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F 000 | INITIAL COMMENTS F 000
_ On 06/30/14 The Maintenance Director
An abbreviated survey (KY21894) was Initiated checked to see that the alarm was function-
on 06/30/14 and concluded on 07/02114. The ing properly. Ile checked the alarm again oy
camplaint was substantiated with deficient 07/01/14 and 07/02/14 to ensure that {he
praclice identified at "E" level. alarin continued to fimetion properly.
F 323 | 483.25(h) FREE OF ACCIDENT . F 323
na=E | HAZARDS/SUPERVISION/DEVICES On 07/03/14 The Assistant Maintenance
+ 1 Director began inservicing the nursing Su-
The facllity must ersure that the resident pervisors, SRNA’s and the Housekeeping
en\fironmgnt remains as free of accidgnt hazards Department on how to properly reset the
as s possible; and each resident recaives alarm on the gate in the event the gate was

adequate supervision and assistance devices to

| prevent accidents opened The Nursing Supervisors were in-

structed to check the gate atarm every shift
to ensure that the alarm on the gate was re-

armed appropriately.

This REQUIREMENT is not met as evidencad The Maintenance Director and the Director
by: of Nursing followed up with the Nursing

Bazed on observation, interview, recard review, Supervisors to ensure they were checking
and policy review the facility failed to ensure the the alarm and that the gate was reset appro-
resident environmant remained as free of priatety. The Nursing Supervisors complet-
accident hazards as possibte far one (1) of ed, a return demonstration to ensure that
thirieen (13) residents identifiad by the facilty to they know how to properly re-arm the alarm| -
be at risk for elopement (Resident #2). The on 07/18/14. A form was devised for the
facility failed to ensure the oulside ‘c.ourtyard gate, Nursing Supervisors to document every shif
which prevented residents from exiting the ' that they had checked the alarm and it was
courtyard, was functioning properly during set appropriately.

cbservation on 06/30/14,
The Medical records Coordinator was in-

The findings include:

9 structed to cheek the documentation weekly
Review of the facility policy, "Elopement,” not to ensure that the Nursing Sl.lpervisors were
dafed, revealed all monitored doors were ta ba checking the alarm every shift.

checked for proper function no less than weekly
and racorded on e maintenance log.

Review of the maintenance log for June 2014 | F323 continued on next Page......co...
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Any geficlency statement ending wilh an aslerisk () denofes a deficiensy which the institulisn may be excused from comecting providing i 1s determnined that
othersafeguards provide suficient protection to the patients. (See instructions,) Except for nursing homes, the findings staled above are disclosable 80 days
tollowing the data of suvey whether or not a plan of correction is provid ed. For nursing homas, the ebove findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of cotrection is requisite to continued
program participation.
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revealed function of all insida and outside doors
had been checked on 05/23/14. F323 continuation. ......coivevevineveninn

Review of Resident #2's medical record revealed
the facility admitted the residerit oh 06/05/14. On
0672514 the facility assessed the resident fo be
an elopament risk based on the resident's
physical ability to laave and hisfher history of
leaving the facility. The facility placed a "code
afert® bracelet on the resident to afert staff if the
resident aftempted to [eave the facillty
unsupervised.

Observation on 06/20/14 at 3:00 PM revealed
Resident #2 was sitting outside in the courtyard,
unattendad; falking on a phone. Qbservation
further revealed at that time, State Registered
Nurse Aide (SRNA) #1 pushed the outside
courtyard gate open; however, cbservation
revealed the alam on the gafe failed to sound
inside the building to alert staff the gate had been
openad.

Interview with Maintenance Assistant #1 on

0630414 at 3:06 PM reveated he was unsure why

the afarm did not sound inside the facllity when
the gate was opened. He further staled itwas a
"fluke thing,” the alarm "may have messed up
overnight, the wind may have blown, anything."

Interview with the Maintenance Director on
06/30/14 at 3:10 PM revealed he checked all the
alarms on the exit doors and the courtyard gates
ane fime a week. Interview on O7/02/14 at 2:33
PM revealad he did not know why the alanm did
not sound on 06/30/14. He further stated he did
chock the gate again that day and it did sound as
it should have.

ings x 3 months.

The Medical Records Coordinator was
imstructed to report her findings to the
Quality Assurance Commiltee monthly.

In addition to the Maintenance Supervi-
sor checking the alarm weekly to ensure
that the alarm: continues fo alarm appro-
priately, the unit Coordinator was as-
signed by the Quality Assurance Com-
mitiee o check the alarm weeldy to en-
sure that the alarm is fanctioning appro-
priately and to report to the Quality As-
surance Commmiftee monthly of her find-

07/18/14
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Interview with the Administrator on 07/01/14 at
3:30 PM revealed she occasionally performed
“walking rounds” with the Maintenance Director
when he conducted tests of the alarm system. In
addition, the Administrator stated when
maintenance staff checks the alarms, they enter
the information into the facility's computerized
system. The Administrator stated she reviewed
the docurnsntation of the "check off" sheet in the
system to ensure Maintenance had checked the
alanms on a weekly basis,
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