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An Abbreviated Survey investigating Complaint GRAYSON MANOR NURSING ;
#KY22153 was Iniliated on 08/28/14 and HOME SURVEY :
conciuded on 06/11/14. Complaint #KY22153 COMPLETION DATE OF
was substantiated with deficiencies ciled.
SEPTEMBER 11, 2014 |
On 08/24/14 at approximately 8:15 AM, Resident
#1 and Resident #2, who were assessed by the '
facllity and care planned as elopement risks, ;
exited the building without staff knowledge. !
Reslident #1 and Resident #2 entered the dining
room at the West End of the building through an
unlocked door, then proceeded to exit through the
door to the oulside; the two (2) alarms on the ,
door did not sound. Certified Nurse Aide (CNA) :
#3, who was in her car leaving work after her i
night shift, saw Resident #1 walking at the end of :
the sidewalk at the Waest End of the building.
Resident #2 was behind Resident #1 wheeling
him/herself In his/her wheelchair. The CNA ,
banged on the door to get staff's attention to ;
assist her lo get the residents back into the
building. ; !
The facllity failed 1o ensure the facllity's protocol F 282
was Implemented relaled to kaeping the West
End dining room, which was out of staff's sight, y :
secured. The West End dining room entrance Resident (#1 and #2) on 8-24-
door (from the hall) was to be kept locked except 2014 were put on every 30 F
when in use and staff was present for . .
supervision. Additionally, the dining room exit minute watches times 24
door was equippad with two (2) alarms; however, ili i i
the alarms falled to sound, hours per facility policy with |
no further attempts to elope.
Immediate Jeopardy (IJ) was identified in the
areas of CFR 483.20, Resident Assessment at | A head fo toe assessment
F282, CFR 483,25 Quality of Care at F323 and was completed by the
CFR 483.75 Administration at F480. Substandard
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Quaflly of Care was identified al CFR 483.25 at
F323. immediate Jeopardy was identified
08/03/14 and was determined to exist on
08/24/14. An acceptable Allegation of
Compliance {AoC}) was recajved on 00/09/14, and
the State Survey Agency validated the Immadiate
Jeopardy was removed on 09/05/14, as alleged.
The Scope and Severlly was lowsred to a "D" al
CFR 483.20 Residant Asseasment at F282, CFR
483.26 Quality of Care at F323 and CFR 483.75
Administration at F490, white the faclity develops
and implements the Plan of Corraction (POC);
and, the facliity's Quality Assurance (QA)
menitors the effactiveness of the systemic
changes. )
483.20(k)(3)(i)) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must bs providad by qualified persons in
accordance with each resident’s wrilten plan of
care,

This REQUIREMENT Is not met as evidenced
by:
Based on record review, Interview, and review of
the Centars for Medicare and Madicald (CMS)
Resldent Assessment Instrument (RA! Varsion
3.0 Manual, it was determined the facillly falied to
ensure care and services were providad in
accordance with the wrilten plans of care for two
(2) of six (6) sampled residents (Resident #1 and
Resident #2).

Resident #1 and Resident #2 ware care planned
for the "Need for supervision due to wandering

and exit seeking behaviors®, with interventions for

Charge Nurses, RN #1 and
RN #2 on resident (#1 and
#2] with no injuries identified.
The door lock on the hallway
entry door into Churchlll
Dining Room was replaced
with an automatic lock
mechanism on 8/24/14 by
the Director of Maintenance.
A licensed electrician was
cailed in on 8/24/14 and
identified that the exit door
inside Churchill dining room
had a mechanical failure
and the problem was
corrected immediately. All
exit doors from the facility on
8/24/14 were checked by ihe
Maintenance Director and
Social Services Director and
determined to be functioning
comrectly.

F 000

F 282

i All residents interdisciplinary
care plans were reviewed by
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F 282 Continued From page 2 F 28| Ihe I.i’Al nurses ong Direcior'of
staff to monitor when the residant exhibited Nursing. Those residents at risk
Increased anxlety, wandering and exit seeking
bahavlors and fo provide one on cne or for elopement V\_/ere
diversional activities, as needed and every thirty reqassessed by Director of
{30) minute checks. On 08/24/14 at 8:16 AM, : :
Resldent #1 and Residant #2 exited the facllly Nursing on 8/25/2014 using
without staff knowiedge and were found outside the risk elopement
the facllity, away from the bullding by the parking
lot. The residents had entared an unsecured, assessment. The
unsupervised dining room from the hall and i fecink -
exitad the facllly without staff knowladge. 'nfefdlSCIi_JFmGry care plans for
Certlfied Nurse Alde (CNA) #3 found the those at risk were updated
;:ei;:ﬁes?i?t .as she was leaving for home after the according fo assessment
The tacliy's falro e olan of findings by the RAl nurses and
8 facility's fallure to ensure the plan of care . . i
was followed for residents has caused or Is likely Director of Nursing.  Also the
to cause serious injury, harm, impairment, or Charge Nurses on every shift
death o aresident Immediate Jeopardy was i
identifled on 09/03/14 and determined to exist on are supervising all staff fo
068/24/14. An acceptable Allegation of i
Compliance (A0C) was received on 08/09/14, and assure care plans are being
the State Survey Agency vaildated the Immediate impiemented.
Jeopardy was removed on 09/05/14, as alleged.
The Scope and Saverity was lowsred to 8 "D" at
CFR 483.20 Resldent Assessment at F282, CFR The RAI Nurses and Charge
483.25 Qualily of Care at F323 and CFR 483.76
Adminisiration at F490, while the facillty develops ! Nurses have been re-
and implements the Plan of Correction (FOG),; educated on 9-5-2014 by
and, the facility's Quality Assurance (QA) . .
moniters the effactiveness of the systemic Director of Nursing on
changes. : developing appropriate
The findings include: interventions that are specific
interview wilh the Director of Nursing {DON}, on to each residents needs for
09/02/14 at 3:36 PM, revealed there was no : those ot risk for elopement
specific facility policy related to implementing
care plan Interventions and the facilily followed
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Review of the Comprehensive Care Plan, dated

CMS's RAl Version 3.0 Manual,

Reviaw of the information provided by the facilily,
litted CMS's RAI Varsion 3.0 Manual, last revised
Octobar/November 2012, In the 4.7 RA] and Care
Planning section, revealed the care plan must be
feviewed and revised periodically, and the
services providad or arranged must be consistent
with each residant's wrilten plan of care.

1. Record review revealed the facitity admilled
Resident #1 on 03/31/13 with diagnoses which
Included Alzheimar's Disease, Dementla and
Paralys Agitans. Review of the Significant
Change Minimum Data Sat (MDS) assessment,
daled 08/29/14, revealed the fachity asesssad ths
resident’s cognition as severely Impaired with a
Brief Interview of Mental Stalus (BIMS) score of
thres {3) which indlcated tha resident was not
interviewable.

05/20/14, “Need for supervision due to wandering
and exit seeking bahaviors”, revealed
Interventions which included for staf to monitor
when the resident had increasad anxiety,
wandering and exit seeking behaviors and for
slaff to provide one on one or diversional
aclivities as needed and every thirty {30) minute
thecks.

Reviaw of a Nursing Nole, dated 08/24/14 at 8:16
AM, revealad "Resident becoming sgitated, exit
seeking and staling I'm a truck driver and | need
lo start my route. Very hard to redirect”. The
Nursing Note also revealed, "This nurse nofifled
of resident being outside Church Hill doors {West
end dining room). This nurse walked resident
back down sidewalk to front entrance”. There

|by the In-service Coordinator

- elopement care plans for all
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F 282/ Gonlinued From page 3 F282|and the importance of staff

following the care plans. Also
an in-service was conducted

on 9-3-2014 and 9-4-2014 for
ALL STAFF that included the
imporiance of following the
Care Plans and specifically
for elopement. A monthly
meeting will be conducted
with Nursing Administration
{Director of Nursing, RAI
Nurses, Restorative Nurse and |
Social Services) to review risk

1

residents at risk for elopement
and any changes in
behaviors will be addressed.

The Quality Assurance
Coordinator implemented an
audit on monitoring care
plans to make sure specific
behaviors to include but not
limited to wandering and risk
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was no evidence in tha record to reveal thirty (30) as far as monitoring &

minute checks were being conducted, or that ons
on one or diversional activilles was provided. reassessment of the

interveniions on a regular
Review of the Event Report, dated 06/24/14 at 9

8:30 AM, revealed Resldent #1 was'found on the basis and that the Care Plans ;
sidewalk by Certified Nurse Aide {CNA) #3. are being followed. The i
Interview with the Social Service Director (SSD), Quality Assurance f
on 08/29/14 at 3:50 PM, revealed when she . . .

asked staff what ime the residents were last Coordinator will conduct this

obsarved sha was lold Resident #1 was seen on audit. The audit will be

the hall prior to exiting the bullding and had been

agltated and exit seeking at the lime. conducted weekly times four

weeks then monthiy times 3

2. Record review révaaled the facility admitted

Resident #2 on 10/08/12 with diagnoses which months then quarterly ,
included, Alzheimer's Disease, Anxisty and 1 '
Bipotar Disorder. Review of the Annual MDS (Quarterly meaning every :
assessment, daled 08/29/14, revealed the facility three months} maintaining
assessed Resident #2's cognition as severely ; 1 '
impalred with a Brief Interview for Mental Status 100 % compliance. This audit
score (BIMS) of six (8) which indicated the will be conducted as part of ,
resident was not Interviewable, A .

the facility's Quality g/ jefeod
Review of the Comprehansive Cara-Plan for Assurance Program.

Nead for Supervigion due to wandering and exit
seeking behaviors, dated 07/15/14, revealed
intervantions which included for slaff to monitor
with increased anxiety, wandering and exit
seaking behaviors and for staff to provide one on
one or diversionai activities as needed and every
thirty {30) minute checks.

Review of a Nursing Note, dated 08/24/14 al 8:15
AM, rovealed "This nurse Informed resident was
oulside Churchilf doors. CNA pushed rasident In
wheel chair back into facility.

|
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Review of an Event Report, daled 08/24/14 at
8:16 AM, reveeled Resident #2 was culslde
Churchili doors and a CNA brought him/her back
nto the facility via whesi chair. Record review
revealed no documented evidence the facllity
provided one on one diverslonal activitles or thirty
{30) minute chacks.

Interview with CNA #3, on 08/03/14 at 7:00 AM,
revealed sha clocked out at 8;10 AM on Sunday,
August 24th and was in her car leaving the
parking lot whan she noticed Resident #1 walking
at the end of the sidewalk away from the end of
the building by the West End dining room. She
staled the resident was at the edge of the parking
lot and Resident #2 was behind Resldent #1
propaliing his/aersell in a wheal chalr, She slated
she baat on the main entrance doors to get
someone's attanion. CNA #3 revealed she did
not hear an alarm sounding. She stated her shift
anded at 8:00 AM and she did not leave unii the
breakfast meal was completed and the resldents
were served breakfast In thalr room so the West
End dining recom had not been ulilized that
morning.

Interview with CNA#1, on 08/29/14 1:50 PM,
ravealed she was just finishing feeding a resident
when she heard CNA #3 banging on tha enlrance
door at the front of the buiiding to get her
attention on the morning of 08/24/14, CNA#1 ran
to the nursing desk to Inform RN #1 that two (2)
residents wera outside, CNA#1 revealed
residents who normally ate In the Wast End
dining room were provided room service for their
breakfast on 08/24/14 due o a siaff call in. She
staled room service was usually completed by
8:30 AM and she recalled the CNAs wera still
passing trays when CNA #3 banged on the door
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Continued From page 8

to get her attention. CNA#1 stated Resident #1
was always talking about Jaaving and went to all
deors frequantly and caused alarms fo sound.
She stated it took convincing to get Resident #1
back into the buliding as he/sha staled he/she did
not want to come back Inside. CNA#1 revesaled
Resldent #2 went all over the building in a wheel
chair and would make statements of going home.
He/she wouid sit by the doors talking to pecple as
they came and went.

!Interview with Reglatered Nurse (RN) #1, en

08/26/14 at 1:15 PM, revealed on 08/24/14 2 little
after 8:00 AM, one of the CNAs cama to the
nursing station and notified her Resident #1 and
#2 wara found outside by CNA#3. RN #1 stated
the West End dining room was to ba locked when
not In use and no there was no staff person
prasent for supervision. She stated that door was
not tocked and no staff had been present there
and sha gave no expianation why the door was
nol locked. She revealad Residant #1 has
periods of agilation and always wanted to go out.
The agitation would get worse when he/she was
talking about hiser truck and looking for the log.
She stated sometimes when hefshe gels so
agitated there was no helping him/her and she
has given the reskient infra-muscular injections of
Haldol, She siated she had talked {o the siaff on
the morning of 08/24/14 and was told they did not
sae Rasldent #1 or #2 as they were feeding
residents that required assistance with eating and
it took about an hour to get everyona fed. She
stated the "feader” trays come out at 7:30 AM.

Futther interview with the DON, on 06/02/14 at
11:45 AM and 3:35 PM, ravesled sha was notifiad
about 8:30 AM on 08/24/14 that Resklent #1 and
Resldent #2 had exited the buikling without staff

F 282
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knowledge. The DON stated “nobody was going
to own up te unlocking or not locking tha entrance
door”, She revealed the nurses unlock the door
and CNAs go into that dining room o obtain milk
and ice for rasidents and no one had an answer
as to why the entrance door was unlocked
allowing access by residents so she “could not
determine” who left the door unlocked, it could
have besn any CNA. The DON stated she “could
not explain how the residents were suparvised"
when they had entered the unsupervised dining
room on the West End of the building and exited
the facifity through the exit door without staff
knowledge. She sialed she did not determine
when the residants were last seen prior to baing
found cutsids of the buliding without staff
knowledge

The facliity Implemented the following actions to
remove the Immediate Jaopardy:

1. Resident (#1 and #2) were put on every thirty
{30) minute watches for twenty four {24) hours
per facility policy with no further altempts to exit

+the facilily. RN #1 and RN #2 performed head to

toe assessments on Resldents #1 and #2 with no

Injuries identifiad. The entry door to the West
End dining room door lock was replaced with an
automatlc lock mechanism on 08/24/14. A
licensed eleckician was called to the facility on
08/24/14 and corrected a mechanical faliure. All
exit doors from the facility on 08/24/14 wera
chacked by the Malntenance Director and Socia)
Services Director and datermined to ba
functioning,

2, The Administrator was inservicerd by an

outside consultant RN on 09/03/24 on the
alopement policy statament and Risk Elopement

|
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{ inserviced on 09/03/14 by the Inservice

Continued From page 8

Pollcy procedures and assassments, The
Administrator was required to take a post test
with 100% accuracy.

3. The Inservice Coordinator was inserviced on
the Elopement Policy Slatement and Risk
Elopement Policy proceduras and assessments
by the Adminiatrater on 09/03/14 and was
required 1o complete 2 post test with 100%
AccUracy.

4, The DON, Restoralive Nurse, Business Office
Manager, Human Resources Manager, Laundry
Manager, Aclivities Director, Enviroimental
Director, Mainlenance Direclor, RAI Nurses,
Diatary Manager, Madical Records Manager, PC
Coordinator, Soclal Services Director was

Coordinator on the Elopement Policy Statement
and Risk Elopement Policy procedures and
assessments, A post test was required and
completed with 100% accuracy.

5. Amandatory on-site inservice on'the
Elopement Policy Statemeant and Risk Elopement
Policy Procedures and assessments was
completed on 08/03/14 and 08/04/14 for all other
staff by the nservice Coordinator. The Inservice
also included the {raining of all staff that the
hallway door leading into the West End dining
f00m was locked at all times when not in use and
can only be opened by a Charga Nurse for meal
times and/or a Janitor In order o be cleanad. All
staff was required to lake a post iest with 100%
accuracy. Any ataff who has not attendad the
Elopament Pulicy Stalement and Risk Elopsment
Policy procedures and assessments inservice

was taken off the achedule until it is compieted.
They will not work until they have attendad the |
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Inservice and passed the post test with 100%
accuracy. This included Nurses, CMAs, Ward
Clerks, Business Office parsonnel, Nurse Aldes,
Activitles, Malntenance Depariment, Social
Sarvices, Receplionist, Environmental Services,
Laundry Depariment, Maintenance Dapariment,
Dietary Bepartment and Therapy Depariment.

Orientation program will include inservice on the
Elopement Policy Statement and Risk Efopement
procedures and assessments by the Inservice
Coordinater for all new employees before they
are aflowed to work. This includes any new hires
or conlract labor should they emplay them. They
must camplete-a post test with 100% accuracy
before being allowed to work.

6. All residents at risk for alopement were
re-assessed by the DON on 08/26/14. The West
End dining room exit door to the cutslde was
checked for functioning of tha locking mechanism
by the Restorative Nurse on 08/03/14. All
Janitors employed by the faclity were lrained by
the Inservice Coordinator on 08/04/44 on proper
procedure for checking door funclioning and
legging findings. A log was initiated and the door
will be checked for functioning and effectiveness
of the locking mechanism dally by the Janitor on
duty and findings documented on the Jog. If any
maliunctions are observed malntenance wil be
notified Immadiately and the Janitor wili stay at
the door untll maintenance arrives. An audit of
the log will be done by the Housekeeping
Supervisor dally for fourteen (14) days of 100%
compliance. Then waekly for four weeks until
100% compliance I8 met for four {4) congsecutive
weeks. Then monthly for three (3} months, then
quarterly i 100% compliance is maintained. Al

logs and audils wil be brought to the QAA
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maeting by the Housekeeping Supervisor and
reviewed for any areas of concem, -

7. The haliway enley door into tha West end
dining room was chacked for funclioning and
effeciiveness of the automatic locking system by
the Restoralive Nurse on 00/03/14. Alog will be
kapt refated to the effectiveness and functioning
of the automatic fock and will be documented on
the same log as the exit doar In the Wast End
dining room. Any malfunctions ohserved wiil be
reported lo Maintenance immediately and the
Janitor will stay at the door unili Maintenance
arrives. An audit of the log will be done by the
Housekeeplng Supervisor dally for fourteen (14)
days of 100% compliance, then weskly for four
{4) weeks until 100% compliance is mat for four
{4) consecutive weeks, than every month for
threa (3)months, then quarterdy if 100%
compliance is malntained. All logs and audils will
be brought to the quarterly QAA mesting by the
Housekeaping Supervisor and addressed for
areas of concern.

The State Survey Agency validatad the corractive
actions taken by the facility as follows:

1. Obsarvation on 08/11/14 at 10:45 AM,
revaaled the entrance door to the West End
dining room was focked. Alog book located In
the dining room revealed signatures from
Maintenance and Housekeaping staff that verified
monitoring of the enirance and exit doors of the
room. The log indlicated the doors were baing
checked three (3) imes dally for funclioning of
the axit door and the entrance door. The log
gave Indicators to Include Maintenance being
notified if a door was not functioning properly and
if not was a staff membsr posted at the door to

F 282
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monitor any malfunctioning. The log was current
and no malfunclion had been identlfied. An audit
form algo verified the checks were being
completed and documentet on the log.

4. and 5. On 08/11/14, inservice {raining was
verified completed on 09/03/14 and 09/04/14,
The Inservices had been compiated by all facility
staff, except four {4) who were on Famlly Medical
Leave Act (FMLA). The Inservice Coordinator
was responsible to ensure the four (4) staff that
had nol recelved the Inservice would have the
inssrvica prior to being aliowad to work and would
have {0 fake & post test. The Qrientation
Program will include the ingsrvice on the
Elopement Policy Statemant and Risk Elopement
Polloy Procedures an Assessments by the
Inservice Coordinator for any naw employees
before they are allowed fo work.

2. Interview with the Administrator on 09/03/14 at
10:45 AM revealad he had received inservicing
on 09/03/14 by an oulside consultant on the
Elopament Policy Statement and Risk Elopement
Policy Procedures and Assessments. He was
required to take a pos! test with 100% accuracy.

iand 4. On 08/11/14 at 11:00 AM, the DON
verified through intarview that the door entering
into the West End dining room was secured on
08124114 by replacing the exisling lock with one
that locks automatically. Repalr was made to the
exit door by an electrician. Inservicing was
campieled by the Insearvice Coordinator on
06/03114. Inservice tralning was on the
Elopamant Policy Procedures and Assessments
which included residents idantified af risk would
hava a plan of care developsd and implemented
to eneure thair safaty. She was insetviced on the

F 282
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Elopsment Policy and the door checks
implemented 09/03/14. She was requlired to pass
a post tesl with 100% accuracy. The inservica
also Included that the antrance door from the hall
into the West End dining room would remaln
locked at ali imes when notin use for meals or
church services and only be opened by a Charge
Nurse and/or a Janltor In order to be cleaned. A
log was placed In the West End dining room and
the door will be checked for funclioning and

! effectiveness of the locking mechanism dally by

the Janitor on duly and finding documented.

4 and 7. Interview on 09/11/14 with the

: Restorative Nurse at 11:06 AM revealad she
checked the doors on 08/03/14 and a iog was
initiated for daily checking for functioning of the
automalic lock placad by the Janitor. She was
inserviced on the Elopament Policy Statement
and Risk Elopement Policy procedures and
assessments and was required to pass a post
test with 100% accuracy. The Charge Nurses,
Janitor and Housekeeping are the oniy staff with
a key to the West End dining room.

§ and 6. The Housekeeping Supervisor verified
through interviaw on 08/11/14 at 11:10 AM that
she had Insarvice training related to keeping the
West End dining room locked at all imes except
when being used for meals or Church.
Housekeeping, Maintenance and the Charge
Nurses were the only staff with a key to unfack
the entrance door to the dining room. She was
inssrviced on the faciiity's Elopament Policy lo
Inciude reporting to the nurse If she saw any
resident displaying exit seeking behaviors. She
slated she was trained to check the door to

' ansure it was locked every day sftar meals and a
| log was usad for documenting. After fourteen
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{14) days, then weakly for four {4) waeks, then
every menth for three (3) months, then quarteriy,
All loge and audits will ba taken to the QAA
meating by the Housekeapling Supervisor,

§ and 6. On 09/11/14 at 11:20 AM Maintenance
Staff #1, revealed he had recelvad inservice
tratning on the facility's Elopement Policy
Stalement and Risk Elopement Policy procedures
and assessments and had to pass a post test
with 100% accuracy. The doors will be checked
daily by the Janitor and documented on a log,
Housekeeping, Maintenance and Charge Nurses
ware tha only staff that could uniock the antrance
door {o the West End dining room. ifa
malfunction was noted when chacked,
Maintenance would be notified immediately and
tha Janttor would stay with at the door until
Maintenance arrived, Audits were s!go being
done by Housekeaping,

4, Interview with the Soclat Service Director on
0911714 at 11:25 AM revealed she had received
inservicing from the Inservice Coordinator on
08/03/14 and was required o take a post lest with
100% accuracy. The inservice included keeping
the entrance door to the West End dining room
locked except when in use and only Charge
Nurses, Maintenance and Housekeeping had a
key to unlock it. Monitors were in place lo ensure
the doors were locked daily and will continue tor a
faw months. The facliity Elopsment Policy and
Elopement Risk Assessment policy and
Procedures Assessment were included in the
inservica.

3. On 09/11/14 at 11:30 AM LPN #3 revealed In
interviaw that she had been provided inservice
fraining on 09/03/14 by the Inservice Coordinator.

F 282
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The inservica intluded the Elopament Policy and
the Elopement Risk Assassment Procedures,
She stated only nurses, janilors and
housekeeping had a key to unlock the door to the
West End dining room and it was to remain
locked all times whan not in use for meals. She
stated the Elopement Risk Assessment was
completed whan a resident exhibited exit saeking
behaviors, The doors ware being checked daily
and decumented on a log and the jog was belng
audited by Housekeeping,

5. Housekeaping Staff #1 revealed in Interview
on 08/11/14 that she had received inservicing by
the Inservice Coordinator last week. She slated
tha inservice covared keeping the door lo the
Waest End dining room locked except when In use
for meals. The Nurss, Malntenance and
Housekeeping had a key to uniock it.
Housekespers work one night a week and afler
the evening mea), thay were to ensure the
entrance door was locked after the room was
cleaned,

5. Interview on 00/19/14 at 11:36 AM with the
Social Service Assistant revealed sha had
recaived inservics training by the Inservice
Coordinator on 09/03/14. The Inservice covered
the facilliy's Elopemant Policy and the Elopement
Risk Assessment Procadures. Resldents at risk
had care plan interventions implemsnted, The
entrance door into the Wast End dining room
from the hall was to be locked unless it was being
utilized for meals or a church group.
Maintenance was chacking the doors in the room
dally and Housekeeping was alsc checking to
ensurg the entrance door was locked. Alog was
belng ulilized to ensure verification
documentation the doors were being checked.

F 282
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| 5. LPN #3 revaalad in inlerview on 08/11/14 at i
11:40 AM that she had received inservige training ;
by the Inservice Coordinator. The inservice
included how the entrance and axit doors of tha :
Waest End dining room ware belng monitored dally ‘ !
to ensure the locks and alarms were functional, :
Alog was being kepl 16 ensure documentation of :
the monitoring and an audl of the log was also
being conducted. The West End dining room
entrance door was to be locked at alt times when
not inuse. Residants at risk for elopement
behaviors were to have care plan inlerventions
implemented to assure their safety.

5. On 08/M1/14 a 11:45 AM, Nurse Aide Student
#1, ravealed she had been provided inservice
tralning by the Insarvice Coordinator, The
inservice covered keaping the West End dining
room locked whan nol in uss and checking lo

ensure the doors 7emained locked. Maintenance : !
and Housekeeping ware monitoring the doors .
dally and only Charge Nurses, Maintenance and
Housekeeplng had a key to unlock the dining
room. Resident behaviors of exit seeking was to
be reportad to the nurse Immediately,

6. CNA#2 revesaled In interview on 08/11/14 at
11:50 AM that she had been provided teafning In '
an inservice by the Inservice Coordinator. The !
facility’s Elopement Policy and a risk assessment
wasg covered In the inservice as well as keeping
tha door locked to the West End dinlng room.
The doors were being monitored for functionality
by Maintenance and Housekeeping. Charga
Nurses, Maintenance and Housekeeping wers
the only staff that had keys to unlock the door lo
the dining room. Additionally, resident behaviors
wera (o be reported o the nurse. CNA#2 look a
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post test fo confirm compstency.

5. Aninterview oh 08/11/14 at 11:65 AM was
conducted with CNA #4. She revealed the
inservice Coordinstor provided inservicing on
keeping the entrance door to the Wast End dlning
room locked at all times when not In use for
meals and Maintenance, Housekeaping and the
Charge Nuree hed the only keys. Maintenance
and Housekeeping were monitoring the doors
dally to make sure alarms and locks were
funciioning. Resldents with wandering behaviors
were monitored and behaviors reported to the
nurse.

5. Interviaw with a Laundry Aide on 05/11/14 at
12:00 PM revealed the Inservice Coordinater
gave an inservice on 08/03/14 about kesping the
West End dining room locked when not being
used for meals, Maintenance and Housekeeping
was monitoring the doors and keeping a log. A
post tast had to be completed with 100%
accuracy. Maintenance, Housekesping and the
Charge Nurses had the only keys to the dining
room. Resldents were monitored for exit seeking
and the nurse was to ba informed of any of those
type of behaviors.

&. Aninterview conducted on 08/11/14 at 12:05
PM with CNA #5 revealad she had compiated a
post test with 100% after Inservicing given on
09/03/14. Tha Inservica Coordinator provided the
inservice which Included monitoring rasidents
when displaying exit seeking and reporting fo the
nuree. Maintenance and Housekeeping was
monitoring the doors to the West End dining room
and nollng it on a log. The doors wers to remain
locked at all times when the dining room was not
in use and the keys to the dining room were kept

F2s2
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by the Charge Nurse, Maintenance and
Housekeeping.

§. CNA#6 revealed in interview conducted on
09/11/14 at 12,10 PM, that she had receivad
recent Inservicing related to the doors of the Wast
End dining room, She stated the doors remain
locked at all tmes when not in use. The Charge
Nurse, Maintenance and Housekeeping had the
only keys to the entrance door which was
changed to an automatic locking system. Alog
was being used to verity when Malnlenance and
Housekeaping checked the doors on a dally
basls. Resident behaviors of wandering and exit
seeking was 1o be reported to the nursa and
Intetvenitions lo address those behaviors was
discussed. The Inservice coverad the Elopsment
Policy and Risk Assessment Policy. CNA#8 was
required to pass a post test with 100% after the
inservice.

F 3231 483.26(h) FREE OF ACCIDENT

§su) | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remalns as frea of accident hazards
as is possible; and each resident receives
adequale supervision and assistance devices lo
prevent sccldents.

This REQUIREMENT is not met as evidenced

Based on Interview, record review and raview of
the facility policy and procedures, it was
determined the facllity failed to ensure two (2) of
six {6) sampled residents (Resident #1 and

F 282

F 323
F 323

minute watches limes 24

; was completed by the

Resident {#1 and #2) on 8-24-
2014 were put on every 30

hours per facility policy with
no further attempts to elope.
A head fo toe assessment

Charge Nurses, RN #1 and
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Resident #2) recelved adequate suparvision io
prevent acckients. The facility falled to ensure
the resldents ware suparvised after being
assessed and care planned as elopement risks
due to attempls to exit the building unsupervised.
The facllily falled to ensure procedures ware
Implemented related to keeplng a dining room
that was jocated at the West End of the fachity
and oul of slaffs’ sight, secured. In addition, the
facilily failed to detarmine the root cause of the
faflure and failed to ensure all facilily staff was
re-educated as per lhe facility's policy afler an
actual elopemant had occurred.

On 08/24/14 at approximately 8:15 AM, Resident
#1 and Resident ¥2 oxited the building without
staff knowledge. The residen!s entered an
uniocked dining room door that was supposed to
ba lacked when staff was not present and then
proceaded to exit the buillding through the dining
room exit door, The residents were found outalde
on the and of the sidewalk at the West End of the
building by Cerlifisd Nursing Assislant #3 who
was leaving work after her night shift. When staff
investigated, it was delermined the two (2) alarms
on the exit door wera not working and the door
into the dining room from the hall was nol locked
per the facility policy and procedure. There was
no avidence the facility had inserviced staff on the
elopemant.

The facllity’s failure to provide supervision to
prevent accidents has caused or is likely to cause
sarious injury, harm, impalrment, or death lo a
resident. Immoediate Jeopardy was idantified on
08/03/14 and determined to exist on 08/24/14,

¢ An acceplable Allegation of Compliance (AoC)

was recelved on 08/08/14, and the State Survay

Agancy valldated the Immaediate Jacpardy was

#2) with no injuries identified,
The door lock on the hallway
entry door into Churchill
Dining Room was replaced
with an automatic lock
mechanism on 8/24/14 by
the Director of Maintenance.
A licensed slectician was
called in on 8/24/14 and
identified that the exit door
inside Churchill dining room
'had a mechanical failure
and the problem was
correcied immediately. All
exit doors from the facility on
'8/24/14 were checked by the
Maintenance Director and
Social Services Director and
determined to be functioning
correctly.

Al residents at risk for
elopement were reassessed
by Director of Nursing on
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F 323 Continued From page 18 F 323/RN #2 on resident (#1 and

FORM CM5-2687(02-00) Pravious Versions Obsolsla

Event 1D:Wan 11

Facitity 1D: 166150

If conlinuation shes Page 19 of 50




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/15/2014
FORMAPPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO, 0038-0301
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN CF CORRECTION IDENTIFICATION RUMBER: A BUILDING COMPLETED

]
185177 B WING 0811412044
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
505 WILLIAM THOMASON BYWAY
GRAYSON MANOR NURSING HOME LEITCHFIELD, KY 42754
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETHON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG caoss-nereasugsn YO THE APPROPRWTE BATE
DEFICIENCY) !

F 323 Continued From page 19

removed on 08/05/14, as afleged. The Scope
and Saverity was lowered 10 a “D" af CFR 483.20
Resident Assesament at F282, CFR 483.25
Quality of Care at F323 and CFR 483,75
Administration at F480, while the facility develops
and impiements ihe Plan of Correction (POC);
and, the facility's Quality Assurance (QA)
monitors the effectivenass of the systemic
changes.

The findings include:

Review of the facility policy titled "Elopement”, not
dated, revealed "Residents are comprehensively
assessed for wandering/elopement risk in order
to minimize the potantial for eloping from the
facility.” The policy additionaily revealed,

i "Re-education of staff Is conducted foliowing any
actual elopement event to critique staff
performance and lo assure that any
ir;'nprovamenls to the taciiity protocol are known to
all staft.”

Interview with the Director of Nursing (DON), on
09/02/14 at 11:45 AM, revealed there was no
wiitten policy to keep tha West End dining room
door secured by locking i, but the procedura to
fock the door at all times when not In use, and no
staff was present for supervision.

1. Record review revealed the facility admiiled
Resident #1 on 03/31/13 with diagnoses which
included Alzheimer's Disease, Dementia and
Paralys Agitans.

Review of the Elopament Risk Assessment
revaalad, on 08/14/14, the facllity assessed
Resident #1 {o be as al risk for elopement.

F 323|8/25/2014 and no other issues
were identified with any
other residents. Charges
Nurses on all shifts are
supervising ali staff to ensure
care plans are followed.
Hallway's eniry door into
Churchill and Churchill
dining's exit door to outside
have been checked for
functioning and effectiveness
of the locking mechanism by
the Restorative Nurse on
9/3/14. All janitors employed
by the facility were trained
by in-service Coordinator on
?/4/14 on proper procedure
for checking door '
functioning and logging
findings. A log was placed
next to the exit door inside
Churchill Dining Room and
the door will be checked for
funclioning and effectiveness
of the locking mechanism
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- with increased anxiety, wandering and exit

Review of the Comprehensive Care.Plan, "Nead
for supervision due to wandering and exit seeking
behaviors", dated 05/20/14, ravealad
interventions which Included for staff lo monilor
with increased enxiely, wandering and axit
sesking behaviors and for staff fo provide one on
ons of divargional activities as needed and evary
thirty {30) minute chacks.

Review of a Nursing Note enlry, dated 08/24/14
at 8:16 AM, revealad "Residen! bacoming
agilated, exit seaking and staling F'm a truck
driver and | need to start my route, Very hard lo
redirect”. The Nursing Note also revealad, *This
nurse nolified of resident being cutside Church
Hill doors {(West End dining room). Thls nurse
walked resident back down sidewalk to front
antrance”. Review of the Event Report, dated
08/24/14 at B:30 AM, revealed Resldent #1 was
found on the sidewalk by Certified Nurse Alde
{CNA) #3. .

2, Record review revealed the facility admilled
Rasldent #2 on 10/08/12 with diagnoses which
included Alzheimer's Disease, Anxlety and Bipotar
Disorder,

Review of the Elopament Risk Assessmant
revealed on 06/26/14, the facility assessed
Resident #2 to be at risk.

Review of the Comprehensiva Care Plan, "Need
for Supervision due to wandering and exit
seeking behaviors”, dated 07/15/14, revealad
interventions which included for staff to monitor

seeking behaviors and for staff lo provide one on

one or diversional activities as neaded and avery
thirty (30) minute checks. .

on the entry door to Churchill
Dining by the janitor on duty
and findings documented on
the log. If any malfunctions
are observed maintenance
twill be noftified immediately
and the janitor will stay at the
door uniil maintenance

L arrives,

The Adminisirator was In-
serviced by an outside RN
Consultant from KAHCF on
9/3/14 on the elopement
policy statement and risk
elopement policy
procedures and assessments
- and the importance of care
plans being followed. The
Administrator was required to
' take a post test with 100 %
accuracy which has been
completed. The In-Service
Coordinator has been In-
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policy statement and risk .
Review of a Nursing Note, dated 08/24/14 al 8:15 | ' i i
AM revealad, “This nurse Informed resident was eiopement poicy !
ouiside Churchill doors. CNA pushed resldent in rocedures and assessments !
wheel chalr back into facllity. Review of an Event P ,
Report, dated 08/24/14 at 8:15 AM, revealed and the importance of care
Rasidant #2 was oulsida Churchill doors and a H :
CNA brought himder back into the facllity via plans being followed, by the |
wheel chair", Administrator, on 9/3/14. The ;
Interview with CNA £3 on 09/03/14 &l 7:00 AM In-service Coordinator was
rsevedaled she ha;t; :tlﬁcko: out elzt ;31:10 AM! on also required to take a post
unday, Augus and was In her car leaving , ! ;
the parking lot when she noliced Resident #1 test with 100 % accuracy :
walking at the end of the sidewalk away from the 'which has been completed. ;
- end of the building by the West End dining reom. i .. ] P
She stated tha resident and was at the edge of The Administrative Staff
the parking lot, and she did not hear the slarm i i
sounding. CNA#3 stated Resldent #2 coming (Dlredor of Nursing. )
along behind Residant #1 propelling his/hersalf in i Restorative Nurse, Business
a wheel chair. The CNA stated she beat on the s
main entrance doors to get someone’s altention, Office Manager, Human
Resident #1 told her at the time, "I've been tiying Resources Manager, Laundry
for hours 1o gat out of this place”. She had no : fivifi .
Idea how long Resident #1 and Resldent #2 were Manager, Activities Director,
in lhe West End dining room before exiting the vironmental Director, )
facllity. CNA#3 slated Resident #1 had rasted En . . i
throughout the night and had gotten up after the Maintenance Director, RAI ]
day shift arrived (6:00 AM). Resident #2 did not i :
say anything about his/her whereabouts and CNA NU{S?S’ Dietary Manager,
#3 did not recall seeing Resident #2 bafore Medical Records Manager,
leaving at the end of her shift. She stated her : ‘
shift ends at 8:00 AM and she didn'l leave until PC Coordinator, Social
the breakfast meal was compleled. CNA#3 Services Director) has been ;
slated tha residents wera served breakfast per . .
room servica and the West End dining room had In-Serviced on 9/3/14 by In-
not baen ullized that morning. . service Coordinator on the
 Interview with CNA #1, on 08/28/14 at 1:60 PM
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F 323 | Continued From page 22

revealed she was just finishing feeding a resident
when she heard CNA #3 banging on the entrance
deor at the front of the bullding to get her
altention on the morning of 08/24/14. CNA#1 ran
to the nursing desk to inform Registered Nurse
#1 that two (2) residents were outside. CNA#1
stated the residents who normally ate in the West
End dining room were provided room service for
their breakfast on 08/24/14 due to a staff call in.
She stated room service was usually complated
by 8:30 AM; she racallad the CNAs were still
passing trays when CNA #3 banged on the door
to get her attention. CNA #1 stated she did not
hear an alarm. Further interview revealed CNA
#1 stated Reslden! #1 was always talking about
leaving and went to all the doors frequently and
caused the alarms 1o sound. She slated it look

: convincing to get Resident #1 back into the
building as he/she did not want to come back into
the bulkding and had slated that he/she did not
want to come back inside. She revealed
Resident #2 went all over the building in a wheal
¢hair and would make statements of going home.
He/she would sit by the doors talking to people as
they came and went. Review of the clinical
records revealed no documented evidence the
facllity provided diverslonal aclivitles or one to
one supervision for these residents prior to the
elopement.

Intarview on 08/28/14 at 1:16 PM with Registered
Nurse (RN) #1, revealed on 08/24/14 a litile after
8:00 AM, one of the CNAs came to the nursing
station and notified her Residents #1 and #2 were
found outside by Certified Nurse Alde (CNA) #3.
The residents were escorted back Into the facility
and assessed for Injury with none found. A head
count was conducted to determine If any other
resident was missing and all were there. RN #1

F azz/€lopement policy statement
and risk elopement policy
procedures and assessments
and the importance of the
rcare plans being followed.
The Administrative Staff was
also required to take a post
:test with 100 % accuracy
which all has been
completed. A mandatory on-
site in-service on the
elopement policy statement
and risk elopement policy
procedures and assessments
and the importance of care
plans being followed was
completed on 9/3/14 -

: 9/4/14 for all other staff by in-
service coordinator (the in-
service also included the
training of all staff that the
haliway door leading into
Churchill was locked at all
times when not in use and
. can only be opened by a
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asked Resident #1 to show her how hefshe laf!
tha bullding. RN #1 went to the West End dining
room and found the enlry deor from the hall was
unlocked. She pushed the exit door and exit door
alarms did not sound, it "jus! opened Jike there
was no connaction”. The key code alarm did not
sound. Additionally, the pull away alarm also
failed to sound. All olher facility doors were
¢hecked for functionality and no other problems
were identifiad. She staied the entrance door
from the hall should have besn lockad and she
could not explain why the door was unlocked as
she and another nurse, RN #2, and the
housekeaper were the only ones with a8 key, She
revealed when the resident becomes agitaled
and siarts talking about his/Mar truck he/she
wouid go to the exit doors and push on them and
cause the alarm to sound. She stated she would
take himmer down to get & pop or something to
aat.

Interview with the Maintenance Director, on

: 0B/29/14 at 4:40 PM, revealad he was nolifled on
Sunday, August 24th about 8:30 AM that a door
alarm had falled. He want {o tha facility and
checked the door alarms of the West End dining
room which worked at that time. He slated ke
thought the magnetic part of the alarm may have
 falled and the storms the night before might have
affected it. Further interview revealsd an
slactriclan was calied and did some type of repair
on the key code alarm. He stated weekly chacks
were performad fo verify functionality of the
alarms and the securily contractor had just
compiated a quarlerly inspection of the alarmed
doors on 08/19/14 with no 1ssues identified.

Further interview with the DON, on 08/02/14 at
11:45 AM and 3:35 PM, revealed she was

and/or a janitor in order to
be cieaned, All other staff
was required to take a post
test with 100 % accuracy.
Any staff that has not
attended the elopement
policy statement and risk
elopement policy
procedures and assessments
and the importance of

Hollowing the care plans in-

service and took the post test
has been taken off the

They will not be allowed {o
work until they have
attended the in-service and
' passed the post test with 100
% accuracy. The in-service
presented by the In-service
Cocordinator included
Charge Nurses, CMAs, Ward
Clerks, Business Office
Personnel, Nurse Aides,

schedule until it is completed.
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| peraonally check to see If the West End dining

t unsupervised dining recom on the West End of the

nolified about 8:30 AM on 08/24/14 that Resident
#1 and Resldent #2 had exited the bullding
withou! staff knowledge. She slated she
instructed the nurse to complets an incident
report and body audits. She said tha staff had
checked the doors and the exit door was not
functioning and the entrance door had not been
sacured by locking. Funrher intervisw revesled
the DON came to the facliily along with the Social
Service Diractor, the Administrator and the
Maintenance Diractor. An electriclan was called
lo repair the malfunctioning door. The DON
stated her part of the Investigation of the
elopament incident was 1o ensure averything had
been completed. She further stated she did not

room had been utllized that morning,

Additionaliy, the DON slated nobody was "going
to own up lo uniocking or not looking the entrance
door”, She ravealed the nurses unfock the door
and CNAs go into that dining room to obtain milk
and lco for residents. She further stated no one
had an answer fo why tha antrance door was
unlocked allowing residents access, so she

; "could not determine” who ieft the door unlocked, !

it could have been any CNA. The DON statad
she “eould not explain how the residents were
supeivised" when they had entered the

building and exited the facility through the exit
door without staff knowledge, Sha stated she did
not datermine when the residents were Jast seen
prior to being found outside of the building without
staff knowledge. Additionally, the DON
additionally slated the entrance door lock was
going to be ¢changsd lo an automatic fock:
howaver, she "did not know if they did".

Further Interview with the DON, ravesled a i
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F 323! conlinued From page 24 F 323;Activities, Maintenance

Department, Social Services,
Receptionisl, Environmenial
Services Department,
Laundry Department,
Maintenance Department,
Dietary Department &
Therapy. The Orientation
program for new employees
will include an in-service on
'the elopement policy
statement and risk
elopement policy
procedures and assessments
and the importance of

: following the care plans by
the In-service Coordinator
before they are allowed
work. This includes contract
labor should we employ
them. This facility does not

| use agency staff. Should we
choose to employ agency

| staff, they will be in-serviced
on the elopement policy.
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F 323| Continued From page 26 F 3231 New hires and contract labor
massage was left via a phone recording system must complete a post test !
(all call system) to the nurses to make sure the . ;
door was locked. The DON stated there was no with a score of 100 % i
re-education provided to staff apecific to the G f are !
actual elopement event per the facility's policy accuracy before they . i
and procedure. allowed o work. They will not ! .
Interview with the Social Service Director (SSD), be allowed to work in any
on 08/29/14 at 12:46 PM and 3:50 PM, revealed department unless they have
she had been notified on 08/24/14 sometime in
the morning that there had been an elopsment. passed the elopement test
She stated the residents had exited the West End with 100 % accuracy.

dining room and staff had not observed them
exiting. The SSD revealad she want to tha fagility

and when sha chécked tha exit door the alarms i
sounded but whan RN #1 had chacked it, the The tog.s for Chur'chlii emry‘

alarms did nof sound. She staled she talked with and exit doors will be audited

Realdent #1 who told her he/she weant out the ; :

door and Resldent #2 followed. The SSD by the House Keeping :
ravealed R?]?iden! #1 was agitated when sha Supervisor daily for fourteen |
spoke with him/her and the resident exit seeks, ; : i
walks around, asks whera his/her truck is and doys of 100 % compliance. :
says he/she has to make pay load and goes door Then weekly for four weeks

to door and occasionally sets the alarms off. She \ . .

stated when she asked staff what time the until 100 % compliance is met

residents were last observed she was tokd i for four consecutive weeks, |

Residant #1 was sean on the hall prior to exiting ; ;

the building and had been agitated and exit Then monthly for three

seeking t the time. months, then quarterly !
lnt%iew with the in-sewlca' Coordinator, on | {Quarterly meaning every '
08/03/14 at 8:50 AM, revealed she had not : : .

provided any in-service or re-educalion to staff three months) if 100% .
related fo the actual elopement that had cccurred Compliance is maintained. if !
on 08/24/14. She revealed she jus! started to : . \ :
In-service staff that morning (09/03/14) because noncompliance is found by

she had not been Instructed to do so until this any individual at any time

dale.
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F 323 Continued From page 26 F 323 the audit process will
Interview with the Administrator, on 08/20/14 al automatically start over with
11:00 AM, revealed he was nolified of Resident . .
#1 and Resident #2 exHing the facility without the daily audits. All logs and
staff knowladge on 08/24/14 about 8:30 AM. He audits will be brought to the
stated the residents had exited the facility through .
the exit door In the dining room off the West End | I Quarterly Quality Assurance
of the bullding. The Administrator stated during  meeting by the Ho
interview on 08/03/14 at 2:45 PM , "At that m . g by ., use
moment the residents were not supervised, what Keeping Supervisor and
else can [ say”. reviewed for any areas of
The faciiity implemented the foliowlng actions to concern. Charge Nurses
remave the Immediate Jeopardy: supervise and monitor all staff
1. Resident (#1 and #2} were pul on every thirty to see that care plans are
(30) minute watches for twanly four {24) hours .
per facillty policy with no further attempts to exit followed. The Quality
the facility. RN #1 and RN #2 performed haad to r oordi
loe assassments on Reslkdants #1 and #2 with no Assurance C . dirator )
Injuries Identified. The entry door to the West started an audit that monitors
End dining reom door keck was replaced with an ; Feqmid :
automatic lock mechanism on 08/24714. A written disciplinary G'Chons for
licansed elacirician was called to the faclity or:n\ all staff for not following care
08/2414 and corrected a machanical fallure. All - .
exit doors from the facility on 08/24/14 were plans. The Quality Assurance
checked by the Maintenance Director and Social Coordinator will report
Services Dlractor and determined to be : . -
functioning. directly to the Administrator
n iture to fo
2. The Adminiatrator was inservicerd by an any failure 1o follow care
outside consultant RN on 09/03/24 on the plans but just as important !
: elopement policy statement and Risk Elopement st ;
Policy procedures and agsessments, The - the qudit wm_mon‘nor Charge
Admiinistrator was required to take & past test Nurse that fails to issue any
with 100% accuracy. disciplinary action for not
3. The inservice Coordinator was inserviced on following the care plans by
: the Elopement Policy Statement and Risk ‘
| Elopement Policy procedures and assessments | |
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by the Administrator on 09/63/14 and was
required fo complete & post tesl with 100%
accuracy.

4. The DON, Restorative Nurse, Business Office
Manager, Human Resources Manager, Laundry
Manager, Activities Director, Environmental
Director, Maintenance Director, RAI Nurses,
Dietary Manager, Medical Records Manager, PC
Coordinator, Soclal Services Direclor was
inserviced on 09/03/14 by the Inservice
Coordinator on the Elopement Policy Statement
and Risk Elopement Policy procedures and
assessments, A post tast was required and
completed with 100% accuracy.

5. Amandatory on-site inservice on the
Elopement Policy Statement and Risk Elopement
Pollcy Procedures and assessments was
completed on 89/03/14 and 09/04/14 for all other
staff by the Inservice Coordinator. The Inservice
also inciuded the tralning of all staff that the
haltway door leading info the West End dining
room was locked at ail times when not in use and
can only be opened by a Charge Nurse for meal
times and/or a Janitor In order o be cleaned. Al
staff was required {o take a post test with 100%
accuracy. Any staff who has not attended the
Elopement Policy Statemant and Risk Elopement
Policy procedures and assessments inservice
was taken off the schedule untii It is compieted.
Thay will not work until they have altended the
inservice and passad lhe post test with 100%
accuracy. This Inciided Nurses, CMAs, Ward
Clerks, Businass Office parsonnei, Nurse Aldes,
Activites, Maintenance Dapartment,. Social
Services, Receptionist, Environmental Services,
Laundry Department, Maintenance Department,

{ Diatary Department and Therapy Department.

F 23| Staff. This audit will be a

Assurance program.,

continual audit done on a
weekly basis. This audit will be
a part of the facility's Quality

qliezor
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Oriantation program wil) Include Inservice on the
Elopement Polioy Statemant and Risk Elopsment :
procedurea and assessments by the Inservice :
Coordinator for all new employess before they }
are allowad fo work. This Includes any new hires :
of conliract labor should thay employ lhem. They
must complete a post test with 100% accuracy
before being allowsd to work.

8. Altresidents at risk for elopement were
re-assessed by the DON on 08/26/14. The West
End dining room exit door to the outside was
checked for functioning of the locking mechanism
by the Reslorative Nurse on 08/03/14. All
Janitors employed by the facility wera trained by
the inservice Coordinator on 09/04/14 an proper
procedure for checking door functioning and
logging findings. A log was initlated and the door
will ba checked for funclicning and eflectivaness
of tha locking mechanism daily by the Janltor on
duty and findings documented on tha log. If any
malfunctions ara obeerved maintenance will be
nolified immediately and the Janitor will stay at
the door unti! malntenance arrives. An audit of
the log will be done by the Housekeaping
Supervisor dally for fourtean (14} days of 100%
compliance. Than weskly for four waeks until
100% compliance i3 met for four (4) conseculive
weeks, Then monthly for thres (3) months, then
quartarly if 100% compliance is maintained, All
logs and audits will be brought to the QAA
meeting by the Housekeaping Supervisor and
reviewad for any areas of concera.

7. The haliway entry door inlo the Wes? end
dining reom was checkad for functioning and
effectiveness of the automalic locking system by i
the Restorative Nurae on 09/03/14. Alogwillbe | i
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kept related o the effectiveness and functioning
of the automatic lock and will be documented on
the same log as the axit door in the West End
dining room. Any malfunctions observed will be
reported to Maintenance immediately and the
Janitor will stay at the door untit Mainlenance
arrives. An audit of the log will be done by the
Housekeeping Supervisor daily for fourteen (14)
days of 100% corpliance, then weekly for four
{4) weeks unti! 100% compliance Is met for four
(4) conseculive weeks, than every month for
threa (3)months, then quarterly if 100%
complience is malntained. Alllogs and audits will
be breught to the quarterly QAA meeting by the
Housekeeping Supervisor and addressed for
areas of concern. -

The State Suivey Agency vaiidated the corrective
actions taken by the facility as follows:

1. Observation on 08/11/14 at 1045 AM,
revealad the entranca door o the Waest End
dining room was locked, A log book iocated in
the dining room revealad signalures from
Maintenance and Housekeeping staff that verifiad
monitoring of the enlrance and exit doors of the
room. The log indicaled the doars were being
checked threa (3) imes daliy for functioning of
the exit door and the enlrance door. The log
gave indicators o Include Maintenance baing
notified if a door was not functioning properly and
if not was a staff member posted at the door fo
monitor any malfunctioning. The log was current
and no malfunction had been identified, An audit
form also varifiad the checks were being
compleled and documented on the leg.

4. and 5. On 08/11/14, inservice tralning was
verified complatad on 09/03/14 and 09/04/14.

F 323
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The jnservices had been completed by all facility
staff, except four (4) who were on Famlty Madical
Leave Act (FMLA). The Inservice Coordinator
was responsible lo ensura the four (4) staff that
had not received the Inservice would have the
ingervice prior to being allowed to work and would
have io take a post test. The Orientalion
Program will include the Inservice on the
Elopement Policy Statement and Risk Elopement
Policy Procedures and Assessmants by the
Insarvice Coordinator for any new employees
before they are aliowed to work,

2, Interview with the Administrator on 08/03/14 at
10:45 AM revealed he had received inservicing
on 09/03/14 by an outside consultant on the
Eloperent Policy Statement and Risk Elopement
Policy Procedures and Assessments. He was
required to take a post test with 100% accuracy.

fand 4. On 09/11/14 at 11.00 AM, the DON
verified through interview thal the door entering
into the West End dining room was secured on
(6/24i14 by replacing the existing lock with ona
that locks automatically. Repair was made to the
exit door by an electrician, Inseivicing was
compisted by the Inservice Coordinator on
08/03/44. Inservice training was on the
Elopament Policy Procedures and Assassments
which Included residsnts identified at risk would
have a plan of care developed and implemeanted
{o ensure thelr safety. She was insarviced on the
Elopament Policy and the door checks
implamentaed 08/03/14. She was required to pass
a post lest with 100% accuracy. The Inservice
also Included that the sntrance door from the hali
Into the Wast End dining raom would remain
iocked al all times when not in use for meals or
church services and only be opened by a Charge

F 323
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Nurse and/or a Janitor In order to ba cleaned. A
log was placed in the West End dining reom and
the door will be checked for functioning and
effecliveness of the locking mechanjsm daily by
the Janitor on duty and finding decumentad.

4 and 7. Interview on 09/11/14 with the
Restoralive Nurse at 11:05 AM revealed she
checked the doors on 08/03/14 and a log was
initiated for dally checking for functioning of the
automatic kock placed by the Janitor. She was
inserviced on the Elopement Policy Statement
and Risk Elopement Policy procedures and
assessments and was required to pass a post
test with 100% accuracy. The Charge Nurses,
Janitor and Housekesping ara the only staff with
a key to the West End dining room.

6 and 6. The Housakeaping Supervisor verified
through Interview on 09/11/14 at 11:10 AM that
she had Inservice training related to keeping the
West End dining room locked at all times except
when belng used for meals or Church,
Housekeeping, Maintenance and the Charge
Nurses were the only staff with a key to unlock
the entrance door to the dining room. She was
inservicad on the facility's Elopement Policy to
Include reporting to the nurse if she saw any
residant displaying exil seeking behaviors. She
slated she was trained to check the door to
ensure it was locked every day after meals and a
log was used for documanting. After fourtean
(14) days, then weekly for four (4) weeks, then
avary month for three (3) months, then quarterly.
All logs and audits wlll be taken to the QAA
mesting by the Housekeeping Supervisor,

5and 6. On 09/11/14 at 11:20 AM Malntenance
Staff #1, revealed he had received Inservice

F 323
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{ralning on tha faclilty's Elopement Policy
Statement and Risk Elopemeant Palicy procedures
and assessments and had to pass a post test
with 100% accuracy. The doors will be checked
dally by the Janitor and documentad on & log.
Housekeeping, Maintanance and Charge Nurses
ware the only staff thal could unlock the entrance
door to the West End dining room. If a
malfunction was noted when checked,
Mainienance would be nolifled immediately and
the Janiter would stay with at the door until
Maintenance arrived. Audits were also being
deone by Housekeaping.

4. Interview with the Socia! Service Director on
00/11/14 at 11:25 AM revealed sha had recalved
inssrvicing from tha Insarvice Coordinator on
09/03114 and was required to lake a post test with
100% accuracy. The Inservice included keeping
the entrance door to the West End dining room
locked except when in use and only Charge
Nurses, Malntenance and Housekeeping had a
key to unlock it. Monltors were in place o ensure
the doors were locked dally and will continue for &
few months. The facllity Elopement Policy and
Elopement Risk Assessment policy and
Procedures Assassmant were included in th
Inservice, .

3. On 09/11/14 at 11:30 AM LPN #3 revealad in
intarview that she had been provided inservice
training on 09/03/14 by the Inservice Coordinator,
The inservice Includad the Elopesmant Policy and

She siated only nurses, janitors and
housskeaping had a kay to unlock the door to the
Waest End dinlng reom and i was to remain
locked all imes when not in use for meals. She
stated the Elopament Risk Assessment was

F 323
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complated when a resident exhibited exit sseking
behaviors. Tha doors were baing chacked daily
and documented on a log and the Jog was being
audiled by Housekeeping,

&, Housekeaping Staff #1 revealed in interview
on 08/11/44 that she had received inservicing by
the Insarvice Coordinator last week. Sha stated
the inservice covered keaping the door lo the
Wast End dining room focked excapt when In use
for meals. The Nurse, Maintenance and
Housekeeping had a key to unlock it.
Housekeapers work one night a week and after
the evaning meal, they ware to ensure the
enfrance door was locked afer the room was
cleaned.

6. Interview on 05/11/14 at 11:35 AM wilh the
Socia) Service Assistant revealed she had
recaived inservice tralning by the Inservica
Coordinator on 08/03/14, The inservice covered

! the facllity's Elopement Policy and the Elopsmant

Risk Assessment Procedures. Residents at risk
had care plan interventions implamented. The
entrance door into the West End dining room
from the half was to be locked unless it was being
utilized for meals or a church group.

Maintenance was chacking the doors in the room
daily and Housekeeplng was aise checking to
ensure the entrance door was locked. Alog was
belng utliized to ensure verification
documentation the doors were baing checked.

5. LPN #3 ravealed In Interview on 09/11/14 al
11:40 AM that she had recelvad Inservice training
by the Inservice Coordinator. The inservice
included how the entrance and exit doors of the

West End dining room were being monitored daily'

fo ensure the locks and alarms were functional,

F 323
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A log was being kept to ensure documentation of
the monitoring and an audit of the log was also

being conductsd. Tha Weel End dining room |
entrance door was lo be locked at all times when :
hotlnuse. Resldents al risk for elopement ;
behavicrs were to have care plan interventions i
implementad to assure their safety.

i 8. On 09/11/14 a 11:45 AM, Nurse Alde Student
#1, revealad she had been provided inservice
iraining by the Insarvice Coordinator. The
Inservice covered keeping the Wast End dining
room lockad when not In use and checking to
ensure the doors remained locked, Malntenance
and Housekeaping were monitoring the doors
daily and only Charge Nursss, Mainlenance ghd
Housakeeping had a key to unlock the dining
room. Reskient behaviors of exit seaking was to
be reported {o the nurse immedlatety.

5. CNA #2 revealed in Interview on 09/11/14 at i
11:50 AM that she had been provided tralning in :
an insarvice by the Insarvice Coordinator. The
facllity's Elopement Palicy and a risk assessment
was covered in the inservice as well as keeping
fhe door locked to the West End dining room.,
The doors ware being monitored for functionality
by Maintenance and Housekeeping. Charge
Nurses, Maintenance and Houseke#ping were
the only staff that had keys to unfock the door to
the dining reom. Additionally, resident behaviors
were to be reported fo the nurae. CNA#2 took a
post tast 1o confirm competency.

5. Aninterview on 09/11/14 at 11:55 AM was

i conducted with CNA#4. Sha revealed the

: Inservice Coordinator provided inservicing on
keaping the entrance door to the West End dining
room locked at all times when not in"use for :
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meals and Maintenance, Housekaseping and the
Charge Nurse had (he oniy keys. Maintenance
and Housekeeplng were monitoring the doors
daily to make sure alarms and locks were
funclioning. Residents with wandering behaviors
were monitored and behaviors reported to the
nurse.

6. Interview with a Laundry Alde on 08/11/14 at
12:00 PM revesled the Inservice Coordinator
gave an insarvica on 09/03/14 about keeping the
Wast End dinlng room locked whan not being
used for meals, Maintenance and Housekeaping
was monitoring the doors and keaping a log. A
post test had lo be compiated with 100%
accuracy. Malntenance, Housekeeping and the
Charge Nurses had the only keys to the dining
room. Resldents ware monitored for exit seeking
and the nurse was to be informed of any of those
type of behaviors.

6, An inferview conducted on 08/11/14 at 12:06
PM with CNA#5 revealed she had completed a
post test with 100% after ingervicing. glven on
08/03/14. The Inservice Coordinator provided the
inservice which included monitoring residents
whan displaying exit seeking and reporting to the
nures. Maintenance and Housekeeping was
monitoring the doors to the West End dining room
and nollng it ont a log. The doors were lo remaln
locked at all imes when the dinlng room was not
in use and the keys to the dining room wera kept
by the Charge Nurse, Maintenance and
Heusakesping. .

6. CNA #86 ravealad In interview conducted on
00711714 al 12:10 PM, that she had received
recent inservicing related to the doors of the West
End dining room. She stated the doars ramain i
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F 323

F 450
§8aJ

Continued From page 36

locked at ali times when nol In use. The Charge
Nurse, Maintenance and Housekeeping had the
only keys to the entrance door which was
changed to an automatlc locking system. Alog
was being used o verify when Maintenance and
Housskeeping chacked the doors on a dally
basis. Resident bshaviors of wandering and exit
sagking was to be reporied to the nurse and
intervantions to address those bshaviors was
dlscussed. The insarvice covered the Elopement
Policy and Risk Assessment Policy. CNA#56 was
requited to pass a post test with 100% after the
Inservice, .

483,75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

A facllity must be administered in @ manner that
enables it to usa its resources effectively and

" efficiently to attaln or malntain the highast
practicable physlical, mental, and psychosocial
well-being of each resident.

I This REQUIREMENT I8 not met as evidenced
" by:
Based on interview, record review and review of
the Administrator Posilion Description and the |
facllity's policy and procedures, it was determined |
the facility failed to ba administared in a manner
that enabled it to use It's resources effectively and
efficiantly lo attaln or maintain the highaest

: practicable physical, menla! and psychosocial

weli being for two (2) of six (8) sampled residents
(Resident #1 and Resident #2). The facllily failed
lo ensure staff were reeducaled after Resident #1
and Residant #2 elopad from the facliity per the
faclity's policy and procedure.

Fa23

F 490

F 490

Resident (#1 and #2) on 8-24- |
2014 were put on every 30
minute watches times 24
hours per facility policy with  ;
' no further attempts to elope.
A head o toe assessment
was completed by the
Charge Nurses, RN #1 and
RN #2 on resident {#1 and

i #2) with no injuries identified.
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The door lock on the hallway

F 4901 Continued From page 37 F 490 . ) '

entry door into Churchill :

Resident #1 and Resident #2, who were ini |

essassed and care planned as elopement risks, D{nmg Room WG? rep laced i

exited the building without staff knowladge on with an automatic lock [ |

08/24/14 af approximately 8:16 AM. Rasident #1 :

and Resldent #2 enlared the dining room at the mechanism on 8/24/14 by |

West End of the bullding through an unlocked the Director of Maintenance.

door, hen procesded 1o 8xit through the exit door

to the oulside without the two (2) alarms on the A licensed electrician was

door sounding. The resldents were found outside called in on 8/24/14 and
by Certified Nurse Alde (CNA) #3 who was ) vor /24/ )
leaving work. The facilily's pollcy, to re-aducate identified that the exit door !
staff after the elopement, was nol implamented fomed Al Ain t
until 08/03/14, ten {10} days (ater. inside Churchill .danlng. room
thad a mechanical failure

The facility's fallure to ensure the facility was ! :
administered in a manner that enabled it to use and the pr.oblem was
its rets:uf;cos effectively and f‘ﬁde;lﬂy caused or corrected immediately. All
was likely to cause serious injury, harm, . o
impairment or death of a residenl. Immediate exit doors from the facility on :
Jeopardy was Identified 00/03/14 and determined 8/24/14 were checked by the .
to exist on 08/24/14, An acceplable Allegation of ) ) ;
Compliance (AoC) was recelved on 09/09/14, and Maintenance Director and '
the State Survey Agency validated the Immediate ; : ;
Jeopardy was removed on 09/05/14, as allaged. Social S’ervtces Director Gnd
The Scope and Severily was lowered to 2 "0™ at determined to be functlioning ;
CFR 483.20 Resldent Assessment at F282, CFR correct! :
483,25 Quality of Care at F323 and CFR 483.75 Y.
Administration at F490, while the facility develops ‘
and implements the Plan of Carraction (POCY); ! . . i
and, the facllity's Quality Assurance (QA) All residents at risk for

i dm;nr:g: the effactivenass of the systemic elopement were reassessed

' : by Director of Nursing on

The findings include: : 8/25/2014. Hallway's entry
Review of the Administrator's job description and door inte Churchill and

: perlormance standards revealed: Purpose of this

[ pasition; "The purpose of Ihis position Is to
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! l
F 480 Continued From page 36 F 490 Churchlll dining's exit door to |
establish and maintain systems Ihal are effective ; !
and efficient to operate the facility in a manner to outside }‘.!c:v.e been checked
safely meet residents' needs in compliance with for functioning and
Federal, State and iocal requirements. To . :
estabilsh and maintain systems that are affactive effectiveness of the locking
and %fﬁcient tg operate the facility in a financially mechanism by the
sound mannes”, .
. Restorative Nurse on 9/3/14,
Revisw of the facliity poticy titled "Elopement, not All janitors emploved by the
dated, revealed “Residents are comprehensively ]_ ] ’ p. Y 4
assessed for wanderingfelopemant risk In order facility were trained by In-
{o minimize the potential for sloping from the : :
facliy". The policy addiionaly revealed, service Coordinator on
"Re-education of staff is conducted following any 9/4/14 on proper procedure
actual elopement avent to critikque staff .
performance and fo assure that any for checking door
Irﬁpig:ﬁmanls to the facility protocol are known fo functioning and logging
al s B . N
' findings. A log was placed
1. Record review revealed the facilily admitted next to the axit door inside
Resident #1 on 03/31/13 with diagnoses which xtto Ine e
included Aizhelmar's Disoase, Dementla and Churchill Dining Room and
Paralys Agitans. Raview of a Nursing Note, dated; :
08724114 8t 8:15 AM, revealed "Resident the door will be checked for
bacoming agitated, exit seeking and stating i'm a functioning and effectiveness
: truck driver and | naad to start my route. Very : . :
hard to redirect". The Nursing Note also revealed tof the locking mechanism
ahls c;ug;ﬁ é!oﬂﬁed of r«tasidgl:ill btalng outside daily and the automatic lock
un pors (West end dining room). .
W " ) on the entry door to Churchill
2. Record review revealed the facllity admitted Dini the ianitor on dut
Resldant #2 on 10/08/12 with diagnoses which '"’”9 bY la Y
included Alzhaimer's Diseass, Anxiety and Bipolar: and findings documented on
Disorder. Review of a Nurse's Note, daled '
08/24/14 at 8:15 AM revealed, "This nurse the log. If any malfunctions
Informed resident was outs!ds Churchill doors. I are observed maintenance
gb;uA t?“t.jshsd taskiant in whee! chalr.back Into - will be notified immediat ely
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. 1. Resident (#1 and #2) ware put on every thirly

Intarview with the In-gervice Coordinator, on
09/03/14 at 8:50 AM, revealed there had been no
reeducation of siaff related to the elopament on
08/24/14. She stated she started reeducating the
staff this morning (08/03/14) because she had
not been instructed to do so until this date,

Interview with the Administrator on 08/208/14 at
11:00 AM revealed he was nolified of Resident #1
and Resldent #2 exiting the facllity without staff
knowledge on 08/24/14 about 8:30 AM. The
Adminlistrator stated the door entering the West
End dining room was not locked and should have
been. Resident #1 and #2 had antered the
unsupervised dining room from the hall and
exited out of the facllity through the exit door and
the key code alarm and the pull away alarm
failed.

A Post Survey Inlerview, on 09/15/14 at 4:45 PM,
revealed he had no system in place to ensure the
staff was educated after an elopement per the
facility's policy and procedure.

The facllity Implemented the following actions to
remove the Immediate Jeopardy: !

(30) minute watches for twenty four (24) hours
per facility policy with no further attempts to exit
the facility. RN #1 and RN #2 performed head to
toe assessmenis on Residents #1 and #2 with no
Injuries identified. The entry door to the West
End dining room door lock was repldced wilth an
automatic lock mechanism on 08/24/14, A
licensed electrician was called to the facility on
08/24/14 and corrected a mechanical fallure. All
exit doors from the facility on 08/24/14 were
chacked by the Maintenance Director and Social |

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CQORRECTION | {X5)
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 THE APPROPRIATE DAVE
I DEFICIENCY)
F 480 | Continued From page 39 F ago AN the janitor will stay af the

door until maintenance
arrives.

The Administrator was In-
serviced by an outside RN
Consultant from KAHCF on
9/3/14 on the elopement
policy statement and risk
elopement policy
procedures and assessments.
The Administrator was
required to take a post test
with 100 % accuracy which
has been completed, The In-
Service Coordinator has

- been In-serviced on the
elopement policy statement
and risk elopement policy
procedures and assessments
by the Administrator, on
9/3/14. The In-service
Coordinator was also

required to take a post test J

i
|
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F 480 | Continued From page 40 F agowith 100 % accuracy which
Services Direclor and determined to be nas been completed. The
functioning. s X .
9 Administrative Statf (Director
2. The Adminlstrator was Ingervicerd by an : i
outside consuitant RN on 08/03/24 on the of Ttlursmg. Res’fom five Nurse,
elopement policy statement and Risk Elopemsnt f{usmess Office Manager,
Poilcy procadures and assessments, The Human Resources Manager,

Administrator was required to take a post tesl Y
with 100% accuracy, aundry Manager, Activities

3, The Inservice Coordinator was inserviced on Director, Environmental

the Elopement Policy Statement and Risk iDirector, Maintenance
Elopament Policy procedures and assessments \ .
by the Administrator on 09/03/14 and was Director, RAl Nurses, Dietary
required to complete a post test with 400% Manager, Medical Records
aceuracy. ; )

. Manager, PC Coordinator,
4. The DON, Restorative Nurse, Business Office ; : :
Manager, Human Rasources Manager, Laundry Social Services Director} has
g‘anager,M Activitles Direﬁlor. Environmental been In-Serviced on 9/3/14

reclor, Maintenance Director, RAl Nurses, , .

Dietary Manager, Medical Records Manager, PC by In-service Coordinator on
Coordinator, Soclal Services Director was the elopement polic
ingarviced on 00/03/14 by the Inservice elopem p 4
Coordinator on the Elopement Policy Statement statement and risk
and Risk Elopement Policy procedures and i
assessments. A post lest was required and elopement policy
completed with 100% accuracy. . procedures and assessments.

6. Amandatory on-site inservice an the The Administralive Staff was

Elopement Policy Statement and Risk Elopement aiso required to take o post
Policy Procadures and assessments was .

completed on 08/03114 and 09/04/14 far all other test with 100 % accuracy

staff by the Inservice Coordinalor, The inservice i

also Included the tralning of all staff that the which ali has been

haliway door Jeading into the West End dining completed. A mandatory on-
room was jocked at all times when not in use and isite in-service on the

can only be openad by & Charge Nurse for meal !
timas and/for a Janitor In order to be cleaned, Ali ! i
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| procedures and assessments by the Inservice

slaff was required to take a post test with 100%
accuracy. Any staff who has not attended the
Elopement Policy Statement and Risk Elopement
Policy procedures and assessmenls insarvice
was taken off ihe schedule untit it is completed.
Thay will not work untll they have attended the
inservice and passed the post test with 100%
accuracy. This included Nurses, CMAs, Ward
Clerks, Business Office personnel, Nurse Aldes,
Activilies, Malntenance Department, Soclal
Services, Receptionist, Environmental Services,
Laundry Depariment, Maintenance Depariment,
Distary Depariment and Therapy Depariment.

Qrientation program will Includa inservice on the
Elopement Policy Statemen! and Risk Elopement

Coordinator for all new employees before they
are allowead to work. This includas any new hires

or conlract labor should they employ them. They |

must complete a post lest with 100% accuracy
before belng allowed lo work,

8. Allrasidants at risk for elopament were
re-asgessed by the DON on 08/25/14. The West
End dining room exit door to the outside was
checked {or functioning of the locking mechanism
by the Restorative Nurse on 0R/03/14. Al
Janitore employed by the facllity wers trainsd by
the Insarvice Coordinator on 0B/04/14 on proper
procedure for checking door functioning and
logging findings, Alog was iitiated and the door
will be checked for funclioning and effeclivenass
of the locking mechanism daily by the Janitor on
duty and findings documented on the log. If any
matfunctions are obsarved maintenance wili ba
nolified immadiately and the Janitor will stay at
the door untit maintenance arrives. An sudit of
the log will be dona by the Housekeaping

and risk elopement policy
procedures and assessments
was completed on 9/3/14 —
9/4/14 for all other staff by in-
service coordinator {the in-
service also included the
training of all staff that the
haliway door ieading info
Churchill was locked at all
fimes when not in use and
can only be opened by ¢
charge nurse for meatl times
and/or  janitor in order to
be cleaned. All other staff
was required to take a post
test with 100 % accuracy.
Any staff that has not
attended the elopement
policy statement and risk
elopement policy
procedures and assessments
in-service and took the post
test has been taken off the

| schedule until it is completed. !
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F 490 | Continued From page 42 F 4g0| &Y Will not be allowed to
Supervisor dally for fourteen (14) days of 100% work until they have
complianca. Then weekly for four weeks until f .
100% complianca Is met for four (4) conseculive attended the in-service and
weeks. Than menthly for three (3) months, then passed the post test with 100
quarterly if 100% compliance is maintained. Al . .
logs and audits will be brought to the QAA % accuracy. The in-service
mesatling by the Housekeeping Supervisor and presented by the In-service
reviewad for any areas of concern. * ) .
Coordinator included
7. The hallway antiy door Into the West end
dining room was checked for functioning and Charge NL'JI’SGS, CMAS' Ward
sffacliveness of the automatic locking system by Clerks, Business Office
the Restorative Nurse on 0%/03/14. A log will be :
kepl related to the effectiveness and funclioning Personnel, Nurse Aides,
of the automatic lock and will ba decumentad on Activities, Maintenance
the same log as the exit door in the West End t Social Servi !
dining room. Any malfunctions observed will be Department, Social Services,
reported to Maintenance immedlately and the Receptionist, Environmenial
Janitor will stay at the door until Malntenance C, P
arrives. An audit of tha log will ba done by the i Services Department,
Housekeaping Supervisor dally for fourieen (14)
days of 100% compliance, then weekly for four : Lct{ndry Department,
{4) waeks untii 100% complfance Is met for four Maintenance Department,
{4) consecutive weeks, then every month for y
threa (3)months, then quarterly if 100% Dietary Department &
comphance is maintained. All logs and audits will Therapy. The Orientation
be brought to the quarterly QAA mesting by the
Housakeeping Supervisor and addrassed for program for new employees
areas of concern. will include an in-service on
The State Survey Agency validated the corrective the elopement policy
actions taken by the facility as follows: statement and risk
1. Observation on 09/11/14 al 10:45 AM, elopement policy
revaalad the entrance door to the West End ‘
dinlng room was locked. A log book located In procedures and assessments ,
the dining room revealed signatures from by the In-service Coordinator |
Maintenance and Housskeeping staff that verifiad
monltoring of the enbrance and exlt doors of the
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F 490 Continued From page 43 F 4g0| efore they are allowed

room. The log ind!lfated cl'h? dfoors were befns;f work. This includes contract
chacked thrae (3) timas dally for functioning o
the exit door and the entrance door, The log labor should we employ
gave indicators o Include Maintenance being them, This facility does not
natified if & door was not funclioning propery and
i not was a staff member posted at the door to use agency staff. Should we
monitor any malfunctioning. The log was current
and ne malfunction had been identified. An audit choose fo e_mp'o}’ Gger.’cy
form also verified the checks were baing staff, they will be in-serviced
complsted and documented on the log. on the el opement policy
4.and 6. On 08/11/14, inservice tralning was New hires and contract labor
verified complated on 08/03/14 and 09/04/14.
The Inservices had besn compleled by all faciity must complete a post test
staff, except four (4) who wers on Famlly Medical with g r 1
Leave Act (FMLA). The Inservica Coordinator tth a score of 100 %
was responsibla to ensure the four (4) slaff that accuracy before they are
had nol received the inservice would have the :
insarvice prior to being aliowad fo work and would allowed to work. Th(?y will not
hava o take a post test. The Orientation be allowed to work in any
Program will include the inservice on the
Elopement Policy Statement and Risk Elopement department unless they have

i Palicy Procedures and Assessments by the passed the elopement test
inservice Coordinalor for any new employees .
bafore they are aliowed to work. with 100 % accuracy. The
2, {nterview with the Administrator on 09/03/14 at : Event Repori” has been
10:33} AM revealed he had received Inservicing changed on 9-15-2014 to
on 08/03/14 by an oulsida consuttant on the ;
Eiopement Policy Statement and Risk Elopement lnclu:::!t.a a not\e b y the .
Policy Procedures and Assessments, He was administrator’s signature line
raquired to take a post test with 100% accuracy. that states "the

i 1and 4. On 09/11/14 at 11:00 AM, the DON administrator's signature
verified through Interview that the door entering - .
into the Wast £nd dining room was sacurad on ! indicates completion of the
08/24/14 by replacing the existing lock with ana
that iocks aulomatically. Repair was made fo the event form and the

; @xit door by an elactrician. Inservicing was i !
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F 490 | Continued From page 44 F ago, ACknowiedgement of all in-
completed by the Inservice Coordinator on service tfraining has
08/03/14. Inservice iralning was on the m
Elopement Policy Procedures and Assassments commenced when facility
which included residents identified at risk would policy and procedures
have a plan of care developed and implemented indicat t i h
to ensure their safely, She was inserviced on the INaicaie atier evenls sucn as
Elopement Policy and the door checka elopement.
implemented 08/03/14, She was required to pass pem
@ post test with 100% accuracy. The inservice
also [ncluded that the enltrance door from the hall
into the West End dining room wauld remain .
locked at all times when not in use for meals or The logs for Churchill entry
church services and only be opened by a Charge : . .
Nurse and/or a Janitor In order 1o be cleaned. A and exit doors will be audited
log was placed in the West End dining room and by the House Keeping
ihe door will be checked for functioning and , ity f
effectivenass of the locking mechanism daily by Supervisor daily for fourteen
the Janilor on duty and finding documentad. days of 100 % compliance.
4.and 7. Interview on 06/11/14 with the Then weekly for four weeks
Reslorativa Nurse at 11:05 AM revealsd she i : i
checked the doors on 09/03/14 and a log was untit 100 % compl‘:ance Is met
Initiated for daily checking for functioning of the for four consecutive weeks.
automatic lock placed by the Janitor, She was
inserviced on the Elopament Policy Statement Then monthly for three .
and Risk Elopement Policy procedures and : months, then quarterly if 100%
assessments and was required to pass a post . . . .
tast with 100% accuracy. The Charge Nurses, compliance is maintained. If
Janitor and Housekeeping are the only slaff with nonc liance is fou
a key to the Waat £nd dining room. ! © , omp r,‘d oY
fany individual at any time
5 and 8. The Housekeaping Supervisor verified : :
through Interview on 08/41/14 at 11:10 AM that the audit processwil
she had insarvioe tralning related to keaping the avtomatically start over with
West End dining room locked at all imes except : s
when being used for meals of Church. 7 the daily audits. All logs and
Housekeeping, Maintenance and the Charge | . audits will be brought 1o the
; Nurses were the only slaff with a key to unlock !
| the entrance door lo the dining room. Shewas | * i
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F 480: Continued From page 45 F 450 quortfarly qucllty assurance |
inserviced on tha facility's Elopement Policy to meeting by the House ) |
include reporting to the nurse if she saw any . : ; :
resident displaying exit seeking behaviors. She <e<.eprng Supervisor and !
staled she was trained to check the door to feviewed for any areas of :
ensure It was locked every day afler meals and 2 L Boagt i
log was used for documenting. After fourteen concern. An audit will be '
{14 days, then weekly for four (4) weeks, then conducted by the Quality
every month for three {3} months, then quarterly. A C dinator t
Allogs and audits wili be taken to the QAA ssurance Loordinaior to
meeting by the Housekesping Suparvisor. check for the administrator's ‘

H & 1 i
5 and 6. On 08/11/14 at 11:20 AM Malntenance ignature on “Event Reports :
Staff #1, revealed he had recelved inservice ini th : :
training on the facility's Elopement Policy ertaining 1o in-services
! Stalement and Risk Elcpement Palicy procedures peing started when facility

and assessments and had lo pass a post test

with 100% accuracy. The doors will be checked olicy and procedures

dally by lhe Janitor and documented on a log. ndicate after events such as _

Housekeeping, Maintenance and Charge Nurses . i

wars the only staff that could unlock the entrance ; lopement. This will be done \

door to the West End dining room. 1f a aily for fourteen da

malfunction was noted when checked, Y , ys of 100

Maintenance would be notified imimediataly and s compliance. Then weekly ;

the Janitor would stay with at the door untll ' : i

Maintenance arrived. Audils were also being or four weeks until 100 % ; i
| done by Housekesping. ompliance Is met for four i :

4. Interview with the Soclal Service Diractor on Fonsecutive weeks. Then

09711144 at 11:25 AM revealad she had received monthly for three months, !

inservicing from the [ngervice Coordinator on !

08/03/14 and was required to take a post test with hen Quarterly (Quarterly :
: 100% accuracy. The inservice included keeping meaning every three month :

the enirance door to the Wast End dining room 9 ry e )

locked except when in use and only Charge f 100% compliance is

Nurses, Maintenance and Housekeeping hada - byt ; : :

key to unlock . Monltors were In place lo ensure maintained. All audits will be

the doors were tocked daily and will continue for a brought to the Quarterly

! few months, The facllify Elopament Policy and
; Elopement Risk Assessment policy and J
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intarvisw that sha had been provided inservice
fraining on 08/03/14 by the Inservice Coordinator.
The inservice Included the Elopement Policy and
the Elopement Risk Assessment Procedures. J
Sha statad only nurses, janitors and ;
housekeeping had a key to unlock the door to the
West End dining room and it was to-remain
locked all limes when not in use for meals. She !
staled the Elopament Risk Assassmant was
completed when a resldent exhibited exit sgaking
behaviors. The doors were being checked dally 1
and documented on a log and the log was being :

audited by Housekesping.
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F 420 ' Continued From page 46 F 490! Quality Assurance meeting ;
Procedures Assesamant were included in the by the Quality Assurance ;
inservice, . . !

' Coordinator and reviewed q /6/30”3 i
3. On 08/11/14 at $1:30 AM LPN #3 revealad In for any areas of concern. l
i

5. Housekeeping Staff #1 revealed in interview
on 08/11/14 thal she had racaived insarviging by
the Inservice Coordinator last week.- She staled
the inservice covered keeping the door to the :
West End dining room locked except when in use !
for meals, The Nurse, Maintenance and ;
Housekeeping had a key to unlock it.
Housakeepers work one night a week and after
tha evening meal, they were to ensure the
entrance door was locked after the room was _ j
cleaned. i

8. Interview on 08/11/14 at 11:35 AM with the
Social Service Assistant revealed she had
recelvad Inservice training by the nservice
Coordinator on 09/03/14. The Inservice covered ;
(ne facilily's Elopsment Policy and the Elopement : ‘
Risk Assessinent Procedures. Residents at risk
had care plan interventions Implemented, The
 entrance door into the West End dining room

| from the hall was 1o be locked unless it was being
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Conlinued From page 47

ulilized for meals or a church group.
Mainlenance was checking the doors in the room
daily and Housekeeplng was also checking to
ensuie the enlrance door was locked, A log was
being ulilized to ensure verification
documantation the doors were being checked,

5. LPN #3 revealed In interview on 08711714 at
11:40 AM that she had recalved inservice iraining
by the Inservice Coordinator. The inservice
Inciuded how the entrance and exit doors of the
Wast End dining room were being monitored daity
lo ensure the locks and alarms were functional.
Alog was being kept to ensure documentation of
the monitoring and an audit of the log was also
being conducted. The West End dining room

. antrance door was to be locked at all tmes when |

natin use, Resldents at risk for elopament
behaviors were 1o have care plan infarventions
implemented to assure their aafety,

6. On 08/11/14 a 11:45 AM, Nurse Alde Student
#1, revealed she had been provided Inservice
training by the inservice Coordinator. The
Inssrvice covarad keeping tha West End dining
roorn kocked when not in use and checking to
ensure the doors remained focked. Maintenance
and Housekeeping ware monitoring the doors
daily and only Charge Nurses, Maintenance and
Housekeeping had a key (o uniock the dining
room. Resldent behaviors of exit sasking was lo
ba reported to the nurse immediately.

| 5. CNA#2 revealed in inlerview on 09/11/44 at

11:50 AM that she had basn provided tralning In
an inservice by the Inservice Coordinator. The
facility's Elopement Policy and a risk assessment
was covared In the inservice as wall as keaping

: tha dowr locked to the West End dining room.

F 480
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The doors were belng monitored for functionality
by Maintenance and Housekeaping. Charge
Nurses, Malntenance and Housekeeping were
the only staff that had keys to uniock the door to i
the dining room. Additionally, resident behaviors
ware to be reporied to the nurse. CNA#2 ook a
post test to confirm competency. i

6. Anlinterviaw an 09/11/14 at 11:65 AM was
conduciad with CNA #4. She revealsd the .
Inservice Coordinator provided inservicing on :
keeping the entrance doar to the West End dining
room lockad at all limes when nof in use for
meals and Maintenance, Housekeeping and the
Charge Nurse had the only keys, Maintenance
and Housekeaping were monitoring the doors
dally lo make sure alarms and fooks were
functioning. Residents with wandering behaviors
wara monttorad and behaviors reported to the
nursa,

5, Interview with a Laundry Aide on 09/11/14 at
12:00 PM revealed the Inservice Coordinator !
gave an inservice on 09/03/14 about keaping the
Waest End dlning room Jocked when not being
used for meals. Malntenance and Housekeeping !
was monitoring the deors and keeping a log. A
post test had to be completed with 100% i
accuracy. Maintenance, Housekeaping and the
Charge Nurses had the only keys to the dining
room. Residents were monitored for exit seeking
and the nuree was to be informed of any of thoge
type of behaviors, '

5. Aninterview conducted on 08/41/14 at 12:05
PM with CNA#5 revealad she had completed a
posl test with 100% after Inservicing given on
08/03/114. The Inservice Coordinator provided the
inservice which included monitoring residents |

FORM CM$-2687(02-99) Pravious Viersions Obsclale Event ID:W3l411 Facilily i3: 100140 I continuation shee! Pega 40 of 50




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/15/2014
FORM APPROVED

OMB NO. 0938-0361

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185177

(X3} DATE SURVEY
COMPLETED

G
09/11/2014

(%2) MULTIPLE CONSTRUCTION
A BUILDING

B.WING

NAME OF PROVIDER OR SUPPLIER
GRAYSON MANOR NURSING HOME

STREET ADDRESS, CITY, STATE, ZiP CODE
506 WILLLAM THOMASON BYWAY
LEITCHFIELD, KY 42764

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENGY MUST BE PRECEOED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

O PROVIDER'S PLAN OF CORREGTION
PREFIX | (EACH CORRECTIVE AGTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X8}
COMPLEYION
DATE

F 480 Continued From page 49

when displaying exit seeking and reperting to the
nurae. Maintenance and Housekeeping was
monitering the doors to the West End dining room
and noting it on e log. The doors ware to remaln
locked at &ll fimes when the dining room was not
In uss and the keys to the dining room were kept
by the Charge Nursg, Maintenance and
Housekedping.

5. CNA #8 revealed In interview conducled on
06/11/14 at 12:10 PM, that she had received
récent inservicing relatad to the doors of the West
End dining room. She stated the doors remain
locked at all times when not in use, The Charge
Nurse, Maintenance and Housekeeping had the
anly keys to tha entrance door which was
changed lo an automatic locking system. Alog
was being used to verify when Maintenance and
Housekeeping checked the doors on a daily
basis. Resldent bahaviors of wandaring and exit
segking was o bs reported to the nurse and
Interventions to address those behaviors was
discussed. The inservice covered the Elopement
Policy and Risk Assessment Policy, CNA #8 was
j requlred to pass a post tast with 100% after the
Iﬂsﬁf\'icﬂ.——--'- e e e e e

F 450

| |
[
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