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An abbreviated survey to Investigate KY20101
was initiated on 04/29/13 through 04/30/13 and a
partial extended survey was conducted 05/02/173
through 05/03/13. Immediate Jeopardy was
Identiflad on 04/30/13 and determined 1o exist on
04/27113 In the areas of 42 CFR 483.20 (F280)
5/8=, 42 CFR 483.25 (F328) $/5=J, and 42
CFR 483.75 (F490) at $/S= J. Substandard
Quality of Care was Identifled in 42 CFR 483.25
(F323). The facilty was notified of the Immediate
Jeopardy and Substandard Quallty of Care on
04/30/13.

On 04/27/13, Resident #1 exited the faclity
without staff knowledge. The resident was last
seen by staff at 9:30 AM and was found by a
visitor at 10:10 AM, ambulating on a sidewalk,
past the facility's parking lof, toward a busy
highway with six (6) lanes of traffic. The fam ily
mmember recognized the resident and informed
facility staff of the resident's location. The
resident was retumed to the facility and assessed
ag having sustained no Injuries. Interview and
record review revealed the facility assessed
Hesldent #1 10 have a change in condition due to
wandering behavlors, increased confusion, and
removal of clothing from the closet with
verbalization of a desire to go home on 02/07/13
and 03/06/13. However, tha facility failed to
reassess Resldent #1 for elopement risk and did
not revise the care plan to reflect those changes
and implement increased supervision for
Resident #1. On 04/26/13, Residant #1 was
observed to exit the facility through the front
entrance and was placed on fifteen (15) minute
Visval checks and a wander guard bracetst was
applled to the resident's right wrist. However,
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oy g ey wih an asterisk (*) denoles a deficlency which the institution may be excused from corecting praviding i is defermined that
other safegliards provide suffiéent pfotection to the patients. (Sea instructions.) Excent for nursing homes, the findings stated sbovs are disclosable 80 days
following the data of suvey whether or not a plan of correction ks pravidexd, For nureing homes, the above findings and plars of correction are disclosable 14
days following the dale these documents are made available 1o the facilty. If deficiencies are cited, an approved plan of carection iz requishe to continued

program participation,
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roview of the: log for the fifteen (15) minute
checks revealed no documented evidence the
visual checks were completed from 6:00
AM-11:00 AM on 04/27/13, the day the resident
eloped from the facillty. Staff interviews revealed
the 15 minute checks were not conducted during
that time because of a miscommunication
between the night shift and day shift staff where
ancther resident (not Resldont #1) was being
monitored. Thess facility failures resulted in
Resident #1 exiting the building on 04/27/113
without staff knowledge.

An acceptable Allegation of Compllance (AQC)
was received on 05/03/13 alleging Immexdiate
Jeopardy was removed as of 05/02/13. The
State Survery Agency verified the Immediate
Jeopardy was removed prior to exit on 05/03/13,
with remaining non-compliance at 42 CFR 483.20
Resident Assessmenis (F280), 42 CFR 483.25
Quality of Care (F323), and 42 CFR 483.75
Administration (F490) at a Scope and Severty of
a "D" while the facility develops and Implements a
plan of correction and the facility's Quality
Assurance monitors the effectiveness of the
systemic changes.
. F 280 453.20(d)(3), 483.10(k)(2) RIGHT TO F 280
88=J| PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found o be
incapacitated under the laws of the State, 1o
particlpate in planning care and treatment or
changes In care and treatmant.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
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interdisciplinary team, that includes the attending
physician, a reglstered nurse with responsibliity 05-23-13
for the resident, and other appropriate staff In
disciplines as determined by the resident's needs, _
and, 1o the extent praciicable, the participation of :
the residemt, the resident's family or the resident's . Resident #1 was discharged from
legal representative; and periodically reviewed qH
and revised by a team of qualifted persons atter gacﬂxty on 5/2/13 t a secured
each assessment, acility.
. All resident care plans were
audited by MDS nurses on April
30, 2013 to insure behavior care
plans in place and reflected current:
‘ ' resident status. Any finther
Th'm REQUIREMENT is not met as evidenced residents identified with behavior
Based on observation, interview, record review, changes and/or elopement risk had
and review of the facility's changs In conditlon profiles updated and care plans
forms, it was determined the faclity falied to have . .
an effective system 1o ensure the review and de\:'cloged to reflect these C}:langcs.
revision of the care plan tor one (1) of seven (7) This affected four other residents.
sampled residerts (Resident #1) when a change : ’
in condition occurred. The faciitty identifled
Resldent #1 had experienced a change in
conditlon on 02/07/13 and 03/06/13 when the
resldent was observed fo have Increased
confusion and wandering behaviors. The faclity
failed to revise the care plan o reflect those
changes. On 04/26/13, Resident #1 was
witnessed 1o leave the fadility through the main
entrance doors. The resident was redirected back
into the facllity. On 04/27/13, Resident #1 exited
the facility without staff knowledge, was
discovared by ancther resident's famlly member,
and was returnad to the facility by staff, in
addition, the care plan was not revised on
04/26/13 1o reflect the elopement that ocourred
FORM CMES-2567(02-89) Previous Versions Obsolets Facflity I 100198 i continualion shest Page 3 of 36

Evant 1D:C2RMH




Jun,

6. 2013  3:20FM

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/17/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) FROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
16857132 B. Wika 05/03/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

FRANCISCAN HEALTH CARE CENTER

3625 FERN VALLEY ROAD
LOUISVILLE, KY 40219

04 iD SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PRERRC (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD B COMPLETION
TAG AEGULATORY GF LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 280 | Continued From page 3 F 280
and/or include preventive Interventions and
Resldent #1 eloped again from the facllity without
staff knowledge on 04/2713. (Refer to F-323)
The facility's failure to ensure the Care Plan was
revised lo address resldents' change in condition,
and to include adequate supervision for residents
assessed at risk for elopement placed residents 3. Staff education for nurses
at risk for serlous harm, injury, Impalmnent or -
death to a resident. Immediate Jeopardy was got:g]l)cted 10 n4/3 0/;? 5/1/1.3 by
identifled on 04/30/13 and determined to exist on evelopment Nurse with
04/27113. : emphasis on Change in Condition
communication and documentation
An acceptable Allegation of Compliance (AQC)
was received on 05/03/13 and 1}12 State Survey and carf: plan deve.lqpment, .
Agency validated the Immediate Jeopardy was evaluation and revision. A Quality
removed on 05/02/13 as alleged, priar to exit on Assurance meeting was conducted
05/03/13. The scope and severity was lowered to s - . .
a "D" while the facility develupsrlzd implements by C.l 1mcal Dlrwt?r on 5/1/13 with
the Plan of Correction (POC) and the facility's Medical Director in attendance to
Quality Assurance monltors the effectiveness of provide guidance to campus staff
the systemic changes. on monitoring behavior changes
The findings Include: and subsequent development of
care plans to address resident
Review of the facility's Change In Condition Form needs.
guidelines, revised January 8, 2008, revealed
upon assessment of & resident's change in
status, the Nurse shall inltlate the Condition
Change Form In order to fully refiect and
document the nursing process. The care plan
update section will be completed In its entirety. If
tha problam area is a new ares, Include
measurable and time-specific goai(s), and
realistic, individuafized approaches, and the
disciplines who will be involved in the care of the
regident. if a problem has already been identified
for this resident, check the appropriaie box and
FORM CMS-2567(02-89) Pravious Vrsions Obsolsis Event I0: GZAM Facsiny I0; 100196 I continuation sheet Page 4 of 36
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document the Intervention to be added to the compliance will be achieved by
current care plan. audits of care plans for residents
Review of Reslident #1's clinical record revealed with behavioral changes and/or
the facifity admitted the resident on 11/15/12 with elopement risks during morning
a diagnosls of Non-Alzheimer's Dementia. CQl meetings by IDT to ensure

.| Review of the Nurses’ Note, dated for 02/07/13,

Review of the Minlmum Data Set (MDS)
Admisslon assesament, dated 11/26/12, revealed
the facility had assessed the resident as having a
severe cognition impalrment with ne behaviors
ohserved. The Quarterly MDS Assessment,
dated 02/22/13, revealed the resident had no
wandering behaviors.

Continued review of the clinical recard revealed a
change in condition form was completed by
Licensed Practical Nurse (LPN) #6, on 02/07/13
al 1:30 PM, that revealed Resident #1 had -
increased confusion, had been wandering for
hours at night, and the resident was standing at
the window in his/haer room, asking to go home.

revealed the facliity obtained a urinalysis
secondary to the resident's confusion and
wandering. The urinalysls was positive and
treatment was obtalned. Review of the
comprehensive care plan, revised on 02/07/13,
revealed the care plan addressed the Urinary
Tract Infection (UTT); however, the facllity falled to
revise the care plan ta reflect tha resident's
wandering behaviors.

Further review of Resldent #1's clinlcal record
revaaled on 03/08/13, LPN #6 completed a
change In condition form due o the resident's
ncreasad corfusion, with ths resident stating
he/she hed o pack thelr dothea and go home,
The Nurses' Note, dated 03/06/13 at 9:00 AM,

care plans are updated with
interventions based on identified
risks and reflect current status. Any
behavior changes and/or exit
secking behavior will be addressed
at the time by MDS purses and
Social Services at the time of the

meeting. These residents will also -
be monitored during Clinical At
Risk meetings weekly until
behavior is stable x 4 weeks.
Random Care Plan audits of 5
residents will be conducted by
DHS and MDS nurses weekly x 2
months, then monthly x 3 months.
IDT will review care plans during
resident first meetings and
update/develop as needed.
Monitoring will also take place
during monthly QA meetings,
which will requite action plan
development for non-compliance
and through Home Office Peer
Review Process. The Peer Review
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revealed the resident remaved an Incontinent
brief and started walking in the hallway stating
hefshe was golng home. Review of the care plan
sectlon on the form revealed nothing had been
checked to indicate a eare plan had been revised
according to the facility's policy.

Interview with LPN #6, on 04/30/13 at 3:45 PM,
revealed she had completed the change in
caondltion forms dated 02/07/13 and 03/06/13.
She stated whenever Resldent #1 became more
confused and started fo wander, it was usually
Indicative the resident had a UTL She stated the
riight shift Nurse had reported 1o her that on
02/07/13, the resident had wandered for hours in
the haliway outside the resident's room and this
was & new behaviar for Fesident #1 because the
resident usually stayed in hisfher room. On
03/06/13, she was working on the floor when a
Certified Nursing Asslstant (CNA) came to her
and lold her the resident had removed his/her
clothing from the closet and was saying hefshe
was going home. Perinterview, she went Info the
room and asked the resident whera he/she was
going and the resldent responded, “packing to go
home." LPN #§ stated she did nat complete the
care plan revislon section (on the change in
condition form) and usually did not fil out that
section. She indicated the forms were reviewed
during the morming meetings (Monday-Friday)
and during this meeting, the care plan was
usually revised., However, review of the
comprahensive care plan, dated 020713,
revealed only the UT! had been addressed with
clinieal iInterventions to treat and prevent UT!'s.
The resident's new behaviors of wandering,
removal of clothing from the closet, and the
rasident stating he/she wanted to go home had

is conducted twice a year with an
Interdisclinary Team from other
Trilogy campuses. This review
evaluates systems implementation
and requires Action Plans to be
completed for non-compliance.
Home Office Support follows up
on these action plans for correction
" during their routine visits,
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Continued From page 6
not been addressed on the care plan.

Fuether record review revealed on 04/26/13 at
6:00 PM, Resident #1 was observed by staff to
exit the facilly through the main enlrance doors,
The Executive Director witnessed the resident
leaving and redirected the resident back into the
facility. The resident was placed on visual checks
every fifteen (15) minuies and a wander guard
device was placed on the resident. Further review
of the recurd ravealed the resident's eare plan
was hot revised to Include the resident's attempt
to exit the facility nor any preventive interventions
the facility had implementad.

On 04/27/13 at 10:10 AM, Resident #1 exiled the
facility without staff knowledge and was found by
a visfior ambuiating on a sldewalk, past the
facility's parking lot, toward a busy highway.

Review of the comprehensive care plan revealed
the facility did not revise the care plan fo address
the resident's wandering behaviors that occurred
on 02/07/13 and 03/06/13 or the elopement that
ocourred an 04/26/13 until after the resident had
exited from the facility on 04/27/13.

interview with the Soclal Service Director, on
04/30/13 at 2:00 PM, revealed she mew
Resident #1 well and sometime during the week
of 04/22/13 - 04/26/13 the resident was
wandering more, She stated the resident normally
stayed in his/her room and watchad TV (loves
Price is Right game show). However, last weak
(Tuesday, 04/23/13 or Wednesday, 04/24/13) she
observed the resident wandering throughout the
haliways, on the unit. She stated she was
unaware of the change In condition regarding the

F 280
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behaviors exhibited on Q2/07/13 and 03/06/13.
She stated the only changes that were discussed
In the marning stand up meetings was that the
resident had a UT\. No behaviors were
discussed. Therefore, she did not document in
her notes about the wandering behaviors and did
not revise the care plan, She stated when the
rasident exited the building on 04/26/13, the care
plan should have been revised to reflect this new
behavior of exit seeking and the Interventions the
facility mplemented.

Interview with the Director of Nursing Setvices,
on 04/30A13 at 11:00 AM, revesied staff should
have completed the care plan section on the
Changae In Condition form. She stated the care
plan should have been revised durlng the
mormning mestings and interventions
implemented. She statad the staff was focused
on the UTI and the clinical aspects and did not
consider the behaviors. Although the resident had
exhibited wandaring behaviors prior to the
attempt to extt the bullding on 04/26/13, she
considered the wandering behviors different from
exit sesking.

Otiservation of Resident #1, on 04/29/13 at 3:00
PM, revealed the residant sitting in a recliner In
hig/her room, dressed with a wander guard
davica pinned to the back of the resident's shirt.
Interview with the resident revealed he/she could
not answer any guestions or converse In
conversation.

Reviaw of the accaptable Allegation of
Compliance (AOC), dated 05/03/13, revealed the
facility took the following Immediate actions:

F 280
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1. All regldents In the facility were assessed for
Indicators of elopement risk, wandering, and
unsafe wandering, completed on 04/30/13.

2. Al residents were roassessed for elopament
potential and Care Plans were updated to include
siaff interventlons to manage unsafe wandering
and exit seeking behaviors. Four additional
residents were ldentified as elopement risk,
These residents ware placed on every fifteen (15)
minute chacks, These checks were also
documented on the 24 hour report and CNA
assignment sheets. These actions were
completed on 04/30/13.

3. Elopement binders on each Nurses' stations
wete updated, by the Unit Managers on 04/30/13,
with residenta' photographs and profile
information specific to that resident. Specific
demographl information was included for each
resident who demonstrated unsafe wandering
and exit seeking behaviors.

4, Amandafory in-service was provided for all
staff on 04/29/13-05/01/13 that included the
elopement policy and procedures, missing
resident procadure, door alarms, to ensure staff
was campetent to Identify, report, react effectively
to elopements, and docoment wandeiing and exit
sesking behaviors as well as revision of care
plans.

The State Survey Agency valldated the AOC on
05/03/13 prior to exit as follows:

*The State Survey Agency validated through
roview of the facility's incident/accident reports
tithad Exit Seeking Clreumstance, assessment,

FORM CMS-2567(02-949) Pravious Verslons Ohsolets Bvent 1D: CARMI1 Facifly ID: 100166 if continuation sheest Fage 9 of 36




PRINTED: 0517/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0838-0391
STATEMENT OF DEFIGIENGIES (X1} PROVIDERVSUPPLIER/CLIA {X2) MULTIPLE CONSTRUGCTION L) DATE SURVEY
AND PLAN OF CORFECTION IDENTFICATION NUMBER: A BULDING COMPLETED
c
1895132 B. WihG O5/03/2013
MAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8625 FERN VALLEY ROAD
RANCISCAN HEA CARE CENTER
F ISCAN HEALTH CARE GE LOUISVILLE, KY 40218
X4 D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN DF CORRECTION L5
PREFIX (EACH DEFICIENGCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RAEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-AEFERENCED T0O THE APPROPRIATE DATE
PEFICIENGY)
F 280 | Continued From page 9 F 280

and intervention forms, used by the facliity to
documenit and identify residents at risk for
elopement, that the facility had identified four (4)
resldents to be at risk for elopement on 04/30/1 3.
Interview, on 05/03/13, with the Director of
Nursing Services revealed the facility had
reassessed all residents for elopement risk and
placed four residents (Resldents #4,45, #6, and
#7) on every fitteen (15) minute checks. Validated
through observation and review of the
documented scheduled checks.

*The State Survey Agency validated through
record reviaw of the residents klentified to be at
risk for elopament that the care plans were
updated and CNA assignment sheets were
updated with patient information.

“The State Survey Agency validated through
record review of Elopement binders, on the
nursing stations, that all residents ideritified by the
facility to be at risk of elopement wers -
documented by photagraph, and inciuded
documentation of specific behaviors and
demographic information.

"The State Survey Agency validated through
record review and staff sign in sheets for
mandatory staff in-services that the appropriate
caontent was provided 1o ensure staff were
competent to identify, report, react effectively to
elopements, and document wandering and exit
seeking behaviors as well as revision of care
plans.

*Interview, on 05/03/13 &t 1:35 PM, with the Staf
Devalopment Nurse, revealed all staff including
himself had atiended a mandatory inservice that
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focused on elopement procedures, missing
resident procedures, Identification of elopement
risks, door akarms, and revigion of care plans.

*Interviews with the faciity staff, on 05/0313 on
TCU-1 at 2:00 PM with BN #1 and CNA #4; on
TCU-2 at 2:15 PM with L PN #5; on TCU-3 at 2:05
PM with LPN #4; on 200 unit at 2:10 PM with LPN
#1; on Bell unlt at 2:25 PM with RN #2, CNA #5, v
and CNA 6; and, on 300 unit (Derby Cily) at 2:40
PM with LPN #2 and CNA # 7 revealed they had
been In-serviced on the elopement pollcy and
procedure, proper function of the door alarm
system, and missing person procedures. The
Nurses were in-serviced on the change in
condition forms and care plan updates. All the
staff had been informed of which residents were
on avery fifteen (15) minute checks and
completion of those forms. All staff had good
knowledge of the material presented in the
fraining.
F 323 | 483.25(h) FREE OF ACCIDENT F323
s53=) | HAZARDS/SUPERVISION/DEVICES 5-23.13

The facliity must ensure that the resident
environment remains as free of accident hazards . ]
ag Is possible; and each resident receives 1. Resident# 1 was discharged on

adequate supervision and assistance devices to May 2, 2013 to a'secured facility.
prevent accidents. - 2. All residents reassessed for
Behavioral changes and elopement
risks on 4/30/13 by Nurse
Managers. Any residents

. identified at risks had care plans
;‘;x:ls REQUHREMENT s not met as evidenced developed on 4/30/13 by MDS

Basad on ohservation, interview, record review,
and review of the facility's policy for elopement,
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#1) of seven (7) sampled residents. The facility
failed to follow thelr Elopement Risk Reduction
policy in regard {o assessing residents’ rak
factors for elopement and implementing
approptiate measures, On 02/07/13 and
03/06/13, Resident #1 exhibited & change In
condition refaled to increased wandering
behaviors, increased confusion, and removal of
clothing from the clasel with verbalization of
wanting to go home. The facllity falled to identify
the: potential elopement risk related to the
rasident's Increased wandering and verbalizations
of wanting to go home and failed to implement
Interventions for increased supervision. (Refer to
F280)

On 04/26H13 at 8:00 PM, Residert #1 was
observed to exit the facifity through the front
entrance. The facility implemented fifteen (15)
minute visual checks to monitor the resident's
wheraabouts: however, record review and stalf
interview revealed the fifleen (15) minute checks
ware not completed on 04/27/13 from 6:00
AM-11:00 AM due to a miscommunlcation
betwean tha night shift and day shift staff. On
04/27/13, Resldent #1, who had axhibliad
wandering and exit seeking behaviors, exited the
taciity without staff knowledge. The resident was
last ssen by staff at 9:30 AM, The resident was
found by a visltor at 10:10 AM, ambulafing on &
sidewalk, past the facility's parking lot, toward a
busy highway with six (6) lanes of traffic.

Records Nurse. After
reassessments, there were four
additional residents identified as
l elopement risks. These residents
were placed on q 15 minute checks
. and information was
communicated during change of
shift between nurses, then
communicated to CRCAs by
nurses. The checks were
documented on 24 hour reports and
CRCA Asgignment sheets.
Resident Profiles updated and
Elopement Binders updated as
well. Plant Operations checked all
alarms on day of elopement and
found them to be fimctioning

propetly.
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F 323 Continued Fram page 11 Fa2s
facility hvestigation, and the log for fifteen (15) |
minute visual checks, it was determined the
factity failed to have an effective system to o e . .
ensure the provision of adequate supervision to nurses and CRCA assignment
prevent accidents for one (1) resident (Resident " sheets were updated by Medical
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The facility's failure 1o have an sffective system In
place 1o provide supervision {o prevent accldents
has caused or js likely to cause serious injury,
harm, impairment or death to a resident. The
Immediate Jeopardy was ldentified on 04/30/13
and determined to exiat an 04/27/13.
An accepfable Allegation of Compllance (AQC) . . .
was received on 05/03/13 and the State Survey 3. Staff Education was conducted by
Agency validated the Inmediate Jaopardy was Staff Development Nurse and
remaved on 05/02/13, as alleged, prior to exit on _
05/03/13. The scope and severily was lowered to gﬁg M?trlllagers on .4/30/1 3
a "D" while the facility develops and implements with emphasis on
the: Plan of Correction (POG) and the facility's Elopement protocol and alarms,
Quality Assurance monitars the effectiveness of The code on the affected door was
the systemic changes. changed on 5/1/13 and staff will
The findings include: have to input for visitors who are
Review of the fadlity's policy ttied EI t leaving through that exit. All
eview ity's policy opemen , : .
Risk Reduction, revision date of 09/16/11, Health Center residents will be
revealed each resident would be assessed upon ' escorted and remained under
admisslon, monthly, and with a change in supervision during activities
condition to determine the supervision regulred to cted ; N
leave facility grounds. A plan of care would be condu on Assisted Living by a
developed and implemented for aach resident VGluntfaer and/or staff member. ‘
identified as having the potential to leave the Stop signs were placed at each exit
facility unauthorized, requiring supervision for off . to notify families and visitors to
ground privileges, or wandering to an unsafe
area. An album would be kept &t & secure
Iocation, known o staff, that contains &
photograph and ldentificafion information about
each resident who may ba at risk for elopement.
Review of faciity's Change in Condition form
guidslines, revised January 2008, revaaled this
form was to be utilized to documant the change in
the resident's status, physiclan's response,
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F 323 | Continued From page 13 F 323 anmﬁmff as?ésmn"e before
notification of changs, and the care plan updated. g residents out, VOl}mtﬁﬁf
The policy nstructed the staff to complete the Stﬂff were educated by Resident
care plan section in its entirety. If a problem area Activities Director, A successful
is new, the care plan was to Include measurable E .
and time-specific goals. The date on the cara Pllopt‘:mmt I?nll was conducted t_’)’ H
plan section must be completed and reflective of ?m Operations on 4/30/13. This
the date the care plan update was made. drill was monitored for compliance
by DH v
Review of Resident #1°s clinical record revealed Eiecut‘f ang .e alvated by
the facility admitted the resident on 11/15/12 with txecutive Director. )
a diagnosis of Non-Alzheimer's Dementia. 4, Systemically, all changes in
23:“*‘13‘”,“ the Minim ”“; 3‘;{5 dsﬂ ggﬂ? dthe condition, including exit seeking
ssion assessment, date an - . 5

Quarterly MDS Assessment, dated 02/22/13, behavior will be monitored for 72 ¢ .
revealed the: facllity had assessed the resident as hours and longer if indicated.
having a severe cognition impairment. Neither They will be reviewed in Moming
MDS assessments identifled the resident as Clinical Meeting. Residents
having wandering behaviors. displaying exit sesking behavior
Continued review of the clinical record revealed a will be initially placed on q 15

yp q
change in condition form was completed by minute checks. then wanderguard
Licensed Practical Nurse (LPN) #8, on 02/0713 lied aft 7’2 h b dg
at 1:30 PM, that revealed the resident was appica ancy ours based on
confused, had besn wandering for hours at night, Elopement Protocol policy in
and was standing at the window In his/her room, place. Functioning and placement -
asking 1o go home. Review of the Nurses' Note, .. )
dated for 02/07/13, revealed the facility obtained of the device is checked q shift.
a urinalysis secondary 1o the resident's confusion Door alarms will continue to be
and W'Z‘t"::ﬂ“gﬁ On 03/ condm“?t'i;hnef Sﬁmgu';lltf%m checked by Plant Operations
completed a change in orn o o
resident's increased confusion, with the resident imd/@r Weekstart Manzfgar daily to
stating he/she had to pack thelr clothes and go msure opcrgnonal. Residents are
home. The Nurses' Note, dated 03/06/13 at 8:00 assessed daily for safety under
AM, revealed the resident removed an Incontinent Medicare Part A requirements and
brief and started walking In the hallway stating v for Lo °Tq Regident
he/she was gaing home. Review of the care plan monthly 101 14 ng 1erm Resdents.
section on the change in condition forms revealed Elopement Drills will be conducted
the care plan section had not been checked to every 6 months at a minimum

i 1
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| 02/07M13 and 03/06/13. After the nurse reviewed

Continued From page 14

indicate a care plan had baen revized for either
incident.

Interview with LPN #8, on 04/30/13 ai 3:45 PM,
rovealed she was the Unit Manager where
Resident #1 resided. She revealed she had
completed the change in condlition forms dated

the forms, she stated whenever Resident #1
became more confused and started to wander, it
was usually indicative the resldent had a Urinary
Tract Infection (UTI). She stated the night shift
nurse had reporied 1o her that on 02/0713, the
resident had wandered for hours In the haliway
outside the resldant's room. She indicated this
was a new behavior for this resident because the
resident usually stayed in his/her room. On
03/06/13, LPN #6 was warking as a floor nurse
when a Certifled Nursing Assistant (CNA) came
to her and told her the resident had removed
his/her clothing from the closet and was saying
he/she was going home. The nurse want into the
room and asked the resident whers hefshe was
golng and the realdent responded, "packing to go
home.* LPN #6 revealed she had failed to
compieta the care plan revision section on the
change in condition form; however, Indicated she
did not usually fill out that section. She stated the
change In conditlon forms are reviswed during
the moming mestings (Monday-Friday) and the
care plans are usually revised if needed. Review
of the comprahensive care plan, dated 02/07A13,
revealed only the UT] had been addresssd with
clinical interventions to treat and prevent UTT's.
The resident's new behaviors of wandering,
ramoval of clothing from the closst, and the
resident stating he/she wanted to go homa had
not been addressed on the care plan.

Fa23

every 6 months at a minimum .
based on requirements. Elopement
Binders will be updated and
maintained by ADHS. There were
no Policy Changes implemented,
but current policies addressed and
reemphasized during Quality
Assurance meeting conducted on
5/1/13 with Medical Director in

- attendance.

FORM CMS-p587(02-80) Previous Vergons Otsolate Evant 1D:C2RM11

Fanilily 10, 100186 W confinuation shest Page 15 of 36




Junc b ZUT3 FoZ3FM e T e e I R | [ /A Rl SR

PRINTED: 05/17/2013

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVDER/SUPPLIER/GLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORFECTION IDENTIFIGATION NUMBER: A BULDING COMPLETED
C
185132 8. WiNG 06/03/2013
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, (ITY, STATE, ZIP CODE
3625 FERAN VALLEY ROAD
FRANCISCAN HEALTH C:AF%E CENTER LOUISVILLE, KY 40219
o) 1o SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EAGH DERCIENCY MUST BE PRECEDED BY FULL PHEFIX {EAGH CORMECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFIGIENCY)
F 323 | Continued From page 15 F 323

Review of the record revealed, on 04/26/13 at
6:00 PM, Resident #1 was observed 1o exil the
facility through the main entrance doors. The
Executive Director witnessed the resident leaving
and redirected the resldant back into the facility.
The resldent was placed on visual checks for
every fifteen (15) minutes and a wander guard
device was applied. However, review of the log
for the fifteen (15) minute checks, daled
04/27/13, revealed no documented evidence the
checks were conductied between 6:00 AM
through 11:00 AM.

interview with LPN #1, on 04/26/13 at 5:00 PM,
revealed she had recelved the wrong Information
regarding which regident was 1o be on the fifiesn
(15) minule visyal checks. She sald the night shift
nurse had given her another regidant's name and
that was the resident she was watching, not
Resident #1,

Review of the facility's incident report revealed
the rasident was found outside the facility at
10:10 AM, on 04/27/13. Resident #1 exlted the
facility without staff knowledge and was found by
a visltor ambulating on a sidewalk, past the
facility's parking lot, toward a busy highway with
six (6) lanes of traffic. The rasldant was
assessed 10 have no injuries.

On 04/28/13 at 4:10 PM, an interview with the
famlly members who observed Resident #1 In the
parking lot, revealed they (couple) were driving
down the driveway o the nursing facility when
they had almost reached the parking lot, they saw
Resident #1 with hisher walker ambulating alone
toward the busy highway. They knew the resident

FORM CMS-2667(02-89) Provious Varsions Obaolate Evant ID: C2RM11 Faclfity ID: 100106 ¥ continuation sheet Page 18 of 36
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well and knew the resldent should not be out
alone. They ran mto the fecility and reported what
they saw to the staff. Two stafl members went
out and retrieved the resident, They stated they
had not sean the resident outslde alone before,
but had over heard staff redirecting the resident
aften.

Interview with CNA #1, on 04/28/13 af 4:30 PM,
revealed a family member came into the facility
on 04/27/13 and reported Resident #1 was
outside and pointed where. The GNAand a
housekeeper ran outside and found the resident !
at the end of the parking lot. When she asked the !
resident where hefshe was going, the resident
replied, "home.” The CNA brought the resident
back into the buiiding through the Asslsted Living
facility. CNA #1 stated she asked the resident If
those where the doors where he/she had exited
the facility and the resident nodded thelr head to
indicate yes.

Interview with LPN #1, on 04/29/13 at 5:00 PM,
revealed she femembered Resident #1
wandering about the hallways the morming of
04/27/13. She stated after breakfast, the resident
would usually stay in his/her room and watch the
Price Is Right (gama show). However, hefshe did
not the moming of 04/27/13, the day the resident
aloped. She stated the resident had been more
agitated lately and the resldent hed tried the
Assisted Living door earlier. She redirected the
resident away from the door. She revealed the
reskient would wander when the resident had a
UTL, however, the wandering appeared to be
worse that day. She stated she was conducting
the medication pass and did not see the resldant
axit the bullding on 04/27/13. She did not hear
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any dow alarm sound and did not know the
resldent was missing until the family member
reported seeing the resident outside the facility,

Intecview with CNA #3, on 04/30/13 at 9:00 AM,
revealed she was asslgned to Resident #1 on
04/2713. She =tated she last saw the resident
approximately 9:30 AM when she assisted tha
resident from the dining room to her/his room.
She indicated she had toileted the resident and
assistad the resident to sit In a recliner in the
resident's room. She then left to assist other
residents from the dinihg room. She stated she:
did not hear any door alarm sound. She revealed
the resident was up and down & lot that day and
the resident liked to walk all the time, even In the
hallways. This was a new behavior for him/her
that started about & month ago. She stated after
family visits, the resident would welk the halls
searching for them. The resident routinely
walked family members to the main entrance and
gave them good-bye kisses. CNA £3 stated she
was busy with other residents when Resident #1
was found outside. The nurses wera suppose fo
document the visual checks, not the aides.

Irterview with CNA #2, on 04/30/13 at 10:30 AM,
per telgphone, revealed she was working the day
the resldent eloped from the faciilty. She stated
she was hot responsible for Resident #1 that day,
but had provided care for tha resident many times
and knew the resident well. She revealed
Resident #1 was observad to be wandering in the
hallways and stated the resident walked fast and
werit everywhere, The resident had talked about
going home before. Recently, the resident was
ohserved with clothes In his/her hands walking
cdown ihe hallway saying he/she was going hame.

F 323
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CNA #2 observed the resident sitting in the area
beslde the door that leads fo the Assisted Living
Facility before. The reskdent waited until someone
opened the door and then the resident grabbed
the door and tried to go through to the Assisted
Living Facility. When she tried to redirect the
rasident, he/she got mad at her. She indicated
the resident had wandered the hallways before,
but it appeared to Increase last waek. The CNA
stated it appeared the resident was waiting for
someone 1o open the door. She just knew the
resident laft the buitding through the Assisted
Living exit door and when the residert was
brought back Into the building, the resident had
pointed toward the Assisted Living axit door when
asked which door ha/sha had exited, When
asked if she had reported the resident had
atternpted to leave through tha Assisted Living
oxit door, this CNA stated LPN #3 had been
present, However, interview with LPN £3, on
04/30/13 at 1:30 PM, revealed the mirse denied
she ever saw the resident attempt to go through
the door that leads to the Assisted Living Facility.

Observation of Residant #1, on 04/29/13 at 3:00
PM, revealed the resident sitting in a recliner in
hig/her room whh a wander guard device pinned
to the back of the resident's shirt. interview with
the resident rovealed the resident could not
answer questons regarding the slopement. The
resident's daughter was visiting and Interview at
this time with the daughter revealed the resident
had baen at the nursing facility for about five
months. She stated whenever the resident had a
UT1, the resident bacame more confused,
restiess, and would wander, The daughter stated
last Wednesday (04/24/13), LPN #1 called her
and told the daughter the resident was restiess

F 323
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and wandering. The nurse requested the
daughter to come to the facility and sit with the
resident. She said a facility nurse called again on
Thursday, 04/25/13 and repotted 1o the daughter
the resident was agltated and wanted to leave the
facliity. On Friday, 04/26/13, the nursing facility
called her and told her she needed o come to the
nursing facilty and slt with the resident because
the resident had atempled to leave the bullding.
On Saturday morning, 04/27/13, the nursing
fanility called the daughter fo informed her the
resident had gotten out of the facility, The
datighter stated recently the resident appeared to
be more determined to get out than before.

Interview with the Director of Nursing Services,
on 04/29/13 at 3:45 PM, in the presence of the
Director of Clinical Operafions, revealed she had
recelved & telephone call on Saturday moming
from the House Supervisar reporting Resident #1
had goiten out of the bullding. She stated the
resident was ohserved by another resident's
family member o be at the and of the parking lot.
She indicated she had Just begun the
investigation of the Incldent and had not
interviewed all staff working that day, She had
spoken with the staff (CNA#1 anda
housekeaper) who went outside and brought the
resident back into the facliity. The resident was
assessed and found the resident had not
sustained any njuries, The alarm systern was
checked and it was found to be working praperly.
She stated the resident was observed to leave
the facility on Friday, 04/26/13, through the main
entrance dowrs. The resident was redirected back
into the facility and a wander gusard alarming
devica was placed on the resident. in addition,
the resident was placed on fifteen (15) minute

FOFM CMS-2567(02-60) Previous Versians Ohenlale Event ITh C2RMit Faoifity 10: 100158 if continuation sheet Fage 20 of 36
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visual checks, She stated the facllity was
Investigating to determine if the resident exited
through the door that leads to the Assisted Living
tacility bacause that door was not equipped with a
wander guard alarm. She revealed a Mass
service was balng held In the Asslsted Living
chapal at the time the resident was found outside.

Observatlon of tha door between the Nursing
Faclllly and the Assisted Living Facliity, on
0472913 at 8:30 AM, revealed the door waz
located on the unit where Resident #1 reslded.
The door required a code o the key pad before
the door would unlock. This door was not
equippad with 2 wander guard alarm.
Ohbaervation revealed staff, volunteer, and visttors
had the code 1o the door. Observation through
the door revealed the Assisted Living chapel was
located about fitty feet from the door, Onee inside
the Assisted Living Facility, the front entrance
doors (untocked) are located around the comer
from the chapel. There are no staff positioned at
those exit doors. Through the exit doors, there is
a straight pathway to where Resldent #1 was
found on 04/27/13 by a visitor.

Further interview with the Dlrector of Nursing
Services and Director of Clinteal Operations on
04/30/13 at 11:00 AM, reveaied the nursing staff
had knowledge the resident became more
confused and increased wandering behaviors
when the resident was experlencing a UTL
However, they could not say any additional safety
measures or Increased supervision had been
implemented during those imes. The Director of
Nursing Services said the nursing staff had been
focused on treating the UT] and missed the new
behavior for Resident #1. When the change in

F 323
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condition forms for 02/0743 and 03/06/13 wera
reviewed with the surveyor, they stated the focus
had been on the UT1 and not the behaviors. In
addition, the care plan section had not besn
completed per policy. The Director of Nursing
Senvices said the staff supervised the resident
whan the reskient waz experlencing a UTI, with
all eyes on the reskient and the staff redirect the
resldent, but did not answer how often or when,

Review of the AQC revealed the faclity
implernented the following measures:
04/26/13-05/01113. The Immediate actlons taken
were:

1. The facifity performed a physical assessment
on Resident #1 and found no injuries.

2. Resident #1 was placed on every fiftean (15)
minute visual checks on 04/26/13.

3. Awander quard device was placed on the
resident on 04/26/13,

4. An elopement risk assessment was completed
for Resident #1 and the resident's picture and
proflie was placed in the elopement binder on
04/2713.

5. Resident #1's care plan was rovised to address
the wandering behaviors on 04/27/13.

6. Tha Plant Operation Director checked all exit
door slarms and found they were aperational on
04/27M13.

7. Stop signs were placed on each exit door to
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notify famifles and visitors 1o seek staft
aasistance before allowing residents out the exit
door on 04/26/13.

Additional mensures taken by the facillly were:

B, Tha code to the affected door (entrance o the
Asslsted | Ming Facility from the nursing facility)
was changed on 05/01/13. Only staff are allowed
10 have the code and must Input for visitors. All
nursing facility resldents are to be escorted and
remain under supervision during activitles
conducted In the Assisted Living Facility.

9. All residents were reassessed for elopement
patential on 04/301 3 and found there were four
(4) additional residents ldentified as elopement
risk. These resldents were placad on evety fifteen
(15) minute visual checks fo increase
obsetvation. These checks will be eommunicated
between ongoing and ouigoing nurses during
shift change and then communicated to the
nursing aides by the nurse. These checks will be
documented on the 24 hour report and CNA
assignment sheets. Audits will be performed by
the the Unit Manager, Director and Assistant
Director of Nursing Services.

10 The care plan for the four residents were
revised fo Inciude elopement risk on 04/30/13.

M. Pictures of the four (4) resldents identifled at
risk for elopement were placed In the slopement
binder localed at each nurses station. (Resident
#4, #5, #8, and #7) on M4/30/13.

12 Traliing of staff (el departments) on the
elopement policy, alarm policy and procedures,

F 223
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missing resident procedure, and elopement
binder was conducted on 04/29/13 through
05/0113. The nurses were reeducated on the
change in condition form and revislon of eare plan
on 05/01/13.

13. A Quality Assurance (QA) meeting was
conducted on 05/01/13 with tha Madical Director
in attendance. All audits will be reviewed during
the monthly QA meetings.

14. An Elopement drill was conducted on
D4/30/13. Monthly drills will be conducted for the
next six (6) months.

The State Survey Agency validated the AOC on
05/03/13 prior to exit as follows:

*Obeervation of Resident #1, on 04/29/13 at 3:00
PM, revealed the resident siiting in a recliner with
a wander guard device pinned io the resident's
top. Review of the treatiment record (April and
May) revealed the wander guard device had been
chacked every shift to ensure placement and
operational.

*Review of the exit seaking risk form completed
by the facility on 04/30/13 revealed all reskiants
had been reassessed for elopement risk. The
additional four (4) residents identified by the
faclity to be at elopement risk had Individualized
care plans developed to address the risk,

“Obsarvation of all exlt doors (8) with the. Plant
Operation Director, on 04/30/13 at 8:50 AM,
revealed all alarms were operational, Only the
mam entrance door and the Rehab entrance were
equipped with a wander guard alarm system.

F 323
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There was documented evidence the exit alarm
doors ware checked daily. An elopement drill was
periormed on 04/30/13 with staff signatures to
validate. Observation revealed alf exit doors had
Stop slgns applied to nstruct visitors {o seek staff
assistance before allowing residents out the door.
These stop signs were applied prior to injtiation of
the survey.

*Observation and Interview validated the codea ta
the Assisted Living door had been changed.
Observation, on 05/0213 at 10:30 AM, revealed
the staff put the code into the key pad for visitors
and the volunieer was ohserved o escort
resldents to and from the Mass church services
held in the Assisted Living chapel. Interview with
the volurdesr revealod sha had been instructed fo
stay with the nursing facliity residents during the
entire activity and assist them back and forth,

*Valldated sach Nurses’ station (6 total) and the
front desk hed the elopement risk binder with
Hesident #1, #2, #4, #5, #6 and 47 pictures and
profile included.

*Review of the every fifieen (15) minute visual
checks for the dates of 04/30/13 through
05/03/13 valldated the staff had complated the
visual checks as scheduled for Resldents #1, #3,
#3, #6, and #7. Fesident #4 was in the hospital.
Review of audlts conducted on 04/30/13-05/03/13
validated completion.

“Validation of staff training 04/28/13-05/01/13 via
sign-In rester checked against staffing roster.
Validated all staff had been trained by 05/01/13
axcept for those on vacation, medical leave, or
had not worked yet. Validated a PRN (as needed)

Faza

FORM CMS-26a7(02-09) Previous Versions Obsolete Evart ID: C2RM1

Faciity Ity 100108

It eordinuation sheet Page 25 of 36




Jun,

6. 2013 25PN s

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT QF DEFICIENCIES
AND PLAN OF GORRECTION

PRINTED: 05/17/2013
FORM AFPROVED
OMB NO. 0938-0391

1) PROVIDER/SUPPLIERVGLIA
IDENTIFICATION NUMBER:

185132

B.WING

{X2) MULTIPLE CONSTRUGTION
A, BUILDING

45) DATE SURVEY
COMPLETED

05/03/2013

NAME OF PROVIDER OR SUPPLIER
FRANCISCAN HEALTH CARE CENTER

STREET ADDRERS, CITY, STATE, ZIF CODE
3625 FEHIN VALLEY ROAD

LOUISVILLE, KY 40219

%4} ID
PHEFIX
TAG

SUMMARY STATEMENT OF DERCIENCIES
. (EACH DEFICIENCY MUST BE PRECEDED BY RULL
REGULATORY OR LS0 IDENTIFYING INFORMATION)

[1¥] FROVIDER'S PLAN OF CORRECTION
(EAGH CORRESTIVE ACTION SHOULD BE
CROSS-AEFERENGED TO THE APPROPRIATE
DEFIGIENCY)

TAG

L)
COMPLETION
DATE

F 323

Continued From page 25

nurse recaeived training prior to working on
05/02A44,

*Interviows with the facifity staff, on 05/03/13 on
TCU-1 at 2:.00 PM with RN #1 and CNA #4; on
TCU-2 at 2:15 PM with LPN #5; on TCU-3 at 2:058
PM with LPN #4; on 200 unit at 2:10 PM with
LPN #1; on Bell unit at 2:25 PM with RN #2, CNA
#5 and CNA#6; and, on 300 unit (Derby Clty) at
2:4) PM with LPN #2 and CNA #7 revealed they
had been in-serviced on the elopemant policy and
procedure, proper function of the door alarm
system, and missing person procedures. The
Nurses were in-serviced on the change in
condition forms and all had been informed of
which residents were on every fifleen (15) minute
checks and completion of those forms. All staff
had good knowledge of the materiai prasented in
the training.

*Interview with the Medical Diractor, on 05/0243
at 11:00 AM, revealed she had been notified of
the elopement and spoke with the Executive
Director on 04/30/13, the day the facility was
notifled of the Immediate Jeopardy. She came to
the nursing facllity on 05/01/13 for a QA meeting.
This was validated by the QA signature sheet.
The Medical Director revealed the facility
requested her input and she assisted with the
development of the AOC. She stated she would
be attending morthly QA meetings and would ba
reviewing audit tools Yo determine i addiional
education or actions were required.

*Intetview with the Executive Director, on
05/03A3 &t 3:00 PM, revealed the AQC
implementation will continue with morning
meetings, audits, and monthly QA meetings to

F 323
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F 490 | 483.75 EFFECTIVE F 490 23-13
55-J | ADMINISTRATION/RESIDENT WELL-BEING | 05-23-
A facilty must be adminigtered in a manner that
enables 1o use its resources effectively and i .
efficiently lo attain or maintain the highest 1. Resident #1 was discharged to a
practicable physical, mental, and psychosocial secured facility on May 2, 2013.
well-bsing of each resident, 2. All residents IE_B-SSBSSGd for
elopement risk on April 30, 2013 by
Nurse Managers. Any residents
identified at risk (4) had care plans
is REQUIREMENT t mat d
o FEQ 's not mot s evidence developed on 4/30/13 by MDS
Basad on interview, record and policy review, it Nurses and CRCA Assignment
wae determined the facility failed o be sheets updated by Medical Records
administered in a manner which enabled & 1o use n Residents identified
lts resources effectively and efficiently to attain or urse. 51 wete
maintain the highest practicable physical, mental, placed on q 15 minute checks, placed
PSYGM{S:I)OGiBI W?gd bem?d;wtm? éﬂi?ﬁmiff on 24 hour reports , communicated
seven (7) sampled residantz, The Admin on : .
falled fo have an efiective system to ensure between shifts, CR(?A assignment
policles and procedures were implementsd to sheets updated. Resident Profiles
provide adequate supervision 1o prevent were developed for Elopement
accidents relatexd to residents who were identified Binders on 4/30/13 by DHS and
at risk for elopement/wandering, and cara plans Resident Activities Di and
were revised to include effactive Interventions. esiden Gt“’ltles' wrector ‘
(Refer to F-280 and F-323). placed at each nursing unit, main
) entrance desk and assisted living
On 04/2713, Resident #1 exited the faclilty desk ‘
without staff knowladga. The resident was last l
seen by staff at 930 AM and was found by a
vishor at 10:10 AM, ambulating on a sidewalk,
past the facility's parking lot, toward a busy
highway with slx (6) lanes of traffic, The family
member racognized the resident and informed
facility staff of the resident's location. The
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F 490 | Continued From page 27 E 480 3 thty staff were Gduca.ted-by Stﬂ.ﬂ.
resident was retumed to the facility and assessed Dcv_c:lopmcnt Nurse beginning on
as having sustained no injuries. Interview and April 29,2013 and completed on
record review revealed the facility assessed May 1, 2013 related to Elopement
Resident #1 1o have a change In condition due to | .
wandering behaviors, ncreased confusion, and ?rotocols and alarms. TOPI_CS ‘
removal of clothing from the closet with included procedure and guidelines,
Ve;bﬁzgtwﬁré of : desire Tg_‘ g‘}mﬁ? (:12/07/13 risk factors, plan of care, missing
an . However, the facility failed to . -
reassess Aesident #1 for elopement risk and did re.s‘,ldcnt guadelmes’ afld Elopement
not revise the care plan to reflect those changes Binder, alarms policies and |
and implement increased supervision for procedures. A Quality Assurance :
Resident #1. On 04/26/13, Resident #1 was : inical
observed to exit the facility through the front Meeting wassfl'ﬁgu"t.fg ﬁ"ﬂgﬁ
entrance and was placed on fliteen (15) minute Director on w1 ic
visual checks and a wander guard bracelet was Director in attendance to provide
applied o the resident's right wrist. However, guidance to campus staff addressing
review of the log for the fifleen (15) minute the i fel ent and
checks revealed no documented evidence the ¢ 1ssue of elopem
visual checks were completed from 6:00 behavioral changes, as well as any
AM-11:00 AM on 04/27/13, the day the resident action plans, audits implemented and
eloped from the facility. Staff interviews revealed : - .
the 15 minuie checks were not conducted during §ystc1mc monitoring that will be
that time because of a miscommunication implemented to decrease further
betqrheen m?dr;lgh(t shift and day st;ift staff where elopement events. The meeting
another resident (not Resident #1) was being : S : :
monfiored, These facilty failures resufted in discnssion included guidance related
Sesm Ideln;tz% m@gﬂebu‘ﬁm on 04/2713 to the Elopement event, Investigation
. and follow up. The Executive
The faclity's fallure to administer the facillty Director and Director of Health,
effectively and efficiently, lo provide adequale Services were educated by Clinical
supervision of cognitively impaired individuala Di Admini .
with knawn elopement risk, and failure to Ire:ctm: on dnnmstratwle
Implement policy and pracedures placed responsibility for conducting and
residents with potential eiopement risk in a oversight of the Quality Assurance
situation that was likely to cause serious injury, Program on 5/1/13. Discussion with
harm, impairment or death. The Immediate ; Ex: :
Jeopardy was identified on 04/30/13 end
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Agency validated the Immediale Jeopardy was
removed on 05/02/13 as alleged, prior to survey
exlt on 05/03/13. The scope and severity was
lowered fo a "D* whiie the facllity develops and
implemenits the Pian of Correction (POC) and the
facllty's Qluality Assurance monitors the
eflectiveness of the systemlc changes.

The findings include:

Review of the facliity's policy titled "Elopement
Risk Reduction®, revislon date of 09/16/11,
revealed each resident would be assessed upon
admission, monthiy, and with & changs in
condition to determine the supervigion required to
leave facility grounds. A plan of care would be
develaped and implemented for each resldent
identified as having the potential to leave the
facility unautharized, requiring suparvision for off
ground privilsges, or wandering o an unsafe
area An album would be kept af a secure
location, known to staff, that contains a
photograph and idantification information about
each regidant who may be at risk for elopement.

Review of the facliity's policy titled "Change In
Condition Form Guidslines®, revised January
2008, revealed this form was to be utlized to
document the change in the resident's status,
physician's response, notification of ehange, and
the care plan updated. The policy instructed the
staff to complets the care plan section in its
entiraty. If a problem area was new, the care plan
was to include measurable and time-specific

o) 10 SUMMARY STATEMENT OF DEFICIENCIES [n] PROVIDEH'S PLAN OF CORRMECTION X5}
PREFTX (EAGH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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DERICIENCY)
F 480! Continued From page 28 F 430
determined to exist on 04/27/13. :
the team also centered on
An acceptable Allegation of Compliance {AQC) Administrative responsibility for
was recelved on 05/03/13 and the State Survey Quality Assurance oversight for

these systems. Educational topics
included review of Elopement
Policies and Protocols, review of
alarm systems, condition change
documentation, care plan
development, elopement drills and
communication with staff and
volunteers related to these issues. A
successful elopement drill was
conducted by Plant Operations on
4/30/13. The drill was monitored for
compliance by DHS and evaluated
by Executive Director. Stop signs
were placed at each exit to notify
families and visitors to seek staff
assistance before allowing residents
out. The code on the affected door
was changed on 5/1/13 and staff will
have to input for visitors who are
leaving through that exit. All Health
Center residents will be escorted and
remained under supervision during
activities conducted on Assisted
Living by a volunteer and/or staff
member. .
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goals. The date on the Care Plan section must be vill be ; :
compisied and reflective of the date the care plan ‘-&1’111 . achae;:;d by re‘chw of these
was updated, items in monthly Quality Assurance
Meetings. Clinical Director will be
Record review and interview revealed the faciilty present during these monthly
completed a change in condition form on meetings for 3 consecutiv ths
02/07/13 and 03/06/13 when Resident #1 was ¢ € mon
observed to have ncreased confusion, wandering and then quarterly times 6 months to
behaviors, and with the resident stating s;:lalhe insure oversight and correction of
had to pack their clothes and go home. However, : .
staff interviews revealed this change in issues are 1?e.-mg co;n'n,plated. ’I:hg
condition/behavior was contributed to the Medical Director will also be in
resident's diagnosis of a Urinary Tract Infection
(UT1). The facillty failed to reassess Resident #1 )
for elopement risk after the change in condition to attendance as required quarterly.
determine I supervision was required according Quality Assurance activiti i
to facliity policy and failed fo revise the resident's be m(git ored by H 0 f%S mél also
comprehensive care plan to address the during y Home Office Staff
resident's increased wandering behaviors. uring Peer Review two times per
year. Action Plan Development will
On 04/28/13, Resident #1 was ohserved leaving be determin , ol
the facility through the maln entrance and was for anv non ed byﬁExecu‘twe Plrt:ctor
placed on fiftzen (15) minute visual checks. any noncompliance identified
However, documentation on the log revealed the during these meetings. Coaching
facilty faifed to conduct the 15 minute checks on counseling as well ’
04/27/13 from 6:00 AM to 11:00 AM. Staff disciolin £ as any
interview revealed the wrang Information was plinary measures will be
received regarding which resident was to be on addressed by Executive Director
the fifteen minute visual checks and the visual related to noncompliance with
checks were conducted on the wrong resident. effective impl ementation of s
On 04/27/13 at 10:10 AM, a family member
reported Resident #1 was outside ambulating
toward & busy highwzay. The resident had eloped
from the facility without staff knowledge and was
last seen st 9:30 AM,
Interview with the Director of Nursing Services
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and Director of Clinical Operations, on 04/30/13
at 11;00 AM, revealed oversight had not been
pravided 1o ensure the visual checks had been
completed on Aesident #1. Per interview, nursing
staff had knowledge the resident beceme more
confused and Increased wandering behaviors
when the resident was experlencing a UTL
however, additional safely measures or increased
supervision had not been implemented.

Review of the AQC revealed the farility
implemented the following measures:
04/26/13-05/01/13. The immedlate actlons taken
were:

1. The facility performed a physical assessment
on Resident #1 and found no injurles, The
resident had besn placed on every fifteen (15)
minite visual checks and a wandar guard device .
was placed on the resident an 04/26/13,

2. An elopement risk assessment was complated
for Resident #1 and the resident's plcture anhd
profile was placed in the elopement binder.
04/27M13

3. Resldent #1's care plan was revised 1o address
the wandering behaviors.
04/2713

4. The Plant Operation Director checked all exit
daor alarms and found they were oparational.
04/2713

5. Stop signs placed on each exit doors to notify
families and visiorz io seek staff assistance
betfore allowing residents out the exit door,
04/26/M3
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Additional actions taken were:

6. The code to the affected door {(ehtrance to the
Assisted Living Facility from the nursing facility)
was changed on 05/01/13. Only staff are allowed
1o have the code and must input for visitors, All
nurslng facllity residents are to be escorted and
remained under supervision during activities
conducted in the Assisted Living Facllity.

7. Al residents were reassessed for elopement
potential on 04/30/13 and found there were four
(4) addltional residents identifled as elopement
riek. These residents were placed on every fifteen
{15) minute visual checks o increase
observation. These checks will be communicated
babween ongoing and outgoing Nurses during
shift change and then communicated to the
nursing aides by the Nurse. These checks will be
documented on the 24 hour report and CNA
assignment sheets. Audits will be perfarmed by
the the Unit Manager, Director and Aszistant
Director of Nursing Services.

B. The care plan for the four (4) residents were
revised 1o include elopernent risk on 04/30/13.

9, Pictures of the four (4) residents Identified at
rizk for elopement were placad in the slopsment
binder located at each Nurses' station. (Hesident
# 4, #5, #6, and #7). 04/30/13

10. Training of staff (all departments) on the
elopement policy, alarm policy and procedures,
missing resldent procedure, and elopement
binder was copducted aon 04/29/13 through
05/01/13. The Nurses were reeducated on the

F 490
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change in condition form on 05/01/8.

11. A Quality Assurance (QA) meeting was
conducted on 05/01/13 with the Medical Dlrector
in attendance, All audits wili be reviewed during
the monthly QA meetings.

12. Elopement dirlli was conducted on 04/30/13.
Monthly drilla will be cohducted for the next slx (5)
months.

The State Survey Agency valldated the AQOC on
05/03/13 prior 1o exit as follows:

*Observation of Resldent #1, on 04/29/13 al 3:00
PM, revealed the resident aitting in a recliner wih
a wander guard devica pinned to the resident's
top. Review of the treatment record (Apritand -
May) revealed the wander quard davice had been
checked every shift to ensure placement and
operational.

*Review of the exfi zeaking risk form completed
by the fadility on 04/30/13 revealed all residents
had been reassessad for elopament risk. The
addifiona) four (4) residents Identifled by the
facility to ba at elopement risk had individuallzed
care plans developed to address the sk

*Qbservation of all exit doors (B) with the Plant
Operation Director, on 04/30/13 at 8:50 AM,
revealed all alarms were operational. Only the
main entrance door and the Rehab entrance were
equipped with a wander guard alarm system,
There were documented avidencs the exit alarm
doors were checked dally. An slopement drill was
parformed on 04/30/13 with staff signatures to
valldate. Observation revealed all exit doors have

F 480
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Stop signs applied to instruct visitors 1o seelt staff
assistance before allowing residents out the door.
These stop sighs were applied prior o injtiation of
the survey,

*Through observation and interview validated the
code ta the Assisted Living door had been
changed. Observation, on 05/02/13 at 10:30 AM,
revealed the staff put the code Into the key pad
for visitors and the volunteer was observed to
escort restdents to and from the Mass church
services held in the Assisted Living chapel,
Interview with the volunteer revealed she had
been instructed to stay with the nursing facility
residents during the entire activity and assist
thetn back and forward.

*V\alidated each Nurses' siation (6) and the front
desk had the elopement risk binder with Resldent
#1, #2, #4, #5, #6 and #7 pictures and profile
included. 05/02/13

*Review of the every fifteen (15) minuie visual
checks for the dates of 04/3043 through
05/03/13 validated the staff had completed the
visual checks as scheduled for Residents #1, #3,
#5, #6, and #7. Resident #4 was n the hospial.
Review of audits conducted on 04/30/13-06/03/3
valldated completion.

*Validation of staff training 04/29/13-05/01/13 via
sign-in roster checked against staffing roster.
Validated all staff had been trained by 05/01/13
except for those on vacation, medical laave, or
had not worked yet. Validated a PAN (g3 needed)
Nurse received training prior to working on
05/02M13.

F 490
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*Interviews with the faclity steff, on 05/03/3 an
TCU-1 at 2:00 PM with RN #1 and CNA #4; on
TCU-2 at 2:15 PM with LPN #5; on TCU-3 at 2:05
PM with LPN #4; on 200 unit at 2:10 PM with LPN
#1; on Bell unit at 2:25 PM with BN £2, CNA #5
and CNA #8; and, on 300 unit (Derby City} at 2:40
PM with LPN #2 and CNA #7 revealad they had
bean in-serviced on the elopement pollcy and
procedure, proper function of the door alarm
system, and missing person procedures. The
Nurses were in-serviced oh the change in
condition forms and all had been informed of
which residents were on every fifteen (15) minute
checks and complstion of those forms. All staff
had good knowledge of the materlal presented in
the: training.

*Irnterview with the Medical Director, on 05/02/13
at 11:00 AM revealed she had been notifled of the
elopement and spoke with the Executive Director
on 04/30/13, the day the facility was notified of
the Immediaie Jeopardy. She came to the
nursing facility on 05/0143 for a QA mesting.
This was valldated by the QA signature sheet.
The Medical Direcior revealad the facility
requested her input and she assksted with the
development of thae AQC. She staled she would
be attending monthly QA mestings and would be
reviawing audit tools to determine if additional
education or actions were required,

*Validated the Divislonal Vice President was in
attendance of the QA meeating on 05/01H3 in
provide guidance to the relaied Elopament
evenls, investigation, reviewed the Elopement
Policies and Procedures, Condiiion change
forms, and documentation with emphasis on
bahavioral changes, There were no policy .
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changes.

*Interview with the Fxecutive Direcior, on
05/08/13 at 3:00 PM, revealed the AOC
irmplementation would conitihue with morning
meetings, audits, and monthly QA meetings to
ensure ongolng compliance.
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