealed fifteen (15) minute monitoring
‘resumed on 09/25/14 at 6:00 PM upon Resident
#1's retum to the facility and would continue
: fifteen (15) minute monitoring untit the
: Administrator and QA team deemed
| innecassary. Review of the purchase order

revealed a tamper resistant Secure Care Bracelst

J ' was ordered on 09/22/14 by the Housekeeping
[ ' Director.

j 2. The check off sheet the ADON completed, on

. 09/22/14, regarding her review of all thifeen {13) :

 residents with Secure Care Bracelets fo ensure

placement, proper functioning, and to ensure they :

' were appropriately care planned was reviewed
t and a copy of the check off sheet was oblained.

- An inferview with the ADON, on 10/07/14 at 10:50

. AM, revealed she did complete a review of aff
_ thirteen (13) residents with Secure Care
- Bracelets to ensure placement and proper

| t funclioning was completed and all thirteen {13)
: residents with Secure Care Bracelets had care
, plans on G9/22/14,

' 3. Review of the facility's staff schedule of
i Registered Nurse (RN} #1 revealed a House

, Supervisor position for 3:00 PM to 11:00 PM had

. been added and a copy of the schedule was

obtained. A copy of the "Job Description” for the

* Nursing Supervisor pesition was also obtained
: and reviewed.

E Interviews, on 10/09/14, with the Infection Control ,

f Nurse at §:00 AM, State Registered Nursing
" Assistant (SRNA) #5 at 9:30 AM. Unit

: Coordinator #1 at 10:48 AM, Unit Coordinator #2
- at 12:55 PM, KMA#17 at 1:12 PM, SRNA #18 af

 1:28 PM, and SRNA #16 at 1:50 PM confirmed

F 323,
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- that a House Supervisor pesition for 3:00 PM to
i 71:00 PM had been added and RN #1 was
: assigned 1o the position.

4. Reviewed the screening tooi, Elopement Risk 5
* Assessment Decision Tree instructions sheset, '
i dated 10/2014, reveaied the new scraening tool

i was o be completed upon admission, guarterly,

; and with any significant change in
condition/mental health status,

' Review of the faciiity's Elopemant Risk
Assessments revealed they were completed for
* the sampied and unsampied residents reviewed,

- Interview with the MDS Coordinator on 10/00/14 ,

| ; 8 220 PM, the DON on 10/08/14 at 3:15 PM and |
the QA Director on 10/09/14 at 3:30 PM revealed

* the screening tool, Elopement Risk Assessment
' Becision Tree, was developed to identify ‘
i residents at risk for elopement on 10/02/14 by the ;‘
. DON and the QA Dirsctor They reported all cne
“hundred and seven [107) residents were :
* assessed for rigk for elopement through use of
i the new screening tool with no residents
; determined to be at risk except the previous
F . residents determined to be af risk. Four {4}

* residents’ care plans required updating to
- accurately reflect the needs of the resident.

5. Obtained and reviewed copies of the facility's
' new monitoring poficy with the criteria for

' placement of the Secure Care Braceiet.

+ Obtained and reviewed copies of the education

. provided to staff regarding the new poticy with

_ signatures.

! Interview on 10/09/14 with LPN #15 at 3:00 AR
( LPN#8 at 9:20 AM: SRNA#S a: 0:30 Al Unit

F 323,
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. Coordinator #1 at 10:48 AM; SRNA#12 at 11:058
- AM; Unit Coordinator #2 at 12:55 PM; KMA #17 at |
112 PM; SRNA#18 at 1:28 AM: SRNA #186 at
'+ 1:50 PM; Unit Coordinator #3 at 3:35 PM: SRNA ;
#19 at 3:50 PM: SRNA%20 at 4:18 PM; KMA#21 |
Fat 4227 PM; and SRNA#22 at 4:35 PM revealed
i they all reported receiving the education
[ i regarding the new policy.

;6. Review of the facility's maps provided by the

. Administrator revealed alf areas of the faciity

- covered by the Secure Care System were

* searched for hazardous items which started on

- 10/01/14 and was completed on 10/03/14, by ‘
: staff which included the QA Nurse, Housekeening ;
i Director and MDS Coordinator.

. Interview on 10/06/14, with the infection Control :

[ . Nurse at 9:00 AM and with the MDS Coordinator

! ~on 10/09/14 at 2:20 PM revealed they were 5
involved in the facility wide search for hazardous

itermns.

: 7. Observation on 10/39/14 in the employee

. break reom, time clock arsa, front office and

" nurses station reveaied elopement boards in

' place as per the Allegation of Compliance.
Further observation revealed the elopement

: boards included pictures of residents at risk for
. elopement, with the residents’ room numbers.

' 8. Obtained and reviewed a copy of education :
Fgiven to staff related to leaving offices unattended |
 or tools/supplies unsecured with copies of :
; signatures of staff in attendance completed on

10/03/14.

i Interview on 10/09/14 with Maintenance Director
! L at 2:52 PM; House Keeping #18 af 2:58 PM;
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J : Maintenance #19 at 3:04 PM; Dietary #20 at 312
j PM; and Dietary #21 at 3:17 PM revealed theyall
reported receiving the education.
| 8. Review of Resident #1's cars plan for potential :
; for unsupervised exits from the facility revealed .
. hisfher care plan had been updated and & new
“care plan for potential for elopemnent had bean
tadded by the MDS Coordinator on 10/01/14 and
fincluded Resident #1's history of elopement. A

; copy of both the previous and new care plan

. refated fo elopement were obtained.

bk

* 10. Review of the "sitter schedule” from 10/02/14 E
Fthrough 10/21/14 for Resident #1 revealed an :
| extra staif member was assigned to Resident 1

i between the hours of 7:00 AM and 12:00 AM

; through those dates. Further review of Resident

. #1's sitter instruction sheet revealed the sitter

© must monitor Residant #1 for a minimum of

! fitteen (15) minute monitoring while Resident #1

- wag in histher room and one 1 one (1,1 }

; supervision while Resident #1 was out of histher

. room. A copy of the "sitier scheduie” and sitter
instructions for monitoring sheet were cbiained.

11, Reviewed MD orders and care plan updates
i for the previous thirty (30) days o verify updates
- had been completed by 10/06/14 for seventeen

{17} residents,

s s At

T ——

. identified efopement risk residents revealed the

f

i

E 112, Observation on 10/09/14, of the facility’s

§ . appropriate Resident Care signs in piace in their

. Foom o the communication board or on the door
o their room.

The facility's Eiopement Risk/Resident Care Sign
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Hinchude signatures of staff in attendance.

 Interview on 10/09/14 with LPN #15 at 9:00 AM:
: LPN #8 at .20 AM; SRNA#8 at 9-30 AM: Unit

- Coordinator #1 at 10:48 AM; SRNA#12 at 11:05 :
. AM; Unit Coordinator #2 at 12:55 PM; KMA #17 at

- 1:12 PM; SRNA#18 at 1:28 AM; SRNA#16at : |
. 1:50 PM; Urit Coordinator #3 at 3:35 PM; SRNA : i
'#19 at 3:50 PM; SRNA#20 at 4:10 PM; KMA #21 ;
Fat4:27 PM; and SRNA#22 at 4:35 PM revealed
 they all reported receiving the education,

- 13. Observations of Resident #1, on 10/09/14

: revealed a Secure Care Bracelet on the right ;
. ankle, Obtained a copy of the facility's Purchase |
. Order #46614 and dated 09/22/14 that the tamper.
' resistant Secure Care product had been ordered,

Interview with the Administrator on 10/09/14 at
1 3:30 PM revealed Resident #1's Secure Care : _
- Bracelet had been replaced, a tamper resistant . :
: bracelet had been ordered and would be placed - i
. on the resident when available. :

* 14, Reviewed the "Golden Alert” in-service given ;
1o staff with copies obtained to inciude signature
i of staff in attendance. Copy of in-service related
 to behaviors, reporting and documentation of

. behaviors, supervision, new care signs for
“elopement risk and updating care plans for

‘ resident changes was obtained with signatures of |
! staff in aftendance and compieted by 10/06/14.

; Inferview on 10/05/14 with LPN #18 at 9:00 AM:
( LPN#B at 9:20 AM; SRNA#8 at §:30 AM; Unit
- Coordinator #1 at 10:48 AM; SRNA#12 at 11:05 ;
FAM; Unit Coordinator #2 at 12858 PM, KMA #17 at,
P 112 PM; SRNA#18 at 1:28 AM: SRNA#16 at |

 1:50 PM;_Unit Coordinator #3 at 3:35 PM; SRNA | , ,
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 #19 at 3:50 PM; SRNA#20 at 4:10 PM; KMA #21 |
~at 4:27 PM; and SRNA #22 at 4:35 PM revealed
they all reported receiving the education reiated

" to the facility's "Golden Alert”.

s Interview on 10/09/14 with Maintenance Director

. at2:52 PM, House Keeping #18 at 2:58 PM; _

! . Maintenanice #19 at 3:04 PM; Dietary #20 at 3:12
PM; and Dietary #21 at 3:17 PM revealed they all

* reported receiving the education refated to the  :

 facility's "Golden Alert",

; 15. New employee education packet was

. reviewed with copies obtained. Education

! included elopement, monitoring and reporting of
* behaviors, care plans, and supervision of

! residents.

- 16. Reviewed audits compieted by QA committee
_members from weekly walk through with new ;
" areas identified on audit tool. Reviewed minutes
- of daily QA meeting that included areas of i
i potential hazard and supervision issues.
; Interview with the Medical Director on 10/06/14,
revealed the facility did report the elopement to ;
“him on the night of the incident Further interview :
| revealed he tock an active role in the daily care of |
: the residents and the facility kept him well ;
. informed. Further interview reveaied he was fully
. participating in the decision making process of |
* the facility. Interview with the Administrator on :
: 10/09/14, revesled she was actively participating .
t in the audits as well as reviewing the data fom
- the audits and would continue to review audiis
. aking changes as needed based on the data
“and the needs of the residents of the facility.

480 : 483.75 EFFECTIVE

$3=J | ADMINISTRATION/RESIDENT WELL-BEING

F 323

i

F 490

:
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- Afacility must be administered in a manner that
- enables i to use its resources effectively and

- efficiently to attain or maintain the highest

¢ practicable physical, mental, and psychosocial

- well-being of esch resident.

" This REQUIREMENT is not met as evidenced
Uby: ‘
+ Based on interview, record review, and review of ?
- the facility's policy, it was determined the facility's
: Administration failed to have an effeciive system
. in place to ensure poficies and procedures were

. develeped and/or implemented to provide quality
" resident care, The facility's Administration failed

" to develop written policies to snsure safety and

- supervision of residents assessed o have

- wandering/exit seeking behaviors. The facility's

Administration failed to have an effective system

in place to ensure residents were monitored for

exit seeking behaviors fo ensure their safely, and
failed to ensure residents’ Comprehensive Care

* Plans were updated and revisad to reflect
‘regidents’ needs.

; Resident #1 became upset on 09/21/14, when

, being re-directed by staff, obtained a six (B} inch

. paring knife to cut off his/her Secure Care ,
* Bracelet with, and at approximately 6:32 PM. the
 resident eloped from the faciiity without staff's
i knowiedge. The police found Resident #1 at 7:01 |
i PM, on a heavily traveled two (2) lane road which
; had no shoutder or sidewaik, aimost three tenths ;
. of a mile from the facility. Resident #1 was taken
 back fo the faciiity at approximately 7:10 PM and
' was not assessed for injury refated to heing :

{upset.

£ 490 This Flan of Correction constivtes our written plan of

- correction for the deficiencies cited. However,
 submission of the Plan of Correction is not an
 admission that a deficiency exists or that cne was .
" cited cormectly. This plan of correction is submitied to
-~ meet requirements estatlished by State and Federal -
 faw and does not consfitute acceptance or 1
* agresment with any claim or statement herein.

It is the pokicy of Bourbon Heights, Inc. to ensure that
. the facility is administered in a manner that enables it f

. fo use its resources effectively and efficiently to attain
. and maintain the highest practicable, physical andior
. psychosocial well-being of each resident, on an
. Individual basis, as well as residents as a whole,

Further, itis the policy of Bourbon Helghts, inc. to
. have an effeciive system in place to ensure
. programs, policies, and procedures are implemented;

' Cause of the Immediate Jeopardy was identified, :

i The Immediate Jeopardy finding refated to Resident
i #1 elopement from the fatility, which was a repeat

i beiavior for resident #1, After being made aware of
1 exit seeking behaviors, there was no evidence of

i monitoring to ensure there was no repest of the

¢ behavior.
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Interview and record review revealed Resident #1 °
- had a history of verbally threatening to remove
 the resident's Secure Care Bracelet and leaving
; the facility on 03/13/14, and had previously exited
. the facility without staff's knowledge on 05/08/14 -
. after cutting his/her Secure Care Bracelet off
" Even though interview with the Administrator ;
' revealed the facility's Administration was aware of
‘ the incident on 03/13/14, and Resident #1's ‘
t elopement on 05/08/14, the facility's
i Administration failed to investigate and ensure
 the resident’s care plan was updated and revised |
;o include increased supervision and to ensure !
- his/her safety. (Refer to F-280 and F-323}

. The facifity’s Administration’s failure to an

. effective system in place to policies and
" proceduras were developed and/or implemented
“fo provide quality resident care and ensure the

- safety and supervision of residents was fikely to ,
‘ cause serious injury, harm, impairment, or death.
| Immediate Jeopardy was identified on 00/30/14,

- and determined fo exist on 09/21/14.

_An acceptable credible Allegation of Compliance

' (ACC) was received on 10/07/14 which alleged

' removal of the Immediate Jeopardy on 10/07/14.
| The Immediate Jeopardy was verified to be

; removed on 10707714 as alleged with the

; femaining non-compliance at 42 CFR 483.75 1
" Administration (F-4907 at a Scope and Severity of
*a " while the facility develops and implements a |
: Plan of Corraction (POC), and the facility's i
i Quatity Assurance monitors the effectiveness of

; the systemic changes to ensure implementation

, of policies and procedures to provide a safe

| environment and adequate supervision of
 residents.

. The facility has identified al! residents that may
F 480 be at potential risk for harm

* Boutbon Heights determined that aff residents have
the potential to be affected by the deficient practice.

" As such policies on Elopement and Montoring have

* been revised or created, and education on

! elopement, monitoring, behaviors, supervision, care

! plans, and & new risk assessment tool have been

f created. Al employees have been educated on the

i need to monifor the residents and their surroundings

¢ and to identify tlems that could be used to harm self

i or others and o remove or report these items

- immediately. The QA committee will observe through
i weekly walk thrus of e building to ensure adequate
i supervision and identification of accident hazards

: have been identified and that updates to care pians

¢ are being completsd accurately and fimely,

Steps taken to remove the immediate Jeopardy

1. Upon notification that there was a jeopardy -
situation at Bourbon Heighfs, Inc., the
Administrator worked with the Director of
Nursing (DON} and Quality Assurance
Director {QAD) o determine the cause of

the jeopardy and to ensure that Resident
o #1 was safe and all residents remained
‘ safe and as free from accident hazards as
nossible,

2. In addition, e Administrator involved
addilional staff to ensure that Resident #1
and all other residents were adequatsiy
supervised.

3. The Administrator afocated resolrces to
allow for a complete audit of alf resident
care plans and fo develop and implement a
Resident Screening Tool for Risk of
Elopement.
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) X 4. Resident#1 was one on one approximately |
F 430 Continued From page 45 F 430 4 hours with Administrator, GAD and '
| ; : Quality Assurance Assistant (QAA) on ‘
" The findings include: 5/8114. l
: 5. Administrator aliccated resources to
*Review of the facility's poiicy titied, include a 3-11 House Supenvisor posifion ;
* "Wandering/Elopement Policy” dated 11/2010, el §/94/14 _
revealed all residents with a diagnosis of 6. Tamper resistant secure cars bracelet was |
: Alzheimer's/Dementia or having a history of ordered 9/22/14. Placed on resident ‘
: wandering would be screened upon admission 1 %;1 4 '
. and anytime nursing judgement warranted a - - - ;‘
 screening. Further review revealed, residents | 7. Investigation completed utiizing resources |
 found to have a potential for wandering would be - available to identify how resident obtained ; |
- fitted with & secure care bracelet. Continued paring knife to remove secure care bracelet ]
: review revealed should a resident elope or completed by Administrator 3/3014. ‘
* attempt elopement, the resident would be 8. Administrator directed maintenance staff o |
f monitored every 15 minutes for Se‘VEﬂi‘j’“tWO {?2) move apaﬂmen{ SECiHe care System in i
 fours then assessed for any needed hallway to ensure no resident with a secure
 changes/interventions. care bracelet could enter the apartment
; Interview with the Administrator on 08/26/14 at section without alerting staff, 10/1/14. j
12:38 PM, ravealed the facility did not have an 8. Ivolved personnel o search allaroas of
elopement screening tool, the buaid_mg including individual rooms in J
; the aursing section and personal cars
- Review of the facility's policy titled, "Care section: te ensure removal of aff sharp !
: Management” dated 08/20/12, revealed the pian Objects to prohibit any resident obtaining
: of care sheuld be confinucusly updated to reflect items to remove secure care bracelets.
- current resident needs at afl times. Furiher review | Compieted 10/3/14
 revealed updating the Plan of Care was the ' 10. Allowed additionai staff resources o be
 responsibility of alf involved staff responsible for 15 minute of resident #1
i Resident #1 was admitted by the facility on :S:b(;?iedj;g;@r “_"_“”8, sug of room wilh .
ot 1t o -3 oo 10/0r wanting to go off the unit
: 12/2713 and assessed at the time of admission 61 othervise directed. 10/2/14
10 be at risk for wander/exit seeking behaviors o omerise directed. 1012714,
. with placement of a Secure Care Bracelat at that . 1. Sereening toal {Elopement Risk
time. Record review revealed Resident #1 had a | Assessment Decision Tree) developed by
' history of verbally threatening fo remove his/her DON, QAD, and Administrator 1012114,
2. New risk assessment for elopement

H
$

i Secure Care Bracelet and leave the facility on
1 03/13/14. However, there was no documented

; evidence Resident #1's care plan was updated or

i

revised 1o address the need for increased

implemented and compieted on al
residents with no new residents identifisd
fo be at risk for elopement 10/5/4,

L
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F 480 Continued From page 46
. Ssupervision. On 05/08/14, Resident #1 cut the
. Secure Care Bracelet off, exited the the facility
- without staff knowledge and was found on the
- facility's property by staff leaving the facility.
i However, there was no documented evidence
; Resident #1's care plan was updated or ravised

. to address the need for increased supervision or

_monitoring. On 09/21/14, Resident #1 cut the
Becure Care Bracelet off with 2 paring knife and

 eloped from the facility without staff's knowledge.

‘ Resident #1 was found by police waiking with A
* hisfher walker on a heavily traveled roadway with
- no shoulder or sidewalk approximataly three '
- tenths of a mile from the facility. However, thers
_was no decumented evidence Resident #1's care
 plan was updated of revised to address the need |
 for increased supervision or monitoring until

1 08/22/14.

 Interviews with direct care staff revealed not afl of |
. them were aware of Resident #1's history of :
| elopement or behaviors which potentially lead up
* {0 unsupervised exit seeking behaviors. :

 Interview with the Director of Nursing {DON), on

- 09/30714 at 4:20 PM, revealed the facility did not
_have a wandering/elopement rigk screaning tool
for nurses to ufilize. She stated when a resident :
: was admitted and family or the transferring facility |
: reporied a history of wandering/elopement risk

. the facility staff “just would put one on” {Secure

- Care Bracelet} the newly admitted resident.

¢ Interview with the Administrator, on 09/30/14 at

: 1117 PM, revealed prior to 09/21/14, she was _
. aware Resident #1 had verbally threatened to cut |
the Secure Care Braceief off and leave the tacility :
- on 03/08/14. Per interview she was also aware
: Resident #1 had cut the Secure Care Bracelet off

F 480:

Updated care signs fo include risk for

elopement 10/1/14 edusation and

implementatfion 10/6/14,

Created additional boards for identification ]

of residents at risk for elopement to be

placed in break rooms, including area by

fme clock, and af frontoffice tohelp all |

staff fo identify residents that may be at

risk, this was in additicn to boards already

placed in the nurses station 10/2/14 placed =

in break rooms and front office by QAA

10/3/14. .

Educated all staff regarding leaving offices

or tooisfsupplies unsecured when out of the

office and to ensure sharp objects are

placed inside desks - completed 10/3114.

. Educated all employees on monitoring for

sharp objects and maintaining a safe

environment free of accident hazards as

well ag informaticn on monitoring of

residents and supervision,

Letter writlen fo current apartment

residents for education of safe lving L

environment and added to new apariment | -

lease agreements, 10/2/14.

In-serviced all employees on how to handle; ;

situations that may arise between resident

#1 and husband completed 10/6/14, ‘
in-gervice fraining for all employees on
siopement, behaviers, supervision, new :
care signs for elopement being conducted
by QAD, (IAA and IC Nurse compleled
10/6/14.

£ 13

.14,

15,

17.

18.

19,

i
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i The Facility has implemented systemic changes | |
F 480, Continued From page 47 F 480 to ensure the jeopardy will not reoccyr. [

. and left the facility without staff knowledge on

. 05/14714. Further interview revealed the facility
 should have performed and comnpleted an
investigation for the incident of 05/14/14:

- however, she stated she did not perceive this to ;
: be an elopement due to the resident being found .
; ot the facility property. Further interview revealed

. the care plan should have been updated and
revised to accurately reflect the needs of the

resident to ensure safe supervision and

t monitoring of the resident. Additionally, the
{ Administrator reported the facility had a

: wandering/elopement policy requiring residents to

, be screenad for wandering/elopement risks;
~however, the facility did not have a

- wandering/elopernent risk screening tool or

- specific pelicy on when the screenings should

| oCeur.

The facility provided an acceptable, credible
 Allegation of Compliance (AOC) on 10/06/14,

+ which alleged removat of the Immediate Jeopardy

- (I, effective 10/07114. Review of the AQC
. revealed the facfiity implemented the foltowing;

1. Resident #1 was placed on fiteen (15) minute °

‘ observations on 09/21/14. Resident #1's room
: was searched for other objects that could be

utilized to remove secure care bracelet or be

- utilized to harm seff or others by staff on duty on

*08/21/14 and then searched again on 09/25/14 by
' the Quality Assurance Director (QA) with a set of

: nait clippers removed from the closet area. A

- tamper resistant secure care bracelet was

- ordered by the Housekeeping Supervisor on

1 09/22/14. Resident #1 then went on a Leave of
' Absence from the facility with his/her son from

£

05/22/14 through 09/25/14.

1. As of 10/8/14, the Facility will have
implemented and educated all staff
fegerding new policies on monitoring to |
include language that a monitoring wif not
be disconfinued until reviewed by the QA
Committee or recommendation by the
physician. In addiion, education and
implementation of new policies on
Elopement, including a Golden Alert
announcement, education on behaviers,
care plans, monitoring the environment for
accident hazards and sham objects and |
supervision of residents.

2. Altapartment residents were educated
regarding safe living environment and
gecuring sharp objects, along with new
education included in the new apariment
lease agreement

3. A3-11 House supervisor position was
arited to ensure adequate supervisicn
throughout the evening hours with role to
help supervise and fo investigate or review
any resident information as directed by the |
ON,

4. The new employee orientation program
was updated to Include elopement,
supervision, behaviors, care plans,
meniforing, to intiude a check off of
understanding of said information 10/6/145,

5. QAwalk thrus were updated to include |
roniforing for safely and accident hazards,
care pfan audits, and supervision. ‘

6. Elopement boards were updated and
added fo afl break reoms and the font
office {o heip with all staff ability to

recognize those that wander,
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= 7. The secure care system was relocated in
F 490 Continued From page 48 F 480 the Unit 3 apartment hallway to alert

- 2. Al thirteen (13) residents, that had Secure
! Care Bracelets were reviewed for risk to ensure
i Secure Care Bracelets were in place, functioning
; properly, and were care planned appropriately
: with no changes or updates required by the
. Assistant Director of Nursing {ADON) on

895221‘ 14.

3. A 3:00 PM to 11:00 PM House Supervisor
1 position was added, effective 089/24/14, with the

; Tole to help supervise and fo investigate or review .

. any resident information as directed by the
Drrector of Nursing (DON),

' 4 On 09/30/14, all 107 residents were assessed |

« for risk for eloperment and four (4) care plans for
the residents identified were updated to

accurately refiect the needs of the resident by the

 MDS Coordinator, MDS Assistant, DON, QA
- Director, and the ADON. A screening tool,

| Elopement Risk Assessment Decision Tree, was |

¢ developed to idendify residents at risk for

- elopement on 10/02/14 by the DON and the GA
. Director. The Elopement Risk Assessment

* Decision Tres was implemented and completed,

i on 10/04/14 and 10/05/14, on ait residents with o '

: new residents identified fo be at risk for

. elopement and was completed by the Infection
~ Controt Nurse, the Wound Cara Nurse, and
another Licensed Practical Murse (LPN).

S The DON, QA Director, and the Administrator
: created a monitoring poiicy and criteria for secure ‘

_care bracelet piacement to include monitoring
"would not be discontinued until review by the

| Quality Assurance Commitiee or Physician

: recormnmendation. The monitoring policy was

; created on 09/30/08. Implementation and

. Education of the new monitoring policy was

employees once a resident with 2 secure
carg bracefet enters the apartment section:

8. All nurses are respensible for updating the
care plans for the residents and thus will
confinue to ufilize the carbon 2 part order
system that includes an area for physician
order and an area for a care plan tidate fo
ensure that updates can be made :
immediately. A new system was added to
deuble check these updates by MDS afier
the DON daily review Monday through ‘
Friday. The float nurse wil review orders ; i
from the weekend and review resident
changes. All orders from the weekend are
celiected an Monday for review by the DON
and MDS staff. In additicn, the QA _
Department will conduct random audits o |
the order copies to ensure the system is :
functioning properly. Any areas of concern |
will be brought to the attenticn of the
Administrator immediately. i

8. The QA commitiee will continue to discuss _‘
all care plan resident changes in the daily
QA meeting. A marked box is available %or
extra reports for those not affending the
morring QA mesting to ensure that alt
department heads have the same
information on the resident changss.
Information from the weekend will bs
included in Mondays report fo ensure that
resident changes are captured 7 days a
wegk.
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9. Resident #1's Comprahensive Care Plan was

" updated to include a new Elopement Care Plan
' by the Minimum Data Set (MDS) Cooerdinator on

F10/01/14.

1 10, Employees were scheduled by the

. Scheduling Coordinator, on 10/02/14. to be

' responsible for a minimum of fifteen {15) minute
' monitoring for Resident #1 while in hisiher raom

STATEMENT OF DEFICIENCIES (Ut} PROVIDER/SUPPLIERIGLIA {X2} MULTIPLE CONSTRUGTION i
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' * 10, QA will conduet audits on all resident care
F 490, Cantinued From page 49 F 490" plan updates on 2 quarterly basis following
f completed by the QA Director, the Infection f the MDS/Care Plan schedule. The audiis
+ Control Nurse, and the Quaiity Assurance wili be completed and given to the
: Assistant on 10/06/14. Administrator for review to ensure that the
. 8. All areas of the faciiity covered by the Secure 7 oy %Tg);egﬁ:;&zﬂﬂfﬁﬁﬁd woek!
- Care System were searched for hazardous items s ) A y
- which started on 10/01/14 and was completed on | ' walk thrus to spot check 4 resrdgnts for
' 10/03/14, by staff which included the QA Nurse, updates to the care plans on various
- Housekesping Director and MDS Coordinator. residents lo ensure the system is
5 ; functioning properly. These findings wid
/7. Boards for identification of residents at risk for documented on the QA walk thro forms
- elopement were placed in the nursing stations on weekly. The Administrator will be 4 partof |
i 10702114, Additional boards for identification of ; the walk thrus each week and will review
; residents at risk for elopement were placed in the the findings each week with the QA :
i_ break rooms, including the area by the time clock, committae to ensure the fachity remains s ©
. and at the front office, on 16{03!’574 by the QA ; compliance. L
é:;fﬁ?:;; ?‘*m?;ﬁf” staff to identify residents at 12. The Administrator wil review QA Audits
: weeily to review all issues idenfified and
¢ 8. Education regarding ieaving offices allow fo? resources (o be used :
" unattended or tools/supplies unsecured when out appropriately to re-educate employees on
; of offices and lo ensure sharp objects are placed recurring issues identified to ensure '
, insicte desk was given to Kitchen staff, : resources are used appropriately to ensure’
. Maintenance Departiment, Activities Department, compliance and ensure resident needs are
. front office staff, Sociat Services Department, met.
- Therapy Department, Quality Assurance 13. The Administrator will review weekly walk
: Department, and the Nursing office staff starting theus and allow for rescurces to be utflized
i TG!O)”TA; and CGmpEEIad on 18;03!14 ard was o corrant any accident hazards that are
. given by Depariment Supervisors. identified.
4. The Administrator will continue to have an

open door policy with availability fo afl staff,
residents, and visitors and wil anGoUrage

thie use of such to report any issues or
concerns that may arise.
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F 490

Continued From page 50

~and one on cne {1:1) supervision with Resident

. #1 while out of room with his/her spouse whom
“was also a resident of the faciiity. Also, one on
fone {1:1) supervision was to be done if Resident
t#71 was wanting to go off the unit until otherwise

: directed.

- 11. All care plans were reviewed to ensure

updates had been completed for any new orders

. received in the last thirty (20) days with any
issues identified and corrected at the time of the
" audit, starting on 10/03/14 and completad on
C10/06/14, and was completed by the Infection

' Control Nurse, the Wound Care Nurse, the

i second shift House Supervisor, the ADON, and

i another LPN,

- 12. Resident Care signs located in each
 resident's room were updated to include risk for

. elopement on 10/01/14 and education on the
“Resident Care signs was given to all facifity by the
- QA Director, the Infection Contral Nurse and by
“the DON from 10401714 through 10/06/14,

F 490,

13. A new tamper resistant secure care bracelet |
. was placed on Resident #1, on 10/06/14, by the |
“ Maintenance Director and QA Director.

14 An in-service training was given to all staff on
: elopement o inciude the procedures an g Goiden

: Alert announcement when an elcpement occurs
. O is attempted by residents. In addition, ail staff
. were given in-service training on behaviors and
 reporting and documeniation of behaviors,
 supervision, new Resident Care signs for

: residents with elopement risk, and updating care |
i plans for resident changes, All in-service training

- were completed by 10/06(14 by the QA Director,

. QAAssistant, and  the Infaction Control Nurse. All

. 15 The Administrator has daiiy meetings

supervisors, at which any issues or
concerns within thelr department can be

addressed. The Administrator wil act upon |
any known issues on resident safefy andior |

resident changes immediately with proper
approval from the Board of Directors if
reguired. In addifion, the Administrator is
available via phone 24 hours per day, 7
days per week 1o ensure that adequate
supervison and resources are available at

alf times,

The Facility has implemented plans to monitor its :

' performance to ensure that these solutions that

, have been identified are sustained.

| To assure that the facilty is administered in 4 marner.

 that enables it to use ifs resources sffectively and
* efficiently o attain and maintain the highest

practcable, physical, and/or psychosacial wefl-being :

© of gach resident, on an individual basis, as well as
- residents as a whole, the Quality Assurance
' committee members will mest daily to review and
 discuss alt aspects of resident care and any

: significant changes to include any areas of concern

© for actident hazard and/or updates 0 care plan io

 help maintain the effective and sfficient management

* of the facility's resources. The Administrator will
* confinue fo attend these meetings fo ensure

Monday through Friday with all department

availability to ail members of management have the .
* availability to report any needed changes within the ;

¢ meeling. However, the Administrator will be
* avallable o all staff 24 hours per day, 7 days per

week via phone for any issues that may arise. The

Administrator will act upon any issues on resident
safety andfor changes immediately with proper
approvai from the Board of Directors f required.
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| The Administrator has worked and will contine to

F 480/ Continued From page 51
" staff will 2lso be receiving these in-service
' training annualy.

15. The facility included education on elopement,

. Monitaring behaviors, care plans, and supervision !
' in the new empioyee orientation program by :
[ 10/06/14. The QA Director and QA Assistant will

i Incorporate into their current check off of new

: employees during orientation fo determine ‘
. Understanding of the policies on elopement, care
' plans, potential sehaviers, reporting of behaviors, ;
“and supervision of residents. *

e L

18, The facility impiemented plans to monitor its

: performance to ensure the residents’

- environment remaln as free from accident

. hazards as possible and that adequate

‘ supervision is in place by monitoring through the

' Quality Assurance Committee weekly walk

i through on an ongoing basis o dentify areas of

: potential hazards and inadequate supervision.

. The Medical Director will have an on-going role in ;
' the monitoring of these solutions as both the ;
- medical director and as the persanal physician for ;
- Resident #1. The facility's QA Committes :
s members will review daily reporis and
 investigations from each unit to identify potential
 accident hazards for tracking and trending :
' purposes and report their findings during the daily
: QA Commitiee meeting and to the Quarterly QA
: Committes which includes the Medica! Director.

. Any areas of potential harm identified will be
reported {o the Administrator for immediate

 attention.

 The State Strvey Agency validated the
. Implementation of the facility's AOC as foliows:

1. Review of the "fifteen {15) minute monitoring

F 490 work hand in hand with the DON and QAD, MDS
 Coordinator, MDS Assistant, infection Control Nurse,
. ADON to ensure that afl policies and precedures in
. correcting the Immediate Jeopardy situation and to
- llow for adequate human resources to be utifized fo :5
. ensure the situation is remedied. The Administrator f
' remains available to afl staff with an apen door policy
! and address any issues immediatsly upon
¢ nofification,

© The Administrator has allowed or sddifional staff o
 be utilized to ensure Resident #1 safely since the
 elopement on 9/21/14, along with addiional staff 1o ]
- help audit care plans and perform assessments and |
: education on the new policies and procedures.

¢ The Administrator has an open door policy fo all siaff,
¢ residents, and families and encou rages the use of

; such policy. in addition, the Administrator will

1 confinue to make walking rounds to ensure

- availabiiity to all residents, staff, and visiting farnily

. members, also i ensure the environment is frae

. from accident hazards and o ensure adequate

© supervision and resources are available to ensure

{ compliance.

© The Administrator will review audit information upon |
¢ completion from Quality Assurance for afl care plan

! updates and weekly walk thrus te ensure the

+ effectiveness of all policies and allow for nesded

: resotroes o be managed effectively.

if continugtion shest Page 52 of 55
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~form”, on 09/21/14 revealed, Resident #1 was cn

- one to one supervision with the Administrator

i upan return te the facility from 7:30 PM until 845

 PM and fifteen (15} minute monitoring began at
: 8:45 PM on 09/21/14. Resident #1 remained on
; fiteen minute monitoring until 08/22/14 at 5:30

: PMwhen hefshe left the facility on a Leave of

. Absence with his/her son. Interview with

. at 3:00 PM, revealed he searched Resident #1's
room o 09/21/14 for objects that could be used

to find anything in Resident #1's roam cther than
“the Secure Care Braceiet that he/she removed

{in Resident #1's frash can.

interview with the QA Director, on 06729714 at
i 11:22 AM revealed she did a follow-up search of
; Resident #1's room.

A late entry Nurses' Note written by the MDS
. Assistant, on 08/26/14 at 8:09 AM revealad

: present when Resident #1 unpacked his/her
belongings and there were no objects in the

i belongings to cut the Secure Care Bracelet off

: Review of the "fifteen {15) minute moniering

 form” reveaied fitteen (15) minute manitoring

resumed on 09/25/14 at 6:00 PM upon Resident

“#1's retum fo the facility and would confinue

- fifteen {15) minute monitoring until the

- Administrator and QA team deemed

' urnecessary. Review of the purchase order

was ordered on 09/22/14 by the Housekeeping
: Director.

. Kentucky Medication Aide (KMA) #1, on 00/29/14
 to remove the secure care band but was not able

 prior to eloping from the facility, which was found

' Resident #1 returned to the facility on 09/25/14 at
' 8:00 PM and the Nurses' Note reveated staff was

i revealed a tamper resistant Secure Care Bracelet

F 490,

The Facility bas included dates of corrective

Al depariment heads report any changes or needed|

resources o the Administrator dally and as needed. |

* Al staff have the ability to contact the Administrator
. 24 hours a day, 7 days per week.

; action,

. The faclity is confident that the situation creating

. immediate jeopardy was corrected by Monday,

© 108114

¢ In addifion, the Administrator hias been and wil

i continue to review chart audits and walk thrys, along
© with policies and procedures required to effectively

- and efliciently operate the faility and manage

! resources available. The Administrator has allowsd
© and is continuing the resources to provide staff one

F480

on one with Resident #1 whils out of room and 15
minute monitoring while resident is in the room, The
systems put infs place 1o remove the immediate
jeopardy and to ensure confinued compliance have
been monitered since implementation with changes
made if neaced. These systems will conlinue fo be
menitored {o ensure continued compliance in all

aress,

Completion date 11711744

i continuation sheet Page 53 of 58

|
|

FORM CMB-2587(02-99) Previous Versions Obsciete

Event 1D 215211

Facility i) 100024




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

PRINTED: 10/23/2014
FORM APPROVED
OMB NO. 0938-0351

{X8) DATE SURVEY

STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185283 8.

00 MUATIPLE CONSTRUCTION
A BUILDING

WING

COMPLETED

¢
| 1010812014

MNAME OF PROVIDER OR SUPPLER

EOURBON HEIGHTS NURSING HOME

STREET ADDRESS, CITY. STATE ZIP COOE |
2000 SOUTH MAIN STREET
PARIS, KY 40381

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

(LR
PREFIX ¢
TAG

PREFIX
TAG

H {8}
. | COMPLETION
i DATE

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}

F 430 Continued From page 53
; 2. The check off sheet the ADON completed, on
- 0012214, regarding her review of all thirteen (13} °
- residents with Secure Care Bracelets fo ensure
- placement, proper functioning, and to ensure they
: were appropristely care planned was raviewed
cand a copy of the check off shest was obtained.
: An interview with the ADON, on 10/01/44 at 10: 50,
. AM, revealed she did complete a review of ail '
. thirteen {13} residents with Secure Care
~Bracelets to ensure placement and proper
functioning was completed and all thirteen (13)
! residents with Secure Care Bracelets had care

! plans on (82214,

. 3. Review of the facility's staff schedule of

; Registered Nurse (RN) #1 revealed a House
, Supervisor pasition for 3:00 PM to 11:00 PM had .
" been added and a copy of the schedule was ;
‘obtained. A copy of the "“Job Description” for the
- Nursing Supervisor position was alse obtained

L and reviewed.

Interviews, on 10/09/14, with the Infection Conirci
Nurse at 9:00 AM, State Registered Nursing

© Assistant {SRNA} #8 at ©30 AM, Unit :
- Coordinator #1 at 10:48 AM, Unit Coordinator #2
pat 12:55 PM, KMA#17 at 1:12 PM, SRNA#18 at |
: 1:28 PM, and SRNA#18 at 1:50 PM confirmed
that a House Supervisor position for 3:00 PM 1o
11:00 PM had been added and RN #1 was

: assigned to the position.

i 4. Reviewed the screening tool, Elopement Risk
. Assessment Decision Tree instructions shest,
| dated 10/2014, revealed the new screening fool

' was to be compieted upon admission, quarterly,

: and with any significant change In

i condition/mental health status.

F 450°

Bourbon Heights is an excellent nursing facility with a |
* committec staff and dedicated board of direclors. :
- The facility remains commitied to providing a delivery

of high qualify health care and will confinue to make
whatever changes and Impravemenis necessary to
safisfy that objective. Please do notconsiderthe
fiing of this Plan of comrectien (o be an admission of |
the finding of deficient practice.
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: Review of the facility's Elopement Risk
- Assessments revealed they were compiated for
- the sampled and unsampled residents reviewad.

Interview with the MDS Coordinator on 10/09/14

. at 2:20 PM, the DON on 10/09/14 at 3:15 PM and -
 the QA Director on 10/09/14 af 3:30 PM revesled

' the screening tool, Elopement Risk Assessment
- Decision Tree, was developed to identify

' residents at risk for elopement on 10/02/14 by the ;'
P DON and the QA Direcior, They reported aff one

t hundred and seven ( 107} residents were

i - assessed for risk for elopement through use of
* the new screening tool with no residents
i determined to be at risk except the previous
 residents determined to be at risk. Four {4)
 residents’ care plans required updating to
; accurately reflect the needs of the resident.

5. Obtained and reviewed copies of the facility's
. new monitoring poficy with the criteria for

' placement of the Secure Cars Bracelet

- Obtained and reviewed copies of the education

! provided to staff regarding the new policy with

i signatures.

Interview on 10/09/14 with LPN #15 at 8.00 AW
- LPN #8 at 920 AM: SRNA#8 at 9:30 AM; Unit
. Coordinator #1 at 10:48 AM: SRNA #12 at 11:.05

T1:12 PM; SRNA #18 af 128 AM; SRNA#18 2t
J 11:80 PM; Unit Coordinator #3 gt 3135 PM: SRNA

|
i

e TS

#19 at 3:50 PM; SRNA#20 at 4:10 PM; KMA#21 |

[ 8t 427 PM; and SRNA#27 at 4:35 PM revealed
 they all reperted receiving the education
; regarding the new policy.

8. Review of the facility's maps provided by the
“ Administrator revealed all areas of the faoility

* AM, Unit Coordinator #2 at 12:55 PM; KMA #17 at

F 490,
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I * covered by the Secure Care Systemn were
! ‘ searched for hazardous iterms which started on

" 10/01/14 and was completed on 10/03/14, by ;
z * staff which included the QA Nurse, Housekaeping -
| ¢ Director and MDS Coordinator.
H
i

 Interview on 10/09/14, with the Infection Control

: Nurse at §:00 AM and with the MDS Coordinator
i on 10/09/14 at 2:20 PM revealed they were

; involved in the facility wide search for hazardous

items,

. 7. Observation on 10/09/14 in the employes
 break soom, time clock area, front office and

| Nurses station revealed elopement boards in

* place as per the Allegation of Compliance.

* Further observation revealed the alopament

- boards included piciures of residerts at risk for
: elopemert, with the residents’ room numbers,

i - 8. Obtained and reviewed a copy of education ,

E . given to staff related to teaving offices unattended
. or tools/supplies unsecured with copies of :

! signatures of staff in attendance completed on

{

j

- 10/03/14.

! Interview on 10/09/14 with Maintenance Director

Pat 2:52 PM; House Keeping #16 at 2:58 PM:
: Maintenance #19 at 3:04 PM; Dietary #20 at 3-12
i PM; and Dietary #21 at 3:17 PM revealed they aif :
. reported receiving the education.

' 8. Review of Resident #1's cars plan for potential
 for unsupervised exits from the facility revealed
! his/her care pian had been updated and 3 new
|  care plan for potential for elopement had been
! i added by the MDS Coordinator on 10/01/14 and
!  included Resident #1's history of slopement. A
i i copy of both the pravious and new care pian
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" refated to elopement were cbtained,

* 10. Review of the "sitter schedule” from 10/02/14 ;
Fthrough 10/21/14 for Resident #1 revealsd an '
- extra staff member was assigned to Resident #1

i between the hours of 7:00 AM and 12:00 AM

» through those dates. Further review of Resident

. #1's sitter instruction shest revealed the sifter

. must monitor Resident #1 for a minimum of

- fifteen (15) minute monitoring while Resident #1
was In histher room and one to one {tn

* supervision while Resident #1 was out of his/her
‘room. A copy of the "sitter schedule” and sitter

s instructions for monitoring sheet were obtained.

: 11, Reviewed MD orders and care plan updates
: for the previous thirty (30) days to verify updates
. had been completed by 10/06/14 for seveniaen
{17} residents.

" 12. Observation on 10/09/14, of the facility's

* identified elopement risk residents revealed the

- appropriate Resident Care signs in place in their

i room en the communication board or on the door
: to thair reom.

f The facility's Elopement Risk/Resident Care Sign
. Education was reviewed with copies oblained to
“include signatures of staff in attendance.

tnterview on 10/00/14 with LPN #15 at 9:00 AM:

P LPN #8 at 9:20 AM; SRNA#8 af 030 AM: Unit

. Coordinator #1 at 10:48 AM; SRNA #12 at 11:05

. AM; Unit Coerdinator #2 at 12:55 PM; KMA#1T af
D112 PM; SRNA#18 at 1:28 AM; SRNA#18at
* 1:50 PR, Unit Coordinator #3 at 3:35 PM; SRNA
‘#19 at 3:50 PR SRNA #20 at 4:10 PM: KMA 221 :
8t 4:27 PM; and SRNA#22 at 4:35 PM revealed
 they all reported receiving the education.

i
i}
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- 13. Observations of Resident #1.
i revealed a Secure Care Bracelet

on 10/08/14
on the right

F 440

‘ankle. Obtained & copy of the facility's Purchase
: Order #48614 and dated 09/22/14 that the tamper
: resistant Secure Care product had been ordered.

: Interview with the Administrator on 10/09/14 =t

i 3:30 PM revealed Resident #1's Secure Cars

: Bracelet had been replaced, a tamper resistant
: bracelet had been ordered and would be placed

 on the resident when avaifable,

14. Reviewad the “Golden Alerf

: 1o staff with copies obtained to include signature

. of staff in attendance. Copy of in

~Service related

| to behaviors, reporting and documentatian of

- behaviors, supervision, new care

signs for

eloperment risk and updating eare plans for :
; . resident changes was obtained with signatures of ;
{ . staff in attendarnce and completed by 10/06/14.

Interview on 10/09/14 with LPN #15 at S:00 AM:

LPN#8 2t 9:20 AM: SRNA %8 at

2:30 AM; Unit

Coordinator #1 at 10:48 AM; SRNA#1Z at 1105

| AM; Unit Coordinator #2 at 12:55
$1:12 PM; SRNA#18 at 128 Al
" 1:50 PM; Unit Coordinator #3 at
#1909 at 3:50 PM; SRNA #20 at 4-1

PM, KMA #17 at:
SENA#18at |
3:35 P SRNA -
0 PM; KMA#21 |

tat 4:27 PM; and SRNA#22 at 435 PM revealed
{ they all reported receiving the education related

; reported receiving the education

?
|
|
I i to the facility's "Goiden Alert”,
! : facility's "Golden Alert"

Interview on 10/09/14 with Maintenance Director
at 2:52 PN, House Keeping #18 at 2'58 PRY;
Maintenance #19 at 3:04 PM; Dietary #20 at 3:12
PM; and Dietary #21 at 3:17 PM reveaied they all

related to the

tin-service given

)
|

|
|
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. 16, New employee education packet was

 reviewed with copies obtained. Education

. included elopement, menitoring and reporting of

. behaviors, care plans, and supervision ¢f
residents,

. 16. Reviewed audits completed by QA commitiee k
. members from weekly walk through with new
! . areas identified on audit tool. Reviewed minutes .
; . of daily QA meeting that included areas of
» potential hazard and supervision issues.
¢+ Interview with the Medical Director on 10/06/14,
i revealed the facility did report the slopement to ;
« him on the night of the incident. Further interview .
: revealed he took an active rofe in the daily care of .
¢ the residents and the facility kept him well :
cinformed. Further intarview revealed he was flily
« participating in the dacision making process of
* the Tacility. Interview with the Adrministrator on
C10/09/14, revegled she was actively participating
- in the audits as we¥l as reviewing the data from
i ' the audits and wouid continue to review audils
- making chianges as needed based on the date
“and the needs of the residents of the facility,
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