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i “This Plan of Correction is prepared
F 000" and submitted as required by law, By

Fooo! INIT IAL COMMENTS
i i + submitting this Plan of Correction,

" AMENDED 09/19/13

| | BridgePoint Care & Rehabilitation
. An Acbreviated/Parlial Extended Survey , - Center does not admit that the
| Investigating K'Y# 00020593 was Initlated on ! I' deficiency listed on this form exist,
[ KY#00020593 was substantialed wilh i I tat ts. findi ?mi Y
deficiendles dentified. Immediate Jeopardy was | ~ Stalements, iindings, facts, or
| Identified on 08/23/13, and waes determined to ! - conclusions that form the basis for the
“exist on 07/30/13, with deflciencies cited al 42 | alleged deﬁciency. The Center
{ CFR 483.20 Resldent Assassment F-280; 42 , _ : :
CFR 48325 Quallty of Care F~323; and, 42 CFR reffwes thf; right to Cgau‘e’?ge in legal
1483.75 Administration F-490, at a Scope and | | acd/or regulatory or administrative N3
Severity (S/S) of a *J". Substandard Quality of . . proceedings the deficiency,
j Care (SQC) was identified at 42 CFR 483,25 ! ' statements, facts, and conclusions that

“Quallly of Care F-323. The facllty was notified of

i the Immediate Jeopardy on 08/23/13. ! ' form the basis for Ihe deficiency.”

i Besed on Interview, racord review and review of | ’

“ihe faciity's policles it was determined the facillty

, failed lo implament it's Elopament Pollcies by

' falling to assess and evaluate Resident #1 for

i elopement/wandering. On 07/301 3, at ; ‘ i

" approximately 3:00 PM, Resident #1 left The i i

i facility premises without staff knowledge, and was | )

‘found at approximately 3:10 PM, approximately | i

, 0.2 miles from Ihe facility on a busy two (2) lane ' ,

“highway. The resident was returned to the facility |

i by the Administratar, However, the facility falled

- to consider this an elopement; therefore, no !

« @8sessment of care plan revision was completed.

- On 08/17/13, Resident #1 lef the premises after |

, 4:30 PM, wilhoul staff knowledge and was found ,‘ . ;

by the focal Police Department on Interstate 75 | ! S i

. (an 8lane Interstale) al 5:09 PM. The residen ‘ T T ) ‘

- was glven a ride by the Police to the resident's
mothers old address approximately 24 .4 mitas J ;

from the facility. The Police notified the resident's i

i i

H
i
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Any deficlancy paten| sod s ding with an aslerick {*} denotas a deficdenzy which he instiation may be axcused Irom oefrectin'g providing il s datermined thal
sther safeguarts provide sufician| protection te Ihe patients. (See Instructions.! Excapl for nursifng flomes the ndings slated above are disclosabie 80 days
following the date of survey whelher of not a plan of correciion is provided. For nursing homes, ihe above findings and pians of coraction are distiosable 14
days follzwing the date these documen|s arg made availabls to the facilty, If deficiencies arg Ciled, an approved plan of corraction 's "eauisiie fo conlinued
progiam pardclpation,
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F 000 lContinuecé From page 1
| daughter when the people Iving al the address
did not know the resident. The facilty was not
| aware the resident had left tha premisas until
_approximately 5:30 PM, when the resident's
| daughter called the facility. The resident's

resident to the facillty al ap proximately 6:30 P,

(AQC), related to the Immediate Jeopargy, was
| received on 08/28/13, alleging the removal of
Immediate Jeopardy on 08/24/13. On 0813013,
i the Btate Survey Agency verified the Immediate
“Jeopardy was removed on 08/24 /4 3, as alleged,
] with remaliiing non-compliance at 42 CER

" 483.20 Resident Assessment F-280; 42 CFR
1483.25 Quality of Cara F-323; and, 42 CFR

" 483.78 Adminlstration F-480, at a Scope and

gand Implements the Plan of Corraclion {POC)
~and the facllity's Quality Assuranca monitors the
letfectiveness of the systemic change.

F 280 483.20(d)(3), 483.10(k}(2) RIGHT TO

§5=J ! PARTICIPATE PLANNING CARE-REVISE CP

“The resident has the right, unless adjudged
incompalant or otherwise found to he

* Incapacitated under the laws of the Siate, to

: Participate In planning care and Ireatmen| or

changes in care and Ireatmenl.

| A comprehensive care plan must be developed

. within 7 days after ihe completion of |he

Ysamprehensive assessment, orgpared by an

| piysician, a registered nurse with respensibility
. for the resident, and other appropriz'e staff In

“daughter picked the residani up and returned the

| An acceplable credible Allegation of Compliance

i Severlty (S/S) of a "D" while the facility developg

. Interdisclplinary 1eam, that includes the atiending

i
!

i
H

i disciplines as delermined by ihe resident's needs, i

F 000

]

!
| |
| i

F280 {Care Plans)

1. Resident #1 was returned to the
center by his daughter and placed on
1 monitoring by nursing staff op
August 17, 2013

| A head to toe assessment and Wander
Risk/Elopement assessment  wag
completed on Resident #1 and the MDD
! qotiﬁed on August 17, 2013 by a
- licensed nurge. An order was obtained
by the MD for Resident #] (o have a
g UA3 CBC, BMP, and » wanderguard
- device, which was  tested  for
! functionality and then placed op
| resident by the licensed nurse,

. This resident's family was notified of
i the event on August 17, 2013 and the

g1z
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:‘ , ! care plan and Care Card updated by a
F 280 Confinued From page 2 ! F280 licensed nurse. Resident #1's care
,and. to The exten| practicable, the participation of plan and nurse aide Care Card wag
: : e
| Ihe resident, the resident's fqml.[y or the resident's ! updated on  8/23/13 to  include
legal representative: and pericdically reviewed . R duri d it
| and revised by a team of quallfied persons afler | supervz§1on uring outdoor activities
“each assessment, i by the licensed nurse.
| |
'
!f This REQUIREMENT s not met as evidenced i 2. Current residents residing in the
[ 583" d on intervl d revi d review of ' ' center were reviewed by the licensed
ased on interview, record review, and review of - . . e
[ the facility's policy, it was deiermined !he facilty ! furses to determlfle that remdent.s with
failed to have an effecllve system to ensure the clopement potential had appropriate

[ comprehensive plan of care was reviewad and ; | assessments, devices ay necessary,
‘revised to address [he risk faciors of elopement, . !

. g . i care plans and CN.A Care cards to
and implement Interventions to pravide adequate | | ddr isk of ol A

 supervision to preverit elopermiert for one (1) of 1 adress nisk of clopement on August
seven (7} sampled residents (Resident #1), f o 17,2013,

¢ Current residents residing in the center

. . ! R i
Resident #1 was assessed and identified at risk  * were assessed by the licensed nurses

i for wandering/elopement oer the resldent cares . !

Plan on 05/20/12 with ‘nterventions to keep the | ; using "Resident Elopement Risk

j resident safe which included a wander guard. On ! Screen and Assessment Tool" to
g?fzﬁma. P[?e: reﬁldenliz Pf;ysiclandnoted ir;f a y § i further identify residents at risk for

i rogress Note the resident's wander guard could | = . o

I 'be remaved due to the resident not extitziing exil ! | elopement anfi 1dent1ﬁ§d Currentl )

- seeking behavior. On 07/28/M3, the resident's F ' residents to either require supervision
| wander guard was removed and the resident's | for outdoor activities or not to require

'e'OPEz‘e”‘ care plarlw Was;g‘%%”g&*’g- %” iy | ~ supervision for outdoor activities on
1 07/30/13, at approximately 3: . Residen i .
" left Ihe facllity premises without staff knowledge, | - 8/23/13 and updated the resident care

. and was found al approximately 3:10 PM,__~ 1 B I“ plans and C.N A Care Cards.
" approximately 0.2 miles from the facility on a , b,
. busy two (23 lana highway. The resident was i

! returned [o the facility oy the Administralor,

_' However, the facility failed lo consider this an ! [ 3 Reb education of all staff was
| elopement; therefore, no assessment or carp ; : Iminated on August 17, 2013 and
' plar: revision was completad, ‘ . completed on August 21, 2013. The

FORM CMS-256702.99] Pravious Versions Obsorole Even! I3: 1V G511 Fasl - lopics reviewed were the Elopement 4e 301 34
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l

| Was given a ride by the Polige to the resident's
tmother's old address approximately 244 miles

i did not knaw Ihe residen:. The facllity was not

" 8ware the resident had lef] [ha premises until

| @pproximately §:30 PM, when the resident's
caughter callad the facility. The resicent's

! (Refer to £323)

to revise the Comprehensive Care Plan to

wilh a higiory and/or at risk for
§elopemenb'wanderlng behavicrs was likely to

| Immediate Jeopardy (1J) was Identified on
. 08/123/13, and was determined to exist on
0713013,

: SUrvey agency determined the Immediate

: facilily monitors the effectiveness of sysiemic
. changes and quality assurance acivities.
!

: The findings inchude:
|

Review of \ha facilty's policy titled "Care Plan:

. On 08/17/13, Resident #1 left the premises after
1 4:30 PM, without staff knowledge and was found
by Ihe local Polize Departmenl on Interstate 75
'(an 8 lane interstate) at 5:09 PM. The residan|

| Based on Ihe above findings the facllity's fallure

| include supervision and monitoring for residents

' An acceptable Allegatlon of Compllance (AQC) i
Wwas received on 08/28/1 3, ang alleged removal of
! Ihe Immediate Jeopardy on 08/24/13, The state

S TATEMENT OF DEFICIENCIES X1} PROVIOER/SUPPL IERICH 1A X2) MULTIPLE CONSTRUCTION (X3) OATE SURVEY
ANO PLAN OF CORRECTION ICENTIFICATION MUMBER: A, BULDING COMPLETED
C
188690 8. WING ___ : 08/30/2013
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PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FLLL g (BACH CORRECTIVE ACTION SHOULD oF | COMPLETION
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‘ | | : DEFICENCY) i

« from the facility. The Police notfied the resident's
| daughter when the people living at the address

; caughter picked the resldant up and returned the
resident to |he facility at approximately 8:30 PM.

|

5
i

_Cause serious injury, harm, Impairment, or death. j

g:

! Jeopardy was rermoved on 08124113, prigr to exit,
. which lowered the scopefseverity tc "D while the

Management Program to include
resident assessments to identify

. elopement potential, and updating

| resident care plans/nurse aide care

cards with identified risk ang
interventions ag indicated, This

| education was provided by the
Administrator Director of Nursing,
and/or Assistant Director of Nursing.

| The Medica! Director was notified byy
i the Administrator of the event onp
- August 17, 2013 An ad  hoce
| Performance Improvement Meeting g
| was held with the Adminis*trator,r,
i Director of Nursing  and Medical
Director on August 20, 2013 too
discuss the events of the elopement,t
and begin a root cause analysis and
plan of action. A follow up ad hoc;
Performance Improvement meeting ;
was held on 8-30-13 for review of the
plan of action. -

4. The Director of Nursing and/or
- Assistant Director of Nursing wijl
I review nUTSing  assessments, care
! Plans, and nurse sige Care Cards of
new/re-admissjons within 72 hours,
and current residents upon new exit
seeking/wandering behavior, quarterly

FORM CMS-2567(02-08) Previous Vemsions Obsolety
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F 280 Contiued From nage 4 i
' Patiert”, revised 05/01/11, revealed [he purpose
was to provice necessary care and services to !
Fatlain or mairtain the patient's highes|
practicable, physisal, mental and psychosocial
+ well being. Further review revealed that per the
policy {section 2.2) care plans were developed
| based on Nursing Assessments, subsequent
assessmen(s and other abservations, Continuad |
I review of the policy (section 2.4} revealed care
plans were revlewed and revised a minlmum of ;
] quarierly and as needed to reflect response io
care and changing needs an¢ goals.

' Record review revealed the facility admitted !
+ Resident #1 on 0507112, with dlagroses which
include Dementia, Anemia, Tobacco use disorder, !
. and Palliglive Care Stage 4 iung cancer. Review
l'of Residenl #1 Annual Minlmum Data Set (MDS) |
_Assessment, dated 05/15/13, revesled the facility .
| assessed the resicert as being severely i
cognltively impaired with a Brief Interview of
| Mental Status (BIMS) score of three {3} out of
fifteen (15} and Independent with activilies of dally i
' living (ADL's), !
; Review of Resldent #1's Comprehensive Care |
' Plan, dated 05/20M3, revealed the facility
i assessed and identified Residert #1 at risk for
i wandering/elopement. [nterventions were put in
place to keep the resident safe which included a
! wander guard,

| Record review revealed on 07/28113, Resident |

#1's Physician wrote a Progress Note stating "OK
, 10 reinove wander guard since resident is 5
“ cohereni and does not display exit seeking ‘
: behaviors™. On 07/29/13, the wander guard was !
“removed from the resident, and review of the ’
; Comprehensive Cara Plan revealed the

e |

‘complete, to include the "Resident

F 280 Elopement  Risk Screen  and

Assessment Tool" and any identified

! elopement potential has a

| corresponding care plan and nurse

,aide  Care Card addressing  this

I'potential. This review will  also

: include validating  any necd for

" supervision during outdoor activities

' and appropriate care plans and nurse

;aide Care Card updates have been

'completed. Results of these reviews

{ will be submitted by the Director of

Nursing  or  Administrator to the

| Performance Improvement Committee

‘monthly for further review and
recommendation.,
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; elopement care plan was discontinued on
£07/2913, with no interventions lo moniior
| Residen| #1 without the wander guard,

. On 07/301 3, Resident #1 was sifling

| unsupervised on the front porch of the facillty.
'Resident #1 ex'fec the facllity prermises without
l staff knowledge, walked down the facility

( the highway and was walking on the side walk

f approximately 0.2 miles from the facilty when

. slaff located the resident.

|

. Further record review revezied no Elopement

; Risk Assessmen| was compleled on 07/30/13,

" when the resident was returned to the facility.
Record review revealed no dacumentation of an

[ Inlerdisciplinary Toam (IDT} Assessment of

. Resident #1 and no documented care plan to

| monitor Resident #1 after the resident jeft the
facility grounds on 07/30/13,

|

HInterview with the Adminisirator on G8/22/13 at

1410 PM, revealed the facillty admintstration

" and/or Inlerdisciplinary team (IDT) riever

- considerad elopement when Resident #1 lef] the

} facllity on 07/30/13, as the resident had a motive

for leaving and knew the date. He further stated

| "We let our residents go and come as [hey

‘ please”, therefore [here was no reason to revise

] the care plan.

Inlerview with the Assislant Director of Nursing
. {(ADON) arnd Administrator on 08/29/1 3at1:00
' PM, revealed ‘hat when the resident went for

| Misther “walk” it was never considered an

change so there was no need 1o complete an
! assessment or complete a care plan,

driveway to a husy, two (2) lane highway, crossed f

i
i

] i
|

* elopement by anyone at the facility. There was no ; :
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F 280: Continued From page 5
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F 280 I Continued From page 6

 Interview with the Direclor of Nursing (DON), on
08/22/13 at 3:35 PM, ravaalsd that shs was on
“vacatlon on 07/30/13, arx had not been told

. about any elopement. Further interview revealed

| that she felt that she would have considered the :

i resldent's exit without staff knowledge an %
elopement and would have reassessed the

I residen! and updated the care plan.

"Review of the quarterly MDS Assessmert, dated
. 08/15M3, revealed a BIMS score of three (3) out ‘
| of #ifteen (15} for cognition, indlcating Resident #1 I
! was severely Impalred In cognition and ‘:
Indeperdent with ADL's. Review of the care plan .
i revealed there was no updatarevision of the care |
| plan to Include the reskdent's exit from the facilly
"on 07/30/13, when the resident had left the facility
. without staff knowledge. In adcition, there was no |
| documentation was found in the racorg that the
trasident had left the facility property on 07/30/13,
without staff knowledge. [

|

I Record review of "Change of Conditlon .

“ Documentation” revealed that cn 08/17/1 3, '

, Resldent #1 was last seen at about 4:30 PM

| sitting on the facllity's front porch; left the facillty

' property without staff knowledge; was found by
Police at 5:09 PM; and, was returnad to the

i facillty by the resident's daughter at apprcximatelyi

l6:30 PM. !

. \nterview with ADON, on 08/22/13 at 2:00 PM,

i revealed Resldent #1 returned to the facillty on

i 08417113, at approximately 6:30 PM, upon return
the resident was reassessed for elopement, and |

. interventions for elopement risk was inltated :

i Including 1:1 supervision, and placement of a

i watder guard. The resident's care plan was

FORM CM5-258702-98) Pravious Versions Chaclete Evenl 10: 1¥Ga1 |
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f reviewed and revised on 08471 3. o i |

| The facllty provided an accaptable credible g i l
“Allagation of Compllance (AQC) on 08/28/13, that : :
| alleged remaval of the 1J effective 08/24/1 3. | |‘
"Review of the AOC revealed the facility l _ :

i f

-implemented the following: |
11)On 08/17/13, Resident #1 was olaced on 11 : | g
| supervision, a head to toe assessment was :
completed by licensed nurse, no injurles were ; i
f identifled, wander guard was tesled for :
functionality and then placed on the resident. ? |
[ H

i2) Ahead count of residants rasiding in the .‘acillty! i %
| was completed on 08/17/13, by the licensed , f
nurse to validate all residents were accounted for. | j

|9) The Administralor and ADON validated that all | : i
. doors and alarms ware working properiy on !
L 0817113,

[ 4) Resldents residing in the faclity were reviewed | i
by licensed nurses to determine That residents !
{ with elopement potential had appropriate
“assessments, devices as necessary, care plans
[ to address rlsk of elopement on 08/17/13.

} 5) One hundred percent {100%) of residants in :
the facllity were assessed by [ke licensed nurse i

. using the "Resjdent Elopement Risk Screenand

! Assessment Togl" to further identify residents at [

- risk for elopemant on 08/23/13, Lising this

. assessment tool the licensed nurse updated the

“resident care plan, care card and also identified

1 each resident to either requtre or not require

" supervlslon for outdoor aztivities,

f 6) Administrator, DON, and ADON initlated
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- re-education to all staff on 08/17/1 3, and

" completed on 08/21/13. The topics reviewed were |

i Elopement Management Program to include
* procedure for missing resident, response to door

j alarm, That faclllty door codes were changsd, new

facillty pollcy to not give door codes to any
i residant or visitor,

| 7) The Maintenance Director changed all door
‘codes on 08/19/13,

[

' 8) The AdmiInistrator, DON, and ADON, was

i re-educated on 08/23/13 by the Manager of
“Clinical Operatiors to the facllity's Elopement
| Policy and Procedures.

i 9) Tne Administrator, DON, ADON, and/or
Maintenanze Director will conduct missing

 resldent/slopement drills three (3) times weekly
on varied shifts, and report results tc QA

; Committes monthly for further review and

' recommendations,

l 10) The Admilnistrator and/or Maintenance will

s conduct observations of facility exit doors five {8}
times weekly, at varled times, ‘o validates that
 residents nor visitors are aware of tha door
“codes, and will report findings to the QA

. Committee monthly for further review and

' recommendations.

i

11} The DON/ADON will audit eloperment

, B8sessmernts on admilssion, readmlssion, annual,

| ouarterty and significant change assessments, to
ensure care plans, cars cares and slogement

| assessments are complete.

]
1
|

i The State Agency validaled the implementation of |

the facility's AOC as follows:

|
i
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F 280! Continued From page 9
1) Review of the resident record revealed that
| 08/17/13, Resident #1 was placed on 1;1
. Supervision, a head |0 toe assessment was
| completed by licensed nurse, no injurles were
_dentified, wander guard was lested for
' functionality and then placed on the resident.

,l 2) Review of the facifity Investigation binder
_revealad a head count was conducted on all

- resldents residing in the facllity on 08/7/13, by
. the licensed nurse to vallda'e all residents were
laccounted for,

| 3) Review of the facility's investigation bindar
_revealed the Administralor and ADON valicated
 that all doors and alarms were working properly
L on08/17/13,

' 4) Revlew of Residents glopement assessmants

| revealed that all restdents residing in the facillty

- were revlewed by llcensed nurses to determine

i that residents with elepement potential had
appropriaie assessmsnts, devices as necessary,

 care plans to address risk of elopement on
08/17/13.

“5) Review of random residents records revealed
+ all resldents in the facility were assessed by the
licensed nurse using the *Resident Eopemant

| Risk Screen and Assessment Too!" to further

' Identify residents at risk for elopement on

|

| 08/23/13, Using this assessment locl the licensad |

‘nurse updatad the resident care plan, care card

; and also identifled each resident to eithar requira

“or not require supervislon for ouidoor activiles

i 8) Review of the facility's nvestigation binder

z
]

| revsaled that the Administrator, DON, and ADON ;
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; initiated re-sducation to all staff on 08/17/13, and '
“completed on 08/21/13. The topics reviewsd were .
i Elopement Management Program 1o irclude

! procedure for missing resldent, response to door
 alarm, that facility door codes were changed, new '
“facility polley to not give door codes to any

i rasident or visitor. l

Interviews on 08/30/13 at 9:32 AM, with Licensed -
'Practical Nurse (LPN) #1, at 9:32 AM with LPN -
#2,at 10:10 AM with LPN #3 at 9:40 AM with |
| Registered Nurse (RN) #1. at 8:20 AM with RN
: #2, revealed they were all aware of the :
.[ Elopement Management Program, procedure for i
i missing resident, facllity door codes changed and
E not to give codes to residents or visitors and ;
whento complete slopement assessments,

Interviews on 08/30/13 at 9:25 AM with SRNA #1,
 at 9:10 AM with SRNA #2, at 10:40 AM with i
SRNA#3, at 10:30 AM with SRNA #5, at 10:50
[ with SRNA #4, and at 8:30 AM with SRNA #6,
revealed they were all aware of the Elopement i
- Management Program, procadure for missing F
resident, facility door codes changed and not to .
| give codes to residents or visltors. '

i Intervlews with other facility staff on 08/30/13, at
§:35 AM with Occupational Therapist, at 9:00-AM- :

 with House Keeping (HK) #1, at 10:45 AM with
HK #2, at 8:15 AM with HK #3, at 9:05 AM with

i Acthvities/SRNA, at 9:20 AM with Cook #1, atg;25

“am with Cook #2, revealed they were all aware of |

; the Elopement Management Program, procedure

t for mlssing resident, facillty coor codes changed
and not to give codes to residents or visitars.

7) Review of the facillty's Invesilgatlon binder
| revealed that the Mainfenance Director changed :

F 280:
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F 280! Continued From page 11

i visitor knows the code.
1 8) Review of the facllity's investigation binder
was re-educated by the Managsr of Clinical

*Procedures on 08/23/13.
| revealed that the Administrator, DON, ADON,

| and 08/20/13 on all three shifts.

i

" revealed that the Administrator andior

_exit on 08/18/13, 08/19/13, 08/20/13, and

" rgcomimendations.
' 14) Interview with the DON, on 08/30/2013 at
all elopement as sessments on admlsslon,
, change assessments during the daily Clinical
, elopement assessmants aro complete.
F 323: 483.25{h} FRZE OF ACCIDENT
§g=J  HAZARDS/SUPERVISION/DEVICES

( The facilty must ensure that the resident

i all door codes on 08/19/13, and will change ths _
! codes anytime [t is determined tha' a residentor | l

. revealed that the Administrator, DON, and ADON,

| Operations to the facility's Elopement Pollcy and

i
8) Revlew of the faclllty's Investigatton binder
and/or Malntenanca Director conducted missing
residentielopement drlls on G&/18/13, 08/19/< 3
i 19) Review of the facility's Investigation binder
i Malntenance conducted observations of facility
| 08/21/13, at varied times, and the door codes
have been changed due to a visitor was aware of |

'the door codes. The flndings will be reported fo
i the QA Committee monthly for further review and

i 11:10 AM, revealed that the DON/ADON will audit i

' readmission, annual, quarterly ang sigrificam

' Meeting, to ensure care plans, care cards and

“environment remains as free of accident hazards ;

‘ 1

i
F 280°

i |
i |
i |
| |

I

i
1 il
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F 323 Contlnued From page 12 ‘
las is possibie; and each resident recelves i
tadaquate supervision and assistance devices to

prevent accidents.

: This REGUIREMENT is not met as evidenced l
i by
Based on interview, racord review, and review of
the facility's poltcy it was determined the facility
i falled to have an effactive system to ensure |
| rasideni safety through monitering and i
“supearvislon for one (1) of severs {7) sampled
residenis (Resident #1). The Facility failed ‘o
- ensure adaguate interventions were in place o E
I'prevent resldent elopement. :

The faclllty as sessed and identified Resldent #1
, as at risk for wanderingfelopement per the
i resldent care plan on 05/20/12. Interventions
“were put into place to keep the resident safe [
which Included a wander guard, On 07/26/13, the ;
- resident's Physiclan noted in a Progress Note the
i rasident's wander guard could be removed due to |
i the resident not exhibiting exit seeking behavlor.
On 07/28/13, the resident's wander guard was
removed and the resldent's slopement care plan
: was discontinusd. On 07/30/13 at apgroximately
£3:00 PM, Resident #1 left the facility premises
without staff knowledge, and was found at
approximately 3:10 PM, approxima’ely 0.2 miles
i from the facillty on a busy two (2) lane highway.
The resident wae returned to the facllity by the
Administrator. However, the facility failed to
consider this an efopement; therefore, no :
assessment or care plan revisior was completed.
: {Refer to F-280)

|

' F323 (Accidents/Prevention)
F 323

I 1. Resident #1 was returned to the

+ center by his daughter and placed on

: 1:1 monitoring by nursing staff on

1 August 17, 2013,

~ A head to toe assessment and Wander
i Risk/Elopement  assessment  wag
: completed on Resident #1 and the MD
 notified on August 17, 2013 by a

g5

| licensed nurse. An order was obtained
~ by the MD for Resident #1 to have a
| UA, CBC, BMP, and a wanderguard
. device, which was tested for

functionality and then placed on
i resident by the licensed nurse,

This resident's family was notified of
i the event on August 17, 2013 and the
: care plan and Care Card updated by a
: licensed nurse. Resident #1's care
| plan and nurse aide Care Card was
updated on 8/23/13 to include
supervision during outdoor activities
i by the licensed nurse.

]
i
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F 323 Cantinued From page 13

- On 08/17/13, Resldent #1 left the oremises after
i 4:30 PM, without staf? knowledge and was found
I by the local Pollce Department on Interstate 75

; {(an 8 lane Intorstate) at 5.08 PM, The resident

i was given a ride by the Pollce to the res|dent's

. mother's old address approximately 24.4 miles

{ fram the facllty. The police notifled the resident's
. daughter when the people living at the address

1 did not know the resident. The facility was ot
*aware the resident had left the premises until

i approxtmately 5:30 PM, when the resident's
 daughter called the facility. The resident's

, daughter picked the resident up and returned the
! resldent to the faclity at approximately 6:30 PM.

i The facility's failure to have an effective system in |

‘ place to ensure adequate supervision and
| monitoring for residents with a history and/or at

I

risk for elopementiwandering behaviors was (kely |

to cause serious injury, harm, Impairment, or

j death. Immediate Jeczardy (1J) was identified on |

- 08/23/13, and was determinad to exist on

i 07/36/13, Substandard Guality of Care (SQC)

| was identified at 42 CRF 483.25, Quality of Care
- F-323,

[

An acceptable Allegation of Compliance (ACC)

i was raceived on 08/28/13, and alleged removal of

l'the Immediate Jeopardy on 08/24/13. The state
, survey agency datermined the Immediata
1 Jeopardy was removed on 08/24/13, prior to exit,

 which lowered the scope/severlty to "D* while the

 faclllty monltors the effectiveness of systemic
: changes and guality assurance activlitles.

; The findings include:

i Revlew of the facillly "Elopement” Policy. dated
1 01/2008, revealed the intent of the faciliy was to

F323| 2. A head count of current residents

- residing in the center was completed
» on August 17, 2013 by the licensed
i nurse to validate center residents were
accounted for with no other concerns
| noted. The Administrator and Director
of Nursing were notified of the
resident exiting the building on 8-17-
i 13, The Administrator and Assistant
' Director of Nursing came to the
| building, without delay on 8-17-13, to
- initiate the investigation of events and
! to ensure resident safety.
- 'The Administrator and Assistant

Director of Nursing validated that all

| doors and alarms were working
properly on August 17, 2013,
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i [ The Elopement Risk Evaluations for
F 323" Continued From page 14 F 323; current at risk residents, Care plans,
i provide a safe environment and that residents ! and Care Cards were reviewed and
"who were at risk for elcpemant were ldentified. : . g i
» The policy further noted "upon return of resident § updated as indicated by the llcg nsed
! to the faclilty, an Elopement Risk Evaluation ! | nDurse on‘8-17-l3, Current residents
“would be completed and/or updated and the ‘ i residing in the center were assessed by
; resldent care plan would be reviewed and i [ the licensed nurse using "Resident
"updated as necessary’. : j 1 .
. . [ Elopement Risk Screen and
| Record review revealad the facility admittad ! © Assessment Tool" to further identify
Resident #1 on 05/07/12, with diagnoses which | residents at risk for elopement and
| include Dementta, Anemia, Tobacco use disorder, W r . .
Palliatve Care, Stage 4 lung cancer. Furiher : ; hethg or not the resident required
- review revealed on admission the resident was l i SUI?GI_'VlelOH or not for outdoor
| assessed as an elopementiwander risk. The care | . activities and care plans updated as
plan dated 05/20/12, revealed Interventions were , | indicated on 8/23 /13. The
pputi hich : . .
el St 75901 Maitenanse Direcor changed door
| | codes to center doors on 8/ 15/13, The
| Revlew of Resldant #t Annual Minimum Dafa Set Medical Director wag notified by the
{MDS) Assessment, dated 05/15/13, revealec the ; Administrator of th .
facliity assessed the rasident as being severely 172013 ¢ event on August
! cognitively impatred with a Brisf (nterview of ; [ ’ .
Mental Status (BIMS) score of three (3) aut of i : An ad hoc Performance Improvement
¢ fifteen {15), Indicating severe cognitive ‘ ' Meeting  was held  with  the
“impairment and the resident was assessed as : " Admi i : .
independent with activitles of dally living (ADL's). | ond M“ Sdt‘."ftor’ Director of Nursing
i Review of the elopement risk assessment for the ¢ and Me Mf} Director on August 20,
“assessment period of 05/15/13, revealed the 2013 to discuss the events of the
resident was at risk for elopement, Review of the | elopement and begin a root caus
X i e
{ care plan da‘ed (8/30/13, revealad the residant analvsi R
. was atrisk for elopement and inlerventions were a{iSlS and plan of action. A follow
i putin place to keep the resident safe which | up - hoc Performance Improvement
“included a wander guard. ' meeting was held on 8-30-13 for
: review of the plan of action.-
i Record review revealed on 07/28/13, ke P "
resldent’s Physician saw Resident #1 and wrote a :
i Frogress Note stating “OK tc ramove wander '
¢ guard since resident Is coherent and does nat |
display ex't seeking behaviors" However, record g 3. The Administrator, Director of
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F 323! Continued From page 15 |
, review revealed no documentation of an ;
Interdisciplinary Team (IDT) Assassment of !
| Resicent #1 for removal of the wander guard,

The wander guard was remaved and the :

| resident's elopement care plan was d'sconfinued i

~on 07/28/13. Furthermore, there was no '

[ documented plan to monitor Resident #1 after the ,
_rermoval of the wander guard on 07/26/13, '

_' Interview with the Admilnistratar, Director of :

f Nursing (DON), and Assistant Director of Nursing i

{ADON), on 08/22/13 at 12:00 PM, revealed that

| the clinical team had made the declsion to ;

"remove the wander guard, after the resident's '

| Physiclan had assessed the rasident and sald It 1

“was okay to remove the wander guard. They

i further stated they just never thought about

' monitoring the resident for elopement when the

j wander guard was removad.

i Interview with House Keeger #1, on (:8/22/13, at i
3:05 PM, revealed Resident #1 had exiled the

i facillty without staff know'sdge near the end of i

! July, E

Interview with the House Ke eping Asslstant

. Supervisor, on 08/22/13 at 3:25 PM, revealed

! Reskient #1 did leave the facillty at the end of

. July. He further stated staff was down stajrs

“ when a code was called and they all started
_locking for tha resident. He statec Resident #1
) was up the sireet by the wo matchlng buildings |
“almcst to the home improvement store. T he )
i Administrator brought e resident back ta the [
facility. He further stated the resident was always
| saying helshe wanted to go home.

 Interview with Resident #1's daughter, Bower of i
" Attomey (POA), on 08/22/13 at 2:20 PM, rovealed :

Nursing re- educated all staff as of

F 323 August 21, 2013 to the Elopement

Policy and Procedure including the
identification of residents that require
supervision with outdoor activities.

4. The Administrator, Director of
Nursing Services, Assistant Director
of‘ Nursing Services, and/or
Mftmtenance Director wil conduct
missing resident/elopement drills,
monthly x12 months on varied shifts,
and report results (o Performance
Improvement Committee monthly for
further review and recommendations.
The Administrator and/or

Maintenance will condu

qbservaﬁons of center exit doors five
times weekly x4 weeks and then
monthly x11 months, at varied times,

to validate that residents nor visito

are aware of center door codes, and
report results to the Performance
Improvement Committee monthly for

er review and recommendations.

The Director of Nursing and/or
Assistant Director of Nursing  will
review nursing assessments, care
plans, and nurse aide Care Cards of

new/re-admissions within 72 hour

and current residents upon pew exit
seekmg_/wandering behavior, quarterly .
and with any significant change 10
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resident was altowed to go for walks. !

! Interview with the Administrator, on 08/22/13 at :
; 410 PM, revealed Resident #1 was siing on the
| front porch on 07/30/13, at about 2:30 PM to 3:00
- PM. He said he tock a phone call that lasted )
F about twe {2) minutes and when he looked out |

the window the resident wasn'" on the porch. He °
| checked to see If the resident hag come dack Into |
the facillty and then started looking for the :
| resident. He stated Resident #1 was across the !
' street on the sidewalk, walking towards a grocery |
- store. The Admiinlstrator drove the resident back |
| to the facility. He further stated he cld not 1
_consider the resident's exit an slopement as the
f resldent had a motive to go to grocery store to

buy & soda, and could also tell Aim the dats. :
i Furthermore, the Administrator stated "we lo! the

resldents go and come as they please, hased on i
the resident's response I didn't feei it was an :
‘ elopement”. Even though Resldent #1 was
, assessed oy the facility on 05/15/13, with severe
! cognitive Impalrment,

i Further record review revealed no Elopemeant
“RIsk Assessment was compieted on 07,30/13,
i when the resldert was returnec to the facliily, !
* This fallure prevented the facility from '
; establishing effective Interventions to prevent
[uture elopement recurrence for this resident, _;
~ Further record review revea:ed the resident's ;
i Comprakenslve Plan of Care was not revised :
related to the incident on 07/30/13,

" Revlew of the resident's quarterly MDS i
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F 323, Contirued From page 16 ;. Fa determinatio focl and  the
0N 07/30/13, the resident had left the facilty " sumeroic 0T the  peeq of
| without staff knowledge. Resident #1's daughter Pervision with outdoor activities
further stated that when the Admin'strator called | ' Results of these reviews will pe
, her on 07/30/13 about the incident. ha told her the submi .
, hor on 07/30/13 about the | . ; | Submitted by the Director of Nursin

|
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i Assessment, dated 08/15/13, revealed the facillty
“assessed no change in the resident's cognltion i
y with a BIMS score of three (3) for cognition and

"the resident ramalned Independent with ADL's. f

! Record review of "Change of Condition
. Documentatlon” revealed that on 08/17/13 |
| Resldent #1 loft the facllity premises without staft :

knowledge. Sfaff reported that Resldent #1 was I
| last seen by nursing sfaff at about 4:30 PM, sitting,
“on the faciity's front porch. |

l Review of the Police run shest on 08/17/4 3 i
. revealed the local Police received a call from a
- motorist at 4:55 PM, that an older person was ’
sitting [ndlan style on the side of In‘erstate 75 {a
| high traffic, 8 lare Interstate) before the ext. The |
" Police Offlcer arrlved at 5:09 PM, at which ime
. Resident #1 told him that histher car was broken
| down and that he/she was trying to geihome. |
. The resldent gave the Police his/her mother's ofd
| address, as hls/her address. The Pollce Officer |
"took the resldent 10 the address which was
| @pproximately 24 4 mites from the facilty, When i
" they arrived at the address, the person living at
the address did not knowthe res!dent: however, |
E the people across the street from the address did '
“know the restdert and told the police officer the ;
! resident's daughter's name and phona number,
‘The Police Oficer contacted the daughter who
. was also the resldent's Power of Attorney (POA). ‘
! The daughter went and plcked Resldent #1 up !
_and returned him/her to the facillty at ?
| approximately 6:30 PM.

- Inierview with Licensed Practical Nurse {LPN) #1,
' on 08/22/43-a 2:30 PM, revealed she had i
 received a phone call on 08/17/2013, sometime
i after 5:00 PM, from Reslident #1 caughter. The
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daughter ask where the resldent was and she
« replled in histher room or on smoke break and .
1 stated she would check and glaced the phone on |
hold. She stated she was unable to locate the
| resldent so she called a code yellow and returned ,
“to the phone to tell the resident's daughter.
. Resldent #1's daughter told her the resident was
| with the police in Verona and she was gaingto
" get him/her and bring nim/her back to the facility. |
i LPN #1 further stated she did not know how lorg

! It would have been before the staff would have
known the resident was not in the facillly. She

i further stated she did notify the DON ard :
} Administrator. She stated Resldent #1's daughter |
“returned the resldent ‘o the facillty at f
F approximately 8:30 PM.

. Interview with State Reglstered Nursing Assistant
| SRNA#4, on 08/22/13 at 3:17 PM, revealed she |
Iwas asslgned to care for Resident #1 on :
08/17/13, 3-11 shift. She stated that she had
, done her rounds when she arrived for work at
“epproximately 3:06 PM. Rasident #1 was not in
. Ms/her room so she asked her co-workers if they |
 had seen Resldent #1 and a nurse told her ‘
“helshe was on the front porch at 3:40 PM, s0 she l
; completed ner work. She further stated she didn't :
i know that Resident #1 was not at the feclllty untll
they got the call from hisiher daughter ssmetime |
, éfter 5:00 Pig,

Interview with ADON, on 08/22/13 at 2:00 P,
 revealed Resident #1 returned to the faclllty on
1 08/17/13, at approximately 6:30 PM, upon return
the resident was reassessad for glopement, a ‘
; head to toe assessment completed ‘or injuries, f
 interventions for alcpement risk were nitiated
"including 1:1 suparvision, and placement of a :
wander guard, She staled the resident's care plan |

|
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was revlewed and revised on 08/17/13, !

Intervlew with the Adminlstrator, on 08/22/13 at
| 1:30 PM, revealed Resident #1 knew the code on |
“the door. He stated a Iot of the residents knew
 the code because the one's that wers safs to ba

outside unsupervlsed could come and go as they |
| pleased. Interview revealed Resldent #1 could ‘

come and go as he/she pleased, Even though the :
 facility had assessed the resldent with severa
“cognitive Impairment. He further stated visitors |
i knew the code as well. :
+ Intervlew with Unit Manager #1, on 08/23/13 at )
111:00 AM, revealed she was unaware of any |
-system In place to Identlfy the residents that were
'safe to slt outside unsupervised. She stated as a

nurse if she felt a resldent was not safe to e
E outslde unsupervised she would apply a wander !

guard,

' The facilly provided an acceptable credible .
- Allegation of Compilance (AOC) on 08/28/13, that |
'allegec remaval of the 1J effective 08/24/13,

. Revlew of the AOC revesled Ihe fac/ity
fImplemented the following: I

i 1) On 08/17/13, Resident #1 was placed on 1:1

supervision, a head to toe assessment was .
i completed by licensed nurse, no Injuries were
‘dentlfled, wander guard was tested for ’
i functionallty and then placed on the resident.

2} A head count of resldents residing In the facility !
! was completed on 08/17/13, by the ‘icensec
“nurse to validate all resldents were accounted for, !

3) The Administrator and ADON validated that al |
, doors and alarms were working properly on

FORM CMS-2587(02-99) Pravious Verslons Obsolsls Even| 10: 1YGE1

Faetily 10 160022

If centipuation shest Page 200f 34




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/19/2013
FORM APPROVED
OMB NO. 0938-0391

. 08/17/13.

i by liceénsed nurses to determine that resldents
_with elopsment potertlal had appropriate

' to address risk of elopement on 068/17/13,

-risk for elopement on 08/23/13. Using thls

. each resldent to eilher requlre or not require
. supervision for outdoor activities.

i 6) Administrator, DON, and ADON Initiated
| re-education to all staff on 08/17/13, and

i Elopement Management Program to Inclute

i facility policy to riot give door codes to ary
regldent or vigitor.

: 7} The Malntenance Dlrector changed all door
' codes on 08/19/13,

| 8) The Administrator, DON, and ADON, was
‘re-aducated on 08/23/13 by the Manager of

. Clinical Operatlons to the facikty's Elopement
| Policy and Procedures,

_9; The Administrator, DON, ADON, and/or
| Maintenance Director wil| conduct missing

_on varled shifts, and report results to QA

assessments, devices as necessary, care plans

! 5) One hundred percent {100%) of residents in

“the facillty wera assessed by the licensed nurse
; using the "Resldent Elopement Rlsk Screen and
| Assessment Tool" to further identify residents at

i assessment tool the licensed nurse uptated the
‘ resident carg plan, care card and also |dent/fied

“completed on 08/21/13. The topics reviewed were

residentfelopement drills three (3) times weekly

i 4) Resldents reslding In the faclity were reviewed

| procedure for missing resident, respense to coor |
alarm, that facillty door codes were changed, new |

i
|
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: Committee monthly for further review and
" racommendations.

E 10) The Administrator and/or Malntenance will

| concuct observaticns of facllity ex!t doors flve (5)
ftimes weekly, at varied times, o valldate that

; residents nor visltors are aware of the door

I codes, and wll| report findings to the QA

. Comimitiee monthly for further review and

,F recommendat|ons.

| 11) The DON/ADON will 2udit elopement

, assessments on admisslon, readmission, annual,
| quarterly and sigrificant change assessments, to

- ensure care plans, care cards and elopament
i assessments are complela,

The State Agency validated the im plementatior of E

- the facility's AOC as follaws:

; 1) Review of the resldent record revealed *hat
08/17:13, Resldent #1 was placed on 1:1

; supervision, a head to toe assessment was

‘ completed by licensed nurse, no Njuries wers

s identifed, wander guard was tested for

'uncticrality and then placed on the resldent.

I 2} Review of the facllity investigation bincier
revealed a head count was condusted op all

| residents reslding in the facility on 08/17:13, by

“the licensed rurse to valldate all residents were

; accounted for.

3) Review of the facllity's Investlgation binder
| revealed the Administrator and ADON validated
* that all doors and alarms were working properly
i on 08/17/13.

: 4) Revlew of Residents elopement assessmenis

F 323;

!
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| revealed that all residents residing in the faclity !
“were reviewed by licensed rursas o ceterming
| that residents with elopement potential had ’
“approprlate assessments, devices as necessary, |
| care plans to address risk of elopement on :
0B/17/13,

. &) Review of random resldents records revealed |
tall residents in the facillty were assessed by the
llcensed nurse using the "Resident Eicpement |
[ Risk Scresn and Agsessment Tool” to further ;
Identfy residenis at risk for elopement on ]
| 08/23/13. Using thls assessment tool the llcensed
_nurse updated the resldent cara plan, care card |
| and also identifled each resident to either require
- or not require supervision for outdoor activities

" 8) Roview of the facillty's Investigation binder l
| revealed that the Adminlstrator, DON, and ADON
 initlated re-education to all staff on 08/17/13, and
| completed on 08/21/13. The topics reviewed ware
"Elopement Management Program to include !
' procedure for missing resident, response to door |
_a'arm, that facility door codes were changed, new !
| facility policy to not give door codes to any ;
“resldent or vis|tor,
| i
Interviews on 08/30/13 at 9:32 AM, with Licensed -
| Practical Nurse (LPN}#1, at 9:32 AM with LPN
'#2, at 10:10 AM with LPN #3 at 9:40 AM with )
| Registered Nurse (RN) #1, at 8:20 AMwith RN |
l #2, rovealed they wera all aware of the ;
; Elopement Management Program, procedure for !
| mlissing resldent, facllty door codes charged and .
not to glve codes to residents or visitors and 5
1; when to complate elopement assessments.

;
|

;
|

| nterviews on 08/30/13 at 9:25 AM with SRNA #1, |
“al 10 AMwith SRNAH2, at 10:40 AMwith
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SRNA#3, at 10:30 AM with SRNA#5, at 10:50
with SRNA #4, and at 8:30 AM with SRNA #8, _
. revealad they were all aware of the Elopemant i
Management Program, srocedure for mlssing I
resldent, facllity door codes changed and not to
glve codes to residents or visitors. i
1
Interviews with other faclllty staff on 08/30/13, at !
9:35 AM with Occupational Therapist, at 900 AM
with House Keeping (HK) #1, at 10:45 AM with
HK #2, at 8:15 AM with HK #3, at 3:05 AM with
Activitles/SRNA, at 9:20 AM with Cook #1, at 9:25 )
-am with Cook #2, revealed they were all aware of
the Elopement Management Program, procedure
 for missing resident, facillly door codes changed

I' and not lo glve codes to residents or visitors.

| 7) Raview of the facility’s investigation binder
 revaaled that the Malntenance Director changed
i all door codes on 08/19/13, and wiil change the |
; codes anytime it Is determined that a resident or |
" visltor knows the code.

' 8) Review of the facility's in vestigation binder :
! revealed that tha Administrator, DON, and ADON,

was re-aducated by the Manager of Clinlcal |
. Operations to the facility's Elopement Policy and

l Procedures on 08/23/13.

'9) Review of the facility's investigation binder
: revealed that the Administralor, DON, ADON, ;
 and/or Maintenarce Director conducted missing '
| resldent/elopement drills on 08/18/13, 08/19/13, ;
“and 08/20/13 on gll three shifts,

i 10} Review of the facility's investigallon binder E
j revealed that the Administrator and/or .
: Maintenance conducted observations of faciity i
- exit on 08/18/13, 08/19/13, 08/20/13, and |
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108/21/13, at varled fimes, and the door codes | ' :
have been changed dus to a visltor was aware of :
; the door codes. The findings Wil be reported to f i
“the QA Committee monthly for further review and | (
E recommendations, ] I i
1) In'arview with the DON, on 08/30/2013 at | :
i 11:70 AM, revealad that the DON/ADON will audt ' ( :
“all elopement agsessments on admissjon, i |
; readmlssion, annual, quarterly and significant : '
I change assessments during the daily Clinical ) !
, Meeting, to ensure care plans, care cards and ! !
! elopement assessments are complete. ‘
F 490 483.75 EFFECTIVE F490 ¥ 490 (Administrati |
$5=J| ADMINISTRATIONRESIDENT WELL BEING i =220 (Administration)
Afacliity must be adminisiered In & manner that l - L. Resident #1 was returned to the [}L?g/ 3
; enables It to use Its resources effectivaly and | ! center by his daughter and placed on
' efficlently to attaln or malntain the highost 11 o . )
. practicable physical, mental, and psychosocial : i A monll 702%% ;Jy nursing staff on
I well-belng of each resident, ' toAaugust 17, .
' ' ;A head to toc assessment and Wander
P g | - Risk/Elopement  assessment was
; g’)};;s REQUIREMENT s not met as evidence :- ! completed on Resident #] and the MD
[ Based on interview, record review and review of | . notified on August 17, 2013 by a
“the facility's policies, It was determined facillty i licensed nurse, An order wag obtained
;f\dm'“iSfTﬂO:; fa{‘j*ﬁéo Tg“cﬁ dafr“ ;féif_g;;essrﬁ;?; i by the MDD for Resident #1 to have a
i to ensure sources, i i ' |
to resident assessment and care plan, wers used | , UA: CBC, B_MP’ and a wanderguard
 effectively and efficiently to attain or malntain the | device, which was tested for
» highest practicable physical, mental, and ~ functionality and then placed on
psychologicgl well—being for one {1) of seven (7) : resident by the licensed nurse,
; sampled residents {Resident #1), The i This resident's £ il £ |
- Administrator failed to ensure assessmentand | 1 S resident's tamily was notified of
care plan policies and procadures wore : t the event on August 17, 2013 and the
i implemented by failling to assess and evaluate ! | ;
‘ Resident #1 for el opementwandering, On _ ;
1
| i ;
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| ' | care plan and Care Card updaied by a
4 .\ 1 v . )
F 480 Continued From page 25 g licensed nurse. Resident #1's care

I 07/30/13, at approximately 3:00 PM, Resident #1
, left the facillty premIses without staff knowiedge,

| and was found at approximately 3:10 PM

i approximately 0.2 miles from the facli'y on a
! busy two (2) lana highway. The resident was

i returned to the facillty by the Adminlistrator,

! However, the faclllty failad to conslder this an
' elopement; therefore, no assessment or care
*plan revision was completed, On 08/17/13,

; Resldent #1 left the premises after 4:30 PM,

- without staff knowledge and was found by the
 lecal Police Departrmant o Interstate 75 (an 8
:lane Interstate) at 5:08 PM. The resident was
. givan a ride by the Pollce to the resldent's

i mothers ofd address approximatety 24 4 miles

_from the facillty. The Police notifled the resldent's

! daughter when the peopla Iiving at the addrese
did not know the resident. The facility was not

] aware the resldent had left the premises until
“approximately 5:30 PM, when the resldent's

i daughter called the facility. The resident's

daughier picked the resident up and returned the

i resicent to the facility at approximately 8:30 PM.
! {Refer to F-280 ard F-323)

‘ The Administration's fallure to ensure facilliy

. policies/procedures related to resident

' assossment and care plan were implementee
caused, or was llkaly to cause, serious injury,

t harm, Impairment, or death to residents at the

facillty. Immedlate Jespardy and Substandard

i QGuallty of Care were determined to exist on

*07/30/13. The facility was notifled of the

i Immediate Jeopardy on 08/23/2043.

» An acceptable Allegation of Compllance was

: received on 08/28/13, and alleged removal of tie
i

Immediate Jaopardy on 08/24/13. The state
| survey agency delermined the Immediate

plan and nurse aide Care Card was
i updated on 8/23/13 to include
- supervision during outdoor activities
E by the licensed nurse. Center
| Administrator notified OIG and APS
of resident exiting center on 8/18/13,

2. A head count of current residents
residing in the center was completed
i on August 17, 2013 by the licensed
~ nurse to validate center residents were
I accounted for with no other concerns
i noted. The Administrator and Director
- of Nursing were notified of the
| resident exiting the building on 8-17-
i 13. The Administrator and Assistant
Director of Nursing came to the
building, without delay on 8-17-13, to
| initiate the investigation of events and
é to ensure resident safety.
- The Administrator and Assistant
| Director of Nursing validated that all
i doors and alarms were working
" properly on August 17,2013,
The Elopement Risk Evaluations for
current at risk residents, Care plans,
* and Care Cards were reviewed and
© updated as indicated by the licensed
nurse on 8-17-13, Current residents
residing in the center were assessed by
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F 480. Continved From page 26 I F 480] Assessment Tool" to further identify

“Jeopardy was removed on 08/24/13, which :

 lowared Ihe scope/severlty to "D" while the facility
monhltors the effsctiveness of systemic changes

i and quality assurance aclivitios.

|

! The findings Include: |

Revlew of the faclity's palicy and procedure |

| related to "Elopemant”, dated 01/2008, revealed
the intant of the facllity was to provide a safe !

| environment and that reslden’s who were at r'sk

“ for elopement were |dentifed. The policy further
| noted "upon return of resldent to tha facillty, an
' Elopement Risk Evaluation would be completed i

and/or updated and the resident care pian would
| be reviewed and updated as necessary”, [

i Review of the faciity's policy titled "Care Plan:

' Patient’, revised 05/01/11, revealed the purpose
; was to provide necessary care and services to 5
| atiain or maintain the patient's highest practicable |
physical, mental ard psychosccial well heing.

i Further review rovealed that per poilcy (sectlan |
'2.2) care plans were developed based on Nursing -
: Assessments, subsequent assessments and i
Vother observatlons. Continued review of 'he poficy,
. (section 2.4} revealed care plans were reviewed
- and revised a minimum of quarterly and as
“needed to reflect response to care and changing
| needs and goals,

Interview and record review revealed the facllity
 admitted Resident #1 on 05/07/12, with
diagnoses which indude Dementia, Further
| review revealed on admission the resident was
' assessed as an elopementiwander risk. The care
. Plan dated 05/20/12, revealed interventions were
put in place to keep the resident safe, which 5
included a wander quard; however, this care plar |

| residents at risk for elopement and

whether or not the resident required

supervision or not for outdoor

. activities and care plans updated as

| indicated on 8/23/13, T

| Maintenance Director changed door

. codes to center doors on 8/19/13. The

| Medical Director was notified by the

Administrator of the event on August

17,2013,

An ad hoc Performance Improvement

Meeting  wag held  with  the

Administrator, Director of Nursing

i and Medical Director on August 20,

2013 to discuss the events of the

i clopement and begin a root cause
analysis and plan of action. A follow
up ad hoe Performunce Improvement
meeting was held on 8-30-13 for
review of the plan of action,

3. The Adminj strator, Director of
Nursing and Assistant Director of
Nursing re- educated all staff ag of
August 21, 2013 to the Flopement
Policy and Procedure including the
i identification of residents that require
© supervision with outdoor activities.
 On  August 23, 2013, center
: Administrator, Director of Nursing
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' was discontinued on 07/29/13, when the wander
I guard was dlscontinued. The resident was

" assessed to be severaly cognitive impalred by the
i facllity. Record revlew reveaied on 07/30/13, i
" Resident #1 Jeft the fachity premises without staff _‘
| knowledgs; howeaver, upon return to the facilty, |
the faciilty falled to assess the resident for )
| elopement risk and failed lo implement |
“interventions to keep Resident #1 safe, On i
| 08/17/13, Resident #% |eft the facillty premises |
“again without staf knowledge and was located by
llocal Police on a busy elght (8) lzne Interstate.

| Interview with the Administrator, Director of
'Nursing (DON), and Assistant dlrecior of Nursing
| (ADONY}, on 08/22/13 at 12:00 PM, revealed that
“the clinjcal team had made the declsion to i
i remove the wander guard on 07/29/13 and never '
" thought about monitoring the: resident for 1
i alopement when the wander guard was removed. |
[ Intarview with the Administrator, on 08/22/13 at
+4:10 PM, reveated that He did not conslder the
. resldent's exit on 07/30/13, an elopement as the
 resident had & mative to go to grocery store to
. buy a soda, and the resident could also tell him _
i the date. Furthermore, the Administrator stated |
‘we let the resldents go and come as they
I please”, based on the resldent's response, *|
don'tfeel it was an elopement”, interview alsc
i revealed Resldent #1 and other resldents knew
the code on 1he door and were safe to he outside
i ursupervised and could come and go as they
‘pleased. Evan Ihough the facillly had assessed i
 Resident #1 with severe cognitive Impairment and '
“the resident was not hls own responsliie party,

| In addltion, the facilty's policy and procedure
"“Elopement”, dated 01/2008, revealed "upcn
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i ' : L. .
i J ' have been re-educated by the Manager
F 490, Continued From page 27 ;  F 480! of Clinical Operations to the center

| Elopement Policy and Procedures,

|

C 4, "I‘he Administrator, Director of
| Nursing Services, Assistant Director
, of ‘ Nursing Services,  and/or
M.au?tenance Director wil] conduct
| Tssing  resident/elopement monthly
!x12 months on varjed shifts, and
| report  results 1o Performance
: Improvement Committee monthly for
| further review and recommendations,
: Thg Administrator and/or
! Maintenance will conduct
; qbservations of center exit doors five
(times  weekly x4 weeks and then
: month_}y x11 months, at varied times
to validate that residents nor Viﬂitors‘:
-4re aware of center door codes, and
report results to the Performance
Improvement Committee monthly for
further review and recommendations,
The_ Director of Nursing  and/or
As§1siant Director of Nursing  wil]
review nursing assessments, care
plans, and nurse ajde Care Cards of
new/re-admissiong within 72 hours
and current residents upon new exi;
seeking/w&ndering behavior, quarterly
anc% with any significant change to
validate that resident assessments are
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F 450" Continued From page 28

! return of resident to the faclllty, an Elopement

. Risk Evaluation would be completed and /or

.! updated and the residant care plan would ke

. reviewed and updated as necessary”, Howaver, [
'record review revealed no Elopement Risk

| Assessment was compisted on 07/30/ 3, when
the resldent was returned to the facllity. This '
| falure prevented the faciity from revising the
 resident’s care plan to establish effective
tintarventions to prevent future elopement !
. recurrence for this resident and the resldent left

! the facility premises again on 08/17/13.

! Tha facility provided an acceptahle credible

. Allegation of Compliance {AQC) on 08/28/13, that ;
| alieged removal of the I effective 08/24/13. j
: Review of the AQC revealed the facility I
‘Implemented the following: .
. i
1)0n 08/17/13, Resident #1 was ptaced on 11
; supervision, a head !o toe assessment was
‘completed by licensed nurse, no Injuries were i
i identified, wander guard was tasted for .
functionality and then placed on the resident. :

i

f H
- 2) Ahead count of residents residing in the facility '
; was completed on 08/17/13, by the licensed i
nurse to validate all residents were accounted for. :
1
! 3) The Administrator and ADON validated that ali
: doors and alarms were working properly on :
- 0B8/17/13.
1
' 4) Residents res!ding in the facility were reviewed |
; by licensed nurses to determine that residents
" with elopement potential had approprate
; assessments, devices as necessary, care plans
to address risk of elopement on 08/17/13.

! v
F agy; complete, to include the "Resident

! Elopement  Risk  Screen  and
' Assessment  Tool”  and  the
| determination for the need of

~ supervision with outdoor activities.
| Results of these reviews will be
i submitted by the Director of Nwrsing
. or Administrator to the Performance
! Improvement Committee monthly for
! further review and recommendation

i
i
|

FORM CiS-2587{02-99) Pravious Versions Obsolaie Ewgnl 100 1YGE 1

Fazifty I3 100022 I coptinuziion sheal Page 29 of 34



PRINTED: 09/18/2043

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 6938-0391
STAT EMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MLLTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION ISENTIFICATION NUMBER: A BULDING COMPLETED
c
185080 8. WING 0B/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, £IP CODE
7360 WOQOSFPOINT DRIVE
BRtOGE POINT CENTER FLORENGE, KY 41042
{X4) 1D SUMMARY STATEMENT OF DEFICIENCES ! (o} ; PROVIDER'S PLAN OF CORRECTION 1%5)
PREFX | (E ACH DEFICIENCY MIIST BE PRECEDED BY FLLL joPREFXC ! [EACH CORRECTIVE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR LS{ IDENTIFYING INFORMATION) [ tag CROSS-REFERENCED TO THE APPROPIIATE  ©  DaTE
i _ i OEFICIENCY) ‘
T T - +
‘ | :
F 490! Continued From page 29 ' Fago,

i 5) One hundred percent (100%) of residents in ! : ;
the faclity were assessed by the licensed nurse ' i
 Using the "Resident Elopement Risk Screen and |
Assessment Tool” o further Identfy residents at
| risk for slopement on 08/23/13. Using this i
assessment tooi the licensed nurse updated the | ;
| resident cara plan, care card and aiso Identified | | !
each resident to elther require or not require ‘ i
. supervislon for outdoor activitles, ‘ |
|

! ) Administrator, DON, and ADON initlated
j re-education to all staff on 08/17/13, and f
! completed on 08/21/13. The topics reviewsd were |
i Elopement Managernent Program to inciude l :
* procedure for missing resident, response lo door ) _; !
, alarm, that facllty door codes were changed, new | :
“fatllity policy to not give door codes to any : ; '
i resident or visitor, l: f

|
| 7) The Maintenance Direcior changed ail door ! i
' codes on 08/16/13. i !

| 8) The Administrator, DON, and ADON, was i
; re-adicated on 08/23/13 by the Manager of ; : ;
' Clinical Operations to the facillty's Elonement ! i ;
| Poticy and Procedures. i ‘

i 8) The Administrator, DON, ADON, and/or i ;
Malntenance Director will conduct mlgsing I I -
; residentielopement drllls three (3) times weekly | ; i
~on varied shifts, and report restits to QA : :
| Committee monthly for further review and
recommendatlons, i
' 10) The Administrator and/or Maintenznce wil ' ;
| conduct observations of facillty exit doors five 5 !
 times weekly, at varied times, to validate that |
| resldents nor visitors are aware of the coor
 codes, and will report findings to the QA
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F 480 Continued From page 30 |

_Committes monthly for further review and
| recommendatlons. !

[ 11) Tha DON/ADON will audit siopement ?

assessments on admission, readmisslon, annual,
: quarterly and s.gniflcant change assessments, !0 '
. ensure care plans, care cards ang eloperment i
' assessments are complete, '

| The State Agancy validated the irmplementation of
i Ihe faclity's AOC ae follows: i

i 1) Revlew of the resident record revealed that i
t08/17/13, Resident #° was placed on 114

| Supervision, a head to toe assessment was !
‘completed by licensed nurse, no Infuries were
| ldentified, wander guard was tested for
*functlorallty and then placed on the resident,

'2) Review of the facillty investigation binder

. revealed a head count wag conducted or all :

! residents residing in the fzcllity on 08/1 M3, by
the llcensed nurse to validate al| residents ware

| accounted for. i

| 3) Revlew of the facility's Investigation binder |
. revealed the Adminlstrator and ADON validated
“that all deors and alarms were working properly
—on 08/17/13. i

4) Review of Resldents eloperment assessments
; revealed that all residents residing in the facility
were reviewed by licensed nurses to determine |
 that resldents with eiopement potential had !
appropriaie assessments, devices as necessary, !
{ care plans to address risk of elopement on i
(811713, -

|
- 5) Review of random residents records revealed
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“all residents In the facillty were assessed by the |
I 'censed nurse using the "Resident Eiopement
 Risk Screen and Assessment Toor" to further
identify residents at risk for glopement on ;
| 08/23/13. UsIng this assessment tool the licensed |
_Nurse updated the resident care plan, care card ¢
“ard also identified each resident to either require
| Or not require supervision for outdeor activities '

} 8) Review of the faclllty’s investigaton binder |

revealed that the Admin|strator, DON, and ADON -
Initiated re-education to all staff on 08/17/13, ang |
| completed on 08/21/13. The topics reviewed were
“Eiopement Management Program to include ‘
f procedure for mlssing resldent, response fo door |
. alarm, that facillty door codes were changed, new
I facility policy to not give door codes to any 5
i resldent or visltor. [

| Interviews on 08/30/13 at 9:32 AM, with Llcensed !
“Practical Nurse (LPN) #1, at 8:32 AM with LPN
[#2, at 10:10 AM with LPN #3 at 9:40 AM with

Registered Nurse {(RN) #1, at 8:20 AM with RN
$#2, vevealed they were all aware of the !
; Elopement Management Program, procedure for '
* missing resident, facillty door codes changed and |
i Not o give codes to resldents or vis itors and i
“when to coemplete elopement as sessments.

; Imerviews on 08/30/13 at 9125 AM with SRNA #1, 4

tatBi10 AM with SRNA #2, at 10:40 AM with

. SRNA #3, at 10:30 AM with SRNA#5, at 10:50

" with SRNA#4, and at 8:30 AM with SRNA#B, |

i‘ reveaied they were all aware of the Elopement '
Management Prograrn, procedure for missing

[ resident, facility door codes changed and notto

“give codes to residents or visitors, :

|

Interviews with other facility staff on 08/30/73, at |

i
i
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} 8:35 AM with Occupational Therapist, at :00 AM |
- with House Keeping (HK) #1, at 10:45 AM with
CHK #2, at 8:15 AM with HK #3, at 9:05 AM with ]
i Activitles/SRNA, at 9:20 AM with Cook #1, at9:25.

am with Cook #2, revealed hey were all aware of |
i the Elopement Management Program, procedure F
“for missing resident, faciiity door codes changed |
l'and not to give codes to residents or visltors. i

17) Review of the facility's Investigation binder J
: revealed that the Maintenance Director changed
 ail door codes on 08/419/13, and will change the

| codes anytlme it is delermined that a resident or

" visiter knows the code,

- 8) Revlew of the facillty's investigation binder !
' revealed that the Administrator, DON, and ADON, |

was re-gducated by the Manager of Clinlcal ‘
' Operations to the facility's Elogement Policy and
i Procedures on 08/23/13.

{ 9) Review of the facility's investigation binder i

" ravealed that the Admipistrator, DON, ADON,

| and/or Malntenance Director conducted missing
resldent/elope ment drills on 08/18/13, 08419/ 3,

*and 08/20/13 on ali three shif:s. f

! 10) Review of the facillty's investigation hinder
revealed that the Administrator and/or !
' Maintenance conducted observations of fagillty |
s axlt on 08/18/13, 08/19/13, 08/20/13, and \
+08/21/13, at varied times, and the door codes i
| have been changed due to a visitor was aware of '
the door codes. The findings will be reportedto |
 the QA Commilttee manthly for further review and
“recornmendations.
_ 11} Interview with the DON, on 08/30/2013 at

: 11:10 AM, revealed that the DON/ADON wlll audit

! GEFICIENGY) !
! :
F 490; !
" .
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