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Based upon jmplementation of the acceptable
POC, the facility was deemed to be in compliance
11/09/15, as alleged.
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A Recerllfication Survey and an Abbreviated
Survey (KY #23840) was conducted on 09/22/15
through 09/25/15 with deficient practice idantified |
at the highest Scope and Severity of 2 "D". KY
#23840 was substantiated with deficient practice

identified.
F 225 | 483.13(c)(1){I}-(1iD), {c)(2) - (4) F 225| F225 - Deficiency 483.13(c)(1)(ii)-(iii), 10/14/15
5§5=D | INVESTIGATE/REPORT (c){2) - (4). Please see atiached Plan of :

ALLEGATIONS/NDIVIDUALS Correction for Corrective Action,

The facility must not employ individuals who have Identification of Other Residents,

been found guilty of abusing, neglecting, or Measure to Ensure Will Not Recur, and

mistreating residents by a court of law, or have Monitoring. Information detailed on

had a finding entered into the State nurse alde pages 1 and 2.

registry concerning abuse, neglect, mistreaiment
of residents or misappropriation of their property;
and report any krnowledge It has of actions by a
court of law against an employee, which would
indicale unfitness for service as a nurse aide or
other facility staff to the Siale nurse aide registry
or licensing authorilies.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident properly are reporied
immediately to the administrator of the facility and
to other cfficials in accordance with Stale law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
invesligation is In progress.

The resuits of all investigations must be reported

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE [X8) DATE

- -
A Ot 5, ANNA &?Amw}/uﬂb Jol25)ss
Any defliciency yalerpént fhding with an asterisk () denates a deliciency which the Institullon may be excused from correcting providing it is determined that
clher saleguards provide suflicient prolection lo the patlents, (See instruclions.) Excepl for nursing homes, the findings stated sbove ars disclosable 90 days
following 1he date of survay whelher or not a plan of correction is provided, Far nursing homes, the above findings and plans of correclion s disclosable 14
days following the daie these decuments are made avaliable to the facility, I daficiencies are ciled, an appraved plan of correction is requisits o continued
program participation.
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F 225 Continued From page 1 F 225

to the administrator or his designated
representstive and to other officials In accordance
with State faw {inciuding ta the State survey and
certification agency) within § working days of the
incident, and if the alleged violalion is verified
appropriate corractive action must be 1aken,

This REQUIREMENT is not met as evidenced
by:

Based on interview, record raview, and review of
the facility's policy, it was determined the facility
failed to ensure ap alleged violalion was
thoroughly investigated for one (1) resident, in the
selected sample of ten (10) residents (Resident
#10). On 09/16/15 at approximately 9:11 PM,
Resident #10 was discovered missing. The
resident left the facility through an exit door which
did not have a functioning alarm, and was
discovered near a loading dock behind the
hospital. The facility failed to ensure a thorough
invesligation was completed related to the
resident's elopernent, as all staff members
involved in the incident were not interviewed.

The findings include;

Review of the facility's policy entitled "Abuse",
with a revision date of 09/13, revealed the facility
shall ensure that all alleged violations are
reported immediately to the Administrator and to
ather officials in accordance with Stale law
through established procedures. All alleged
violalions shall be thoroughly investigated and
procadures shall be in place to prevent further
abuse while the invesligation Is in progress.

Review of the facility's policy entitled "Admission
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Procedures”, with an effective date of 09/13,
revealed the facility will admit enly those residents
whose medical and nursing care needs can be
met, with the objectives of the admission - lo
admit rasidents who can be adequately carad for
by the facility.

Closed record review revealed the facility
admitted Resident #10, on 09/15/15 at 2:30 PM,
with diagnases to include Malaise and Fatigue,
Non-Insulin Dependent Diabetes Mellitus,
Prostate Cancer, Seasonal Allergies, Myocardial
Infarction, Back Surgery with Placement of Rods
and Cage, Delusicnal Disorder, Pain Psycholic
Disorder, and Anxiety Disorder. Review of
Resident #10's Admission Assessment , dated
0915115 at 2:30 PM, and review of the nursing
notes at 4:46 PM, revealed the resident was alart
and arientad X3 with a normal affect. Review of
the five (5) day Minimum Data Set (MDS), daled
09720715, revealed the resident required
supervision and limited assislance with aclivities
of daily living (ADLs). There was no evidence a
Brief Interview Mental Status {BIMs) was
conducted on Resident #10. The resident was
discharged hame on 09/20/15,

Recerd review ravealed, on 09/15/15 al 6:53 PM,
the resident stated he/she was going home, and
would return tomomow. He/shea stated he/she
could not spend another night at the facility and
was going to call a lawyer. The resident then
made a phone call to an unknown person.

Review of the nursing notes, dated 08/15/15 at
7:00 PM, revealed Residant #10 wanted to leave
the facility and go back home. The resident told
the staff that the facility was not a prison, and
hefshe could feave if hel/she wanied lo teave.
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Review of the nursing notes, dated 09/16/15 at
4:39 PM, revealed Resident #10 wandered fo
his/her roommate’s side of the room and went
through some of his/her roommate's belongings.
He/she was redirected by stalf, and the resident
tumed off the sensor alarm and unplugged it.
Cantinuation of the nursing noles revealed the
resident was alert, confused, and wandered in to
other residents’ rooms,

Review of the nursing notes, dated 09/16/15 at
6:00 PM and 6:45 PM, ravealed Resident #10's
niece was in the facility, and she approached staff
with a concern that the residant was showing
early signs of Dementia or Sundowners, with
confusion and disorientation as a new bahavior.

Review of the nursing notes, dated 09/16/15 at
9:11 PM, ravealed Resident #10 was discavered
missing. Staff was called by Housekeeper #1
about a resident being near the loading dock
behind the hospitat. Review of the nursing notes
revealed Resident #10 was very vocal and
combative with facllity staff, who called the
physlcian and family, related to him/er leaving
the facility through an exit door which did not
have a funclioning alarm.

Review of the nursing notes, dated 09/17/15 at
6:31 AM, revealed Resident #10 was out of bed
several imes during the night, unable to hold
his/er balance and unable to he redirecled.
Helshe was easily agitaled and refused personal
care.

Interview with Housekeeper #1 and Housekesper
#2, on 09/23/15 at 1:45 PM and 2:39 PM,
respectively, revealed no one from management
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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DEFICIENCY)
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F 225

F 279
§8=D

Continued From page 4

had spoken with either of them about Resident
#10 leaving the facility or being outside by the
loading docks.

Interview with Registered Nurse (RN) #5, on
00/24/15 at 9:42 AM, revealed she did not write a
statement and did nat have any other staff write
statements related to Resident #10 eloping from
the facility.

Interview wilh the Administrator, on 09/24/15 at
5:40 PM, revealed she did not conduct a
thorough Investigation regarding Resldent #10's
elopement as thera were no formal Interviews
from staff related to the incident.

483.20(d), 483.20{k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the resulls of the assessment
to develop, raview and revise the residenl’s
comprehensive plan of care,

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables la meet a resident's
medical, nursing, and mental and psychosocial
needs thal are identified in the comprehensive
assessment

The care plan must describs the services that are
to be fumished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-belng as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident’s exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

F 225

Will Not Recur, and Monitoring.

F 279! F279 - Deficiency 483.20(d), 483.20(k)(1). 10114115
Please see attached Plan of Correction
for Corrective Action, Identification of
Other Residents, Measures to Ensure

Information delailed on pages 3 and 4.
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F 279

Continued From page 5

This REQUIREMENT is not met as evidenced
by:

Based on interview, record raview, and review of
the facility's policy, it was determined tha facllity
failed lo develop a care plan that addressed the
behavioral needs for one (1) resident upon
admission to the faciiity, In the selected sample of
ten (10} residents {Resident #10). Resident #10
was noted to have wandering tendencies and
expressing a desire to go home pror o hisfher
elopement from the facllity on 0911615,

The findings include;

Review of the facility’s policy entitled "Admitting a
Resldent to Long Term Care (LTC)", dated 09/13,
revealed when a resident is admilted to the
nursing unit, the LTC staff must record the
following data in the nurse’s noles or other
appropriate places, as designated by the nursing
policy, such as reason for admissian, acute
condilions, current vitai signs, the condition of the
resident upon admission {i.e., disoriented, weak,
alert}, complalion of admission assassments,
required lorms and care planning, cbserve the
general condition of the rasident {i.e., rashes,
etc.), as well as his or her reaction to the
admission.

Review of the facilily's policy entitied "Assignment
of Residents for Nursing Care", revised 09/13,
revealed delivery of resident care shall be
assigned to nursing persannel based an the
resident's identified needs and the qualifications
of the nursing staff. Charge Nurse assignments
shall consist of supervision of the unit based on
the task at hand and priority of resident neads.

F 279
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Residents will have resident specific interventions
on Meditech intervention screen to be completed
as specified.

Closed record review revealed the facility
admitied Resident #10, on 09/15/15 at 2;30 PM,
with diagnases to include Malaise and Fatigue,
Nen-Insulin Dependent Diabetes Mellitus,
Prostate Cancer, Seasonal Allergles, Myocardial
Infarction, Back Surgery with Placement of Rods
and Cage, Delusional Disorder, Pain Psychotic
Disorder, and Anxiety Disorder. Review of
Resident #10's Admission Assessment , dated
09/15/15 et 2:30 PM, and review of the nursing
notes, dated 09/15/15 at 4:46 PM, revealed the
resident was 2lerl and oriented X3 with a normal
affect. Review of the five (5) day Minimum Data
Set (MDS), dated 08/20/15, revealed the resident
required supervision and limited assistance with
activilies of daily living (ADLs). There was no
evidence a Brief Interview Mantal Status (BIMs)
was conducted on Resident #10. The resident
was discharged home on D9/20/15.

Review of the LTC Pre-admission Form, undaled,
revealed Resident #10 did not have any behavior
1s5ues.

Revlew of the nursing notes, dated 09/15/15,
revealed Resident #10 was admitted to the facility
at 2:30 PM. Record review revealed, on U8/15/15
at 6:53 PM, the rasident stated he/she was going
home, and would return tomormrow. Further review
revealed he/she could not spend another night at
the facility and was going to call a lawyer. The
resident then made a phone call to an unknown
person,

Review of a Behavior Symptoms form and the

FORM CMS.2587(02-49) Previous Vemsions Obsolate Event 1D FOJQM Faciiity IDr 100734 I continuation sheel Page 7 of 17
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Conlinued From page 7

nursing notes, dated 091515 at 7.00 PM,
revealed Resident #10 stated he/she was going
home and became angry, stating the facllity was
not a prison and was calling family to come get
him/har,

Review of a Behavior Symploms form, datad
08/16/15 at 2:30 PM and 1000 PM, and 09/17/15
at 6:00 AM, revealed the resident had behaviors
on and off during the shift. Further review
revealed medication was given after non-drug
approaches were attempted, with behaviors
notated as "residenl wandered outside, became
combative upon attempt to return to the facility,
and resident stated they were going to the
graveyard to seg his/her spouse, The resident
was easily annoyed, fidgety/restiess, and had
trouble falling/staying asleep”.

Review of the nursing notes, dated 09/16/15 at
4:39 PM, revealed Resident #10 wandered to
his/her roommale's side of the room and went
through some of his/her roommate’s belongings.
He/she was redirected by staff, and the resident
turned off his/her sensor alarm and unplugged it.
Continuation of the nursing noles revealad the
resident was alert, confused, and wandered in to
other res|dents’ rooms.

Review of the nursing noles, dated 08/16/15 at
6:00 PM and 6:45 PM, revealed Resident #10's
nlece was in the facility, and she approached staff
with a concern relaied to the resident showing
early signs of Dementia or Sundowners, with
confusion and disorlentation as a new behavior.

Review of the nursing notes, daled 08/17/15 at
6:31 AM, revealed Resident #10 was out of bed

F279

saveral times during the night, unable o hold
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histher balance and unable io be redirected.
He/she was easily agitated and refused personal
care.

Interview with Licensed Practical Nurse (LPN) #3,
on 09/24/15 at 1:58 PM, revealed he was
Informed by staff that Resident #10 was missing a
few minutes before 8:00 PM on 09/16/15.
Housekeeping had called around 8:00 PM and
notified the staff that Resident #10 was cutside by
the loading dock. Resident #10 was combalive
and increasingly verbal. LPN #32 staled he did not
know if the resident had behaviors pricr to this
incident. He stated he did not hear any alarms
going off prior to the resident's elopement, and to
his knowledge, it was working properly. LPN #3
did not hava any knowledge of the alarms being
checked daily by anyone. He revealed he did not
check it, and was not aware of any log related to
alarm checks. LPN #3 ravealed he did not know
anylhing about Resident #10's care plans, or if
the resident had unplugged the alarms. He slaited
a care plan should be initiated if a resident Is exit
seeking, has behaviors, is confused or
combalive.

interview with Registered Nurse (RN) #5, on
02/24/15 at 9:42 AM, revealed, on 091515
during shift report, a Certified Nurse Aide (CNA)
reported Resident #10 had stated he/she was nol
going to stay at the facility. RN #5 further stated
she want to the resident's room and he/she
informed her that the facility was not a prison, and
he/she could leave whenever he/she wanted to.
The resldent was agitated the remainder of the
night, and she called a family member to tell
him/her about the resident being upset and the
desire to leave. RN #5 further revealed if
Resident #10 were to unpliig the alarms, it should

F 279 | Continued From page 8 F 279
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be on his/her care plan. She stated she did not
look to see if the resident was care planned for
safety or behaviors, and staff who admitted the
resident usually tock care of it,
Review of Resident #10's care plans revealed
care plans for wandering, agitation, anxlousness,
combativeness, and confusion were not initiated
until 09/17/15, after the exit seeking behavlors,
comment, and the elopement
Interview with the Administrator, on 09/24/15 at
5:40 PM, revealed a care plan should have been
developed for Restdent #10 related to exit
seeking behaviors and comments; however, a
care plan was not developed for wandering and
behaviors until after the incident.
F 323| 483.25(h) FREE OF ACCIDENT F 323| F323 - Deficiency 483.25(h). Please see | 10/14/15
s5=p | HAZARDS/SUPERVISION/DEVICES altached Plan of Correction for

The facility must ensure that the residant
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervislon and assistance devices lo
prevent accldents.

This REQUIREMENT Is not met as evidenced
by:

Based an interview, record review, and review of
the facility's policy, it was determined the facility
falled to ensure each resident received adequate
supervision for one (1) resident, in the selected
sample of ten (10) residents (Resident #10), who
voiced his/her intent to leave the facility prior to
exiting the faciiity on 09/16/15, without staff's

Carreclive Action, Identification of Other
Residents, Measures to Ensure Will Not
Recur, and Monitoring. Detailed
information on pages 5 and 6.
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The findings incltde:

Review of the faclfity's policy entitled "Incident
and Accident Reporting”, revised 09/13, revealad
an Incident Is any event that disrupts or occurs
oulside of normal procedure. A delailed
investigation will be completed as oullined in the
policy "Abuse Investigalions®.

Review of the faciiity's policy entitled “Admission
Procedures", with an effective dale of 08/13,
ravealed the facility will admit only those residents
whose medical and nursing care needs can be
met, with the objectives of the admission - lo
admit residents who can be adequately cared for
by the facility.

Review of facility documentation, dated 09/23/15,
provided by the Administrator, revealed she was
unable to provide paolicies to address supervision,
monitoring the resident, behaviors, or security.

Closed record raview revealed the facility
admitted Resident #10, on 09/15/M15 at 2:30 PM,
with diagnoses to include Malaise and Fatigue,
Non-Insulin Dependent Diabetes Mellitus,
Prostate Cancer, Seasonal Allergies, Myecardial
infarction, Back Surgery with Placement of Rods
and Cage, Delusional Disorder, Pain Psychotic
Disorder, and Anxiety Disorder, Review of
Resident #10's Admission Assessment, dated
08/15/15, revealed the resident was alert and
ariented X3 with a normal affect. Review of the
five (5) day Minimum Dala Set (MDS), dated
09/20/15, revealed the resident required
supervision and limited assislance with activities

of daily living (ADLs). Thera was no gvidenca a
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Brief Interview Mental Status (BIMs) was
conducted on Resident #10. The resident was
discharged home on 09/20/15.

Review of the Long Term Care (LTC)
Pre-admission Form, undated, revealed Resident
#10 did not have any behavior Issues,

Record review revealed, on 09/15/15 at 6:53 PM,
the resident stated hefshe was going home, and
would return tomorrow. Further review revealed
the resident stated he/she could net spend
another night at the facllity and was going to call a
lawyer. Additional review revealed the resident
then mada a phane call to an unknown parson.

Review of a Behavior Symptoms form, dated
09/15/15 at 7:00 PM, revealed Resident #10
became angry, stating the facility was not a
prison, and wanted to call histher family.
Additional review of the nursing notes, dated
0915115 at 7:.00 PM, revealed Resident #10
wanted fo leave the facllity and go back home.
The resident told the staff the facility was nota
prison, and hefshe could leave if hefshe wanted
to leave,

Review of an assessment, dated 08/1615 at
11:24 AM, completed by Social Worker#1,
ravealed Resident #10 was alert with confusien at
times. Further review revealed he/she displayed
confuslon the previous evening, and during the
inlerview, became confused and frustrated trying
to recall what he/she wanted to say.

Review of the nursing notes, dated 09/16/15 at
4:38 PM, revealed Resident #10 wandered fo
histher roommate’s sida of the room and went
through some of hisfher roommate’s belongings.
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Further review revealed he/she was redirected by
staff, and the resident turned off the sensor alarm
and unplugged it Continuation of the nursing
noles revesied the resident was alert, confused,
and wandered in to other residents’ rooms.

Review of the nursing notes, dated 09/18/15 at
6:00 PM and 6:45 PM, revealed Resident #10's
niece was in the facility, and she approached staff
with a concern about the resident showing early
signs of Dementia ar Sundowners, with confusion
and disorientation as a new behavior.

Review af the nursing notes, daled 09/16/15 at
9:11 PM, revealed Resldent #10 was discovered
missing. Staff was called by Housekeeper #1
about a rasident being near the loading dock
behind the hospital. Review of the nursing notes
revealed Resident #10 was very vecal and
combative with facility staff, who called the
physician and family, related to him/her leaving
the facility through an exit door, which did not
have a functioning alarm.

Review of a summary of the Incldent, provided by
the facilily, revealed Reslident #10 was last seen
in the facility, on 09/18/15 at 7:45 PM, and
subsequently discovered to be missing.
Housekeeping called the floor at approximately
8:10 PM and notifled them of Resident #10's
locatlon, outside the facility by the loading docks.
The alarm at the back daor was delermined not
to be working appropriately at the lime of tha
resident’s exit.

interview with Certified Nurse Aide (CNA) #5, on
09724115 al 2:58 PM, revealed the [ast time she
observed Resident #10 was between 7:30 PM

and 8:00 PM in histher reom. The resident was

F 323
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getting up and down out of the chair, causing
his/her personal alarmi to go off. CNA #6 stated
afterward, she gatherad supplies, and vital signs
were done. She stated she came out of a room
with another CNA and they did not see Resident
#10 inthe hall, CNA#6 stated she opened the
exit door and called down the stairwell, but no
one answered. She stated the door alarm did not
sound when she opened the door. CNA#5
revealed Resident #10 was located by
Housekeepling, who revealed the resident was
autside the facility.

Interview with Housekeeper #1, on 08/23/15 at
1:45 PM, revealed he was emptying frash in a
dumpster behind the hospilal when he visualized-
an open back door, and Resldent #10 walked out
the door with hissher walker, Housekeeper #1
revealed Resident #10 stated his/her family called
and he/she needed to leave. Housekeeper #1
stated he teid the resident there was a busy’
streel, and it was not safe. He callad the LTC unit
and discovered they were missing a reslident, so
he stayed with the resident until LTC staff arrived.
Housekeeper #1 revealed Resident #10 was
combative, irying to go to the road.

Interview with Housekeeper #2, on 069/23/15 at
2:39 PM, revealed ha was behind the hospital by
the dumpster, and observed Resident #10
coming out the back door with a walker, weasdng
pajamas, and told the Housekeeper he/she was
going la the graveyard because it was hisfher
spouse's birthday. Housekeeper #2 stated he
explained to the resident about the busy road and
they needed to go in and call histher family;
howaver, Resident #10 was not cooperalive.
Housekeeper #2 revealed he notified the LTC unit
that Resident #10 was discovered outside the
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faciiity.

Interview with Licensed Practical Nurse {LPN) #3,
on 09/24/15 at 1:58 PM, revealed he was
informed by staff that Resident #10 was missing a
few minutes before 8:00 PM on 09/16/15.
Housekeeping had called around 8:00 PM and
notified the staff that Resident #10 was outside by
the loading dock. Resldent #10 was combative
and increasingly verbal. LEN #3 stated he did not
know If the resident had behaviors prior to this
incldent. He stated he did not hear any alarms
going off prior to the resident’s elopement, and o
his knowiedge, it was working properly. LPN #3
did not have any knowledge of the alarms being
checked daily by anyone. He revealed he did not
check It and was nol aware of any log related to
alarm checks. LPN #3 revealed he did not know
anything ahout Resident #10's care plans, or if
the resident had unplugged the alarms. He staled
a care plan should be initialed if a resldent is exit
seeking, has behaviors, Is confused or
combative.

Revilew of a Behavior Symploms form, dated
09/16/15 at 2:30 PM and 10:00 PM, and 08/17/15
at 6:00 AM, revealed the resident had behaviors
on and off during the shift. Medication was given
afler non-drug approaches were attempted, with
behaviors notated as "resident wandered outside,
became combative upon retumn o the facility, and
resident stated he/she was going to the graveyard
to see his/her spouse. The resident was easily
annoyed, fidgety/restiess, and had trouble
falling/staying asleep”.

Review of Resident #10's record revealed care
plans for wandering, agitation, anxiousness,
combativeness, and confusion were not initiated
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until 09717715, after the exit seeking behaviors,
hisfher comment, and the elopement on
0916/15.

Interview with Registered Nurse (RN) #5, on
00r24/15 at 9:42 AM, revealed, on 08/15/15
during shift report, 2 CNA reporied Resldent #10
had stated he/she was not going to stay at the
facility. RN #5 further stated she went to the
resident’s room and he/she Infermed her that the
facility was not a prison, and he/she could leave
whenever he/she wanted to. The residant was
agitated the remainder of the night, and she
called a family member $o tell him/her about the
resident being upset and the desire to leave. RN
#5 further revealed if Resident #10 ware to
unplug the alarms, It should be on his/her care
plan. She stated she did not ook to see if the
resident was care planned for safety or
behaviors, and staff who admitled the resident
usuatly took care of il. Further inlerview with RN
#5 ravealed the alarms were supposed o be on
all the doors; hawever, the slarms were not
working on the door where the resident exited.
The atarm was off and staft did not know hefshe
exiled the facility. RN #5 further stated the
alarms were supposed to be turned on to alert the
slaff.

Review of documentation provided by the
Administrator, daled 08/24/15, revealed a
wandering or elopement assessment was not
compieted on Resident #10 upon admission or
following the elopement incident.

Interview with the Administrator, on 09/24/15 at
5:40 PM and 6:40 PM, revealed a care plan
should have been developed for Resident #10
related to exit seeking behaviors and comments;
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however, a cara plan was not developed for
wandering and behavlors until after the incident.
The Administrator revealed she knew the
potential problem related to the door alarm
system not functioning properiy, and at this time,
there was no log to record the functioning of the
door alamm system,
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£225 Investigate/Report

1. Corrective action accomplished for Resident # 10
a. The LTC Administrator was able to verify that Resident # 10 was discharged from the Facility
prior to the completion of a thorough investigation of the resident’s elopement

b. The LTC Administrator verified that this discharge was requested by the family {See attachments
1,2&3)

c. In order to correct the deficient practice of an incomplete investigation, the LTC Administrator
reviewed and/or updated the following policies:

o "Abuse” {attachment# 4) — policy was reviewed to assure that the procedure identifies
all allegations shall be thoroughly investigated (section [} 4]

e “Admission Procedures” (attachment #5) - policy was reviewed to assure that residents
will be admitted as long as their nursing and medical needs can be met adequately by
the Facility {section #5)

e “Incident/Accident Reporting” (attachment #6) — policy was reviewed to assure that any
incident is thoroughly investigated (section 3.2) and revised to assure that guidelines are
established for the completion of the BIMS {section 3.2.1)

« “Abuse Investigations” (attachment #7) — policy was raviewed to address who is
designated to provide a complete and thorough investigation {section 3.2); define what
the investigation shall include and who shall be interviewed {section 4); specific
guidelines to follow when conducting interviews {section 5); and revised to assure that
guidelines are established for the completion of the BIMS {section 45.1)

2. dentification of Other Residents in the Facility

a. The Director of Nursing and/or designee completed an assessment on all residents in the Facility
— “Risk of Elopement/Wandering Review” (attachment #8)

b. The Director of staff Development added a section to the #Bedrail/Fall Assessment” to enquire
about a history of elopement or to indicate if family voices any concerns indicating the resident
may have wandering tendencies of try to leave (Attachment #9); answer of "yes” requires
interventions:

s Notify administrator and/or Director of Nursing

e Provide 15-30 minute checks with resident

s When necessary provide individual sitter until appropriate arrangements can be made
for safety of the resident

3. Measures in place 10 ensure deficient practice will not recur

a. The LTC Administrator and Director of Nursing completely reviewed and/or updated the
following policies:

e “Abuse” (attachment # 4) - policy was reviewed to assure that the procedure identifies
all allegations shall be thoroughly investigated (Section 1)

e "Admission procedures” {attachment #5) — policy was reviewed to assure that residents
will be admitted as long as their nursing and medical needs can be met adequately by the
Facility (statement #5)

« “incident/Accident Reporting” (attachment #6) — policy was reviewed to assure that any
incident is thoroughly investigated (section 3.2) and revised to assure that guidelines are
established for the completion of the BIMS [section 3.2.1)
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e “Abuse Investigations” (attachment #7) - policy was reviewed to address who is
designated to provide a complete and thorough investigation (section 3.2); define what
the investigation shall include and who shall be interviewed (section 4); specific
guidelines to follow when conducting interviews {section 5); and revised to assure that
guidelines are established for the completion of the BIMS (section 45.1)

o The Director of Nursing reviewed and adopted a tool from MED-Pass to use in assessing
all residents in the Facility — “Risk of Elopement/Wandering Review” (attachment #8);
(see instructions on “side one” for completion guidelines)

The Director of Staff Development added a section to the “Bedrail/Fall Assessment” to enquire
ahout a history of elopement or to indicate if family voices any concerns indicating the resident
may have wandering tendencies ar try to leave (attachment #9); answer of “yes” requires
interventions:

e Notify administrator and/or Director of Nursing

e Provide 15-30 minute checks with resident

e When necessary provide individual sitter until appropriate arrangements can be made

for safety of the resident

The Director of Staff Development provided staff education to all Long Term Care staff including
Administrative staff, RN, LPN, and CNA to review all measures in place to ensure this deficient
practice does not recur (attachment #10 & 11}
d.1. This education was provided face-to-face in an In-service setting

4. Monitoring actions to ensure that corrective actions are followed and the deficient practice does not

recur

d

The Director of Nursing or designee will complete a 100% audit of all new admissions through
review of the “Admission to-do checklist” — this was reviewed and revised to include the "Risk of
Elopement/Wandering Review (attachment #12)

The LTC Administrator and/or the Director of Nursing will complete a 100% audit of the
“Allegation of Abuse Checklist” — this was reviewed and revised to include identification of all
individuals to be reviewed during the investigation {attachment #13)

The Director of Nursing or designee will complete a 100% audit of all residents identified at risk
for wandering or elopement through review of the “Wandering/Elopement Risk Procedure”
checklist — this was developed to include information related to completion of the
Elopement/wandering Review and the BIMS interview {attachment #14)

All audits will be filed in the Director of Nursing office

5. Date of completion 10/14/15
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F279 Develop Comprehensive Care Plans

1. Corrective action accomplished for Resident #10
a. The LTC Administrator was able to verify that a care plan was developed for Resident #10to

address behavior/wandering issues (attachment #15)
The LTC Administrator was able to verify that this was not addressed timely

c. Inorder to correct the deficient practice of not assuring the development of an appropriate care
plan, the LTC Administrator and the Director of Nursing reviewed and/or updated the following
policies:

e “Admitting a Resident to LTC” {attachment #16) — policy was reviewed to assure that
nurse’s notes and assessments upon admission reflect all appropriate data {section #1)

» “Assignment of Residents for Nursing Care” (attachment #17) — policy was reviewed to
assure that ali identified resident needs are assigned appropriately with specific
interventions (sections 1 & 3)

»  “Wandering, Unsafe Resident” (attachment #18) ~ policy was reviewed and revised to
assure that guidelines are present for appropriate development of a specific care plan;
completion of BIMS; documentation (sections 1 (2}; 1; VI

e “Care Plans — Preliminary” (attachment #19) — policy was reviewed and updated to
include development of a care plan following an incident/accident (section 3}

e "Care Plans Comprehensive” {attachment # 20) - policy was reviewed to assure the
development of a comprehensive care plan

2. |dentification of other residents in the Facility

a. The Director of Nursing and/or designee completed an assessment on all residents in the Facility
- "Risk of Elopement/Wandering Review" {attachment #8)

e 2 residents were identified at risk {attachments #21 & 22)

e Appropriate care plans were developed {attachments #23 & 24)

b. The Director of Staff Development added a cection to the “Bedrail/Fall Assessment” to enquire
about a history of elopement or to indicate if family voices any concerns indicating the resident
may have wandering tendencies or try 10 leave (Attachment #9); answer of “yes” requires
interventions:

s Notify administrator and/or Director of Nursing

s Provide 15-30 minute checks with resident

e When necessary provide individual sitter until appropriate arrangements can be made
for safety of the resident

3. Measures in place to ensure deficient practice will_not recur

a. The LTC Administrator and the Director of Nursing reviewed and/or updated the following
policies:

« “Admitting a Resident to LTC” (attachment #16) — policy was reviewed to assure that
nurse’s notes and assessments upon admission reflect all appropriate data {sectian H1)

e "Assignment of Residents for Nursing Care” (attachment #17) - policy was reviewed to
assure that all identified resident needs are assigned appropriately with specific
interventions (sections 1 & 3)
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e “Wandering, Unsafe Resident” (attachment #18) - policy was reviewed and revised to
assure that guidelines are present for appropriate development of a specific care plan;
completion of 8IMS; documentation (sections | (2); 1; VI

e “Care Plans — Preliminary” (attachment #19) ~ policy was reviewed and updated to
include development of a care plan following an incident/accident (section 3)

e *“Care Plans Comprehensive” (attachment # 20) — policy was reviewed to assure the
development of a comprehensive care plan

b. The Director of Staff Development provided staff education to all Long Term Care staff including
Administrative staff, RN, LPN, and CNA to review all measures in place to ensure this deficient
practice does not recur (attachments #10 &11)

b.1. This education was provided face-to-face in an In-service setting
4. Monitoring actions to ensure that corrective actigns are followed and the deficient practice does not
recus

a. The Director of Nursing or designee will complete a 100% audit of all new admissions through
review of the “Admission to-do checklist” — this was reviewed and revised to include the "Risk of
Elopement/Wandering Review (attachment #12)

b. The Director of Nursing or designee will complete a 100% audit of all residents identified at risk
for wandering or elopement through review of the “Wandering/Elopement Risk Procedure”
checklist — this was developed to include information related to com pletion of the
Elopement/wandering Review and the BIMS interview (attachment #14)

c. Al audits will be filed in the Director of Nursing office

5. Date of campletion 10/14/15
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F323

Free of Accidents Hazards/Supervision/Devices

1. Corrective action accomplished for Resident #10

d,

The LTC Administrator was able to verify that adequate supervision and alarm devices were not
in place prior to the discharge of Resident #10.

The Director of Plant Operations ordered a part to repair the alarm system (attachment #25)
The Director of Plant Operations or designee repaired the alarm system (attachment #26)

In order to correct the deficient practice with inadequate supervision and safety alarm system,
the LTC Administrator and Director of Nursing reviewed, updated or wrote the following
policies:

» “Incident/Accident Reporting” {Attachment #6) - policy was reviewed to assure that any
incident is thoroughly investigated (section 3.2) and revised to assure that guidelines are
established for the completion of the BIMS {section 3.2.1)

o “Abuse” (attachment # 4) — policy was reviewed to assure that the procedure identifies
all allegations shall be thoroughly investigated (Section )

s “Admission Procedures” (Attachment #5) - policy was reviewed to assure that residents
will be admitted as long as their nursing and medical needs can be met adequately by
the Facility {section #5)

e *“Care Plans - Preliminary” (attachment #19} — policy was reviewed and updated to
include development of a care plan following an incident/accident (section 3)

« “Care Plans Comprehensive” {attachment # 20} — policy was reviewed to assure the
development of a comprehensive care plan

e “Supervision/Monitoring of the Resident with Behaviors” (attachment # 27) — policy was
developed to outline detailed monitoring needed to assure safety of the resident
(Identification — section #2) and include guidelines for the door alarm system (Door
Alarm Checks — section #1}

2. Identification of ather residents in the Facility

a.

h.

The LTC Administrator was able to identify that all residents in the facility had the potential to
be affected by this deficient practice
The Director of Nursing and/or designee completed an assessment on all residents in the Facility
- “Risk of Elopement/Wandering Review” {Attachment #8)

s 2 residents were identified at risk (attachments #21 & 22)

» Appropriate care plans were developed (attachments #23 & 24)
The Director of Staff Development added a section to the “Bedrail/Fall Assessment” ta enquire
about a history of elopement or to indicate if family voices any concerns indicating the resident
may have wandering tendencies or try to leave (Attachment #9); answer of “yes” requires
interventions:

» Notify administrator and/or Director of Nursing

e Provide 15-30 minute checks with resident

« When necessary provide individual sitter until appropriate arrangements can be made

for safety of the resident

3. Measures in place to ensure deficient practice will not recur

|5
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a. The LTC Administrator and Director of Nursing reviewed, updated or wrote the following
policies:

o “Incident/Accident Reporting” (Attachment #6) — policy was reviewed to assure that any
incident is thoroughly investigated {section 3.2) and revised to assure that guidelines are
established for the completion of the BIMS (section 3.2.1)

e “Abuse” (attachment # 4) — policy was reviewed to assure that the procedure identifies
all allegations shall be thoroughly investigated (Section IX}

» “Admission Procedures” (Attachment #5) — policy was reviewed to assure that residents
will be admitted as long as their nursing and medical needs can be met adequately by
the Facility (section 45)

e “Care Plans - Preliminary” (attachment #19) — policy was reviewed and updated to
include development of a care plan following an incident/accident (section 3)

+ "Care Plans Comprehensive” (attachment # 20) — policy was reviewed to assure the
development of a comprehensive care plan

e “Supervision/Monitoring of the Resident with Behaviors” (attachment # 27) - policy was
developed to outline detailed monitoring needed to assure safety of the resident
(Identification — section #2) and include guidelines for the door alarm system {Door
Alarm Checks — section #1)

The Director of Plant Operations ordered a part to repair the alarm system (attachment #25)
The Director of Plant Operations or designee repaired the alarm system {attachment #26)

d. The Director of Nursing developed a “Alarm Log Sheet” to document correct functioning of the
alarm system by the charge nurse each shift (attachment #28)

e. The Director of Staff Development provided staff education to all Long Term Care staff including
Administrative staff, RN, LPN, and CNA to review all measures in place to ensure this deficient
practice does not recur {attachments #10 & 11)

e.1. This education was provided face-to-face in an In-service settingt

f. Al OHMCH employees were instructed via email related to the alarm system for LTC
{attachment #29)

4. Monitoring actions to ensure that carrective actions are followed and the deficient practice does not

Tecur

a. The Director of Nursing or designee will complete an audit of the “Alarm Log Sheet” weekly

b. Al audits will be filed in the Director of Nursing office

5. Date of completion 10/14/15

0o
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K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a) I,
BUILDING: 01.
PLAN APPROVAL: 1966 NS
: ‘ V‘"G?.GE“\
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: Two (2) stories, Type I
(222).

SMOKE COMPARTMENTS: Six (6) smoke
compartments,

FIRE ALARM: Complete fire alarm system
installed in 1967, and upgraded in 1984 with 191
smoke detectors and 14 heat detectors.

SPRINKLER SYSTEM: Complete automatic wet
sprinkler system installed In 1998,

GENERATOR: Type | generator Installed in 1984,
Fuel source is Diesel,

A standard Life Safety Code Survey was
conducted on 09/23/15. The facility was found not
to be in compliance with the requirements for
participation in Medicare and Medicaid. The
facliity is certified for forty-five (45) beds with a
census of thirty-three (33) on the day of the
susvey.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
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following the date of survay whelher or nol a plan of corrediian is provided. For nursing homes, the above findings and plans of comection are disclosebls 14
days fallowing the dale Ihese documents are mads availabls to the facliity. If deficiencies are ciled, an approved plan of correction is requisits to continued
program pariicipation,
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K 000 | Continued From page 1 K 000
Fire}.
Deficiencies wera cited with the highest
deficiency identified at "F" leve!.
K 061 | NFPA 101 LIFE SAFETY CODE STANDARD K 061| KOE1 - Deficiency NFPA 101. Please 11/09/15
S8=F . see attached Plan of Correction for
Required aulomatic sprinkler systems have Corrective Action, Identification of ail to

valves supervised so that at least a local alarm
will sound when the valves are closed.  NFPA be Affected, Measures to Ensure Does
72,8.7.2.1 Not Continue, and Monitoring. Detailed

inforrnation on page 7.

This STANDARD (s not met as evidenced by:
Based on obsesvation and inlerview, the facility
failed fo ensure the building fire sprinkler system

was maintained as required by National Fire
Protection Assocliation (NFPA) standards. This
deficient practice affected six (6) of six {(6) smoke
compariments, staff, and all the rasidents. The
facility has the capacity for 45 beds with a census
of 38 on the day of the survey.

The findings include:

Observation and interview, on 08/23/15 at 10:00
AM, with the Director of Maintenance ravealed a
valve in an outside pit which controls water flow to
the facility's sprinkler system was observed not to
be electronically supervised as required. This
device alerts staff, by way of an alarm inside the
facility, in case the water flow to the facifity's
sprinkler system is turned off,

Interview with the Director of Maintenance, on
09/23/15 at 10:00 AM, revealed he was not aware
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K 061 | Centinued From page 2 K 061
the valve was required to be electronically
supervised,

The findings were revealed to the Administratar
upon exit on 09/23/15.

Reference: NFPA 101 (2000 Edition),

9.7.2.1" Supervisory Signals.

Where supervised automatic sprinkler systems
are required by another section of this Code,
supervisory attachmants shall be installed and
monitored for Integrity in accordance with NFPA
72, National Fire Alarm Code, and a distinctive
supervisory signal shall be provided to indicate a
condition that would impair the salisfactory
operation of the sprinkler system. Monitoring
shall include, but shall not be limited to,
monitoring of control valves, fire pump power
supplies and running conditions, water tank levels
and temperalures, tank pressure, and air
pressure on dry-pipe valves. Supervisory signals
shall sound and shall be displayed elther at a
lacation within the protected building that is
constanily etiended by qualified personnel or at
an approved, remolely localed receiving facifity.

Reference: NFPA 72 {1999 Edition).

3-83.3.32°

If a valve is installed in the connection between
an alarm-Initiating device intended to signal
activation of a fire suppression system and the
fire suppression system, the valve shall be
supervised in accordance with the requirements
of Chapter 2.

A-3-8.3.33.2
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Sealing or locking such a valve in the open
posltion, or removing the handle from tha valve,
does not meet the intent of the supervision
requirement.
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K061 Required automatic sprinkler systems have valves supervised

1. Corrective action taken
a. The Director of Plant Operations verified that he failed to assure the building fire sprinkler
system was maintained as required by National Fire Protection Association (NFPA) standards
b. The Director of Plant Operations by observation verified that the valve in an outside pit which
caontrols water flow to the facilities sprinkler system was not electronically supervised as
required
¢. The Director of Plant Operations contacted sprinkler service provider and electrical contractor
for quotations to install a Post Indicator Valve (PIV) Attachments #30 & 31)
d. OHMCH/LTC Administration approved the Capital Equipment Request to have the PIV installed
and tested {(attachment #32)
2. Identification of all to be affected
a. The Director of Plant Operations verified that this deficlency has the potential to affect all
residents in the facility
3. Measures in place to ensure deficient practice does not continue
a. The Director of Plant Operations contacted sprinkler service provider and electrical contractor
for quotations to install a Post Indicator Valve (PIV} Attachments #30 & 31)
b. OHMCH/LTC Administration approved the Capital Equipment Request to have the PIV installed
and tested (attachment #32)
4, Maonitoring actions to ensure compliance
a. The Director of Plant Operations will ensure the proper monitoring of the sprinkler water shut
off valve through required quarterly inspections performed by Pennyrile Fire Safety {attachment
#33)
b. Documentation will be filed in the Engineering office

5. Date of completion 11/9/15



