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F 000 INITIAL COMMENTS F 000 i e
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pereement with thin focts sd conclusions
—Amended— m ! Qyr Plan o
arrecl i

An abbraviated standard survey (KY22684, m noobyly §

KY22737) was initisted on 01/27/15 and 1 od to l with all 2 i

concluded on 02/06/115. KY22684 was st

unsubstantiated with unralated deficient practice

identifled at 42 CFR 483.13 Resldant Behavior F2ISE

and facllity Practices (F225) at a scope and 1) What correetive actlon will he 343-18

saverity of "E." KY22737 was substantiated and
Immediate Jeopardy was Idenlified on 01/28/15 at
42 CFR 483.20 Resldent Assessmeant (F282) and
42 CFR 483.25 Quality of Cave (F323) at a scope
and severity of "J" with Substandard Quality of
Care at 42 CFR 483.25 Qualily of Care (F323).
Immediatle Jeoperdy was delermmined {o exist on
01/21/15. The facility was natified of the
Immediate Jeoperdy on 01/28/15,

On 01/21/18, Resident #1 exited from the faclity
without staff knowiledge and was discovered by
facility staff when a staff member exited the
building to go on a routine break. Although the
faciiity had identified Resident #1 to be al risk for
elopement and implemenied visual checks every
15 minutes and redirection as needed to ensure
the resident’s safety, the facility failed 1o provide
the visual checks and radiraction as required.

Additionally, the facliity failed 1o ansure the exit
doors ware maintained in working order lo
minimize the sk of residants exiting the facility
without steff knowladge. Although nine nursing
slafl members were working on 01721/15 at the
time Resident #1 axited the faclity, only
Registered Nurse (RN) #3 heard the emergency
exit door alarm on the Unit 100 Hallway. RN #3
describad the alarm as "faint” and at first

accomplished for thase residents found to
have been aiffecied by the deflclent
practice:

Resident A= 9/80714 Misplaced eyceglasses
and remaote conteal, licms were replaced
by the Mncility,

Resident B- 10/6/14- Resident's "twenty
one dollars” was Incaled on unit and
returned, Resident dechines to secure
sttty §n Lock Box ar place In Pt Trust
when offered.

1177714 Sume resident with "fifteen
dollars™ misplaced from her blue change
purse, Facility nnabic in locute and
replaced "Mifteen dollars” and Lock

Box provided.

Resident C- 10/23/14- Restdent with
mtisplaced coal, gloves, snd hat, Resident
indicwicd she hiad 3 UK Heospltal, Unable
to locate and facility replaced.

Resident D- 1 1/1/14- Resident with
misplaced pink swentshirt was repluced.

1273714 Resident #3- with missing blanket-
Discussion held with family and declined
1o have resient’s blankel replaced.

OIG made aware of all above upon
Internnl Investigntlon beglnniag 12715
und ended ow 26715,

Adult Protective Services was natificd of
oll ahove on J2ALS,
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Any deficiancy siatement ending with an asterisk {*) denctaa a daficisncy wh ch tha instilution may be excused from correcling providing it la determined that
othar safeguards provide sufficient protaction 1o the palients . (Sea insiructiona.) Except for nursing homas, the findings staled sbava ure disclosabile 90 days
fallowing the data of survey whather or not a plan of comrection is pravided, For nursing homaes, the above findinigs and plans of correction are disclesable 14
days fallowing tha date these documants are made availeble to the fackity  If deficiencias are cried, an approved plan of corraction is requisite lo continuad
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FO00 Continued From page 1 F 000 1) Address how she facility will idensify
perceivad the alarm lo be an intravancus pump uther residents having the potential to be
(V) alarem sounding. Observations of the exit afTeeted by the same deficicnt practice:
daor alarm sounding on 01/27/15 revealed th'a Intervicws were conducicd for all current
alarm was not audibie at the Unit 100 Nurses intervicwable residents heginning 2/18/15
Station or at tha Unit 300 Nurses’ Station. and compleied on 2725/15 by the
Nepartment Managers. These interviews
A partial extended survey was conducted on consist of questions a'nmuml Abuse/Negleet,
Missing items, cfc. No concerns were
02/05-06/15. An acceplable Allegation of identificd during these interviews.
Compfiance was received on 02/04/15 which
alieged removal of the Immediate Jecpardy on Interviews were cenducted for all cureent
noo-intervicwable restdents beginning on
02/04/15. The State Survey Agency detarmined 30015 and compleled on /15 by
ihe Immediate Jsopardy was removed on contacting the resident's families, These
02/04/15 as afleged, which lowered the scope interviews consist of questions around
and severity ta "D at 42 CFR 483,20 Resident Abuse/Neglect, Missing items, cée. No
Assessment (F282) and 42 CFR 483.25 Quallty conceens wers entified during these
of Cars (F323) while the faciiity monitors the
effectiveness of systemic changes and quality 3} Address W'“‘: sasures ““:: be pat into
place o systemic changes made to ensure
assurance activilles. that the deficient practice will not recurs
F 225 483,13(c)(1)(W-(i), (c}(2) - (4) F 225
ss=g INVESTIGATE/REPORT Redn-services Initlnied uul:llwlls and
completed un 226/15 as relnics to
ALLEGATIONS/NDIVIDUALS Abuse/Neplect, Misappropriation of
resldent property, cte., io Goliden Living
The facility must nol employ individusis who have stafl (o Intlude Administrator 1o Include
been found guilty of abusing, neglacting, or Acgis Theeapy Stafl, and 1CS Stafl.,
mistreating residents by a court of law; or have
fte-To-services initiuted on 2724/15 ond
had a finding entered into the State nurse aide completed nn 226/15 un the Grigvance
registry conceming abusa, neglect, mistreatment Process to Golden Living Nurses, and
of rasidents or misappropriation of their properly; Department Monagers in inelude
and report any knowledge it has of actions by a oLl
courtofaw againt an empoyee, wich wouid e i
indicate unfilness for service &s a nurse aide or Grievance Form.
olher facility staff to the State nurse aide repistry The staff memher will complete Grievance
or licansing authorities, Forms ance mode aware of any sllegniion.
The ED/DNS/Mesignee will be notified of
he Gri for lollo 0 the 1 {
The faciiity must ensure that all alleged violations e
involving mistreatment, neglect, or abuse, ‘Fhie ED will casure all allegations nre then
including Injuries of unknown source and reparted to the state agencics as reyquired r
misappropriation of residani property are reported accarding o the regulations, 2131
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F 225 Continued From page 2 F 225 The ED/DNS/ADNS/Sockal
immediatety to the administrator of the facility and Sesi'vh"r:lm:a:fm wf:l liﬂmllil:f Grimﬁ:’
1o other officials in accordance with Slate iaw ta jnclude fullaw up tu include o comple
|
through established pracedures (including fo the ﬂ"c‘:f,'zpﬁﬁlﬁ‘:.:':;“d SRAUTE [FANS Gre
State survey and certification agency). The ED will review and discuss all
Grievances during the daily morning
The facility must have evidsnce that ali alleged :':;;“;ﬁ:; cnsure follow up has been
violations are Ihoroughly investigated, and must pietesl.
pravant further polential abuse whiie the AN InvestigutGons such as, AbusefNegeet,
investigation Is in progress, Misappropriotion of resident progerty
will he conducted by the
EDVDNS/ADNS/Desigaee.
The resulis of ali investigations must be reporied The ED wifl be responsible 10 ensure all
to the administrator or his designated allegations as ubove are repuried 1o the
representative and to other officials in accordance State Agencies a3 required by the
with State law (including to the Slate survey and Regulations withi 24 haurs afthe fone 1o
made aware ol 14
certification agency) within 5 working days of the Wicantlons. Tie DNS/ADNS/Desigace will
incident, and if the aliegad violation Is verified cnsore all alcpations ns nbove are
appropriale corraciive action must be laken. reported to the State Agencics In the
absence of the ED.
All Investigations as shove will he
repurted by the ED/DNS/Designee to the
State Agency within the aliotted time
This REQUIREMENT is not met as evidenced frome natcd o8 per regulations inisinlly
by: and upon completion of the fucllity's
Based on interview, record review, and a review investigatiod.
of the facility’s policy it was detanmined the facillty 4) Inddicate how the facility plans to
falled to ansura alleged violalions of monifor its performance to easure thet
misappropriation of resident property were salutions ore sustained; and
reported immediately Lo slate agencies in Al Grievances/investigations will be
accordance with state law for one (1) of six (6} reviewed o ensure all allegations have
sampled residents (Resident #3) and four (4} heen repuricd ta state agencies os nceded
unsamplad residenis (Rasidents A, B, C, and D). to include follow up with resolution o
during the monthly Quality Assurance
Mecting.
Raview of the faciiity's grisvance log revealed Process Impravement decling
incldents of possibie ailegations of e
misappropriation of residents’ property were not Dutc af Compliance 3/13/15 ENcH B
raported to the Stale Survey end Certification
agency as required. Allhough the grievance iog
identifiad that severai aricles of clothing and
personal belongings were reporied missing such
as a coal, gioves, and eyegiasses, tha
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F 225 Conlinued From pegs 3

Administrator slaled the missing tems weare not
reported as possible misappropriation of resident
properly bacause they wera "not of significant
monetery valua.”

The findings inciude:

Reviaw of the facility's policy litlad "Reporting and
Investigation of Alleged Vioiations of Fedesal and
State Laws involving Mistreatment, Negiect,
Abuse, injuries of Unknown Source and
Misappropriation of Resident's Property,” last
ravised 10/24/13, reveaied ol alleged viclations
which involved mistreatment, neglect, abuse,
Injuries of unknown origin, and misappropriaion
of resident property wauld be reported to state
agencies in accordance with axisting state laws,

1. Reviaw of a grievance form for Resident A,
dated 08/10/14, ravesied tha resident's
ayeglassas and remole control were miasing.
Further review ravealad the resident's property
was never iocaled. However, facllity staff
replaced the ltems.

2. Review of a grievance form for Resident 8,
dated 10/06/14, revesled the resident had
"misplaced" twenly-one dollers, Further review
revealed the resident's missing money was later
localed and retumed to the residant. Another
grievance form for Resident B daled 11/07/14
revesled he/she was missing fifteen doliars.
Continued raview raveaied the resident's missing
money was never iocated, but was replaced by
ihe facility.

3. Review of a grievance form for Resident C,
dated 10/23/14, revealed the residant reported to
staff that he/she was unable {o iocate a winter

F 225
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F 225 Continued From page 4 F 225
coat, glovas, and a hat. Further review ravealsd
the resident's property was naver located, but
was raplaced by the facility.
4. Review of a grievance form for Resident D,
dated 11/01/14, ravaalad the residant reported to
staff that he/sha was unabie to locats a pink
swealtshirt. Continued review revealed the
resident’s property was naever Iocatad, but was
replaced by the facliity.
5. Review of a grievanca form for Residant #3,
datad 12/03/14, ravealed the resident’s personal
blanket was missing. Tha form revealed the
reskiant's property was never located and had not Prepacatin 2 M‘I:"s md
implemeniativg of ibis plan of carrecqinn
besn replacad by thae facility. D amth T arveglin
[4i] nclusiops
An intarviaw with the Facility’'s Administrator on set B s P
01/27/15 at 6:50 PM revealed he reviewed and Correction is pregared und executed usn
was responsible for reporting all allagations of mean {o continynuly jmprove (he quality
misapprapristion of resident proparty to state n%”—“’g‘mi:‘ﬁ{—'ﬁ:“m”!
sgencies, Conlinued interview ravealad ha had
not reported the allegations of misappropriation of
property for Resident #3 and Residents A, B, C, F313 DNVF282D
and D becauss the items had been replaced or
were not of significant monstary value, 1) What corrective action will be
F282 483.20(k)3){i) SERVICES BY QUALIFIED Fasp  accomplished for those residents
gs=y PERSONS/PER CARE PLAN found to hove been affected by
the deficient practice:
The services provided or arranged by the facility
must ba provided by quatified persans in Residert #1 was returncd safely to the Living
accordance with each resident's written plan of ge::er by 20 Wing stafl- Charge Nurse and
m. (A L 1
3) 1/21/15- nn assessment was compleled o rule
out injury, including vitnl signs by the 200 Wing
This REQUIREMENT i3 not met as svidenced Charpe Nurse.
. . 4} 1221/15-Fuclity heait connt was eompleied fo
Based on abservation, interview, record review, a:l residents un llyi 3 units by Charge Nl:lnrs. for
FORM CM3-256T{02-99) Pravicus Versions Otsolets Event I, 16701 Faciity ID. 100290 Il continuation sheat Pags 5 of 80
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F 262 Continusd From page 5 F282  5) 121/15- Immediate Investigniinn was nltinted

raview of the facility's investigation, and raviaw of
the facility’s policies, it was dstarmined the facility
failed to ansure servicas were provided in
accardance with each resident's written plan of
care for ona (1) of six (8) sampled residsnts
(Residant #1). Reviaw of Resident #1's
Comprahansiva Care Flan effactive 01/21/15,
ravealed the facility had assessed Resident #1 as
belng at risk for wandaring and elopament and
hed Initated lnterventions induding 15-minute
viaual chacks and providing rediraction as
needed. However, on 01/21/15, staff failed to
parform the visual checks as required and
although at least thraa (3) stalf members were
awara Residant #1 was wandering around the
facility and off his/her unit, staff falled to provide
the resident with the required redirection. (Refer
fo F323))

On 01/21/15, Residant #1 exited the facility
without staff knowlsdge. Resident#1 was
discovered by a staff member, who was exiting
the facility 10 go on break, at approximately 3:24
AM. Resident #1 was outside the facllity in a
wheelchair unattendad In tha parking ot adjacent
1o the facility's breezeway. Review of archived
weather racords revaslad on 01/21/15, at 3:15
AM, the temparstura in the vicinity of the facility
was 41 degreas Fahrenheit with a wind chill index
of 35 degraes Fahranhsit. The resident was
waearing a polyastar dress with tall socks and
loafar-style shoes and a jarsey cardigan with a
sweatshirt-typa lining, Staff assistad Resident #1
back into the facility and deisrmined the resident
had not sustained any injury.

The facility's fallure o have an effective systam in
place tn ansura [ntarventions on tha care plan
ware provided as raquired to prevent elopement

by ED/DNS.

6) 172415. Accutech Bracelet for Resident #1 was
cheched by 200 Wing Charge Nurse and
was working properly,

7} 1721/15- Resident #1 Cure Plan was reviewed
by IDT and updated to refleet current event.

i) 121/15. Maintenance Director checked all
door alarms, accolech system: all doors and
equipment were working correetly

M 1721/15- Family & MD were nalificd,
sitending Physiclan's PA visited resident
#1 on 1721715 with new orders nolcd
(EKG, chest Xray, and Labs which were
all \WWNL). Med voview conducied nnd new
med order nnted. Resident #1 was
currenlly on 15 minute checks ant the time
of evenl. Resident #1 visual chechs were
changed to every 10 minutes to include,
update to the care planfeare sheets. CNA
was assipned to complele 10 minute
checks. IF CNA was unabie lo complete
the 10 minute checks, charge nurse was
responsible. The (€ minates checks eoded
un 21255 when resident #l was
transferred to Epliraim McDowell
Reginnal Medicnl Center-Behaviornl
Management Unit. 200 wing Nurses ond
CNA's were educated on the changes to
the care plon/carc sheeis on 1/30/15 hy
IDT and Birector of Nursing.

272/15-Resident #1 was transporied, per order
from Dr, James, to Ephraim McDowell Regional
Medical Center-Behavioral Manngement Unit
the to increascd hehaviors with agilntion.
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F 282 Continued From page 8 F 282

placed residents at risk for elopamentin a
situation that is likely to cause sarious injury,
harm, impairment, or death to a resident.
immadiala Jaopardy was delermined to exist on
01/21/15 at 42 CFR 453.20 Residant Assessment
{F262) and 483.25 Quallty of Cara (F323) with
Substandard Quality of Care at 42 CFR 483,26
Quality of Care (F323). Tha faciiity was notifiad
of the Immediates Jecpardy on 01/28/15.

An accaptabls Allagation of Compliances was
raceived on 02/04/15 which alleged removal of
tha Immediata Jeopardy on 02/04/15, A partial
extended survay was conductad on 02/05-08/15.
The Stata Survey Agsncy determined tha
Immediate Jeopardy was removed on 02/04/15
as alleged, which lowered the scope and severity
to “D" at 42 CFR 483,20 Rasident Assassment
{(F282) and 42 CFR 483.25 Quality of Care
{F323) while the facility monitors the
effectiveness of systemic changes and quality
assurance activities.

Tha findings include:

Intarview with the Direclor of Nursing Services on
02/05/15 at 12:16 PM revealed the facility did not
have a policy and procedure ralated to the
davalopment of Comprahansive Care Plans; the
facility uliltzad the Resident Assessment
Instrument for guidance in completing resident
care plans.

Review of tha facility’s policy, "Elopement
Guidaline,” revisad 2013, revealed residents
assessad to be at risk for elopemant wouid be
reassessed querterly and s neaded. The policy
also stated the facility would implament a care
plan that addraased the resident’s potantigi to

Behaviors included: refusing care and
medication and physical behaviors towards staff.
When resldent #1 bs discharged fraom Ephrsim
McDowel) Regional Mcdical Center-Behaviorat
Monagement Unit and retusas o fochity, a
thorough asscssment, includiog elopement risk,
will be completed by Unit Manoger and reviewed
by DNS/ADNS.

2/10/15- Resident returned to the facility.
Resident was reassessed und nated fo conlinue to
be Risk for Elopement. The fullowing measures
were pul into place;

1) Muitiple med clinnges upon refurn 2)
Contiaued with Visual Checks, and Self release
sent belt alarm. Continue with diversional
acilvitics as prior to Hospiinlization.

2) Address how the facility will
identify other residents kaving
the potential to be affected by the
same deficient practice:

Immeuinic Actions:

130720115 All residents curreatly residing in the
focility were renssessed for clopement risk with
completion of the Elopement Section on the 24
Haur Clinical Assessment by the INTAacial
Services.

2) 1221115 The focllicy Elopement binders were
reviewed nnd updated if indiented by Suciol
Service Stalt. Onc additional resident way
identified and added to the Elopemen listing
acrording 1o Elopement Guldelines. Elopement
Blnders are current and np to date and this was
validaied by the DNS/ADNS oo 1721185,
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7282 Continued From page 7 F 282 3 172115 IDT/ADNS audited al) residents noted
wander or exit the facility, and the measures at Risk for Elopement and had the following
which would be taken to prevent rce;i:*\; l:nmpl::c:li: Cn?ﬁl‘l:':" (".'Z:'r:a f::lzellss.t .
A Docunteniatinn of Accutec
wandaring/slopemant. ensure praper lunctioning, battery checks. AN
. individual accutech devicesbiracelets/ings were
Raview of the facility's investigation initiatad on checked by the ADNS fur
01/21/15 ravealad at approximatsly 3:15 AM, stafi fanctioning/pincement/batierics 1721115,
observed an emergency sxit door to ba alaming 1722/15- Chare Nuru: will dﬂ:m:l“;m thlc l
2 nccutech bracelets are io place aml funciioning,
and sjar. xpmxima': lyf:“?ra mf:' utas later, I:m ak Nurses will document on the electronic MAR Q-
staff member exiled the facility for a routine shift. fn addition, Charge Narses on cach unit will
and d"?;?“d R“[dﬂim #11 ':::l?lda the f:‘dmy document weekly acculech battery cheeks to be
unsttandad in the parking lot adjacent to the placed on ihe clectranie MAR.
facility's breazeway. The facility's invastigation
dal."t{'“nod \ha rasidant had ;,:,y.md tha tt:gildlng 1728/15- Care sheet/Care plan training Initiated;
door located at the end and completed on 1720715 CNA3 will review core
from an emergency exit door localed 8 ol sheet every shifi te identily any resident for
of the Unit 100 second hallway, and traveled in clopement. The CNA eare sheets und aursing care
the whesichair approximately 155 fest to the area plans troining was conducted by the
whara the resident was found. 1IDT/ADNS/DCE/Mepartment Mannpers. This
training was to cnsure that CNA/Nurses are
sware of resident core needs. CNA's were srained
Raview of the mpdlcal record for R@idaﬂl ¥ on Care Sheets and Post Test compieted. Nurse's
""f;;;:g m‘;hmfnucli{u;dmm msu';‘"d’:::n? post test was over care sheets and care plans.
" . The assassed the res to be
an slopemsant risk on 12/07/12, and placed tha 4) 1721/15- Immediate Educating was inbtinied by
resident on visual chacks avery 30 minutes to the ED/DNS/ADNS/ADT/MCE on Elopement
ansure the resident's safaty and whereabouts. Guldelines, All Employees Includes: Dictary,
Huusckeeping (cantract services), Therapy,
Revisw of Resident #1's Comprehensive Care
Plan dated 01/15/15, revealed the facility had Hospice. (Sec Altached Elopement Guidelines).
identified that Resident #1 was sxhibiting Training campleted 1723/15. Employces will not
incraased restiessness, wandering about the work uatld recelving training.
tacility, going to exit doora and pushing on the
handls, trying to opan the doors, and making 5) 172L/15- The Activity Direclor conducted
statements about lsaving. As a result of the EZ}’:::::’::?:::L::::T i:lt:llf:l::: at Risk to
behavioral changas exhibited by Resident #1, the D i leted 1 T4 this review.
Care Pian directed staff to increass Rasidant #1's b Gl b it R
visual chacks to avery 15 minutes. The Care 6) 1/2172015- Contractor from Applicd Audio
Pian also statad staff should provide redlrection Visual was in the facllity to assess every doar.
to Resident #1 as needed. Review of Resident :"““'_‘"I'l" d"l"“'_""‘ ehecs l""::":"“:;’“ each
#1's Minimum Data Set (MDS) assessment n"m";;ﬂ';, ors were [ound I be workiag
complated on 01721716 revealed the facility '
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T 231 8 Charge Nuarses will document visunl
F 282 Continued From page 8 F282  checks every 30 minutes on residents that sre ol
assessad the residant {o have moderate cognitive risk for elopement. If the charge nurse is unahle
e wupervisor will be espassble for visual checks
nsible for visual chee
Slatus (BIMS) scars of 8. and documentation. Unit Managers will audlt
churge nurse's logs every 3 hours pee shilt, 203715
Obsarvation with Resldent #1 on 01/27/15, at All charge nurses were In-serviced by the
3:05 PM revealsd the residant was indepsndently .I:NSIADNSIM impariance of visual
mobite in 8 whealehair. ocumentstion: ln service completed on /372018,
Unit managers were in serviced by DNS/ADNS on
. reviewing charge nurse's logs every Jhra. This in-
Raview of tha facility's investigation and a written service was completed 23415, 16 unit managers
statement datad 01/21/15, signad by Certified sce coneerns with docomentatinn corrective
Nursing Assistant (CNA} #1, revealed the CNA, actlons will take place immediately io include re
who was assignad to cara for Resident #1 an educallan.d'l'llls Informatiun will be monitured
= and audited by 1the DNS aad/or lnuse
o:ﬁ"ﬂ: dur::g Twlf’-hm‘ ’ﬁggv:ad- R:"?;:lm Supervisor. During the week, the information will
whila the resident ssli-propaiiad in a whaeichalr be reviewed in clinical start up/murning
off Unit 200, where the resident reaided. CNA#1 managers meeting. On the weekends, the
wrols in the statemant, "l suspected (he/sha) information will be reviewed by the house
might try 1o leave tha facility.” However, CNA #1 supervisor mlfl reporied to the DNS/ADNS, if oy
failed to provide Resident #1 with redirection as concerns ore identificd in the docomentation, If
oy h resdont o fcre, e e R o Ty
resident unattended on Unit 100, Tha statement cducation. The dnta will be brought 1o QA weeldy
stated that CNA #1 retumed to Unit 200 and 10 be anulyzed, If trends are noted appropriste
informed Licensad Practical Nurse (LPN) #1 that action will be taken, such ns system revision and
Resident #1 was an Unit 100. The State Survey educstion or what Is deemed necessary, Staff
: members thut have not been In-serviced will ant
:‘93“'-7? was unabls to contact CNA #1 for an be alluwved to return to work until in-service (s
tarviaw. compleied.
Intsrviews with LPN #1 on 01/27/15, at 2:20 PM 8} - Contractor from Applicd Audin Visual was {n
and on 01/28/15, at 8:50 AM revealed she last the facillly to nssess every door. Visual and
obaarvad Residant #1 cn Unit 200 at operution checks were danc on each door- *all
approximately 3:00 AM; and at approximately duors were found to be worklng properly.
3:10 AM she rscognizad the resident was no
longer on the unit or within sight. LPN #1 stated
aha instrucied CNA #1 at that time to find 9) 1271S5. Applied Andin Visua) confractor
Resident #1 and retum the resident (o the unit 3 sdaldanal cewtoch equipment Did was
bafore the CNA left for her lunch brask. LPN #1 approved and equipment has been ordered 1o he
stated CNA #1 naver reportad 10 her that she had instabled on all doora that lead o the cutslde
observed Resident #1 on Unit 100, or that she perimeters thot give access (o off the property
suspected the residsnt would try 1o leave the grnul:lls nnd have the detayed emergency epress
facifity. unetion.
FORM CM3-25687{02-09) Previous Versions Obaolete Event 1D; 36701 Facilty ID: 100200 If continustion sheet Pege @ of 80




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 022X2015

FORM APPROVED
OME NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/ACUA X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
c
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CI7Y, STATE. OF CODE
108 HARMON HEXGHTS
GOLDEN LIVINGCENTER-8TANFORD STANFORD, KY
X4)10 SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION [ O]
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMMETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
282 The current alarm system includes Mag Locks
F Continued From page 8 F 282 and sccondory alarms, This doal alsrms system
is found on the doors at the end of 280 Wing door,
Interview with Ragistared Nursa (RN) #3 on smoking door by conference room, first end hall
01/27115, at 8:15 PM, revealed shs was assigned an 100 Wing, 2nd end hall on 100Wing, end ball
to Unit 300 for third shift on 01/21/15. RN #3
stated sha observed Resident #1 sell-propefling
in 8 whaalchair on Unit 100 attsmpting (0 enter a on 300 Wing, Dictary, Therapy door by the ramp
resident's room at approximataly 3:00 AM on {n the back aren of the building {new addition).
01/21/15. RN #3 stated sha radiracted Resident Secondary alarms cam be :enr:l n};:l nursing .
sintions and rooms on cach pnit. This wos teste
#1 out of the room, and then siarted the Unit 100 by posting sinff members on cach uait and by the
Nursa that the resident was on the unit and “io nurses stntlons and sounding the alarms. These
kesap an sys on {him/haer)." However, according sccondury alorms were originally installed as o
to RN #3 sha provided no further redirection or back up because they proditce a louder more
supervision for Resident #3. Jdistinctive sound that sravels a greater disiance.
‘The replucement of the secondary alarms
occurved on 1/29/15 Juce to an olarm test
An Interview was conducted on 01727/15, at 11:48 conducted by the ED sad Mainienance Direclor
AM with LPN #2, who was tha third shift nurse for on 172815, The sccondary nlarmas Installed on
Unit 100 an 01721/15. LPN #2 stated that RN #3 1729115 produce u louder more distincilve sound
had informed her thet Resident #1 was on the thon the original secoadary slarms, This winn '
tested by posting stall members on coch unit an
unit 8nd had bean radiractsd out of another by the nursing siatiors sad ronms on each wnlt.
resident's room. However, LPN #2 stated sha SislT wis educalcd and in serviced an how to
provided no further redirection or supsrvision for react do suunding alarms and potentinl
Resident #1 to ensure the residant's safaty and elupements on 1729115, { Elopement Guidelines).
shae did not notify the Unit 200 staff that Resident SialT must nitend training belore retuening to
#1 was on Unit 100, LPN #2 stated she was work.
. Fruining/Education included
ﬂwa_m that Residant #1 was at risk for elopement, .\ctlvnllgl;’umtm:ﬂvallon af Secondary Alarms on
but it was not unusual to ohsarve Resident #1 to 1130715, Stall must be trained before ecturning (o
be indepandently mobils in the wheselchair work,
throughout tha facllity. 1, Al stafT will respond immedintely 1o any
sounding alarms. i . .
- " 1. Door slarm should remain sonnding and not
Review of the "Visual Checks" documantation for turned ofT 3o udditions) stall cun render bekp.
Resident #1 datad 01/21/15, revaaled the visual
check required for Resident #1 ot 3:15 AM had
not been conducted. Intefviews with LPN #1 on
01727115, at 2:20 PM and on 01/28/15, at 8:50
AM ravealad she had conductad the visuai
checks for Resident #1 throughout the shift
bacause tha rasident had been with har. LPN #1
statad when sha realized Resident #1 was no
longer visibla at approximately 3:10 AM, sha
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F 282 ' Continuad From page 10 F282  wIAT TO DO WHEN ALARM SOUNDING:

instructad CNA #1 to “find” tha resident, but CNA
#1 failed to locate tha rasident as LPN #1 hed
instructed her to do. LPN #1 siatad she last
visualized Rasidant #1.at approximataly 3:00 AM,
and did nol observa the resident again until she
was discoverad outside the facility unattended at
approximsataly 3:24 AM.

Intarview wilh tha Executiva Director and Director
of Nursing Servicas on 01/28/15, at 10:55 AM,
revaaled tha facility's investigation had identified
that facliity staff did not provide Resident #1 with
the supervision and redirsction requinad In
accordance with tha rasident’s plan of care on
01/21115.

**Tha facility provided an accaptabla Allagation of
Complianca (AQC) on 02/04/15. The facility
implemanted the following actions to remove the
Immeadiats Jecpardy:

1) Resident #1 was found outside of the facility at
epproximately 3:24 AM on 01/21/15, Resident #1
was aasisted back into the fadility safely. The
Charge Nurse complated an assessment to rule
out injury, inciuding obialning vital signs.

2) A head count was completed on 01/21/15 for
all residents on all threa uniis by the Charge
Nurses. All residents were accounted for at that
time.

3} The Exscutiva Director and Direclor of Nursing
Services immediately initisted an investigation of
Residant #1's slopement.

4) The Accutach Bracelet wom by Rasidant #1

was checked by ths Charge Nurse and was found

to ba working proparly when the resident was

« GO TO DOOR TIHAT (5 ALARMING
AND Do THE OUTSIDE
PERIMETER CHECK -

= IF NO RESIDENT 1S NOTED TO BE
OUTSIDE- GO BACK INSIDE THE
DAOR-

«  DEACTIVATE THE ALARM- PAGE
*GOLDEN ALERT"

« THIS ALERTS TIE UNITS TO
CONDUCT A UEAD COUNT FOR
ALL RESIDENTS.

e IF ALL  RESIDENTS  ARE
ACCOUNTED FOR TUHEN PAGE
“ALL CLEAR"

« iF A RESIDENT IS *“MISSING"

IMMEDIATELY PAGE "GOLDEN
ALERT AND ANNOUNCE THE
ROOM NUMBER.” THIS ALERTS
ALL STAFF THERE IS A "MISSING
RESIDENT."

« IF A RESIDENT 1§ “MISSING"
TIIEEN FOLLOW TIIE FACILITY

ELOPEMENT GUIDELINE
LOCATED IN THE ELOPEMENT
BOOK.

1723115 Daor starm checks/drills conducted every
hour fur 24 haurs by Maointcnance Directar, Logs
were nudited by the ED.

172415 Door Alarm Drills conduncted every shil
Monilay thru Friday by Maintenaance Director.
Daily door chechis will continoe to be completed
by Muintenance Dircctor and/or ED. Logs will he
audited by ED duily Moaday = Friday and by the
Ilouse Supervisor on Saturday and Sundsy.
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Alarm Joar dellls have been contdueled stariing
F 282 Continued From page 11 F 282

raturmed insida the facility on 01/21/15.

5) On 01721115, the Intsrdiaciplinary Team
reviewed Resident #1's Care Plan which was
updated to raflact the resident's elopament on
01/2115.

8) The Maintenanca Director chacked all door
alarms and tha Accutach system on 01/21/15. All
doors and equipmant were found to be operating
corractly.

7) Residant #1's family and physician wam
notified of Residant #1's elopement on 01/21/15.

8) The attending Physician Assistant visited
Raaident #1 on 01/21/15 and wrote orders for
Resident #1 to have an schocardiogram
parformed, a chest x-ray, and laboratory tests
completad.

0) A medication ravisw was conducted for
Resident #1 on 01/21/15 by the facllity's
consulting pharmaciat and new medications ware
ordered by the physician.

10) Resident #1 was on visual chacks avery 15
minutes at the time tha resident sloped from the
facifity. Resident #1's visual chacks were
incransed to every 10 minutes on 01/30/15.

11) Resident #1's Comprahensive Cara Plan and
Caertified Nursing Assistant Care Shaets wera
up<dated to reflect the 10-minute visual chacks
implamentad on 01/30/15 for Resident #1.

12) Certified Nuraing Assistants wars assigned 1o
complate the 10-minute visual checks for
Rasidant #1. If a Cartified Nursing Assistant was

1721715 and are on-golng Q shife by Mointenance
Director. Atarm door drills will include how to
react (o o sounding door abarm. Deor alarm drills
conslst of placing s(0{T members on eacl unit and
at each aurses station. The Malntenance Direetor
activates an alarm ot a specific door. Employces
answering the nlarm are Gued by how long it
talics them from the ttme the alorm susads until
they get to the door, Employecs that do nat
answer the olarm are immediately re-cducated on
the correet procedure when a dooe otarm Is
astivaicd. Alarm doar drills were eompleted on
1728/18.

1729115 Door Alarm Drilts snd Door Checks wilt
be conducted on Saturdays and Sundays every
shil by the Manager an Duty and/or the House
Supervisor,

1229/15 Doar Check tralning was ulso provided 1o
ol stall by Maintenance Director which covered
Activatinp/Deactivating seeondary nlarms, How
to perform door checks on Maglocks/Acculech
doors, ED will sudit weckend chechs every
Maomilay,

The Executive Dircctor Is responsible to ensure
QAP mectings are held.

1/30/05- 15t week QAP meetlng held post
Elopement Event, Reviewed ADIFOC Plons,
Coatinue to fallow plans. Dr. Miiler present.
Plans reviewed with no new recommendatinags.
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unable to completa the 10-minute visual checks, 1) Address what measures will be put into
the Cherge Nurse would than complale the visual place or systemic changes made {o ensure
checks for Resident #1, Nursas and CNAs were that the deficient practice wiill not recur:
educated on the changes fo the cere plan/care
sheats on 01/30/15 by the Interdisciplinary Tesm §) Resitlents will continue 1o be assessed and
and Director of Nursing Services. angolng at 8 mininum of New
admissionircadmissions, Quarierly, upon
13) Resident #1 was transferred 1o a behavioral significnut change, and sanually for risk for
it on O202H5 clopement by campletion ou the twenty four huur
uniton . clinleal assessment by the Charpe
Norscs/desigoee.
14) All rsidents residing in the facility on Restdents dentified Risk for Elopement will have
01/21/15 were reassassad for elopement risk by measures put In p!l:ct following the fociliy's
Elapement Palicy/Procedures,
the Interdiscipiinary Team and Soclal Setvicas. DNS/ADNS/Designee witl manltor daity for
ian,
15) Facliity Elopsment Binders were reviewed completian
and updated as indicatad on 01721/15 by Social 2) The (ncility Elopement Binders will continue
Servicas staff. One additional residant was to be upinted ongoing
identified as an elopsment risk and addad to the '5‘:;‘::'::{_3;";;::‘“"‘ by Socinl Services
Elopement Binders. Tha Director of Nuraing U idenllﬂcalin.n of Resident/s to be sl Risk for
Services and the Assistant Direclor of Nuraing El'::lemenl the Elopement Dinders will he
Sarvices varified the Elopement Binders were updated by Sociol Services Director/Designee,
current and up to date on 01/21115. Residents Risk for Elopement will be reviewed
weekly by the 1D in the Bebavior Management
Ing end Jucumentation will be completed by
18) On D1/21/15, the Intardisciplinary Team and :::‘;mm Services/Des!
goee post this review
the Assistant Director of Nursing Services audited related to status/chunges of Risk for Elopemen,
all residents at Risk for Elopamant and completed
the following resident reviews: Care Plans, Care
Sheals, and Certified Nursing Assistant
Documentation of Accutach Bracalats, and
ensured all Accutech bracelets ware functioning
property.
17} The Interdisciplinary Team will continue to
monitor and revise care shaats, care plans, and
Accutech Bracalets daily during Clinicai Start Up
Meetings to ensure revisions ara made as
needed. The Director of Nursing Services and
the Assistant Diractor of Nursing Servicas or
House Supervisor will conduct the moniloring on
FORM CMS-2567(02-59) Previous Versions Obsoiats Evend ID, 167031 Eaciity ID: 100200 If contisustion sheat Page 13 of 60
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weakends.

18) The Exacutive Director, Director of Nursing
Sarvicas, Assistant Director of Nursing Services,
and Interdisciplinary Team initiatad aducation
related to elopement guidelines to all employsas,
including contracted servicas, on 01/21/115, The
training was completed on 01/23/15. Employess
who have not received the training will not be
panmiited to work unt they have received the
training.

19) The Activity Director conducted assessmants
on 01/21/15 for all residents at risk for elopement.

20) An "Applied Audio Visual” contractor was in
the facility on 01/21/15 to sasass all doors in tha
facility. A visual and aparations! check was
conducted for each door; all doors were found to
be working proparty.

21) Beginning 01/22/15, Charge Nurses will
document that Accutech bracelets am in placa
and functioning for aach resident who utilizes the
davica. Tha documentation wili ba done on the
electronic Medication Administration Racord
avery shift

22) Charge Nurses will check and document
waekly on the alectranic Medication
Administration Record that ths Accutach batteries
are funcioning property utillzing
actlvation/deactivation boxes.

23) The Director of Nursing Servicas and/or
Assistant Director of Nursing Services will audit
tha Medication Administation Records daily, and
the House Supervisor will conduct the audits on
weskends to snsure the Charge Nursas ars

Care Sheets, Care I'lans, nccutech bracelets daily
during dally Clinlcal Start Up by the IDT
(DNS/ADNS/Deslpuce/Sacial Services, Dietary
Manager, RNACs) ns needed.

The DNS/ADNS/Designee or llouse Supervisor
will monitar daily to include weekends to ensure
Care Sheels, Care Plons arc revised as aceded.
Nuorses were traincil/edueated on how to put
resident/s Risk for Elopement unce identificd o
be at Risk ta Include spplylng an Accuiech
Bracelet. .

The Accutech Bracelets will be monitored and
electronic documentation will be an the
Medication Administration Sheet by the Nurses
on each shift. This documcntation lacludes
checking placemcent of actutech bracelets, and
functiening which is indieated by the Mashing
light on the togs and weckly as a secondary check
for placement und functioning.

Documentation will be monitored by
DNS/ADNS/Desipnce/livuse Supervisor daily,
Activatinn/Deactivation boxes will be used tn test
realdent’s braceless weekly. Flashiog red light
Indicntes propes functioning battery. MAR's will
be audited daily by the
DNS/ADNS/PeslgnesTlouse Supervisor dally
and on weekends,

The Direetor of Clinical Educatar (DCE) or
Designee will continue to (rain/educate Nursing
SiaiT on use of Cure Shects/Care Plans as needed,
New hires will have training/education os
Indicated Nurse nnd/or CNA during orlenintion
process as shove.

1) Teaining/Education on Elopement Guidelines
wlll tre nngoing and conducted ot o minimam of
twiee o yerr and/or o3 needed.

New lires will receive training/education on

Elopement Guidelines during their orientntlon
process.

5) The Activity Directar will conttnue 1o conduct
angoing assessments/reassessments at a minimum
of New Admissinns/Re-odmissions, Quarterly,
Significant Change, nnd Annoally for Resfdenis
tv :ldcl:.-lrmine speelfic Diversinnal Activitles ay
needed,
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monitoring tha functioning of the Accutach
Bracelets dally and battery function weakly.

24) The Interdisciplinary Team, Assistant Direclor
of Nursing Services, and Departmant Managers
initiated sducation related to Care Sheets and
Cara Plans on 01/28/15 and completed the
trainings on 01/29/15, Certified Nursing
Assistants will review care sheots evary shift to
idantity any resident for elopement. The training
was to ensure that Certified Nursing Assistants
and Nurses were gware of rasidents' cams needs.
Post lasts wara complated.

25) When Rasident #1 {s readmitted to the facility
the Unit Manager will conduct a thorough
assaasmant, including sinpament risk, and the
Director of Nursing Services and/or Assistant
Diractor of Nursing Services will raview the
assessmant

28) Beginning 02/03/15, Charge Nurses will
documant visual checks avery 30 minutes on
residents that are at risk for elopement. ifthe
Charge Nurse is unable to decument the visual
checks, the House Suparvisor will be responsible
for the visual checks and documentation.

27) Unlt Managers will audit the Charge Nurse
30-minuta Visual Check Logs avery thres hours
par shift to ansure the visual checks are being
conducied.

28) On 02/03/15, all Charge Nurses were
educatad by the Direcior of Nursing Services
and/or Aasistant Director of Nursing Services on
the importanca of conducting and decumenting
the 30-minute visual checks.

cheeks nccording to the resident specific needs. 17
visual checks nre to he condueted the Charge
Norse will cantinue to conduct as per Care Plan
and document on the Visunl Check form and sign
upon completion us indicated. cumpletion. Core
Sheets will be updated by the Restormive/MDS
Nurse daily ns necded.

‘The DNS/ADNS/Designee with monitor daily to
ensure vpdates as needed huve been completed,

7) Daor Alarm checks will be conducted twice
dally by the Maintenagee Mrector Ronday thre
Friday and by Manager on Duty o Saturday and
Sunday. This Door Alarm System check will
validate proper functioning of the doors fisted.
This nudit will be condncied on a Door Check
Log that list all dours 1o Inclode the Secondary
Alarms. These duor alarm cheeks will be
munitared daily by the ED/INS/ADNS/Designee.

These sccondary nlarms will be in place until (ke
ncw Accutech eqguipment is installed.
ElopementiAlarm Drills will be conducted
manthly sngoinp by (be Maintennnce
Director/Designee.

4) Indtcate how the facility plans to
monltor its performance to ensure thot
solutions are sustained:

A QAL Committee meeting will be held weekly x
4 weeks, then bi-weelly x 4 weeks, then monthily
thereaNer. The commiitee will review compliance
with educatlon related to door Alarms,
Elapement P/P, Aceutech bracelets, and care plan
training, 1§ the Medical Rireetor is unavailable in
persan on a weckly basis, be will revicw progress
by telephone with Excentive Birector nnd/or DNS

Date of Complinnee: 3/6/15

3415
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with the Unit Managers relatad to reviswing the

three hours was complsted on 02/03/15. 1If Unit
Mansgers aes concems with documentation,
comractive action will take place immediately,
including re-aducation.

30) Reviews conductad by tha Unit Managers of
tha Charge Nursa 30-minute Visual Check Logs
will ba monitored and auditsd by the Director of
Nursing Servicas and/or House Supervisor daily
during the Clinical Start Up meseting. On
weskends the House Supervisor will review the
Logs.

31) ldentified concems related to the Charge
Nurse 30-minute Visual Chack Logs will be
reported to tha Director of Nursing Services

Tha Exscutive Director and/or the Director of
Nursing Services will taks comractive actions
which will include rs-aducation.

32) On 04/27/15, an "Applied Audic Visual”
contracior returned to the facility and provided

to add additional Accutach equipment. The

the facility that currently utilize the delayed
smargency sgress function, lead to the outside
perimetsr, and give residents access to
aff-grounds property.

Locks and secondary alarms, This dual alarm

29) Education by the Director of Nursing Services
and/or the Assistant Director of Nursing Sarvices

Cherge Nurse 30-minuta Visual Check Log svary

and/or the Assistant Director of Nursing Sarvices.

mecommandations and presantad a monetary bid
monetary bid mada by “Applied Audio Visual™ was

approved by tha facility and equipment has been
crdered which will b instaliad on all exit doors in

33) The currant alamm systam includes magnetic

F282
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system is in piace on the door at the end of the
Unit 200 Wing, tha smoking axit door, the first hall
Unit 100 door, the sacond hall Unit 100 door, the
door at tha and of tha hail on Unit 300, and the
Therapy door in the new building addition.

34) The sacondary alarms wera inatalled on
01/28/15 and produce a [oud distinctive aound
when an axit door is opaned. The sacondary
alams can be heard at all nursing stations and
raoms on each unit. This was tasted by posting
siaff members on each unit and by the Nurses'
Stations and sounding the alarms. These alarms
wilt be in placa until the new Accutech equipment
is installed, Tha new Accutech system will sound
alanms at the Nursas' Stations as well as at the
door.

35) On 01/29/15, stafl was educatsd on
Elopsmant Guidelines and how {o react o
sounding alarms and potential elopsments. Any
staff not attanding tha training must raceive
education before ratuming to work.

38) Education on responding to alarms, which
included activation/deactivation of secondary
alarms, was conductad on 01/30/15. All staffis
raquired 1o receiva tha tralning and will not be
permitted 10 work in the factity until they have
bean trained on the procadures as follow:

A. Al staff will respond immediately to any
sounding alamms.

B. The door alarm should remain sounding and
not umed off 30 additional steff can render help.
C. Go to tha door that is alamrming and conduct
an outside parimater chack.

D. If no resident is nated to be outside, go back
Ingide the door.
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E. Desctivats the alam and pags "golden alert”,
this alerts tha units tc conduct a haad count for all
residants.

F. if all residents are accounted for than page "all
clear.”

G. If a resident is "missing” immeadiately pags
“goiden slert” and announce the room number.
This alaris all staff thare |s 8 “missing resident.”
H. If 2 residant is “missing” then follow the
facility's elopemant guideline locatad in the
elopament book.

37) Door slerm drills were initiated on 01/21/15
and wera conducted avery shift by the
Maintenance Director. The door afarm drills
included how 1o react to a sounding door alarm.
Tha drills consist of placing staff members on
each unit and at each Nurses’ Station. The
Maintanance Director activatas an alam at a
spacific door. Employees answering the alam
are imed as to how long it takas tham to respond
to the alanming door. Employeas that do not
answar the alarm ere immadiataly re-educated on
the comect procadura when a door slarm [s
activated.

38) On 01/23/15, doar alanm chacks and drills
ware conducted and documentad hourly from
8:00 AM through 11:00 PM. The Logs were
audited by the Executive Director 1o ensure they
had besn complatad.

38) Beginning 01/24/15 door alamm dril's and door
checks will ba conductad every shift Manday
through Friday by the Malntanance Director
and/or Executive Director. The Manager aon duty
and/or House Supervisor will complete the door
checks and alarm drills on the weekand.

F 282
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40) Logs to ensure the dally door drills and door
alanm checks were conducted will be auditad by
the Executive Direcior daily Monday through
Friday and by the House Supasvisor on
weakends.

41) Tha Maintanance Direclor provided training to
all staff on 01/29/15 related to
activating/deeactivating secondary alarms and
performing door chacks on the magnetic locking
doors and the Accutech doors.

42) Al raviews and audits will ba taken to the
weakly Quality Assuranca Committes reetings
for four weeks, then manthly, to bs analyzed for
trands. If concema are identified appropriate
action will be taken Including system reviaion and
education as dgamed nacessary.

**Tha SSA validated the Immediate Jeopardy
was removed as follows:

1) Raview of Numing documentation dated
01/21/15, revealed Resident #1 raquired no
treatmant aftar tha elopament and was assessad
to have sustained no injury when retumed inside
the facifity. Vital signs ware obtained and
documanted; they were within normal limits.

2) Raview of the facility's documentation, dated
01/21/15 and interview with Licansed Practical
Nurse (LPN) #1 on 01727/15, at 2:20 PM, LPN #2
on 01/2715 at 11:48 AM, and RN #3 an 01/27/15
at 8:15 PM, revealad head counts ware
conductad on all threa units and each rasident
was accountad for at that tima.

3) Raview of the facility's Investigation and
interview with tha Executive Director (ED) on

F 282
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02/06/15 at 11:50 AM and the Director of Nursing
Sarvicaa (DNS) on 02/08/15, revaslad the
investigation was initialed on 01/21/15.

4) Review of documentation, dated 01/21/15,
revealad Residant #1's Accutech bracalel was in
places and functioning appropriataly when the
regidant was raturnad insida the facllity on
0121185,

5) Review of Resident #1's Comprehensive Cara
Plan datad 01/21/15, revesled the Care plan had
bean updated to raflect the resident’s elopement
on 01/21/15.

8) Review of a Door Audit dated 01/21/15, and
signed by the Maintenance Director revealed all
locking machanisms on each doar in tha facility
were examined with no concams noted,

Resident #1's Physician and Responsible Pasty
were notified that Resident #1 had sloped from
the facility on 01/2115.

8) Review of documentation made by the
Physician Assistant (PA) reveglad ths PA
sxamined Resident #1 on 01/21/15, and ordered

tests for the resident. Review of Residant #1's
maedical recond on 01/28/15 revaaled the tests
had baen conducted with no significant
abnomalities noted.

8) Review of a Clinical Pharmacist Medication
Regimen Raview Summary datsd 01/21/15,
revealed & medication reviaw was conducted on
01/21/15 for Resident #1, with recommendations
mede and approved by Reslidant #1's Phyalcian,

7} Reviaw of the facilily's documantation revaaied

an slectrocardiogram, chest x-ray, and laboratory

Fa282
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10) Raview of Visual Checks documantatian
revesled the facillty had been conducting
15-minute visual chacks on Rasident #1 since
01/1515. Documentation of Visual Checks
revealed the 15-minuta visual chacks were
increased to avary 10 minutes on 01/30/15,

11) Review of Rasident #1's Comprehenaive Care
Plan revealad It was updated on 01/30/15, to
reflect the increasa in visual chacks to every 10
minutes for Resident #1. Review of a Cerlified
Nursing Assistani (CNA) Cere Sheet dated
01730/15 also mvealed siaff was to perform visual
checks for Resident #1 avery 10 minutas.

12) Review of Visual Chacks documented by siaff
for Resident #1 from 01/30/15 through 02/01/15,
revealed the visual chacks were documented as
conducted every 10 minutes. Intarviews on
02/08/15 at 10:18 AM with CNA #7, 10:42 AM
with CNA #10, and 11:19 AM with RN #8 and the:
Unit 200 Manager, revealed they had conductsd
visual checks for Resident #1 from 01/3015
thraugh 02/01/15 every 10 minutas, and were
aware of the procedures for parforming the visual
chacks. Intarview on 02/08/15 at 12:00 PM with
the Director of Nursing Services reveated she had
parformed staff training related to conducting
visual chechs for Residant #1 on 01/30/15,

13) Review of nursing documentation dated
02/02/15, vevealed Rasident #1 was transfarred
to a behavioral unit on 02/02/15. Resident #1
remained out of tha facility on 02/08/15,

14) Reviaw of Risk Elopament assessments,
dated 01/21/15 revealed all residents in tha
facility had basan re-avaluaied for alopsment risks.
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Interviews on 01/28/15, et 3:23 PM with MDS
(Minimum Daia Sat) Coordinators #4 and #2; and
al 4:25 PM with the Social Servicas Direclor
ravesled reassessments of all residants in the
facility were conducted on 01/21/15.

15) Raview of tha Elcpement Binders located on
aach Nursing Unlt, in the Dietary Departrment,
Business Office, Housekeeping Ama, and
Tharapy Dapartment revealed the binders
contained infarmatian on all residents idantified to
ba at risk for alopemant and the Elopement
Guidelines and proceduras,

18) Review of Clinical Audits dated 01/21/15 and
interviews an 01/28/15, at 3:23 PM with MDS
Coordinators #1 and #2; at 4:25 PM with the
Social Services Director; and on 02/06/15, at
11:45 AM with the Assisiant Director of Nursing
Sarvicas ravesled audits of all residants at Risk
for Elopament hed baen compiatad and thay had
also conducted revisws of Comprehansive Cars
Plans, Cara Sheats, Certifiad Nursing Aasistant
documantation of Accutech Bracelets, and
ensurad all Accutech bracalats wara functioning
proparly on 01/21/15.

17) Revisw of Clinical Start Up Meeting
documantation dated 02/05/15 and inlerviews on
02/06/15 at 12:00 PM with the Director of Nursing
Services, at 11:45 AM with the Asasistant Diraclor
of Nursing Services, and at 10:12 AM with RN #4,
the Weekand Supervisor, ravealad tha Care
Shasts, Cara Plans, and Accutech bracslsts were
monitored daily during the Clinical Start Up
mesting and as neaded, and would also ba
parformed on weekands by the House
Suparvisor.
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18) Reviaw of In-servica Training "Elopement
Guidsiines” datad 01/21/15-01723/15, revesled
the training had baen conducted by staff Including
tha Executive Diractar and Director of Nursing
Servicas. Intsrviews on 02/08/15 at 11:18 AM
with RN #8, 10:56 AM with RN #5, 10:36 AM with
LPN #5, 11:08 AM with LPN #7, 10:50 AM with
LPN #8, 10:18 AM with CNA #7, 10:24 AM with
CNA #8, 10:30 AM with CNA #8, 10:42 AM with
CNA#10, and a1 11:35 AM with CNA #11, and on
G2/05/15, at 4:15 PM with LPN #7, at 4:08 PM
with CNA #12, at 4:30 PM with CNA#13, at 4:58
PM with the Businass Office Manager, at 4:26 PM
with PTA (Physlcal Therapy Asaistant) #1, at 4:28
PM with the Rehabilitation Manager, at 4:40 PM
with the Distary Manager, and at 4:10 PM with
Housekseping Siaf! #1 revealed all tha staff
interviewed had attendad the training and were
knowladgeabie relatad to tha locationa of the
Elopament Binders and tha Elapsment
Guidelines. Staffintarviewad was able to verbally
stats the steps to take If an exit door was found
slarming and/or a msident had eloped from tha
facility.

19) Raview of Activity assesaments for residents
identified to ba at risk for slopement revealed
assesamants wera conductad on 01/21/15.

20) Review of documentation revealed "Applied
Audio Visual* was in the facility on 01721115, and
found no concams with exit doors,

21) Interviews on 02/08/15, at 10:38 AM with LPN
#5, 11:08 AM with LPN #7. and 10:50 AM with
LPN #8, and review of Medication Administration
Records for Reslidants #1, #2, #3, #5, #8, and #7
revaaled documantation by nurses that tha
Acculech bracelsts ware in place and functioning
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avery shift was contained on the Madication
Administration Records.

22) Interviews on 02/08/15, at 10:38 AM with LPN
#5, 11:.08 AM with LPN #7, and 10:50 AM with
LPN #8, and raview of Medication Administration
Records for Resldants #1, #2, #3, #5, #6 and 47
revealad documentation by nurses that the
Accutach bracelet batteriss worn by the resiients
were chacked weekly for functioning utilizing the
activation/deactivation boxes. Intarvisw with
Rasident #6 on 02/05/15, at 3.08 PM revealed
staff had brought a davica 1o tha resident's room
and chacked the bracslet's functioning.

23) Raview of the Accutach Bracalaty Medication
Administration Record Audits dated 01/22/15
through 02/08/15, and interviews with the Diractor
of Nursing Sarvices on 02/08/15 at 12.00 PM, at
11:45 AM with the Assistant Director of Nuraing
Sarvices, and at 10:12 AM with RN #4, the
Weekand Suparvisor, ravealed they had
conducted audits of the Medication Administration
Records for residants at risk for elcpament to
ansure the bracelst functioning and battery
functioning had besn conducted by tha nurses as
mequired,

24) Ravisw of In-sarvice training “Care Sheats
and Cara Plans" datsd 01/28-20/15, and Post
Tests also daled 01/28/15 and 01/28/15, revealed
the training had been conducted and staff had
besn administsred the tast. intarviews on
02/05/15 gt 4:08 PM with CNA #12, at 4:30 PM
with CNA #13, and on 02/06/15 at 10:18 AM with
CNA#7, at 10.24 AM with CNA #8, at 10:30 AM
with CNA #8, at 10:42 AM with CNA #10, and at
11:35 AM with CNA #11 revealed tha staff had
raceivad tha training and taksn the post test.
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Staff interviewed was knowladgeabls on how to
obtain the care shasts, what information was
contained on the care shests, and thelr
responsibility to review the care sheals {o
ascestain each resident's care neads.

25) Resident #1 rerained out of the facility on
02/08/15.

26) Raview of Visual Checks datad 02/03/15

#7 ravaaled nursas had documented they had

at 19:08 AM with LPN #7, and at 10:50 AM with
LPN #8 ravealed thay wera knowledgeabls
regarding the visual checks and had conducted

tha Charga Nurses wans unable to perform and
documant the visual checks for realdants
idantified to ba at risk for alopsmant it would be

snd documeni the visual chacks.

27) Review of the Unil Manager Visual Check
Audits dated 02/03-05/15, and interviews on
©2/08/15 at 11;19 AM with RN #8, the Unit 200
Manager; and at 10:58 AM with RN #5, the Unit
300 Manager, ravaatad the Unit Managers had
bean conducting audits every thras {3) hours to
ensure Charge Nurses were complating the
visual chacks as requirad.

training was conducted on 02/03/15 by the
Diractor of Nursing Sarvices and Assistant
Director of Nursing Sarvicas related to Charga

through 02/05/15 for Residents #2, #3, #5, #8 end

visualized the residsnts svary thirty (30)minutes,
Interviews on 02/06/15 at 10:36 AM with LPN #5,

the checks as required. Interview on 02/06/15, at
10:12 AM with RN #4, the Weekend Supervisor,
revaaled sha was knowladgeable regarding that if

the Houss Suparvisor's responsibility to conduct

28) Raview of documentation revealed in-service
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Nursas conducting the visual chacks for rasidants
identifiad to be at risk for elopamant intarviaws
on 02/05/15 at 4:15 PM with LPN #7; and on
02/08/15 at 10:38 AM with LPN #5, et 11:08 AM
with LPN #7; and at 10:50 AM with LPN #8,
ravaalad tha Charge Nursas received the training
and were knowladgeabls regarding the procass
for conducting and documenting visuai checks for
residents identified to be at risk for elopament.

28) Review of documantation ravealed in-service
training was conducted an 02/03/15 by the
Diractor of Nursing Services and Assistant
Diractor of Nursing Sarvices for Unit Menagers
related to Charge Nursas conducting the visual
checks for rasidants identified to be at risk for
alopement. intsrviaws on 02/08/15 &t 11:19 AM
with RN #8, the Unit 200 Manager and at 10:58
AM with RN #5, the Unit 300 Manager, revealed
they had attanded the tralning and were
knowiedgeable regarding auditing the Chargs
Nurse’s visual check and if concems were
idantified to taks immediate comactive action
including re-sducation.

30) Reviaw of Audits performed by the Director of
Nursing Services and House Supenvisors and
interview on 02/08/15 at 12:00 PM with the
Dimctor of Nursing Sarvices, and at 10:12 AM
with RN #4, tha Weskand House Supsrvisor,
ravealed thay had conducted daily reviews to
ensure visual checks wara baing performed as
required for residants in the facility identified to ba
at risk for slopement.

31) Interviaws on 02/08/15 at 12:00 PM with the
Diractor of Nursing Servicas, at 11:45 AM with tha
Assistant Director of Nursing Servicas; and at
11:50 AM with the Exsculive Director revealed no
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idantifiad cancemns had baen identified with staff
performing the visual checks as required fos
rasidants identifisd to be at risk for elopement.

32) Raview of documentation dated 01/27/15
ravealed an "Applied Audlo Visual” contractor
submitiad a bid to the facility for instaliation of
equipmant to doors in the facility. Intarview on
02/08/15 at 11:50 AM with the Exsculive Diractor
of the facility revealed ali exit doors In the facillty
currently utilizing a delayed emergency agrass
funclion and leading ta tha outside parimster
which gives residants access to off-grounds
proparty will be equipped to function with the
Acculech systam wes aiready in place at the
facility.

33) Obsarvationa on 02/05/15 revealed magnelic
alarms and sacondary alarms ware in place on
the sevan (7) exit doors accessible to residents in
the facility which lsad te unsecured outdoor areas
of the facility and which wera not equipped to
oparate with tha Accutech systam

34) Observations on 02/05/15 revaaled the
sacondary alarma could be heard at the Unit 100
Nurses' Station and at the Unit 300 Nurses'’
Station. Interviews on 02/08/15 at 11;19 AM with
RN #8, at 10:56 AM with RN #5, at 10:38 AM with
LPN #6, at 11:08 AM with LPN #7, at 10:50 AM
with LPN #8, at 10:24 AM with CNA #8, at 10:30
AM with CNA #9, at 10:42 AM with CNA #10, and
at 11:35 AM with CNA #11, ravealad all the staff
had participaled in door drills. taterviews
revealed tha secondery elarms wera loud and
distinctive and could ba heard in al areas of the
facitity.

35) Raviaw of tha "Elopament Guidelines”
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in-sarvice documentation datad 01/28/15 and
interviews on 02/08/15 at 11:18 AM with RN #8,
at 10:58 AM with RN #5, at 10:38 AM with LPN
#5, gt 11:06 AM with LPN #7, at 10:50 AM with
LPN #8, at 10:18 AM with CNA #7, at 10:24 AM
with CNA#8, at 10:30 AM with CNA #8, at 10:42
AM with CNA #10, and at 11:35 AM with CNA
#11, and on 02/05/15, at 4:15 PM with LPN #7, at
4:08 PM with CNA #12, at 4:30 PM with CNA #13,
at 4:58 PM with the Businass Office Manager, at
4:28 PM with PTA#1, at 4:28 PM with the
Rehabifitation Maneger, at 4:40 PM with the
Dietary Managar, and at 4:10 PM with
Housekeaping Staff #1, revealad staff had
received training on the Elopement Guidelines.

38) Review of tha in-sarvica training "Responding
to Alarma,” dated 01/30/15; and intarviews on
02/08/15 at 11:19 AM with RN #8, at 10:568 AM
with RN #5, at 10:38 AM with LPN #5, at 11:08
AM with LPN #7, at 10:50 AM with LPN #8, at
10:18 AM with CNA #7, at 10:24 AM with CNA #8,
at 10:30 AM with CNA #9, at 10:42 AM with CNA
#10, and at 11:35 AM with CNA #11, and on
02/05/15, at 4:15 PM with LPN #7, at 4:08 PM
with CNA#12, at 4:30 PM with CNA #13, at 4,58
PM with tha Businaas Offica Manager, at 4:28 PM
with PTA #1, al 4:28 PM with the Rehabilitation
Manager, at 4:40 PM with the Distary Manager,
and at 4:10 PM with Housskeaping Staff #1,
revealed each stalf member could verbally stats
the facility's procadure when an exit door alamed
and/or a rasident in the facility was daterminad to
be missing. Each staff mamber interviewed was
knowladgeable regarding their expectad duties
during en elopsment in the facifity or whan an exit
door alermed.

37) Review of the Door Alarm drill audits dated
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with the Maintanance Director revealed audits
had been conductad avary shift by the
Maintenanca Director beginning on 01/29/15.
They included how to react to a sounding door
alarm and timing staff on thair reaponse.,
Intarviews on 02/05/15, at 4:15 PM with LPN #7,
at 4:08 PM with CNA #12, and at 4:30 PM with
CNA #13, and on 02/08/15 &t 11:19 AM with RN
#8, at 10:58 AM with RN #5, at 10:38 AM with
LPN #5, at 11:08 AM with LPN #7_ at 10:50 AM
with LPN #8, at 10:18 AM with CNA #7, at 10:24
AM with CNA #8, at 10:30 AM with CNA #8, at
10:42 AM with CNA #10, and at 11:35 AM with
CNA #11, ravealad they had participated in door
alarm drills conducted in the facility.

38) Raview of the Doar Alarm Audits dated
01123135, revealad audits and door drills were
documanted hourly from 8:00 AM through 11:.00
PM. Review of tha sudits and interview on
02/08/15 at 11:50 AM with the Exscutive Director
reveaied he had audited the logs 1o snsure tha
door audits and drills had been conducted as
required.

39) Raview of the Doar Alarm Drills and Door
Check Audits, dated 01/24/15 through 02/058A5,
and Interview on 02/068/15 at 12:10 PM with the
Mainienance Director and at 10:12 AM with RN
#4, tha Waskend Suparvisor, revesled the audits
had been conducted on avery shift Monday
through Friday by the Maintenance Dirsclor or
Exacutive Director, and on the weekands by the
House Suparvisor.

40) Review of the Daily Door Drills and Door
Alarm Logs, dated 02/05-08/15 and interview on
02/08/15 at 11:50 AM with the Executive Director

01/21/15, and intarviaw on 02/0815, at 12:10 PM
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revealed the Exacutive Director had audiied the
Logs to ensure the drills had been conducted.

41) Review of in-sarvice training dated 01/28/15,
and intervisw on 02/08/15 at 11:45 AM with the
Aaslstant Diractor of Nursing Servicas, al 11:18
AM with RN #8, and at 10:58 AM with RN #5
ravealed thay had attsnded in-services and were
aware of the procaduras raquired to
activate/deactivata sacondary alarms and
parform door checka an the magnatic locking
doors and the doors aquipped with Accutach
alarms.

42) Reviaw of Quality Assurance meating
documentation datsd 01/30/15 and 02/05/15
revealed a!l data collacted and performance
audits, conductad reletad to the facility’s response
to Resident #1's elopamant from the facility on
01/21115, were reviewad during the meatings.
Intarview with the Executive Director on 02/08/15
at 11:50 AM revaaled no significant changes In
tha facility's implementsd plan were detsrmined
to be necassary during the meatings.

483.25(h) FREE OF ACCIDENT F 323
HAZARDS/SUPERVISIONDEVICES

The facility must ansure that the resident
anvironment ramains as free of accident hazardy
as is possible; and each resident receives
sdequala supervision and assistance devicas o
pravent accidents.

‘This REQUIREMENT s not met as avidenced
by:
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Based on observation, intervisw, record review,
reviaw of the facility's investigetion and review of
the factity's policy and proceduras, it was
detarmined the facility failad to have an effective
system In place to ansura thet ona (1) of sbx {8)
sampied residents {Resident #1) recsived
adaquate suparvision and monitoring to prevent
accidents, The facility assassed Reaident #1 to

rasident on slopement pracautions including 30
minute visual checks” which required staff to
visually observe Resident #1 to ensure tha
rasident was safe and that staff was awars of the
resident's whereabouts. The precautions also
included providing Realdent #1 with an Accutech
bracelet (an alactronic davice wam by the
resident which elicits an audibla alamm when a
residant is within a certain range of any exit door
equipped with the system, and also prevents the
door from immediataly opening).

On 01/15/15, the facility identifisd Residant #1 to
be exhibiting an increase in exit-sesking
bahaviors; and at that ime the facility Increased
the resident’s visual chacks to avery 15 minutss.
However, tha fadifity failed to ensura the visuel
checks wem performed as required, and
Rasident #1 exited the facility on 01/21/15 at
approximataly 3:15 AM, without staff knowledge,
and was discoverad outside the facility
unattended at approximately 3:24 AM whan a
staft member exited tha facility while on & break.

staff and assessad (o have sustained no injuries.
Additionally, the facility failed to ensure that the
axit doors in the facility ware maintained and
functioning appropriataly lo effectively minimize
the risk of reskients axiting the facility without
staff knowledge.

ba an alopament risk on 12/07/12, and placed tha

Resident #1 was sscorted back into tha facility by
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The facility's failure to have an affactive system In
placa to ansure adequats supervision and
monitoring for residents who wara at risk for
elopament was likely to cause serious injury,
harm, impairment, or death. Immediate Jeopardy
was determined to exist on 01/21/15 at 42 CFR
483 .20 Rasidant Assassmant (F282) and 483.25
Cuality of Care (F323) with Substandard Quality
of Cara at 42 CFR 483.25 Quality of Care (F323).
The facility was notifiad of the Inmadiate
Jeapardy on 01/28/15.

An acceptabls Allsgation of Compliance was
racaived an 02/04/15 which allsgad removal of
the Immediate Jaopardy on 02/04/15. A partial
extanded survey was conducted on 02/05-06/15.
The State Survey Agency determined the
Immediate Jeopardy was removed on 02/04/15
as glleged, which lowarad the scope and saverity
tc "D" st 42 CFR 483.20 Rasident Assassment
{F262) and 42 CFR 483.25 Quality of Care
{F323) whila the facility monitors tha
offectiveness of systemic changes and quality
assurance activities.

Tha findings includs:

Raviaw of tha facility's policy, "Elopamant
Guidelines,” ravisad 2013, revaaled the facility
would assass each resident upon admission,
quartarly, and as needad to establish elopement
riaks. The guidelines diracted staff o perform
eight spacific staps to locata a missing rasident;
howaver, the guidelines did not address spacific
steps for staff to follow when an exit door was
found alarming and/or opan and it was unknown
if, or spacifically which, if any, resident had exited
tha facility. The policy also indicatad the facility
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would identily anvircnmental hazards such as
entrances/axits “that pcae a forasesable danger
io residents who wandar or have an exit sesking
behavlor,” and Implemant interventions 1o
minimize the risks as appropriate.

Racord raview revealed the facility admitiad
Residant #1 on 11/30/12, with diagnoses that
included Alzheimer's Dissase, Extrinsic Asthma,
and Anxiety. The facilily assessad Resident #1 to
be at risk for elopemnsnt on 12/07/12. Elopement
precautions initiated for Resident #1 on 12/07/12,
includad placing the resident on "30 minuts visual
cheacks" which required staff to visually cbsarve
Resident #1 to ansura the resident was sale and
that staff was aware of the resident's
whereabouts. Review of a "Risk for Elopement”
assessmant for Residant #1 dated 01/04/15,
revealed the facility assessed Resident #1 to
continus {o ba a risk for elopamant. Review of
Behavior Charting for Resident #1 and the
residants Comprehansive Cara Plan both dated
01/15/15 raveeled staf! had identified that
Rasidant #1 was axhibiting increased
rastlessnass and exit-sesking bahaviors. Tha
facility increased the residant’s visual checks to
avary 15 minutes on 0171515, Review of
Resident #1's Minimum Data Sat {(MDS)
assassmant completed 01/21/15 revealed tha
facility assessed the resident to have moderale
cognitive impairment with a Brief Intarview for
Maental Status {BIMS) scors of B.

Raviaw of the facility's investigation initisied on
01/21/15 revealed at approximately 3:15 AM on
01/21/15, Registerad Nurse (RN) #3, who was
working on Unit 300 heard an alam and
discoverad the Unit 100 sacond hall smargancy
exit door was alarming and opan. RN #3 looked
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outside the door without axiting the facility, and
vbsarved no resident. Howavar, when CNA #1
exitad the faclity during har lunch break on
01/21/15, et approximatsly 3:24 AM she
discovered Residant #1 outside the facility in a
whealchalr, unattsnded, in the parking lot
adjacent to tha faciiity's breazeway. Faclity staff
assistad Reskisnt #1 back into the facility and
assessad the resident to have sustained no
injury.

Observation of Rasidem #1 on 01/27/15, at 10:50
AM, revealed the resident to be indepsndantly
mobila in a whaelchalr.

Review of a written statement dated 01/21/15,
provided by Cartified Nursing Assistant {CNA) #1,
who was caring for Rasidant #1 on (1/21115,
ravealed at appraximglely 2:50 AM she observed
Resident #1 self-propslling in a whaelchair on
Unit 200 whara the resident resided. CNA#1
stated sha "suspected (Rasident #1) might try to

Unit 100, than retumed to Linit 200 te inform
Licensad Practical Nurse (LPN} #1 that Residant
#1 wasa an Unit 100. She did not redirect tha
resident and left the maidant unattended.

Interviews with LPN #1 on 01/27/15, at 2:20 PM
and on 01/28/15, at 8:50 AM reveslad she was
caring for Resident #1 on 01/21/15. LPN#
stated Resident #1 had baen awake and
self-propelling in a whealchalr, following her as
she parformed her dutias, since the beginning of
tha shift on 01720115 at 10:30 PM. LPN #1 stated
sha last visualizad Resident #1 at approximately
3:00 AM, prior 1o her lsaving Unit 200. LPN #1
stated upon retuming to Unit 200 at
appreximataly 3:10 AM she noticed Resident #1

Isave the facility” so she “followed” Residant #1 to
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was not on the unit or within sight. LPN #1 stated
&t that tima she instructed CNA #1 to locate
Residsnt #1 batore sha (CNA #1) want to lunch
and retumn the rasident to Unit 200. LPN#1
stated at no time dik CNA #1 Inform har that
Resident #1 was on Unit 100 or that GNA #1
suspactad Resident #1 would attampt to leave
the facility, Review of the "Visual Chacks"
documaniation dated 01/21115, revealad staff
failed to perform the 3:15 AM visual check to
identify the resident's whareabouts and snsure
tha resident's safety.

intarviews with RN #3 on 01/27/15, at 8:15 PM,
and on 01/28/15, at 10:34 AM, 2:38 PM and 4:43
PM ravealad sha was the third shilt nurse
assignad to Unit 300 on 01/21/15. RN #3 stated
ot approximately 3:00 AM she ohserved Residant
#1 self-propeliing on Unit 100, attsmpting to enter
another rasident’s rcom. RN #3 stated at that
tims she redirectad Resident #1 out of the ather
resident's room, and alarted tha Unit 160 nurse
that Resident #1 was on the unit and to “keep an
aya on (him/her)." RN #3 statad she went back lo
Unit 300 to count medications with Pharmacy
staff that had arrived at the facility. RN #3 stated
as she was signing the last pharmacy receipt
dated 01/21/15 and timad 3:15 AM, she heard a
“faint” alarm sounding and discovered it was the
Unit 100 second hall emargency exit door
alarming and that the deor was "ajer.” RN #3
stated she looked through the glass of the door
and "openad il (the door) just a litde," but did not
step out, and did nal sae anyone in the vicinity.
RN #3 statad she then silencad the alam, shut
tha door, and procesded to attampt to locate
other facility staff to notify them she had
discovered the door ajar and tha alarm sounding.
Hawaver, according to RN #3, by the ime she
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locatad siaff Rasident #9 had aiready bean
located outside of the facllity, ning minutas after
sha first haard the door alaiming. RN #3 stated
she had planned to ssarch the perimeter of tha
facility anca she had locatad other staff and
notifiad tham of what had transpired. Howaver,
RN #3 stated sha was not aware of the facility’s
spacific sequential staps for staff to fallow when
an axit door was found ta be alarming and/or
opan to make a timely datermination if ar which
residant had axitad the facility.

intarview on 01/27/15 at 11:48 AM, with LPN #2,
who was the Unit 100 Nurse on 01/21/15 for third
shift, ravealad she did recall RN #3 stating to her
that Resident #1 was on Unit 100, but it was not
unccmmon far the residant to self-propeal in tha
facility, and she took no action to rediract the
residant or notity Unit 200 staff of the resident's
wharaabouts.

Raview of a writtan statement dated 01/21/15 and
signad by CNA #1, and review of the facility's
“tima punch” records, revealed CNA #1 clocked
out for lunch bresk at 3:24 AM, and upon exiting
the facility discoverad Reasident #1 outside In a
wheelchair unatisnded in the parking lot adjacent
to the facility’s braezeway. According to the
facility’s investigation and CNA #1's statement,
she went back Into the faciity to notify LPN #1
that she had found the resident outside the
facility, again lsaving the resident ocutside
unattsndad without suparvision. Review of
archived weather records reveslad the
temparatwra in the facitity’s area at 3;15 AM on
01/21/115, was 41 degrees Fahrenhsit with a wind
chill index of 35 degresas Fahrenhait. The
resident was wearing a polyaster drass with tall
sacks and loafes-styls shoes end a jersay
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cardigan with & swaatshirt-type lining. Facility
staff assistad Residant #1 back into the facility

injuries.

Furthar raviaw of tha "Rlisk for Elopsment”
assessment dated 01/04/15, for Residant #1

1o be an elopament tisk, indicating the resident

alarm which triggers outside doors.”

accassible 1o rasidants, including the Unit 100
second hall amergency exit door, and wara not
squippad to operats with the facllity's Accutech
system. Observations raveslsd the exit doors

the push bar was engaged whan attsmpting to
open tha door. Tha slarm continued to sound

fitean saconds of continuad pressurs being
applied, and could not ba sllancad until &
numerical ssguance was antesed into a kaypad

Observation of the Unit 100 sacond hall

sacured to the upper pan of the door along the

his smployment at tha facility. However, the
Exacutive Dirsctor explained the davice
functionad as a “secondary” elarm which also
emittad an audible alarmn when the door was
opan, and operated independently of the
magnetic doar lock alamm ufilized (o slert staff

and assassed the resident to have sustained no

ravaaled ataff assessed tha resident ta continue

salf-propsls in 8 wheeichair "but doas wear wrist

Obsarvation of exit doors in the facilty conducted
with the Executive Director on 01/27/15, at 3.05
PM ravealad seven exit doors in the facllity were

that wara not equipped with the Accutsch system
would emit an audibla alarm thres sacands aftar

when the magnetic locks releasad the door alter

adjacant to the door which reset the door alamm.,
emerpency exit door also revealed a small device

inside hings. According to the Exacutive Director,
the device had been in ptace an the door prior to
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sllance the sacondary alarm was located on the
sounded, The facility was not utilizing the
“sacondary” alarm and it was inoparable at the
{ime of the doar obsarvation on 01/27/15.
Demonstration of the audible alarm emitted by
the Unit 100 sacond hall smergency exit door on
01/27/15, at 3:10 PM ravealed the sound of the
alarm bacame vary faint at the end of the Unit
Nufses' Station located appraximatsly 159 fest
from the exit door and at the 300 Unit Nurses'
Station located approximately 150 fesl from the
axit door,
Intarview with RN #3 on 01/27/15, at 6:15 PM,

PM ravasled when she first delected the
sounding alarm on 01/27/15, the sound was faint

medication pump alarming. RN #3 statad the

indicating the afamm cauld have baen sounding
prior to 3:15 AM, but sha failed to hearit RN#3

alarm and "thought it would have been loudar.”
RN #3 stated that she silanced the alarm by

but did not have {0 usa the "key” for the
sacondary elarm, bacause “it was not elarming.”

Intarviews conductad on 01/27/15 at 11:48 AM

with CNA #3, on D1/28/15 at 7.08 AM with CNA

review of a written statemant dated 01/21/15 by

when ths door was opan. A “kay" device usad fo

madication cart kays for staff to utilize if the alam

100 hallway and was undetactabla at the Unit 100

and on 01/28/15, at 10:34 AM, 2:38 PM, and 4:43

and she first parcaived it to be an intravenous (IV)

alarm was “not very loud” and was "hard 1o hear,”

statad it was the firgt ima she had heard the door

antering the numerical esquenca into the keypad,

with LPN #2, al 2:00 PM with CNA #4, at 2:20 PM
with LPN #1, at 2:50 PM with CNA #2, at 5:00 PM

#5, and on 01/29/15 at 2:21 PM with CNA #8, and
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third shift on 01/21/15, and Intarviaw on 01/28/15
at 2:45 PM with Pharmacy staff delivering
madications in the fadility an 01/21/15 from
approximately 3:00 AM until 3:30 AM revealed
none of the staff interviewed, including the
Pharmmacy staff, heard an exit door alarm sound
on 01/21/15,

Interview with the Maintenance Director on
01/28/15, at 3:45 PM, ravealad ha conductad
daily door audits which includad tha Unit 100
second hall emargancy exit door. Review of the
Door Audit documantation for January 2015
revesled the magnstic locks, keypad, and alam

audits; howsver, the documentation did not
indicate how each of the thres identified
components were "auditad.” The Maintenance
Diractor statsd that ha checked the magnstic
tocks to ensure the door was locked by applying
prassure to the push bar, and the alanm was
chacked by visually chserving a light which
fiashed within tha threa saconds prior to the
audible alam sounding which indicated the
systam was working, and therefure the audible
alarm was not always engaged during the daily
door audit. The Maintenanca Diractor stated he
visuaily observad the keypad to ensure the ights
indicated it was functloning properly and that no
keys ware "stuck” on tha keypad. The
Maintenance Director stated the daily door audits
had been conductad primarily on first shift and he
had nevar conducted any testing related to how
far from the door the alarm was zudible or how
easily detectable the alanms were for staff to hear
at various times and in various locations in the
facility. The Maintenance Diractor stated that
staff had volcad to him “things like it (the door

CNA #1, who were all working in the facility during

on all the doors were all included in the daily door

F323

FORM GMG.2587(02-99) Previous Versions Obsciste

Event ID: 1G7D11

Faclity 1D 100280 If continuation sheet Pags 39 of 80




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 027232015
FORM APPROVED
MB N 1

STATEMENT OF DEFRCIENCIES
AND PLAN OF CORRECTION

%1} PROVIDER/SUPPLIER/CLIA
IDENTIFICANION NUMBER:

188244

(X2) MULTIPLE CONSTRUCTION

{3) DATE SURVEY
A BUILDING COMPLETED

c
8. VNG 02/06/2015

NAME OF PROVIDER OR SUPPUER

GOLDEN LVINGCENTER-STANFORD

STREET ADORESS. CITY, STATE, DP CODE
108 HARMON HEIGHTS
STANFORD, KY 40484

X410 SUMMARY STATEMENT OF DEFICIENCES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

[is] PROVIDER'S PLAN OF CORRECTION x5

PREFIX {EACH CORRECTIVE ACTION SHOULD BE

AQ CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 323 Continuad From page 39

alarm) is not vary ioud,” but he could not racall if
they had made the stataments bafora or after
01/27115. The Maintenanca Director stated the
secondary alarm was not required to be on the
door and thought "it was working" on 01/27/15,
but he "can't be sura™ bacauss he did not chack
the “secondary” alarm at rsgular intarvals for
functioning.

Continued interview with the Maintenanca

Monthly Door Alarm Drills on ail doors equipped
with a security sysiem. Raview of the Monthly
Door Alarm Orill form revealed tan steps were
required to be followed which included activating
the door elarm, timing ataff rasponae to the
atarm, and questioning staff on proper
procadyres. Howaver, the Maintananca Director
stated that although he had bean copducting the
monihly audits, he was not parforming the audits
in any sequential manner to ensure each door
was testad within a cartain tinsframe. The
Maintanance Director further stated he was not
racording the monthly audits, and therafors was
unable to state if or when the Unit 100 second
hall emargency exit door had undergons a
manthly daor alamn audit.

Interview with the Exacutive Diractor on 01/28/15
&t 5:00 PM revealed ha was unaware of any
problems refated Lo the functioning of the facility
door alarms, and conductad no avarsight related
to the door audits parformad by the Maintenance

stated sinca ha had besn employed at the facility
{hare had not been a residant elopemant, and he
had identifisd no armas of concern relatad 1o ths
slopement policies or procedures utilized by the
facility.

Director revealed ha was also fequired to parform

Diractor prior 10 01/29/15, The Executive Director

F3a23
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**The facility provided an acceptable Allagation of
Compliance {AOC) on 02/04/15. The lacllity
implemantad tha following actions to remove the
immadiate Jeopardy:

1) Resident #1 was found cutside of the facliity at
approximataly 3:24 AM on 01/21/15. Residant #1
was assistad back into the facility safely, The
Charge Nurse complatad an assessmant to rula
oul injury, including obtaining vital signs.

2) A heed count was completed on 01/21/15 for
all residants on &ll three units by the Charge
Nursas. Ali rasidents ware accountad for at that
time.

3) Tha Executive Director and Director of Nursing
Sarvices immediataly iniiated an investigation of
Rasident #1's slopsment.

4) The Accutach Bracslst worn by Residant #1
was chacked by the Chargs Nurse and was found
te be working properly when the rasident was
raturned inside the faciiity on 01/21/15.

5) Cn 01/21/15, the Interdisciplinary Team
reviewad Resident #1's Care Plan which was
updated to reflact the residant's elopament on
0172118,

) Tha Maintanance Diractor chacked all door
alarms and tha Accutech systsm on 61/21/15. All
doors and equipment were found to be operating
comecty.

7) Rasidant #1's family and physician were
natified of Residant #1's elopement on 01/21/15.
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8) The attending Physicisn Assistant visited
Rasidant #1 on 01/21/15 and wrote orders for
Residant #1 to have an achocardiogram
performed, a chest x-ray, and laboralory tasts
completed.

9) A medication review was conductad for
Raasident #1 on 01/21/15 by tha facility's
consulting pharmacist and new madications wera
ordered by the physician.

10) Residant #1 was on visual checks every 15
minutes at the tima tha residant aloped from the
facility, Rasidant #1's visual checks were
increased to svery 10 minutes on 01/30/15.

11) Residant #1's Comprehangive Care Plan and
Cartified Nursing Assislant Care Sheets wers
updated to reflact the 10-minuta visual chacks
implemanted on 01/30/15 for Resident #1.

12) Cartified Nursing Assistants ware aasigned {o
completa the t10-minute visual checks for
Rasident #1. (I a Certifiad Nursing Assistant was
unabls to complats tha 10-minute visual checks,
the Charge Nurse would then completa the visual
checks for Residant #1. Nurses and CNAs were
educatad on the changes to the care plan/care
sheats on 01/30/15 by the Interdisciplinary Team
and Director of Nursing Sarvices.

13) Resident #1 was transfemred to a behavioral
unit on 02/02/15,

14) All residants residing in the facility on

01/21/15 were reassessad for efopement risk by

the Interdisciplinary Team and Social Servicas.

15) Fadility Elopament Binders ware reviewed
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and updatad as indicated on 01/21/15 by Social
Sarvices stalf. Onae additional rasidant was
identified as an elopament risk and added to the
Elopement Bindsrs. The Director of Nursing
Services and the Assistant Director of Nursing
Services verified the Elopement Binders were
current and up to dale on 01/21/15.

18) On 01/21/15, the Intardiscipfinary Team and

tha following resident reviews: Care Plans, Care
Sheats, and Certifiad Nursing Assistant
Documentation of Accutech Bracealets, and
ansurad all Accutach bracslets ware functioning
properiy.

17) The Intardisciplinary Team will continue to
monitor and revise care sheets, cars plans, and
Accutech Bracelets daily during Clinical Start Up
Meatings 10 ensure ravisions are mada as
neaded, The Director of Nuraing Services and
tha Assistant Director of Nursing Sarvices or
Housa Supervisar will conduct the monitoring an
wesakends.

18) Tha Executiva Direclor, Director of Nursing
Sarvicas, Aasistant Director of Nursing Services,
and Interdisciplinary Team initiatad aducation
related to elopement guidelinas io all employees,
including contracted services, on 01/21/15. The
training was completed on 01/23/15. Employees
who hava not racaived tha training will not be
permitted to work until they have recsived the
training.

19) Tha Activity Director conductad assessmants
on 01/21/15 for all residents at risk for alopemant.

the Assistant Director of Nursing Services audited
all rasidents at Risk for Elopement and complated

F 323
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20) An "Appliad Audio Visual” contractor was in
the facility on 01/21/15 to assass all doors in the
facility. Avisual and operational check was
conducied for each door; all doors were feund to
ba working properly.

21) Baginning 01/22/15, Charge Nursas will
documaent that Accutech bracelets are in place
and functioning for sach resident who utilizes the
davice. The documantation will ba done on the
electronic Madication Administration Record
avery shift.

22) Chame Nurses will chack and document
weakly on the elactronic Medication
Administration Record that the Accutach batteries
are functioning properly utillzing
activation/deactivation boxes.

23) The Director of Nursing Sarvicas and/or
Aassistant Director of Nursing Servicas will audit
the Madication Administration Records daily, and
the House Supervisar will conduct tha audits on
wasakands to ensure the Charga Nurses are
monitoring ths functioning of the Accutech
Bracalets daily and battary function weakly.

24) The Interdiacipiinary Team, Assistant Director
of Nuraing Sarvices, end Department Managers
inilated aducation related to Care Sheets and
Cara Plans on 01/28/15 and completed the
trainings on 01/28/15. Certified Nursing
Aassistants will review came sheats avery shift to
identify any resident for slopament. The training
waes 10 ensure that Certified Nursing Assistants
and Numes wers aware of residents’ care needs.
Post tests were complated,

25) When Resident #1 is readmitted to the facility
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the Unit Manager will conduct a thorough
assessment, including slopement risk, and the
Director of Nursing Sarvicas and/or Assistant
Director of Nursing Services will review the
assessment.

28) Beginning 02/03/15, Charge Nursas wili
document visual chacks svery 30 minutes on
rasidents that ars at risk for alopemant. If the
Charge Nurse Is unabla to document the visual

for the visual checks end documentation.

27) Unit Managers will audit the Chargs Nurse
30-minute Visual Chack Logs avery three hours
per shift to ensure the visual checks are baing
conducted.

28) On 02/03/15, all Charge Nurses were
educated by the Director of Nursing Services
andlor Assistant Director of Nursing Sarvices on
the Importance of conducting and documanting
the 30-minute visual checks.

with the Unlt Managaers related to reviswing the

thresa hours was complsted cn 02/03/15. If Unit
Managsers ses concams with documentation,
comective action will take placs immadiateiy,
including re-aducation.

30) Reviews conducted by the Unit Managers of
the Charge Nurse 30-minute Visual Check Logs
will ba monitored and audited by the Director of
Nursing Services and/or House Suparvisor dally
during the Clinical Start Up meating. On
weakends the Housa Supervisor will review the

checks, the House Suparvisor will be responsible

28) Education by the Diractor of Nursing Services
and/or the Assistant Director of Nursing Services

Charge Nurse 30-minuts Visual Check Log avery

F 323
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31) Identifisd concems relatad to the Charge
Nursa 30-minuts Visual Check Logs wili ba
reported to the Diracior of Nursing Servicas
and/or the Asaistant Diracter of Nursing Services.
The Executive Diracior and/or the Ciractor of
Nursing Servicas will take corractive actions
which will include re-aducation.

32) On 01/27/15, an “Applisd Audio Visual
contractor retumed (o the facility and provided
racommendations and presantsd a monatary bid
10 add additional Accutech equipmant, The

approvad by the facility and equipment has bsen
ordarad which will be Installad on all exit dooss in
ths facility that currently utiiize the delayed
emeargancy agrass function, lead to the outside
perimetar, and give residants access to

off-grourks property.

33) The currant alarm systam Includes megnatic
Locks and secondary atarms. This dual alam
system is in piace on the door at the end of the

Unit 100 door, tha sacond hall Unit 100 doer, the
door at the end of the hali on Unit 300, and tha
Therapy door in the new building addition.

34) The secondary alarms ware inatalled on
01729115 and produce a loud distinctive sound
when an exit door is ppened. The sacandary
alarms can ba heard at all nursing stations and
rooms on eech unit, This was testad by posting
staff members cn aach unit end by the Nurses'
Stations and sounding the alarns. These alams
will ba in ptace until the naw Accutach aquipment
is installed. The new Accutech system will sound

monetary bid mada by "Applied Audio Visual” was

Unit 200 Wing, the smoking exit door, tha first hall

F323
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alarms at the Nurses’ Stations as wall as at the
daor.

35) On 01/28/15, staff was educatad on
Elopamant Guidelines and how 1o react to
sounding alarms and potantial glopamaents. Any
stafi not attanding the training must recaive
education before retutning to work.

38) Educsticn on responding to alarms, which
included activation/deactivation of secondary
alarms, was conductad on 01/30/15. All staffis
required to recaive the training and will not be
permitted to work in the facility until they have
baan trained on the procedurss as follow:

A. All staff witl respond immediately to any
sounding alams.

8. Tha door alarm should remain sounding and
not turmned off so additional staf¥ can render halp.
€. Gotothe door that is alarming and conduct
an outside parimater chack.

0. i no rasident is noted to be outside, go back
inside the door.

E. Dasctivate the alarm and page “goldan alen”;
this alarts ths units to conduct a head count for all
residents,

F. If all residants are accountad for than pagae "all
clepr.”

G. if a residant is "missing” immediately page
“gokisn alert” and annotinca the room number.
This alarts ali staff thara Is 8 “missing resident.”
H. If a residant is "missing” then foliow tha
facility's slopement guideline located In the
elopement baok.

37) Door alamm drills ware initiated on 01/21/15
and wera conductad svery shift by tha
Maintenanca Director. The door alam drills

F 3
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included how to raaect o a scunding door alarm,
‘The drills consist of placing staff members on
each unit and at each Nurses' Statlon. Ths
Maintenanca Diractor activates an alarm at a
specific door. Employess answering the alam
are timed as to how long it takes them to mapond
to the alanming door. Employeas that do not
answer ihe alanm are immediataly re-aducated on
the correct procedure when a door alamm Is
activated.

38) On 01/23/15, door alarm chacks and drifls
were conducted and documentad hourly from
8:00 AM through 11:00 PM. The Logs ware
audited by the Executiva Diractor to ensure they
had been complated.

39) Baginning 01/24/15 door alarmm diitls and door
checks will bs conductad avary shift Monday
through Friday by the Maintenance Director
andfor Executive Director. The Managsr on duty
and/or House Suparvisor will compleis the door
chacks and atarm drills on the weskend,

40) Logs 1o ansure tha daily door drills and door
alarm chacks ware conductad will ba auditad by
ths Exaculive Director daily Monday through
Friday and by the House Supervisor on
weekends.

41) The Maintananca Director provided training to
all staff on 01729/15 related to
activating/deactivaling secondary alams and
parforming door checks on the magnstic locking
doors and the Accutech doors.

42) All raviews and audits will be taken ta the
waeldy Quality Assurance Commitiss mestings
for four weeks, than monthly, to be anaiyzed for
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tranda. if concarms are idenlified appropriate
action will be taken including system revision and
educstion as deemed necassary.

***The SSA validatad the Immediate Jeapardy
was ramoved as follows:

1) Raview of Nursing documentetion daled
01/21/15, ravaalad Resident #1 requirad no
treatmaent after tha elopament and was assessed
to have sustained na injury when retumed inside
tha facility. Vital signs were obtained and
documantad; thay wera within normal limits.

2) Raview of the faciity's documentation, dated
01721115 and intarview with Licensed Practical
Nurse (LPN)} #1 on 01727115, at 2;20 PM, LPN #2
on 01/27/15 at 11:48 AM, and RN #3 on 01/27/15
at 6:15 PM, revealed head counts were
canducted on all three units and aach resident
was accountad for at that time.

3) Review of the facilily's invastigation and
intarview with the Exacutive Director (ED) on
02/08/15 at 11:50 AM and the Director of Nursing
Servicas (DNS) on 02/08/15, revealad the
Investigation was initiated on 01/21/15.

4) Raviaw of documantation, datad 01/2%/15,
raveaied Rasldent #1's Accutech bracelet was in
place and functioning appropriately when the
resident was retumed inside the facility on
0172115,

5) Review of Resident #1's Comprehansive Care
Plan dated 01/21/15, ravealsd tha Care plan had
been updated to reflact the resident’s elopement
on 01/21/15.
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8) Raviaw of a Door Audit dated 01/21/15, and
signed by the Maintenance Director ravaalad all
locking methanisms on aach door in the facility
weare examinsd with no cohcams notad.

7) Raviaw of tha facility's documantation raveeled
Resident #1's Physician and Responzible Party
wara hotifiad that Residant #1 had elopad from
the facility on 01/21115.

8) Ravisw of dot:umentation made by the
Physician Assistant (PA) mvealed the PA
examined Rasidant #1 on 01/21/15, and ondered
an alactrocardiogram, chest x-ray, and laboratory
tests for the resident. Review of Rasident #1's
medical record on 01/26/15 revaalad the {ssts
had been conducted with no significant
abnommalities noted.

9) Reviaw of a Clinleal Pharmacist Medication
Regimen Review Summary datad 01/21/15,
revealed a medication review wes conducted on
014721115 for Resident #1, with mcommendations
madae and approvad by Resldent #1's Physician.

10) Raview of Visual Chacks documantation
ravegled tha faciiity hed been conducting
15-minute visual chacks on Resident #1 sincs
01/15/15. Documentation of Visuai Chacks
ravealed the 15-minute visual checks wera
increased {0 every 10 minutas on 01/30/15.

11) Review of Resldsnt #1's Comprehensiva Care
Plan revealed it was updated on 01/30/15, 1o
reflact tha increass in visuai checks to every 10
minutes for Resident #1. Review of a Cestified
Nursing Assistant (CNA) Care Sheet dated
01/30/15 also revealed staff was to parform visual
chacks for Resident #1 svary 10 minutas.
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12) Raviaw of Visual Chacks documentad by staff
for Rasident #1 from 01/30/15 through 02/011185,
ravealad the visual chacks were documented as
conductad avery 10 minutes. Interviews on
02/08/15 at 10:18 AM with CNA #7, 10:42 AM
with CNA#10, and 11:19 AM with RN #8 and the
Unit 200 Manager, ravaalad they had conducied
visual chacks for Resident #1 from 01/30/15
through 02/01/15 every 10 minutes, and wera
awara of the procadures for performing the visusl
chacks. intervisw on 02/08/15 at 12:00 PM with
tha Director of Nursing Services revealed shs had
performad siaff tralning related to conducting
visual checks for Resident #1 on 01/30/15.

13) Raview of nursing documentation dated
02/02/15, revealed Rasidant #1 wes transfemed
o a behavioral unit on 02/02/15. Resident #1
remained out of tha facilty on 02/08/15.

14) Reviaw of Risk Elopement asssssmenits,
dated 01/2115 reveated all residents in the
facility had been re-evatuated for elopement risks.
Intarviews on 01/28/15, at 3:23 PM with MDS
(Minimum Data Set) Ceordinators #1 and #2; and
at 4:25 PM with the Sociai Services Director
reveslsd reassassments of all rasidents in tha
facility wara conducted on 01/21/15.

15) Review of the Elopemant Binders located on
gach Nursing Unit, in the Diatary Depariment,
Business Offics, Housekeeping Area, and
Therapy Cepertmeant ravealsd the binders
contained information on all residants identified to
be at risk for slopament and the Elopameant
Guldelines and procedurss.

16) Review of Clinical Audits dated 01/21/15 and
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intarviews on 01/28/15, et 3:23 PM with MDS
Coordinators #1 and #2; at 4:25 PM with the
Social Services Diractor; and on 02/08/15, at
11:45 AM with the Asaistant Director of Nursing
Services revealed audits of all rasidents at Risk
for Elcpemeant had baan compleled and they had
also conductad reviaws of Comprehansive Care
Plans, Cars Sheets, Certified Nursing Assistant
documsntation of Accutech Bracelets, and
enaured sll Accutach bracatets ware functioning
properly on 01/2115.

17) Raview of Clinical Start Up Meeting
decumantation dated 02/05/15 and interviews on
02/06/15 at 12:00 PM with the Director of Nursing
Sarvices, at 11:45 AM with the Assistant Diractor
of Nursing Sarvicas, and at 10:12 AM with RN #4,
thae Weekend Supervisor, revealed tha Care
Shests, Cara Plans, and Accutach bracslets were
monitored daily during the Clinical Start Up
mesting and as needed, and would also be
performed on weekeands by the Housa

Supervisor.

18) Review of In-service Tralning "Elopsmant
Guidellnes” dated 01/21/15-01/23/15, revaaled
tha training had besn conductsd by staff including
the Executive Diractor and Director of Nuraing
Services. Interviews on 02/08/15 at 11:19 AM
with RN #8, 10:56 AM with RN #5, 10;38 AM with
LPN #5, 11:08 AM with LPN #7, 10:50 AM with
LPN #6, 10:18 AM with CNA #7, 10:24 AM with
CNA#8, 10:30 AM with CNA #0, 10:42 AM with
CNA#10, and at 11:35 AM with CNA#11, and an
02/05/15, at 4:15 PM with LPN #7, at 4,08 PM
with CNA #12, at 430 PM with CNA #13, at 4:58
PM with the Buainass Office Manegar, at 4:26 PM
with PTA (Physical Therapy Assistant) #1, at 4:28
PM with the Rehabilitation Managsr, at 4:40 PM

FORM CMB-2567(02-08) Previcus Versions Obsolets Event ID; 107011 Facilty I0; 100200 if continuation sheat Page 52 of 80




PRINTED: 02/23/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUA () MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION WWENTIFICATION NUMBER: A BULDING
105244 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP COOE
108 HARMON HEIGHTS
GOLDEN LIVINGCENTER-STANFORD STANFORD, KY 40484
o SUMMARY STATEMENT OF DEFICIENCIES ] ; PROVIDER'S PLAN OF CORRECTION [Ty
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMMLETION
G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATR
DEFICIENCY)
F 323 Continuad From page 52 F323

with the Distary Manager, and at 4:10 PM with
Housekeaping Staff #1 revealed ail the staff
interviewad had attended the training and were
knowledgaable relsted to the locations of the
Etopament Bindars and the Elopament
Guidslines. Steff interviswed was abla to varbally
state the steps to take if an axit door was found
alarming and/or a residant hed elopad from the
tacility.

18) Review of Activity assessmants for residents
identifiad ta bs at risk for slopament revealed
assessmants ware conducted on 01/21/15.

20) Review of documentation revealed "Appiied
Audio Visual* was In the facllity on 01/21/15, and
found no concems with exit doors,

21) Interviews on 02/08/15, at 10:38 AM with LPN
#5, 11;08 AM with LPN #7, and 10:50 AM with
LPN #8, and raview of Madication Administration
Recards for Rasidanta #1, #2, #3, #5, #8, and #7
revealad documentation by nurses that ths
Accutach bracslats wars in placa and functioning
avery shift was contained on the Madication
Administration Racords.

22) Intarviews on 02/08/15, at 10:36 AM with LPN
#5, 11:08 AM with LPN #7, and 10:50 AM with
LPN #8, and review of Madication Administration
Racards for Residants #1, #2, #3, #5, #8 and #7
ravealed documentation by nurses that the
Accutach bracalat batteries worn by the residents
ware checked weskly for functioning ulitizing the
activation/deactivation boxes. Interview with
Resident #8 on 02/05/15, at 3:08 PM ravaaied
staff had brought a device to tha resident’s room
end checked tha bracalst's functioning.
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23) Reviaw of the Accutech Bracalats Medication
Administration Record Audits dated 0172215
through 02/08/15, and intarvisws with the Director
of Nursing Sarvicas on 02/08/15 at 12:00 PM, at
11:45 AM with the Assistant Director of Nursing
Services, and at 10:12 AM with RN #4, the
Weekend Suparvisar, revesaled they had
conducied audits of the Medication Administration
Records for residants at risk for alopament to
ansume the bracelet functioning and battery
functioning had bean conductad by the nurses as
raquired.

24) Raview of In-sarvice training "Cara Sheets
and Care Plans” dated 01/28-20/15, and Post
Tests also datad 01/28/15 and 01/28/15, revealed
the training had baen conducted and stafi had
beaan administared tha test. Intsrviewa on
02/05/15 at 4:.08 PM with CNA#12, at 4:30 PM
with CNA #13, and on 02/08/15 at 10:18 AM with
CNA#¥7, at 10:24 AM with CNA #3, at 10:30 AM
with CNA #0, at 10:42 AM with CNA#10, and at
11:35 AM with CNA #11 rsvaalad tha staff had
rscalved the training and takan the post test.
Staff interviewad was knowledgjaable on how to
cbtaln the care sheats, what information was
containad on the care shests, and thelr
rasponslbility to review ths care sheets to
ascarain esch resident's care nseds.

25) Residant #1 remained out of tha facility on
02/0815.

28) Revisw of Visual Checks deted 02/03/15
through 02/05/15 for Residents #2, #3, #5, #8 and
#7 revealed nurses had documented thay had
visuslized the residents avery thirty (30)minutes.
Interviews on 02/08/15 at 10:38 AM with LPN #5,
at 11:08 AM with LPN #7, and at 10:50 AM with
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LPN #6 ravaalad they were knowledgeable
regarding tha visual checks and had conducted
the chacks as required. Intarviaw on 02/068/15, at
10:12 AM with RN #4, tha Weekend Supervisor,
ravagled she was knowledgeable regarding that if
the Charge Nurses were unable to perform and
documant the visual chacks for residents
idantifisd to be at risk for elopemant it would be
the House Supervisor's respensibifity to conduct
and decument the visual checks.

27) Ravisw of the Unit Manager Visual Check
Audits dated 02/03-05/15, and inlarviews an
02/08/15 at 91:19 AM with RN #8, the Unit 200
Manager; and at 10:58 AM with RN #5, the Unit
300 Manager, revealed the Unit Managers had
bsen conducting audits avery thres (3) hours to
ensura Charge Nurses wem complsting the
visual chacks as requirad.

28) Review of documentation revealsd in-setvice
training was conducted on 02/03/15 by the
Director of Nursing Sarvices and Assistant
Diractor of Nursing Servicas relatad to Charge
Nursas conducting the visual chacks for residants
idantified to be at risk for elopamant. Inlerviaws
on 02/05/15 at 4:15 PM with LPN #7; and on
02/08/15 a1 10:38 AM with LPN #5, at 11:06 AM
with LPN #7; and at 10:50 AM with LPN #86,
ravaglad the Charge Nurses raceived the tralning
and wara knowledgaable regarding the procass
for conducting and documanting visual checks for
residants identified to be at risk for elopement

29) Review of documentation revealed in-pervice
training was conductad on 02/03/15 by tha
Direcior of Nursing Sarvices and Assistant
Diractor of Nursing Services for Unit Managars
related to Chargs Nursas conducting the visual
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chacks for residants identifiad to be at risk for
elopament. interviaws on 02/08/15 at 11:18 AM
with RN #8, tha Unit 200 Manager and at 10:56
AM with RN #5, the Unit 300 Manager, revealad
they had attandad the training and were
knowledgeable regarding auditing the Charge
Nurse's visual check and if concams were
identifiad to lake immediate comective action
including re-education.

30) Revisw of Audits parformad by the Director of
Nursing Servicas and House Supervisors and
interview on 02/08/15 at 12.:00 PM with the
Director of Nursing Sarvices, 2nd at 10:12 AM
with RN #4, the Weskend House Supervisor,
revealed thay had conducted daily raviews to
snsure visual checks wera baing parformed as
required far residents in the facility identified to be
at risk for elopement.

31) Intsrviews on 02/06/15 at 12:00 PM with the
Director of Nursing Services, at 11:45 AM with the
Asslstant Diractor of Nursing Services; and at
11:50 AM with the Executive Director revealed no
idantified concams had been idantified with staff
pearforming the visual checks as required for
residents identified o bs at risk for slopemeant.

32) Review of documentation dated 01/27/15
ravealed an "Applied Audio Visual" contractor
submitted a bid to the facility for installation of
aquipmant to doors in tha facility. Interview on
02/08/15 at 11:50 AM with the Exacutive Director
of tha facility revealed all axit doora in the facility
currently utilizing a delayed emergancy egrass
function and feading to tha outsida parimetar
which gives rasidants access to off-grounds
property will ba equipped to function with the
Accutech system was already in place at the
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33) Ohsarvations on 02/05/15 revealed magnetic
alarms and secondery alammns ware in placs on
the saven {7) exit doors accessible to residents in
the facility which lead to unsecurad outdoor areas
of the facility and which were not eguipped to
oparata with tha Accutach systam

34) Obsarvations on 02/05/15 revealed the
sacondery alarms could be heard at the Unit 100
Nurses' Station and at the Unit 300 Nurses'
Station, Interviews on 02/08/15 at 11:19 AM with
RN #8, at 10:58 AM with RN #5, at 10:38 AM with
LPN #5, at 1108 AM with LPN #7, at 10:50 AM
with LPN #6, at 10:24 AM with CNA #8, at 10:30
AM with CNA #9, at 10:42 AM with CNA #10, and
at 11:35 AM with CNA #11, revealed all the staff
had participated in door drilis. Interviaws
ravealed the sacondary alarms wera loud and
distinctiva and could ba heard In all areas of tha
facility.

35) Review of the "Elopement Guidalinas™
in-sarvice documentation dated 01/28/15 and
interviews on 02/08/15 at 11:19 AM with RN #8,
at 10:58 AM with RN #5, at 10:38 AM with LPN
#5, at 11:08 AM with LPN #7, at 10:50 AM with
LPN #8, at 10;18 AM with CNA #7, at 10:24 AM
with CNA #8, at 10:30 AM with CNA #8, at 10:42
AM with CNA#10, and at 11:35 AM with CNA
#11, and on 02/05/15, at 4:15 PM with LPN #7, at

at 4:58 PM with the Business Office Manager, at
4:26 PM with PTA #1, st 4:28 PM with the
Rehabilitation Manager, at 4:40 PM with the
Diatary Manager, and at 4:10 PM with
Housekeaping Staff #1, mvealed staff had
received training an the Eicpemaent Guidelines.

4:08 PM with CNA #12, at 4:30 PM with CNA#13,
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38) Review of the in-sarvica training "Responding
to Alarms,” datad 01/30/15; and Interviews on
02/068/15 at 11:19 AM with RN #8, at 10:568 AM
with RN #5, at 10:38 AM with LPN #5, at 11:08
AM with LPN #7, at 10:50 AM with LPN #8, at
10:18 AM with CNA #7, at 10:24 AM with CNA #8,
at 10:30 AM with CNA #9, at 10:42 AM with CNA
#10, and at 11:35 AM with CNA #11, and on
02/05/15, at 4:15 PM with LPN #7, at 4:08 PM
with CNA #12, at 4:30 PM with CNA #13, 8t 4:58
PM with the Businass Office Manager, at 4:28 PM
with PTA#1, at 4:28 PM with tha Rehabilitation
Manager, at 4:40 PM with the Distary Manager,
and at 4:10 PM with Housekeeping Staff #1,
revealad sach staff mamber could verbally state
the facility's procedure whan an exit door alarmed
andfor a resident in the facility was detemined to
be missing. Each staif member intarviewed was
knowladgsabla regarding their axpscted dutiea
during an elopement in the facility or when an axit
door alarmad.

37) Reviaw of tha Door Alarm drill audits dated
01/21/15, and interview on 02/08M15, at 12210 PM
with the Maintenanca Diractor revealad audits
had been conductad avery shift by the
Maintenance Diractor beginning on 01/21/15.
They Included how to react to a sounding door
alarm and timing siaff on their responaa.
Intarviaws on 02/05/15, at 4:15 PM with LPN #7,
at 4:08 PM with CNA #12, and at 4:30 PM with
CNA#13, and on 02/08/15 at 11:19 AM with RN
#8, at 10:58 AM with RN #5, at 10:36 AM with
LPN #5, st 11:08 AM with LPN #7, at 10:50 AM
with LPN #8, at 10;18 AM with CNA #7, at 10:24
AM with CNA #8, at 10:30 AM with CNA #9, at
10:42 AM with CNA #10, and at 11:35 AM with
CNA #11, revealed they had participated in door
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alarm drills conducted In the facility.

38) Raview of the Door Alarm Audits datad
01723115, ravealed audits and door drills were
documentad hourly from 8:00 AM through 11:00
PM. Raviaw of the audits and Intsrview on

mvasaled he had audited the logs to ansure the
door audits and driills had bean conducted as

raquired.

39) Raviaw of the Daor Alarm Diills and Door

Chack Audits, dated 01/24/15 through 02/05/15,
and interviaw on 02/06/15 at 12:10 PM with the
Maintenanca Direcior and at 10:12 AM with BN

had besn conducted on avery shift Monday
through Friday by the Meintanance Director or
Exacutive Diractor, and on the weekends by the
Housas Supervisor.

40) Review of the Daily Door Drills and Door
Atarm Logs, dated 02/05-08/15 and interview on

revealed the Executive Diractor had auditad tha
Logs to snsure the drills had been conducted.

41) Reviaw of in-servics training dated 01/28/15,
and interview on 02/06/15 at 11:45 AM with the
Asgistant Diractor of Nursing Sarvicas, at 11:19
AM with RN #8, and at 10:56 AM with RN #5
revealed they had attanded In-services and wera
awar of the procedures required to
activate/deactivate sacondary alarms and
parform door chacks on the magnetic locking
doors and the doors squipped with Accutech
alarms.

42) Review of Quality Assuranca maeting

02/08/15 at 11:50 AM with the Executive Director

#4, the Weekend Supervisor, ravealed the audits

02/068/15 at 11:50 AM with the Exacutive Dirsctor
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doecumantation dated 01/30/15 and 02/05/15
revealed all data coilactad and psrformanca
audits, conduciad related to the facllity’s response
to Resident #1's elopament from the facllity on
01/21/15, wera raviawad during the mastings.
Interview with tha Executive Director on 02/06/15
at 11:50 AM revealed no significant changas in
the facility's implamanted plan wem datermined
to ba necassary during the meetings.
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