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F 000 { INITIAL COMMENTS F 0oQ! Signature HealthCARE of Eust Louisville docs not believe

and docs not udmit that sny deliciencies existed before,
during or after the survey. The facility reserves all rights

AMENDED 1 1o contest the survey findings through informal disput
resolution, formal appeal proceedings or any
An Abbreviated Survey was Initiated on 09/24/14 administrative or legal proccedings, This plan of
and concluded on 10/03/14 to investigate KY curTection is not meant 1o cstablish ony standard of care,
22267. The Division of Health Care substantiated <aniract obligation or pasition and the Facility reserves o]
the allegation and identiffed Immediate Jecpardy righs to raisc all possible contentions and defenscs in any
on 09/25/14. The Immediate Jeopardy was type of civil of criminal clain, uction of proceeding.
determined o exist an 09/19/14 ata scope and Nothing contained in this plan of correction should be
saverity of a "J* al 42 CFR 483.20 Resident considered a3 a waiver of any potentiolly applicable Pecy
Assessment {F262) and 42 CFR 483.25 Quality Review, Quality Assurance or self-critical examination
of Care (F323) with Substandard Quality of Care privilege which the Faciliry docs not waive and rcserves
at 42 CFR 483.25 Quality of Care. The facility the right to assert in any administrative, civil or criminal
was nolified of the immediate Jeopardy on claim, action or proceeding. The Facility offers jts
09/25/14, response, credible allogations of compliunce and pian of
costection as part of s ongoing efforts 1o provide quality
On 09/19/14 at 6:44 P, Restdent #1 exited the of cars 1o residents.
factlity without staff knowledge. interview and Imniediate Jeopardy Concern Stated: Facility was
review of the facility's video surveillance revealed nalified an F0/28/14, that the previously cited 221 st a “D"
Resident #1 was near the exit door to the 100 fevel was being changed to 0 221 at an Immediate
Unit when staff entered the cade to the exit door Jeopardy level with the scope not identified. Focility was
for two visitars to leave the facllity, and Resident instructed fo completo an Allegation of Completion and
#1 exited the facility with the two (2) visitors. At furm tn as soot as possible,

approximately 8:52 PM, the Maintenance Director
was returning to the facllity and saw Resident #1
on the sidewalk of the two (2) lane street moving !
towards the intersection of a six {6) lane streel. [
The Maintanance Director stopped to retieve the
resident when he saw the resident with Certifled
Occupational Therapy Assistant (COTA) #1. The
Maintenance Director returned to the facility and

Resident(s) afTected hy the LS and actions taken to
remove 1z

The only resident identified as baing affected the
immediste jeopardy is the resident that was reporied in the
clopement (Resident #1). The fucility 100k the following
actions 1o remove the L

called a Code Grean to alert staff of the Tacility wns notified by the two surveyors on 9/30/14 g
elopement of Resident #1. Staif was not aware they had witncssed Resident #1's wheelchair brakes ina
Reslident #1 had eloped until the code was called. lacked position on 2 occasions on 9/29/14. Resident #1'
The resident was returned to the facility at 6:58 high back reclining wheelchair had brakes instalcd in the
PM and assessed with no injuries, sear of the ehair. On 9/30/14, the facility Mahnenamce
Dircctor conducted an sudit of ul) high back rectining
The facility provided an acceptable Allegation of wheelchairs with no other chairs identified as having the
breaks ot of the residents reach, .
LABO ¥ YRECTOR'S OR PROYIDER/SUPPLIEA REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
AlLﬁ ﬂhﬁp&g rlt.!rﬁ‘ ”)nll"ll

Any deaficiency statament 8fding with an asterisk {*) dendles a deliciency which tha Institution may be excused fom correcling providing it Is determindd thdt
other safeguards provide sufficient protection to the patiants. {See instruc ions.) Except for nursing homes, the findings stato are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nurg ing hamas, tha abave findings and plans pf co tior: are, dlstiosable-t4.._.
days following tha date these documenta are mada available to the facility, f deficiancies are cited, an approved plan of corm lior[%creqylsne to-cantinued
program pariicigation. SRR

B i P 1 . —
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F 000 | Continued From page 1 F 0gp| Resident was assessed by the Psych APRN on 9/22/14 for

Compliance (AOC) on 09/30/14 that alleged
removal of Immediate Jeopardy on 09/23/14,
However, the State Survay Agency (SSA) veritied
Immediate Jeopardy was removed on 10/03/14;
after training of facility staft was verified
completed on 10/02/14, at 42 CFR 483.20
Resident Assesament (F282) and 42 CFR 483.25
Quality of Care (F323) with the scopse and
severity lowered to a "D" while the facility
monitors the effactiveness of the implemented
plan of correction.

An additional deficiency was cited at 42 CFR
483.13 Resident Behavlors and Facility Practice
(F221) at a scope and severity of a "D".

After supervisory review and consultation with the
Centars for Medicare and Medicaid Services
(CMS), the scope and severity for 42 CFR 483.13
Resident Behaviors and Facllity Practice (F221)
was changed to a "J". The facllity was nolified on
10/28/14 and the SSA reopened the survey an
10/28/14, The facllity provided a second
acceptable credible Allegation of Compliance
{AOC) to address the Immedlate Jaopardy at 42
CFR 483.13 Reslidant Behaviors and Facility
Practice (F221) on 10/31/14 alleging removal of
immediate Jeopardy on 10/29/14, The SSA
verifled Immediate Jeopardy was removed an
10/29/14 prior to exit on 11/07/14 at 42 CFR
483.13 Residant Behaviors and Facility Practice
{F221) with the scope and severity lowered to a
"D" while the facility monitors the effectiveness of
the implemented plan of correction.

ony psychosocial effects related tw his high back reclining
chair. Resident voiced to the APRN that he recognized he
was in 8 different chair, but voiced ihat hia chair was
switched because his new chair is more comforiable for
him. APRN notes indicated that he was silting in the
wheelchair, reading ot the bedside and thet he was
engaged in the conversation. APRN notes indicate no
recommendations as resident was of his normal cognition
with no noted negative effects of the new wheelchair.

Quality of Life director assessed resident on 9720714,

QOL director notes indicated thut she will provide 1:1
vlsits twice weekly during his tramsition period o ensure
adequate activity programming. The goals of these visils
were 10 pravide sensory stimulation and socialization.
On 10/01/14, the facility held a QA mecting with the
Medical Director, Administrator, Director of Nursing.
Social Worker, Rehab, Maintenance Director, MDS nurse,
ADON end Nurse Censultant. In this meeting, we
discussed Resident #1 and the placement of the brakes on
his chair, therapy interventions which consisted of
working on upper body sirength, manual chair mobility
and positioning. We also reviewed theropy's assessment
fram 9/30/14, of his ability to mancuver the manual chair
independently throughout 1he facility and from unit (o unit
and the determination was made 1o schedule a safety
assesunent with the power chair. The QA tcam also
discussed nny additional interventions needed in addition
to activities und therapy involvement and no other
inlerventions were initinled at this time. QA (cam
determined to seview resident comprchensively every 30
days x3 montha, Ihen quarterly to determine his
psychosocial needs, alternative activities and nursing
interventions for ey necded changes. We also reviewed
Restraint and Resident Rights policy. No Policy and
Procedure changes were made.

F 221 483.13(a) RIGHT TO BE FREE FROM F 221
s5=J | PHYSICAL RESTRAINTS I
The resident has the right to be iree from any i
FORM CMS-2587(02-00) Previous Versions Obsolete Evant 1B WNVG1Y Faziity ID: 100426 It continuation sheat Fage 2 of 80
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i i i "
F 221 Continued From page 2 F 221 On 10/01/14, sfter the QA meeting, the Maintenince

physical restraints imposed for purposes of
discipline or convenlence, and not required to
ireat the resident's medical symptoms,

This REQUIREMENT s not met as evidenced
by:

Based on observation, interview, record review,
raviaw of the facility's investigation and policy and
preceduras, and the Centars for Madicare and
Medicaid {CMS) RAl Manual 3.0, it was
determined the facility failed to assess the use of
a high back, reclining wheelchair as a potential
restraint for one (1) of seven {7) sampled
residents, Resident #1. The facility staff replaced
Resldent #1's electric wheelchair with a manuaj
operaling, high back, reclining seat, wheelchalr
(w/c) after the resident eloped fram tha lacility on
09/19/14. Additionally, the w/c locks on the
manual w/c were located on the back of the wic,
out of the reach of the resident, and observed in
the locked position on 09/29/14.

The facility's (ailure to ensure restraint
assessment and interventions were implemented
placed Resident #1 and cther rasidents at risk in
a siluation that has caused or is likely to cause
serious injury, harm, Impalrment or even death to
a resident.

L]

The Immediate Jeopardy was determined Io exist
on 09/19/14 al a scope and severity of a"J* at 42
CFR 483.13 Resident Behaviors and Facility
Practica (F221) with Substandard Quality of Care
at 42 CFR 483.13 Resident Behaviors and
Facility Practice and the facility was notitled of tha
Immediate Jeopardy on 10/28/14. The facility
provided a second acceptable credible Allegation
of Compliance (AQC) to address tha Immediate

Dircctor relocated the brakes that were previously located
in the back 10 the front of the wheelchair, After the brakes
were moved, the resident way assessed for restraints by the
DON and it wes determined that the wheelchair does nor
cousiitute & testraint as resident is able 10 e the brukes
on cummand and he is able to propel the wheelchair
independently from one unicto the next. The DON also
made an observation on 10/1/14 of the resident correctly
using the wheclchair brakes § out of 5 times. Resident is
being observed 5 times weekly to ensurc his consistent
ability o uye the wheelchair brakes by the DON, ADON
and RN’s. This will be documented on a calendar form
and will be reviewed by the Administrator or DON
weekly,

On 10/1/14, ofter the Maintenance Dircctor relocated the
brakes 1o the front of the wheclchair, resident wag assegsed
for sestraints by the DON and it was determined ut that
time that the resident was able to propel Lis wheelchair
Treely around the facility.

Therapy attempted to complete an Electric Wheelchair
motorized scooler assessment on 10/01/14 with the
resident and family, At that time the famity was not able
to come in, bt did schedule for 10/2/14. This was again
attenepted on 10/02/14 with the famity and resident
declining the assessment. The assessment was completed
oi: 10/03/14 with the family present. As of the asscasment
on 10/3/14, it was determined by the therapist that the
resident exhibited inconsistent performance with the chair
placing him and others at risk. He complained of back
pain while in the power chair and reports that he docs
beiter in the manual chair, A pain assessment was
completed on 10/73/14 by the ADON and resident denjed
any discomftnt, ouce he was back in his high back
reclining chair,
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' and Facliity Practice (F221) on 10/31/14 alleging

Jeopardy at 42 CFR 483,13 Resldent Behaviors

removal of Immediate Jeopardy on 10/29/14. The
State Survey Agency verified immediate Jaopardy
was removed on 10/29/14 as alleged at 42 CFR
483.13 Resident Behaviors and Facility Practice
(F221) with the scope and severity lowered to a
"D" whila the facility monitors the effectiveness of
the implemented plan of correction,

The findings include:

Review of the facility's policy Federal
Resident/Patlent Rights, reviewed August 2009,
revealed the resident had the right to be free from
any physlcal restraints thal wera not required 10
ireat the resident's medical symptoms and were
not administered for the purposs of discipline or
convenience.

Review of the facllity’s policy
Resiraints/Emergency Application, effective
December 2010, revealad safely devices were
used as a lemporary emergency device ta
provide safety and pravent injury 1o a resident,
Documentation should include the reason for use
and other alternative intarventions that had been
used with outcomes.

Revlew of the facility's policy Physical Restraint
Reduction Program, effective Decamber 2010,
revealed residents should be iree of any physical
restraints imposed for the purpose of discipline or
slalf convenience. The facllity would not use
rastraints except when other alternatives wera not
appropriate. Use of physical restraints would only
be considered to treal a medical symptom/
condition and as a lasl resort after a trial period
whera altemative, less restrictive measures had

{X4) D SUMMARY STATEMENT OF DEFICIENCIES (3] PROVIOER'S PLAN OF CORRECTION {x5)
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On 10/6/14, 10/13/14, 10/20/14 and 10/27/14 the DON,
F 221 | Continued From page 3 F 221| ADON, Social Scrvices and MDS reviewed residents care

l

plas for any necded changes and to address any concerng
identified specific to Resident #1. 1t was detcrmined that
resident's care plam i9 current and appropriate. He is
continuing to improve his mobility in his wheelchair,
cuntinues to work with thorapy, still anending dining room
for meals as well as activities of choice, Tt was determined
by the DON that cars plan reviews would oceur monthly
x3 then quarterly thereafter,

120 residents were assessed for restraints on 10V27/14 by
the DON, ADON and RN's. Considerations were made ie
different types of restraints which included standard
wheelchairs, high back wheelchuirs, high back reclining
wheelchairs, brodz chairs, geri chairs, scat belts and side
fails. Only one resident was identified us having a
testraint. This resident had previously been identificd and
currently has an existing care plan for her restraint, This
resident’s carc plan was reviewed on 10/28/14 by the
MDS coordinator and no chenges were made to the care
plan. The MDS coordinator was cducaled on Resident
rights, resimint application and care plans on 10/28/14,

The Administrator, DON, $DC and MDS coordinator was
cducated on 10728 by the Signature Nurse Consultant on
Restraint application and Residents Rights.

Tralnlng:

On 9/30/14, immediate education of alf staff members
working in the fucility was completed by the Statf
Develupment Coordinutor on the wheelchair brake
plucement us well as not locking of wheelchalr brakes
excepl for transiers and fur patient safcty, By 10/28/14,
135 staff members have been trained with 63 employees ta
be trained. On 10/28/14, the facility was informed the
Tevel of deficiency has changed from 1 “D* level to 20
“UF™ level. As o result of this change, the facility has
changed its training and this education will be ongoing
with no stafl member being allowed 10 work their shift
Piot to the education being completed. This education
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covers restraint policy and procedure to include the types
F 221 [ Continued From page 4 F 221 ufrestraints, when to ulilize the restruints, assessing

been used and proven unsuccessful. Also,
restraints would be used with informed consent of
the resldent or legal representative. A physical
restraint was any mechanical device which
restricted the resident's freedom of movement.
The facility would evaluate the resident's
condltion prior to the use of a restraint for
potential concems using the pre-restraint
assessment. The rastraint would be explained in
advancs to the resident and family and an
informed consant for use of the restraint should
be obtained. A restraint would be care planned
with a goal to raduce the use of the resiralnt. The
facility should use gther nursing measures,
diversion programs, activity programs, and
supervision to control behavior when poassible,

Review of the CMS RAI Version 3.0 Manual,
dated 05/13, Seclion P-1, revealed physical
restraint was delined as any manual, physical, or
mechanical device the resident could not remove
easily and restricled freedom of movement,
Restraints should be used as a short-term,
temporary intervention to treat a resident's
medical symptoms and should not be used for
discipline or convenience. Before a resident was
restrained the facility must datermine the
presence of a medical symptom that required the
restraint and how the restraint would treat the
medical symptom, protect the resident's safety,
and assist the resident to attain or maintain
hisfher highest practiceble level of physical and
psychosocial well-belng. The assessment should
be used to identify specific reasans for the
restralnt, The resident cara plan based on the
caonclusions of the assessment should address
the underlying physical or psychological condition
that led to the restraint with a goal to eliminate the
restraints use by amploying alternatives.

restraints, obtzining physician orders and updating care
plans. This education will be provided to all employces in
alt depantments including administration, L.BNa, RNs,
CNAs, Dictary, Housekeeping, therapy, laundry, activitics
and social services. The training was provided by DON,
ADON, RNy, Adntin and dept, heads. This will continve
until all staff inembers receive the cducation. Staff
development coordinator will cnsure that adl remaining
staff members receive their wrining beforn working and
will educate all new hires prior to starting oricntation.

This facility does not utilize sgency staff,

Monitoring:

The facility began monitoring on $0/01/14 and bas been
perfonning [0 obscrvations per week of Resident #1°s
wheelchair brukes to make sure that they are not locked by
staff and that cesident fs able (o propel his wheelchair
throughout facility. These nudits are being completed by
Admin, DON, dept head 1eam and RN supervisors, An
audit of sl standard wheelchairs, high back whecichairs,
high back reclining wheelchairs, broda chairs, geri chuirs,
scatbelts and side rails will be conducted on each onit
weekly to determine if residents’ movements ure restricted
by their wheelchair by NON, ADON or RN x12 weeks.
These audits are being collected weckly by the
administrator und revicwed for tracking/rending, The
monitoring will centinue weekly for theee months and then
muntlly thereafter to ensure compliance. The oudits will
be reviewed for irends monthly and reported fo the quality
assurance commitiee for the next three months and
quarterly thereafter. The commiltee will re-evaluate the
effectiveness of the interventions,

Allcged removal of LI:

Ihe Jacility feels that the removal of the jecpardy occurred
on 10729/14,

FORM CMS-2567(02-99) Previous Yarsicns Obiolsla
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Whas correetive action will be nccomplished for those |} (2. il-‘
F 221 Continued From page 5 F221 residents found (o have been affected? \ \
Review of the clinlcal record for Resident #1 Resident #1's brakes were moved to the front position of his
revealed the facility admitted the resident on chuir within his reach un 9/30/14 by the maintenance director.
05/27M11. The admisslon Minimum Data Set Resident was asscssed for restruints by the DON, Admin,
{MDS) assessment for Resident #1 was ADON, social services and therapy un 10/1/14,
completed on 06/03/11, and the facility assessed
the resident with a Brlef Interview for Meniai How will the facitity identify other residents that have the
Status (BIMS) scare of six (6). The facility potential o be afected?
rg-adm tled the resident on 11/26/13 with All residents were agsessed For restraints on 10427/14 by the DON,
diagnoses of Dementia, General Muscle ADON, Considerations swere mado to differcot lypes of restraints
Weakness, and Above Knee Amputalion. The  -ans et s

i which ucluded standard wheelchairs, high back wiheelchairs, high
gg;glta‘;f: wi%!‘e;eg l:?sa::;:l 3’: 2;5 &B(SBB)SS{-nheenf en back reclining wheelchairs, broada chairs, geri chairs, seatbelts und
facility completed a quarteri MDgS on 0'9 /06/14 . side rails. Only one resident was identified e having a restraint.
with & BlMsp = 0? four 4")’ The fasilty This resident had previously been identificd and currently has 4
assessed the rasident's funciional status as cxisting care plan for her restraint, “This resident's case zlm was

iewed by the MDS coordinator on 10/28/14 and no changes
indapendent for locomotion to other areas of the — cooran E

. . were made to the care plan. Al residents’ wheelchairs were
fac"'ty and selt-sufficlent in hister elactric w/e, assessed for proper broke placement by maintenance director and

. * assistant on 1024/14. No additionat residents were identified.
Record review revealed, on 09/19/1 4, Resident

#1 exited the facility without stalf knowledge and What measures will be put joto place to easure that the
was found off the facility property, propelling deficient practice will nat recur?
hisfher slectric wheelchair towards the AL sl b been ecucaied o thevse estrns,eypes of
3in| o o
Interseclion of a six {6) lane highly traveled street. e e e L
' i i lacement by the
Review of Residant #1's elopement risk locking of wheelchair brakes and hrake p ;
assessment, dated 09/19/14, revealed the facllity ”"a‘gj'l‘;""“"‘“““‘ covrdinator, DON, ADON or RN's un
and Medical Director (MD) chose to allow —

Hesident #1 only tha use of tha electric w/c when

. ; An audit of all standard wheelchairs, high back
gc:ll:’b?enﬁl (t}\; )f;ﬂm;am fty, when they LU wheelchairs, high back reclining wheelchairs, broada

chairs, geri chairs, sestbeltg und side rils will be
conducted on each unit weekly to delcrmine if residents®

Review of tha facility's Pre-Restraining movements are being restricted by DON, ADUN of RN

Assessment form, dated 09/19/14 for Resident

#1, revealed the form should be completed to w2 weels.
adequatsly assess ail aspecis of a resident's Wheelchair brake audits will be completed weekly x12
well-being prior to the use of physical restraints in weeks by social services, housekeeping director,
order to identify the least resirictive intervention, maintcnance director and department heads to ensurs that
j The facllity assessed the resident with no slaiF is not locking brakes inappropriately. J
FORM CMS-2587{02-99) Pravious Varslons Obsolale Event ID.WNVE11 Facllity 1D- 100429 If continuation sheet Page 6 ot 8U
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concerns of falling forward or sideways, the
resident did not slide down, or siump, all while
sealed due to the resident being a double
amputes. The facility assessment also ravaaled
no medical factors alfected the resident's
behavior; however, a recent elopement in the
power w/c was added. The assessment
recommendation stated to allow tha resident to
anly use the power chair when family visited dus
to the need tor 1:1 supervision when In the powar
chair,

Review of Resident #1's care plan revaaled the
care plan was revised on 09/19/14 afier tha
resident's elopement, with an intarvention to
encourage the resident to use the regular wic
versus the motorized wic, schedule a family care
plan meeting, and refer to Occupational Tharapy
for w/c positioning. Additionally, the resident
ceuld be up in the power chair when family
visited, otherwise, the resident should use the
high back reclining w/c for safety and positioning.
The care plan did not specify how long to use the
manual wheeichair; a plan o asseas Rasident #1
tor reduction of the high back w/c; the lacation of
the manual w/c locks; or if any other allemative
interventions were used with the outcomes. The
updated {acility care plan for self-care, on
09/1914, specified to use a manual w/c with the
electric w/c discontinued. Tha care plan for
activities, revised 09/19/14 per physician (MD)
order, ravealed the facility would provide 1:1
aclivity visits twice per week for sacialization, A
Cars Plan Conference Summary, dated 09/22/14,
revealed Resident #1's family was present for the
meeling, and they had concerns for Resldent #1's
qualily of life since the usa of the electric wic
would be limited; however, the resident would be
abla lo use the selectric w/c when he/she had

solutions are sustained.

The ndministrator will review the resulls of the audits
weekly and forward the reselts of the vudits (o the monthly
Quality Assurance Comminee for further review and
necommendation. The audits will be presented by the
Admin and DON weekly for 3 months, then monthly x3
months to the QAP] team for review and recommendation
based upon the results
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Review of the quarterly Saclal Services notes for
Rasident #1, dated 05/05/14, 06/07/14, revealed
the resident used an slectric w/c for mobility. A
quarterly Social Service Review on 09/06/14
revealed the resident was at risk for glopement
and hefshe used an electric w/c. On 08/20/14, a
Social Servicas note ravealed the resident's
family was informed that Resident #1 would use a
manual w/c and could only use the electric w/c
when hea/she had visitors. Tha family member
was informed the resident would be given a high
back reclining w/c and was referred to therapy for

Review of the {acility's therapy screening form,
datad 09/20/14, completad by Certified
Occupational Therapy Assistant (COTA) #2
revealed Resident #1 had been relerred for
therapy dua to an incident report, related to
Resldent #1's elopemant on 08/19/14. The
resident was identified with difliculty using the
manual w/c and had beean previously In a power
wic. Resident #1 required assessment for w/c
positioning and safety with & speech therapy
avaluation for cognition,

Review of the Occupation Therapy Evaluation
and Plan of Treatment, completed on 09/22/14,
ravealed Resident #1 had a diagnosis of
Generalized Muscls Weakness. A short term
goal included ta increase the ability 1o self-propel
twenty (20) feet to ingrease functional mability
throughout the facility, with a long term goal of
one hundred (100} feet. The resident was
assessed to have intact fine molor and gross
motor coordination. The facility assessed tha
resident with total dependence for w/c mobility
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and management in the manual w/c. The
assessment noted the resident had run into doors . ]

and walls when using the electric w/c. !

A Speech Tharapy Evaluation and Plan of
Treatment, dated 09/22/14, revealsd the resident
was relered due lo a racent elopement. The
assessment delermined the resident appeared at
bassline cognitively.

Review of a blank lacility Electric Wheelchalr/
Motorized Scooter Assessment form, not dated,
revealed an assessmeant would include cognition,
physical, and functional areas to determine if the
resident had demonstratad an acceptable or
unacceptable ability to safely operate the electric
w/e. The facitity did not provide any complsted
Electric Wheslchalr Assessments for Rasident #1
since the facility initially admitted the residant on
0s/27/11.

Review of the Psychiatrist note, dated 09/22/14,
revealed Resident #1 recagnized he/she was in a
different chair. The resident was quite mobile in
the electric w/c and the faclity was cancemed
about lhe resident's ability to travel within the
facifity quickly which was the- Incentive for moving
the resident to a manual w/ic when he/she did not
have visitors.

Upon request, the facility did not provide a
rasidant or family cansent for the use of a
restraint.

Observatlon, on 09/24/14 at 7:52 AM, revealed
the resident was sitting in a manual, high back,
reclining seat, wheslchalr in the dining room for
breakfast.
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Interview with Resident #1, on 09/25/14 at 3:45
PM, revealed he/sha was “"scalded” for leaving
the facility and the facility *took his/her chair
away”.

Observation, on 09/26/14 at 3:38 PM, of Resident
" #1's electric w/c revealed the chalr was stored fn
the 200 Unit's locked medication room.

On 09/26/14 at 3:48 PM and 09/29/14 at 11:46
AM, observations of Resident #1 revealed he/she
was in bed with eyes closed. A manual high back
reclining w/c with antl-tippers was naxt to the bed.
The wfc was pariially hidden by the privacy
curtain.

Observation, on 09/29/14 at 12:00 PM, of
Resident #1 ravealed staff wheeled the resident
to the dining room. At 1:20 PM the resident was
sitting in a manual w/c next to histher bed
walching TV At 2:25 PM the resident was sitling
1 in the hallway at the double doors. At 2:50 PM
the residant was oulside smoking. The w/c locks
were locatad behind the resident and the resident
could not reach the locks to release them.

Observation of Resident #1, on 09/29/14 at 12:04
PM, revealed the resldent was in the manual w/c
on the 200 Unit hallway. The resident was a
bilateral above the knee amputes. The resident's
wic was pushed by staff to the dining room.

Observation, on 09/29/14 at 2:23 PM, Resident
#1 was in the manual w/c in the 200 Unit hallway.
At 2:26 PM the Assistant Director of Nursing
(ADON) for the 200 Unit pushed the resident's
w/c toward the dining room and out to the
smoking patio. The ADCN lacked the resident's
wic once the resident was pushed out to the
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smoking patio. The w/c locks were located
behind the resldent at the back of the w/c.
Observation at 2:48 PM of the smoking patio

revealed Resident #1 was independantly smoking
and the w/c locks were In the locked position.

On 09/29/14 at 3:23 PM, observation of Resident
#1 ravealed the resident was unabla to reach the
locks at the hack of the w/c.

Observation of Resident #1, on 09/29/14 at 4:04
PM, revealed the resident was in the assistad
dining room far & movie activily and was talking
with the Activities DIrector (AD). The AD then
unlocked the wic lacks and pushed tha resident
1o the 200 Unit nurse's station for the resident to
speak with the unit ADON.

On 09/30/14 at 3:12 AM, interview with CNA #7
revealed the resident was in a manual w/c and
sha was unaware of the resident using an electric
w/c whan the family visiled. Additionally, the aide
stated she did not know where Rasident #1's
electric w/c was kept. The CNA stated the manual
w/c lacks were located at the back of the
resident's w/c and the resident would not be able
to reach the focks. She indicaled if the w/c locks
were used and the resident could not reach the
iocks, the resident would not be able to go
anywhers, or get around the facility.

Continued interview, on 09/29/14 at 3:23 PM, with
Resident #1 revealed he/she did not get around
very well since he/sha was no longer in the
elactric w/c. The resident stated when the
electric w/c was taken away he/she felt "naked".
Additionally, Resident #1, stated the facility
*scolded" him/her for leaving the building.
Resident #1 indicated he/she was unabla to
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| Interview, on 09/26/14 at 3:50 PM, with COTA #1

unlock the w/c when the locks were used, The
resident stated ha/she missed histher elactric
wfc.

Interview, an 09/26/14 at 3:02 PM, with the Saoclal
Services Director (SSD) revealed Rasident #1
had eloped from the facility on 09/19/14. She
stated the resident displayad salety concems in
the elactric w/c as he/she was able to roll around
and get out of the building as quickly as he/she
did. The SSD indicaled sha was unawara if slaff
placed the resident in the electric w/c when tha
famnily visited. She further indicated she had
viewad the facility video which showed haow
quickly Rasident #1 had moved fram the unit and
oul the door. The SSD sialed tha facility took tha |
resldent's electric wic and would provide it when
the resident would have 1:1 supervision whan the
family visited. She furiher stated the resident was
safer in the manual w/c as he/she was not able lo
get around the facllity as quickly. The SSD
furlher indicated she was unsure il Resfdent #1
was still as mobile as he/she had been In the
electric w/c.

On 09/26/14 at 3;35 PM, interviaw with tha 200
Unit ADON revealed Resident #1's family visited
the resident aarlier in the week; however, the
family was not offered tha use of the elsctric w/e
and the family would need to request it. The
ADON indicated Resident #1 was not as quick in |
ihe manual w/c as hefshe was in the slectric w/e,

revealed Occupational Therapy (OT) Services
had started for Residant #1 after the slopement.
She stated there was a difference in mobility for
Resident #1 in the manual w/c. The resident was
not able to go everywhere in the building /lke
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whan he/she had been in the electric w/c. The
COTA further indicated the resident could
self-propel in the manual w/c twenty-flve {25) {set.
She stated the resldent's mability was limited and
she was unsurs if the resident would be able to
propel an entira hall.

On 09/29/14 at 3:05 PM, intarview with
Registared Nursa (RN) #5 revealed she had not
saen Rasident #1 on the 300 Unit as much as
she used to see him/her when he/she was in the
electric w/c.

Interview with RN #2, on 02/24/14 at 3:10 PM,
revealed Resident #1 was constantly roaming the
facility before the electric w/c was taken away.

Interview with COTA #1, on 09/25/14 at 4:24 PM,
revealed Resident #1, constantly, during waking
haurs, roamed the facility and frequently satin
front of exit doors before the electric w/c was
laken away.

On 09/26/14 at 4:18 PM, interview with the
Assistant Dietary Manager ravealed he
supervised tha scheduled 2:30 PM smoke time
for residents, He stated Resident #1 would
narmally attend the 2:30 PM smoke break, and
would arrive around 1:30 PM. The Assistant
Dietary Manager revealed he had not seen
Resident #1 smake at the 2:30 PM smoke time
since the residant's electric w/c had been
replaced with the manual w/c.

Interview, on 08/29/14 at 2:31 PM, with the
Therapy Diraclor revealed she was unaware who
made the decision to place Resldent #1 Ina
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manual w/c, however, the Director of Nursing
(DON) made a referral after Resident &1 elopad
Irom the facility on 09/18/14 for therapy to
evaluate the resident, The Therapy Diractor
indicated the therapy assessment lor Resident #1
was compieted on 09/22/14. She further indicated
the residant could use the eleclilc w/c when a
family member was with him/Mer. She stated it
was unsafe for Resident #1 to leave the building
without stalf and unsuparvised,

Interview, on 09/29/14 at 3:44 PM, with the
Activities Director (AD) revealed after Resident #1
eloped from the facility the tacllity staff put the
resident on 1:1 visits from the Acllivily Department
for soclalization, She indicated shae participated in
the care plan meeting with the resident’s family
on 09/22/14, The AD further indlcated if the
rasident remained in the power chair, hefshe
would need someone to be with him 1:1 so
he/she would not elope from the facility again.
The AD revealed the manual w/c helped to
prevent alopement as the resident was slower in
the manual w/c.

Interview with RN #1, on 09/30/14 at 9:37 AM,
revealed Resident #1 needed to be in a high back
w/c unless the family visited and requested the
motorized w/e. Sha further revealed the facility
did not want the resident to access the elsctric
wic or try to get to it. AN ¥1 stated Resident #1
was faster in the electric w/c and his/her mobility
in the manual w/c was siow. She Indicated the
resident did not go to the places he/she used to
and wandered less. Tha RN stated the resldent
used to take him/herself to smaoke and activities;
howaver, staif now had to escort him/her. She
indicated with tha locks on the back of the w/c the
resident would not be ablg 1o unlock the w/e.
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Additionaily, the nurse stated if the resident could
not unfeck the w/c then the wic would be a
rastraint.

Continued interview with the SSD, on 09/30/14 at
12:35 PM, revealed Resident #1's family did not
initially agree to the change In the w/c. She also
stated when a family visited a resident and took
the resident outsida, the family was responsible
to supervise the rasident. Tha SSD indicated tha

t manual w/c prevented elopement as the w/c

reduced the resident's speed. She further
indicated the resident got around quickly in the
electric w/c and the manual w/c slowed him/her
down.

On 09/30/14 at 1:34 PM, interview with COTA #1
revealed Resident #1 was not in a position ta lock
the w/c as he/she did not transfer independeantly.
She stated if staff locked the w/c the resident
would need to ask someona to unlock the wic.
The COTA indicated Resident #1's manual w/c
was the only chair available at the time, She
further indicated when an assessment was
completed the assessment would include use of
the w/c locks. She stated the rasident had not
been assessed after the elopement for continued
use of the slectric w/c, The COTA further stated
when the w/c was locked it cauld be a restraint,
as well as anything that could limit or inhibit the
residant's ability to move. She slated Resident
#1's manual w/c was struclurally different from
the other reclining w/cs in the facility.

Interview with tha 200 Unit ADON, on 09/30/14 at
2:53 PM, revealed the facility Interventicn after
Resident #1 eloped was to take away his/her
electric w/e, although the resident moved around
wellin the electric w/c. He stated the rasident
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was not as mobile ar as quick In the manual w/c. |

The ADON indicated the manual w/c locks were
located on the back of the w/c and he was
unaware of the resident attempting to self
-transfer. He further indicated the resident's
mobillity was less in the manual w/c when
compared lo the electric w/c. The ADON stated
the manual w/c was safer for the resident as the
electric w/c was so fast. He funther indicaled he
was unawara of a plan by the facility for the
resident to return to the elactric w/c. The ADON
statad he had not asked Resident #1 totry to
un-lack the manual w/c locks located at the back
of the w/c. He Indicated if the locks were used
and the resident could not reach the locks, the
resident would be immaobile and restrained.

On 10/01/14 at B:56 AM, intarview with the
Director of Nursing (DON) revealed that on
09/19/14 Resident #1 had gone from ane end of
the bullding to the other end and exiled the facility
within four (4} ta flve (5) minutes. She siated the
facility considered lifteen {(15) minute checks and
1:1 supervislon; however, the facility decided ta
glva the resldent a manual w/c 1o use Instead of
the electric w/c. The DON indicated on 09/20/14
therapy was asked to see the resident to
determine positioning, maneuvering, and If the
resident was safe in the manual w/c. She further
indicated a therapy assistant completed a screen
of Resident #1 on 09/20/14; however, a theraplst
was not at the facility until 09/22/14, The DON
indicated the resident's electric w/c was changed
to a manual w/c due to Resident #1 having
moved 50 quickly from one end of the bullding to

the other. It was determined a high back reclining

wic would slow down the resident and hslp
prevent the resident from eloping from the facility.
She further indicated the electric w/c conlributed

|
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Continued From page 18

ta the resident's elopement. The DON Indicated
the facility would encourage the resident to use
the manual w/s, howaver, the resident did not
have to use it. She further indicated the electric
wic was stored in the medication reom and the
resident did not have access to it, She stated the
resldent could use the eleciric w/c when the
family visited as the residant would need 1:1 due
to his/her ability to go anywhere in the facility. The
DON could not stata why the resident could not
use the electric wic when 1:1 with activitles, when
the resident could use the electric w/c when 1:1
with family. The DON indicated Resident #1 was
lhe oniy resident in the facility with locks at the
back of the w/c and this was the only w/c
available at ihe time. She indicated if the resident
could not reach the locks at the back of ihe w/c,
and the locks wera applied, the residant's
maovement would be restrcted. She also indicated
any device that restricts movement would be
considared a restrainll. The DON had completed
a pre-restraint agsessment for the high back
reclining w/c; howevar, she did not cansldar the
locks at the back of the w/c as part of the
assessment and did not determine if the high
back reclining w/c was or was not a restraint,

She stated she knew the manual w/c would siow
the resident down. She further indicated the
change to tha manual w/c was the onfy
intervention put inlo place after Resident #1
eloped from the facility. She stated Resldant #1
had reported to her he/she liked the new w/c, but
if the resident wanted the electric w/c, then
therapy would need to assess the resident for
safety and maneuverability. The DON further
indicated she was unsure if Resident #1 was
aware he/she had the optian to use the electric
wic.

F 221
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Interview, on 10/01/14 at 10:42 AM, with the
Adminisiratar ravealed the Interdisciplinary Team
(IDT) met on 09/19/14 alter the elopament and
determined Resident #1's electric w/c would be
changed to a manual w/c for safety. He further
indicaled the salety need of the manual w/c was
due to the facility video showed the resident had
moved from one (1) end of the bullding to the
other in approximately four (4) minutes and would

ensure the resident's safety, The Administrator
indicated he was unsure of the reason the facility
chose to replace the resident's elactric w/c with a
manual w/c instead of using 1:1 supervision. He
further indicated the cara plan lor Resident #1 to
encourage use of the manual w/e meant to
recommend the manuval w/c and did not mean the
resldent had o use it. He stated he was unaware
If Resident #1 was aware he/she could request
the electric w/e. The Administrator further stated
he was unaware If Resident #1 was able to use
the manual locks located at the back of the wic,
and indicated he, the Administrator, would not be
able to use the locks in their localion. He
indicated if the locks were used and the resident
could not reach the locks, then they would be
considered a restraint as thay would limit hisfher
mohility. He stated the type of w/c Rasident #1
used affactad his/her abliity to exit the facility. The
Administrator indicated Resident #1 had a quicker
ahility to exit in the sleciric w/c then in the manual
w/c. He staled If the resident wanted his/her
electric w/c back, the facility would need to
complete an alactric w/c assessment.

Interview with the Nurse Consultant (NC), on
09/26/14 at 4:30 PM, revealed Rasident #1's
family was not happy with the change to a manual
w/c and was not in agreement 1o use it. She
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stated the facility felt it was a good move to place
the resident in a manual w/c. The NC indicated
the resident could use the electric w/c when the
family was at the facility and the tamily requested
it.

Tha facility provided an accepiable Allegation of
Compliance (AOC) on 10/31/14 alleging removal
of Immediate Jeopardy on 10/29/14. The facility
took the following steps:

1. Resident #1's high back reclining wheelchair
had brakes installed In the rear of the chair. On
09/30/14, the facifity Maintenance Director
conducted an audit of all high back reclining
wheelchairs with no other chairs ldentified as
having the breaks aut of the residents’ reach.

2. Resident was assessed by the Psychlatrie
Advanced Practice Registerad Nurse (APRN) on
09/22/14 for any paychosocial effects related to
his/her high back reclining chair. APRN notes
indicated that he/she was siiting in the
wheelchair, reading at the badside and that
he/she was engaged in the conversation. APRN
notes Indicated no recommendations as resident
was of his/her normal cognition with no noted
negative elfacts of the new wheelchair,

3. Quality of Lile Director {QOL) assessed
Resident #1 on 09/20/14, QOL Director's notes
indicated that she would provide 1:1 visits twice
weekly during his/her transition peried to ensure
adequate activity and programming. The goal of
these visits were to provide sensory stimulation
and socialization,

4. On 10/01/14, the lacility held a QA meeting
with the Medical Director, Administrator, Director
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of Nursing, Soctal Worker, Rehab, Maintenance
Diractar, MDS nurse, ADON and Nurse
Consultant. In this meeting, Resident #1 was
discussed regarding the placement of the brakes
on hig/her chair, therapy intervantions which
consisted of working on upper body strength,
manual chair mobility and positioning. Residant
#1's therapy assessment was reviewed from
09/30/14, regarding his/her ability to maneuver
the manual chair independently throughout the
facility and from unit to unit and the determination
was made to schedule a safety assessment with
the pawar chair. The QA team also discussed any
additlonal interventions needed in addition lo
activities and therapy involvement and no cther
interventions wara initlated at this time. QA team
determined to review Residant #1
comprehensively every 30 days x 3 months, then
quanietly to determine his/her psychosocial
neads, altemative activities and nursing
Interventions for any needed changes. The
Restraint and Residant Rights policy was also
reviewed and no Policy and Procadure changes
wera made.

5. On 10/01/14, after the QA meeting, the
Maintenance Director relocated the brakas that
were previously located in the back to the front of
the wheelchalr. Aftar the brakes were moved, the
resident was assessed for restraints by the DON,
dated 10/01/14, and it was delermined that the
wheelchair did not constitute a restraint as
residont was able to use the brakes on command
and he/she was ahle to propel the wheelchair
independently from one unit to the nex!. The DON
also made an observation on 10/01/14 of the

rasident correctly using the wheelchair brakes 5
out of 5 times. Resident was being observed5
{imes weekly to ensure his/har consisient ability |

F221;
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to use the wheelchair brakes by the DON, ADON
and AN's, This would be documentad on a
calendar form and would be reviewad by the
Administrator or DON weakly,

6. Therapy altempted to complete an Electric
Wheelchair motorized scaoter assessmant on
10/01/14 with the resident and family. At that time
the family was not able to come in, but did
schedule for 16/02/14. This was again attempted
on 10/02/14 with the family and rasident declining
assessment. The assessment was completed on
10/03/14 with the family present. As of the
assessment on 10/03/14, it was delermine by the
therapist that the resident exhiblted inconsistent
performance with the electric chalr placing
him/er and others al risk.

7. On 10/06/14, 10/13/14, 10/20/14, and
10/27/14 the DON, ADON, Sccial Services and
tha Minimum Data Set {(MDS) Coordinator
reviewed resident's care plan for any needed
changes and to address any concems identified
specific to Resident #1. [t was determined that
resident's care plan was current and appropriate.
He/she was continuing to imprave hisher maobility
in hisfher wheelchair, continued to wark with
therapy, still attended dining room for meals as
well as activities of cholce. It was determined by
the DON that care plan reviews would occur
monthly x 3 then quarterly thereafter.

8. On 10/27/14, one hundred and twenty {120}
residents were assessad for rastraints by the
DON, ADON and RN's. Considerations were
made to the different types of restraints which
included standard wheelchairs, high back
wheelchalrs, high back reclining wheelchairs,

Broda chairs, geri chairs, seat belts and side rails. [
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Only one (1) resldent was identitied as having a
restraint. This resident previously had been
identifled and currently had an existing cara plan
for his/her restraint. This resident's care plan was
reviewed on 10/28/14 by the MDS Coordinator
and no changas wera made to the care plan. The
MOS Coordinator was educated on Resldent
Rights, restraint application and care plans on
10/28/14 by the Corporate Consultant.

2. On 08/30/14, Inmediate education of all staff
members working in the facility was completed by
the Staff Development Coordinator on the
wheelchair brake placement as well as not
locking of wheelchair brakes except for transfers
and for patient salaty. On 10/28/14, the facllity
was informed the level of deficiency has changed
from "D" level to and 'IJ" level. As a resuit of the
change in scope and severity, the facility has
changed its tralning and this education would be
ongoing with no staff member being allowed to
work thelr shift prier to the education being
compleled. This education covered restraint
pelicy and procedure and included the types of
rastraints, when to utilize the restraints, assessing
restraints, obtaining physician ordera and
updating care plans. This education would be
provided to all emplayess in all departments
Including Administration, LPNs, ANs, CNA3,
Dietary, Housekeeping, Therapy, Laundry,
Activities, and Social Services. The training was
provided by the DON, ADON, RNs,
Administration and Department Heads. By
10/28/14, ane hundrad and thirty-five (135) staft
members had been trained with sixly-three (63)
employees to be frained. This would continue
until all staff members received the education.
The Staft Development Coordinator would ensure
that all remaining staff members recaived their

Fa21
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! that resident Is able to propel his/her wheelichair

- rasidents’ movements are restricted by their

Continued From page 22

training before working and would educate all
new hires during erientation. The facility does not
utilize agency staff,

10. Thae facility began monitoring on 10/01/14

and has been performing ten (10) observations
per week of Resident #1's wheelchalir brakes to
make sure that they are nol locked by staif and

throughaut facility. These audits are being
completed by Administration, DON, Department
Head team and RN Supervisors. An audit of all
standard wheelchalrs, high back wheelchairs,
high back reclining wheelchairs, Brada chairs,
geri chairs, seatbelts and side rails will be
conducted on each unit waekly to determina if

wheelchair by DON, ADON, or BN x 12 weeks.
These audits are being collected weekly by the
administrator and reviewed for lracking/trending.
The manitering will continue weekly for three
manths and then monthly theraafter te ensure
compliance. The audils will be reviewed for
trends monthly and reporied to the quality
assurance committee for the next three months
and quarterly thereaftar. The committee will
reevaluate the effectiveness of the interventions,

Through observation, Interview and record review
the State Survey Agency validated the correclive
actions on 11/07/14 prior to exit as follows:

1. Observations, on 11/05/14 at 8:00 AM,
revealed Resident #1 was sitting in the dining
raom in a manual, high back, reclining wheelchair
{w/c) with the brakes located at the front of the
wi/c and the resldent was able to lock and unlock -
the brakes. Review of the Maintenance Direclor's
audit, 09/30/14, revealed there were eight (8)

Fa21

!
[

FORM CMS-2567(02-99) Previous Varsions Qbeolaty Event 1ID:WHNVQ 11

Facllity ID: 100428

If continuation shest Page 23 of 80




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 11/14/2014

FOAM APPROVED

OMB NO. 0938-0391

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER;

185350

(¥2) MULTIPLE CONSTRUGTION
A. BULDING

3. WING

(X3} DATE SURVEY
COMPLETED

C
11/07/2014

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF EAST LGUISVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE
2529 SIX MILE LANE
LOUISVILLE, KY 40220

(X4} ID
PREFD(
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED &Y FULL
AEGULATORY OR LSC IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION

(X5)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ' CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 221

| residents in reclining w/cs on 09/30/14. Seven (7)

Continued From page 23

of the residents’ had brakes In the front of tha
w/cs. Resident #1's brakas were in the back.
Interview with the Maintenance Directar, on
11/0514 al 7:.42 AM, revealed he had com plated
a reclining w/c audit on 09/30/14 and identified
Residant #1's brakes had been located in the rear
of the chair out of his/her reach at that time.

2. Record review, on 11/05/14, of the requested
assessmenl/evaluation for Dementia, elopement,
and medication review completed by the APRN,
revealed Resldant #1 was found sitting in a
manual w/c at his/her bedside reading. He/sha
was easily engaged in superficial conversation.
The APRN made no recommendations. Interviaw
with the APRN, on 11/05/14 at 3:40 PM, revealed
Resident #1 had no cancems at the tima of her
assessment on 09/22/14, She had no concems
related to Resident #1 being in a manual w/e. In
addition, sha stated Fesident #1 had said, he/she
was doing better in the manual w/c and
cognitivaly she felt Resident #1 was safar in the
manual w/c.

Observalions of Resident #1, on 11/05/14 at
1(:45 AM, revealed he/she was self propelling In
a high back reclining w/c towards the dining room
for a smoke break. At 11:30 AM, Resident #1 was
observed wheeling down the 100 hallway for
lunch. At 2:40 PM Resident #1 was observed
wheeling down the 300 hallway In his/her high
back, reclining wic talking to another resident.

3. Review of the Quality of Life (QOL) entry, on
09/20/14, revealed the Activity Progress Noles
stated Resident #1 would be provided one 1o one
{1:1) visits by staff and Resident #1 would be
encouraged to attend group activities. Review of

F 221
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the Participation Log revealed Resident #1
received 1.1 visits on 10/01/14, 10/03/14,
10/0714, 10/11114, 10/1214, 10/113/14, 10/25/14,
and 10/29/14. The log also Identifled those
activities Resident #1 had attended. Interview
with the QOL Diraclor, on 11/05/14 at 10:50 AM,
revealed a sacond One on Cne Needs Guideline
Assessment had baen completed on 10/15/14
and Resident #1 scared a seven (7) indicating
that he/she now was sell-initiating hisfhar
activities. The goals for Resident #1 was fo
stimulate and socialize him/her during the
transition from the elactric o the manual w/c. She
felt the stimulation and socialization goals had
been mat. Revlew of tha One on One Neads
Assessment, dated 10/15/14, revealed the
resident scored a seven (7) and was saif Initlating
activities.

4, Interview with the Administrator, on $1/05/14 at
12:40 PM, revealed on 10/01/14 in the Quality
Assessment meeting (QA) it was discussed to
move Rasident #1's brakes from the back to the
front of his/mer high back, reclining w/c. Review of
the QA sign in sheet on 11/05/14, revealed the
following were present at the mesling on
10/01/14: two Minimum Data Set (MDS) nurses,
QOL Diractor, Human Resources, Assistant
Director of Nurses (ADONY), The Therapy
Director, Respiralory Therapist, Staff
Development Nurse, Social Services,
Administrator, House Keeping Director, Dietary
Director, Medical Records, and the DON.
Minutes from the Comprehensive Review
meeting, dated 10/01/14, ware raviewed on
11/06/14 and it was documented no changes
were needed for Resident #1's Care Plan or the
Reslraint Reduction and Resident Rights policies.
Tha COTA had besn asked to assess and
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implament therapy to Improve Resident #1's
strangth and mobility. The COTA assessment
compieted 09/30/14 was reviewed and It indicated
Resident #1 had an Increase in strength and
mability since changing to the manual, high back,
reclining w/c. The QAteam, on 10/01/14,
discussed and decided no additional Interventions
were needed at that tima. The Residant Rights
and the Restraint Reduction Policies wera
reviewed on 10/01/14 and no changes had been
needed. Resident #1's Care plan was aiso
reviewed and no changes wers needed.

5. Interview with the Malntenance Director, on
11/05/14 at 1:45 PM, revealed on 10/01/14 ha
had moved the brakes on Resident #1's high
back, reclining w/c 1a the front of the chair.
Review of a signed statement by tha Malntsnance
Director that the brakes were moved from the
back ta the frant of Resident #1's high back,
reclining w/c. Observations, on 11/05/14 at 8:00
AM, revealed Resident #1 was abla to lock and
unlock tha high back, reclining w/c brakes localed
on the front of the chalr. Interview with the
Director of Nursing (DON), on 11/05/14 at 3:00
PM, revealed on 10/01/14 she had obsarvad {lva
(5) times Resident #1 lock and unlock his/her
high back, reclining w/c and independently propet
the chalr, It was deamed al that time the high
back, reclining w/ec was not a restraint. In addition
the DON stated, Resident #t would be observed
five (5) limes weekly to ensure his/er ability to
propel and lock and unlock the high back,
raclining w/c. Interview with the DON, on 11/05/14
at 2:08 PM, revealed she was reviewing and
monitoring the log recards for Rasidant #1's
ability to lock and untack the high back, reclining
w/c and prope! himself/herself throughout the
facllity. The DON documented on the log, on
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10/01/14, that the resident had been able to lock
and unlock the brakes and propel his/er high
back, reclining w/c fiva (5) times upon command.
Interview with the Adminisirator, on 11/08/14 at
2:08 PM, revealed he is also raviewing and
monitaring the logs for Resident #1's ability to
lock and uniack his/her high back, reclining w/c.
Record review of the log revealed Resident #1
will be monitored through Decamber 2014 for
hig/her abiilty to fock and unlock the high back,
reclining w/c and propel himseli/hersell
throughout the facility. The ability to lock and
unlock the high back, raclining w/c was
documented five (5) times through 11/06/14 and
the ability to propel the high back, reclining wic
was documented eight (8) times through
11/08/14. The monitor began 10/04/14.

8., On 11/05/14, review ol the eleciric wheal chair
assessment, daled 10/03/14, revealsd he
Certified Occupation Therapy Assistant (COTA)
assessed Resident #1 for the use of hisfher
alectric wheel chair on 10/03/14., Review of the
documentation by the Sacial Services Diractar,
on 10/01/14, revealed sha had contacted the
spouse of Resident #1, on 10/01/14, 1o schedule
a time for his/her alactric w/c assessment. The
spouse requested the assessment ba 10/02/14.
On 10/02/14 at 10:08 AM when the spause
arrived, Resident #1 was resting and he/she
requested the assessment be the next day on
10/03/14. The Blectric WheelchalMotorized
Scooter Assessment was completed on 10/03/14 |
by the COTA and it was determined Resident #1
was unsafe in the electric w/c without close
supervision. Review of the COTA assessment
documented 09/30/14 revealad Rasident #1 had
demonstrated increased strength and endurance.
The COTA correlated Ihis lo increased quality of

F 221
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lite and his/her ability lo roam the halls. Review of
the electric W/C assessment dated 10/03/14,
revealed Resldent #1 was awake, aler, and
oriented, but at times disorlented and ha/she hita
table in the dining room during the assessment.
The COTA concluded Resident #1 needed
constant supervision to operate the electric W/C.

7. On 11/08/14, review of the Care Plan for
Resident #1 revealed it had been raviewed by the
DON, ADON, Soclal Services and MDS. Al four
had signed the care plan on 10/06/14, 10/13/14,
10/20/14, and 10/27/14 that tha care plan had na
changes necessary. Interview with the DON, on
11/05/14 at 3:35 PM, revealed the care plan had
been reviewed for accuracy, appropriateness,
and changes if needed. In addition, she stated a
comprehensive review had been completed in
October and would also be done in November
and Dacember of 2014, after which the reviews
would be quarterly. Review of the care plan
interventions on 11/06/14 revealed, interventions
dated 10/06/14 were in place to addraas mobility,
therapy, dining room for meals, and activiiles.
Interview with Social Services, on 11/06/14 at
4:00 PM, revealed during the care plan mesting
on 10/08/14 for Resident #1 her locus had been
psychalogical issues, moad/behaviors, and
comiort In the manual high back, reclining wic.
Interview with the ADON, on 11/06/14 at 4:05 PM,
revealed during the care plan meeting his focus
had been comfort in the high back, reclining w/c,
mobility, and psychological needs. Interview with
| the MBS Coardinator, on 11/06/14 at 4:10 PMm,

| revealed during the care plan meeting her focus
had baen ensuring the elopement policy
quidalines wers followed in the care plan,
interventions were accurate, and the care plan

was current.
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8. On 11/06/14 review of one hundred and {wenty
{120) restraint assessments revealed total
census had been assessed for any manual,
physical, mechanical device/material or
equipment attached to a rasident's body Ihat
would restrict freedom of movement on 10/27/14,
During the assessment of the residents, cne (1)
resident conlinued to be identified in a Brada
Chair and it was deemed a restraint due to thigh
straps. The resident had a diagnosis of
Huntinglon's Chorea leading to loss of muscle
control. The assessment also questioned If the
device restricled movement and if the davice
could be removed by the residant upon
command. Interview with the DON, on 11/05/14 at
4:10 PM, revealed standard whaelchalrs, high
back wheelchalrs, high back reclining
wheelchairs, Broda chairs, seat belts, and side
rails had been assessed to see i they would be
cansidered a restraint. The ona (1) resident
identified in a Broda chair on 10/27/14 had his/her
care plan reviewed by the DON, on 10/27114, and
it was determined the resident had an existing .
restraint, In addition, the DON stated the resident
in the Broda chair would be assessed monthly for
threa (3) months, Review of the physical restraint
care plan on 11/06/14 revealed the care plan had
been reviewed on 10/28/14 by MDS also. The
Nurses Noted dated 11/03/14 had a restraint
assessment note. Interview with the MDS
Coordinator, on 11/07/14 at 8:20 AM, revealed
sha reviewed the care plan of the resident in the
Broda chair and determined no changes were
i needed,
[

9. Review on 11/07/14 of the Train the Trainer
in-service sign in sheet ravealad the MDS
Coordinator, Staif Davelopment, the DON, the
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Administrator, and the Assistant MDS were
in-serviced on 10/28/14 on Resldent Rights,
Reastraint Application, and Care Plans by the
facility’s consultant. A post-test was adminlistarad
alter the in-service. Interview with the MDS
Coordinator, on 11/07/14 at 8:20 AM, revealed
she had attended the in-service prior to assessing
the care plan of the resident in the Broda chalr,

Interview with the Staff Davelopment nurse, on
11/07/14 at 8:23 AM, ravealed she had heen
in-serviced on 10/28/14 by the consultant.
interview with the Administrator, on 11/07/14 at
B:29 AM, ravealed he had been in-serviced on
10/28/14 by the consultant. Interview with the
DON, on 11/07/14 at 8:40 AM, revealed she had
been in-servicad an 10/28/14 by the consultant,

On 11/07/14 raview of the Wheel Chalr in-service
presented on 08/30/14 by the Staff Development
Nurse revealed the educalion provided to staff
included to not lock wheelchair brakes jor any
reason except {o safely transfer a resident. Tha
facllity had 183 staff of which the Administratar
estimated 97% had been trained. Staff not tralned
were one (1) staff member on Leave of Absence
and six {8) PAN staff. The deadiine before
disciplinary aclion was 11/04/14. Review of a
cerlfied letter, dated 10/28/14, had baen sent to
the PAN staif on 10/28/14. Review of the
Restraint in-service post educalion quiz revealed
the in-service covered the Restraint Policy (that
identified the types of restraints, when to use
restraints, obtaining a physician order, assessing
tha restraint, and updating the care plan). Staff
was to be trained belore leaving the facllity on
10/28/14 or bsiare working their shift.

Interview with the Dietary Manager, on 11/06/14

F 221
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at 10:20 AM, RN #7, on 11/07/14 at 10:23 AM,

and AN #2, on 11/06/14 at 10:25 PM, revealed
i 100% of their staff had been trainad.

Interview with the Social Services Diractor, on
11/06/14 at 11:00 AM, the Dietary Manager, on
11/06/14 at 11:06 AM, and the Physical Therapy
Department Director, on 11/08/14 at 11:10 AM,
revealed they had assisted with the staff training.

Interview with Licensed Practical Nurse (LPN) #7,
ot 11/07/14 at 10:45 AM, LPN #8, on 11/07/14 at
10:50 AM, RN #2, on 11/06/14 at 10:25 AM, CNA
#12, on 11/03/14 at 11:05 AM, Restorative Aide
#1, on 11/03/14 at 11:03 AM, RN #9, on 11/0714
at 11:12 AM, Environmental Services staff
member, on 11/07/14 at 11:26 AM, and Dietary
Cook #2, on 11/07/14 at 11:29 AM, revealed they
were trained on 10/28/14. Interview with LPN #9,
on 11/07/14 at 14:00 AM, ravealed she had been
on vacation on 10/28/14 and was trained by tha
night supervisor beiore her shift upon return to
work. Interview with Restorative Alde #2, on
11/07/14 at 11:06 AM, and Laundry staff 2, on
11/07/14 at 11:08 AM, ravealed they had been
trained on 10/29/14 bafore starting work.

Interview with the Slaff Development Coordinator,
on 11/07/14 at 1:24 PM, revealad ali new hires
had been and would continue to be trained on
Reslraints before warking in their departments.
Interview with tha Administrator, on 11/07/14 at
1:26 PM, revealed Lhe facifity did not use agency
staff.

10. On 11/06/14, review of the audit sheat,
initiated 09/28/14, revealed ten (10) observations
& week were compleled of Resident #1 for his/her
ability to fock and unlock his/er high back,
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raclining w/c and propsl the chalr around tha
facllity, Review of the nurses notes, dated
10/01/14, revealed the DON documented five (5)
observationa of the resident being able to lock
and unlock the brakes upon command and propa)
the chair. Interview with the DON, on 11/07/14 at
11:55 AM, revealed the audits wera weekly and
she and the Administer wera reviewing the audits
weekly. On 11/07/14 raview of the audils
revealed: 09/28/14 - 10/04/14 thirtean (13)
observations had been complsted, 10/05/14 -
10-/11/14 twelvae (12) observations had been
completed, 10/12/14 - 10/18/14 twelve
observations had been completed, 10/19/14 -
10/25/14 eleven (11) observations had been
completed, 10/26/14 - 11/01/14 elevan (11)
observations had been completed, and 11/02/14 -
Thursday 11/07/14 eight (B) observations had
been completed. [nterview with the Administer, on (mmediate Jeopardy Concern Sinted: After
11/07/14 at 11:55 AM, revealed he reviewed the assessment of ongoing intcrverions the fucility did
resiraint audits l?r Resident #1 \;veekly. The nat update care plan to reflect the resident’s
audits are part of the daily momning meeting. A repeated attcrpts of exil seeking so that approaches
weekly audit that began 09/30/14 was completed cuI::l 4 have be :1 put into place to prevent elopement
weekly for restrictive devices for all residents. 1de adequate sunervision o prevent
Review of the facility's resident audit conducted or provice adequutie sup P
on 11/03/14 revealed it Included all tha residents. clopement.
This was a continuance of the wheelchair audit.
This audit would continue for twalve {12) weeks. Resident(s) affected by the LF and sctions taken
The audits were collectad weekly by the to remove 11:
Administrator for tracking and tranding and would . .
be presented at the morning mesting and Quality The only resident identified us being affected the
Assurance (QA). Review of the wheslchair audis immediate jeopardy is the resident thut was reported
revealed na concerns. Audits would continue in the clopement (Resident #1). The incident in
through November and Dacember 2014. The QA question occusred on 9/19/2014 wt 6:52 pm. The
would evaluate this intervention in thres months. resident was witnessed spproximately 172 yards off
The next QA would be 11/19/14. canspus by the mainteoance director and a COTA

F 22 48320('()(3)(") SERVICES BY QUALIFIED F 282 from the facility. Action items to rnove the

$8=J| PERSONS/PER CARE PLAN jeopardy are as follows:

FORM CM83-2587(02-99) Pravious Versions Obsolels Evant ID:WNVG13 Faciliy I0: 100428 . .Hlugugn- ghiqt';?agg 320l F?

= ¥
s g S % A0 l
[l M~
P (s "' 1 ? L‘wl{

P o Ll VR
‘—;r‘ N 1

b et e

Eore

i3t ¢ ek




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

PRINTED: 11/14/2014
FORM APPROVED
OMB NO. 0938-03H

STATEMENT OF DERICIENGIES (X1) PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRAUCTION 1X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
C
185350 B WING 11/07/2014

MAME OF PROVIDER OR SUPFLIER

SIGNATURE HEALTHCARE OF EAST LOUISVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE
2528 SIX MILE LANE
LOUISVILLE, KY 40220

The services pravided or arranged by the faciiity
must be provided by qualitied persons in
accordance with each resident's written plan of
care. -

This REQUIREMENT is not mel as evidanced
b .

Based an interview, record review, review of the
facility's investigation, facility's policy and
procadures, it was determined the facility failed to
have an effective system in place to ensure care
plan interventions were implemented refated to
monitoring one (1) of threa (3) residents Identitied
at risk for elopement of the seven {7) sampled

residents, (Resldent #1). (Refer to F323)

On 09/19/14 at 6:44 PM, Resident #1 exited the
facility without statf knowledge. Interview and
review of the facilily'’s videa surveillance revealed
Resldent #1 was near the exit door to the 100
Unit when staff entered the cade lo the axit door
for twa visitors to leave the facility, and Resident
#1 exited the facliity with the two (2) visitors, At
approximately 6:52 PM, the Malntenance Director
was returning to the facility and saw Residant #1
on the sidewalk of the two (2) lane street moving
towards the intersection of a six (6) lane street.
The Maintenance Director stopped to retrieve the
resident when he saw the resident with Certified
Occupational Therapy Assistant (COTA) 1. The
Maintenance Diraclor returned to the facility and
called a Code Green lo alart statf of the
elopement of Resident #1. Staif was not aware
Rasident #1 had eloped until the code was called,
The resident was returned o the facility at 6:58

| PM and assessed wilh no injuries.
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COTA immediotcly went to the resident and
assured his safety by observing for any obvious
signs of injury and staying with him until another
staff member arrived, The Maintenance Director
(ME)) went back to the facility to notify staff and
activate the elopement protocols. All other
residents were accounted for during the head count.
M2 returned to assist the COTA and Resident #1
back to the facility,

. A skin assessment and vital signs were
completed by Resident #1's LPN and were within
normal limits. Resident #1 was nssisted to bed per
his choice. Assessment did not reveal any signs of
injury or trauma.

. Resident #178 wife was contacted by LEN
an 8/19/14 to inform her of the event of her husband
exiting the facility. Physiciun und facility Medical
Dircctor was notified by Director of Nursing on
9/19/14 of the event.

. Upon review of the sceurity camera
footage by the Administrator and Dircctor of
Nursing on 9/19/14, it was determined that Resident
#1 was helped outside by a visiting family meaber.
The visitor's son was called by the DON, on
9/19/14 and asked him about the incident. The
visitor stated that he did hold the door for the
resident to cxil, but he was unasware the the resident
was not ablc to exit without staff assistance.
Education was also provided to the family member
regarding assisting residents outside of securc
doors. Information from the iuterview with the son
also identified the CNA that punched the code to
release the maglock. The CNA was interviewed by
|
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the Administrator on 9/19/14 and education on
F 282 | Continued From page 33 F 282} clopement policy and proceduses provided by the

The facility's fallure to ensure care plan
interventions were implemented placed Resident
#1 and other residents at risk In a situation that
has caused or is likely to cause serious injury,
hamm, impairment or evan death {o a resident,
The Immediate Jeopardy was identilied 08/25/14
and determined to exist on 09/19/14. The facility
was notifled of the Immediate Jeopardy on
09/25/14.

Compliance (AOC} on 09/30/14 that alleged
removal of Immediate Jeopardy on 09/23/14.
Howaver, the State Survey Agency verified
Immediate Jecpardy was ramoved on 10/03/14,
aftar training of facility stalf was verilied
completed on 10/02/14, at 42 CFH 483.20
Resident Assessment (F282) with the scope and
sevearity lowered to a "D* while the faciiity
manltors the effectiveness of the implemented
plan of correction.

The findings include;

Review of the facility's policy Salety and
Supervision of Residents, revised 2007, revealed
resident supervision was a core component of the
systems approach to safety. The typs and
frequency of resident suparvision was determined
by the individual resident's assessed needs and
identified hazards in the environment, The policy
further stated implementation of the interventions
1o reduce accident risks and hazards shall include
ensuring that interventions ara implemented and
documented.

Review of the facility's pollcy
Elopement/Wandering Residents, effective
December 2010, revealed any resident displaying

DON on 9/19/14. This educatien included staying
observant of the surrounding arca to cnsura no
resident exits when assisting visitor [n or out of the
door. Areview of Elopement books was com pleted
on 9/19/14, by the DON and Staff Development
Coordinator to ensure that the elopement risk forms
for each resident identified at risk For elopement
were accurate, 3 tolal residents were reviewed,

L. On 9/19/14, Maintenance Dircctor and
assistant checked all exterior doors for proper

~ function with no issucs identilied, Proper signage

was in place al all doors. "The sign reads *Visitors:

Please sce a nurse befors assisting any resident out

of the facility.”

I
. On 9719/14, Administrator cailed in a

vendor to check overll operation of all exterior
doors with no issues identified. This inspection was
completed on 9/19/14,

* ADHOC QAP mecting regarding
resident’s elopement and plan ol care that included
MDS, DON, Admin, 88, SDC and Medical Director
occurred on 9/19/14. Resident’y carc plan was
updated to reflect new interventions. Each resident
was discussed lo determine if they were affected by
the clopement or if changes need to be made to their
elopement risk status, No additional residents were
identified and the 2 other “at risk” residents’ care
plans were reviewed with no changes. No changes
werc made to the policies revicwed. Policics
revicwed were clopement und missing persons.
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F 282 Continued From page 34 Fagz ° Dr. Pelligrin, Psychiatry, was informed
significant wandering behaviors would be of the cvent by ADON on 9/2214. TSNP,
assessad for elopement/wandering risk and care evaluated resident on 9/22/14 for any psychosocial
planned appropriately. Care plans and individual necds related to the event. No recommendations
behavior plans would addresg wandering as a * were made,
specific prablem,

. Tn addition to Resident #1°s wife being
Raview of the facllity’s investigation revealed | notified of the event on 9719414, his care plan was
Resident #1 exited the 100 Unit door, on 09/19/14  teviewed with her on the morming of 9/20/14 by the
8:1?::4tph1- Wim'l : miale fa;:"“? é"ef!;ll::lf Na"d iﬂ social services dircctor, and a subsequent care plan
priebotomist technician when Certified Nursing meeting held was held on 9/22/14 with the IDT and
Aszsistant (CNA #3) entered tha exit door code, ' DON. y " Vi e DT en
The Malnlenance Director was returning to the | ’
facllity at approximately 6:52 PM when he . : . .
observed Resident #1 In hisher electric identified i’:;op]n:fcﬁrr?,:::“ m"j.m's:r:“:luw
wheelchair (w/c) on the sidewalk down the strast DT an 8719714 pe st wvere reviewed by the
from the facllity. He parked his vehicls and saw N E" QA "S;“:’ ‘;:’ any “cccslsm? chunges.
COTA #1 with Iha resldent. The Maintenance 0 chunges wer nade to thesc care plans,
Director proceeded to the tacllity and called a . .
Code Green and then went to Resident #1 and . 125 residents were reviewed by the IDT
the COTA. Tha resldent wes retumed lo the and DON on 919714 to ensure no risk related to this
facility at approximately 6:58 PM without injury. particular event. No additional risk was identified.
Revlew of the clinical record for Residant #1 . A letter was added by the Director of
revealed the facility admitted the resident on Sales and Markcting on 9/20/14 10 the admission
11/25/13 with diagnoses of Chronic Respiralary packet for all new admissions and familics. No new
Faifure, Symbolic Oysfunction, Dysphagia, admissions until 9/22/14, This letter addresses
5;:;:’:22 ‘I:r?zasaer::‘s:er:'s D#J:;;‘%}Bsi?':ﬁmsls reminding visitors not to ssist residents out of the

e o
¢ ' 1 facility without the knowledge of staff.
and Psychosis,
Review of the Minimum Data Set (MDS), dated et care g orresident #1's poeord soveale
09/06/14, revealed the facility assessed Resident o cire plan interventions were fo owed related to
#1 with a Brlef Interview for Mental Stalus (BIMS) redirecting resident when lie would navigate
With a cognitive score of a four (4). The resident's towards exit doors and these interventions had been
lunctional status for mobllity was assessed by the effective up until the actuat event on 9/19/2014
facility as non-ambulatory and requiring {
supervision on the unit and independent off the
unit once in tha electric wheelchair.
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! The resident exhibited bahaviors such as

Review of Aesident #1's Elapemeant Risk/Exit
Seeking Care Plan, dated 04/12/13 and Jast
raviewed on 09/04/14, revealad Resident #1's
cara plan had been initiated for elopement
evidanced by the resident wandering the facility.

gravitating towards exit doors and asking staff to
go outside. The goal of the care plan was for the
resident not to elape the facility and the resident
would be monitored for his/her whereabouts an
an ongoing basls. Approaches listed ware:
monitor for tzligating; use verbal/iphysical cuas for
rediraction; seek mental healih referral; refer to
sacial services as needed; reassess elopement
risk at least quarterly; and, provide direct staff
supervision when altending out-ol-facility
activiles. The care plan noted on 03/15/14
Resident #1 had been placed on every fifiesn
{15) minute check observations for forty-eight
hours and on 03/18/14 the resident had been
placed an every thirty (30) minute check
observations for twenty-four hours related to axit
saeking behavior. On 04/12/13 Resident #1 had
been added to the Elopament Binder per facility

policy.

Stalf interviews revealed staff was to monitor
Resident #1; however, there was no guidance as
to the frequency. Interview with CNA #7, on
09/30/14 at 9:12 AM, revealed if a resident was
an slopement risk the staff would monitor the
resident and keep tha resident from exiting tha
tacility. The CNA further indicated all residents
were supervised all the time and residents at risk
of elopement were supervised constantly:
however, there were no spacific time frames to
monitor residents, She stated staff would kesp
their eyes on the residents.

On 9/19/14, immedtate edvcation of all stafl
members working in facility was educated by
AN, Director of Clinical Education, Social
Worker, LPN or RN on the elopement policy, care
plans and to be aware of the urea around the doors
lo make sure that everyonc entering and exiling the
building is appropriate. Post-test compcetencics are
also being administered with the training. By
9/22/14, 135 staff members were frained with 65
employces to be trained. OF the remaining 65, 15
are PRN thernpy statF that urc on our payroll, but
wark in other Signature locations other than East
Louisville, This cducation has been ongoing with
ne steff member being allowed to work theie shitt
prior to the educadon, This education will be
provided to al] employcees in all departments
tncluding udministration, [.PNs, RNs, CNAs,
Dietary, Housekeeping, therapy, laundry, activities
and social services. This will continue untit all staff
members receive the education, Staff devetopment
coordinator will ensure that ali remaining stalT
meinbers recelve their training hefore working and
will educate all new bires prior to starting
orientation. This facility does not utilize agency
staff,

On 9/19/14, a lctter was drafied by the DON and
Adruin to educate family members and residents on
being aware of thuse going in and out of the facility
and to pleose check with nursing staff hefore
assisting residents in out of the facility. This letter
was placed in all resident rooms on 9/19/14 and
placed in the outgaing mal on 9/19/14 to all famity
representatives,
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F 282 | Continued From page 38 F 282 P Y ey

Interview with Registered Nurse {RN) #1, on
09/30/14 at 9:37 AM, revealed the facitity did not
have a standard to supervies residents and the
supervisicns were not documented. Additionally,
there were no standards to visualize residsnts at
risk for elopement unless the resident wags placed
on fifteen (15) minute chacks. The AN stated the
facility prevented rasldent elopement through
frequent monitoring, the locked exit doors, and
use of re-direction and activities.

Interview with the SSD, on 09/30/14 at 12:35 PM,
Tevealed a resident at risk of elopement should
be supervised by all stalf and the resident should
not exit the faciilty without stalf supervision.

Interview with the Assistant Director of Nursing
(ADON), on 09/30/14 at 2:53 PM, revealed he
expected staff to visualize residents every two (2)
haurs, although that was ot a tacility policy. The
ADON stated staff did not document whan they
made the two {2} hour rounds. He indicated if a
resident was at risk for elopement, supervision
was at the discretion of the DON,

Intarview with the Director of Nursing (DON), on
09/24/14 at 1:26 PM, revealed the tacility had a
general policy for resident supervision and all
staff were rasponsible lo supervise residents.
She stated she was unsura if the policy spacified
specitic imes resldents should be visualized and
staff did not document when residents had been
seen. The DON stated sha monitored staff
supervision of residents through general
abservatlons of staff when she conducted rounds
of the facility at least ance a day and throughout
the day. The DON indicated she did not
document when she compleled daily rounds,

staff when the education was completed. This has
been completed by all staff who bhas worked 1o date,
No staff will be permitted to work untif Iraining has
occurved,

Monitoring:

The facility begun moniloring on 9/19/14 at §:45
p.m. and are performing 3 observations every 12
hour shift by Admin, DON, dept head team, IDT
and RN supervisors of staff monitering the arca
around the doors when letting farnilies in/out,
These audits will be collected daily by the
administrator and reviewed for tracking/trending,
‘The monitoring will continue weekly for threo
months and then monthly thereafier o ensure
compliance. The audits will be reviewed for trends
monthly and reported to the quality assurance
commitiee for the next three months and quarterly
thereafler. The committer will re-evaluats the
elfectiveness of the intcrventions,

Alleged removal of 1J;

The facility feels that this is past nen-compliance
and as of 923/14 we took al! of the necessary steps
to ubate the jeopardy.
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F 282 | Continued From page 37 F 282] residents found ta have heen aMecred?
Interview with the Admnistrator, on 10/01/14 at '
10:42 AM, revealed ha could not recall it the Resident #1's carc plan wag r'tvicw.ed nnd updated on 9/19/2014 by
faciiity policy spacified how frequently staft should the DON Care plan was again reviewed on 10/1/14 by ihe DON,
visualize any resident or residents at risk for ADON, Admin, Medicat director, social warker and therapy.
olopemant. CNA caro plan was reviewed and updated uvn 9/19/14 by the DON,
MDS, Socinl Services and staff developmient coordinator, CNA
The facllity provided an Allegation of Compliance :“SOT;“A:’ alsa 3";‘_’;"0’_’“’ “P"mff:‘ wr::r 14 ';3’ :“ DON,
{AQC) on 09/30/14 alleging the Immediate » £dinin, Medical Divector, social worker and therapy.
Jeopardy was removed on 09/29/1 4; however, )
the State Survey Agency verified that stalf training “""e'n:": ::'b":::“”t':‘,"“" ottier resideats chat have the
was complated on 10/02/14. The facility took the i SLL A G
following immediate steps to remove the Altresidents were reviewed on 9/19/(4, by DON, MDS,
Immediate Jeapardy: Social services and S1aff Development coordinalor to
. identify other residents that may have been affected,
1. At approximately 6:52 PM on 09/19/44, a Facility hiad previously identified 2 other residents that
COTA imm adiately went ta the re;sident and were ot risk for elopement and those eare plons and CNA
assured his/her safety by observing for any plans were reviewed on 9/19/14 by the DON, MDS. Socal
obvious signs of injury and staying with him/her services and Staff Development coordinator.
untll another stalf member arrived. The
Maintenance Diractor went back to the facility to No additional residents were identified as being affected,
nofity staff and activate the elopement protocols. ;
All other residents were accounted for during the What measures will be put into pace to ensure that the
head count. Maintenance Director returned to deficient practice will not recor?
assist the COTA and Resident #1 was retumned to . .
tha facility at 6:58 PM. Al stafl has been educated on 10/2/14, by the SDC., DON,
AIYONs and RNs on care plan development, care plan
2. Askin assessment and vital signs were revisions and following the care plans, This irnining also
completed by Resident #1's LPN and were within addresscd the CNA cate plans as well
;‘i(;;]n;acl,f"mm]%; ;Btsr:z?n";em il e Care plan sudits 1o review Llopement interventions wilk be
. completed by the DON, ADONs, MDS, RN's, and Dept
3. Resident #1's husband/wife was contacted by fenda 3 x5 weckly x12 wecks.
II"_IB LPN on 09/19/14 t? inform htmfhar that e Door observation audits will continue Ix weekly x12
his/her spouse had exited the lacim)f. Physician weeks by the DON, Admin, ADON, RNs and departiment
and facility Medical Director was notiflad by the heads. ' ' '
Director of Nursing {(DON}) on 09/19/14 of the
avent.
4. Upon review of the securlty camera footage by
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the Administrator and DON on 09/19/14, it was solutions are sustained,
determined that Resident #1 was helped oulside . -
callo b 5o DON 1 0915114 s sevm ey s o s o e o
y the , on 4 and asked him : s its 1o the monthly
about the incident. The visitor stated that he did Quality Assurance Commitee for further review und
hald the door lor the resident to exit, but he was recommendation. ‘The udits will be presented hy the
unaware the resident was not abla to exit without Admin and DON weckly for 3 months, thea manthy 3
staff assistance. Education was also provided to :“’“::" 10 the QAPI team for seview and recommendation
the tamlly member regarding assisling residents ascd upon the results,

outslde of secured doors.

5. Information from the interview with visitor also
idenlified the CNA that entered the code to
release tha maglock. The CNA was interviewed
by the Administralor on 09/19/14 and education
on elopement policy and procedures provided by
the DON on 09/19/14. This education included
staying observant of the surrounding area to
ensure no rasident exited when assisting a visitor
in or out of the daor.

6. Araview of the Elopement books were
completed on 09/19/14, by the DON and Siaff
Development Caordinator (SDC) to ensure the
elopement risk forms for each resident identified
at risk for elopement wera accurate. Threa {3)
total residents were raviewed.

7. On 09/19/14, the Maintsnance Director and
Maintenance Assistant checked all extarlor doors
for proper function with no issues Identifled.
Proper signage was In place at all doors. The
sign read *Visitors: Please see a nurse befors
assisting any resident out of the facility.”

8. On 09/19/14, the Administrator called in the
door vendor to check overall operation of all
exterior doors'with no Issues identified. This
inspection was completad on 09/19/14,
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9. An ADHOC-QAPI meating regarding resident's
elopement and plan of care that included MDS,
Director of Nursing, Administrator, Sacial
Seyvices, Staff Development Coordinator and
Medical Director occurred on 09/19/14.
Resident's care plan was updated to reflect new
interventions. Each resident was discussed 1o
determine if they were affected by the elopement
or if changes were needad tq their elopement risk
status. No additional resldents were idenlified
and the two (2) other "at risk” residents’ care
plans were reviewed with no changes. No
changes were made to tha policies raviewed.
Policies reviewed were Elopement and Missing
Persons.

10. Psychiatry, was informed of the event by the
ADON on 09/2214, The Nurse Practitioner
(APBN), evaiuated Resident #1 on 09/22/14 for
any psychosocial needs related to the event, No
recommendations were made.

11. In addition to Resident #1's spouse haing
natified of the event on 09/19/14, the residanl's
care plan was reviewed with the spousa an the
moming of 09/20/14 by the Saocial Services
Director {(SSD), and a care plan meeting was held
on 02/22/14 with the Interdisciplinary Team (IDT)
and the DON. '

12. Care plans for two (2) other residents
previously Identilied as elopament risk were
raviewed by the IDT on 09/19/14 1o assess for
any necessary changes. No changes wera made
to these care plans.

13. One hundred twenty-fiva {125) residents
wera reviewed by the IDT and DON on 09/19/14
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to ensure no risk related to this particular event.
No additional risk was Identified.

14. Aletter was added by the Director of Sales
and Markeling on 09/20/14 to the admissien
packet for all new admissions and families.
There were no new admissions untll 09/22/14.
The lelter addressed reminding visitors not to
assist residents out of the facility without the
knowledge of staff.

15. Areview of Resident #1's record revealed
ihatl care pian interventions were followed related
1o redirecting resident when he/she would
navigate towards exit doors and these
interventions had been effective up until the
actual avent on 09/19/14,

16. On 08/19/14, immediate education of all staff
members working in facility was provided by the
ADON, SDC, SSD, LPN or RN on the elopement
policy, care plans and to ba aware of the area
around the doors to maka sure that evaryona
entering and exiting the building were
appropriate. Post-test competencies are aiso
being administered with the training. By
09/22/14, 135 staff members were trained with 65
employees to be trained. This education would
be providad to ail employess in all departments
inctuding Administration, LPNs, RNs, CNAs,
Dietary, Housekeeping, Therapy, Laundry,
Activities and Soclal Services. This would
continue until all staff members received the
education. Post educatlon competencies were
completed by all staff when education was
completed and had been completed by alt staft
who had worked to date. No staff would be
permitted to work until training had occurred.
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17. Of the remaining 65 employees as stated in
the AQC, fifteen (15) are PRN therapy staff on the
payroil, but wark in other Signature locations
other than East Louisville. This education had
baen ongoing with no stalt member being allowed
to wark their shift prior to the education.

18. The SDC would ensure that ail remaining
staff members receive their training before thay
worked and would educate all new hires prior to
starting crientation. Tho facility did not utilze
agency staff,

19, On 098/19/14, a letter from the DON and
Adminlstration educated family members and
residents to ba awara of others who entersd or
exited the facility and check with nursing staft
belors thay assisted residents In or out of tha
facility. The leiter was placed in all resldent
rooms on 09/19/14 and placed in oulgoing mail
an 09/19/14 to all family representatives.

20. The facility bagan monitoring, on 09/19/14 at
B:45 PM, and had perform three (3} observations
every 12 hour shiit by the Administrator, DON,
Depariment Head team, IDT and RN supervisors
of staft monitor the area around the doors when
they let families in or out. These audits would be
cotlected daily by the Administrator and reviewed
for tracking/trending in the next QA meeting.

Through observation, interview, and racord
review the Stata Survey Agency (SSA) validated
the AQC, on 10/03/14, with a compllance date of
10/03/14 prior to exit as follows:

1. Review of the facliity’s investigation revealed
COTA #1 was driving down the street and
observed Resident #1 in his/her electric
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wheeichair (w/c) on the sidewalk. The COTA
parked her vehicla and stayed with the resident
until ather staff arrived. The Maintanance Director
had been driving to the facility and saw Residant
#1 on the sidewalk in his/her electric whaelchair
{w/c}. Intarvlew with COTA &1, on 10/01/14,
ravealad she was leaving the facility at
approximately 6:50 PM on 09/19/14 and saw
HResident #1 on tha sidewalk headed toward a
busy intersection. She stated she parked her
vehicle and stayed with the resident untll another
staff member arrived. She stated the
Maintenance Director arrived and they assisted

: Resldent #1 back to the facility. Interview with the

Maintenance Director, on 10/01/14, ravealed on
08/19/14 at approximately 6:52 PM, he saw
Resident #1 in his/her electric wheelchalr on the
sidewalk moving in the direction of a busy
intarsection. Ha slated he parked his vehicle and
saw COTA #1 with the resident and then entered
the facility and called a Coda Green. In response
to the Code Green, interviews with Licensed
Practical Nurss (LPN) #4, on 10/02/14 at 7:40
PM, revealed he did a head count of residents on
the 3Q0 unit on 08/19/14 and all residents were
accounted for and reported to lhe Maintenance
Directar, Interview with LPN #5, on 10/02/14 at
7:45 PM, revealed he completed a head count of
residents on the 200 unit on 09/19/14 with all
resldents accounted for except Resident #1, and
reported to tha Maintenance Diractor. Interview
with the Maintenance Director, on 10/03/14 at
8:45 AM, ravealad the nurse on the 100 Unit had
completed a head eau and reported to him all
rasidenis were accounted for. Review of the
facility head count revealad on 09/19/14 the
elopement code was called at approximately 6:53
PM and a head count was completed on the 100,
200, and 300 Unite with all residents accounted
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except Resident #1,

2. Review of the clinical recard for Residant #1
revealed, on (08/19/14 a skin assessment and

| vital signs were completed by LPN #3 upon
hisfher return to the facility with no concerns
noted. Interview with LPN #3, an 10/02/14 at 8:20
AM and 8:48 AM, revealed she complated a skin
| assessment an 09/15/14 of Resident #1 with no

| new injuries and the resident's vital signs wara
within normal imits. She indlcaled the resident
went to bad upan return to the faclity.

3. Review of Resident #1's clinical record
reveated LPN #3 notlfied Resident #1's family
mamber on 09/19/14. Interview with LPN #3, ¢n
10/02/14 at 8:20 AM and 8:48 AM, revealad she
notifled Resident #1's family mambar on
05/19/14. Review of the clinical record for
Resident #1 revealed the Director of Nursing
{DON]) notified Resident #1's physician (MD), who
was also the facility Medical Direclar, on 09/19/14 .
of Residen! #1's elopement. Interview with the
MD, on 10/03/14 at 8:11 AM, revealed she was
natified on 09/19/14 by the OON that Resident #1
“had eloped. Interview, an 10/03/14 at 10:15 AM,
with the DON revealed she nofified the MD on
09/19/14 of Rasident #1's elopement.

4. Review of the video revealed, on 09/19/14 at
approximately 6:42 PM, of an exit door revealed
Resident #1 exited the inner doors first in his/her
electric w/c and was followed by a male visitor,
then a female visitor. Review of facility record
revealad the DON spoke to the male visitor, who
was another resident's family member, and was
educated regarding assisting residents out of the
facility. Interview with the DON, on 10/03/14 at

10:15 AM, revealed she had sesan the video and
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spoke to the male visilor and educaled him
regarding asslating residents out of the facility.

5. Review of a typed statement by the DON
revealad when tha DON spoke with tha male
vislior, and CNA #3 had been identified ag the
stafi member who had entered the door code.
The Administralor spcke with the CNA on
09/1814 and education was provided to the CNA
by the DON to enaure residenta did not axit whan
assisting visitors in or out of tha building.
Interview with CNA #3, on 10/01/14 at 11.02 PM,
revealad she had received elapsment education
on 03/19/14 to engura praper closure of the exit
doors. [nterview with the DON, an 10/03/14 at
10:15 AM, revealed she had spoken to the aide
and provided education on 08/19/14 to slay In the
area when she enterad the door code.

6. Review of a wrilten statement by the Staft
Development Coordinator (SDC) revealed the
SBC reviewed ihe elopement binders on all three
(3) unit nursa's stations and the front desk, The
binders wera accurale and up to date with the
threa (3) residents that had been identified at risk
of elopament prior to 09/19/14. Interview with the
Staff Development Coordinator, an 10/02/14 at
9:5% AM, revealed she reviewed all of the
elopemenit binders and found the binders were
accurate and up to date. Observation, on
10/0114 at 4:10 PM, of the 100 Unit, on 10/01/14
at 4:20 PM of tha 200 Unit, an 10/01/14 at 4:29
P, of the 300 Unit and on 10/10/02/14 at 3:00
PM of the front desk elopement binders revealed
they were accurate and up to date with tha thres
{3} residents identified at risk for elopement listed
in the binders.

7. Review of a lyped statement by the
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Malnlenance Diractor revealed the Maintenance
Director checked all axit doors in the facllity on
09/19/14 at approximately 7:15 PM. The doors
wera all functioning and the door codes changed,
A sign requested visilors {0 sea a nurse before
assisting any resident out of the facility. Interview,
on 10/01/14 at 3:21 PM, with the Maintenance
Assistant revealed he assisted to check all
exterior doors for function and reset the door
codes. He stated each door had the visitor sign to
gee a nurse and the doors ali functioned properly.
Interview with the Maintenance Director, on
10/01/14, reveaiad he also checked the exterior
door for funclion and the door codes had been
changed, He stated the doors all functioned
properly. Observation of the exterior doors, on
01/01/14 at 4:10 PM, revealed all exterior doors
wera locked and visitor signs posted. Obsarvation
of al! facility exit doors, on 10/01/14 from 4:10 PM
to 4:29 PM, revealed al! doors wera locked with a
slgn posted for visitors to see a nurse before
asslsting any resident out of the facility,

8. Revilew of a vendor lelter revealed on 09/19/14
the security company's vendor conducted a
check of all the exierior doors and determined
they were functioning properly and the door code
had been changed. Interview with the
Maintenance Assistant, on 10/01/14 at 3:21 PM,
revealad the vendor was called and checked the
doors on 09/19/14. Interview with the
Maintenance Diractor, on 10/01/14, revealed the
prolessional company checked the doors for
(unction and the code had been changed.

9. Review af facility records revealed a Quality
Assuranca (QA) meeting was held on 09/19/14
with tha [ollowing members signed in: SDC, MDS
Assistant, Maintenance Assistant, DON, MD (by
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phane), and the Administrator. Resident #1's care
plan was raviewed with interventions added on
09/19/14. A facility census sheet, with each
rasident of the facility listed, was reviewed with
spacillc questions asked to determina i any other
rasidant was at risk for elopement with no
additional residenis identified at risk. The other
twa (2) residents who were praviously idenlilied
and in the elopement binder were reviewed with
no changes made. Policies reviewed included
Elopement/ Wandering Residents and Missing
Resident. Inlerviews with SOC on 10/02/14 at
9:59 AM, MDS Assistant on 10/02/14 at 2:12 PM,
Maintenance Assistant on 10/02/14 at 1:10 PM,
MD on 10/03/14 at8:11 AM, DON on 10/03/14 at
10:15 AM, and the Administrator on 10/03/14 at
2:25 PM ravealed they attendad a QA mesting
held on 09/19/14 and reviewed and updated
Resident #1's care plan, reviewed all facility
residents for risk of elopement, raviewed the care
plans for the ather two (2) residents previgusly
Identified at risk of elopement with no changes
made, and reviewed the policies for Elopement
and Missing Resident with no changes made.
Observation of Resident #1, on 10/01/14 at 4:27
PM, Resident #5, on 10/02/14 at 3:30 PM, and
Resident #6, on 10/02/14 at 3:35 PM, revealed
the three (3) identified rasidents made no
altempts at exit seeking behavior and staif was
supervising.

10. Review of the psychiatric note, dated
09/22/14, revealed Resldent #1 was seen by the
APRN on 09/22/14 relaled lo the slopement with
na changas made to the resldent's current
medications. Interview with the APRN, on
10/02/14 at 2:33 PM, revealed she saw Resident
#1 on 09/22/14 with no issues identified, Intarviaw
with the Psychiatrist, on 10/02/14 at 3:38 PM,

F 28z
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revealad he was nolifled on 08/22/14 of Resident
#1's elopement by the DON and hs requested tha
APRN lo sea lhe resident, Tha Psychiatrist had
ne concerng and medications were not changed.

11. Review of a social service nots, dated
09/20/14, ravealed social sarvicas contacted
Resident #1's [amily member lo review the
resident's care plan and schedule a care plan
meeting for 09/22/14. Heview of the care plan
conferance summary revealed a care plan
meeling was conducted on 09/22/14 with tha
family member present. Interview with the Social
Setvices Director (SSD), on 10/02/14 at 1:40 PM,
revealed she contacted Resident #1's family
member to schedule a care plan maseting, which
was 09/22/14. Intarview with the Assistant
Director of Nursing {ADON) for the 200 Unit, on
10/02/14 at 2:20 PM, revealed he attended the
care plan meeting on 09/22/14 with Resident #1's
famify member.

12. Review of nurse's notes ravealed the QA
meeting on 09/19/14 reviewed the cars plans for
the ather two (2) residents previously identified at
risk of elopement with no changes made. Review
of the two {2) resident care plans revealed no
new interventions after the 09/19/14 elopement
by Resident #1. Interviews with Staff
Pevalopment Coardinator, on 10/02/14 at 9:59
AM, MDS Assistant on 10/02/14 at 2:12 PM,
Maintanance Assistant on 10/02/14 at 1:10 PM,
MD on 10/03/14 at 8:11 AM, DON on 10/03/14 at
10:15 AM, and the Administraior on 10/03/14 at
2:25 PM revealed they attended a QA mesting
held on 09/19/14 and reviewed the care plans for

the other two (2) residents previously Identified at ;

risk of elopement with no changes made.
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13. Review of the facility census shest for
09/19/14 and a list of questions used as the ;
assessmant tool revealed all residents were
reviewed in the QA meeting on 09/19/14 for risk
of elopement with no additlonal residents
identified. Interviews with Staff Development
Coordinator, on 10/02/14 at 9:58 AM, MDS
Assistant on 10/02/14 at 2:12 PM, Maintenance
Assistant on 10/02/14 at 1:10 PM, MD on
10/03/14 at 8:11 AM, DON on 10/03/14 at 10:15
AM, and the Administrator on 10/03/14 at 2:25
PM revealed they attended a QA meeting held on
09/19/14 and reviewed all residents of the facility
with no new residenta identified at risk of
alopement.

. 14, Review of a facllity admission packet

| revealed a latter that requested visitars not assist
any resident out of the facility. The Director of
Sales and Marksting was unreachable for
intarvisw. Interview with the DON, on 10/03/14 at
10:15 AM, revealed the lelter had been included
in the admission packet for new residents.
Review of the facility daily census shest for
09/20/14 and 09/21/14 revealed the facility had
no new admissions. Intarview, on 10/03/14 at
2:25 PM, with the Administraior revealed the
facility no new admissions after the elopement
until 09/22/14.

15, Review of Resident #1's care plan revealed
new interventions were implemented after his/har
elopement during the QA mesting on 09/19/14.
Interviews with SOC, on 10/02/14 at 9:59 AM,
MDS Assistant on 10/02/14 at 2:12 PM,

! Maintenance Assistant on 10/02/14 at 1:10 PM,

: MD on 10/03/14 at B:11 AM, DON on 10/03/14 at
10:15 AM, and the Administrator on 10/03/14 at
2:25 PM revealad they attended a QA meeling
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held an 09/19/14 and reviewed and updated
Resident #1's care plan to include the use of the
manual wheelchair and a therapy referral. The
DON stated sha had reviowed Resident #1's
clinicat record on 09/19/14 to determine what
change naaded to be mads {o the care plan, and
dacided by the QA mesting that night.

16, Reaview of the facility stalf roster and
education post-lests revealed the facility began
education of staff on 09/19/14 on the slopsmant
policy. A total of two hundred (200) employees in
all departments were being educated, with 154
stalf trained by 09/22/14. The most recent
employee was trained on 10/02/14, with thirty-two
(32) PRN staff and ona (1) full time employee an
medical leave who needad 1o be trained. Review
of employee schedules across depariments
compared lo post-tests revealed staff wers
trained prior to ar upon return to work. Interviews
with thirty-one (31) staff: CNA #8 on 10/01/14 at
2:10 PM, Laundry Alde an 10/01/14 al 2:17 PM,
CNA #9 on 10/01/14 al 2:24 PM, Assistant
Dietary Manager on 10/01/14 at 2:27 PM,
Activities Director on 10/01/14 at 2:32 PM,
Physlcal Therapy (PT) #2 on 10/01/14 at 2:36
PM, Maintenance Director on 10/1/14 at 3:35 PM,
COTA #1 on 10/01/14 at 4:24 PM, CNA #10 on
10/01/14 at 2:11 PM, CNA # 11 on 10/01/14 at
2:17 PM, Registered Nursa (AN) #1 on 10/01/14
at 2,24 PM, Licensed Practical Nurse (LPN) #6
an 10/01/14 at 2:27 PM, Cook on 10/01/14 at
2:32 PM, LPN #7 on 10/01/14 at 2:36 PM, Dietary
Alde on 10/1/14 at 2:40 PM, PT #3 on 10/01/14 at
3:00 PM, Maintenance Assistant on 10/01/14 at
3:21 PM, CNA #1 on 10/01/14 at 3.37 PM, CNA
#2 on 10/01/14 at 3:58 PM, Evening Supervisor
#1 an 10114 at 8:15 PM, CNA #3 on 10/01/14 at
11:02 PM, LPN #3 on 10/02/14 at 8:20 AM,
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ADON 300 Unit on 10/02/14 at 1:02 PM, SSD on
10/02/14 at 1:40 PM, ADON 200 Unit on 10/02/14
at 2:20 PM, LPN #4 on 10/02/14 at 7:40 PM, LPN
#5 on 10/02/14 at 7:45 PM, Business Ofilce
Manager (BOM) on 10/03/14 at 8:45 AM, HR
Diractor on 10/03/14 at 8:50 AM, Receptionist on
10/03/14 at 8:54 AM, DON on 10/03/14 at 10:15
AM, and the Administrator on 10/03/14 at 2:25
PM revealed they were trained prior to working
their scheduled shift on the elopament policy,
what to do if there was an elopemant, to stay at
the exit door when they assisted anyone to enter
or exit the facility and completed a post test.

17. Review of the staff roster and education post
tests revealed thirty-two (32) PRN staff needed to
be trained. Review of a letter sent to tha
remaining stalf that needed to be trained, on
09/30/14, by certified mail revealed staff needed

| to complets the training by 10/10/14. Review of a
| list of staft that needed lo be trained revealed

thirty-two {32) employees required tralning.
Interview with SDC, on 10/02114 at 9:59 AM,
revealed tralning for staff began on 09/19/14 of
the elopement palicy with cara plan and to stay at
the door until the door was closed. Intervisw with
the DON, on 10/03/14 at 10:15 AM, and the
Administrator, on 10/03/14 at 2:25 PM, ravealed a
letter was sant by certiflad mall to remaining staff
that education needed (o ba complated by
10/10/14. The DON stated the employee
schedules were compared with the list ot
remalning staft dally for the fallowing day lo
ensurae staff were trained as they came to work.
Review of a list of staff that needed to be trained
revealed thirty-two (32) employees required
training. Intarview with SDC, on 10/02/14 at 9:59
AM, ravealed she had tracked who needed to be
trained and monitored daily, along with tha DON.

F 282
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, on 10/03/14 at 2:25 PM, ravealed the latter was

Continued From page 51
She stated the facility did not use agency staff,

18. Review of a letter by the DON, dated
09/20/14, revealed visitors were asked not io
assist any rasident out of the facility and seek
assistance from a nurse. interview with the DON,
on 10/03/14 at 10:15 AM, and the Administrator

placed in all resident rooms on 09/20/14 and was
also malled o all resident families,

19. Review of the facllity staff roster, empioyee
schedules acrose depariments, and post-lests,
revealed staif ware Irained prior to or upon return
to work, All but thirty-two (32) PRN and one (1)
full time employee on medical leave had been
trained prior to working their next scheduled shift. |
Interviews with thirty-one {31) staff CNA #8 on
10/01/14 at 2:10 PM, Laundry Aide on 10/01/14 at
2:17 PM, CNA #9 on 10/01/14 at 2:46 PM,
Assistant Dietary Manager on 10/01/14 at 2:27
PM, Activities Director on 10/01/14 at 2:32 PM,
Physical Therapy (PT) 42 on 10/01/14 at 2:36
PM, Maintenance Director on 10/01/14 at 3:35
PM, COTA #1 on 10/01/14 at 4:27 PM, CNA #10
on 10/0t/14 at 2:11 PM, CNA # 11 on 10/01/14 at
2:17 PM, Registered Nurse (RN) #1 on 10/01/14
at 2:24 PM, Licensed Practical Nurse (LPN) #6
on 10/01/14 at 2:27 PM, Cook on 10/01/14 at
2:32 PM, LPN #7 on 10/01/14 at 2:38 PM, Dietary
Alde on 10/1/14 at 2:40 PM, PT #3 on 10/01/14 at
3:00 PM, Maintenanca Assistant on 10/01/14 at
3:21 PM, CNA #1 on 10/01/14 at 3:37 PM, CNA
#2 on 10/01/14 at 3:58 PM, Evening Supervisor
#1 on 10/1/14 at 8:15 PM, CNA #3 on 10/1/14 &t
11:02 PM, LPN #3 on 10/02/14 at 8:20 AM,
ADON 300 Unit on 10/02/14 at 1;02 PM, SSD on
10/02/14 at 1:40 PM, ADON 200 Unit on 10/02/14
at 2:20 PM, LPN #4 on 10/02/14 at 7:40 PM, LPN
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#5 on 10/02/14 at 7:45 PM, BOM on 10/03/14 at
8:45 AM, HR Director on 10/03/14 at 8:50 AM,
Recepilonist on 10/03/14 at 8:54 AM, DON on
10/03/14 at 10:16 AM, and tha Administrator on
10/03/14 at 2:25 PM revealed they werae trained
priar 1o working their scheduled shift an the
elopement policy, what to do if there was an
elopement, to stay at the axit daor when thay
assisted anyone to enter or exit the facility and
complated a post test, ' |
20. Review of daily manitoring sheets for lmmedfnle_.lenpardly Cnncernls.mzfit After nssessment
observation of staff who let visitors in ar out of the “:°“i°:::tm:’££: m;"'::’ dd:.:’: ot ':":‘;’:::‘“
building began on 09/19/14 at 8:45 PM revealed ::;dn o b o e b
obsarvations ware conducled daly with a "to pms'ml. cIopc:::nt or provide adequutc sul:rmisioz to
minimum of three (3) obssrvations every twelve b evenc dlibement ’
(12) hours and reviewad by the DON. Interview ER e
with the PQN. on 10/03/t14 at 10:15 AM, revealed Resident(s) afTected by the 1T and acticas taken to
the manitoring forms were completed dally for remove 1:
observations of any staff that had let a visitor in or
out at the exit doors every twelve (12} hours {fram Tha only resident identified as being utfected the
£:00 f\M- and 6:00 PM shifts, to ensure the staft immediate jeapardy is the resident that was reported in tho
remained at the doar and the door had closed. clopement (Resident #1). The incident in question
She slated the monitoring of the doors would be occurred on 9/19/2014 at 652 pm. The resident was
raviewed in QA; however, no concerna had baen witnessed approximately 172 yards off campus by the
identified. Interview with the Administrator, on maintenance director and & COTA from the fecility,
10/03/14 at 2:25 PM, revealad the exit doors Action ilems to semove Hie jeopardy are ag follows:
would be monitored avery twelve {12) hours
shifts, from 6:00 AM - 6:00 PM, and 6:00 PM - . At approximately 652 pm on 9/15/14, COTA
6:00 AM, ta abserve staff who would let visitors immedately went to the resident and assured his safety by
out of the building and ensure tha door was obscrving for any vbvious signs of injury and staying with
closed before thay left the area. He stated the him until another staff member artived. The Maintenance
DON and he bath reviewed the menitaring and Director (MD) went back ta the facility to notify staff and
would discuss this in QA. activale the elopement protocols. All other residents were
F 323 | 483.25(h) FREE OF ACCIDENT F 32| accoumted for dusing the bead count. MD retamed to
85=4 | HAZAHDS/SUPERVISION/DEVICES nssist the COTA and Resident #1 back ta the facility.
: A skinassessment and vital signs were
Tha facility must ensure that the residen completed by Resident #1's LPN and were within nomal
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limits. Resident #1 was assisted to bed per his chuice.
F 323/ Continued From page 53 F 323 Assessment did not reveal any signs of il:u'ury or tranma,
environment remains as frae of accident hazards
as is possible; and each resident receives . Resident #1°s wife was contacted by LPN on
adequate supervision and assistance devicas to 9/19/14 10 inform her of the event of her husband exiting
pravent accidents. the fachity. Physician and facility Mecdical Director was
notitied by Dircetor of Mursing on 9/19/14 of the cvent.
. Upon review of the security camera footage by
the Administrator and Director of Nursing on 9/19/14, it
This REQUIREMENT Is not met as evidenced was determined that Resident #1 was helped outside by a
by: visiting family member.  The visitor’s son was called by
Basad on obsarvation, interview, record raview, the DON, on 9/19/14 and asked him shout the incident,
and review of the 'ac“[ty's inves"gaﬁonl poncy ‘The visitor stated that he did hold the door for the resident
and p[ccedures' and video surveillance it was to exit, but he was unaware the the resident was not able to
determined the facility falled to have an effective exit without staff ussistance, Education was also provided
system in place to ensure supervision of to the family member regarding assisting residents outside
residents at risk for elopemant. This failure of secure doars. - Informutivn from the interview with the
affected one (1) of thres (3} residents identified at son alsa identified the CNA that punched the code to
risk for elopement out of the seven (7) sampled releasc the maglock. The CNA was iutervicwed by the
residents, (Resident #1). Administrator on 9/19/(4 and cducstion on elopement
palicy ond procedures provided by the DON on 9719714,
On 09/19/14 at 6:44 PM, Resident #1 exited the This education included staying observancofthe
facility without staff knowledge. Interview and surrounding area to ensure o resident exits when assisting
review of the facility's video survelllance revealed visitor in or out of the door. A seview of Elapement books
Rasident #1 was near the exit door to the 100 l“;“ compleed oa 5/19/14, by the DON and Staff
Unit when staff entered the code to the exit door el e L o R s
for two visitors 10 leava the facillly, and Resident "ls" S C NSt S L e U A
#1 exited the facility with the two (2) visitors. At S Dt e L T L RSl
approximately 6:52 PM, the Maintenance Diractar . On 9/19/14, Maintenance Director md assistant
was roturning to the facility and saw Resident #1 checked il exterior doors for proper function with no
on the sidewalk of the two (2) fane sireet moving fssues identificd. Proper sigaage was in place at all doors.
towards the intersection of a six (6) lane street. “The sign rcads “Visitors: Please see a nurse before
The Maintenance Director stopped to retrieve the assisting any resident out of the facility.”
resident when he saw the resident with Certified
Qecupational Therapy Asslstant (COTA} #1. The . On 9/19/14, Adwinistrator called in a vendor (o
Maintenance Director retumed to the facility and check averall operation of all exterior doors with no issves
called a Coda Green to alert stafl of the identificd, This inspection was completed on 9/19/14,
elopement of Resident #1. Staff was not aware
Resident #1 had eloped until the code was cailled.
The resident was returned to the facility at 6:58
FORM CMS-2567(02-39) Previcus Versions Onsalete Event ID; WNVA1 Focilty 1D: 100428 If continuation sheet Paga 54 of B0
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F 323 Continued From page 54 Faza| ° ADHOL QAP] mecting reganding resident's
PM and assessed with no injuries elupement and plan ul'carc: that 1!1=luded MDS, DON,
) Admin, 55, SBC and Medical Dircelor occumred on
9/19/14. Resident’s care plan was updaicd fo reflect new
The 'ac.".iws fallur_a to ensure approprlqte interventions. Fach resident was discussed to detennine if
supervision of residenis ai elopement n:.sk placed they were affcted by the elopement or if changes nced 1o
Resident #1 and other residents at risk in a be made fo thcir elopement risk status. No sdditional
situation that has caused or Is likely to cause residents were identified and the 2 othes “al risk”
serious injury, harm, impairment or even death to residents® carc plans were reviewed with o changes. No
a I'BS!dBI’IL The Immediata JEOPade was changes were made to the policies reviewed. Policies
identified 09/25/14 and determined to exist on reviewed wese elopemcnt and missing persons,
09/19/14. The facllity was notified of the
Immediate Jeapardy on 09/25/14, . Dr. Pelligrini, Psychiatry, was informed of the
event by ADON on 9/22/14, His NP, evalumted resident on
The tacllity provided an acceptable Allegation of 922714 for any psychosocial needs refated to the event.
Compliance (AQOC) on 08/30/14 that alleged No recommendations wen: mede,
remaval of Immediate Jeopardy on 09/23/14.
However, the State Survey Agency verified
Immediale Jeopardy was removed on 10/03/14,
alter training of facility staif was verifled 0 In addition fo Resident #1's wife being notificd
completed on 10/02/14, at 42 CFR 483.25 Quality of the event on 9/19/14, his care plan was reviewed with
of Care (F323) with the scope and severity her on the morming of 9/20/14 by the social scrvices
lowered to a "D" while the facllity monitors the director, and o subsequent care plan meeting ield was held
effectiveness of tha implemented plan of on 9/22/14 with the 10T and DON,
correction.
. Carc plans for 2 other residents previously
The findings include; identified as clopement risk were reviewed by the D' on
9/19/14 1o assess for any necessary changes. No changes
Review of the facility's palicy titled Safety and were made to these care plans.
Supervision of Residents, revised December
2007, revezled resident supervision was a core : 125 residents were reviewed by the LDT and
The type and frequency of resident suparvision event: No udditionul risk was identified,
was determined by the individual resident's .
assessad needs and identified hazards in the " Aleticr was added by the Discctor of Sales and
environment. The type and frequency of resident "’;“ﬂ."".'"g b A UL £ ST T
supervision may vary among residenis and over ; Q";’l’_;m?ﬁ":;"'x; Na new .ad:?'”'cf".’ !
time for the same resident, Unsafe wandering et ot i ot (ol L1
was Identified as a resident risk and i ¥ Wiilioul fie Knawledge
environmental hazard, :
I
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Review of the facility's policy titled
Elopement/Wandearing Residents, elfective
December 2010, revealad it was the intent of the
facility ta determine which resldents had i
significant wandering behavior and enhance staff
awareness as well as educate them on how to
deal with such resldents. Any resident displaying
significant wandering behavior would be
assessed for elopement/iwandering risk and care
planned appropriately.

Review of Resident #1's Minimum Data Set

(MDS}, dated 09/06/14, revealed the facility i
assessed Resident #1 with a Brief Intarview far
Menlal Status (BIMS) score of a four (4). The
resident's functional status for mobflity was
assessed by the facility as non-ambulatory and
requiring supervision on tha unit and Independent |
off the unit once in the electrlc wheelchailr,

Review of Resident #1's Elopement Risk
Assessmants dated 05/27/11, 07/08/13, 09/24/13,
10/30/13, and 01/08/14 revealad the facility
assassed the resident wandered aimlessiy; would
leave the facllity without informing staft; and,
verbally expressed the desire to go home or stay
near a exit door. Review of the Elopement
Assessments, dated 05/30/14, 06/11/14, and
09/05/14, revealed the facility assessed Resldent
#1 had the ability to exit the building and was at
risk for elopement.

Review of the elopement risk/exit seaking care
plan, iniliated on 04/12/13 and last reviawed on
09/04/14, revealed the resident wandered the
facllity In his/her wheelchair and would often
gravitate to exlt doors. The Intarventions were to
manitor for tail gaiting when visitors wera in the
building; use verbal and physical cuas for

redirecting resident when he would navigate towarda exit
doars and these interventions had been cffective up until
the nctual event an 9/19/2014

Training:

On 9/19/14, immediate educalion of all staff members
working in facility was cducated by ADON, Dircctor of
Clinical Education, Sociut Worker, LPN or RN on the
clopement policy, care plans and 1o be aware of the arca
arcurd the doors to make sure that everyone entering and
exiting the building is sppropriate. Post-teat eompetencies
are also being admivistered with the training. By 9/22/14,
135 staff membera were truined with 65 employees to be
trained. Of the remaining 65, 15 arc PRN therapy staft’
that an: on eur payrofl, but work n other Signature
locations other thon East Louisville. ‘Thia educalion hus
been ongoing with no staff member being allowed to work
their shilt prior to the education. This education will be
provided to all employees in al) departments including
administration, LPNs, RNs, CNAs, Dietary,

i Housckeeping, therapy, laundry, activitics and social

services. This will continue until all staff membera
receive the educalion, Staff development coordinator will
ensure that all remaining staff members receive their
training before working and witl educate oll new hires
prior to starting orientation. Thig facility dues not ulilize
agency staff.

On 9/19/14, u letter was drafied by the DON and Admun 1o
educate family members and residents on being aware of
thosc geing in and out of the facility and to please check
with nursing staff before assisting residents in out of the
facility. This letter wus placed in all resident sooms on
Y719/14 and placed in the outgoing mail on $/19714 to all
family representatives,
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monitor rasident per facllity policy.

. Review of the care plan meeting, dated 02/28/14,
. revealed Reslidant #1 had been Identified as

having exit seeking behaviors, Review of the care

' plan note, dated 09/04/14, revealed Residant #1's
' exiting seeking behaviors were because hefshe

wanted his/her spouse.

Review of the facility's investigation revealed
Resident #1 exited the 100 Unit door, on 09/19/14
at 6:44 PM, with a male family member and a
phlebotomist technician when Certified Nursing
Assistant (CNA) #3 enterad the exil door code.
The Maintenance Director was raturning ta the
facifity at approximately 6:52 PM when he
observed Residant #1 in his/her electric
wheelchalr {w/c) on the sidewalk down the street
from the tacility. Ha parked hia vehicle and saw
COTA #1 with the resldent. The Maintenance
Director proceeded lo the [acility and called a
Coda Green and then went to Resident #1 and
the COTA. The rasident was returmed to the
1acility at approximately 6:58 PM without injury.

Observations, on 09/24/14 at 8:10 AM, of the
route taken by Resident #1 upon exit from the
facllity revealed when the resident exited the
facility property he/she propelled his/her electric
wheelchair onto the sidewalk located at the right
side of the facility front parking lot. This placed
the residant parallel to the fronfage road heading
towards lhe intersection of a main road with six
{6) lanes and a spead limit of farty-five (45) miles
per hour. There was a traflic light at the
intersection.
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A . when the education . Thi
redirection; diversional activities for exit seeking mm:m:: b:° ottt ot :f:":f;':ke o ﬁ:::‘r:; it
bahavior; picture in elopement binder; and to

will be permitted to work until training has occurred,
Monitoring:

The facility began monitoring on 9/19/14 at 8:45 p.m. and
ure performing 3 observations every 12 hour shift by
Adumin, DON, dept head team, TDT and RN supervisors of
stalTmonitoring the aren around the doors when letting
furnilies infout, These nudits will be collected daily by the
administrater and reviewed for tracking/trending. The
monitoring will continuc weekly for three months and then
monthly thereafter to ensure compliance. The audits will
be reviewed for trends monthly and reporied 1o the quality
assurance commiliee for the aext three months and
querterly thereafter. The committes will re-evaluate the
cffectivencss of the inferventions,

Alleged removal of 1J:

The facility lecls that this is pest non-complisnce and as of
9723/14 we took all of the necessary steps 1o abale the
jeopardy,

ity

F 323

What enrrective action will be accomplished for those
residents found tw have been affected?

Un 919/14, Resident #1°s care plan and CNA care plan was
reviewed and updated by the DON, MDNS, Social service, and staff
development coordinator, Resident #1 was yeferred to therapy by
BON on 9/19/14 for proper positinning and work on mobwlity in
manual wheckchair,
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Interview with the Maintenance Director, on
09/24/14 at 8:18 AM, revealed he was retuming
ta the facility at approximately 6:44 PM on
09/19/14 when he saw Resident #1 on the
sidewalk in an slectric wheelchalr rolling towards
the busy main road. He parked his truck and
began lo walk towards the resident when he saw
the COTA with the resldent. He then got back In
his truck continuad to the facility, and once he
entered the facllity, he called a Code Green. Par
interview, staff was not aware Resident #1 had
eloped unti! the coda was called. He estimated
the resident was approximately 75 yards {rom the
entrance to tha facility's property. Driving
measurement to the location was a lenth (10th) of
a mile from the facility,

Interview with COTA #1, an 09/25/14 at 6:50 PM,
revealed as she left work and took a right onio
the two lane road, the resident was In the electric
wheelchair moving slowly. She staled she started
lo cali her boss when the resident cams 1o her
with no problem. She started to push the rasident
when Maintenance asmmived. She ravealed the
battery on the resident's chair was running down,
She got the resident to her car and back to the
facility.

Ohservatlons durlng a facitity tour, on 09/24/14 at
8:10 AM, revealed the facility had entrance doors
at the main entrance, which had a vestibule, on
the 100 Unit that had a vestibule also, and an the
300 Unit. The 200 Unit only had emergency exit
doors. Each of the exit doors including the
emeargency exits had exit code panels. An exit
door located in tha main dining room had an exit
coda panel allowing access to the smoking patio
which was a fenced area. In additlon, each exit
door an a window panel next to the dootr had a
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F 323 Continued From page 57 F 323 Haw will the facility identify other residents that have the

potential to be affected?

On 9/19/14, all cesidents were reviewed for potential elopement
risk by the DON, MDS, social services and staff devetopment
coordinator. Lhe facility had previously identified 2 additional
residents atrisk for clopement. No additions] residents were
identifict! as being affected.

Care plany for resident #1 and the 2 previously identified residents
were reviewed and updated on 9/19/14 by DON, MDS, social
services and stafT development courdinator.

|
What messures will be put into pluce to ensure that the
dcficient practice will not recor?

CNA #1 wos educated on 9/19/2014 by Administrator and
DON regarding remaining observant of the ares when
assisting family members in or out of the facility. All staff
has been educated on 10/214, by the SDC, DON, ADONs
and RNs on the Elopenient and Missing Persons polivy
und procedure, Disaster code for Flopement, ensuring
envimgnment is sccure when letting customers in or out,
how to identify residents al risk for elopement, possible
miterventions for residents that have been identified at risk
for elopement, care plan development, care plan revisions
and following the care plans. This training olsu addressed
tie CNA care plans as wetl. All staff alsu received post
lesting related to the sbove infunmation.

Door observation audits that include ensuring appropriate
supervision by stoff of exit arcas when assisting customers
in wed out, will continue 15x weekly %12 weeks by the
PON, Admin, ADON, RNs and depariment heads.
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sign which read: "Please see a nursa befare
asslsting any visitor out of the building.” Each of
the exit doors except on the 200 Unit had
cameras. ;

Hevlew of the facility's video surveillance of the
axit doors on the 100 Unit hallway revealed the
inner doer heing pushed by Resident #1 In an
elactric wheelchair with his/her left hand on the
door in {ront of a male visitor with the visitor's left
hand on the door behind Resident #1's. They
toth appeared to be pushing the door at the
same tima. Once the resident and the now

| visualized mals visitor entered the vestibule
betwean the Ingide and oulside door a third
person, a female, was seen entering the vestibule
before the outside exit door. The male visitor,
once the inner door had been cleared, walked

| past Resident #1 and held open the outside door,
allowing Rasident #1 access to the oulsida into
the parking area. After Resident #1 exited the
facility he/she was not sean any more, time
stamped on the vidao was 6:44 PM, The video
did not show any staff in the area.

| Interview with Family Member #1, on 09/24/14 at
| 4:25 PM, revaaled he had been at the facility
vigiting a relative, When he went to tha 100 Unit
. exit door, Resident #1 was sitting in front of the
daor in his/her electric wheelchair. He stated he
had asked a female who he thought was a staff
membar if sha could open the door for him.
However, she did not work for the facility. She
joined him at the door and they steod behind
Resident #1. When the staff member who was
passing in the hallway punched the exit code
i Rasident #1 pushed the unlocked inside door. He
| stated he did walk around Resident #1 and held
: the outside door open for him/her to exit. He did

solutioas are sustained,

based vpon the results,

The admienistrator will review the results of the audits
weckly and forward the results of the audits to the monthly
Quality Assurance Commites for further review and
recommendation. The oudits will be presented by the
Admin and DON weekly for 3 months, then monthly x3
months to the QAPI team for review and recamunendation
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not ihink thiz was Inappropriata since the facility
staff member had punched the cade with
Resident #1 sitting in front of the locked door. He
statad during his visits to the faclity, persons he
thought wers residents were aiways entering and
exiting the facility through the 100 Unit hallway
doora.

Interview on 03/25/14 at 9:20 AM, with the
Phlebotomist who was identified as the female at
the door with the visitor, revealed sha had been at
the facllity obtaining lahoratory specimens when a
male visitor approached her and asked if she
could open the 100 Unit exit door. She replied
she could not open the door and joined him In
front of the door, bath of them standing behind
Rasident #1 who was sitting in front of the door,
She further stated when the facility staff member
punched in the door exit coda, Rasidant #1 was
the first person to exit into the vestibule befare
exiling the autside daor. She further stated she
was at the faclfity several times a week and there
were always residents entering and exiting the
facility from the 100 Unit hallway door. She had
had no concemns related to Resident #1 exiting
the facility for that reason.

Interview with Certified Nursing Assistant (CNA)
#3, on 09/24/14 at 11:30 PM, revealed she
entered the exit coda disarming the alarm on tha
100 Unit exit door on the evening of 09/19/14,
She further stated she did not see Resident #1 at
the door when she deactivated the alarm and
walked away.

Interview with CNA #7, on 09/30/14 at 9:12 AM,
revealed she was awara Resident #1 had been at
' risk for elopament prior to the slopement on

| 09/19/14, She indicated Resident #1 liked to go to
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the 100 Unit doors and believed the resident
wanted to leave the facility. The aide indicated the
resident's spouse would frequently visit and took
Resident #1 outside. Additionally, the aide stated
Resident #1 would only attempt to leave the
facility through the 100 Unit daors. She indicated
only staff had the door code and a staft member
wauld have had to enter the code that allowed the
regident to elope. The CNA further indicated staff
wera responsible to supervise residents, even if
the visiting family were present.

Interview with Hegistered Nurse {RN) #2, on
09/24/14 at 3:10 PM, revealed Resident #1 was
canstantly roaming the facliity. He/she was seen
approaching the exit doors, To his knowlsdge
Rasldent #1 had not pushed on a door, but he
acknowledged if a door was open Resident #1
was likely to go through i,

Interview with COTA #1, on 09/25/14 at 4:24 PM,
ravealad Resident #1, constantly, during waking
hours, roamed the tacility and frequently sat in
front of exit doors.

Interview, on 09/29/14 at 3:05 PM, with AN #5
revealed a resident was at risk for glopement if
the resident Irequently sat at tha doors, and
stated he/she wanted to go home, what was the
resident BIMS score, and if the resident was
confused. She stated Resldent #1 had a history
ol gaing to all three (3) units in the facility. The
nurse indicated Resldent #1 was at risk for
elopement due lo his/her level of cognition. She
stated if a resident with cognitive impairment laft
the facility the resident was at risk for an accidant.
The RN indicated only staff members had the exit
door code, and family or visitors were not given
the codes. The nurse further indicated a staft

F 323

FORAM CMS-25687{02-99) Previous Versions Obscolele Evenlt ID:WNVQA11t

Facllity ID: 100428 If continuation sheat Paga 81 of 80




DEFPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/14/2014
FORM APPROVED

CENTERS FQR MEDICARE & MEDICAID SEAVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERVCLUIA {X2) MULTIPLE CONSTAUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A, BUILDING COMPLETED

C
185350 B WING 11/07/2014

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF EAST LOUISVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE
2529 SIX MILE LANE
LOUISVILLE, KY 40220

member would have had to enter the door code in
order for Resident #1 to have exitad the facility.

On 09/29/14 at 3:44 PM, interview with the
Activities Director {AD) revealed Residant #1
enjoyed looking out of the windaws and doars.
She stated the rasidant would ask for histher
spouse often and looked out of the 100 Unit door
aften for him/her. The AD indicated Resident #1
would go through any open door. She further
indicated Resident #1 had eloped dus to the
resident left the facilily unsupervised, The AD
stated if a resident eloped, horribla things could
happen to the resident or the resident could be hit
by a car. She indicated all staif were responsible
to supervise residents and visitars were not
responsible for supervision of residents.

On 09/29/14 at 2:31 PM, interview with the
Therapy Director revealed it was unsafe for
Resident #1 to feave the facility unsupervised.
She staled he/she could have come across
uneven terrain in the wheeichalir, or among the
vahicles driving down the street. The Therapy
Diractor Indicated the resident eloped as he/she
had lelt the facility without staff knowledge and
was cognitively impaired. She further indicated a
rasident that was cognitively Impaired and left the
tacllity without staft knowledge could ba injured or
kllled.

interview with the Director of Nursing (DON}, on
09/24/14 at 1:26 PM, revealed Residant #1 was
constantly roaming the faclilty and he/sha liked to
sit in frent of the axit door on the 100 Unit. She
did not consider the hehavior axit seeking, but
stated Resident #1 would go through any opened
door.
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Interview with tha Administrator (ADM), an
09/2414 at 1:30 PM, ravealed when ha
intarviewed CNA #3, she slated she did not see
Resident #1 when she deactivated the 100 Unit
door alarm. The ADM was aware Resident #1's
left hand was seen on the video In front of the
visltors, The ADM stated Resident #1 was
constantly propelting his electric wheeichair to all
areas of the facility, but to his knowledge he had
never pushed a door open. He also
acknowledged Resident #1 would go through any
opened door,

Interview and racaord raview revealed the resident
had exhibited exit seeking behaviors in March
2014. Interview with Licensed Practical Nurse
{LPN) #2, on 09/25/14 at 10:00 AM, revealed she
had placed Resident #1 on every filteen (15)
minute observations on 03/15/14 {or agitation and
exit seeking. The resident had been overheard to
ask persong ta let him/her out of tha building.
However, she felt ongoing observations of the
rasident were nol necessary.

Intarview with RN #3, on 09/25/14 at 10.05 AM,
ravealed on 03/18/18 she had placed Resident #1
on every thirty (30) minute observations for
agitation and exit seeking. Howaver, she felt no
other Intarventions were needad,

Interview, on 09/268/14 al 3:02 PM, with the Sacial
Services Director (SSD) revealed on 03/15/14
Resident #1 had exhibited exit sesking behavior
In the past and had been sitting by a locked door
in March 2014. She stated the resident's care
plan was updated at that time with Intervention of
fifteen (15) minute checks for two (2) days, with
no additional interventions added. She indicated
the resident exhibited exit seeking behaviors

F 323
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often and roamed throughout the facility.

Furthar Intarview with the DON, on 10/01/14 at
8:56 AM, rovealed sha had viewed the video ot
Residant #1's elopemeant on 09/19/14. She
indicatad she was unsure who had entered the
exit doar code as that portion of the doorway was
not visible in the video. She stated visilors and
residenis wera not given the exit door code and
the root cause of Resident #1's elopement was
determined the CNA had entered the door code
and then left the area without ensuring the area
was secured, The DON stated if the aide had
stayed at the exit door until the door was closed
the resident might not have eloped. She indicated
the aide was dlstracted when she entered the
door code that allowed Residant #1 and the
visilors to exit the facility. Sha further stated if
stalf entered the door code and did not stay at the
door, then any resldent with the physical
capabllity to exit the door would be abie to leavs
the facility. She stated if staff remained at the
door until the door was closed, then residents
would not be abie to exit.

Further interview with the Administrater, on
10/01/14 at 10:42 AM, revealed the root cause of
Resident #1's elopement determined the CNA
had entered the door code at tha exit door and
did not stay at the door to ensure the door was
securad. He stated visitors ware not responsible
to supervisa residents. The Administrator stated
he was aware of Resident #1's previous exit
seeking behaviors as the residant would go to tha
exit doors. He indicated a resident determined at
risk of elopement would have poor salety
awareness or poor judgment. Ha further indicated
if a resident at risk for elopement isit the facility
the resident could get lost or hit by a car.
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The facility provided an Allegation of Compliance
(AOC) on 09/30/14 alleging tha Immediate
Jeopardy was remaved on 09/23/14; hawever,
the State Survey Agancy verilied lhat staff training
was completed on 10/02/14. The facllity took the |
following immediate steps to ramave the i
Immediate Jeopardy: !

1. At approximately 6:52 PM on 09/19/14, a
COTA Immediately went to the resident and
assured his/her safety by cbserving for any
obvlous signs of Injury and staying with him/her
undil another staif member arrived. The
Malntenance Director went back to the facility to
notify staff and activata the elopement protocots,
All other residents ware accounted for during the
head count. Maintenance Director returmned to
assist the COTA and Resident #1 was returned to
the facllity at 6:58 PM.

2. Askin assessment and vital signs were
completad by Resident #1°s LFN and were within
normal limits. Assassment did not reveal any
signs of injury or trauma.

3. Resldent #1's husband/wife was contacted by
the LPN on 09/19/14 to infarm him/her that
his/her spouse had exited the facllity. Physician
and facility Medical Director was notified by the
Diractor of Nursing (DON) on 09/19/14 of the
event,

4, Upon review of the security camera footage by
the Administrator and DON on 09/19/14, it was
determined that Resident #1 was helped outside
by a visiting family member. The visitor was
called by the DON, on 09/19/14 and asked him
about the incident, The visitor stated that he did
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hold the door for the residant 1o exit, but he was
unaware the resident was not able to axit without
staff assistance. Educalion was also provided to
the family member regarding assisting residents
outside of secured doors.

5. Information from tha interview wilh visitor also
identified the CNA that entered the code to
release the maglock. Tha CNA was interviewed
by ther Administrator on 09/19/14 and education |
on elopemant policy and procedures provided by |
the DON on 09/19/14. This education included |
staying observant of the surrounding area to ;
ensure no resident exited when assisting a visitor
in or out of the door.

6. A review of the Elopement boaks ware
completed on 09/19/14, by the DON and Staft
Devetopment Coordinator (SDC) to ensure the
elopament risk farms for each resident identified
at risk for elopament wera accurale. Threa (3)
{otal residents were reviewed.

7. On 09/19/14, the Maintenance Director and
Mainlenance Assistant checked all exterior doors
for proper function with no issues Identified.
Proper signags was in place at all doors. The
sign read "Visitors: Please see a nurse before
asslsting any resident out of the facility.*

8. On 09/19/14, the Administrator called in the
door vendor to check overall operation of all
exterlor doors with no issues identilied. This
inspeciion was completed on 09/19/14,

9. An ADHOC-QAP! meeting regarding resident's
elopement and plan of care that included MDS,
Director of Nursing, Administrator, Soclal
Services, Stalf Development Coordinator and

F 323
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Medical Director occurred on 09/15/14.
Fesident's care plan was updated to reflect new
interventions. Each resident was discussed to
determine if they were aifacted by the elopament
or if changes wera needed to their elopement risk
status. Mo additional residents ware identifiad
and the two (2) other "at risk” residents’ care
plans were reviewed with no changes, No
changes were made to tha palicies reviewed.
Pdlicies raviewed were Elopement and Missing
Persons.

10. Psychiatry, was informed of the event by the
ADON on 08/22/14. The Nurse Practitioner
(APRN), evaluated Resident #1 on 09/22/14 for
any psychosoclal needs related ta the event, No
racommendations were made.

11. in addition to Resident #1's spouse being
nolified of the event on 09/19/14, the resident's
care plan was revlewed with the spouse on the
marning of 09/20/14 by the Sacial Services
Dilrector (SSD}, and a care plan meeting was held
on 09/22/14 with the Interdiscipiinary Team (iDT)
and the DON.

t2. Care plans for twa (2) other residents
previously identifled as elopement risk were
reviowed by the IDT on 09/19/14 to assess for
any necessary changes. No changes were made
to these cara plans.

13. One hundred twenty-five (125) residents
were reviewed by the IDT and DON on 09/19/14
lo ensure no risk related lg this particular avent.
No additicnal risk was idantified.

14. Alstter was added by the Diracler of Sales
and Marketing on 09/20/14 to the admission

F 323
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packet for all new admisslons and families.
Thers wera no new admissions until 09/22/14,
The letter addressed reminding visitors not to
assist residents out of the facility without the
knowledge of staff.

15. Areview of Rasldent #1's racord revealed
that care plan interventions wers followed related
1o redirecting resident when he/she would
navigate towards exit doors and these
intarventions had been effective up until the
actual event on 09/19/14.

18. On 09/19/14, immediate education of all staff
| members working in faciiity was provided by the
ADON, SDC, SSD, LPN or RN on the elopement
policy, care plans and to be aware of the area
around tha doors to make sure that everyone
entering and exiting the buliding wera
appropriate. Post-test competencies are also
being administered with the training. By
09/22/14, 135 staff members weare tralned with 65
employees to be trained. This education would
be provided to all employees in all departments
including Administration, LPNs, ANs, CNAs,
Dietary, Housekeeping, Therapy, Laundry,
Actlvities and Social Servicas, This would
continue until all staff membera received the
education. Post education compelencies were
completed by all staff when education was
completed and had been completed by all staff
whao had workad to date. No staff would be
permitted to wark until training had occurred.

17. Of the remaining 65 employess as stated in
the AQC, fifteen (15) are PRN therapy staff on the
payroil, but work in other Signature locations
other than East Loulsville. Thls education had
been ongoing with no staff member being allowed
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to work their shift prior Lo the aducation.

18. The SDC would ensuse that all remaining
stafi members recelve their training before they
worked and would educate all new hiras prior lo
starting orlentation. The facility did not utilize
agency staff,

[ 19. On 09/19/14, a letter from the DON and

. Administration educated family members and
residents to ba aware of others who entered or
exited the facility and check with nursing staft
heatore they assisted residents in or out of the
facilily. The letter was placed in all resident
rooma on 09/19/14 and placed In outgoing mall
on 09/19/14 to all family representatives.

20. The facility began monitoring, on 09/19/14 at
8:45 PM, and had perform three (3) obsetvations
avery 12 hour shift by the Administrator, DON,
Department Head team, 10T and AN supervisors
of staft monitor the area around the doors when
they let families in or out. These audits would be
collected daily by the Administrator and reviewed
for tracking/trending In the next QA meeling.

Through observation, intarview, and record
review the State Survey Agency (SSA} validated
the AOC, on 10/03/14, with a compliance date of
10/03/14 prior to exit as follows:

1. Review of the facility's investigation revealed

| COTA i1 was driving down the street and
observed Resident #1 In his/her electric

| wheelchair (w/c) on the sidewalk. The COTA

. parked her vehicle and stayed with the resident
until other staff arrived. The Mainlenance Diractor
had been driving to the facility and saw Resident

| #1 on the sidewalk in his/her electric wheelchair |
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{w/c). Interview with COTA #1, on 10/01/14,
revealed she was laaving the facility at
approximately 6:50 PM on 09/19/14 and saw
Resident #1 on the sidewalk headed toward a
busy intersection. She slated she parked her
vehicla and stayed with the resident until another
staff member arrived. She statad the
Maintenance Director arrived and they assisted
Resident #1 back to the facility. Interview with the
Maintenance Direclor, on 10/01/14, revealed on
09/19/14 at approximately 6:52 PM, he saw
Resident #1 in hisfher electric wheelchair on the
sidawalk moving in the direction of a busy
intersection. He stated he parked his vehicla and
saw COTA #1 with the resident and titen entered
the facility and called a Code Green. In response
to the Code Green, interviews with Licensed
Practical Nurse (LPN) #4, on 10/02/14 at 7:40
PM, revealad ha did a head count of residents on
the 300 unit on 09/19/14 and all residanis were
accountead for and reported to the Malntenance
Director. Interview with LPN #5, on 10/02/14 at
7:45 PM, ravealed he completed a head count of
residents on the 200 unit on 09/19/14 with all
residents accounted for except Resident #1, and
reported to the Maintenance Director. Interview
with the Maintenance Director, on 10/03/14 at
8:45 AM, revealed the nursa on the 100 Unit had
completed a head count and reported to him all
resldents were accounted for. Review of the
facility head count revealed op 09/19/14 the
elopement cods was called at approximataly 6:53
PM and a head count was completed on the 100,
200, and 300 Units with all residents accounted
except Resident #1.

2. Review of the clinical record for Resident #1
revealed, on 09/19/14 a skin assessment and
vital signs were completed by LPN #3 upon

?
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hismer return to the facllity with no concemns
noted. Interview with LPN #3, an 10/02/14 at 8:20
AM and 8:48 AM, revealed she completed a skin
assessment on 09/19/14 of Resident #1 with no
new injuries and the resident’s vital signs wese
within normal limits. She Indicated the resident
went (o bed upon retum to the facility.

3. Review of Resident #1's clinical record
revealed LPN #3 nolified Resident #1's family
rmember on 09/19/14, Inlerview wilh LPN #3, on
10/02/14 at 8:20 AM and 8:48 AM, revealed she
notified Resident #1's family member on
09/19/14. Review of the clinical record for
Hesident #1 revealed the Director of Nursing
{DON) notified Resident #1's physician (MD), who
was also the facility Medical Director, on 09/19/14
of Aesident #1's slopament. Interview with the
MD, on 10/03/14 at 8:11 AM, revealed she was
notifiad on 09/159/14 by the DON that Resident #1
had eleped. Interviaw, on 10/03/14 at 10:15 AM,
with the DON revealed she nolifled the MD on
09/19/14 of Resident #1's elopement.

4. Review of the videa revealed, on 09/19/14 at
approximately 8:42 PM, of an exit door revealed
Resident #1 exited the Inner doors flrst in hisfher
alectric w/c and was followed by a male visitor,
then a female vislior. Raview of tacllity record
revealed the DON spake 1o the male visitor, who
was another resident’s family member, and was
educated ragarding assisting rasidents out of the
factlity. Interview with the DON, on 10/03/14 at
10:15 AM, revealed she had seen the video and
spoke to the male visitor and educated him
regarding assisting residents out of the faclilty.

5. Review of a lyped statement by the DON
revealed when tha DON spoke with the male
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visitor, and CNA #3 had been identified as the
staff member who had entered the doar code.
The Administrator spoke with the CNA on
09/19/14 and education was provided to tha CNA
by the DON to ensure residents did not exit when
assisting visitors in or out of the building.
Intarview with CNA #3, on 10/01/14 at 11:02 PM,
ravealed she had received elopement education
on 09/19/14 to ensura prapar closura of the exit
doors. Interview with the DON, on 10/03/14 at
10:15 AM, revealed shae had spoken lo the aide
and pravided education on 09/19/14 to stay in the
area when she entered the door coda.

6. Review of a wrilten statement by the Stafi
Deavelapmeant Coordinator (SDC) revealed the
SDC reviewed the elopement bindars on all three
(3) unit nursa's stations and the front desk. The
hinders ware accurate and up to date with the
threa (3) residents that had been Identified at risk
of elopement prior fo 08/19/14. Interview with the
Staff Development Coordinator, on 10/02/14 at
9:59 AM, revealed she reviewed all of the
elopement binders and found the binders were
accurate and up to date. Observatlon, on
10/01/14 at 4:10 PM, of the 100 Unit, on 10/01/14
at 4:20 PM of tha 200 Unit, on 10/01/14 at 4:29
PM, of the 300 Unit and on 10/10/02/14 at 3:00
PM of the front desk elopament binders revealed
they were accurate and up to date wilh the three
{3) residents identified at risk for elopement listed
in the binders.

7. Review of a typed statement by the
Maintenance Director revealed the Maintenanca
Diractor checked all exit doors in the facility on
09/19/14 at approximately 7:15 PM. The doors
were all functioning and the door codes changed.
A sign requested visitors to see a nurse befare
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assisting any resident aut of the facility. Interview,
on 10/01/14 at 3:21 PM, with the Maintenance
Aassistant revealed he assisted to chack ali
exterior doors for function and raset the door
codes. He stated each door had the visitor sign to
see a nurse and the doors all functioned properly.
Interview with the Maintenance Director, on
10/01/14, revealed he also checked the axterior
door for tunction and the door codes had been
changad. He stated the doors all functioned
properly. Observation of Ihe exterior doors, on
01/01/14 at 4:10 PM, revealsd all exterior doors
were locked and visitor signs posted. Observation
of all facility exit doors, on 10/01/14 from 4:10 PM
to 4:29 PM, ravealed all doors were tockad with a
slgn posted for visitors lo ses a nurse befare
assisting any resident aut of the facility.

8. Review of a vendor letter ravealed on 09/19/14
the security company's vendor conducled a
check of all the axterior doors and determined
they wera functioning properly and the door code i
had been changed. (ntervisw with the
Maintenance Assistant, on 10/01/14 at 3:21 PM,
ravealad the vendor was called and checked the
doors on 09/19/14. Interview with the
Maintenance Director, on 10/01/14, revesaled the
professional company checked the doors far
functlon and the code had been changed.

9. Review of facility records revealed a Quality
Assurance {QA) meeling was held on 09/19/14
with the following members signed in: SDC, MDS
Agstatant, Maintenance Assistant, DON, MD (by
phone), and the Administrator, Resident #1's care
plan was reviewed with intarventions added on
09/19/14. A facility census sheet, with each
resident of the facliity llsted, was reviewed with
specific quastions asked {o determina if any other
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rasident was at risk for elopement with no
addilional residants identified at risk. The other
two {2) residents who were praviously identified
and in the elopement binder wera reviewed with
na changes made, Policies reviewed included
Elopement/ Wandering Residants and Missing
Rasident. Interviews with SDC on 10/02/14 at
9:59 AM, MDS Assistant an 10/02/14 at 2:12 PM,
Maintenance Asslistant on 10/02/14 at 1:10 FM,
MO on 10/03/14 at 8:11 AM, DON on 10/03/14 at
10:15 AM, and tha Administrator on 10/03/14 at
2:25 PM ravealed they attended a QA meeling
held on 09/15/14 and reviewed and updsted
Heasident #1's care plan, reviewed all facility
rasidents for risk of elopement, reviewed the care
plans tor the other two (2) residents praviously
identified at risk of elopement with no changes
made, and raviewed the policies for Elopement
and Missing Resident with no changes made,
Observation of Resident #1, on 10/01/14 at 4:27
PM, Rasident #5, on 10/02/14 at 3:30 PM, and
Resident #6, on 10/02/14 at 3:35 PM, revealed
tha three {3) identified residents made no
attempts at exit seeking behavior and staff was
supervising.

10. Review of the psychiatric note, dated
09/22/14, revealed Resident #1 was seen by the
APRN on 09/22/14 related to the elopement with
no changes made to the rasident's current
medications. [nterview with the APRN, on
10/02/14 at 2:33 PM, revealed she saw Resident
#1 on 09/22/14 with no issues idantified. Interview |
with the Psychiatrist, on 10/02/14 at 3:38 PM, '
revealed he was notified on 09/22/14 of Resident
#1's elopement by the DON and he requested the
APRN to see the resident. The Psychiatrist had

no concerns and medlcations were not changed. |
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11. Review of a social service note, dated
09/20/14, revealed soclal services contacted
Resident #1's family member to raview the
rasident's ¢are plan and schedule a care plan
meeting for 09/22/14. Review of the care plan
conference summary revealed a care plan
meeting was conducted an 09/22/14 with the
family member present, Interview with the Social
Services Direclor (SSD), on 10/02/14 at 1:40 PM,
revealed she contacted Resident #1's famlly
member to schedule a care plan meeting, which

; was 09/22/14, Interview with the Assistant

* Director of Nursing (ADON) for the 200 Unit, an
10/02/14 at 2:20 PM, ravealed he attended the
care plan meeting on 09/22/14 with Resident #1's
family member.

12. Review of nurse's notas revealed the QA
meeting on 08/19/14 raviewed the care plans for
the cther two (2) residents previously identified at
[ risk of elopement with no changes made, Review
of the two (2) resldent care plans revealad no
new inlerventions aiter the 09/19/14 elopement
by Resident #1. Interviews with Staff
Development Coardinator, an 10/02/14 at 9:59
AM, MDS Assistant on 10/02/14 at 2:12 PM,
Maintenance Assistant on 10/02/14 at 1:10 PM,
MD on 10/03/14 at 8:11 AM, DON on 10/03/14 at
10:15 AM, and the Administrator on 10/03/14 at
2:25 PM revealad they attended a QA meeting
held on 09/19/14 and reviewed the care plans for
the other two (2) rasidents previously identified at
risk of elopament with no changes made.

13. Review of the facility census shest for
09/19/14 and a list of questions used as the
assessment taol revealed all residents were

' raviewed In tha QA meeting on 09/19/14 for risk
| ot elopament with no additional rasidents
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identified. Interviews with Staff Development
Coordinator, on 10/02/14 at $:59 AM, MDS
Assistant on 10/02/14 at 2:12 PM, Maintenance
Assistant on 10/02/14 at 1:10 PM, MD on
10/03/14 at 8:11 AM, DON on 10/03/14 at' 10:15
AM, and the Administrator on 10/03/14 at 2:25

" PM ravealed they attended a QA meeting held on
09/19/14 and reviewed all residents of the facility
with no new residents Identifled at risk of
elopement,

| 14. Review of a facility admission packet
revealed a letter that requested visitors not assist
any resident out of the facllity. The Director of
Sales and Marketing was unreachable for
interview. [nterview with the DON, on 10/03/14 at
10:15 AM, revealad the letter had been included
in the admission packet for new residents,
Review of the facility daily census shest for
08/20/14 and 09/21/14 revealed the facility had
na new admisslons. Interview, on 10/03/14 al
2:25 PM, with the Administrator reveated the
facility no new admissions alter the elopement
until 09/22/14.

15. Review of Resident #1's care plan revealed
new interventions were implemented after his/her
elopament during the QA meeting on 09/19/14.
Interviews with SDC, on 10/02/14 at 3:59 AM,
MDS Assistant on 10/02/14 at 2:12 PM,
Maintenance Assislant on 10/02/14 at 1:10 PM,
MD on 10/03/14 at 8:11 AM, DON on 10/03/14 at
10:15 AM, and the Administrator on 10/03/14 at
2:25 PM revealed they attended a QA meeling
held on 09/19/14 and reviewed and updated
Resident #1's care plan o include the use of the
manual wheelchair and a therapy referral. The
DON stated she had reviewed Resldent #1's
clinical record on 09/19/14 to determine what
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change needed 1o be made to the care plan, and
decided by the QA meeting that night.

16. Aeview of the facility staff roster and
education post-tesis revealed the facility began
education of staft on 09/19/14 on the elopement
policy. A total of twa hundred (200) employees in
all depariments were heing educated, with 154
staff trainad by 09/22/14. The most recent
employee was trained on 10/02/14, with thity-two
{32) PRN staff and ona (1) full time employee on
medical leave who needed to be trained, Review
of employea schedules across depariments
compared lo post-tests rovealed stalf were
trained prior to or upon retumn fo work. Interviews
with thirty-one (31) staff; CNA 48 on 10/01/14 at
2:10 PM, Laundry Aide on 10/01/14 at 2:17 PM,
CNA #9 on 10/01/14 at 2:24 PM, Assistant
Dletary Manager on 10/01/14 at 2:27 PM,
Activities Direclor on 10/01/14 at 2:32 PM,
Physical Therapy (PT) #2 on 10/01/14 al 2:36
PM, Maintenance Director on 10/1/14 &t 3:35 PM,
COTA i1 on 10/01/14 at 4:24 FM, CNA #10 on
10/01/14 at 2:11 PM, CNA # 11 on 10/01/14 at
| 2:17 PM, Registered Nurse (RN) #1 on 10/01114
| at 2:24 PM, Licensed Practical Nurse (LPN) #8
{ on 10/01/14 at 2:27 PM, Coak on 10/01/14 at
| 2:32 PM, LPN #7 on 10/01/14 a1 2:36 PM, Dietary
| Alde on 10/1/14 at 2:40 PM, PT #3 on 10/01/14 at
I 3:00 PM, Maintenance Assislant on 10/01/14 at
3:21 PM, CNA #1 on 10/01/14 at 3:37 PM, CNA
#2 on 10/01/14 at 3:58 PM, Evening Supervisor
#1 on 10/1/14 at 8:15 PM, CNA #3 on 10/01/14 al
11:02 PM, LPN #3 on 10/02/14 at 8:20 AM,
ADON 300 Unit on 10/02/14 at 1:02 PM, SSD on
10/02/14 at 1:40 PM, ABON 200 Unit on 10/02/14
at 2:20 PM, LPN #4 on 10/02/14 at 7:40 PM, LPN
#5 on 10/02/14 at 7:45 PM, Business Office
Manager on 10/03/14 at 8:45 AM, HR Direclor on
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10/03/14 at 8:50 AM, Receptionist on 10/03/14 at
8:54 AM, DON an 10/03/14 at 10:15 AM, and the
Administrator on 10/03/14 at 2:25 PM revealed
they werae trained prior to warking their scheduled
shitt on the elopement policy, what fo do if there
was an elopement, 1o slay at the exit door when
thay assisted anyone o enter or exil the factlity
and completed a post lest.

17. Raview of the staff rosler and education post
tests ravealed thirty-two (32) PRN staif needed to
be tralned. Review of a latter sent to the
remaining staff that needed to be trained, on
09/30/14, by certiied mall revealed staff needed
to complete the training by 10/10/14. Review of a
list of staff that needed to be trained revealed
thirty-two (32) smployees required training.
Interview with SDC, on 10/02/14 at 9:59 AM,
revealad training for staff began on 08119/14 of
the elopement policy with care plan and to stay at
the door uniil the door was closed. Interview with
the DON, on 10/03/14 at 10:15 AM, and the
Administrator, on 10/03/14 at 2:25 PM, revealed a
letter was sant by certified mail to remaining staff
that education naeded ta be completed by
10/10/14. The DON statad the employes
schedules were compared with the list of
remaining staff daily for the following day to
ensure staff were trained as they came to werk.
Review of a list of staff that nesded lo be trained
revealed thirty-two (32) employees required
training. Interview with SDC, on 10/02/14 at 9:58
AM, revealad she had tracked who needed to be
trained and monitored daily, along with the DON.
She slated the facility did not use agency staff,

18. Reaview of a letter by the DON, dated
09/20/14, revealad visitors were asked nat 1o
assist any resident out of the facility and seek
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assistance from a nurse. [nterview with the DON,
on 10/03/14 at 10:15 AM, and the Administrator
on 10/03/14 at 2:25 PM, ravealed the letter was
placed in all rasident rooms on 09/20/14 and was
also mailed to all resident familiss.

19. Review of the facillly staff roster, employee
schedules across departments, and post-tests,
revealed staff were trained prior to or upon return
to work. All but thirty-two (32) PRN and ona (1)
full ime employes on medical leave had been
trained prior lo working their next scheduled shift,
Interviews with thirty-one (31) stafl CNA #8 on
10/01/14 8t 2:10 PM, Laundry Alde on 10/01/14 at
{ 2:17 PM, CNA #3 on 10/01/14 at 2:46 PM,
. Assistant Dietary Manager on 10/01/14 at 2:27
' PM, Activities Director on 10/01/14 al 2:32 PM,

, Physical Therapy (PT) #2 on 10/01/14 at 2:36

PM Maintenance Director on 10/01/14 at 3:35
; | PM, COTA #1 an 10/01/14 at 4:27 PM, CNA #10
,on 10!01/14 at 2:11 PM, CNA # 11 on 10/01/14 at
5 2:17 PM, Registered Nurse (RN) #1 on 10/01/14
' at 2:24 PM, Licensed Practical Nurse (LPN) #&
on 10/01/14 al 2:27 PM, Cook on 10/01/14 at
2:32 PM, LPN #7 on 10/0114 at 2:36 PM, Dletary
Aide on 10/1/14 at 2:40 PM, PT #3 on 10/01/14 &t
3:00 PM, Maintenance Assistant on 10/01/14 at
3:21 PM, CNA #1 on 10/01/14 at 3:37 PM, CNA
#2 on 10/01/14 at 3:58 PM, Evening Supervisor
#10n 10/1/14 at 8;:15 PM, CNA #3 on 10/1/14 at
11:02 PM, LPN #3 on 10/02/14 at 8:20 AM,
ADCN 300 Unit on 10/02/14 at 1:02 PM, SSD on
10/02/14 at 1:40 PM, ADON 200 Unit on 10/02/14
at 2:20 PM, LPN #4 on 10/02/14 at 7:40 PM, LPN
#5 on 10/02/14 at 7:45 PM, BOM on 10/03/14 at
8:45 AM, HR Director on 10/03/14 at 8:50 AM,
Receptionist on 10/03/14 at 8:54 AM, DON on
10/03/14 at 10:15 AM, and the Administrator on
10/03/14 at 2:25 PM ravealed they were trained
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prior to working their scheduled shit an the
elopement policy, what to do if there was an
elopement, to stay at the exit door when thay
assisted anyone lo enter or exil the facility and
completed a post test.

20, Review of daily monitoring sheets far
observation of staft wha let visitors in or out of the
buitding began on 09/19/14 at 8:45 PM revealed
observations were conducted dally with a
minimum of three (3) ohservations avary twelve
(12) hours and reviewed by the DON. Interview
with the DON, on 10/03/14 at 10:15 AM, ravealed
tha monitoring forms were completad daily for
observations of any staff that had let a visitor in or
out at the exit doors every twalve (12) hours from
8:00 AM, and 6:00 PM shifts, to ensure the stafl
remained at the deor and the doer had closed.
She stated the monitoring of the doors would be
reviewed in QA; however, no concerns had been
Identified. Interview with the Administrator, on
10/03/14 at 2:25 PM, revealed the exit doors
would be monitorad every twelva (12) hours
shifts, from 6:00 AM - 6:00 PM, and 6:00 PM -
6:00 AM, to ohserve staff who would let visitors
out of the building and ensure the door was
closed belore they lett the area. He stated the
DON and he both reviewed the monitoring and
would discuss this In QA.
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