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F 000 INITIAL COMMENTS F 000 !

. An Abbreviated/Partial Extended Survey was
 Initiated on 04/23/15 and concluded on 05/07/15 |
lo investigate KY23145 and KY23146. The i
Division of Health Care unsubstantiatad
; KY23146; however, KY23145 was substantiated '
with [mmediate Jeopardy {IJ) identified on
' 04/27/45. The Immediate Jeopardy was
+ determined to exist on 04/20/15 st 42 CFR i
' 483.25 Qualtty of Care (F323) ata scopeand | l
| severity of a "J" and CFR 483.20 Resident i !
Assessment (F282) at a scope and severity ofa | )
*J". Substandard Quality of Care was identifiad at
| 42 CFR 483.25 Quality of Care, The faclity was | !
natified of the Immediate Jeopardy on 04/27/15. i i !
F !
| |
! i
{
i

interview and record review revealed the facility

. falled to have an effeclive system to ensure
adequate supervision of resldents with known
behaviors of wandering. Resident #1 was

; assessed by the faciilty io be an elopement risk
and had an Accutech alarm applied, On
0472015, at approximately 12:55 PM, Resident

_#1 left the facility’s premises without staff

' knowledge. The resident was found ,
approximately 1:15 PM, off facility grounds, l ;
standing approximately two (2) feet from a busy | '
two (2) lane road. The resident was directed by |
staff to retumn to the facility and was left
unsupervised. The resident walked back to the
faciilty and was assessed with no injury. The
weather for that day, 04/20/15, was verifiad {0 be
sixty ane (81) degrees Fahrenheit (F) between |
12:45 PM- 1:56 PM, partly sunny with clouds and
Resldent #1 had on a long sleeve flannel shirt,
long pants and tennis shoas. Although the _
facility had cara planned for the staff to redirect | ;
the resideént eway from the exit doors, the staff | !

R Rl Do e s

Any daficlency siatement anding with an asterisk (*) dsnotes a deficlancy which the Institution may be excused from comecting providing } Is datermined that
other safeguards provids sufficien! profection fo the patients, (Saa instructions.) Except for nuraing homes, tha findings statad above am disclosabla 90 doays
following the date of survay whather or not a plan of correclion is pravided. For nursing homes, the abave findings and plans of cormuetian are disclosabls 14
days followling the dele thase documents are mada available io the facliity. f deficiancies are cited, an epprov
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stated they were not aware that Intervention was
on the care plan.

The facility provided an acceptable Allegation of
Compliance (AOC) on 05/08/15 which alleged |
removal of the Immediate Jeopardy on 05/02/15.
The State Survey Agency verified immediate
Jeopardy was removed on 05/02/15 as alleged
prior to exit. The scope and severity was lowered
{o a “D" in 42 CFR 483.20 Resident Assessment
{(F262), and 42 CFR 483.25 Quality of Care
(F323) while the facllity implements the Plan of
Correction and monitors for the effectiveness of
sysiemic changes and quality assurance.

i
i
i
|
F000|
!
H
]
|
i
i

During the Investigation, an additional deficiency |
was identified at 42 CFR 483.65 Infection Control
{F441) at a scope and sevaerity of a "D".
F 282 483.20(k)(3){ii) SERVICES BY QUALIFIED
58=J PERSONS/PER CARE PLAN

F 282

|
The services provided or arranged by the facility 1'
must be provided by qualified persons in |
accordance with each resident's written plan of |
f
!
1
)
!

care.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
the facility's palicy and Investigation, It was
determinad the facifity failed to have an effactive
system lo ensure staff was knowledgeable of the
care plan intarventions and fajled to ensure staff
implemented those care plan interventions for
one (1) of eight (8) sampled residents (Resident | |
#1). The facility assessed Resident#1 to be at .
risk for elopement and developed a

IRM CMS-2567(02-88) Previous Versions Obsolels Evant 1D: UM1311 Facllity iD: 100253 If continuation sheel Page 2 of 39
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Comptahensive Care Plan for that potential risk.
Resident #1's cara plan included an intervention |
to rediract the resident away from the exit doors
to prevent the resident from wandering from the
secure facility. Howaver, per interview, the staff
was unaware of the intervention thus the staff did
niot follow the care plan directive and Resident #1
left the facility's premises without staff knowledge
on 04/20/18, at approximately 12:55 PM. The
resident was found at approximately 1:15 PM, off

. the facliity's grounds, standing approximately two
{2) feet from a busy two (2} lane streel.

The facliity's failure to ensure staff was
knowledgeable of the Comprehensive Cara Plan
Intarventions and impiemented those

i Interventlons to ensure the resident's safsty was

. likely to cause risk for serious injury, harm,

| impalrment or death, Immediate Jeopardy was
identified on 04/27/15 and was determined to
exist on 04/20/15,

The facility provided an acceptable Allegation of |
Compilance (AQC) on 05/06/15 with the facility
alleging removal of the immediate Jeopardy on |
05/02/15. The Immediate Jeopardy was verified
to be remaved on 05/02/15 as alleged, with the |
scope and severity lowered to a *D" while the
facllity Implements and monitors the Plan of E
Correction (POC) for effectiveness of systemic |
changes and quality assurance.

The findings include:
' The facllity did not provide a policy for care plans. |
Review of the facility’s policy regarding

Elopement, not dated, revealed residents -
identified at risk for elopement would have an |

F 282 |

;
i
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interdisciplinary elopement prevention care plan 30pm, Resident #1 was al the North |
: developed. The care plan would include individual Nurses Stgﬂ;‘o:;ywl;!?m‘lﬂi M;Tximt;al |
risk factors and paltemns. . , 8l approximately
: 1:18pm, Rasldent i1 was safely r!nm'macll=
Review of the facility's investigation, dated to GLC-5t Matthews by staff members. |
- 04/23/15, ravealed Resident #1 successfully i « On 4720115, a head to toe |
, exited the building without staff knowledge on ] assassmant was completed by RN
. 04/20116. The Investigation continued to state ! sssigned to Resident. No injuries wera -
the Social Service's Director (SSD) at noted. |
! approximately 1:15 PM saw the resident watking i
down the road In front of the facillty, The SSD | eyt
 directed the resident back to the facility and ‘ ’ ! ;
| notified i i one supervislon with steff, i
other staff for assistance. The On 412015 an Immediala i
Investigation stated the facillty determined the | . an - !
resident was missing for less than twenty (20) | '"mng::“o"'r:‘:; f‘gﬁ‘r’ Dhlyr::br o
minutes. : Exacy
| Nursing Services. !
Review of the clinical record for Resldent #1 i . On 4720185, Resident #1 hed an
revealed the facility readmitied Resident #1 on l Accutech bracelet [n place and ltwas .
11/07/14, with diagnoses of Alzheimer's Disaase, working properly. The devica was verified
Dementia with Behaviors and Unspecified [ to ba in working arder by testing with the |
Intellectus! Disabilities. The record revealed the hand held Accutech device. The tasting |
resident wandered throughout the facllity freely. I i was performed by the Director of Nursing
The facliity conducied an alopement risk | Sarvicas.
evaluation upon readmission, on 11/07/14, wit_h i ° On 4120115, Resldent #1 care E
: findings of wandering behaviors. The resident's ! lan was roviewed and rvision was
pictura was placed in the Elopsment Binder and P da by Assistant Direcor of Nursin i
| an Accutech was placed on the resident g':rvlacas ko Inchule o an cna 8 i
| t
Review of the Quarterly Minimum Data Set | supetvision. '
. (MDS) assessment, dated 02/14/15, revealed the { - On 412015, Director of Nllfﬂﬂd
' facility assessed the resident to have a cognitive checked all 7 elcpament binders fo
ioss with a Brief Interviaw for Mental Status ensure this resident was Included.
(BIMS) score of eleven (11) out of possible fifteen Resident #1 was included in &l 7 1
“{15). The facility assessed the resident to have a slopement binders in the facility. :
self-care Impairment requiring limited assistance i | . On 4/20/15, Facility Medical
with bed mobility and transfers. The facility f | Director was immediately notified of the |
assessed the resident to be independant incident by North Wing RN. h
(needing no staff assistance) with ambulation, A l ’ i
FORM CMEB-2567(02-08) Pmvious Versions Obsolate Event ID: UM13N Faciltty 1D; 100253 If continuation shest Paga 4 of 29
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Interview with the Activity Assistant, on 04/23/15 !
at 1:45 PM, revesled she saw Resident#1 every |
time she worked and he/she enjoyed walking
throughout the facility,. She stated she would see
the resldent standing in front of the entry/exit |
doors sometimes just looking out the window. !
She staled she never saw Resident #1 axit i
seaking and she never redirected the resident |
away from doors. She further stated she did not |
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F 282 Continued From page 4 F 282
care plan was developed on 11/07/14 addressing
the elopament risk with interventions directing
staff to redirect the resident away frem all doors. |
» . On 4/20/15, Residant #1's
. Interview with Certified Nursing Assistance (CNA) Daughter was immedialely natified of the
#2, on 04/23/15 at 11:45 AM, revealed she had incident by North Wing RN.
worked with Resident #1 for the past couple of | Resident #1 remainsd one on one until he ’
weeks, She stated the resident hardly ever sat, was transfarmed to Golden Living Center-
but rather walked all day throughout the facility. Camelot to the Alzheimer's Care Unit on
She stated Resident #1 would stand in front of 412412015, i
the entry/exit doors to lock out, but the resident i
never tried opening the doors, She stated she . The investigation revealed that
+ naver redirected Resident #1 away from the when the door glarm code was antered in l
doors when he/she was standing in front of them. to accutech system, sll alarms were i
disabled. Theinvestigation was !
Interviews with CNA#2 on 04/23/15 at 11:45 AM; completed on 4/21/15. The faclities Fleld
{ CNA#3 on 04/24/15 at B:00 AM; CNA#4 on Satvices Clinical Specialist reviewed tha |
04/24/16 at 9:00 AM; CNA #5 on 04/24/15 at 9:15 | investigation, :
AM; CNA #8 on 04/26/15 at 3:45 PM; CNA#7 on | . 472015, all residents wers
04/26/16 at 4:30 PM; CNA#8 on 04/27/15 at | confirmed safe within tha Living Centar by
11:00 AM; CNA#8 on 04/27/15 at 11:15 AM; CNA the Intardisciplinary Taam (IDT). 111
#10 on 04/27/15 at 12:00 PM; and CNA#11on | ;
. | Residents were accounted for via _
04/27/15 at 12:45 PM, ravealed none of the hysical count compared to census data.
| CNAs were aware of the directive on ths care I g On 4120/15. an sudit was
' plan to redirect Resident #1 from the exit/entry | ducted on gl cument residents for |
doors. Per interviews, all had knowledge of the | b g 3 |
elopament risk using the Golden Living
| resident standing at the doors to look out; | o t \form. The sudit
however, staff had never redirected the resident | opemsnl ";’&“T Aot
away from the daors. ! ;::;:‘rge by the w
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‘ ' . On 4/20/2015, all 7 Elopement
F 282 | Conlinued From page 5 ] F 282, binders were reviewed by the ;

knaw the care plan stated to rediract the resident |

away from the doors. l

Interdisciplinary Team (IDT). 17
Raesidenls were listed In the binder.

. On 4/20115,Tha IDT teem
: Interview with the North Wing Unlt Manager reviewed the cara plans of residents
Reglsterad Nurse (RN} #4, on 04/24/15 at 8:35 identified &t risk for elopment.17 care

. AM, revealed Resident#1 would walk freely plans were reviewed. Twe care plans

. throughout the entire facility and he had never

|
|

: seen the resident exit seeking. RN #4 stated he
. did ses Raesident #1 iooking out the window at the
doors, but never redirected him/mer away from |
doars. RN #4 further stated he was not aware |
the care plan directed staff to redirect the naslt;iant|
away from the doors. i
1

. Interview with Licensed Practical Nurse {LPN) #5, |
on 05/07/15 at 10:15 AM, revealed Resident #1 |
walked freely through the facility and LPN #5 did
witness Resident #1 standing in front of entry/exit |
doors looking out the widows, but she never saw !
him/her trying to exit the facility. LPN #5 stated
she did not ever redirect Resident #1 away from
doars because she never saw himvher trying to
push open the doors.,

I
Interview with the MDS Coordinator, on 05/07/15 |
at 8:15 AM, revealed the elopement cars plans |
were generaled from a computer proagram. The
MDS Coordinator could not verbalize the exact
Interventions for Residant #1 related to

elopement. However, she did stata potential
Interventions would ba rasidents wearing !
Accutech tags for monitoring, and thelr picture
being placed In the elopement logs at each of the |
nursing stations and throughout the facility. The
MDS Coordinator further stated she could not
remember if she put the intarvention on the care
plan or not and did not know the care plan stated
to redirect the resident away from exit doors.

l
i
;
i

|
|
|
i
i

were revised. One Resident was placed
on one-on-one supervision and the other |
was no longer considered en slopement |
Hsk. i
. On 4/2172015 an Elopement |
drill was conducted at 245 pm by the
Director of Nursing Services on first shift.
All 112 residents were accounted for via
visual observation/head count.

. On 4/20/15 et approximatsly |
8:30 pm elopement dirill was canducted. |
All 106 residents wers accountad for via |
visual observation/head count. At
11:30pm on 4/28/15, an elopement drill
was conducted. 107 Residents were
accounted for via visual observation/head
count. ;
° On 4/20115, the two doors with!
the Accutech System wera checked by
Maintenance Director Asslstant were
determined to be working comectly. A
physical test using an accutech bracelet
was conducted on both doors. Accutech
bracelats did alarm during the 15 secand
egress test io alert siaff. '
- On 4720115, all 17 residents
wearing an Accutech davice were
checked by the Director of Nursing
Services and devices were determined o
be working correctly. A hand held device
ine pro nctionin
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i Servicas (ADON), on 04/27/15 at 10:30 AM,
ravealed Resldent #1 was assassed for an

, elopement risk due to wandetring, impaired

- cognition and belng ambulatory. She stated the

| rasident would stand at the entry/exit doors and
look out the window, but never tried to opan the

| doors. The ADON staled she never redirected

| tha resident away from doors due to the resident
was not exit seeking and not trying to get out of

| tha faclity. She further stated she did not know
the care plan interventlon was lo redirect the
resident The ADON stated it was her
responsibility {o review the care plans monthly;
however, she missed that Intervention.

Interview with the Administrator, on 04/24/15 at
7:58 AM, ravasiad he ralied on the Director of
Nursing (DON) and the ADON to monitor the staff |
to ensura the care plans were followed. He I
. stated they discussed concems in the marning
' meetings and this included not foliowing the care |
plans; however, he stated they had not discussed |
. lately, not fallowing the care plans or Resident #1. '

|

| The facility provided an acceptable Allegation of '
Cempliance (AGC) on 05/06/15 that alleged

| removal of the Immediste Jeopardy on 05/02/15. |

' Review of the AOC revealed the facility "

Implemented the following: |

' 1. On 04/20/15, Resident #1 was ratumed back to
the facility. Vital signs were conducted and a full
head to toe body assessment was conducted by |
LPN #5 . No injuries or harm were detactad. ;

2. On 04720116, One Hundred and Eleven (111) |
residents were accaunted for via physical count |
. compared to census data by the Interdisciplinary l
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| { On 4/20015 Lead technician from Applled |
F 262 . Continued From page 6 ] F 282 Audio Video validated systam was !
- Interview with the Assistant Director of Nursing working camectly.

' On 4/20/15, the Execufive Director posied
signs et each exit door to remind al staff|
and visitors to check behind them before |
they leava 1o prevent resident from :
following them outside. i

Also, on 4/27/15, the Exacutive Director
malled a letter io all famlly membars |
and/or responsible parfies etating door |
codes would not be provided end staff |
mambers will assist vistiors In end out the
doora. 114 letters were mailed. i
. On 4/20/15, the Directorof |
Nursing Services Initiated re-education on
Elopement Guidefina including not glving
door codas fo visilors and the
disengagement of the alarm when the
cods is entered. Staff verbalized ;
underslanding of the education and
repeated understanding of how the
syslem works. Educalion was provided i
peracn and via telephone. On 4/20/15,
tha Assistant Director of Nursing Services
educatad 6 RN's, 12 LPN's, 24 CNA's, 1,
HIM Coordinaior, 1 Business Offica |
Mangar, 5 Dietary Employees, 1 Payroli |
Asst, 1 Execulive Director, 1 nurse
asseasment coordinator, 1 Social
Services Coordinator, 1 Maintenance
Assistant and 1 Admission Diractor. Also
on 4/20/15, the Multi-Site Director of
Clinical Education educated 8 RN's, §
LPN's and 7 CNA's. On 412115, The
ADNS educsted 9 CNA's, 1 Soclal |
| Services Director, 1 HR Generalist,
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F 282 : Continued From page 7 1 F 282 ) Also on 4/21185, the Director of
Team that consisted of three (3) Unit Manager, | Nursing Services sducaled 4 RN's snd |
the ADON and DON., | the House Supervisor educated 3 LPN's

3. On 04/20/15, an audit was complated on One
Hundred and Eleven residents (111) by the ADON '
, and Unit Managers using the Golden Living
elopement assessment form to Identify potential
. new residents who were at risk, no additional
- residents wera added to list of current sixtesn
, (16} residents.

4. On 04/20/15, the Interdisciplinary Team (IDT)
' reviewed the care plans of saventeen (17)
, residents identified at risk for elopement. Two {2)
' care plans were ravised; ong (1) resident
(Resident #1) was placed on one (1) to one (1)
supervision and the other was no longer
considered an elopement risk, this raducad the
count to sixteen (18). |

5. Threa (3) efopement drills were conducted by
the ADON and resldents were accounted for via
visual observation/head count. On 04/21/15 at g
2:45 PM, 04/28/15 a1 8:30 PM and 04/29/15 at |
11:30 PM.

! 6. On 04/20/15, the two (2) public entry/exit doors
with the Accutech System were checked by the
Maintenance Director Assistant and determined '
1o be working correctly. A physical testusingan |
Accutech bracelet was conducted on both doors |

' and the bracelet alarmed during the fieen (15)
sacond egress test o alert staff, |
7. On 04/20/15 all seventeen (17) residents |
wearing an Accutech device were checked by the

: Director of Nursing Services (DON) and devices |
were determined to be warking correctly. A hand :
held device was used to determine proper

and 8 CNA's. On 4/2715, the Assistant
Diractor of Nursing educated 3 RN's, 6
LPN's and 3 CNA's. On 4/29/15, tha |
Assistant Director of Nursing educated 1 '
CNA. All 121 Facillty Employees were
educaled. Contract staff, therapy and
housakeeping services, were were :
Included In this training. On 4/30/15, the
Therapy Mansger educated 4 OT’s,
2PT's, 1 PTA and 1 Speech Therapist. |
On 511115, the Housekeaping Services |
Supervisor educated § housakeeping
employses. 15 cantract amployees were
educated In-parson or via telephone.
Staff verbalized underatanding of the
education and repeated understanding of
how the system works. This facility does
notuse Agancy. On 4/29H§, this
education was added to our General
Oriantation program. The Human
I Resources Generalist Is responsible to
ensura it occurs upon hire, annually |
thareafier and 83 needed.
° On 472015, Care Plan -
1 education was provided to 24 CNA's by |
I the Assistant Direclor of Nursing. Alsoan
| 412015, the Mulli-sits Director of Clinical
Education provided Care Plan educalion
to 7 CNA's, On 4/21118, the House
Supervisor educaled B CNA's on care
pians. On 4/21/15, the Assiatant Director
I of Nursing provided Cars Plan aducafion
{ lo 8 CNA's. On 4/27/15, the Assistant
I Director of Nursing provided Cara Plan
education fo 3 CNA's. On 4/28/15, the
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functioning of each bracelet.

. B, On 04/20/15 a lead technician from Applied
- Audio Video validated the Accutech System was
| working correctly.

: 8. On 04/20/15 the Administrator posted signs at
i each exit door to remind ataff and visitors to

| check behind them befora they leave to prevent
; residents from following themn outside.

' 10. On 04/21115 members of the Quality
Assurance Performance Improvement (QAPI)

. commitiee including the Madical Director held 3
meeting to discuss the elopsment that occurred
on 04/20/15 and develop a plan to prevent
recccurrence. Elopement policy and procaduras
ware reviewed and an addendum was added {o

' the policy to include not giving the code to visitors
or vendora. Discussion also included raview of

" how the coda alarm systam worked and changing
the code to the doors monthly or more often if

| needed,

i 11. On 04/20/15, 04/21/15, 04/20115, 04/30/15,

i and 05/01/15, the DON and ADON completed
re-education on Elopement Guidelines to 121
facility staff Including not giving door codes to
visitors and the disengagement of the alarm when
the code was entered and care plan education.

' 12, On D4/27/16 the Administrator mailed a letter
to all family members and/or responsible parties

i stating door codes would not be provided and

 staff members would assist visitors in and out the
doors. One Mundred and fourteen (114) letters
werg mailed.

13. The Multi-Site Clinlcal Educator provided

(X80 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o8y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PHEFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG :  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
[ DEFICIENCY)
] [
F 282! Continued From page 8 F282 » The Muiti-Site Chnical Edumth:

provided Care Plan training for licensed
aiaff that included a retumn demonstration!
On 4/29/15, 2 LPN's recalvid the
education. On 4/30/15, 5RN's and 2
LPN's racelved the tralning. On 511115, 14
LPN's and 8 RN's received the tralning. 4!
RN'sand 10 LPN's received the training
via lalephone and will provide retum |
demonstration prior to working their next |
shiRt. This will ensure that all 45 (100%) |
lizensed nurses will hava completed the |
trelning. Facility does not usa agency |
shaff, ;
. Cara Pian Education included, -
use of CNA Assignment Sheals, Iniliation
of Cere Plans, Updating of Care Plan,
Reviewing/revising/resolving as indicaled,
and foliowing the plan of cara,

- On 4721115, members of the
QAP| commitiea held a meeting to
discuss the event of 4720115 and develop
a plan fo prevant reoccurrence, The
following members wera in atlendance:
Medlcal Oirector; Director of Nursing
Services, Assistant Director of Nursing
Services; North Unlt Manager; East Unit '
ansger; Admissions Coordinator;
Central Supply Clerk; Maintenance
Aasistant; Activiies Diractor; HIM
Coordinator; Social Services Director; |
Soclal Services Assistant; RN, Fleld i
Services Clinical DirectorRNAC; |
Executiva Director, During this meeting
on 4/21115, the elopement policy end
procedures were reviewed and an

i addendum was added 1o the policy o

i inciude not giving the coda o visitors or
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care plan training, on 04/29/15, 04/30/15 and
- 05/01115, to forty-five (45) licansed staff that
included a demonstration. Education inciuded use
of CNA Assignment Sheets, inltiation of cara |
pians, updating of care plans, |
| reviewing/revising/rasalving and following the |
- plan of care. !

I 14, Starting 05/01/16 the Unit !
Managers/ADON/DON bagan completing audits |
during tha clinical start up meeting. Audits include |
care plans, prograss notes, 24 hour report and

' new admissions. This would continue on an I
ongoing bases.

i

i

15. On 05/01/15 Unit Managers and Weekend
. House Supervisor began making documented I
- rounds daily to observe residents for exit seeking |
behaviors and staff redirection of residents. i

. 16. On 05/01/15 Soclal Services staff began I
audits of documentation of mood and behaviors |
In the care tracker raport Monday through Friday |

“and would report any issues identified from these |
audits to the IDT/Startup teams. :

i
17. Beginning the week of 05/04/15, rasuits of all
audils would be reported in the QAPI committes
mesting for review and changes as indicated. The
QAPI meeting would be held weekly for four (4) |
weeks, tha bl-weekly for four (4) weeks, then '
monthly thereafter. The commitiee would also 5

| review compliance with education related to care

plan training and elopement. If the Medical |

, Director was unavailable in person on a weekly
basis, ha would raview progress by tefephone |
with the Administrator and/or DON, |

Through abservation, interview and record review

FORM APPROVED
CENTERS FOR MEDICARE & ICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
Cc
185192 B. WING 05/07/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
227 BROWNS LANE
GOLDEN LIVINGCENTER -ST MATTHEWS LOUISVILLE, KY 40207
(X4 | SUMMARY STATEMENT OF DEFICIENCIES l D PROVIDER'S PLAN OF CORRECTION i (x8)
PREFI, ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LEC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THEAPPROPRIATE |  DATE
: | DEFICIENCY) ;
A T
F 262 | Continued From page 8 | F 282 . Facliity door codes will be

changed monthly by the maintenance
assislance and more often If needed.

All Staff were educated either In person or
| via talephona that any Resldent at risk fo
eiopement should be redirected away |
from exit doors. Staff verbalized
understanding. {
|
CNA care guides have been updalad and
now Include interventions for Residents al
fisk for efopement. i
° Stariing 5115, the Unlt
Managar/ADNS/DNS began completing
audits during the clinical start up meating)
The audits include care plans, progress |
notes, 24 hour raport and new
edmissions. This will continue Monday
i thru Friday on an ongoing basis and the
waskend supervisor report will ba
reviewed every Monday in ciinical start up
i by the unit manegers and the :
= DNS/ADNS.
| . On 815, the Unit Managers '
! and Weekend House Supervisor began
i making rounds dally Io observe residents
! for exit sesking behaviors and ataff
redlrection of Residents. No cangcema ;
have been identified. Concemns thatara |
i Identified will be reporied to the Director
of Clinical Services.
! . On 5/1/15, Socie! Servicas staff
H bagan audling documentation of mood
| and behaviors in the care tracker reports
I Mandsy through Friday and wil report
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282 Continued From page 10 ' F 282 ® Beginning the week of
| the Stata Survey Agency valldated the AOC on 5/4/15, results of all audits will be
. 06/0715 as follows: reported in the QAPI Committee
| Meeting for review and changes as
| 1. Review of the head o toe assessment indicated, A QAPI Committee i
: conducted by LPN #5 for Resident #1 on meeting will be held weekly x 4 i
' 04720115 revealed no injuries wers found. weeks, then bi-weekly x 4 weeks,
thereafier. The :
Interview with LPN#5, on 0S/07/15 at 10:15 AM, L) ot -
revealed she completed the head to tce compliance wrth education related to
| assessment with no injuries found. care plan g and elopemeat. if |
| 2. Review of the census data from the physical the Medicel Dl""m"m;i’.‘m;“::ﬁ?le in
' count the facility conducted on 04/20/15 revealed person on & weekly basis, be h
, One Hundred and Elaven (111) residents wera review progress by telephone with |
accounted for, Executive Director and/or DNS.
interview with the ADON, on 05/07/15 at 10:45 immediale Jeopardy was ramoved on
AM, revesled she participated in the count using 6215.
some of the staff on duty at the time; the Unit
Manager and the House Supervisor.
_Interview with the Unit Manager, on 05/07/%5 at :
| 2:15 PM, revealed the census was verified and all
| residents were accounted for.
| 3, Review of the audit forms for One Hundred
' and Elaven (111) residents revealed sixtean (18}
| resldents were at risk for elopament. I
f Interview with the Unit Manager, on 05/07/15 at i
, 2:15 PM, revealed the audit was completed using - !
the Golden Living elopement risk questionnaire to |
determine if other resldents were at risk for l
elopement. :
4. Raview of the two (2) care plans that were
- revised revealed Resident #1 was placed on one | 1
to one (1:1) supervision and the other resident
_was no longer considered an etopement risk. |
FORM CMS-2667(02-99} Previous Veraions Obsolsla Event ID: UM1311 Faciity 10; 100283 if continuation shest Paga 11 of 39
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A
N
+ Obaervation, on 04/23/15 at 11:45 AM, revealed a F282 ! ’('\“,JJ (:’
' CNA was walking throughout the facility with - V' 37!
| Residant #1, . :
| Resident #1 was transferred : _
Interview with CNA#2, on 04/23/45 at 11:45 AM, | | to another facility with a K/ 23715
, revealed since the elopement a CNA was . it.
. assigned to Resident #1 and that staff member secure dementia unit
was to siay with the resident thraughout their : .
entire shift. All Residents at risk for
T .- Ba—— elopement have the potential
. 2. haview O e elopemen S condu
: revealad three (3) slopement drills were = bc.aﬂ'ected I.Jy the alleged
, canducted. One on D4/21/15 at 2:46 PM and twa ! deficient practice.
i ¢2ﬂ) on D4/29/15 at 8:30 PM and 11:30 PM. The !
drili conducted on 04/21/16 at 2:45 PM was ' Staff were educated that anv |
completed In five (5) minutes with One Hundred Resident at risk for / }_5’.2 e’f 15
and Twelve (112) residents. Drill conducted on
04/26/15 at 8:30 PM was complated in twelve clopement should be
(12) minutes with One Hundred and Six (108) redirected away from exit |
residenis and the drill conducted at 11:30 PM that doors. .
| same day was completed in ten (10) minutes with ' |
' One Hundred and Seven (107) residents. . i
Admission, hospital stays, out of building to visit CNA care guides have been ! o
- accounts for the census fiuctuation. updated to include 7255
' Post survey interviews, on 05/13/15 with CNA #17 | interventions for Residents ;
at 11:48 AM; CNA #18 &t 11:45 AM; CNA#10 at - risk for elopement. !
11:53 AM; and CNA #20 at 11:57 AM, revealed ;
. they all participated In the elopement drills by Unit Managers’f ADON/DON'
canducting resident counts. ill complete audits during |

the clinical start up meeting. .5/ '
Audits include care plans, |
care guides, progress notes, 5
24 hour report and new :
Observation of the tan (10) doors being locked, admissions. This will i
the fifteen (15) second alarm working correctly, continue on an on-going : |

FORM CMB5-2587(02-08) Previous Versions Obsolats Event 1D: UM131% Fecility ID: 100283 bgsis, If continuation sheat Page 12 of 39
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and the Accutech alarm system working comrectly |
was conducted, on 04/23/15 at 10:20 AM, with l |
the Aesistance Maintenance Diractor. A hand held :
device was used to determine the Accutech Unit Managers and Weekend

system was working correctly.

Interview with the Assistance Mainlenance
Director, on 04/23/15 at 8:42 AM, revealed he
conducted checks of all ten (10) doors every

' moming Monday-Fridays and the nursing staff
checked the doors on Saturday and Sundays.

, Interview with the House Supervisor, on 05/07/15
at 3:00 PM, revealed at the start of her shift, she
checked all doors with the Accutech box and
actually pushed on the doors to test the alarm.
She documentad these checks In the computer.

| 7. Review of the audit of the saventaen (17)
residents with Accutech devices ravealed all
: devices were determined to be working correctiy.

interview with the DON, on 04/23/15 at 3:30 PM,
revealed she complated the audits of the

| seventeen (17) resldents with Accutech devices,
for a total of eighteen (18) devices (one resident
had two devices), tested good with no
malfunction. She stated none of the davices

| indicated a low or dead battery and all worked
comrectly,

B. Revlew of a signed stalemant on letter head
from a lead technician from Applied Audio Video
' stated he responded lo a service requast an

The statement revealad he tested all equipment
and found the system to be One Hundred {100%)
percent functional.

1
04/20/15 for a review of the Acculech system. !
|
i
f

Supervisor will make rounds'
daily to observe residentsat | >/
risk for exit seeking

behaviors and staff t
redirection of residents.

Social Services staff will |
audit documentation of mood 5/ <IN
and behaviors in the care
tracker report Monday thru
Friday and will report any '
issues identified to the
IDT/Start up team.

;
Results of ali audits will be
reported at the QAPI meeﬁng
bi-weekly X 4 weeks then
monthly thereafter and
determine if further i
intervention is necessary.

SRS 5 FP)S
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| 9. Raview of a sign posted at each of the exit
doors ravealed the facllily reminded staff and
visitors to check behind them before exlting the
building to make sure residents don't follow them
| out tha door.

- Interview with Family Merber #1, on 04/25/15 at

| 7:45 PM, revealed she previously knew the code ‘

' to enter and exit the facllity and she would enter

; and exit the buliding on her own anytime she

: visited her loved one. Familly member #1 stated

| she had never et any resident exit the building
wilh himvher and she had never ssan a resident
entering In the code on the key pads to the doors.

10. Review of the QAPI meeting minutes

including the sign in sheet, dated 042115,
revaaled fourtesn (14) staff members were : i
presentinciuding the Medical Director. Review of
the minutes revesled the commitiee discussed

the elopament that occurred on 04/20/15 |
including a plan to prevent reoccurrence, ’
alopement policy and procedures, how the coda
alarm systam worked, and changing the door _
code monthiy or more often, !

Interview with the Administrator, on 05/07/15 at

2:30 PM, revealed the meeting was held to i

address the elopement, 1:1 supervision of the

resident, reassessing all the residents for

' elopement, alarm chacks, elopament book, ’

, updaling the care plans, signs posted, door codes
changed monthly, and staff education.

Post survey Interview with the Medical Director,
on 05/13/15 at 11:13 AM, revesled he was ! 1
natified of the elopement an 04720715, ' f
|

11. Review of training records including sign in : .
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I sheets, dated 04/20/15, revealed ninaly seven |
(97) slaff were tralned on safaty of residents, doar! ; |
. codes nat 1o be given out, elopement policy and |
procedures, following missing person action and i
! care plan education. Further review of training
records, dated 04/21/15, 04/27/15, 04/28/15,
04/30/15, and 05/01/15, ravealed the remaining
| twenty-faur (24) staff recelved education on these |
| days. i

interviews, on 05/07/t5 with CNA #13 at 1:05 PM,
CNA#14 at 2:17 PM, CNA #15 at 2:58 PM, CNA
#16 at 3:12 PM, RN #5 at 1:12 PM, Dietary Alde

| #19 at 2:07 PM, Dletary Aide #18 at 1:10 PM,

. Dietary Aide #13, at 1:31 PM, LPN #10 at 1:16

i PM, Housekeaper #14 at 1:45 PM, and i
Housekeeper #11 at 2:27 PM revealed they all

 had received in-service fraining on Elopament
Guidelines, not giving door codes to visitors, and
disengagement of the alarm when code is

| entered. CNAs all statad they received care plan

, training which included fotlowing the plan of care.

' 12. Review of the letter, dated 04/27/15, that was

' malled to all family members and/or responsible
partlas revealed all family members and/or

. rasponsible partias ware notified the facility would

i no longer provide visitors with the acceas codes

' to the entrances and a staff member would be

' required to let them In and out of the doors.

13. Review of training records Including sign in
sheats dated 04/28/15, 4/30/15, 65/01/15 and
05/03/15 revealed forty five (45) licansed staff
was tralned on initiation of care plans, updating of |
care plans, reviewing/revising/resolving, follawing i
care plans, and CNA Assignment Sheets included

. & demonstration. l |
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i interview on 05/07/15 with RN #5 at 1:12 PM,
LPN #10 at 1:16 PM, and RN #4 at 2:00 PM,
revealed they all had received in-service training

- on-care plans including updating, reviewing,
ravising, and following and a demonstration was
aigo given on the Point Click Care system,

i
I
|
f

14. Review of the Golden Clinical Startup
Checklist dated 05/01/15, 05/02/15, 05/03/15,
05/04/15, 05/05/15, 05/08/45, and 05/0715

. revealed Unit Mangers and Weekend House
Supervisors were conducting audits on care
plans, progress noles, 24 hour reparts and new |
admissions. ' I !

|
i
:
|
'
i

2:00 PM, revealed he had completed the clinicat
startup checklist every morning at the baginning
of his shift and would report any issues found to
, the DON and ADON. RN #4 stated those audits |
" would help him and other staff with keepingup |
with changing care plans, new admissicn care
plans, and following tha care of plan for residents.

Interview with Unit Mangesr RN #4, on 05/07/15 at i

| 15. Review of the observation sheats dated i i

05/01/16-05/08/15 revealed the sheets were i

' completed by the Unit Mangers and Weekend |
House Supervisors. Review revealed no

residents during that time frame were seen I

exiting seaking. | l

{

|

Qbservation, on 05/08/15 at 2:35 PM and on
05/07/15 at 7:15 AM, 9:00 AM, 9:30 AM, and
10:55 AM ravealed staff was walking throughout
the facility monitoring the residents. Observation
revealed no residents ware exit seeking during
those times. |

Interview with the House Supervisor, on 05/07/15

FORM CMS-2567(02-00) Previous Versions Obsolete Event 10: UM1311 Facility Iy, 100253 If continualion sheel Page 16 of 38




5028931811 u3l3di38 p.mMm. UD=U1=2Uld 1941

PRINTED: 05/21/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-.0391

STATEMENT OQF DEFICIENCIES {X1) PROVIDER/SUPPUER/CLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN QF CORRECTICN IDENTIFICATION NUMBER: A BUILOING COMPLETED

C
05/07/2015

185192 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, ETATE, ZiP CODE

227 BROWNS LANE
GOLDEN LIVINGCENTER - ST MATTHEWS LOUISVILLE, KY 40207

(X410 | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION i
PREFX °  (EACH DEFICIENCY MUST BE PRECEDED 8Y FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE

TAG .  REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE |

DEFICIENCY) i

1

(X3)
! COMPLETION
DATE

: |
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at 3:10 PM, ravealed her role was to monitor the
| facility by walking rounds to monitor for exit i
. seeking behaviors, document the observations
and the obssrvation sheet and review the
behsviors in the moming meeting.

|

]

!

' 18. Review of tha care tracker reports dated !
! 05/01/15-05/068/15 revealed Soclal Services slaff i
had conducted audits of documenting mood and '
behaviors in the care tracker system, |
l

[

Interview with the SSD, on 05/07/15 at 10:00 AM,
revealed she audited the mood and behaviors in
the cara tracker system and she presented that
information to the IDT/Startup teams each
morning. The SSD statad if sha found any issues :
she would follow up with staff and the residant i
involved. The SSD stated she antered that

' behavior and/or moed on the cara plan and

" documented In the progress notes any and all

| updales.

I 17. QAP! Committee would meei beginning the

. week of 05/04/15 to review resuits of the audits.
QAPI masting to be held weekly for four (4)
weeks, the blweekly for four {4) weeks, then

- monthly thereafter. The committee also to review
compliance with education related to care plan

! training and elopement. i

i Intarview with the Administrator, on 05/07/15at ! :

3:00 PM, revesled the first QAPI meating was {
scheduled for 05/08/15. The Administrator stated |
if the Medical Director was unavallable in person |

on a weekly basis, he would review progress by
- telephone with either him and/or the DON.

Post survay Intarview with the Medical Director, |
on 05/13/15 at 11:13 AM, revealed he attended i
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: the QA meatings on 04/21/15 and 05/08/15. He
further stated if he was not available for the
. meetings he would conferenca call with the
i Administrator.
F 323 ' 483.25(h) FREE OF ACCIDENT
88=J , HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that the resident
| environment remains as free of accident hazards
- @3 is possible; and each resident recalves
adequate supervision and assistance davices to
prevent accidents.

i

This REQUIREMENT Is not met as evidenced

by:

| Hased on intarview, record review, and review of
the faciiity's policy and investigation, it was
determined the facility falled to have an effective
system to ensure adequate supervision of
residents with known behaviors of wandering for
one (1) of eight (8) sampled residents {Residant

| #1).

' Resident #1 was assessed by the facility to be an
elopement risk and had an Accutech atarm

. applied. On 04/20/15, at approximately 12:55

' PM, Resident #1 left the facility's premises
without staff knowledge. The rasldent was found

| approximately 1:15 PM, off facility grounds,

- standing approximately two (2) feet from a busy

' two (2) lane road. The resident was directed by
staft to return to the facllity and was left
unsupervised. The resident walked back to the
facility and was assessed with no injury. The
weather for that day, 04/20/15, was verified o be

|
|
|
|

F 282

F 323

|
|
|
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sixty one (61) degrees Fahrenheit (F) between
| 12:45 PM- 1:56 PM, partly sunny with clouds and
i Resident #1 had on a long slesve flannel shirt,
long pants and tennis shoes.

The facility's failure to provide adequate
supervision of residents with known wandering

risk placed those residents In a situation that was
likely to cause serious injury, harm, impaimment or

death., Immediate Jeopardy and Substandard
Quallty of Care was identified on 04/27/15 and
was determinad to exist on 04/20/18.

' The facility provided an acceptable Allegation of
Compliance {ADC) on 05/06/15 with the facility

| alleging removal of the immediate Jeopardy on

| 05/02/15. The Immediate Jeopardy was verified
{o ba removed on 05/02/15 as alleged with the
scope and severity lowered to a "D" while the
facility monitors the Plan of Correction for
efectiveness of systemic changes and quality
assurance.

i The findings include:

. Review of the facliity’s policy regarding
Elopement, not dated, revealed residents
identified at risk for elopement would have an

| interdiscipliinary elopemeant prevention care plan

i

| daveloped. The care plan would include individual |

 risk factors and patterns.

Reviaw of the facllity's investigation, dated
04/23/15, revealad Resident #1 successfully

" exited the building without staff knowledge on
04/20/15. The investigation continued to state

" the Social Sarvice's Director {SSD) at
approximately 1:15 PM saw the resident walking
down tha road in front of the facility, The SSD

|
|

t » On 4/20/15, vt approxmately !
12:50pm, Resident #1 was at the North
Nurses Station by RN/Unit Managar.

° On 4/20/15, af approximately
1:18pm, Resldent #1 wes safely relurned
| to GLC-5L Matthews by staff members.
| . On 4/20/15, a head to toe
I

|

assessmant was completed by RN
assigned to Resident. No injuries wera |
noted. '
. On 420115 al approximately
1:20pm, resident #1 was placed on one
ona supervision with atafl.
. On 4/20/15 an Immediate
investigation was Inltiatad by the
] Execuiive Director and/or Director of
[ Nursing Services. -
! . On 4120115, Resldent #1 had an
] Accutech bracelet in place and it was
working properiy. The device was varified
{o be In working order by testing with the |
hand held Acculach device. The testing J
was parformed by the Director of Nursin
Services.
. Cn 4/20{15, Resident #1 cara
plan was reviewad and revislon was
made by Assistant Director of Nursing
t Sapvices (o include one on ane i
su ; i
. On 4/20/15, Director of Nursing
checked all 7 elopement binders to |
ensure this resident was included.
Resident #t was Included in all 7
elopemant binders In the facility. i
. On 4720115, Faciity Medical
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directed the resident back to the facility and
netified other staff for asslstance. The i
investigation stated the facility determined the |

resident was missing for fess than twenty (20) ° Cn 4120115, Resident #1's

{ Daughter was immediately notified of the
rinutes. - incldent by North Wing RN.
interview with the SSD, on 4/23/15 at 1:10 PM, Resident #1 remained one on ane untl he
' revealed sha found Resident #1 off of the facility was transferred to Golden Living Center-
grounds on 04/20/15 without staff present. She Camelot to the Alzheimer's Care Uniton |
stated, on 04/20/15 at approximataly 1:15 PM, 412412015,

she was driving back ta the facility and turned laft - | !

onta the two (2) lane road that runs in frant of the | . : i ,
facility. She stated after tuming onto the road she | - whm%i'ﬂ;::’ﬁﬁ’:;‘fﬂ:f
' happened to look out of her driver side window i 4 entered in to accutech system, all
and saw a perscn who she realized was Resldent ' alarms were disgbled, s%he
#1. She stated the resident was approximately inm:tl a leted -
' twa feet from the road, walking on the side of the | ! vestiga Sy O
. road with no sidewalk, walking away fromthe | 422115, The facilities Field Services |
facility toward a busy main road. The SSD ! Clinical Speciglist reviewed the
stated the resident was less than a mile from the | i investigation. .
facility and during that time of the day trafic was | . 4/2015, all residents were
; busy on the twa {2) lane road, She stated she ; ’ confimed safe within the Living Center by
then slowed down and stopped in the middie of I the Interdiscipinary Team (IDT). 111 i
i the road and rolled down her window and yelled | ! Residents were accounted for via i
for the resident to turn around and coma back to | physical count compared to census data.
the facility. She stated the resident then tumed | . On 4/20115, an audit was
around and staried walking back toward the | conducted on all current residents for
facility. Per interview, she loft the resident elopement risk using the Goiden Living |
' walking back towards the facility unsupervised. | elopement assassment form, The sudil
She continued 1o drive back to the facllity, and was completed by the ADNS'IUnIt
when she umed into the employee parking lot of Manag:‘rs y

the facility and parked her car, she saw Resident
#1 standing by the East Wing emergency door. |
The SSD also stated Resident #1 had on a long
sleeve flannel shirt, long pants and tennls shoes. '
i
|

*Interview with Resident #1, on 04/23/15 at 2:35
PM, revealad he/she was going to the dactor's
office where a friend worked; however, the
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binders were raviswed by the
F 323 Continued From page 20 F 323 Interdisciplinary Team {IDT). 17
* rasident stated he/she did not know whers the Residents wers listed in the binder.
office was located. Per interview, the resident ® On 4/20/15,The DT team
: walked out the front door, when someona opened reviewed the care plans of residenis
the door, but the device at the door only blinked \dentified at risk for etopment.17 care
“and the alert bracelet only blinked, and did not ! plans ware reviewed. Two cars plans
"alarm. The resident stated he/she walked down wara revised. One Resident was placed
ihe sireet {o the doctor's office. on one-on-one suparvision end the other:
Interview with the Administrator, on 04/24/15 at ::: na longer considerad an elcpement
7:50 AM, revealed she was made aware Resident
“#1 had eloped from the facility on 04/20/15 at . On 4/21/2015 an Elopement
_ Director of Nursing Services on first shift.
| tnterview with the North Wing Unit Manager All 112 residents were accountad for vie
. Reglstered Nurse (RN) #4, on 04/24/15 at 8:35 visual observationhead count.
' AM, revealed that he did not see Resldent #1 ) On 4/28/15 st approximately |
feave the facility on 04/20/15. He stated on 8:30 pm efopement drlll was conducted, .
04/20/15 at approximately 12:50 PM he was All 106 rasidents were accountad for via
sitting at the North Wing nurses’ station and visual pbservation/head count. At i
' Resident #1 walked up to him and asked him if 11:30pm on 4/29/45, an elopement drill |
he would open his/her milk. RN #4 stated he wes conducted. 107 Residents wera |
. opened the resident's milk and the resldent accounted for via visual obsarvation/hea
tumed and walked away from the nurses’ station | count T
| toward the Narth Dining Room. . On 4720415, the two doors "”"‘i
| Interview with Licensed Practical Nurse (LPN) #9, the Accutech System were checked by |
on 04/26/15 at 3:15 PM, revealed she saw Maintenance Director Assistsniwere |
! Resident #1 at approximately 12:50 PM on determined fo be working comectly. A
04/20/15. LPN #9 stated she was in the Nerth physical fest using an accutech bracslet
Dining Room, she saw Resldent #1 come into the was conducted on both doors. Accutech;
: dining at approximataly 12:50 PM and the brecelets did alarm during the 15 second
resident asked for a peanut butter sandwich. She egress test to alert staff. 1
| stated the resident stood and waited for dietary . On 4720115, 8l 17 residents '
staff to give him/her the sandwich and he/she wearing an Accutech device wera |
turned and walked out of the dining rcom. She chacked by the Director of Nursing i
Stal: appro;dmately tF-'Iﬂ (10) mlngtes aﬂerl h Services and devices were dalarmined to
Reslident #1 left the dining room she saw him/her be working correctly. A hand held device
walking In the haliway toward the West Wing. | wak unsi U dnléioid propec nctoning
. She stated she recalled the resident wearing a of aach hracelet
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F 323 | Continued From page 21 F 323 On 4/20/15 Lead techniclan from Applied
long sleave ftannel shirt, long pants and tennis | Audio Video valldated system was
shoes. She stated she never saw Resident#{ | working comectly, !
outside the facility and did not hear an alarm | ;
; sound. On 472015, the Executive Director posted
‘ signa at each exit door to remind all staff
. Interview with LPN #5, on 05/07/15 at 10:15 AM, | and visitors to check behind them before |
' ravealed she was the nurse who was assigned to | thay leave to prevent realdent from 1
the North Unit where Resident#1 resided. She | following them utside, Also, on 4/27/15,
' stated she assessed Resident #1 on 04/20/15 at | the Exacutive Director mailed a lettar o |
1 4:20 PM, &fter the elopement. She stated | all family membess and/or responsible |
Resldent #1's vital signs were normaland a full | parties stating door codes would not be
head to toe assessment was completed and no rovided end staff membars will assisi |
obvious Injuries were found. She stated she alsg | EI itore In and out the o 114 Istts '
notified the Medical Director, the attanding | . g o0 114 ey
hysici ) |
E physician, and notified the residant's family. : hy On 472015, the Direclor of ;
| Review of the clinical record for Resident #1 Nursing Services Initiated re-sducation on
revealed the facillty readmitiad the residenton | Elopement Cuidefine including not giving|
11/07/14, with diagnoses of Alzheimer's Disease, ' door codes to visiiors and the i
Damantia with Behaviors and Unspecified | disengagement of the alarm when the
Intellectual Disabllities. The record revealed the | coda la enlared. Steff verbalized
resident wandared throughout the facility freely, | | understending of tha education and
: The facility conducted an slopement risk | i repeatad understanding of how e i
evaluation upon readmission, on 11/07/14, with | | system waorks. Education was provided in
findings of wandering behaviors, The resident's i person and via telephone, On 4/20115,
picture was placed in the Elopament Binder and a . i the Assistant Director of Nursing Services
Accutech Tag was placed on the resident. ‘ educalad 8 RN's, 12 LPN's, 24 CNA's, 1
| Review of the Quarterly Minlmum Data Set | - kel e[ S
(MDS) assessment, dated 02/14/15, revealed the | mg: 'E cscul Dlm | Payrol
facility assessed the residsnt to have a cognitive | ' b e
| loss with & Brief Interview for Mental Status | ! assassment coordinalor, 4 Sociel
' (BIMS) score of eleven (11) out of possible fiftesn Services Coondinator, 1 Malnfenance
{15). The facility assessed the resident io have a | Assistant and 1 Admission Director. Also
) self-care Impairment requiring limited assistance ! | on 4/20/15, the Multi-Site Director of
" with bed mobillity and transfers. The facllity : Clinical Education educated 6 RN's, 5
| assessed the resident to be independsnt ' LPN's and 7 CNA's. On 4/21/15, The
-{needing no staff assistance} with ambulation. i ADNS educated 8 CNA's, 1 Soctal [
; | Services Director, 1 HR Generalist, 1
FORM CMS-2587(02-9) P one : acal, b LISy Enpioyees, T2
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: . Also on 4124115, the Direcior of
F 323 | Continued From page 22 F 323 Nursing Sarvices educalsd 4 RN's and !
| Review of the Comprehensive Care Plan, doted the House Supervisar educated 3 LPN's |
11/07/14, revealed all staff was to redirect . snd 8 CNA's. On 4/2715, the Assistant
Resldent #1 away from doors. Othar interventions Diractor of Nursing educated 3RN's, 6 !
. included: evaluata effect of cognitive impairmant LPN's and 3 CNA's. On 428/15, the
! upon the resident’s abllity to understand changes Assistant Director of Nursing educated 1
in surroundings: Involve resident in activities; take CNA. All 421 Facllity Employees were |
' picture of resident and place in elopement book; sducated. Conlract stalf, therapy and i

and, placement of an Accutech. housekeeping services, were were

[
included In this iralning, On 4/30/15, the |
Therapy Manager educaled 4 OT's, i
2PT's, 1 PTA and 1 Speech TherapisL.

tntarview with the MDS Coordinatar, on 06/07/15
at 8:15 AM, ravealed the elopement care plans
were generated from a computer program. The

MDS Coordinator could not verbalize the exact On 5/1/15, the Housekeeping Services
. interventions for Resident #1 related to Supervisor educated 6 housekeeping l
| elopement. However, she stated potential employeas. 15 contract employees were
interventions would be residents wearing an educated In-person or via telephone,
| Accutach tag for monitoring, and thelr piclure Staff verbalized understanding of the |
: baing placed in the elopement logs at each of the aducation and repeated understanding of
| nursing stations and throughout the facliity. Per how the systam warks. This facllity does |
' Intarview, the entire facility would be a safe not usa Agency. On 4/28/15, this
| environment for residents who wandered aducation was added tn our Genersl
. because all exit doors required a code and had Orlentation program. The Human
an Accutech alarm system. Resources Generalist Is responsible to
' Intarview with the Assistant Director of Nuraing e e b e |

(ADON), on 04/27/15 at 10:30 AM, revealed :
| Resident #1 was assessed for an elopement risk ;du mﬁou?t“a:mg:l:ﬁa:z?g;ws by |
due to wandering, impaired cognition and being i AGsiatant Df T or of Nurging. Al ¥ |
ambulatary. She stated bafore the elopement the B ASE r of Nursing, A0 0n

resident had never tried leaving the building nor | 4120/15, the Mult-site Director of Clinical
| did he/she have a history of exit seeking and Education provided Care Plan educafion
would ambuiate freely throughout the antire ' to 7 CNA'S. On 4/21/15, the Housa
facility. She stated the resident would stand at the Supervisor educated 8 CNA's on care
 entry/exit doars and look out the window, but plans. On 4/21/15, the Assistant Direcior
never fried to open the doors. The ADON stated of Nursing provided Care Plan education
sha never redirected the resident away from i 1o 8 CNA's, On 4/27H5, the Assistant
doors due to the rasldent was not exit seeking Director of Nursing provided Cara Plan
and not trying to get out of the facility. ! aducation fo 3 CNA's. On 4/29/15, the
i Assistant Director of Nursing provided
FORM CM&-2567{02-99) Previcus Versions Gbsolsia Event 10;UM131Y Facitty i0: 100zsaducation i 1 CNARr ¥h{AQRAhIAeat Page 23 of 38
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| . The Mult-Site Ciinical Educalor
F 323( Continued From page 23 provided Care Plan tralning for licansed |

| Continued interview with LPN #5, on 05/07/15 at
10:15 AM, revealed Resident #1 walked freely
through the fagility and LPN #5 witnessed

i Resident #1 standing in front of antry/exit doors |

! looking out the widows, but she never saw
him/her trying to exit the facility. LPN #5 stated

- she did not ever redirect Residant #1 away from

| doors because she never saw him/her trying to
push open the doors.

Interview with Certified Nursing Assistance (CNA)
#2, on 04/23/15 at 11:45 AM, revealed she had

| worked with Residant #1 for the past couple of

 weeks. She stated the resident hardly ever sat
and he/she walked all day thraughout the facility.
She statad Resident #1 would stand in front of
the entry/exit doars {o look out, but the resident
never tried opening the doors. She stated she

. never rediracted Resident #1 away from door the |

1 doors when he/she was standing in front of It. i

. Continued interview with the SSD, on 4/23/15 at
1:10 PM revealed she never saw Reslident #1
trying to opan or go out the entry/exit doors. She
statad she had seen the resident standing and
locking out the glass windows of the doors. The
SSD stated she did not know that Resident #1's
care plan intervention statad staff was to redirect

. the resident away from doors. ]

Interview with the Activity Assistant, on 04/23/15
at 1:45 PM, reveealed she saw Resident #1 avery |
time she warked and he/she enjoyed walking i
throughout the facility. She stated she would see !
tha resident standing In front of the entry/exit
doors sometimes just looking out the window.

' She stated she had never seen Resident #1 axit |
seeking and she never redirected the resident
away from doors. |

F 323

siaff that included a retumn demonstration,
On 4129115, 2 LPN's recelved the '
education. On 4/30/15, 5 RN's and 2
LFN's recelved the training. On 5/1/16, 14
LPN's and 8 RN's received the training. 4
RN's and 10 LPN's received the fraining
via telephone and will provide relum |
demonstration prior to working thelr naxt |
shift. This will ensure that ail 45 (100%) |
licensed nurses will hava completed the |
tralning. Facility does not use agency
staff. i
. Care Plan Educalion Included, |
use of CNA Assignment Sheels, Intiation’
of Care Pians, Updating of Care Plan,
Reviewing/fravising/resolving es Indicated,
and following the plan of care,

° On 4721115, members of the
QAPI committee held & mesting to |
discuss fhe svant of 4/20/15 and develop
a plan io prevent reoccutrence. The
following members wera In altendance:
Medical Director; Director of Nursing
Services, Assistant Director of Nursing
Services; North Unit Manager; East Unit
Manager; Admissions Coordinator;
Centra! Supply Clerk; Maintsnance
Assistant; Activifies Director; HiM
Coordinator; Sociat Services Diractor;
Soclal Services Assistant; RN, Field
Services Clinical DirectorRNAC; !
Executive Director. During this meeting |
an 4/21115, the elopement policy and |
procedures wers reviewed and sn
addendum was added to the policyto |
include nol giving the code to visitors or
vendors. Discussion also Included review
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F 323 Continued From page 24 F 323 . Faciilty doot codes will be
| . | changed monthly by the malntenance |
' Further revlew of the faclility's investigation | gssisiance end more often if needed.
re\.'aaleti:'.:l a visitor had put in the code to the exit
door and ailowed the resident to leave tha facility; |
however, this could nat be validated by the Stata ;‘mgaﬂfnhh'l“&"gg’s"ggé:‘n“;::&eﬂn .
: Survey Agency during their investigation. audits during the clincal start up mesfing.
; Continued Interview with LPN #5, on 05/07/15 at The sudils include care plane, progress |
' 10:15 AM, revealed she was aware that entering notes, 24 hour raport and naw '
the code in the key pads at tha entry/exit doors admissions, This will continue Monday |
{ would disarm the system. She stated she had : i thru Friday on an ongoing basis and the |
" previously let residents out of the facllty with ' waskend supervisor raport will be |
family members and she would have to disarm raviawed avery Monday In clinical start up
| the system for that reason. by the unit managers and the i
Continued intarview with the ADON, on 04/27/15 DN e
i niarview wi 2 , on 5, the Unit Managers |
at 10:30 AM, revealed she was aware that the : On Bri/s, i =
and Weakend House Supervisor began
; code to the Accutech system disarmed the alarm. making rounds dally to observe residants |
i She stated that when she escorted residents out [
i for exit seexing behaviors and staff !
; of the building to leave with visitors she would
redirection of Residents. No concems
anter in the code at the key pad so the resident have besn identified. Concefns that are
could leave the facility. She also staled she never aye ::l:vl [?)"e wriod lo he Oack
thought a resident would elopement with a visitor | Identified will be repo 2
 or vendor. of Clinical Sarvices. !
. On 51115, Social Services siaff
. However, continued interview with CNA#2 on began auditing decumentation of meod
04/23M15 at 11:45 AM, the SSD on 4/23/15 at 1:10 and behaviors in the care tracker reports |
PM, the Activity Assistant on 04/23/15 at 1:.45 PM, Maonday thmaugh Friday and will report
RN #4 on 04/24/15 at 8:35 AM, LPN #7 on any Issues identified from these audils Iu
* 04/24/15 at 9:00 AM, LPN #6 an 04/24/15 at tha IDT/Startup team.
- 10:25 AM, LPN #8 on 04/26116 at 3:15 PM, and
' the MDS Coordinator on 05/07/15 at 8:15 AM, all
revealed they did not know the Accutech system |
wouid disarm when the code was entered Into the i I
key pad at the entry/axit doors.
. Interview with the Maintenance Director, on |
04/24/15 at 10:05 AM, revealed he did not know i :
until afier this elopement occurred that the i i
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F 323 Continued From page 25 F 323
Accutech system would disarm when the code
was entered Into the key pad at the entry/exit
: doors. He stated he was unaware unti the . Beginning the week of 5/4/15,
! techniclan came to the facility on 04/20/15 to results of all audits will be reported In the!
! check the Accutech system and made him aware QAP Committee Meeting for review and
| ot that tme. changes as Indicated. A QAPI Commities
i t
" Interview with the Adminisirator, on 04/24/15 at maaﬁ;g wil be::m”%g :::ﬁ" |
' 7:50 AM, revealed she was unaware befora the me" al-terMHThdy m&" will also raviy
elopement that the Accutech system would ikl wielhmm lion raisind 5 e
disarm when the code was entered into the key comphiance with ecucation o car
pad at the entry/exit doors. She stated that the pian training and elopement. if the i
. facllity falled to ensure the safety for Resident #1 Medical Director Is unavallable in person,
by not adequately supervising the resident by not on a weskly basis, he will review progress
knowing that he/she had exited the building. by telephone with Exacutive Director
' sndior DNS,
; Immediale Jeopardy was removed on
' The facility provided an accaptable Allagation of 5/2116.
Compliance (AOC) on 05/06/16 that alleged
removal of the iImmediate Jeopardy on 05/02/15.
Raviaw of the AOC revealed the facility
implemented the following:
1. On 04/20/15, Resident #1 was returned back to |
the facllity. Vital signs wera conducted and a full
I head to toe body assessment was conducted by !
| LPN #5 . No injuries or harm ware detected, |
| 2. On 04/20/15, One Hundred and Eleven (111) ;'
residents were accounted for via physical count [ !
: compared to census data by the interdisciplinary |
Team that consisted of three (3) Unit Manager, '
the ADON and DON. i !
1 3. On 04/20/15, an audit was completed on One i
; Hundred and Eleven residents (111) by the ADON |
and Unit Managers using the Goliden Living !
elopement assessment form ta identify polential |
' new rasidents who were at risk, no additional '
FOHM CMS-2587(07-80) Previous Veralons Chaolate Evant ID:UM1311 Faciity ID: 100251 if continuation shesat Page 25 of 39
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F 323! Continued From page 26 F 323‘ . transf ’
' regidents wera added to Iist of current sixteen _ Rcs::ent #1. whs [ th em=Cito 73715
/ {16) residents. i ano er‘fnml_xty with a secure |
l dementia unit. 5
* 4. On 04120715, the interdisciplinary Team (IDT)
reviewad the care plans of seventaen (17) | s . '
| residents identfied at risk for elopement. Two (2) All residents atrisk for
 care plans were revised; one (1) resident elopement have the potential tc
' (Resident #1) was piaced on one (1) to one (1) be affected by the alleged
snpawlsion and the other was no longer : racti
| considered an elopament rigk, this reduced the | deficient practice.
! count to sixieen {16). i .
H An anti-trailing system was
6. Thrag (3) elopement drills were conductad by ‘ added to the two exit doors. ;'/ 5
- the ADON and residents were accounted for via : :
| visual observation/head count. On 04/21/15 at A.n‘alarm ‘.“ll sound ifa i
| 2:45 PM, 04/29/15 at 8:30 PM and 04/28/15 at resident with an Accutech
: 41:30 PML bracelet exits the door, even if
the bypass code i entered. .
6. On 04/20/15, the two (2) public entryfexit doors byp
with the Accutech System were checked by the :
Maintenance Director Assistant and delermined Staff were educated on the new
t:oléa wn;klng comectly. A physical test using an door alarm process andtore- - 54 43"
utech bracelet was conducted on both doors dire i it
and the bracelet alarmed during the fiteen (15) | 1 ot W gt ’g‘ I "
' sacond egress fest to alert staff. : i ; opement away from cxi
i oors.
[ 7. On 04/20/15 all saventzen (17) residents
wearing an Accutech device were checked by the | it Mana
Director of Nursing Sarvices (DON) and devices Bf]n SWADOEUDON )
| ware determined to be working correctiy. A hand | complete audits during the -]
held device was used to determine proper clinical standup meeting.
functioning of each bracelet. Audits include care plans, care
' 8. On 04/20/15 a lead technician from Applied guides, progress notf:s,_24 hour
Audio Video validatad the Accutech System was | i report and new admissions.
- working correctly. ! This will continue on an on- |
i | 3 3
9. On 04/20/15 the Administrator postad signs at | going basts. i
each exit door to ramind staff and visitors to i
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F 323 Continued From page 27 F 323] |
| check behind them befora they leave to prevent :
residents from following them outside. Unit Managers and Weekend P
; . . P §
' 10. On 04/21/15 members of the Quallty Supervisor will make rounds |57/ 5
' Assurance Performanca Improvement (QAPI) daily to observe residents for '
| commitiee including the Medicat Director held a exit seeking behaviors and staff'
| meeting to discuss the elopement that occurred irection of residents.
on 04/20/15 and devalop a plan o prevent redircction of residen i
| reaccurrence. Elopemeant policy and procedures . . . i
| were reviewed and an addendum was added to Social Services will complete ‘
. the policy to ln'clude not giving the code to visilors audits on mood and behavior u:ll -8
, brvendors. Discussion also included review of
" how the code alarm system worked and changing the care tra_cket regort'lll\d onday :
the code {0 the doors monthly or more often if through Friday and will report |
needed. any issues identified from thes(e
audits t IDT/Startup team.
: 11. On 04/20/15, 04/21/15, 04/29/15, 04/30/15, i dits to the i P i
| and 05/01/15, tha DON and ADON completed i . .
; re-education on Elopement Guidefines to 121 | - Results of these audits will be |,
facility staff including not giving door codes to | reported to the QAPI ,'
visitors and the disengagement of the alarm when committee meeting for review |
the code was entered and care plan education. | and changes as indicated. The |
12. On 04/27/15 the Administrator mailed a tatter QAPI meeting will be held bi-
i to all family members and/or responsible parties weekly time four weeks then l
staling door codes wouid not be provided and
staff members would assist visitors In and out the | monthly thereafler. ,
doors. One Hundred and fourteen (114) latters B '
were mailed. | SRS~ 5. 245 |
13. The Multl-Site Clinical Educator provided :
care plan training, on 04/20/15, 04/30/15 and 4
05/01/15, to forty-five (45) licensed staff that ;
included a demonstration. Education included use |
of CNA Assignment Sheels, Initiation of care |
plans, updating of care plans,
reviawing/revising/resalving and fallowing the
I plan of care.
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F 323 Continued From page 28

t
‘, F 323
. 14, Starting 05/01/15 the Unit i
Managers/ADON/DON began completing audits .
during the clinical start up meeting. Audits include |
| care plans, progress notes, 24 hour report and
' new admissions. This would continue on an

| ongoing bases.

15. On 056/01/15 Unit Managers and Weegkend
Housa Supervisor bagan making documented
rounds dally to observe residents for exit seeking
behaviors and staff redirection of residents.

' 16. On 05/01/15 Soclal Services staff began
audits of documentation of mood and behaviors

| in the care tracker report Monday through Friday
and would repart any Issues |dentified from these

, audits to the |DT/Startup teamns.

17. Beginning the week of 05/04/15, results of all

i audits would be reported in the QAP| commitiee
meeting for review and changes as indicated. The
QAPI meeting would be held waekly for four (4) _
weeks, the bi-weekly for four (4) weeks, then ! ;

. monthly thereafter. The committes would also | |
review compilance with education related to care ’
plan training and elopement. If the Medical
Director was unavailable in parson on a waekly
basis, he would raview progress by telephone

. with the Administrator and/ar DON, !

' Through observation, interview and record review |
the State Survey Agency validated theAOCon |
; 05/07/15 as follows:

1. Review of the head to toe assessment l
- conducted by LPN #5 for Resident #1 on
04/20/15 revealed no Injuries were found.

Interview with LPN #5, on 05/07/15 at 10:15 AM, |
FORM CMS-2547(02-99) Previous Versiona Cbsolets Event 1D: UM1311 Facility I: 100253 If continuation shest Page 28 of 29

| RECE|VE

e § W




502893 14N

DEPARTMENT OF HEALTH AND HUMAN SERVICES

usiauiug pam. vo=ui=2ui3 3L a1

PRINTED: 05/21/2015
FORM APPROVED
OMB NO -0

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUFPLIER/CLLA,
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185192

(%2} MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

{X3) DATE BURVEY
COMPLETED

c

0510712015

NAME OF PROVIDER OR SUPFLIER
GOLDEN LIMINGCENTER - 5T MATTHEWS

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

{X4) D
PREFIX |
TAG !

| BUMMARY STATEMENT OF DEFICIENGCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX
TAG

PROVIDER'S PLAN OF EORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CRO3JS-REFERENCED TO THE APFROPRIATE
DEFICIENCY)

:

F 323; Conllnued From pape 29

| revealed she complated tha head to toe
assassment with no injuries found.

2. Review of the census data from the physical
count the facifity conducted on 04/20/15 revealed
One Hundred and Eleven (111) resldents were

| accounted for,

Interview with the ADON, on 05/07/15 at 10:45

AM, revealed she participated in the count uging |

some of the staff an duly at the time; the Unit |
- Manager and the House Supervisor. |

| Interview with the Unit Manager, on 05/07/15 at

| 2:15 PM, revealad the cansus was verified and all
residents were accounted for.

3. Review of the audit forms for One Hundred
i and Eleven (111) residents rovealed sixtean (16)
| residents were at risk for elopement.

| Interview with the Unit Manager, on 05/07/15 at

| 2:15 PM, revealed the audit was completed using
| the Golden Living elopement rigk questionnaire to
; determine if other residants were at risk for

i elopament.

|

4. Review of lhe two (2) care plans that were
revised revealed Resident #1 was placed on one ;

; to ane {1:1) supervision and the ather resident
was no longer considerad an elopement fisk. !

Observation, on 04/23/15 at 11:45 AM, revealed a
CNA was walking throughout the facility with |
Resident #1.

Interview with CNA#2, on 04/23/15 at 11:45 AM,
revealed since the elopement a CNA was
| assigned to Resident #1 and that staff member

Fa23 !
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| was to stay with the resident throughout their
. antire shift. .

5. Review of the elopement drills conducted

| revesaled threa {3) elopement drills were

! conducted. One an 04/21/15 at 2:45 PM and two

1 (2) on 04/29/15 at 8:30 PM and 11:30 PM. Tha

" drill conducted on 04/21/15 at 2:45 PM was
completed in five (5) minutes with One Hundrad

' and Twelve (112) residents. Drlll conducted on
04/29/15 at 8:30 PM was completed in twelve

{12} minutes with Ona Hundred and Six (106)

i residants and the drill conducted at 11:30 PM that

- same day was completed in ten (10) minutes with
One Hundrad and Seven (107) residents.
Admissian, hospital stays, out of building to visit i

. accounts for the census fluctuation. :

. Post survey interviews, on 05/13/15 with CNA#17 :
 at 11:48 AM; CNA#18 at 11:49 AM; CNAMS at !

11:53 AM; and CNA#20 at 11:57 AM, revealed ;
- they all participated in the elopament drills by I
' conducling resident counts. i

| §. Review of the facility's Dally Maintenance '
. Rounds revealad tan {10) doors Including the I
i Main and North/Rear entry/exit doors were all
| checked and operating correctly. '

' Obseyvation of the ten (10) doors being locked,
_ the fiftaen {16) second alarm working comectly,
| and the Accutech alarm sysiem working carrectly |
was conductad, on 04/23/15 at 10:20 AM, with
the Assistance Maintanance Director. A hand held :
device was used to detarmine the Accutech
. system was working correcily.

[
|
Interview with the Asgistance Maintenance '
Diractor, an 04/23/15 al 5:42 AM, revealed he
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' conducted checks of all ten (10) doors every :

morning Monday-Fridays and the nursing staff
checked the doors on Saturday and Sundays,

, Interview with the House Suparvisor, on 05/07115

at 3:00 PM, revealed at the start of her shift, she I
- checked all doars with the Accutach box and |
actuslly pushed on the daors to test the afarm. .
She documented these checks in the computer. |

7. Review of the audk of the seventeen “un
. residents with Accutech devices revealed all
devices wera detarmined 1o be working correctly.

I
Interview with the DON, on 04/23/15 at 3:30 PM, ‘ |
revealed she completed the audits of the i
seventeen (17) residents with Accutech devices, l
for 2 total of eighteen (18) devices {one resident
had two devices), tested good with no
malfunction. She stated none of the davices
indicated a fow or dead battery and all worked
correcily.

from a tead technician from Appiied Audio Video
stated he responded to a service fequest on
04/20/15 far a review of the Accutech systemn.

The statement revealed he tested all equipment
and found the system to be One Hundred (100%}) |
percent functional. i |

|
!
]
j
8. Review of a signed statement on letter heard | |
|

9. Review of a sign posted st each of the exit .
- doors revealed the facility reminded sisff and ’ ;

visltors to check behind them before exiting the

building to make sure residents don't follow them i

out the door.

Interview with Family Member #1, on 04/25/15 at | o
7:45 PM, revealed she previously knew the code i i
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i to enter and exit tha facllity and she would enter | !

and exit the building on her own anytime she

. visited her loved one. Family member #1 stated

. she had never let any resident exit the bullding

! with him/har and she had naver seen a resident

i entering in the code on the key pads to the doors.

] 40. Review of tha QAP| meating minutes
| including the sign In sheet, dated 04/21/15,
revealad fourteen (14) staff members were - i
1 presant including the Madical Director. Review of f H
} the minutes revealed the committea discussed l
| the elopement that occurred on 04/20/15
Including a plan lo prevent reoccurmence, -
, elopement policy and procedures, how the code i
i gtarm system worked, and changing the door |
. code monthly or more often. |

Intervisw with the Administrator, on 05/07/15 at
2:30 PM, revealed the meeting was held to
| address the elopement, 1:1 supervision of the
resident, reassessing all tha rasidents for 1
! eloperent, alarm chacks, elopement baok,
i updating the care plans, signs posted, door codes
, changed monthly, and staff education.

Post survey interview with the Medica! Director,
. on 05M13/15 at 11:13 AM, revealed he was
notified of the elopement on 04/20/15.

11. Review of training records including sign in i )
sheets, datad 04/20/15, revealed ninety seven |

. {97) staff were trained on safety of residents, door
codes not to be given out, elopament policy and

. procedures, following missing person action and
care plan education. Furthar review of training i
records, dated 04/21/15, 04/27/15, 04/28/15, I

1 04/30/15, and 05/01/15, ravealed the remaining

' twenty-four (24) staff received education on these | [
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Interviews, on 05/07/15 with CNA#13 at 1:05 PM,
| CNA#14 at 2:17 PM, CNA#15 at 2:58 PM, CNA
| #16 at 3:12 PM, RN #5 at 1:12 PM, Dietary Alde
} #19 at 2,07 PM, Dietary Aide #18 at 1:10 PM,

Dietary Aide #13, at 1:31 PM, LPN 210 at 1:16
' PM, Housekeeper #14 at 1:45 PM, and
i Housekeeper #11 at 2:27 PM revealed they all
; had received in-service training on Elopement
| Guldelines, not giving door codes to visitors, and
! disengagemeant of the alarm when code la

entered. CNAs all stated they received care plan

training which inciuded foliowing the plan of care.

. 12. Review of the letter, dated 04/27/15, that was

| malled to all family members and/or responsible

. parties ravealed ail family members and/or

- responsible parlles were nolified the faclfity would
no longer provide visitors with the access codes

to the entrances and a staff member would ba
' required to let themn in and out of the doars. |

- 13. Review of training records including sign in
sheels dated 04/25/15, 4/30/15, 5/01/15 and
05/03/15 revealed forty five (45) licensed staff

“was trained on initiation of care plans, updating of

care plans, reviewing/revising/resolving, following |

| care plans, and CNA Assignment Sheats included
demonstration.

Interview on 05/07/15 with RN #5 at 1:12 PM, !
| LPN #10 at 1:16 PM, and RN #4 at 2:00 PM, |
' revealed they all had recelved in-service training
on care plans including updating, reviewing,
revising, end following and a demonstration was
+ aiso given on the Point Cllck Care system. i
|
14. Review of the Golden Clinicat Startup |

F 323
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, Checklist dated 05/01/15, 05/0215, 05/03/15, i

1 05/04/15, 05/05/18, 05/06/15, and 05/07/15

revealed Unit Mangers and Weekend House I

Supervisors were conducting audits on care

* plans, progress notes, 24 hour reporis and new
admissions.

, Interview with Unit Manger RN #4, on 05/07/15 at !
2:00 PM, revealed he had completed the clinical

' startup checklist every morning at the beginning

" of his shift and would report any issues found lo
the DON and ADON. RN #4 stated those audits
would help him and other staff with keeping up
with changing care plans, new admission care
plans, and following the care of plan for residents.

15. Review of the abservatlon sheets dated ! |
05/01/15-05/06/15 revealed the sheats were ! |
completed by the Unit Mangers and Weekend | |
House Supervisors. Review revealed no |

residents during that time frame were sesn |
exiting seeking. !

Observation, on 05/06/15 at 2:35 PM and on | !
05/0715 at 7:15 AM, 9:00 AM, 8:30 AM, and ! ¢
- 10:55 AM revealed staff was walking throughout |
! the facility monitoring the residents. Observation |
revealsd no residents were exit seeking during |
those times,

interview with the House Supervisor, on D5/0715 | | |
at 3:10 PM, revealed her role was o monitor the | | !
facliity by walking rounds to monitor for exit ! i
seeking behaviors, document the abservations . !
and the observation sheel and review the ! ' .
behaviors In the moming meeting. i |

F 441 4B3.65 INFEGTION CONTROL, PREVENT F 441

ss=p SPREAD, LINENS ‘
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of disease and infection.

* (a) Infection Control Program
The facility must establish an Infaction Controi
| Program under which it -

in the factity;
should be applied to an individual resident; and
actions refated 1o infections.

(b} Preveniing Spread of Infection
(1) When the (nfection Control Program
! determines that a resident neads isolation to

isalate the residenL
(2) The facility must prohibil employees with a
communicable disease or nfected skin lesions

direct contact will transmit the disease.
{3) The facility must require staff to wash thair

hand washing s indicated by accepted
profassional practice.

{c) Linens

Personnel must handle, store, process and
 transport linens so as to prevent the spread of

infection.

. Infection Control Program designed to provide a
| safe, sanitary and comfortable environment and
to heilp prevent the development and transmission’

(1) Investigates, controls, and prevents infections

! {2) Decides what procadures, such as isolation,

(3) Malntains a record of incidents and corrective

prevent the spread of infection, the facility must

from direct contact with residents or their food, if

i

hands after each direct resident contact for which |

Xao | SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORNECTION I
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE
i . DEFICIENCY)
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i e -
| The facility must establish and maintain an The Director of Nursing reviewed

Resident #8 and #7's labs, vital signs, and ]
observed dressing changes and found no g-as1?
signs or symptoms of infection. They are
not taking antiblotics for wound Infection.

Six other Residenls requiring dressing
changes have the potantial io be affected
by the alieged deficient practice. The
Director of Nursing raviawed their labs,
vital signs and cbserved dressing .
changes and found no signs or symptoms
ofinfection. They ara not taking
antibiotics for wound Infection,

5 fl-;"'l !'l-F

All licensed nurses will be educatedon -
i hand hygiena during clean dressing s Y
: changes. Education will ba provided oy |52
| the Multi-sitz Direclor of Clinical :
i Education and the DNS. They will utilize
the policy and procedure for clean i
dressing changes. The following
i information |s contained the this policy:
| Nurse should Check Physiclan's crders; ;
i Gather Equipment; Inform Residant what’
; you are going to do, provide privecy; |
] Wash Hands; Placs Plastic hag near foof
| of bed for piacing solled matarials; Creata
! clean field with paper towelsftowel; Open
i dressings; Put on first pair of digposable !
| gloves; Remove solled dresaing and
| discard in plastic bag; Dispose gloves in
1 plastic bag; Wash hands and put on pair
of ciean gloves; Cleanse wound with
prescribed solution, working from the
i Inside out using a saparate plece of
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This REQUIREMENT is not met as evidenced |
by:

. Based on observation, interview, record review

| and policy review, it was determined the facility
falled to follow their Infection Control Program for |
two (2) of twelve (12) sampled residents |
(Resldents #8 and #7). RN #1 failed lo remove |
; gloves and wash hands when moving from dirty
to clean while performing dressing changes.

The findings include:

Review of the Hand Washing/Hand Hygiene
Policy, revised August 2014, revealad the facllity '
. considered hand hygiene the primary means to

I prevent the spread of infections. All personnel
: should follow the hand washing/hand hygiena
| procedures to help prevent the spread of
infections to other personnel, residents and
visitors. The use of alcohol-based hand rub

| containing at least 62 % alcohaol or alernatives;
soap and walter for the following situations; before
and after direct contact with residents, after
contact with a residants intact skin, after contact
with blood or bodily flulds, after handling used
dressings, and after removing gloves,

1. Review of Resident #8's clinical record
revealed the facility admitted the resident on
. 04/18/13 with diagnoses of Hemiplagia, Cardio
Vascular Disease, Pressure Ulcer and an Open
+ Wound to Buttocks Review of Resident #6's
; Minimum Data Set {MDS), Quartarly Assessment,
| dated 02/28/15, revealed the facliity assessed
| Resldent #8 with a Brief Interview for Mental
- Status {BIMS) score of thilegn (13) which meant i
Resident #8 was interviewable,

oD | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION L ey
PREFX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SBHOULDBE | COMPLETION
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: DEFICIENCY)
! 1
F 441 Continued From page 36 L Fa If measuring the wound - use saparate |
i measuring device for sach arealobe  :

measured; Apply prscribed medication
using a clean longue blade or Gtip, use
separale tongue blade or gfip for each |
ares, discard used tongue blade or qtip |
into plasfic bag; Apply prescribed
dressing, and secura per order; Wash
hands; Assist Residsnt tn comforiabls
position, plece call fight within reach;
Dispose plastic bag in the utlity rmom;
Wash hands; Document procedurs.

The Multi-Site Director of Clinica!

: Education will educata licensed nurses on
hand hyglene during dressing changes i
during new employee orientation, '
annually thereafter and as needed.

Dressing change audits will ba cumplated 11 5
by the DNS or ADNS dally X 4 weeks 5
then weekly thereafter.

Results from the audlis will be reported )
tha QAPI Commitiza meeting for review
and changes as indicated, The QAP
meating will be held bi-waskly X 4 weeks
then monthly thereafter.

Completion Date: 5/28/13- i
s-3p42
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- Observation of Resident #5's dressing change

t completad by Registered Nurse (RN} #1, on }
0472315 at 1:01 PM, revealed RN #1 washed her |

! hands, doenned clean gloves and removed |
Resldent #8's dirty dressing. RN #1 then removed i
her gloves and donned new gloves without ‘

, washing her hands. RN #1 than applied Risamine [

. {medication) Qintment with tha right gloved hand |

, and placed a clean dressing onto the wound. RN '

. #1 then removed her gloves and washed her

: hands.

f
2. Review of Residents #7's clinical record i

: revealed the faclity admitted the resident on |
; 07/31/14 with diagnosas of Morbid Obesity and |
| Chronic Venous Hypertenslon, Review of i
Resident #7's MDS Quartarly Assessment, dated |
01/30/15, revealed the facliity assessed Resident I
#7 with a BIMS score of fitean (15), which meant i

. Rasident #7 was interviawable. §
|

|

' Observation of Resident #7's dressing change
compleied by RN #1, on 04/23/156 at 2:00 PM,
revealed RN #1 washed her hands and donhned

. glaves. RN #1 then obtained a towel, washed
; Resident #7's back and than with the same towel, f I
washed and dried the resident's bad. RN #1 then |

removed her gloves and donned new gloves ]
without washing her hands. RN #1 then cleaned |
the residents wound to hisfher left buttock ares.
- With the same gloved hands, RN #1 then began
‘ to cut Hydrogel with scissors and placed the .
Hydrogel onto the wound, RN #1 then applied |
! three (3) Abdominal Pads to Resident #7's left |
buttock. |

Interview with RN #1, on 04/23/15 at 2:55 PM,
' revealad when moving from dirty to clean during |
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a dressing change sha was to remove her gloves
and don new gloves. RN #1 stated the facility had ¢
educated her on washing her hands after
removing her gloves, but falt she may have been
nervous. RN #1 stated she did not recognize she
used a towel to clean Resident #7's back and
then cieaned Resident #7's bed. RN #1 stated I

i she should have cleaned off Resldent #7'a bed

| with a separate towel! o prevent cross

| contamination. RN #1 stated the facility wanted

| the staff to wash their hands to prevant infection.
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" Interview with RN #3, on 04/23/15 at 5:50 PM,
revealed he was educated by the facllity to wash
his hands avery time he removed his gloves. RN

i #3 stated they wash their hands to prevent

' infections. Staff needed to wash their hands when
moving from dirty to clean during a dressing | |
change. !

]
| Interview with the Director of Nursing (DON), on
| D4/23/15 at 6:12 PM, revealed she had
completed audits and watched nurses complate
' wound care, (though she did not have evidence i
- of the audits} and had not observed any problems
with the wound care treatments. The DON stated
she did not monitor RN #1 during any of her
dressing changes. The DON siated she expected
the staff to wash their hands when maving from |
. dirty to clean during wound care. The DON stated l
1 she wanted her staff to wash their hands to
| prevent them from spreading anything to the |
residents. !
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