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F 000 | INITIAL COMMENTS F 000
An Abbrewated/Pamal Extended Survey
Investigating KY #00016528, KY #00016688, KY# ,
00016601, KY #00016680 and KY #00016628. Johnson Mathers Nursins
£ Home
was conducted 06/29/11 through 07/08/11. . acknowledges receipt of the
X S
KY #00016628 was substantiated and Immechate 31?;;,?;? fﬂ? EE;EE:::: ‘tist;ﬂdezgtof;:t
Jeopardy wes Identified with deficiencies clted at the summary of findings is factuall
F-281, F-323, F-490 and F-520 at & Soope and correct and a1 brder o aatnas
Severity {S/S) of a "J" and F-278 at a S/S of a comnliance with anolicab] ‘“l“ and
"D". The facility failed to provide adequate rovli]sions b app l'.ca lfm es Et‘.n
supervision for Resident #1 who had a history of fesi donts '?‘h ;]qua 'fqéo care ot
leaving the building unsupervised. On 06/10/11 submitied ¢ 7an o ‘10"“."0" 18
Resldent #1 eloped from the facility without staft e 2 p Wh;‘“en allegation of |
knowledge and was found off the facllity's l‘fmp 1ance. Johnson Mathers Nursing
property, fallen from herhis wheelchair, on the Dot':"c. s response (o this Statement of
ground, in the dark and pouring rain. The facility's 4 © '°'°“‘;'j‘°s and Plan of Correction
| failure to have an effective system in place to oes not cenote agreement with the
accurately assess residents and identity residents Statement of Deficiencies nor that any
at risk tor wandering/elopement behaviors and deficiency is accurate. Further, Johnson
provide supervision {o-prevent elopement was Mathers Nursing Home reserves th.e
likety to cause serious Injury, harm, Impairment, right to refute any of the Deficiencies
or death. Immaediate Jeopardy was identified on through Informal Dispute Resolution,
07/07/11 and was determined o exist on 06/10/11 formal appeal procedures and/or any
and is ongoing. other administrative or legal
N proceeding,.
KY #00016526 was substantiated with a ' e
. RS A .
deficlency at F-246 at a $/S of a 'D". KY :EEEL C r p ﬁ‘! !
#00016688 was unsubstantiated with an i . o mmac 0
unrelated deliciency at F-441 at a 5/5 of a "D".. B G -2 el é..%?
KY #00016691 was unsubstantiated with no E gk b
deficiencies. KY #00016690 was substantiated T\ D |
with no deficlenciss. ' '
Defitiencles cited were CFR 483.16 Quality of
Life, F-246 at a Scope and Severily of a "D", CFR
483.25) Resident Went, F-278 ata S/Sofa . _
ABORATOF 8 OR P ER/BURPLIER REPRESENTATIVE'S SIGNATURE ; TITLE . X8y DATE

Any deficienoy statement ending with an asterisk (") denoles a dsflciency which the Institution may bae excused from correcting providing It is detarmined that
sther safepuards provide sufficlent protection to the patlents. (See Instructions.) Except for nurelng homas; the findings stated above are disslosable 00 days’
oliowing the date of survey whether or not a plan of carrection Is provided, For nursing homes, the above findings and plans of correction-are discigsable 14
iays followlng the date ihese documents &re made avallabls to the tacility. If deficiencles are oited, an approved plan of correction is requ}alla to continued

ogram participation.
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F 000 | Continued From page 1 F 000 E 246
O?C;_’;?B; g;g astlg CS,E’S o"’ a %ﬁﬁc‘gg fgaaeusamy The call bell for Resident #12 was
Infection Control, F-441at a §/S of a "D¥, 483.75 ﬁ:‘a“e"”‘“ﬂt:""f‘ her reach.”
Administration, F-490 at a S/S of & "J", and F-520 @ cali bell for Resident #15 was
ata$/S of a*J". Substandard Quality of Care placed within her reach.
(SQC) was Identified in the area of CFR 483,26 The cali bell for Resident #13 was
Quailty of Care, F-323. The highest Soops and placed within her reach.
Severity was a "J": o
F 246 | 483.16(e){1) REASONABLE ACOOMMODAT(ON F246|  Allresidents would have the potential
gs=0 | OF NEEDS/PREFERENCES to be affected. Rounds of resident
i rooms were made daily by the
Aresident has the right to reside and receive Administrator 7/9/2011 — 7/27/2011 to
services In the facility-with reasonable check for call lights within reach of
asoommodations of individual needs and residents. Any concerns identified
preferences, except when the health or safety of were addressed as indicated with r
the individual or other residents would be 4 e
endangered., education of the staff as needed by the
Administrator. Rounds will continue to
be made Monday-friday by the
Administrator and on Saturday & .
This REQUIREMENT s not met as evidenced Sunday by the Administrative Weekend
by: "‘Manager to check for cali-lights within
Based on observation, interview, record review, reach o f residents.
and review of the facllity's State Registered
Nursing Alde (SANA) job description it was Ta prevent the deficiency from re-
determined the facliity falled to ensure three (3) of occurring education was completed on
sixtesn (18) sampled resldents, Residents #12, 7/13/2011- 7/15/2011 by the
#15, and #13's neode were accommodated DON/ADON & RN Facility C I
related 10 the call lights being within reach. regarding th ity Consultant
tnterview with Residsnt #12's Powsr of Attorney garding the accommodation of the
(POA) revealed Resident #12's call light is often needs of resldents related to
found out of reach for the resident. Observation maintaining call bells within the reach
and interview rovealad Resident #15 and #13's - of residents at all times. Education was
call lights weare not within reach. completed 7/23/2011-7/25/2011 by
. : the DON, ADON & SDC Nurse for al
The findings inctude: applicable staff that reasonable
' o L accommodation of indlvidual needs
Review of the faciiity policy titled " State and preferences includes the facility’s
‘ORM CM3-2667(02-00) Previous Varsions Obsolate Evant ID: 11GH11 - Fagility ID: 100340 ' If continuation sheet Page 2 of 37
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F 246 Con“nued From page 2 F 246 efforts to individualize the resident’s

| to state, even when Resident #12 is up in the -

Registered Nurse Aide, SANA", under the rna]or
duties and responsibilities seotion revealed the
SRNAs were to assure that nurses call systems
was aiteched to the bed when residents were
bedfast and within reach at all times. it further .
stated to assure all lights were accessible to
resldents at all imes unless contraindlcated by
the plan of care.

1. Record review revealed the facility admiited
Restdent #12 on 01/31/07 with diagnoses with
inciuded Heart Failure, Hypertension, and
Depression. Review of the Quarterly minimum
Data Set (MDS) Assassment, dated 05/23/11,
revealed the facility assessed the regident as
having moderately impaired cognition and as
being able 1o communicate needs and
understanding Inatruotlons

Interwew with Resident #12's POA on 07/09/11 at
'12:00 PM revealed she visits Resident #12 at
least three (3) or four {4) times per week. She
eontinued to state that at least once a week ghe
finds the call light ¢lipped under the draw sheet,
out of the reach of Resident #12. She continued

wheel chair the call light is clipped to the bed, out
of reach of-Resident #12.

Interview with SRNA #4 on 07/09/11 at 2:40 M
revealed the call lights for residents were
supposed to be clipped within reach at all timee,

2. Record review revealed the facility admitted .
Resident #15 on 06/02/08 with diagnoses which
included Dementia, Hypertenslon, and Altered
Mental Status. Review of the significant change
MDS Assessment, dated 02/28/11 ravealed the

physical environment ta the extent
possible without endangering the
health or safety of other residents.
staff was also educated that
reasonable accommodation also
includes the psychosocial enviranment
in how staff Interacts with resident;
and to complete a Social Services
Referral tool for any concern identified
bv staff with regard'to reasonable
accommodation of needs for any
resident. :

To maonitor facility performance to
ensure that solutions are sustained
through the QI process, the DON,
ADON, Qi nurse; MDS Nurse, and/or
Treatment nurse will continue to read
the progress notes for all residents,
including Resident #12, Resident #13, &
Resident #15, daily Monday - Friday, to
identify any needs that may need to be
addrassed by the Social Worker. Daily
rounds will contlnue to be conducted -
by the Administrator, DON, ADON, Staff
Development nurse, Q! nurse, and MD5S
nurses to identify that efforts have
been made by staff to individualize
resident’s physical environment,
including that call lights being in reach,
and to monitor staff interaction with
rasidents. Anyissues will be corrected
immediately & reported to the
Administrator as indicated.

‘ORM CM8-2687(02-90) Previous Versions Obsolite
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F 248 Continued From page 3 F 246 The results of these audits will be

facllity assessed the resident as having cognitive
impairment and as being understood and able to
understand.

Observation 61 Rasident #15 on 07/09/11 at 10:40

AM ravesaled the resident was in bed. Further
observation revealed the resident's call light was
clipped to the pillow above the right shoulder, out
of reach {o the resident. Observation on 07/09/11
at 4:40 PM revealed Resident #15 was in the bed
and the call light wag in the chalr, three (3) fest
away from the resident out of the resident's
reach.

Interview with Resident #15 on 07/08/11 at 4:40
PM revealed the resident knew how to use the
call bell to call for assistance. She further stated
it was often out of reach.

3. Hecord review revealed the facmty admitted
Resident #13 on 11/26/10 with diagnosis which -
included a history of Colon Cancer, Chronic Back
Pain, and Dementia. Review of the quarierly
MDS Assessment, date 05/16/11, revealed the
facility assessed the resident as bsing moderatefy
Impaired in cognition and as baing understood
and able to understend others.

Observation of Regldent #13 on 07/09/11 at 10:05
AM revenled the resident was In the bed and the
call belt was at the head of the bed, under the
pillow and out of reach to the resident.

Interview with SRNA #2 on 07/09/11 at 10:50 AM
revealed she was not sure why the call bell was
not within the resident's reach, however all call .
bells were supposed 1o be within the residents'
reach at all times.

reviewed with the Administrator in the
weekly Q1 Committee meeting,
consisting of the Administrator, DON,
ADON, QI Nurse, Staff Development
Nurse, Treatment Nurse and/or MDS

" Nurses, where the results of these
éudlts will be compiled and assessed
for trends by the Committee & actions
taken based on these assessments.
Trends & the accompanying actien will
be reviewed by the QI Executive
Committee, consisting of the
Administrator, DON, ADON, Ql Nurse,
Treatment Nurse, MDS Nurse, Medical
Director, and/or any ather persons
required to provide information
pertinent to the reports being
discussed, monthly with further

implemented as directed by the
committee.

Completion Date: 07/28/2011

retraining or other such interventions
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F 246 | Continued From page 4 F 246
Interview with SRNA #1, who was assigned to
Reslident #13, on 07/09/11 at 3:07 PM revealed
she should have made sure the resident's call
bell was in reach.
l_nter\._riaimr with the Charge Nurse/Licensed
Pracilcal Nurse {LPN) #1 on 07/09/11 at 2:45 PM
revealed the staff was to ensure all call lights -
ware In reach befora leaving the room. F 278 _ :
: A significant correction to the MD5 for
Interview with Resident #13-on 07/08/11 at 6:40 Resident #1 was completed on
PM revealed he/shs knew how to use the call bell 7/25/2011 by the MD5 Nurse.
to call for assistance and that often the call bell ) .
- | was out of reach. ) . All residents have the potential to be
F 278 | 483.20(g)} - (j) ASSESSMENT F 278 affected, The most recent MDS
68=D | ACCURACY/COORDINATION/CERTIFIED assessment for current in house -
i ' . residents was reviewed on 7/25/11
The assessmant must accurately reflect the 7/26/11 by the MDS nurse, DON,
resident's status. _ ADON, QU Nurse, Social Worker,
\ nd RN Faciiit
Acreglstered nurse must conduct or coordinate Treatn:enttl':l!:;ee}‘?:ify any accur:cv
each acsessment with the appropriate Consuitant o [der dents clarity of
participation of health prolessionals. related to the residen ¥
_ speech pattern, ability to understand &
Areglstered nurse must sign and certify that the ability to be understood. Any
assessment is completed. discrepancies were addre_ssed as
: _ indicated by the MD$ Nurses.
Each individual who compietes a portion of the '
agsessment must sign and certify the accuracy ot To prevent the deficiency from re-
that portion of the assessment, occurring the MDS Nurses were re-
. : aducated on 7/25/2011 by the Facliity
Ulrl‘l?ellr Medl_iara r?ndl Medlglgld. an lntdi\fidlual c\'-.rho MDS Consultant on accurately coding
wilifully and knowingly certifies @ material an the MDS for occurrences during the
false statement in a resident assessment is K period of the assessment
subject to a clvil money panalty of not more than look back period o cthe MOS
$1,000 for each assessment; or an individual who sttesting to the accuracy of he M0
willtully and knowingly causes another indlvidual when they sign Section Z of the MD5, }
‘ORM CMS-2667(02-98) Previous Versiona Obsolels Evant ID: 11GHT1 Faollity ID: 100340 If oontinuatlon sheet Page 5 of 37
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F 278 | Continued From page 5 F278 medical record documentation does

assassment.

material and falsé statement.

by.

| to certliy a material and taise stalemenl ina
resident assessment Is subject to a civil money
penalty of not more than $5,000 for each

Clinicel disagresment does not constitule a

Thig REQUIREMENT is not met as evidenced

Based on Intervlew record review and review of
the Resident Assessment Instrument User
Manual Version 3.0 it was determined the facliity
falled to conduct an accurate assesement for.one
(1) of sixteen (16) sampied residents, (Resident

“not accurately reflect the resident’s
abilities and needs, the MDS Nurse
must document the actual resident
condition, abilities, and needs on the
MDS instead of solely depending on'the
medical record documentation, the
need for the MDS nurse to interview
staff and observe residents during the

"look back period to ensure that the
resident’s actual abilitles, needs,
cognition, moods, and treatment status
are accurately reflected and recorded
on the MDS, and that the resident must
be accurately assessed for the ability to
communicate to staff and athers,
including family and visitors, and that

#1) related to speech clarity, and making self
understood on the Minimum Data Sat (MDS)
Assessment dated 03/31/11 and the MDS

any individual intervention that staff
utilize to communicate must be .

Assessment dated 06/24/11.

[ The findings Include:

making sentgnces.
diagnoses which Included Wernicke's

to Aloohol Abuse.

' Review of the MDS Assessment with an

Review of the Resident Assessment Instrument
.User Manual Verslon.3.0. revealgd; deficits in the
ability 1o make one's sell understood can include
reduced voice volume and difficulty in producing
sounds, or difficulty finding the right words, or

Review of Residant #1's medical record revealed

encephalopathy (characterized by a deficlt in
memory, judgment, decision maklng) secondary

Included on the resident care plan.

To monitor facility performance to
ensure that solutions are sustained _
through the QI process, the completed

MBS assessments for each week will be -
" reviewed in a weekly Qi Committee

meeting consisting of the MDS5 Nurses,
DON, ADON, Staff Development Nurse,
“Ql Nurse, and Social Worker to ensure
the assessment accurately reflects the
resident’s status during that
assessment reference period. The
results of these audits will be reported
monthly to the QI Executive
Committee, consisting of the
Adminlstrator, DON, ADON, Medical

JRAM CM8-2567(02-99) Previpus Verslons Ohsolets

Evant ID: 11GH1¢
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1 requests and Ideas clearly as opposed to usually

Assessment Reference Date (ARD) of 03/28/11,
revealad the facillty assessed the resident as
having clear speech with distinct intelligible words
as opposed lo unclear speech with slurred or
mumbled words. In addition, the facility assessed
the regldent ae understood and able to express

understood which would include difficulty
commumcaﬂng some words or finishing thoughts
but is able if prompted or given tlme for Section
B.

However, review of the Progress Notes from for
the seven (7) day look back period revealed the
resident’s speech was not clear and the resident
was not readily understood. Review of the -
Progress Notes dated 03/24/11 at 3:52 PM
revealed the resident made nesds known verbally
although speech was hard to understand.

Review of the Progrees Notes dated 03/26/11 at
7:22 AM revealed the resldent’s spesch was often
miuffled and hard to understand.

Interview on 06/30/11 at 2:00 PM with MDS Nurse
#1, who ecompleted the MDS Assessment with an
ARD date of 03/28/11, revealed she talked to the
fesident during the look back period, to gather
information in addition to a chart review to Include
reviewing Progress Notes. She agreed the
resident did not communicate and speak
"completely normal”. She stated the resident
spoke very softly during interview causing the
listener to have to listen closely.

Review of the MDS Assessment with an ARD
date of 06/20/11, revealed the facllity assessed
the resident as having clear speach with distingt
Intelligibie words and as understood and able to

committee,

Director, QI Nurse, Treatment Nursé,
and/or MOS Nurses with further
retraining or other such interventions
implemented as directed by the

Completion Date: 07/28/2011.
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express requests and ideas.

However, review of the Progress Notes for the 7
day look back period revealed the resident's
spoech was not clear and the resident was not
readily understood. Review of the Progress
‘| Notes dated 06/20/11 at 10:02 AM revealed the
resident's speech was hard to understand. -
1 Review of the Progress Notes dated 06/20/11 at
11:40 PM revealed the resident was alert and
able 10 understand; however, the resident never
communicated with the writer other than head
nods,

Interview on 07/06/11 at 1:00 PM with MDS Nurse
#2 revealed she had completed the MDS with the
ARD date of 06/20/11 for Section B. She stated
she talked to the resident and family and
reviewed Progress Notes for the seven (7) day
look back period. She stated she did notice the
regident had more trouble "telling you what
she/he wanted" during the assessment period.

Interview, on Q7/07/11 at 2:05 PM, with the
Speech Therapist revealed the résident spoke
slow and in a low volume, which was difficult for
her to hear unless she'was in a quiet setting.
She further stated the resident could express
basic needs and wants; however, the llstener
needed to give the resgident lime to answer. She
further stated the resident would not have a

1 conversatlon, but would make a statement or a
comment, '

F 281 483.20(k)(3)({[} SERVICES PROVIDED MEET F 281
$5a) | PROFESSIONAL STANDARDS ' :

The servloes provided or arranged by the facility
must meet professional standards of quality.
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_ A wander guard alarm was applied to

Ihis REQUIREMENT is not met as evidenced "Resident # 1 on 6/10/2011.

y: : ' -

Based on interview, record reviaw, and review of . otential to be
the facility's investigation it was determined the A;If re: u:’en:sr:af:“:?:; .:jhé nurse’s
tacility failed to ensure services provided met ariectec: d physiclan’s orders
professional standards of quality related to progress notes and phy | residents was

) Physiclan's Orders being followed for residents for the last 30 days on all reside it
who had a history of leaving the building completed on 7/11/11 by the Facility
unsupervised for one (1) of sixteen (16) sampled Registered Nurse Consultants and -
residents (Resident #1). Resident #1 had a “Administrative Nursing Team consisting

| Physiclan's Order tor a wander guard; however, of the DON, ADON, MSD Nurses, SDC,
on 03/29/11 the facility assessed Resident #1 as Ql Nurse and Treatment Nurse to
not being at risk for wandering and removed the identtfy that all care needs have been
regident's wander guard braceist. There was no met using professional standards of
documented evidence ‘thel Physiclan was quality that include appropriate’
consuiled nor a Physician's Order oblained to recognition and intervention of an
discontinue the wander guard bracelst. emergency situation including
On 08/10/11 Resident #1 exited the facility docymeptatlon of vital signs, - .
without staft knowledge and was found off the notuﬁc_atuor_x of the M_D a's approp :1 e,
premises in the parking lot of the building beside and following physician’s orders. Any
the facility. Resldent #1 was last seen Inside the Issues identified as a result of the.audit
building at 9:16 PM, could not be lecated at 8:30 have been reported to the physician for
-PM, and was found approximately fiftesn (15) - new orders as appropriate.
minutes later at 9:45 PM per staff interview. The .
resident had fallen out of the wheelohair and was Re-education began on 7/09/11 &
en lhq ground in the dark and pouring rain. - completed 7/13/11. licensed Nurses
Interviews with staff revealed the resident was and Certified Medication Aldes were
soaking wet when found. The facility Investigation re-educated by the Director of Nursirig
revsaled tha resident went out the South Hall exit : ician’

(DON} on following physician orders.
by the beauty shop which had a door that was - N were re-educated
aclivated 1o alarm by a wander guard. However, All Licensed Nurses w  Nursini
the resldent wds not wearing a wander guard by the Assistant Director of Nursing
when she/he eloped. {ADON) regardlngiobtamlng andt e

documenting vital signs as a part o
The facliity's fallure to provide services to meet post-assessment after any resident
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professional standards of quality related to
following Physician's Orders for rasidents at risk
for wandering/elopement behaviors was likely to
cause serlous injury, harm, impairment, or death.
Immediate Jeopardy was identified on 07/07/11
and was determined to exist on 06/1 0/11 and is
ongoing.

The findings include;

Review of the Clinical Record revealed Resident
#1 was admitted to the facility on 09/13/07 with
diagnosas which included Wernicke's
sncephalopathy (an inflammatery hemorrhagle
degenerative condition of the brain, characterized
by decreased mental function which may be miid
or savere) secondary to Alcohol Abuse,
Unspecifled Psychosis, and Depressive Disorder.
Review of the Long Term Care (LTC) Progress
- | Notes revealed the resident had a history of
feaving the bullding unsupervised. Review of the
- [ monthly Physiclan‘s Ordera from 10/2007 through.
06/2011 ravealed orders for a wander guard for
wandering.

Review of tha Comprehensive Plan of Care
initiated 01/18/11 by MDS Nurse #1 revealed the
resident had cognitive loss related to Wernicke's
encephalopathy which was characterized by
deflcit In memory, judgement, decision meking
and a history of getting lost. The goal stated the
resident would find hev/his way around the unit
without getting lost, with an intervention for a
wander guard.

Review of the Quarterly Minimum Data Set
(MDS) Assessment, dated 03/31/11, and the
Annual MDS Assessment, dated 06/24/11,

incident, fall, and/or change in
condition as indicated. Re-education
was completed by the DON/ADON/SDC
Nurse/Facility Consultants on
2/14/2011 for licensed nurses and
certified medication aides that if there
is a question regarding an order, then
the physician must be notified for
clarification. Any new licensed nursing
staff and certified medication aides will
receive this education during thelr
orientation pracess from the Staff
Development Coordinator Nurse.
To monitor facility performance to
ensure solutions are sustained through
the Ql process the progress notes and
pink coples of all physician’s orders of
current residents, including Resident
#1, will continue to be read daily,
Monday thru Friday, by the DON,
ADON, Ql Nurse, Staff Development
Coordinator, Treatment Nurse, and/or
MDS Nurses to identify that any new
" physician’s orders for-residents are
* being followed. Any discrepancies will
be addressed immediately as indicated
up to & including a reassessment of the
resident and/or MD notification if
needed. The results of these audits will
be reviewed with the Administrator in
the weekly QI Committee Meeting,
consisting of the Administrator, DON,
ADON, Ql Nurse, Treatment Nurse,
and/or MDS Nurse. Trends & any
accompanying actions will be reviewed
monthly by the Qf Executive QI

ORM CMS-2867(02-98) Pravious Versions Obsolete Event ID: 11@H11
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revealed the facility assessed tha resident to have . Administrator, DON, ADON, Qf Nurse, .

moderate impairmant in cognitive skilis for
decislon making and to required requiring
axtensive assistance with transfors and

Treatment Nurse, MDS Nurse, Medical
Director, &/or any other persons
required to provide information

ambulation. e :

pertinent to the reports being
Review of the Progress Notes, from 03/24/11 discussed, with further retraining or
through 03/27/11 revealed the resident could other such interventions implemented
only voice simple needs, had short term memory as directed by the committee.
loss, declslons were made by staff and Power of
Attorney (PQA), and the resident had muffled Completion Date: (7/28/2011

speech. The resident was also showing confusion
as evidenced by thinking she[he was golng horse
back riding. _

However, review of the facility "Wendering Risk
Assessment” dated 03/29/11 and completed by
MDS Nurse #1, revealsd the Diagnosis Section
was marked to Indicate the residant having mild -
gognitive loss, and the Deolsion Making/Memory
Sectlon was marked to indicate the resldent was
independent In decision making. The
Communlcation Section was marked indicating
the resident was expressive, and had
understandable cormmunication wilh others, The
resident's Wandering Risk score was a four (4).

| According to the Assessment if the.resident's
score was greater than a five (5) the resident
would be at risk for wandering. Revlew of the
resident’s-Care Plan revealed the intervention for
the wander guard was discontinued on 03/29/11.

Interview with MDS Nurse #1 on-06/30/11 al 2:00
PM, revealed ehe and Licensed Practical Nurse
{LPN) #3 made the decision to discontinue the
wander guard bracelet because the "Wandering
Risk Assessment” complated on-03/29/11
indicated the resident was not at risk 1o wander

‘ORM CMS.2887(02-99) Previous Versions Obsolale Event 1D: 11GHN Fadfity |D: 100340 ' If continuation gheet Page 11 of 37
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} 03/29/11. Further interview revealed they did not

+ #2 revealed staff found the resident off the

06/10/11 and was unaware the resident no longer

Continued From page 11
and the wander guard bracelet was removed on

consult with-tha administrative nurses or consuit
with the Interdisciplinary team, or the Physisian
about the declslon. She further stated she
assumed LPN #3 had called the Physician to
abtain an order to discontinue the wander guard.

Interview on 07/05/11 at 3:30 PM with L.PN #3
revealed she did not remember the resident ever
trying to exit the doors. She stated, she and MDS
Nurse #1 made the decislon to remove the
wander guard bracelet after the "Wandering Risk
Assessment” was completed on 03/29/11. She
further stated she did not review the resident's
record before making the decision; however, falt
she'knew the resident well from being assigned
to her/him several times a week. Continued .
Interview revealed she could not remember if she
had obtained a Physliclan's Order to remove the
wander guard bracelet; however, if she did, she
would have written the order as well as written a
notation in the Progress Notes. However, there
wasg no documented evidence the Physician was
notifiad related to discontinuing the wander guard

Review of the Progress Notes dated 08/11/11 at
10:13 PM completed by Registerad Nurse (RN)

premises sitting on the ground. According to the
Nots, the resident expressed she/he was locking
for her/his parents. A wander guard was applied

to the right ankle per order.

interview on 07/05/11 at 1:00 PM with RN #2
revealed she was assigned to the resident on

wore a wander guerd bracelet, Per interview,

F 281
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-| a wander guard on the resldent.

‘the past. Continued intervlew revealed alter

| Improvement (Q1) Nurse, revealed the fagciiity did

Continued From page 12

after notifying the interim Director of Nursing
{DON) of the incident, she was Instrusted to place

Interview on 06/30/11 at 3:30 PM and 07/07/11 at
8:00 AM with the Attending Physician revealed
the resident's diagnosis of Wernicke's
encephaiopathy was a type of Dementia and
detailed the resident had very little speech-and
chronic confusion. The Physiclan stated the
resident had significant cognitive loss, and *major
brain damage” and was unaware of her/his
location. The Physician stated she was not
nhotified of the facility's declsion to remove the
wander guard, and was not asked for a
Physiclan's Order to remove the wander guard.
Per Interview, she had only been the resident's
Physician ior about a year and she was unaware
the resident had'left the bullding unsupervised in

learning of the prior history of eventa related to
the resident leaving the buliding unsupervised
she fell the resident needed a wander guard.

Interview with the Interim DON on 07/07/11 at
2:30 PM revealsd the Care Plan team should
have met before a deoislon was made to remove
the wander guard bracetetl on 03/29/11, She
further stated a Physiclan's Order should have
bieen obtained prior 10 removing the wander
guard bracelet.

Interview on 07/07/11 at 3:00 PM with the
Registered Nurse (RN) Consultant/ Quality

not identify there was a Physician's Qrder for the
wander guard during the Facility investigation,
and it was not identified until 08/17/11 through the

F 281
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'_Quailty improvement audits.
Interview on 07/09/11 at 12:20 PM with the
Adminisirator revealed since there was a
Physiclan's Order for the wander guard, there
should have been consultation with the Physiclan
prior to removing the wander guard. Continued
interview revealed there should have been a £323
meeting with the Care Plan team to discuss 32, turned to the
removing the wander guard prioro staff Resident # 1 was returne
.| removing the wander guard 03/29/11, building immediately on 5/10/‘2.011, A
F.323 | 483.25(h) FREE OF ACCIDENT F 323 assessed by nursing, and physiclan and
§8=4 | HAZARDS/SUPERVISION/DEVICES ' family notified. A new wander guard

Thie tacility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each rasident receivas

adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by: .

Based on interview, recard review, facility's
investigation review, and review of the facillty’s
policles it was determined the faclilty falled to
provide adequate supervision and monitoring to
prevent accldents for residents with a known risk

for elopement and a history of leaving the buiiding
unsupervised.

The facility falled to have an effective system to
ensure staff was knowledgeable on how to
accurately assess residents to identify risk factors
related to wandering behavlors In order to

implement Interventions to prevent elopement for

~ 6/10/2011, resident was placed on

. wander guard system, 6/21/2011 at

alarm was applied to resident on
6/10/2011 per protocal. On

one-on-one monitoring while out of
bed. A wandering risk assessment was
completed for Resident #1 on
6/11/2011. Resident was moved to
Room 1054 in the South Unit within
the wander guard system on .
6/13/2011. One-on-one monitoring
was discontinued with move into the

20:30, Resident #1 made statements
that she would leave the building,
physician was notified, famlly was
notified and resident #1 was placed on .
one-on-one monitoring and a second
wander guard alarm was applied to
resident #1’s wheelchair. Resident il
was moved Into Room 121 in the
secure unit on 6/22/2011. One-on-one
monitoring was discontinued at the -
time of this move. Physiclan and family
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‘without staff knowiedge. Resldent #1 was found

one (1) of sixteen (16) sampled residents
{Resldent #1).

Resident #1 had a history of elopement in the
past and had made statements she/he was going
home par record review.  On 03/29/11, the facliity
assessed Resldent #1 as not being at risk for
wandering and removéd the resident's wander
guard bracelel, even though there was a
Physician's Order for a wander guard bracelet for
wandering. Record review revealed the facillty
failed to assess Resident #1 accurately for
wandering risk prior to the wander guard bracelet
belng removed, and failed to consult with the
resident's Physician and obtain a Physician's
Order to discontinue the wander guard bracelet.

On 08/10/11 Resident #1 sloped from the facility

off the premises in a parking ot of the bullding
beslde the facility. The resident was found at
approximately 9:45 PM par staff intarviews on the
ground in front of her/his wheelchalir In the dark,
and pouring rain. interviews wilth staff revealed
on the.evening of 06/10/11 the resident was seen
going down the hall with a bag towards the beauty
shop which was next to an exit door; however, the
staff failed to monitor the resident for wandering
behavior. The tacllity investigation revealed the
resident went out the South Hall exit by the
beauty shop which had a door that was activated
to alarm by a wander guard. However, the
rosident was not wearing a wander guard when
she/he eloped.

The facllity's failure to have an effective system in
place to ensure adequate supervision and
monitoring for residents who exhiblted

were notified. Resident was seen by
the psychiatrist on 6/25/2011.

All residents have the potential to be at
risk. A review of wandering risk -
assessments for all residents was
completed by the DON 6/11/2011 -
6/13/2011. No additional residents
were identified as belng at risk for
wandering through this review, A
second review of wandering risk
assessments for ail residents was
completed by the Director of Nursing,
MDS Nurse and Facllity Nurse
Consultant 6/29/2011 - 7/2/2011.
Three additionai residents were

. identified as being at high risk for
wandering, with the first being
identified on 6/30/2011, the second
identifled on 7/1/2011, and the third

additional residents identifled as being
at'risk for wandering had wander guard
alarms applied, moved into the South
unit and Identified on the facility
wandering board. In addition, the care
plan and care guide for these residents
were updated to reflect the resident at
risk for wandering. ‘

A visual round was conducted by the
. Administrator, DON, Maintenanceé
Director & Environmental Services on
7/14/11 - 7/15/11 to identify hazards
or risks In the resident’s environment

resident identified on 7/2/2011. Those
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| at risk for wandering/elopement was lkealy to
| cause serious Injury, harm, impairment, or death.

| ongoing.

| be completed quarterly. Any change In

wandering/elopement behaviors and failure to
accurately assess residents to identify residents

Immediate Jeopardy was identified on 07/07/11
and was determined to exist on 06/10/11 and Is

The findings Include:

Review of the facility's "Wandering Risk Polential
Protocol”, dated 05/2007, ravealed the purpose of
the protocol was to implement guidelines to
identify a resident's risk tor inappropriate
wandering within or outside the facility, and to
ensure a resident's safety in regards to the
identitisd behaviors. Further review revealad, to
identify this behavior and to ensure a resident's
safety, utilization of the Wandering Risk Potential
Protocol should ocour as indicated, The Rlsk
Assessment should be completed on admisslon,
and/or re-entry to the facility. If the resident's
score was greater than five {6), the following
guidelines should be instituted. The Care Plan
should Include measurable goals and
intarventions to ensure 1he resident's safaty, and
a Risk Assessment should be reviewed for a
significant change in a resident's condltlon. For
residents identified at risk, the assessment would

behavlor/wandeting or a one time attempt lo
leave the facility unsupervised should trigger a
new risk assessment. .

Record review: revealed Resident #1 was
admitied to the facllity on 08/13/07 with diagnoses
whi¢h included Wernicke's encephalopathy
(characterized by a deficlt In memory, Judgement,

" updated wander risk assessment form

' Nurse Consuftant on the definition of

“Wandering Risk Protocol. On

“ not previously been identified as at risk

reduce any hazards or risks identified,

On 7/8/2011, the wandering risk
assessment form was reviewed by the
RN Nurse Consuitant and updated to
include Instructions consistent with
MDS 3.0 as guidance to nursing staff
when comnpleting a wandering risk
assessment for residents. A copy of the

was provided to the Medical Director
on 07/08/2011 by the Administrator.
The Administrator and Administrative
Nursing Team consisting of the DON
ADON, MSD Nurses, SDC Nurse, Q)
Nurse and Treatment Nurse were
educated on the 7/8/2011 by the RN

wandering based on the RAI definition,
completion of the At Risk for
Wandering Assessment using the new
instructions for completion and

7/8/2011, the Administrative Nursing
Team completed At.Risk for wandering
Assessments on all residents who had

for wandering. All restdents identified
as belng at risk for wandering had a
wander guard alarm applied and were
identified on the facility wandering
board; thelr care plans and care guides
were.updated to reflect at risk for
wandering. ’
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dacislon making) secondary to Alcoho! Abuse,
Unspecified Psyohosis, and Depressive Disorder.
Revlew of the Long Term Care (LTC) Progress
Notes revealsad the resident had a history of
isaving tha building unsupsrvised stating she/ha

_| was going home,

Ohservation and iriterview with Rasident #1 on
06/30/11 at 10:16 AM revealed the resident was
in the bed waiching television. When asked how
long the resident had been at the tfacllity, she/he
stated for three (3) or four (4) days. Further
Interview revealed the resldent was unaware of
the name or location of the facllity. When asked
if she/he enjoyed sccializing wilh the residents,
she/he stated she/he had not met them yet.

Hleview of the Minimum Data Set Assegsment
1 (MDS) dated 10/11/10 revealed the facility

assessed the resident as having severe
Impalrment In copnitive skilis for daily decision
making. Review of the Comprehensive Plan of
Care dated 10/18/10 revealed the resident had
behaviors and cognitive loss with a history of

wandering at times. Tha goal stated thé resident |

would have no episodes of wandering from the
{adility. The interventions included a wander alert
bracelet. '

Revlew of the Quarterly Minimum Data Set
{MDS) Assessment dated 03/31/11 and the
Annual MDS Assessment dated 06/24/11
revealed the facility assessed the rasidant as
having moderate impairment in cognitive skills for
decislon making. Review of the Comprehensive
Plan of Care, datsd 01/18/11, revealed the
resident had cognitive loss related to Wernicke's
encephalopathy characterized by deficit in

In-service by the RN consultants of
licensed nursing staff with régard to
completion of the At Risk for
Wandering Assessment using the new
Instructions for completion, wandering
risk potential protocol, events that
trigger completion of a new at risk for
wandering assessment including -
potential behaviors such as packing
bags, comments of wanting'to leave
the facllity, increased pacing, etc.,
immediate response to all alert system
alarms and the redirection of residents
was done 7/8/2011-7/13/11. This
education wili be provided to all new
employees during their orientation by
" the Staff Development Nurse.

To identify any new or increased
behaviors that could potentially
indicate an increased risk for.
wandering in ajl residents, including
those not currently identifled as at risk
for wandering, the DON, ADON, MDS
Nurses, QI Nurse, SDC Nurse and/or
Facility Registered Nurse Consultant
will read nurse’s notes, talk to direct
care staff and observe residents during
rounds, & reviéw 24 hour nursing -
reports daily, Monday - Friday. Also,
to ensure that for any resident{s) newly
identified as being at risk for
wandering, the at risk for wandering
assessment has been completed -
properly and the wandering protocol
followed. In addition, DON, ADON,
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.| loss, and the Decislon Making/Memory Section

‘Instead of Dementia with moderate cognitive loss

mermory, judgement, declsion making and a
history of getting lost. The goal slated the
resident would find her/his way around the unit
without getting lost and there was an intervention -
for the wander guard.

However, review of the facllity's "Wandering Risk
Assessment” dated 03/208/11 and completed by
MDS Nurse #1 revealed the Diagnosis Section
was marked as the resident having miid ¢ognitive

was markad as independsnt in decision making.
The Communication Section was marked as
axprassive, understandable communication with
others. The resident's Wandering Risk score was
a four (4). According to the Assessment if the
resident's score was greater than iive (5), the
resident would be at risk for wandering. Recard
review revealed the wander guard was
discontinued on the resident's Care Pian on
03/29/11.

interview with MDS Nurse #1 on 06/30/11 at 2:00
PM revesled

when completing the "Wandering Risk.
Assassment”, she marked mild cognitive loss

because she coutd not find a diagnosis of
Demaentia In the clinical record and was not awere
the restdent's diagnosis of Wernicke's was a type
of Dementia. "Further interview revealed she
marked independence in decision making as
opposed to accaslonal eplsodes of confusion and
modified deoision making because she was
unsure if the resident was confused or just had
short term memory loss. She felt the resident
could exprass basic heeds and understand
simple messages, so she marked expressive,

“Administrator to be notified

_unavailable staff has been instructed to

MOS Nurses, G} Nurse,' SDC Nurse
and/or Facility Registered Nurse
Consultant will read nurse’s notes, talk
to direct care staff and observe
residénts during rounds, & review 24
hour nursing reports daily, Monday -
Friday, to ensure that interventions
have been put into place for any
residents identified with wandering,
soctally inappropriate and/or disruptive
behaviors and that such interventions
remain effective at reducing the risk of
danger to self and others. The
adminlstrator will be made aware of
any potential concerns immediately by
the nurse reviewer and appropriate
actions will be taken as deemed
necessary. Re-educated was provided
on 7/8/11 for licensed nursing staff by
the DON/ADON/Facliity Consultant
regarding the rieed for the

immediately in person or by phone of
any wandering, socially inappropriate
and/or disruptive behaviors to ensure
immediate action could be taken as
indicated. If the Administrator is

contact the DON, The Administrator or
DON will notify the Facility

Registered Nurse Consultant of any
reported wandering, socially
inappropriate and/or disruptive
behaviors posing a potential risk to
others. Any new staff will receive this
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-03/31/11 when completing the "Wandering Risk

| with LPN #3 on 03/29/11 and the decision was

| revesaled the resident made no attempts to leave

understandabls communication with others
instead of usually understands and is understood.
She slated she did not review the MDS dated

Assessment’ because it had not been completed.

Coﬁﬂnued interview with MDS Nurse #1 on
06/30/11 at 2:00 PM revealed she had spoken

mede 1o remove the resident's wander guard
bracelst due 1o the "Wandering Risk Assessment"
completed on 03/29/11 indicating the resident
was not at risk to wander. She further stated she
assumed LPN #3 had called the Physiclan 1o
obtain an order to discontinue the wander guard,
She stated staff did not need a Physician's Order
to.apply or discontinue a wander guard; however,
if there was a Physician's Order for a wander
guard, an ordsf would need to be obtained to
discontinue the wander guard and she thought
LPN #3 had obtained the order.

Interview on 07/05/11 at 3:30 PM with LPN #3

in ovér a year and she did not remember the
resident ever trying 1o exit the doors. She stated
the declsion was made to remove the wander
guard bracelet by she and MDS Nurse #1. She
further stated sha did not review the resident's
record hefore making the decislon; however,
knew the resident well from being assigned to
her/him several times a week. Continued
interview revealed she did not remember if she
had obtained a Physlcian's Order to remove the
wander guard bracelet, however, If she did, she
would have written the order as well as writton a
notaflon in the Progress Notes.

-information during the orientation

process.

To monitor facility performance to
ensure that solutions are sustained
through the Qi process, the progress
notes and 24 hour reports for all ...........
residents, including Resldent #2, will
continue to be read by the DON, ADON,
Ql nurse, Treatment nurse, and/or MDS
nurse daily, Monday - Friday to ensure
that interventions implemented for a
resident identified with behaviors
remain effective at reducing the risk of
danger to others. The resuits of these
audits will be reviewed with the
Administrator in the weekly QI
Committee Meeting, consisting of the
Administrator, DON, ADON, QI Nurse,
Treatment Nurse, andfor MDS Nurse.
Trends & any accompanying actions
from these audits in additions to
reports from the Falls, Wandering
Residents, Restraints, Safety, Event & -
Incident, and the Physical Plant Quality
Improvement Committees will be
reviewed monthly by the Q! Executive
Committee, consisting of the
Administrator, DON, ADON, Qll Nurse,
Treatment Nurse, MDS Nurse, Medical
Director, &/for any other peisons
required to provide information
pertinent to the reports belng
discussed, with further retraining or
other such interventions implemented
as directed by the committes.
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Continued interview with MDS Nurse #1 on Completion Date: 07/28/2011

07/01/11 at 10:40 AM revealed if she had marked
the resident as having a dlagnosls of Dementia
with maderata cognitive loss, and occasional

- eplsodas of confusion with modified
independence Iin declsion making and memory,
ths score would have been a six {8) on the
"Wandering Risk Assessment” which would have
placed the rasident as a wandering risk.

Review of the Progress Notes dated 06/10/1t at
10:13 PM complated by Registared Nurse (RN)
#2 revealed the resident was found off the
premises sitling on the ground. The Note stated
thers were no injuries noted; however, the
resident stated her/his "boltom hurts". Further
review revealed a wander guard was applled to
the right ankle per order. The Note further stated
the resident expressad she/ho was looklng for
her parente.

Interview on 07/05/11 at 1:00 PM with RN #2, who
was assigned to the resident on 06/10/1t,
revealed she'had seen the resident looking out
the exit door at the end of the corridor near the
beauty shop on the -South Unit at 9:15 PM.

| Further interview revealed she started searching
-1 tor the resident about 8:30 PM to administer
medications; however, could not locate the -
resident. She stated the staff on the North and
South units were Instructed to search for the
resldent, and the resident was found about fifteen
(15) minutes after the search started by Centified
Nursing Assistant (CNA) #6. She stated she was
unaware the resldent no longer wore a wander
guard bracelet, Further interview revealed she
notilled the interim Director of Nursing (DON)
who Instructed her to place a wander guard on
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the resident.

‘Interviéw on 06/30/11 at 2:15 PM with CNA #6,
revealed she was assigned to the resident the
evening the resident eloped. She stated the
resident was "talking off the wall” which was not
normat for the resident. Continusd interview
revealed the resident packed her/his belongings
in a blue bag which was the size of a reuseble
grocery bag when she/he was in a confused
state. She stated on the evening of 06/10/11 she
saw the resident going towards the south nursing
station between 9:00 PM and 8:30 PM with the
blue bag in tow. Further Interview revealed when
RN #2 asked her where the resident was, she
lold the nurse she saw the resident going down
the' South Hall towards the bsauty shop which
was at the end of the hall with har/hig bags.
Continued interview revealed she went outside
looking for the resident and heard the resident's
wheelchair pressure alarm ringing. She found the
1 restdent sitting on 1he ground in frant of the
wheelchair. She stated it was raining and the
rasldent was "soaked”. She was unsure of the
time the resident was brought back inte the
facility; howaver, stated it was 9:30 PM or alter.
Continued Interview revealed when the resident
was brought back to her/his room, the resident's
bed was full of belongings including shoe boxes,
shopping bags,'and a cosmetic bag. Shs further
stated the resident had the blue bag with her
when she/he was tound whloh was full of clothes
and miscellaneous items. She stated she did not
teli the nurse when she saw the resident packing
belongings and going towards the South Unit exit
door with the bag because it was normal for this
resident. Continued interview revealed she never
thought the resident wouid try to leave.
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Interview on 06/29/11 al.2:30 PM with Cartified
Nursing Assistant (CNA)#8 revealed she had
seen the resident sitting next to the exit door on
the South hall while doing rounds on 06/10/10 in
the evening; however, was unsure of the exact
time. She stated she spoks to the resident who
was noted to have a packed reusable bagand a
cup. She further stated RN #2 later asked if she
had seen the resident, and she helped search -
and drove outside around the facility in the rain.
Continued interview revealed she saw the
resident who was off the premises and noted two -
_girls were plcking the resident up oft the ground
and assisting her/him to the wheelchalr,

Interview on 06/30/11 at 9:50 PM with CNA #7
revealed the Norh staff had informed her the
resldent was missing and she and CNA #6 found
the resident outside, off the premises on the
ground sitting in front of the wheslichair, She
stated it was pourlng rain and the resident had a
blue bag and a cup with her. She was unsure of
ihe exact time the resident was found.

Interview on 06/30/11 at 3:30 PM and 07/07/11 at
9:00 AM with the Attanding Physician revealed
the resident's diagnosis of Wernicke's
encephalopathy was a type of Damentia and the
resident had very little spgech and chronic -
confusion. She stated the resident had significant
cognitive loss, "mMajor brain damage” and was
unaware of her/is location. She further stated
the resldent's parents rmade decisions for the
rasident. Continued Interview revealed she was
not notified of the facility's declsion to remove th
wander guard, and was not asked for a '
Physiclan’s Order to remove the wander guard.
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She stated she was unaware the resident had a
history of leaving the building unsupervised. She
turther stated after tearning of the prior events
related to the resident leaving the building
unsupervised she felt the resldent would have
needed a wander guard.

Interview was conducted with the interim DON on
07/07/11 at 2:30 PM, and she was asked if the
"Wandering Rlsk Assessment" dated 03/29/11
was done accurately. She stated she may have
done it dgifferently because the reéident was not
| independent-with decision making due to her/his
poor short term memory and the resident was
difficult to understand at times due to mumbfing.
She stated the "Wandering Rigk Assessmant"
was a "snapshot” in time which was based on the
nurses assessment at the time. She further
stated the "Wander Risk Assessmeants” could be
interpreted differently-by different nurses and
therefore the wandering risk scores could vary. . :
Further interview revealed the Care Plan team ‘ ‘
should have met batore a decislon was made to :
.| remove the wander guard bracelet on 03/28/11. .
In addltlon, she stated a Physician's Order should _ : i
"have been obtalned prior to removing the wander
guard bracslet.

Interview on 07/07/11 at 3:00 PM with the RN
Nurse Consultant revealed she was the Quality
Assurance Nurse for the bullding and the facility
had not identified a problem with the *“Wandering
Risk Assessment" and there had been no
retraining on how {o complels them. She stated
she trained the MDS Nurses on the "Wandering
 Aisk Assegsment"; however, it was not formall
training and she did not have the nurses sign any
inservice sheet and was unaware If they had
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completing the Assessment. Continued interview

| Interview on 07/09/11 &t 12: 20 PM with the

1 checked. However, they had not reviewed

 08/10/11 because she/he was not considered a

the past until recent chan review. Furlher

however, she was unsure If this was done

‘revealed there should have been a meeting with

Contihued From page 23

previous training. She stated the "Wander Risk
Assessment’ was seif explanatory and there was
no protocol or instruction sheet to refer to when

revealed the "Wandering Risk Assessments *
were not being reviawed for accuracy.

Administrator revealed the Quality Improvement
(Ql) Committee was reviewing residents with
wandering behaviors; especially ensuring the
residents at risk had a|arm bracelets, the wander
guard braceleis were checked nightly to ensure
they ware working, and the door alarms were

Resident #1 as a wanderer untit the slopement on

wandering risk per the "Wandering Risk
Assessmoent". She stated she did not remember
the resident leaving the building unsupervised in

Interview revealed the wander guard, which wae
in place until 03/29/11, would not have been very
effective due to the resident s room being on the

North Unit, and the wander guard system was on |

‘he South Unit.

However, the facility Investigation revealed the
resident had gone out the South exit near the
beauty shop which would have atarmed had the
resident been wearing a wander guard. She
stated the resident should have been assessed
for the need for 2 wander guard when the
resident was moved from South 1o North;

because it was years ago. Further interview

the Care Plan tegm to discuss removing the

"Faza
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wander guard prior to staff removing the wander
. guard 03/29/11. .
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
8S8=D SPREAD LINENS : \ -
F441

’ of disease and infection. -

-| prevent’ the spread of infection, the facility. must

| hand washing is indicated by accepted

The faclllty must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission

(a) Infectlon Control Program

The facility must establish an Infactmn Controi
Program under which It -

(1) Investigates, controls, and prevents infeotions
in the tacility;

(2} Decides what procedures, such as isolation,
should-be applied to an individual resldent; and
(3) Maihtalns a record of incidents and corrective
actions related to infections.

{b) Preventlng Spread of Infsction
(1) Wheri the Infection Control Program
determines that a resident needs Isolation to

Isolaté the resident.

(2) The facllity.must prohlbit employees with a
communicable disease or infected skin leslons
from direct contact with residents or thelr food, it
direct contact will ransmit the diseass.

{3} The:fzaility muet require staff to wash thelir
hands after each direct resident contact for which

professional practice.
{c)'Linans

Persennal must handle, store, process and
lransport l:nens 80 ag to pravent the spread of

Resident #13's perineal area was
assessed by the Licensed Nurse on
7/9/2011, to include application of
treatment per physiclan’s order. SRNA |
#1 was re-educated by the DON

on 7/11/2011 to provide perineal care |
to residents after each Incontinent ;
episode in the appropriate manner
following infection control standards.

Ail residents have the potentlal to be
affected. Licensed and uniicensed
nursing staff were re-educated by the
DON/ADON/SDC Nurse/Facility RN

- Consultant on July 14, 2011, with
regard to maintaining an infection
control program to provide a safe,
sanitary, and comfortable environment
to help prevent the development and

_ transmission of disease and Infection.
This program includes hand washing
practices consistent with accepted
standards of practice and properly
handling linens to minimize cross-
contamination. '

Adherence to the Infection Control
Program including proper hand

Q0267071

washing, perineal care and handling of |
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'mfectnon

{SRANA) it was determined the facility falled to

| Program designed to provide .a safe, sanitary and

1 10:10-AM, petformed by State Reglstered Nurse

‘Alde (SRANA) #1 revealed she talled to gather

care.

| her hands and gatheréd her supplies bafore

put them in the appropriate containers instead of

This REQUIREMENT is not met as evidenoed
by:.

Based on observation, interview, review of the
facility's policy, and review of the facility’s job
desciiption for State Registered Nurse Aides

estabiish and maintain an Infaction Control .
comfortable environment and to help prevent the
developimetit and transmission of disease and
infection for one {1) of sixteen (16) sampled
res!dents Resldent #13

The .t_lndins include:

Observation of perineal care, on 07/09/11 at

needed supplies before beginning perineal care,
failed to wash hands before peringal care, and

put the weét brlef and pants on Resldent #13's bed |

ihstead of bagging the items, Further observation
revealed SRNA #1 did not use wipes.or soap and
water to cleanse Residont #13 during the perineal

Interview with SRNA #1, on 07/0911 at 3:07 PM,
revealed she was aware she shouid have washed

beginning perineal care. -She further stated she
should have bagged the wet brief and pants and -

pulting them on the remdent's.bed Further

_or other such Interventions

rounds by the Administrator &
Administrative Nurses. To monitor
facility performance to ensure that
solutions are sustained through the
process, The Infection Control
Committee will meet monthly to
review and analyze facility statistics
related to infection occurrences and
control Issues and assist in determining
corrective action to maintain a safe,
clean and comfortable environment for . -
residents and staff. This committee will
report on the effectiveness of the
infection Control Program monthly to
the (il Executive Committee, consisting
of the Administrator, DON, ADCN, Qt
Nurse, Treatment Nurse, MD5 Nurse,
Medical Director, 8/or any other
persons required to provide
information pertinent to the reports
being discussed, with further retraining

implemented,

Completion Date: 07/28/2011
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interview rovealed she was aware It was an
infection control issue to place soiled items on &
resident's bed. Continued interview revealed sha
should have used wipes for perineal care.
Interview with Licensed Practical Nurse (LPN}#1,
who was the chargé nurse, on 07/09/11 at 2: 45
PM, revealed-staff should have the supplies
needed for perinéal care before beginning _
perineal care and should not place wet, solled F490
items on a resident’s bed. " The Regional Vice President of

" Operations reviewed with the
Administrator on 7/11/11 facility
oversight and ensuring implementation

Review of the job description for SRNA's (revised
'04/19/07) rovealed SRNA's are supposed to
{#37)-wash hands per recognized standards of

infection control and (38)-foflow infection control : and onitoring effectiveness of this
procedures as established by the faclllty using credible allegation of compliance. Dally
standard precautions. _ communlcgtion will be conducted by
the Administrator with the Regional
Further review of a document titled Vice President of Operations untll
"INCONTINENCE CARE", nursing policy manual ¢ compliance is maintained to ensure
(Ver5|on 04/2007) revealed petineat care will be - that established policles are
given after each incontinant aplsode. implemented related to the
F 490| 483.75 EFFECTIVE - F 480 management and daily operation of the
§8=J | ADMINISTRATION/RESIDENT WELL-BEING - facility to maintain compliance with

- . minimum State and F !
A facllity must be adminlstared in a manner that e and Federa

enables it to use its resourges effectively and reqwements by prowam-g 2 safe
efficlently to attain or maintain the highest enwror?ment for sach res]dent. The
praclicable physical, montal, and psychosocfal DON_\A{I!I be heid responsible by the
we!|~belng of each restdent. . Administrator to coordinate the care
each resident receives and to assist in

: communicating with the Administrator
This REQUIREMENT is not. met as evidenced and Medical Director when changes

by: occur that may affect the care ang -
Based on interview, record revlew facility poficy } services each resident receives to
reviaw, and review of the facilltys Investigatlon it ensure care is carried out dally by the

was determined the facility's Adminlstrauon failed

direct care staff according to each
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F 480 | Continued From page 27 : F 480 residents individualized assessment

to ensura tho facility was administered in a
manner which enabled it to use Its resources
effectively and efilciently to attain or maintain the
highest practicable physical, mental, and
psychological well-being of each resident.

and plan of care.
... = Audits have been completed by
’ the DON, ADON, MDS Nurses,
SDC Nurse, Qj Nurse,
Treatment nurse and/or Facility

"| The facility falled to have an effective system to Registered Nurse Cohsuitanl;
ensure supervision to pravent aceidents related to and will continue daily, Monday
residents who were at risk for : - Friday, to ensure ‘Ia!l care areas.
elopement/wandering. The facility failed 1o have and/or needs have been.
an efiective system to ensure staff accurately addressed. Concerns will be i
assessed residents regarding addressed immedidtely and
slopement/wandering risk. The faclllty failed to. corrected as indicated with ;

have an effective sysiem 1o ensure Physlcian's
Orders were followad related to orders for wander
guards for residents with a known risk for
elopement and a history of leaving the facility

oversight from the DON.
« Staff education has been
conducted on the issues

unsupervised. The fdcllity falled to ensure the idemlli'led in th!5 alllzgauon of
Quality Assessment and Assurance Committee compliance to include _
(QA) was effective In identitying and correoting |- completion of wandering risk
quality issues with the potential for negatively ‘ assessments, identification of
alfecting residents. (Refer o F-281, F-323, and | behaviors that Indicate
F-520). o ‘ potential wandering,
. immediate response to all alert

Based on the abave findings it was determined system alarms and. the

"the facllity's failure 10 have an effective system In - redirection of residents, and is

place to ensure the facllity was administered In a
manner thal enabled it to use its resources
effectively and officiently was likely to cause

‘ongoing as any other concerns
are identified through the

/ audits being conducted by the
serigus injury, harm, impairment, or death. ' DON. ADON. MDS Nurses, Q!
Immediate Jéopardy wae identified-on 07/07/11 ' ' X '

-| and was determined to exist on'06/10/11, andis | . _ Nurse, SDC Nurse and/or
| ongoing. ‘ Facility Consultant,
. : ' s Q! meetings will continue to be
The findings Include: _ : conducted weekly to continue
) : ' to monitor effectiveness of this
Review of the facility's Investigation dated crédible aliegation of

compliance,

06/10/11 revealed Resident #1 left the facility and
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.| identified behaviors.

| tntarview on 07/07/11 at 3;:00 PM with- the RN

was found sitling on the ground off the premises
and complained of having a "sore bottom”, The
intervantions taken to prevent reoccurrence
Inoluded an alarm systern bracelet and a room
change to a sacure care system.

Review of the facilily's "Wandaring Risk Potential

Protocol”, dated 05/2007, ravealed the purpose of

the protocol was to Implement guidelines to
identify a resident’s risk for inappropriate
wandering within or outside the {acliity, and to
efhsure a resident's sdfety In regards to the

Intervlew and record review revealed Resident #1
had a known risk for elopement and a history of
leaving the building unsupervised. - While the
facility had previously assessed Resident #1 to be
at risk for unsupervised axits, on 03/28/11 the
tacllity assessed Resident #1 as not being at risk
far wandering per the "Wandering Risk
Assessment" and removed the resident's wander
guard bracelet. This was despite the resident's
cognitlve status, history of elopement, medical
diagnosas, and Physiclan's Order for a wander
guard bracelet. On 06/1.0/11 Resident #1 eloped
from the facillly without staff knowledge. At
approximately 9:30 PM, tacllity Identitied the
resident was not in the buliding. Resident #1 was
found off the fachity's property, lying on the
ground where he/she had fallen from the
wheeichalr, Inthe dark and pouring raln.

Nurse Consultant reveaied she was the Quality
Assurance Nurse for the building and the facﬂlty
had not Identlfied any problems with the
"Wandering Risk Assessment®. Intarview

* On 7/08/2011 and again on
- 07/12/2011, the Medical
Director was made aware of
" the results of the audits that
have been completed and the
_ education that has been
_ provided to the staff and will
continue to be made aware
weekly of any observations and
investigations conducted by the
Administrator through a weekly
written report,

* Rounds by the Facility
Administrator utllizing the
Administrative
Staff/Department Head Rounds
Sheet and Rounds by the DON
utilizing the Administrative
Nurse Rounds Tool are ongoing
daily, Monday - Friday, to
ensure that each resident
recelves the care and services
to attain or maintain the
highest practicable physical,
mental, and psychological well
being and safety of each
resident.

*  Rounds by Administrative
Nurses including ADON, MDS
Nurses, SDC Nurse, and QI
Nurse are ongoing daily,
Monday - Friday, utilizing the
Administrative Nurse Rounds
Tool. Any issues identified by
the Adminlstrative Nursing
‘Rounds involving risk to
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reveaied the facllity had provided training to the
MDS Nurses, oh haw to complete the "Wander
Risk Assessment". She was unaware of the MDS
Nurses having formal training; however, stated
she had provided on the job tralning. However,

no dooumented evidence of the training was
provided. Continued interview revealed the
"Wandering Risk Assessment” was self
explanatory and there was no protocol or’
instruction sheet in which to reter when
completing the Assessment. She stated the
"Wandering Risk Assessments” were not
reviewaed for accuracy by the Adminlistrative
Nurses afler they were completed by the MDS
MNurses.

Interview on 07/09/11 at 12:20 PM with the
Administrator rovealed the Quality Improvement
(Ql) Committee was reviewing residents with
wandering behaviors; to ansure the residents at
fisk had alarm bracelets the wander guard
bracelets were cheoked nightly to ensure they
were working, and the door alarms wera :
checked. Continued interview revealed they had
not reviewed Resident #1 as a wanderer until the
elopement on (06/10/11 because she/he was not
considered a wanderirig rigk psrthe "Wandering
Risk Assessment” dated 03/29/11, Sha did not
remember the resident leaving the bullding- )
unsupsrvised In the Ppast until recent chart review.
The Administrator stated the wander guard, which
was in place untl! 03/29/11, would not have besn
very effective due to the resident's room being on
the North Unit, and the wander guard system
being on the South Unit because there was an
exjt door on the North Unit which did not have a
wander guard alarm. However, she stated the
facllity investigation revealed the resident had

resident safety will be

~immedlately corrected as
indicated and communlcated to
the Adminlstrator. :

* Department head meetings

between the Administrator,
DON,-ADON, Housekeeping
Supervisor, Social Worker,
Activitles Dlrector, Dietary
Manager, and Rehab Manager
will continue to be held daily,
Monday thru Friday, to

- communicate any areas of
concern and any items related

" to resident care, services or
safety to the Administrator as
indicated.

Weekly visits will continue to be. made
by the Regional Vice President of
Operations and/or Facility Registered -
Nurse Consultant to provide additional
oversight and guldance in ensuring
implementation and effectiveness of
this credible ajlegation of compilance.
An Executive Ql committee, including -

the Administrator, DON, ADON, Q!

Nurse, Medical Director and other

interdisciplinary team members as
directed by the Administrataor, will

meet at feast manthly to ensure
continued compliance and oversight of
this credible allegation of compllance.

Completion Date July 28, 2011 .
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gone out the South exit near the beauty shop
‘which would have alarmed, had the resident been
wearing a wander guard.

Continued interview with the Administrator on
07/09/11 at 12:20 PM revealed Resident #1 was
the only residant on the North Unit with a wander
guard bracelet and was placed there years ago
after-a conflict with another resident. She stated
the resident should have been assessed for the
need for a wander guard when the resident was
moved, howsver, she'was unsure if this was
done. Continued interview revealed there should
have been discussion with the Care Plan team
related to removing the wander guard prior to
siaff removing the wander guard 03/29/11.

‘F520
The Facllity Registered Nurse

Further interview revealed the wander guard Consultants reviewed with the
should not have been removed on 03/26/11 - Administrator, DON, ADON, and Qi
without a Physician's Order, since there was an | . Nurse the components of the facility
order for the wander guard. : _ Ql program to identify quality

F 520 | 483.75{0)(1) QAA . F 520 deficiencies and develop and

$S=J.| COMMITTEE-MEMBERS/MEET _ Implement plans of action to correct
QUARTERLY/PLANS - those deficiencies including monitoring

the effectiveness of the implemented

o ) o changes and making needed revisions
A factity must maintain a quality assessment and " tothe action plans on 7/11/2011.

assuranoe oommittee consisting of the director of Weekly Qi meeting will be held with
nursing services; a physiclan designated by the the DON, ADON, Administrator. MDS
facllity; and at least 3 other members of the Nurses él Nursé and other !

facllity's staff. o
- Interdisciplinary team members as

The quality assessment and agsurance . : directed by the Administrator. Any
committee meets at least quarterly to identify identified areas of concern will be
issues with respect to which quality assessment immediately addressed and corrected.
and assurance activities are necessary; and Qi areas to review include:

develops and Implements appropriate plans of » Weekly Qi review of problems
action to correct dentlfied quality deficiencies. tdentified and the actions taken

as a result of audits of nurse’s
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.disclosure of the records of such committee

| compliance of such commitlee with the

| The facility falled to have an effective system for

‘| knowledgeable on how to aocurately assess

A State or the Secretary may not require
except insofar as such disclosure Is related to the
requirements of this section,

Good faith attem bls by the committee to identify
and correct quallty deflclencles will not be used as
a basls for sanctions,

This HEQUIHEMENT Is not met as evidenced
by:.

Based on interview and record review it was
determined the facility failed 1o have an effective
Quality Assurance (QA) Committee that was
structured to identify quality issues with the
potential for negatively affecting the residents,
‘and failed to implement plans of action to correct
identitied deficlent practices. In addition, there
was no evidence thé Committee implem entéd an
eftéctive action plan to ensure that the corrective
actlons related 1o deficiencies cited during the
Abbreviated Survey and Partial Extended Survey
conciuded on 05/05/11 and-the onsite Revisit
Survey concluded on 05/26/11 were resolved,
thus resulting In continueg non-compliance In the
areas of CFR 483.20 Resldent Assessment,
F-281 dnd CFR 483.25 Quality of Care, F-323:
although the facility deemed compliance on
05/12/11 for these deflciencies.

ensuring services provided met professional
standards of care related 1 ensuring staff were

résldents regarding elopement/wandering risk
and Physician's Orders were followed related to

notes, review of pink carbon
copies of physician’s orders and
audit of the medication
administration records to
identify if any care needs were
potentially not met related to
F281. |

* Weekly Ql review of problems

as a result of audits of nurses’
notes and 24-hour nursing
reports and review of daily
rounds tools to identify if
residents at risk for wandering
have been properly assessed and
appropriate interventions have
been put in p'Iace to reduce the

to F323.

» Effectiveness of the facility’s .
At Risk for Wandering protocol
and residents identified as being
at risk for wandering wili be
reviewed weekly by the Quality
Improvement Committee
consisting of the Administrator,
DON, ADON, QI Nurse and MDS
Nurse

The Quality Improvement Executive
Commiittee consisting of the )
Administrator, DON, ADON, Ql Nurse,
Medical Director, and other bersons .
required to provide information
pertinent to the reports being
discussed at the Executive Committee

identifled and the actions taken

risk of potentlal hazards refated
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orders for wander guards for residents with a
known rigk for elopement and a history of leaving
lhe faciilty unsupervised,

The faclilty falied to identify quality issues refated

‘to supervision to prevent.ecoidents related to -

residents who were at risk for
slopement/wandering. On 06/10/11 Resident #1
eloped from the facility without staff knowledge
belween 9:15 PM and 9:45 PM. Resident #1 was
found off the premises in a parking lot of the
bullding beside the faclity, had fallen from her/his
wheglchair, and was lying on the ground In the
dark and pouring raln, -

The facility's failure to have an effective system In
place 1o identlfy quality issues related to ensuring
nursing care was provided in accordance with
accepted slandards of care and supervision to
prevent accidents was likely to causae setious

‘linjury, harm, impalrment, or death. Immediate

Jeopardy was identified on 07/07/11 and was
determined to exIst on G6/10/11, and Is ongoing.

The findings include:

1. Based on Interview and record review, it was
determined the faciiity failed to have an eflective
system to ensure nursing care was provided in

accordance with professional standards of care.

| This'was & repsat deficiency which was cited on

ihe Abbreviated Survey and Partial Extended
Survey concluded on 05/05/11 for CFR 483.20
Resident Assessment F-281 ata S/S of a "J".
Immediate Jeopardy identified during the
Abbreviated Survey and Partial Extended Survey
concluded on 05/05/11, was removed on the
onsgite Revisit Survey concluded on 05/26/11;

meeting will meet monthly. This
committee has been charged with the
implementation of the abjectives of the
Quality Improvement program. The
role of the committee was clarified by
the Administrator with guidance from
the Regional Vice President and Facility
Registered Nurse Consultant on
7/11/11. The job of the commiittee
includes establishment, maintaining
and documenting evidence of an

, onhgoing Quality Improvement Program
that includes systems for monitoring
and evaluating resident care and for
obtaining an appropriate response to
findings. Trends & the accompanying
action from the above listed action
teams will be reviewed by this
Executive Qf Committee monthily with
further retraining or other such
interventions implemented as
necessary.

Completion Date July 28, 2011
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however, the deﬁmency was recited and !owered
loaS/8 of a'D"

Review of the facility’s acceptable Plan of
Correction with a compliance date of 05/12/31
revealed the DON, ADON, RN Supervisor and/or
Facility RN Consuitant would review the carbon
¢opies of Physician's Orders, and would read
Nurse's Notes daily to ensure Physncian s Orders
were followed.

However, the facifity failed to have an effective
sysiem Lo ensure Physiclan's Orders ware

| {ollowed related to.orders for wander guards. On
03/29/11 the facillty removed the resident's
wander gugrd bracelet although the resident had
a Physician's Order for a wander guard bracelet.
Resldent #1 sloped from the tacility without staif
knowledge on 06/10/11 and was found and fiftesn
(15} to thirty (30) minutes later off the facllity's
property, lying on the ground where he/ehe had
fallen from the wheslchalr, in the dark and
pouring rain. The faoility investigation identified
the resldent elopsd through the South Unit exit
door next ta the beauty.shop which had a wander
‘guard alarm system.

Interwew with the RN Consultant/QuaIlty

1 Assurance Nurse on 07/07/11_at 3:00 PM
ravealed the facliity continued to review
Physiclan's Orders and Nurse's Notes daily to
ensure Physician's Crders were followed.
However, she stated Jt was not identified until
06/17/11 through the Quality Improvement audlits,
that there was a Physician's Order for the wander
guard after the resident eloped on 06/10/11.

2. Basad on Interview and record review, it was
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determined the facility failed-to have an effective
system to ensure supervision to prevent
accidents, This was a repeat deficiency which
was clied on the Abbreviated Survey and Partial
Exlended Survey concluded on 05/05/11 for CFR |
483.25 Quality of Care at a S/S of a "K".
immediate Jeopardy identitied during the
Abbreviated Survey and Partlal Extended Survey
concludad on 05/05/11 had been removed on the
onsite Revislt Survey concluded on 05/26/11;
however, the deficiency was recited and lowsrad
to a S/S of a "E" as the facility had not completed
the development and Implementation of the Plan
of Correction (POC) lo ensura each resldent
recelved adequate supennslon to prevent

.| @coldents.

Review of the facility's acceptable Plan of
Correctlon with a compliance date of 05/12/11
revealed the DON, Assistant DON, Quality
Improvement (Ql) Nurse, Minimum Data Set : :
(MDS) Nurse, Treatment Nurse and/or Facllity : ‘ ' ) " i
Consultant Nurses were to read Progress Notes : . . _ '
and review the twenty-four (24) Hour Report dally '
to ensure the interventlons implemented for a '
resident identified with behaviors remained
effective at reducing the risk of danger to others.
The facility further alleged tha resuits of the audits
would be reviewed weekly in the QI Meeting and
reported monthly to the QI Exeoutive Committee
Mesating which consisted of the Medical Director
end olher stalf as attended the weekly QI
Committee.

However, the facility falled to have an effective
system {0 ensure residents were accurately
assessed for baing at risk for
wandering/elopement, The facillty failed to have
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_| format training and no documented evidence was

review residents with wandsring behaviors: to

Continued From page 35 F 520|

an effective system to ensure staff was
knowledgeabls on how to accurately assess
residents regarding elopement/wandering risk.
Although the facility had previously assessed
Resident #1 to be at risk for unsupervised exits,
on 03/29/11 the resldent was inaccurately
assessed 1o not be at risk for wandering despite
the resident's cognitive status, diagnoses, and
history of leaving the facility unsupervised.

Interview on 06/29/11 at 5:00 PM with the RN
Nurse Consultant/Quality Assurance Nurse
revealed the facility had not identified a problem
with the "Wandering Risk Assessment" not being
completed accurately. She stated there had been
no retraining on how to complate them since
Resident #1 éloped on 06/10/10. She furlher
stated she had trained the Minimum Data Set
(MDS) Nurses on the "Wandering Risk
Assessment" in the past; however, it was not a

provided of the training. Continued interview
revealed the "Wandering Risk Assessment" was
salf explanatory and there was no protocol or
Instruction sheet related to the Assessment. She
further stated-the "Wandering Risk Assessments"
wore not raviewed by the administrative nurses
for accuracy, after they were completed by the
MDS Nurses, ‘

Interview on 07/09/11 at 12:20 PM with the
Administrator revealed the Quality Improvement
(Ql) Committee met weekly and the Executive QI
Committee mat morithiy which included all staff
who attended the weekly meeting and the
Medical Dlrector. She stated they continued to

ensure the residents at risk for wandering had
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atarm bracelets, and that the wander guard
bracelets were checked nightly to ensure they

" | were working'properly: She stated they also
ensured ‘audits were completed to check the door
-| alarms. Further interview revealed they were not
reviewing the "Wandar Risk Assessments* for
accuracy and was unaware there was a problem
with the Assessments. She stated the commitiee
had not reviewed Reslident #1 as-a wanderer until
the elopement dn 06/10/11, because she/he was
not considered a wandering risk per the
"Wandering Risk Assessmant® dated 03/29/11.
Continued Interview revealed there should have
beean discussion with tha resident’s Physician
ptior to removing the wander guard since there

| was a Physlcian's Qrder for the wander guard. In
addition, she stated ths interdisciplinary staff and
the Care Plan team should have discussed
removing the wander guard prior to staff

"{ removing the wander guard 03/29/11.
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