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An onsite re-visit was conducted on 11/10/15 and
found the facility in compliance on 10/13/15 as
alleged in their PoC.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207 and to the Office of Management and Budget, Paperwork
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This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvernent Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Plan of Correction that have been corrected and the date such corrective action was accomplished. Each deficiency should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each
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DEFICIENCTY)
F 000 | INITIAL COMMENTS F 000 “The preparation and execution of the
: Plan of Correction does not constitute an
Amended 10/07/15 ' admission or agreement by the provider
of the truth of the facts alleged or conclul
A Recertification/Abbreviated/Extended Survey sion set forth in the Statement Of Defi-
was initiated on 08/25/15 and concluded on . This Plan of Correction is pre-
09/10/15. The Division of Health Care vlency. 1hus Flan o S pre
substantiated the aliegation for complaint pared and executed solely becauserlt 15
KY23736 with Immediate Jeopardy identified on required by Federal and State faw.”
08/27/15 and determined to exist on 08/19/15 at
42 CFR 483.20 Resident Asasessment (F281) and
42 CFR 483.25 Quality of Care (F323) at a scope
and severity of a “J* with Subsatandard Quality of

Care in 42 CFR 483.25 Quality of Care. The
facility was notifled of the immediate Jeopardy on
08/27/15,

On 0B/19/15, Resident #7 eloped from the facility
without stafl knewledge._An.employee of e |
facility was walking to the bus stop on a busy
two-lane road after completing his shift and
observed the resident sitting in a wheelchair and
attempling to cross a busy two-ane road
approximately 0.4 miles from the facifity. The
lemperature was eighty-aix (86) degrees
Fahrenheit (F) with intermittent elouds and a
breeze up to fourteen (14) miles per hour, The
resident was wearing an orange shirt, bib
overalls, a hat, and sneakers. The resident was
returned 1o the facility at approximately 3:30 PM
and assessed with no injuries identified.

The facility provided an acceptable Allegation of
Compliance (AOC) on 09/02/15 alleging removal
of Immediate Jeopardy on 08/29/15. The State
Survey Agency validated the removal of
Immediate Jeopardy on 08/29/15 as alleged, prior
to exit on 09/10/15. The Scope and Bevarity was L o ~ -
lowered to a "D" for 42 CFR 483.20 Resident e e B

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATUHRE TIMLE (38} thE} ,
i)

X Qeatan ) HOUMRA X o ghado X 19

Any deficigbgy statément ending with an astarisk (") denotes & deficiency which tfie institution may be excused from correcting providing it is determined that
other safedards provide sufficiant protection to the patiente. {Ses instructions.) Except for riirsing homes, the findings stated above are disclossble 90 days
tallowing the date of survey whather or not a plan of correction je provided. For nursing homes, the sbove findings and plans of cotrection are disclosable 14 -
days following the date these documents are made avallable to the tacility. 1t deficiencies are clted, an approved plan of corraction is requisie to continued
“ogram parlicipation,
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(%43 1D SUMMARY STATEMENT OF DEFICIENGIES : D
PREFIX (EACH DEFICIENCY MUST BE BPRECEDED BY EULL { PREFIX
TAG REGULATORY OR LSC IDENTIFYING JNFORMATION) i TaG

Assessment (F281) and 42 CFR 483.25 Quaiity
of Care {(F323) whils the facility implements the
Flan of Correction (POC) and the Quality

Assurance (QA) Committes monitors the i
 effectiveness of systemic changes. . ;

f .

F 000 Continued From page 1 : J F 000,
|
i

An additional deficiency was cited during the
recertification survey at a scope and severity of
an F, i . 7 e Al ith wife |
F 281 483.20(k)(3)()) SERVICES PROVIDED MEET | F ogy | Resident #7 was discharged home with wife 5
55=J! PROFESSIONAL STANDARDS | on §-27-15. 10713715
‘ .=
i -~ :
The services provided or arranged by the facility On 8-27-15 all other current residents
must meet professional standards of guality, ; Elopement Risk Screens were audited by

' ’ the Staff Development Coordinator, MDS
t Coordinators, ADON and Unit Managers to |
| ensure that each resident was screened ac-

'

4

f This REQUIREMENT is not met as evidencead
| by

' Based on interview, record review and facility . curately, there were no residents that were
policy review and review of the facility's incident ;‘ screened 'not at risk' that were changed to ,
repor, it was determined the tacility failed 1o have H'atrisk'. On 8-27-15 the care plans for the |

an effective aystem o ensure the development of

| @n interim care plan to mest the needs of a newly | 12 residents that were determined to be ‘at

admitied resident to reduce the risk of alopement | | Tisk! were reviewed by the Staff Develop-

]‘ for one (1) of nineteen (19) sampled residents, i é ment Coordinator, MDS Coordinators, {
| Resident #7. ,  ADON and Unit Managers to ensure that :
| On 08719115, Resident 47 eloped from the facility they included the resident being at risk for

} without staff knowledge. An employee of tha ? . elopement. On 8-?7-1 5 the Adr_nmlstrator i
! facility was walking 1o the bus stop on & busy i ¢ reviewed all exterior door functions checks |
| two-lane road after completing his shift and :  for the Jast 60 days to ensure that the doors

E observed the resident sitting in a wheelchair and ; !

lattempting i cross a busy two-lane road : | were checked on a weekly basis and func

approximately 0.4 miles from the facility. The 1 | tioning. On 8-27-15 the Unit Mﬂn&gﬁ‘fs and
| temperature was sighty-six (86) degrees ! Assist Unit Managers verified that a list of

. Fahrenheit (F) with intarmittent clouds and a ; } those residents at risk for elopement was at 4
i

| breeze up to fourteen ( 14) miles per hour. The ; d on each MAR
| resident was wearing an orange shirt, bib | I the reception area an each MAR.
! i [
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| and assessed with no injuries identified.

' The facitity's failure to ensure a care plan was

overalls, a hat, and sneakers. The resident was
returned to the {acility at approximately 3:30 Pm

developed to direct staff in the monitoring of &
newly admitted resident with exit sesking
bebiavior has caused or is likely to cause serous
injury, harm, impairment or death to a regident.
Immediate Jeopardy was identified on 08/27/15
and datermined to exist on 08/19/15. The facility
was notified of the Immediate Jeopardy on
0B/27/15.

The facility provided an acceptable allegation of
compliance (AOC) on 09/02/15 alleging
compliance on 08/29/15. The State Survey
Agency validated the removal of Immediate

| BTATEMENT OF DEFICIENCIES | |{X1). PEOVIDER/SUPELIER/GUA .. .5 002 MULTIPLE GOMETRUETIONMN. e s ooe oo e oo se v (X3) DATE BURVEY - - ], ...
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185169 B. WiNG 08/10/2015
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, ZIF CGODE
1807 LYNN WAY
JEFFERSON MANOR HEALTH & REHABILITATION CENTE
R LOUISVILLE, KY 40222
X4y 1D BUMMARY STATEMENT OF DEFICIENGIES 3] PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-FEFERENCED TO THE APPROPRIATE DATE :
‘ DERICIENCY)
F 281 Continued From page 2 F 281

On 8-28-15 the DON checked the MAR's
and TAR's of all residents assessed to be
at risk for elopement to ensure that place- |
ment and function checks were complet-
ed.

No changes were made to the policy.

All staff were re-educated by the House
Supervisor, Staff Development Coordina-
tor, MDS Coordinators, DON, Adminis-
trator, Unit Managers and Assistant Unit
Managers on the Elopement Policy,
Elopement Risk Screen, Behavioral Indi-
cators for Exit Seeking Behavior and
Interventions to address exit seeking be-
havior. All staff were educated by §-28-
15 or not allowed to work until the edu-

cation-was completed. On-8-28-15-the-—-

Jeopardy on 08/29/15 as alleged prior 1o exit on
09/10/15. The scope and severity was lowered to
a "D" while the facility implements the Plan of
Correction and the facility's Quality Assurance
mornitors the effectiveness of the systemic
changes.

The findings include:

Review of the facility's policy regarding
Elopement, dated 02/18/08, revealed the fagility
would assess all residents for eloperment risk
upon admission, between day three (3) and day
seven (7), between day thirty (30) and day
forty-five (45), quarterly and with any significant
change in Activities of Daily Living {ADL) function
or cognitive function. The fagility would use the
Elopement Risk Assessment. The elopement
risk assessment would indicate a resident had an
increased risk for elopement if the facility
determined the answer to two (2) or more of the

education on the Elopement Policy,
Elopement Risk Screen, Behavioral Indi-
cators for Exit Seeking Behaviors and
interventions to address exit seeking be-
haviors were added to the new hire orien-
tation by the Staff Development Coordi-
nator, all newly hired staff will receive
the education during orientation which is
overseen by the Staff Development Coor-
dinator. This education will be repeated
for all facility staff not less than annually
by administrative nurses, including the
Staff Development Coordinator, DON,
ADQON, Administrator and Unit Manag-

€3,

All newly admitted residents will have an
Elopement Risk Screen completed by the
admitting nurse.
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developraent and revision of initial and interim

five (5) questions on the assessment was g
"YEE." The assessment further stated if
resident had two (2) or more "Yas* answers and
the facility determined the resident was not at risk
for elopement, the facility would provide rationale.
If the assessment determined the resident was at
risk for elopement, the facility would develop a
care plan to include interventions such as
increased monitoring, use of one-on-one
services, bed alarms, code alerts, and activity
programs, The policy further stated the facility
should develop & plan to eliminate or reduce tha
risk of elopement.

Interview with the Administrator, on D8/27/15 at
4:07 PM, revealed the facility used the Resident
Agzzessment Instrument (RAI) Manual for the

of a power point presentation the facility used to
train staff on care plan development and
updating.

Review of the Resident Aszessment Instrument
{RAN manual, Minimum Data Set (MDS), Chapter
4, page revealed a good assessment i the
starting point for good clinical problem solving,
decision making, and for the creation of a sound
care plan, The manual revealed the facility
should have collected information that wags
needed to identify an individual's strengths and
risks by obtaining a personal and medicat history.
The faciiity would identify the resident's prior
wandering behaviors and determined whether
those behaviors put the resident at significant risk
of getting into potentially dangerous
situations/piaces. The facility would identify any
curtent consequences of the individual's situation
and defined significant risk factors. The facility

T Airdits o theHinetion ol gl ekierior
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F 281 | Continued From page 3 £ 081 The DON, ADON, Unit Manager, Assis-

tant Manager or House Supervisor will
complete the New Admit Elopement
Risk Screen audit on all new admissions
weekly for 2 months and then 25% of
new admissions will be completed
monthly for 3 months and then 25%
quarterly to ensure accurate screening.

The Eloperment Audit on Elopement
Risk Scteens, MAR, TAR, Care Plans
and Nurse Aide Care Plans for residents
assessed at being at risk for elopement
will be completed by the DON, ADON,
Unit Manager, Assistant Manager or
House Supervisor monthly for 12
maonths to ensure accuracy and timeli-
ness of the screens and placement and
funection checks.

door checks will be completed weekly
for 6 weeks then monthly for 12 months
by the Administrator or DON.

New Employee Orientation Audits will
be completed by the DON, ADON or
Administrator weekly for 12 months to
ensure that all newly hired staff have
received education on elopement.

All audits to be reported to QA subcom-
mittee by the DON or Administrator that
will meet no less than monthly for &
months then no less that quarterly to
ensure sustained compliance. The find-
ings from QA Subcommittee will be
presented to the Quality Assurance Com-
mittee by the Administrator or DON

which meets no less than quarterly.

FORM CME-2567(02-98) Previous Versions Obsolete

Event ID: 001211

Fadiity 1, 100853

It continuation sheet Page 4 of 44



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

PRINTED: 10/07/2015
FORM APPROVED
OMB NO. 0938-030+

{ STATEMENT.OF DEFICIENCIES | . LX) EROVIDER/SUPRLIER/CLIA |
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER:

185169

(%2 MULTIPLE GONSTRUGTION. . . .......... |(X3 DATESURVEY
A. BLILDING GOMPLETEDR

£ WiING 08/10/2015

MAME OF PROVIDER OR SUPPLIER

JEFFERSON MANOR HEALTH & REHABILITATION CENTER

STREET ADDRESS, CGITY, 8TATE. ZiF CODE
1801 LYNN WAY
LOUISVILLE, KY 40222

(X4} 1D
PREFX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSO IDENTIFVING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION (¥E)
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSE-REFERENCED TO THE APFROPRIATE DATE
- DEFICIENCY)

F2g1

1.08/19/15 the Administrator had observed

Caontinued From page 4

wauld implement interventions to address the
individual's concems and risks.

Review of the facility's Power Point presentation
titied Care Planning, 04/08/13, reveaied the
facility identified three (3} types of care plans: the
initial care plar; the comprehengive care plan;
and, the acute care plan. The facility would
initiate the standard template with admission and
complete it within twenty-four (24) hours. The
standard template served as the initial care plan
and the nurse aide care shest. When building a
care plan, the facllity used assessments including
the elopement assessment,

Review of the facility's Combinad Incident
Report/Final Report, dated 08/20/15, revealed on

F 281

Resident #7 walking in the Tacility around 3:05 FM |

on 08/19/15. At approximately 3:30 PM, an
employee walking toward the bus stop ohserved
the resident headed toward the bus stop and
brought the resident back to the facility. Review
of the docurnent further revealed on 0B/20/15 the
facility discovered Resident #7 had a history of
elopement at home. On 08/20/15, the Director of
Admissions spoke with the resident's POA. The
POA informed the facility the resident had a
history of efopement at home. The document
stated the facility did not know about the
elopement history at the time of admission.

Intarview with the Admissions Director, on
08/27/15 at 1:35 PM, revealed she did not
specifically ask Resident #7 or the resident’s
Power of Attorney (POA) 1 the resident had a
history of elopement. Bhe stated the facifity had
liaisons who conducted a pre-admission
assessment with residents who moved to the

FOMM CMS-2567(02-85) Previous Varslons Obsolate Event ID:OQ1211
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F 281 Continued From page 5 F 281

faeility directly from the hospital. However, tha
facility did not wtilize a pre-admission assessment
for residents moving from their homes. The
Admissions Direclor stated she conducted the
admission with Resident #7 and the resident's
£OA on the evening of 08/17/15. Tha Admissions
Director explained to the POA that the facility had
limifations concerning elopements in that the
facility did not have a iocked Memory Care Unit,
The Admissions Director further stated she did
not ask the POAIf the resident had a history of
elopement from another facility or from home.
She stated the POA did not discloge any
information regarding whether of not the resident
had a history of elopement or of leaving the home
or wandering,

e | FREMIEW Of thie clinical record for Resident #7
revealed ihe facility admifted the resident on
08/17/15 with diagnoses including
Mon-Alzheimer's Dementia, Coranary Artery
Diseass, and Difficulty in Walking.

Review of the Brief interview for Mental Status
(BIMS), dated 08/18/15, revealed the facility
assesszed the resident 1o have a BIMS score of
six (B) of fifteen (15) indicating the resident was
not intetviewable and had moderate cognitive
Impairment,

Review of the Nursing Observations Assessment,
dated 0B/17/15 at 4:12 PM, revealed the facility
adrmitted Resident #7 from home by whealchair,
The resident was accompanied by his/her
spouse/POA. The resident had a history of a
recent hosphtalization due 1o a Syncope and
Hemorrhagic Stroke. The resident was alert, but
had impaired memory. The assessment stated
the resident and the resident's POA stated the

FORM CMB-2567(02-89) Previous Versions Obsolete Evant ID:OGQ121 Faeiity 10 100533 { continuation sheet Papa 6 of 44
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Continued From page 6

resident was able to ambulate independently
without the assistance of any device. The
assessment further stated the resident's POA
was present during the admigsion process.

Review of the Elopement Risk Screen, dated
08/17/15, revealed the facllity assessed Resident
#7 as not at risk for elopement. The facility
completed the Elopement Risk Screen upon
admission of the resident to the facllity. The
screan consisted of five (5} questions. The nurse
marked the assessment with three (3) yes
answers and two (2) no answers, The :
assessment stated the resident did not wander
and did not have a history of elopement. The
screen stated at the bottom of the assessment
that two (2) or more "YES* answers indicated

poszsible risk for elopament. It further stated ifa |

resident had two (2) or more "YES" answers and
nursing determined the resident was not at risk,
nursing would provide a rationale. The nurse
completing the assessment documented, the
resident was currently alert and oriented, was
here to get stronger, for return 1o home with the
spouse and there was no risk for elopernent at
this time.

Interview with the MDS Coordinator, on 08/27/15
at 1:50 PM, revealed the Unit Managers were
responsible for completing the inttial one page
care plan when a resident was admitted to the
facility. MDS reviewed the initial care plan and
created the hand written interim care plan for the
resident. Alterwards, any Nurse or Nurse
Manager could update the interim care plan.

Interview with the Green House Supervisar, on
8/27/15 at 2:40 PM, revealed she did not include

F 281

elopement risk on the interim care plan for
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i Beview of the Physician's Telephone Orders for

Continued From page 7

Rasident #7. The Green House Supervisor
completed the intake assessments, including the
elopement screen, and the interim care plan.

She did not assess Residert #7 ag an elopement
risk and therefore did not place elopement risk on
the interim care plan. The Green House
Supervisor completed the initial elopement
evaluation and did not ask Resident #7 or the
resident's POA if the resident had a history of
slopement or of leaving the hame.

Review of the nterim Care Plan for Resident #7,
dated 08/17/15, revealed the facility placed no
interventions identilying or reducing the
slopement risk on the resident's Interim Care
Plan.

F 281

Resident #7, dated 08M19/15, revealed the facility |

received an order to place a code alert to the
resident's ankle. The order included instruction
for staff to check the placement of the code alert
bracelet every hour.

Howaver, review of the Interim Care Plan for
Resident #7, dated 08/18/15, revealed an interim
care plan for elopement was not developed untif
08/20/15, three (3) days after admission and two
{2} days after the elopement. Interventions in the
care plan included staff to check placement of the
code alert per physician's orders, staff to cheek
the function of the code alert per physician's
orders, monitor resident's whereabouts, redirect
the: resident as needed, and provide activities for |
diversion.

Interview with BN #1, on 08/26/15 at 11:05 AM,
revealed the morning of 08/19/15, RN #1
obsetved the regident gathering his/her
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belongings. She also observed the resident
walking throughout the Tacility with no walker and
the resident stated he/she was looking for their
truck. RN #1 stated she consulted with the
Assistant Unit Manager and placed a code alert
bracelet on Resident #7's wrist; but did not
develop an interim care plan for elopement.

Inferview with the Blue Asslstant Unit Manager,
on 0B/26/15 at 3:20 PM, revealed BN #1 informed
her of Resldent #7's increased exit sesking
behaviors. RN #1 placed a code alert bracelet on
the resident due to the resident wandering the
facility and looking for his/her truck. The
Assistant Unit Manager stated she was the acting
supervisor for the nurses on the floor, but did not
ensure the BN for Resident #7 developed an

jnterim care plan for elopement. The Assistant |

Unit Manager stated she did not communicate
the increased exit seeking behaviors with other
staff and did not add any increased supervision to
ensure the safety of the resident.

Interview with the Director of Nursing (DONJ), on
08/27/15 at 2:18 PM, revealed the facility did not
develop and interim care plan for Resident #7
after becoming aware of an increased elopement
risk. The DON stated because nursing had
already placed the code alert on the resident, she
assumett the nursing statf had completed other
requirements, such as placing it on the care plan.
The DON stated she did not check until after the
resident eloped later on that afterroon.

Imerview with the Administrator, on 08/27/15 at
4:07 PM, revealed the facility did not care plan
Resident #7 for increased risk for elopement due
1o not performing a thorough assessment to
determine Resident #7 was at increased risk for
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-} the resident had a history of elopement.

elopement. Part of completing the elopement
assessment included staff asking family about
elopement risk. The facility did not iderify
Resident #7 as an elopemen risk until 08/19/15.
Admissions addressed elopernent risks with the
family, however, they ware not required to ask the
family If the resident had a history of elopement.
Per interview, it is part of the Elopement Risk
Screen for nursing io ask the resident's family if

Interview with Resident #7's POA, on 08/25/15 at
1:45 PM, revealed the facility did not ask the POA
about elopernant concerns, precautions, or
interventions prior to the resident eloping from the
facility.

-1.The facility took the following actions to remove L.

the Immediate Jeopardy;

1. The Elopement Policy was reviewed by the
Administrator, Director of Nursing (DON), Unit
Managers, Corporate staff and Medical Director
on 08/28/15. The Eloperment Policy required:
residents to be screened upon
admission/readmission, between day three (3)
and seven (7), between day thirty (30) and
forty-five (45), quarterly and with any significant
change. Residents identified at risk for elopement
would have a care plan developed to efiminate or
reduce the risk of elopement. The facitity would
maintain & list of all residents identified at risk for
glopement at the reception area and in each
Madication Adrninistration Record (MAR). If a
Code Alert bracelet was utilized, placement was
chacked every shift and function was ehecked no
less than weekly. All monitored doors would be
checked not iess than weekly for function.
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Continued From page 10

2. All current ninaty-four (94) residents’
Elopement Risk Screens were reviewed 1o
ensure accurate and timely assessments and the
care plang and nurse aide care plans for the
twelve (12) residents identified at risk for
elopement wera reviewed to ensure all
appropriate interventions were in plage, on
OB/27/15 by the Staff Development Nurse, the
Minirmum Data Set (MDS) nurse, the Assistant
Director of Nursing (ADON) and Unit Mangers. All
were determined to be correct with exception of
one care plan. it was determined all newly
admitted residents would have an Elopement
Risk Screen completed by the admitting nurse
and the Elopement Risk Screen would be
reviewed by the Director of Nursing, Unit
Manager or House Supervisor to ensure accurate

-4 screening.10.begin 08/27/1 8. and.continue for— | e o oo

three (3) months. In addition, the Unit Managers
and Assistant Managers verified the list of
residents identified at risk for elopement was on
each MAR and at the reception area on 0B/27/15.
On 08/28/15, the MARSs and Treatment
Administration Records (TARs) were checked by
the DON retroactively 1o 08/01/15 for the twelve
(12) residents ideniitied as at risk for elopement
to ensure all placement and function checks were
completed.

3. The Administrator completed a review of all
exterior door function checks on 08/27/15 for the
past sixty (B0} days to ensure the policy was
followed.

4. On 08/28/15 a Quality Assurance (QA)
meeting was held with the Medical Director,
Corporate Consultant, Vice President of
Operations, Administrator, DON and Unit
Managets 1o review the immediate Jeopardy (1J)

,F281
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Continued From page 11

notification and the process and interventions to
rernove the 1, review of facility policy and actions
currently underway in regards education and
audits. Al in attendance at the mesting voiced
understanding and agresment with the plan with
no additional recommendations made. it was
determined at the meeting all audits would be
reported 10 a QA subcommittee that would rmeet
no less than monthly for six {8} months and then
no less than guarterly to ensure sustained
compliance,

5. Re-education on the Elopemant Policy,
Elopement Risk Scrasn, Behavioral indicators for
Exit Seeking Behavior and interventions to
address exit seeking behavior was initiated on
08/27/15 and concluded or OB/28/15 for staff, No

The re-education included a pre and post test and
was completed by the Administrator, DON, and
Administrative Nurges to include MDS, Staff
Development, House Supervisor, Unit Managers
and Assistant Unit Managers. The facility did not
utliize agency staff but did utilize contract therapy
staff. All regular contract therapy staff had been
trained on 08/28/15 and no as needed (pr)
contract staff would be aliowed to work until
re-educated.

8. On 08/28/15 education on the Eloperent
Policy, Elopement Risk Screen, Behavioral
ndicators for Exit Seeking Behavior and
Interventions to address exit seeking behaviors
wag added 1o the new hire orientation by the Staff
Development Coordinator and that education
would be repeated o less than annually by
admipistrative nurses including Staff
Development, the Administrator, DON, ADON
and Linit Managers.

F 281
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Continued From page 12

7. Audits on Elopement Rigk Screens, MAR, TAR,
Care Plans and Nurse Aide Care Plans were 10
be done daily for seven (7} days, then weekly for
three {3} weeks, then monthly for twelve (12)
months 1o ensure accuracy and timeliness of the
screaens and placement and function checks with
audits initiated on 08/28/15. Audits of alf exterior
door checks inftiated on 08/28/15 are io be done
weekly for three (3) months then monthly for
twelve (12) months. Audit of review of new
Eiopement Risk Screens 10 be done weekly for
three (3) months and was initiated on 08/28/15.
Audits of education for newly hired employess io
be completed weekly for twelve (12) months were
initiated on 08/28/15. Audit of list at reception
area and on MAR of all residents at risk for

weeks and then monthly for twelve (12) months
were initiated on DB/RB/15.

The Stale Survey Agency validated the
implementation of the acceptable AOC as follows:

1. Heview of the facility Elopement Policy on
089/10/15 revealed it contained all points as
ajlleged. interview with the Administrator, on
09/10/15 at 8:58 AM, the Director of Nursing
(DON), on 09/10/15 at &:25 AM, the Unit
Manager, on 09/10/15 at 9:40 AM, the Biue Unit
Manager, on 08/10M15 at 10:04 AM, the Vice

President of Qperations, on 09/10/15 at 10:25 AM |

via telephone, the Corporate Consultant, on
09/10/15 at 10:35 AM and the Meadical Director,
or Q9/10/15 at 8:45 AM revealed they had
reviewed the facility's Elopement Policy as
alleged on 08/28/15.

F 281
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2. Review of the clinfcal records for sampled
Residents’ #20, #21, #22 and #23, who were
assessed as elopement risks, revealed all had
accurate, timely Elopement Risk Screens and
appropriate interventions in place on their care
plans and nurse aide care plans. Review of the
MARs and TARSs for Residents #20, #21, #22 and
#23 revealed they had all placemeant and function
checks completed for their Code Alert Bracelets
documented back to 08/01/15.

Intarview with the Staff Developmeant Nurse, on
09/10A15 at 9:45 AM, the Green Unit Nurse
Manager, on 08/10/15 at 9:40 AM, and the Blue
Unit Nurse Manager, on Q9/10/15 at 10:04 AM,
revealed they were all involved in an audit of the
ninety-four (84) residents’ (census as of 08/27/15)
| Elopement Risk Screens on 08/27/15 1o ensure
accurate and timely assessments.

in addition, the Staff Development nurse, the
Green Unit Nurse Manager, the Biue Unit Nurse
Manager, the Green Unit Assistant Manager, on
09/10/15 at 9:10 AM and the Blue Unit Assistant
Manager, on 09/10/15 at 9:58 AM, all revealed
they participated in reviewing the care plans and
the nurse alde care plans to ensure appropriate
interventions were in.place on OB/27/15 for rsk of
elopement..

Further intarview with the Green Unit Nurse
Manager, the Blue Unit Nurse Manager, the
Green Unit Assistant Manager, on 09/10/15 at
9:10 AM and the Blue Unit Assistant Manager, on
09/10/15 at 3:58 AM, all revealed they verified the
st of residents identified at risk for elopement
was on each MAR and at the reception area on
08/27M45.,
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Interview with the DON, on 08/10/15 at 8:25 AM,
the Green Unit Nurse Managser, on 08/10/15 at
9:40 AM, the Blue Unit Nurse Manager, on
09/10/15 at 10:04 AM, and an BN Supervisor, on
08/10/15 at 12:30 PM, revealed they understood
they were to review the Elopement Risk Screen
compieted for all newly admitied residents. No
residents had been newly admitted.

3. Beview of exterior door function checks
revealed they had been completed for sixty (60)
days prior fo 8/27/15 per the facility policy.
Interview with Maintenance Staff #1 and
Maintenance Staff #2, on 09/10/15 at 1015 AM,
revealed they had been completing the door
function checks per the facility policy for the sixty
(60) days prior to 08/27/15 and were cortinuing o
oo do 50, Theyindicated tbey had andwouid 1 e e e e i

continue to provide computer generated :
print-oculs of the door chacks to the Administrator.
Interview with the Administrator, on 09/10/15 at
g:10 AM, revealed she did receive and was
continuing 1o receive the door function checks
from the Maintenance personnel and she was
conducting an audit of those function checks as
evidenced by her signature and date reviewed on
the compuier print-outs for the door checks.
Observation of the exterior doors on the Blue
Unit, the 600 haliway, the Blue Unit dining room,
the main dining room, the back door by the
kitchen, the Green Unit dining room, the 300
hallway and the 200 hallway, on 09/10/15 from
8:25 AM - 8:15 AM, revealed all alarms
operational per policy.

4. Review of the Quality Assurance (QA) Meeting
signature sheet revealed a meeting was held on
08/28/15 to review the Immediate Jeopardy (I4)
Natification, the process fo remove the 1J, review
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. 10910715 at 9:25 AM, revealed shehad been |
present in the QA Meeting held on 09/10/15 1o

| revealed they held a meeting on 08/27/15 to re-

of the faciity Elopement Policy and actions to be
taken in regard education and audits.

Telfephone interview with the Viee President of
Operations, on D9/10/15 at 10:25 AM, and the
Corporate Consultant, on 09/10/15 at 10:35 AM
revealed they had been present in the QA
Mesting held on 08/27/15 at the facility and it was
decided all audits would be reported to a QA
subcommittee which wouid meet no less than
morthly for six (8) months and then no less than
quarterly io ensure sustained compliance.

Interview with the Administrator, on 09/10/15 at
8:58 AM, ravesled she had been prasent in the
QA Meeting held on 09/10/15 to discuss the U,

interview with the Director of Nursing (DON), on

discuss the L and interview with the Blue and
Green Unit Managers, on 09/10/15 at 9:40 AM
and 10:04 AM, revealed they had also been
present in that QA Meeting. Interview with the
Medical Director, on 09/10/15 at 8:45 AM,
revealed he had besn present at the QA Meeting
to review the L Nofification, the process 1o
remave the L}, review of the facility Elopement
‘Policy and actions to be taken in regard education
and audits.

5. Telephone interview with the Vice President of
Operations, on 09/10/15 at 10:25 AM, and the
Corporate Consultant, on 09/10/15 at 10:35 AM

educate the administrative staff of the facility on
the Elopement Policy, the Elopement Risk
Secreen, behavioral indicators for exit seeking
behavior and interventions to address exit
seeking behaviors.,
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interview with the Administrator, on 09/10/15 at
8:58 AM, the DON, on 08/10/15 at 9:26 AM, the -
Green Unit Manager, on 09/10/15 a 940 AM, the
Biue Unit Manager, on 08/10/15 at 10:04 AM, the
Staff Development Nurse, on 08/10/15 at 9:45
AM, the Bius Unit Assistant Nurse Manager, on
09/10/15 at 9:58 AM, the Green Unit Assistant
Nurse Manager, on 09/10/15 at 3:10 AM, and the
RN Supervisor, on 09/10/15 at 12:30 PM,
revealed they had received re-education on the
Elopement Policy, the Elapement Risk Screen,
behavioral indicators for exit seeking behaviors
and interventions 1o address exit seeking
behaviors by the Vice President of Operations
and the Corporate Consultant on 08/27/15 and
prior to the administrative staff giving any

indlicated they participated in re-training the other
tacility staff ending on 08/28/15 and indicated no
staff would be allowed to work until they had
received the re-training.

8. Interview with the Staff Development Nurse,
on 09/10/15 at 9:45 AM, revealed she had done
most of the staff re-training beginning an 08/27/15
and ending on 08/28/15 and she had added
training on the Elopement Policy, the Elopement
Risk Screen, behavioral indicators for exit
seeking behavior and interventions to address
exit seeking behaviors ta the new hire orientation
and that training would be repeated for facliity
staff no less than annually by administrative
nurees. ‘

Review of the new hire orientation documents
revealed the training had been added to the
content by the Staff Development Nurse as
alleged.
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7. Audits on Elopement Rigk Screens, MARs,
TARs, Care Plans and Nurse Aide Care Plans,
exterior door checks, education of newly hired
employees, and the audit of the list of residents at
risk of elopement kept at the reception araa and
on the MARSs for those residents completed by
08/10/15 were reviewed and were completed as
alleged.

interview with the DON, on 09/10/15 at 9:25 AM,
the Green Unit Manager, on 09/10/15 at 9:40 AM,
the Blue Unit Manager, on 09/10/15 at 10:04 AM,
the Staff Davelopment Nurse, on 08/10/15 at 9:45 ;
AM, the Blue Unit Assistant Nurse Manager, on |
09/10/15 at 9:58 AM, the Graen Unit Assistant
Nurse Manager, on 09/10/15 at 9:10 AM, A
revealed they were involved in doing audits of the |
list of residents at risk of elopament kept atthe |
reception area and on the MARs and TARSs and
of their Elopement Risk Assessments, care plans
and nurse aide care plans and submit those
audits to the Administrator.

interview with Maintenance #1 and Maintenance
#2, on 09/10/15 at 10:15 AM, revealed they had
been completing the door function chacks per the |
facility poliey and submit those checks to the
Administrator as alleged.

Interview with the Administrator, on 09/10/15 at |
8:58 AM, revealed she received all audits (o date
and reviewed thermn and will continue to do so to
ensure sustained compliancs,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident

F 281

F 323

Resident #7 was discharged home with

wife on 8-27-15. 10/13/15

FORM CMS-2887{02-08) Previaus Versions Obsolsts

Evant I0:CO1EN

Fagifity iD: 100533

1f cordinuation sheet Page 18 of 44




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/07/2015
FORM APPROVED
OMB NG. 0838-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES

S TATEMENT OF DEFICIENCIES... ... . J(X1}.PROVIDERIBUPPLIER/ICLIA.. ... 06 MULTIPLE CONSTRUCTION e ‘ﬁﬁék_gg{z% SURVEY
AND PLAM OF CORREGTION INENTIFICATION NUMBER: A BUILDING 1ETED
185169 B. WING 091 0/2015

NAME OF PROVIDER OF BUPPLIER

JEFFERSON MANOR HEALTH & REHABILITATION CENTER

STREET ADDRESS, GITY, TATE, ZiP CODE
1807 LYNN WAY
LOUISVILLE, KY 40222

| Biased on observation, interview, record review,

environment remains as free of accident hazards
as is possible; and each resident receives
adequate supetvision and assistance devices o
prevent accidents,

This REGQUIREMENT is not metas evidenced
by

policy review and review of the facility's incident
reports, it was determined the facility falled 1o
have an effective system to provide adequate
supervision to prevent the elopement of one (1) of
nineteen (19) sampled residents, Rasident #7.

without staff knowledge. An employee of the
facility was walking to the bus stop on & busy
two-tane road after completing his shift and
observad the resident sitting in a wheelehair and
attemnpting to cross a busy two-lane road
approximately 0.4 miles from the facility. The
temperature was eighity-six {86) degrees
Fahrenheit (F) with intermittent clouds and &
breeze up to fourteen (14) miles per hour. The
resident was wearing an orange shirt, bib
overalls, a hat, and sneakers. The resident was
returned to the faciiity at approximately 3:30 FM
and assessed with no injuries identified.

The facility's failure to ensure adeguate
supervision was provided to prevent the
alopement of a newly admitted resident with a
history of elopement has caused or is likely to
cause serous injury, harm, impairment or death 1o
a resident. Immediate Jeopardy was identitled on

| On.0B/19/15, Resident #7 eloped from the facity |

08/27/15 and determined to exist on 08/1 8/15.

by the Staff Development Coordinator,
MDS Coordinators, ADON and Unit
Managers to ensure that each resident
was screened acourately, there were no
residents that were screened not at risk
that were changed to ‘at risk’. On 8-27-
15 the care plans for the 12 residents
that were determined to be 'at risk' were
reviewed by the Staff Development
Coordinator, MDS Coordinators,
ADON and Unit Managers o ensure
that they included the resident being at
risk for elopement. On 8-27-15 the
Administrator reviewed all exterior
door functions checks for the last 60
days to ensure that the doors were
checked on a weekly basis and func-
tioning. On 8-27-15 the Unit Managers

and Assist Unit Managers verified that

a list of those residents at risk for elope-
ment was at the reception area and on
each MAR. On 8-28-15 the DON
checked the MAR's and TAR's of all
residents assessed to be at risk for
elopement to ensure that placement and
function checks were completed.

No changes were made to the policy.

All staff were re-educated by the House
Supervisor, Staff Development Coordi-
nator, MDS Coordinators, DON, Ad-
ministrator, Unit Managers and Assis-
tant Unit Managers on the Elopement
Policy, Elopement Risk Screen, Behav-
toral Indicators for Exit Seeking Behav-
ior and Interventions to address exit
seeking behavior.

' -OR = sy
SUMMARY STATEMENT OF DEFICIENCIES i FROVIDER'S FLAN OF CORREGT!
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TAG - :
TAG REGULATORY OF LSC IDENTIRYING INFORMATION) NCED TO TH
Cm 8-27-15 all other current residents
F 323 | Continued From page 18 F 303  Elopement Risk Screens were audited
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\ All staff were educated by 8-28-15 or no
F 323 | Continued From page 19 F 323 allowed to work until the education was
The facility was notified of the Im madiate completed. On 8-28-15 the education on
Joopardy on 08/27/15. : the Elopement Policy, Elopement Risk
Screen, Behavioral Indicators for Exit
The facility provided an acceptable allegation of Seeking Behaviors and interventions to
compliance (AQC) on 09/02/15 alieging address exit seeking behaviors were add-
compliance on D8/29/15. The State Survey ed to the new hire orientation by the Stafl
Agency validated the removal of Immediate D'&velopmeny Cc}c»rc,lma.tor, all ne\{vly
Jeopardy on 08/29/15 as alleged priof 1o exit on hired staff will receive the education dur-
09/10/15. The scope and severity wag lowered o ing orientation which is overseen by the
a "D" while the facility impiements the Plan of Staff Development Coordinator. This
Correction and the facility's Quality Assurance educatjon will be repeated for all fg%g_l‘hty
monitors the effectiveness of the systemic sya,ff not less' than @mmally by administra;
changes. tive nurses, including the Staff Develop-
ment Coordinator, DON, ADON, Admin
The findings nciuda: istrator and Unit Managers.

Al newly admitted residents will have an

Review of the facility's policy titled Elopement, Elopement Risk Screen completed by the

dated 02/18/09, revealed the facility would assess
ali residents for elopement risk upon admission
and with any significant change in Activities of
Daily Living (ADL) function or cognitive function.
The facility would use the Elopement Risk
Assessment. The Elopement Risk Assessment
would indicate a resident had an increased risk

Unit Manager, Assistant Manager or
House Supervisor will complete the New
Admit Elopement Risk Screen audit on
all new admissions weekly for 2 months
and then 25% of new admissions will be
completed monthly for 3 months and then

for elopement if the facility determined the answer 25% quatterly to €15Ure ACCUTA(E screen-
10 two (2) or more of the five (5) guestions on the ing.

assessment was a "Yes". Thie assessment further

stated if a resident had two (2) or more "Yes" The Elopement Audit on Elopement Risk
answers and the facility determined the resident Screens, MAR, TAR, Care Plans and

was not at risk for elopement, the facility would
provide a rationale. If the assessment
determined the resident was at risk for

Nurse Aide Care Plans for residents as-
sessed at being at risk for eloperment will

elopernent, the facility would develop a care plan be completed by the DON, ADON, Unit
to inciude interventions such as increased | Manag?r, Assistant Manager or House
monitoring, use of ohe-on-one services, bed Supervisor monthly for 12 months to
alarms, code alerts, and activily programs. The ensure accuracy and timeliness of the
polficy further stated the facility should develop a screens and placement and function
plan to eliminate or reduce the risk of elopement. checks.
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Review of the clinical record for Resident #7
revealed the facility admitted the resident on
08/17/15 with diagnoses including
Non-Alzheimer's Dementia, Coronary Artery
Disease, and Difficulty in Walking.

Review of the Nurging Observations Assessment,
dated 08/17/15 at 4:12 PM, revealed the facility
admitted Resident #7 from home by wheelchair,
The resident was accompanied by his/her
spouse/Power of Attorney (POA). The resident
had a history of recent hospitalization due fo a
Syncope and Hemorrhagic Stroke. The resident
was alert, but had impaired memaory. The
assessment stated the resident and the resident's
POA said Resident #7 was able to ambulaia
independently without the assistance of any

Review of the Elopement Risk Screen, dated
O0B/17/15, revealed the Green House Unit
Supervisor completed the Elopement Risk
Sereen upon adrission of Resident #7 to the
facility. The screen consisted of five (5)
guestions. The nurse marked "YES” to the first
question stating the resident was physically able
to leave the facility on hisfher own, The nurse
marked "YES" to the second question stating the
resident was a new admission. The nurse
marked "YES" o the third guestion stating the
resident exhibited periods of confusion. The
nurse marked "NO* to the fourth question
indicating the resident did not have a history of
leaving the facility or the home. The nurse
marked "NO" to the fast quastion indicating the
resident did not exhibit periods of pacing,
agitation, or wandering. The screen stated at the
bottom of the assessment that two (2} or more
"YES" answers indicated possible rigk for

...by the Administrator or DON which

door checks will be completed weekly
for & weeks then monthly for 12 months
by the Administrator or DON,

New Employee Orientation Audits will
be compieted by the DON, ADON or
Administrator weekly for 12 months to
ensure that all newly hired staff have
received education on elopement.

All audits to be reported to QA subcom-
mittee by the DON or Administrator that
will meet no less than monthly for 6
months then no less that quarterly to en-
sure sustained compliance. The findings
from QA Subcommittee will be present-
ed to the Quality Assurance Committee

meets no less than quarterly.
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-|- fagility The resident-replied saying he/she-was

elopement. 1t further stated i 2 resident had two
(&) or more "YES” answers, and nursing
determined the resident was not at risk, nursing
would provide a rationale. The nurse completing
the assessment documented, "Resident is
currently alert and oriented, states that {he/shel is
here to get stronger, so that he/she can return
home with spouse. 0 risk for elopement at this
tirne.*

Interview with the Green House Unit Supervisar,
on 08/27/15 at 2:40 PM, revealed she completed
the initial elopement evaluation and did net ask
Resident #7 or the resident's PQA if the resident
had a history of efopernent or feaving the home.
The Green House Unit Supervisor stated she did
ask the resident i he was planning 1o leave the

there 1o get better. The Green House Unit
Supervigor also stated the resident was able to
gay where hefshe was and what day it was.
Therefore, despite the three (3) "YES" answers
on the Elopement Risk Screen, the Green House
Urit Supervisor stated at the time she did not
believe the resident was at risk for elopement.
The Green House Unit Supervisor stated she did
not directly ask the resident or histher POA if the
resident had any prior history of elopement.

Review of the Initial Care Plan for Resident #7,
dated 0B/17/15, revealed the facility placed no
interventions identifying of reducing the
elopement risk on the resident's Initial Care Plan.

Review of the Brief interview for Mental Status
(BIMG), 08/18/15, revealed the facility assessed
the resident to have a BIMS score of six (6) of
fitteen (15) indicating the resident was not

interviewable and had moderate cognitive
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Review of the facility's Combined Incident
Report/Final Report, dated 08/20/15, revealed the
Administrator observed Resident #7 walking
down the 400 Hall of the facility around 3:05 PM
on. 08/19/15. At approximately 3:30 PM, an
employee walking toward the bus stop observed
the resident headed toward the bus stop and
brought the resident back to the facility.

Interview with the Dietary Ald, on 08/26/15 at 2:15
PM, revealed the Distary Aid discovered Reslident
#7 crossing & busy two-lane road unattended on
08/19/15 a little after 3:00 PM. The Dietary Ald
stated his shift ended at 3:00 PM and he was
heading toward the bus stop when he realized he
1 had-forgetten something. and retumed.to.the
facifity, Then be proceeded to the bus stop
where he observed an elderly person sittingin a
whieelchair and self-propelied across the two-lane
road. The Dietary Ald approachéd the elderly
person and recognized him/Mer as Resident #7.
He told the resident that he had to 1ake him/her
back to the facility. The resident resisted some
by piacing his/her hands on the armrests as if to
stand-up and by pushing back into the chair. The
Dietary Aid told the resident that he/she must sit
down and the resident siopped resiating.
Resident #7 told the Dietary Aid that he/she just
wanted to go outside and get some fresh air. He
stated the resident was wearing an orange shirt,
bib overalls, a hat, and sneakers.

interview with the Physical Therapist Assistant
(PTA), ot OB/2EM S at 2:45 PM, revealed the
resident had exhibited exit-seeking behaviors
prior to 0B/19/15. The PTA stated Resident #7
packed up histher belongings every day as if to
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leave the facility. This behavior started the first
day the resident was at the facility. The resident
also talked about needing to get to his/her truck
ort the first day at the facility, However, per
interview she did not report these behaviors to
nursing staff. The PTA stated she did not identify
these actions as slopement risks because the
actions were similar to other residents at the
facility who would often discuss their past lives as
if it were the present.

Interview with Certified Nursing Assistant (CNA)
#1, on 0B/26/15 at 3:05 PM, revealed Resident #7
had been exit seeking on 08/18/15, the day
before he/she elopad from the facility. CNA#1
stated on the morning of 08/18/15 Resident #7
met her at the door and asked the CNA 1o help -
.. find his/her truck... The CNA stated she did inform . L. . . ..
the nurse of the resident's exit seeking behaviors,
but was unaware of what actions nursing took fo
protect the resident.

Intarview with Blue House Unit Manager, on
0R/26/15 at 3:30 PM, revealed Resident #7
discussed wanting to leave the facility prior to
08/19/15. The Blue House Unit Manager stated
Fesident #7 began saying he/she needed o go
home and eut the grass on 08/18/15, the day
prior {o the elopement. The Blue House Unit
Manager stated he did not consider these
staternems as exit seeking and did not report the
statements about wanting o leave the facility.

Interview with Registered Nurse (RN) #1, on
08/26/15 at 11:05 AM, revealad on the moming of
08/19/15, BN #1 observed the resident gathering
hisfher belongings. She also observed the
resident walking throughout the facility with no
walker, The resident told the RN that he/she was
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locking for thelr truck. BN #1 stated she
consulted with the Assistant Unit Manager and
placed a code alert bracelet on Resident #7'a
wrist the morning of 08/19/15. RN #1 stated she
dict not remember documenting the placetnent of
the code aleri bracelet in the nurses’ notes, BN
#1 also stated she did not call the physician for an
order for the bracelet because she assumed the
Assistant Unit Manager wouid call for the order.
After placing the code alert bracsilet, RN #1
informed the CNA, but did not put in place a
specific increment of time ot check-fist in which to
increase supervision. She stated the resident
was out of the room and walking around the
facility more that day; howsver, she did not notity
staff about the resident’s increased walking., RN
#1 did not update the Care Plan to address
elopement-rsk-or.include.elopement risk....
interventions. She stated she thought the
supervisor would update the care plan after
completing an elopament risk assessment. RN
#1 revealed sho last observed Resident #7 when
she provided care between 1:00 PM and 1:30 PM
on 08/19/15.

Continued interview with CNA #1, on 08/26/15 at
3:05 PM, revealed on 08/19/15, BN #1 informally
and verbally told the CNA to check on Resident
#7 more often and that the resident had a code
alert bracelet. The CNA stated she was not told
how often to check on the resident. CNA #1
stated her last observation of Resident #7 on
08/19/15 was approximately 2:30 PM when she
gave the resident a soda.

interview with Assistant Unit Manager (AUM), on
08/26/15 at 11:20 PM, revealed she was the
acting supervisor for the nurses on the floor on
0B/19/15, She did not notify staff, document, or
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.| the.agseasment dudng the shift,. |

increase supervision of Resident #7 after BN #1
reported the resident exhibited increased exit
seeking behaviers on the morning of 08/19/15.
Pre interview, RN #1 placed a code alert bracelet
on the resident due to the resident wandering the:
facility and iooking for his/her truck. The
Assistant Unit Manager stated for the safety of
the resident, a nurse might place & code alert
bracelst on & resident first, and then obtain a
physiclan's order and either the nurse or the Unit
Manager (LM) may obtain the Physician's Order.
She did not ensure the RN for Resident #7 made
a notation oh the care plan or in the nurse’s notes
of the addition of the code alert bracelet,
Additionally, the Assistant Unit Manager on duty
was responsible for completing a new Elopement
Risk Assessment, however, she did not complete

Interview with the Director of Nursing (DON]), on
OB/27/15 at 2:18 PM, revealed Resident #7 had
walked out of the facility on the maorning of
0819415 while wearing a code alert bracelet. Per
imterview, at 7:30 AM on the moming of 08/19/15
she chserved Resident #7 pushing histher
wheelchalr with his/her belongings in the seat of
the wheelchair. She stated the resident was
wearing the code aled; walked out the front door,
and, met a facility manager, who then walked
arnund outside with the resident. However, the
facility did nat increase supervision or complete
an slopement assessment at that time.

Further interview with the AUM, on 08/26/15 at
11:20 PM revealed she went to the marning
meeting, Interdisciplinary Tearn (IDT) meeting;
however, she did not discuss Resident #7's new
alarm or the exit seeking behaviors with staff in
the DT mesting. The AUM stated she had iefi
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the floor to attend meetings and retumed to the
floor around noon. At that time, she stated she
was doing several other tasks and did not retum
to the subject of Resident #7's elopemert risk.

Further interview with the Blue Unit Manager, on
08/27/15 at 950 AM, revealed she attended the
morning meeting and discussed Resident #7's
exit seeking behaviors. However, in the meeting,
nursing did not state they had placed the code
alert bracelst on the resident jusi that morning.
The facility did riot discuss increasing supervision
for Resident #7 at this meesting.

Further interview with the DON, on 0B/27/15 at
2:18 PM, revealed in the moming mesting on
0B/19/15, staff discussed the resident's exit

a code alert bracelet; and, that nursing would
monitor the resident, However, interviews with
staff said this was not discussed during the
meaeating.

Review of the Nursing Notes, dated 08/19/15 at
3:46 PM, revealed an employee found Resident
#7 by a bus stop. In the note, the nurse staied
the resident was not wearing the code alert
bracelet. Nursing found the bracelet in one of the
resident’s bags. The facility informed the
Physician and the resident’s family. At the time of
the resident's return to the facility, the resident
was stating he/she was looking for their truck,

interview with the Blue House Unit Manager, on
08/27/15 at 9:50 AM, revealed she wag at the
facility when the Dietary Ald returned Resident #7
1o the facility. The resident was not wearing a
code alent bracelet when hefshe returned,
Nursing staff found the bracelet in the resident's
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| place until 08/20/15 at 7:00 AM.

room among his/her other belongings. The Blue
Unit Manager placed a new code alert bracelet on
the resident's ankle. :

Review of the Physician‘s Telephone Orders for
Resident #7, dated 08/19/15, revealed the facility
received an order 1o place a code alert to the
resident's ankle. The order Included instruction
for staff to ehack the placement of the code alert
bracelet every hour. ‘

However, review of the Medication Administration
Record {(MAR), dated 08/17/15 through 08/31/15,
revealed the facifity did not begin checking the
resident to ensure the code alert bracelet was in

Further review_of the. resident's clinical record .

revealed a Nursing Note, dated 08/20/15 at 4:11 |

PM, stating a CNA found a piece of the code alert
on the resident's floor. The code alert was still in
place at that time,

Review of the Nursing Notes, 08/19/15 at 10:30
FM, revealed the Blue House Unit Supervisor
discovered Resident #7 in his/ber room without
wearing the code alert bracelet. He asked the
nurse who stated he/she had cut off the code
alert bracelet with a pair of toenail clippers. The
Blue House Untt Supervisor placed a new code
alert on the resident's left ankle.

Interview with Licensed Practical Nurse {LPN) #1,
on 08/27/15 at 3:00 PM, revealed the LPN
discovered Resident #7 was not wearing the
second code alert bracelet at 10:00 PM on
08/19/15. The LPN reponed she had checked on
the resident at approximately 9:30 PM and the

resident was wearing the code alert bracelet on

STATERAENTOF DEFICIENGIES — - (X3} -PROVIBER/SUPPLIERICLI A - + | (X2} MULTIPLE. CONBTRLIETION . oo oo s o oo oo (XA DATESURVEY. . § . .
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
185169 B. WiNG 09/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
1801 LYNN WAY
FERSON MANOR HEALTH & REHABILITATION CENTER
JEF MANOR HEA LOUISVILLE, KY 40222
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 323| Continued From page 27 F323

FORM CMS-2B87(02-04) Previous Versions Obsolate

Evert ID:001211

Fagitiy [ 100533

It continuation sheet Page 28 of 44




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FORMEDICARE & MEDICAID SERVICES

PRINTED: 10/07/2015
FORM APPROVED

OMB NO. 0938-0391

- found two {2) natl clippers in the resident's room.

his/her ankle. LPN #1 stated the CNA informed
her Resident #7 was not wearing the code alert
bracelet at approximately 10:00 PM. LPN #1
asked Resident #7 what he/she had in thelr
packet and the resident pulled out two (2) pair of
nail clippers. Nursing staff found the second
code alert bracelet in the resident's room and it
appeared someone had cut the bracelst in a "v*
shape. The LPN placed a new code alert
bracelet on the resident's ankle.

Review of the Physician's Telephone Orders for
Resident #7, dated 08/20/15, revealed the
physician ordered nurging staff to place a coda
alert device on the resident's wheel chair.

Further review of the facility's Combined incident

1 Report/Final Report,-dated 08/20/15, revealed the |

facility called the resident's Power of Attorney
(POA) who informed the facility the resident might
have & pocket knife. Employees searched and
found a pocket knife and the intact code alert
bracelet in the resident's room. The POA also
informed the facility the resident had been looking
for his/mer truck, which the family sold years ago.
Nursing placed Resident 47 on increased
supervision for nursing {o check the code alart
every hour. Later in the evening, nursing staff

Review of the document further revealed that on
08/20/15 the facility discovered Resident #7 had a
history of elopement from home. On 08/20/185,
the Director of Admissions spoke with the
resident's FOA. The POA informed the Tacility
he/she had & history of elopement from the
resident's personal home, The docurment stated
the facillty did not know about the elopement
history af the time of admission,
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Further interview with the Blue House Unit
Manager, on 08/27/15 at 8:50 AM, revealed she
talked with the resident's POA whao stated the
resident might have a pocket knife. Further
search of the resident's belangings revealed a
pocket knife and two (2) pair of nail clippers, The
facility discussed Resident #7’s exit seaking
bahaviors and elopement in morning meeting on
0B/20/15. At this time, nursing staff initiated one
(1) hour visual checks of the resident o ensure
the resident's safety and placement of the code
alert bracelet. Nursing staff also updated the
resident'’s care plan and CNA care sheet on
OB/20/15.

Review of the Interim Care Plan for Residert #7,
dated 08/18/15, revealed on 08/20/15 the faciity

-| updated the resident's care plan todnclude . |

slopement interventions. Interventions in the
care plan included staff to chack placement of the
code alert per physician's orders, staff to check
the function of the code alert per physician's
orders, monitor resident's whereabouts, redirect
the resident as needed, and provide activities for
diversion,

Interview with the Administrator, on 08/27/15 at
4:07 PM, revealed Admissions addressed
slopement risks with the family: however, they
were not required to ask the family if the resident
had a history of elopement, i was part of the
Elopernent Risk Screan for nursing 1o ask the
resident's family if the resident had a history of
elopement.

interview with the Admissions Director, on
08/27/15 at 1:35 PM, revealed she did not
specifically ask Resident #7 or the resident's POA
if the resident had a history of elopement at the
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1 resident had & history.of elopement, leaving the

time of admission. She siated the facility had
liaisons who conducted a pre~admission
azsessment with residents who moved to the
facility directly from the hospital. However, the
facility did not utflize a pre-admission assessment
for resigents moving from their. homes. Thea
Admissions Director stated she conducted the
adrmission with Resident #7 with the resident's
POA present on the evening of 08/17/15. The
Adrrissions Director explained to the POA that
the facility had limitations concerning elopements
in that the facility did not have a locked memory
care unit. The Admissions Director further stated
she did not ask the POA if the resident had a
history of elopement from any other facilities or
from home. She stated the POA did not disclose
any information regarding whether or not the

home, or wandering.

Interview with Resident #7's Power Of Attorney
(POA}, on 0B/25/15 at 1:45 PM, revealed the
facility did not ask the POA about elopement
concems, precautions, or interventions prior {o
the resident eloping from the facility. The POA
siated the facility admitted Resident #7 from
home for short-term rehab following surgery to
his/her carotid artery. The POA further stated the
resident had Dementia that included short-term
memory loss and did not remember eloping from
the facility on 0B/19/15. The resident presented
well in the moment, but may not remember what
was going on earlier in the day. The POA siated
the resident was often confused. The POA
visited with the resident on (8/19/15 during the
day and the facility did not discuss elopement
concearna with the POA at the time of the visit.
The tacifity called the POA after the resident
eloped from the facility on the afternoon of
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.. | residents 1o be screened upon
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Observation and interview with Resident #7, on
08/25/15 at 1:45 PM, revealed the resident was
able to answer yas/no questions by nodding or
shaking his/her head, Resident #7 had no
memory of having eloped from the facility on
0B/19/15.

The facility took the following actions to remove
the Immediate Jeopardy:

1. The Elopement Policy was reviewad by the
Adrminisirator, Director of Nursing (DON), Unit
Managers, Corporate staff and Madical Director
on 08/28/15. The Elopement Policy required:

admission/readmission, between day three (3)
and seven (7), between day thirty (30) and
forty-five (45), quarterly and with any significant
change. Residents identified at risk for elopement
would have a care plan developed to eliminate or
reduce the risk of elopement. The facility would
maintain a list of all residents identified at risk for
elopement at the reception area and in each
Medication Administration Record {MAR). ifa
Code Alert bracelet was utilized, placement was
checked every shift and function was checked no
less than weekly. All monitored doors would be
checked not less than weekly for function.

2. All current ninety-four (94) residents’
Elopement Risk Screens weare reviewed to
ensure accurate and timely assessments and the
care plans and nurse side care plans for the
twalve (12) residents identifiad at risk for
elopament were reviewed to ensure all
appropriate interventions were in place, on
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-1the DON retroactively to 08/01/15 for the twelve

08/27/15 by the Staff Development Nurse, the
Minimum Data Set (MDS) nurse, the Assistant
Director of Nursing (ADON) and Unit Mangers. All
were determined 1o be corect with exception of
orie care plan. It was detarmined all newly
admitted residents would have an Eloperent
Risk Screen completed by the admitting nurse
and the Elopement Risk Screen would be
reviewed by the Dlrector of Nursing, Unit
Manager or House Supervisor to ansure accuraie
sereening io beqin 08/27/15 and continue for
three (3) months. in addition, the Unit Managers
and Assistant Managers verified the hst of
rasidents identified at risk for elopement was on
each MAR and at the recaption area on 08/27/15,
On 08/28/15, the MARs and Treatment
Administration Records (TARs) were checked by

(12) residents identified as at risk for elopement
to ensure all placement and function checks were
completed.

3. The Administrator completed a review of all
exterior door function checks on D8/27/15 for the
past sixty (60) days to ensure the policy was
followed,

4. On 08/28/15 a Quality Assurance (QA)
meeting was held with the Medical Director,
Corporate Consultant, Vice President of
Qperatipns, Administrator, DON and Unfit
Managers o review the limmediate Jeopardy (L))
notification and the process and interventions to
remove the 1J, review of facility policy and actions
currently underway in regards education and
audita, All in attendance at the mesting veiced
understanding and agresment with the plan with
no additional recommendations made. It was
determinad ai the meeting all audits would be
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raported to a QA subcommitiee that would meet
no less than monthly for six {6) months and then
no less than quarterly 10 ensure sustained
compliance.

5. Re-education on the Elopement Policy,
Elopement Risk Screen, Behavioral Indicators for
Exit Seeking Behavior and interventions to
address exlt seeking behavior was initiated on
08/27/16 and concludad on 0B/28/15 for staff. No
staff woulid be allowed to work until re-educated.
The re-aducation included a pre and post test and
was completed by the Administrator, DON, and
Administrative Nurses to include MDS, Staff
Development, House Supervigor, Unit Managers
and Assistant Unit Managers. The facility did not
utilize agency staff but did utilize contract therapy
staff. All regular contract therapy staff had been
trained or 08/28/15 and ho as needed (prm)
contract staff would be allowed to work uniil
re-educated.

8. On 08/28/15 education on the Flopement

.| Policy, Elopement Risk Screen, Behavioral

Indicators for Exit Seeking Behavior and
interventions to address exit seeking behaviors
was added to the new hire orientation by the Staff
Development Coordinater and that education
would be repeated no less than annually by
adninistrative nurses including Staff
Development, the Administrator, DON, ADON
and Unit Managers.

7. Audits on Elopement Risk Screens, MAR, TAR,
Care Plans and Nurse Aide Care Plans were to
be done daily for seven (7) days, then weekly for
three (3) weeks, then monthly for twelve (12)
months to ensure accuracy and timeliness of the
sereens and placement and function checks with
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audits initiated on 08/28/15. Audits of all exterior
door checks initiated on 0B/28/15 are to be done
weekly for three (3) months then monthly for
twelve (12) months. Audit of review of new
Elopement Risk Screens to be done weekly for
three (3) months and was initiated on 08/28/15.
Audits of education for newly hired employees to
be completed weekly for twelve (12) months were
initiated on 08/28/15. Audit of list at reception
area and on MAR of all residents at risk for
elopement to be completed weekly for three (3)
weeks and then monthly for twelve (12) months
were nitiated on 08/28/15.

The State Survey Agency validated the
implementation of the acceptable AQC as follows:

09/10/15 revealed it contained all points as
alleged. Interview with the Administrator, on
09/10/15 at 8:58 AM, the Director of Nursing
(DON), on 08/10/15 at %:25 AM, the Unit
Manager, on 09/10/15 ai 9:40 AM, the Blue Unit
Manager, on 09/10/15 at 10:04 AM, the Vice
President of Operations, on 09M10/15 at 10:25 AM
via telephone, the Corporate Consuliant, on
09/10/15 at 10:35 AM and the Medical Director,
on 08/10/15 at 8:45 AM revealed they had
reviewed the facility's Elopement Policy as
alleged on 0B/28/15.

2. Review of the clinical records for sampled
Residents’ #20, #21, #22 and #23, who were
azsessed as elopement risks, revealed all had
accurate, timely Elopement Bisk Screens and
appropriate interventions in place on their care
plans and nurse aide care plans. Review of the
MARs and TARSs for Residents #20, #21, #22 and
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accurate and timely assesaments,

#23 revealed they had alf placement and function
ohecks completed for their Code Alert Bracelets
documented back to 08/01/15.

interview with the Staff Development Nurse, on
09/10/15 st &:45 AM, the Green Unit Nurse
Manager, on 09/10/15 at $:40 AM, and the Biue
Unit Nurse Manager, on 09/10715 at 10:04 AM,
revealed they were all involved in an audit of the
ninety-four (84) residents' {census ag of 0B/27/15)
Elopement Risk Screens on 08/27/15 to ensure

in addition, the Staff Development nurse, the
Green Unit Nurse Manager, the Biue Unit Nurse
Manager, the Green Unit Assistant Manager, on
08/10/15 at 9:10 AM and the Blue Unit Assistant
Manager, on 09/10/15 at 9:58 AM, all revealed.
they particlpated in reviewing the care plans and
the nurse aide care plans to ensure appropriate
interventions were in place on 08/27/15 for risk of
elopement.

Further interview with the Green Unit Nurse
Manager, the Blue Unit Nurse Manager, the
Green Unit Assistant Manager, on 09/10/15 at
£:10 AM and the Blue Unit Assistant Manager, on
09/10/15 at 9.58 AM, ail revealed they verified the
list of residents identified at risk for eloperment
was on each MAR and at the reception area on
08/27/15,

Interview with the DON, on 08/10/15 at 9:25 AM,
the Green Unit Nurse Marager, on 09/10/15 at
:40 AM, the Blue Unit Nurse Manager, on
09/10/15 at 10:04 AM, and an RN Supervisor, on
09/10/15 at 12:30 PM, revealed they understood
they were to review the Eiopermnent Risk Screen
completed for all newly admitted residents. No
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residents had been newly admitted.

3. Review of exterior door function checks
revealsd they had been completed for sixty (60)
days prior to 8/27/15 per the facility policy.
Interview with Mairtenance Staff #1 and
Maintenance Staff 42, on 09/10/15 at 10:15 AM,
revealed they had bean completing the door
function checks per the facility policy for the sixty
(B0) days prior to 08/27/15 and were continuing 1o
do so, They indicated they had and would
cantinue to provide computer generated
print-outs of the door checks to the Administrator.
interview with the Administrator, on 09/10/15 at
8:10 AM, revealed she did receive and was
cortinuing to receive the door function checks
from the Maintenance personnel and she was
-conducting an audit of thase function checks.as .
evidenced by her signature and date reviewed on
the computer print-outs for the door checks.
Observation of the exterior doors on the Biue
Unit, the 600 hallway, the Blue Unit dining room,
thee main dining room, the back door by the
kitchen, the Green Unit dining roem, the 300
hallway and the 200 hallway, on 09/10/15 from
8:25 AM - 9:15 AM, revealed all alarms
operational per policy.

4. Review of the Quality Assurance {QA) Meeting
signature sheet revealed a meeting was held on
08/28/15 to review the Immediate Jeopardy (JJ}
Notification, the process 1o remove the 1J, review
of the facility Elopement Palicy and actions to be

| taken in regard education and audits.

Telephone interview with the Vice President of
Operations, on 09/10/15 at 10:25 AM, and the
Corporate Consuttant, on 09/10/15 at 16:35 AM
revealed they had been present in the QA
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Meeting held on 08/27/15 at the facility and it was
decided ali audits would be reported to a QA
subcommittee which would meet no less than
monthly for six (8) months and then no less than
quarterly to ensure sustained compliance.

Interview with the Administrator, on 09/10/15 at
8:58 AM, revealed she had hesn presant in the
QA Meeting held on 09/10/15 1o discuss the U.
interview with the Director of Nursing (DON), on
09/10/15 at :25 AM, revealed she had been
present in the QA Meeting held on 08/10/15 1o
discuss the 1) and interview with the Blue and
Green Unit Managers, on 09/10/15 at 9:40 AM
and 10:04 AM, revealed they had also been
present in that QA Meeting. Interview with the
Medical Director, on 094 0/15 at 8:45 AM,
revealed he had been presemt at the OA Meeting
io reviaw the LJ Notification, the process to
remove the L), review of the facility Elopement
Policy and actions to be taken in regard education
and audits,

5. Telephone interview with the Vice Presidert of
Operations, on 09/10/15 at 10:25 AM, and the
Corporate Consultant, on 09/10/15 at 10:35 AM
revealed they held a meeting on 08/27/15 to re-
educate the administrative staff of the facility on
the Elopement Policy, the Elopement Risk
Screen, behaviorat indicators for exit seeking
behavicr and interventions to address exit
seeking behaviors,

Interview with the Administrator, on 09/10/15 at
8:58 AM, the DON, on 09/10/15 at 9-25 AM, the
Green Unit Manager, on 09/10/15 a 9:40 AM, the
Blue Unit Manager, on 09/10/15 at 10:04 AM, the
Staff Development Nurse, on 09/10/15 at 9:45
AM, the Biue Unit Assistant Nurse Manager, on
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09/10/15 at 8:58 AM, the Green Unit Assisiant
Nurse Manager, on 09/10/15 at 9:10 AM, and the
RN Supervisor, on 09/10/15 &t 12:30 PM,
revealed they had received re-education on the
Elapement Policy, the Elopement Risk Screen,
behavioral indicators for exit seeking behaviors
and interventions fo address exit seeking
behaviors by the Vice President of Operations
and the Corporate Consultant on 08/27/15 and
prior to the administrative staft giving any
re~training to the other facifity starf. They all
indicated they participated in re-training the other
facility staff ending on 08/28/15 and indicated no
staff would be allowad to work unti they had
received the re-training.

6. interview with the Staff Development Nurse,
on 09/10/15 at 8:45 AM, revealed she had done
maost of the staff re-training beginning on 08/27/15
and ending on 08/28/15 and she had added
training on the Elopement Policy, the Elopement
Risk Screen, behavioral indicators for exit
seeking behavior and interventions o address
exit seeking behaviors to the naw hire adentafion
and that training would be repeated for facility
staff no less than annually by administrative
nurses,

Review of the new hire orientation documents
revealed the training had been added to the
content by the Staff Development Nurse as
alleged.

7. Audits on Elopement Risk Screens, MARs,
TARSs, Care Plans and Nurse Aide Cars Plans,
exterior door checks, education of newly hirad
employees, and the audit of the list of residents at
risk of elopement kept at the reception area and
on the MARs for those residents com plated by

(X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOLLD BE COMLETION
TAG BEGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFKIENCY)
F 323! Continued From page 38 F 323

“ORM CMS-2567(02-49) Previous Varsions Obsolete

Bvent 1ID: 001213

Facliity ID: 100533

tf continuation sheet Page 39 of A4




PRINTED: 10/07/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIBNCIES .43 PRDVIDER/SUPPUER/CUA (X2} MULTIPLE CONSTRUCTION (A3} DATE S8URVEY
AND PFLAN OF CORRECTION IDENTIFICATION NUMBESR: A, BUILDING COMPLETED
185160 B. WiNG 09/10/2015
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE

1801 LYNN WAY
LOUISVILLE, KY 40222

T

JEFFERSON MANOR HEALTH & REHABILITATION CENTER

(X4) 1D | SUMMARY STATEMENT OF DEFICIENCIES : D j FROVIDER'S PLAN OF CORRESTION 1X5)
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {(EACH CCRRECTIVE ACTION SHOULD BE COMPLETION
TALG REGULATORY OR LSC IDENTIFYING INFORMATION) L TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
| ; DEFICIENCY) i
3 i ! !
F 323 Continued From page 39 F 323 !
1 09/10/15 were reviewed and were completed as | ‘ [
L alleged.

| Interview with the DON, on 08/10/15 at 9:25 AM,
i the Green Unit Manager, on 08/10/15 at 9:40 AM,
the Blue Unit Manager, on 09/10/15 at 10:04 AM,
the Staff Development Nurse, on 09/10/15 at 9:45
AM, the Blue Unit Assistant Nurse Manager, on
09/10/15 at 9:58 AM, the Green Unit Assistant
Nurse Manager, on 09/10/15 at 9:10 AR,
revealed they were involved in doing audits of the
list of residents at risk of elopement kapt at the
receplion area and on the MARS and TARs and
of their Efopement Risk Assessments, care plans
and nurse aide care plans and submit those
audits to the Administrator,

Interview with Maintenance #1 and Maintenance
#2, on 09/10/15 at 10:15 AM, revealad they had
been completing the door function checka par the
facility policy and submit those checks to the
Administrator as alleged.

nterview with the Administrator, on 09/10/15 at
8:58 AM, revealed she received all audits to date | i
- and raviewed them and will continue to do so to ;
ensure sustained compliance. 1 i‘ 5
F 371 483.35()) FOOD PROCURE, L F a7
88=F | STORE/PREFARE/SERVE - SANITARY |

The facility must - i | .
(1) Procure food from sources approved or i | On9725/15 all open food items were |
considered satisfactory by Federal, State or local ' checked to ensure that they had been 10/13/15

authorities; and 1 | removed from use if past the safe "use
(2) Store, prepare, distribute and serve food J } by" dates by the Administrator and on
(* a

under sanitary eonditions ) . .
v ! 9/28/13 by the Dining Service Diirector.

| N
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i large bins helding flour, sugar.and powdered. .
sugar as well as the edges of the lids were soiled

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review
and review of the facility's policy, it was
determined the facility failed to ensure food was
stored, prepared and served in a sanitary
marner, The facility failed to ensure food ifems
were removed from use that were beyond the
sate "use by" dates. The steam table pans and
fids had a brown burnt looking build-up around all
the edges, clean dish racks were stored on the
floor outslde the dish room, and the edges of the

with dried splashes and dried food particles. The
shelves in the dry storage area were soiled with
particies and spilled product and there were
fourteen (14) plastic storage drawers with soiled
tape labeis and crumbs and particles inside the
drawers and a sticky tan substance on the
outside. The spice containers on a shelf were
covered with a greasy gray film. The ice machine
had a white substance all around the lid. A clean
rack of bowls was contaminated. In addition,
during the meal service on 08/26/15 at lunch,
dishes wera contaminated.

The findings include:

Requests for policies regarding the sanitation in
the kitchen were requested and not received.

Review of the facility's cleaning schedule, not
dated, revealed there was no schedule for

sure items are removed if past the safe
"use by" date by the Director of Dining
Services or Cook Supervisor on a daily
basis for one week and then weekly for 3
months and then on a monthly basis. All
dietary staff will be re-educated on dis-
carding food items past the safe "use by"
date by the Director of Dining Services,
Staff Development Coordinator or Ad-
ministrator. Any newly hired dietary staff
will receive this education during orien-
tation by the Director of Dining Ser-
vices.

All findings will be reported no less than
quarterly to the Quality Assurance Com-
mittee.

The steam table pans and lids were
cleaned on 9/28/15 by the Administrator.
On 9/30/15 all other cooking utensils
were checked to ensure that they were
without build-up by the Director of Din-
ing Services. The Director of Dining
Services or Cook Supervisor will per-
form an audit weekly for 4 weeks then
monthly of the steam table pans and Jids
to ensure that they are cleaned thorough-

ly.

All dietary staff will be re-educated on
proper cleaning of cooking utensils by
the Director of Dining Services, Staff
Development Coordinator or Administra-
tor. Any newly hired dietary staff will
receive this education during orientation
by the Director of Dining Services.
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deliming the ice machine, cleaning the shelves in
the dry storage room, cleaning the large rolling
bins and lids of sugar, flour, and powdered sugar,
keeaping the storage bing in the pantry clean,
cleaning the steam table pans and iids, cleaning

the microwave and discarding food past their safe |

daie,

Obsetvation, on 08/25/15 at 10:31 AM, during the
inttial tour of the kitchen revealed two (2) clear
pitchers of yellow liquid in the reach-in
refrigerator, one dated 08/18/15, and the other
07/31/15. It was also observed to contain an
unknown green bottie with a closed lid containing
a white substance without a'labsl. The
microwave had a light brown dry substance stuck

to the inzide door.

Observation, on 08/26/2015 at 12:31 PM,
revealed the microwave continued to have a light
brown, dry substanee stuck to the inside door.,

Obsarvation, on 08/27/2015 at 3:25 PM, revealed
the microwave still had light brown dry particles
stuck 1o the inside door. An open bag of
yelow/white dry substance labeled cornmeal had
no cover or wrapping. A clear bottie of dark
brown liquid with & yellow cap had no date nor
any label to identify what the bottle contained.
Several pans under the prep tabie ware stored
right-side up with standing water inside. There
were gix (6) clean dish racks stored on the floor in
the kitehen next to the dishroom. The floor was
noted to be sticky throughout the kitchen. There
was a cardboard box containing chemicals
resting on the floor under the three (3)
compartment sink.

Interview with the Dietary Manager, on 08/27/15

quarterly to the Quality Assurance Com-
mittee,

On 9/25/15 the Administrator performed
ap audit to ensure that clean dish racks
were stored properly on wheeled carts,
The Director of Dining Services or Cook
Supervisor will audit the placement of
clean dish racks on a daily basis for a
week and then weekly for 3 months and
then onm a monthly basis. All dietary staff
will be re-education on storage of clean
dish racks by the Director of Dining Ser-
vices, Staff Development Coordinator or
Administrator. Any newly hired dietary
staff will receive this education during
orientation by the Director of Dining
Services, All findings will be reported

IO RS tHar quATer Ty ot Quality A5

surance Committee,

On 9/28/15 the large storage bins were
cleaned by the dietary assistant. All othe
er Jarge bins were checked on 9/28/15 by
the Administrator to ensure they were
clean. The Director of Dining Services
or Cook Supervisor will audit the farge
storage bins daily for a week and then
weekly for 3 months, then on a monthly
basis to ensure that all bins are clean, All
dietary staff will be re-educated on clean-
ing of the large storage bins by the Direc-
tor of Dining Services, Staff Develop-
ment Coordinator or Administrator. Any
newly hired dietary staff will receive this
education during orientation by the Di-
rector of Dining Services, All findings
will be reported no less than quarterly to
the Quality Assurance Committee,

FORM OME-2867(02-09) Previous Verslons Obsolete

Event ID:0OQ1244

Facliity ID: 100533

If continustion sheet Page 42 of 44

- BTATEMENT OF DEFIGIENCIES v {X1}- PROVIDER/SUPPLIERICLIA - | (X2) MULTIPLE CONSTRUGTION. ~ " o o o~ e (RYDATEBORVEY ™ 17
AND PLANOF CORRECTION IDENTIEICATION NUMBER: A BUILDING COMPLETED
185169 B. WiNG 09/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
1801 LYRN WAY
EFFERSON MANOR HEAL REHABH N CENT]
J TH& ITATIO ER LOMSVILLE, KY 40222
{X4) 1D SUMMARY STATEMENT OF DERICIENCIES 1o} PROVIDER'S PLAN OF CORRECTION (x5}
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-MEFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/07/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
- STAFEMENT G BEFIGIENCIES - - - - 061} PROVIDER/SEPPUERICLIA ™ - { {XE) MBLTIPLE CONSTRUCTION -« » s oo X3 DATE SURVEY
AND FPLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185168 B. WING 09/10/2015

NAME: QF PROVIDER OR SUPRLIER

JEFFERSON MANOR HEALTH & REHABILITATION CENTER

STREET ADDRESS, CITY, 8TATE, ZIP GODE
1801 LYNN WAY
LOUISVILLE, KY 40222

(Xa3 ID SUMMARY STATEMENT OF DEFIGIENCIES 1o PROVIDER'S PLAN OF CORRECTION &5
PREEFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION.
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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at 3:43 PM, revealed the facility policy stated to
allow dishes and wtensils to air dry before use. He
stated the dietary employees were trained on
proper storage to prevent cross-contamination.
He was unaware of what was contained in the
green bottie found in the reach-in refrigerator,
who the bottle belonged to, or when the botile
was placed in the refrigerator. He stated the
microwave had been cleaned and the procedure
and policy was for all containers used to store
food in the refrigerator and/or dry storage area
should have had a label containing a date. [f they
had been opened they should be wrapped or
sealed. He stated the bottle of dark brown liquid
appeared to be food coloring. He also stated
there could be a potential harm 1o residents for
using wet dishes because of the possibility of
growing bacteria., S 4

Observation of the meal service, on 08/26/15 at
11:52 PM, revealed the server removed his
gloves after rinsing the food thermometer in the
sink. He regloved without washing his hands,
Observation of the server, at 12:12 PM and 12-:22
PM, revealed he left the serving lina to open cans
of soup and placed them in the microwave to
warm. He removed his gloves and put on clean
ones without washing his hands,

Observation of the meal service, on 08/26/15 at
12:22 PM, revealed a stack of dish racks next to
the steam fable. The server emptied the top rack
of dishes and sst the rack on the floor. At 12:26
PM, the server was noted to pick up the dish rack
on the floor and place it back on the stack of
clean racks containing clean dishes.

Interview with the Server, on 08/26/15 at 12:30
PM, revealed he had been trained to wash hands

On 9/25/15 the Administrator cleaned afl

and all of the plastic bins were cleaned
and tape labels were removed by the
Administrator. The Director of Dining
Services or Cook Supervisor will audit
the dry storage room shelving and plastic
bins on a daily basis for 2 week and then
weekly for 3 months, then on a monthly
basis to ensure compliance, All dietary
staff will be re-educated on cleaning of
the dry storage room by the Director of
Dining Services, Staff Development
Coordinator or Administrator. Any new-
ly hired dietary staff will receive this
education during orientation by the Di-
rector of Dining Services, Al findings
will be reported no less than quarterly to
the Quality Assurance Commttee,

spice containers and all other containers
were checked to ensure that they were
clean. The Director of Dining Services
or Cock Supervisor will audit the spice
containers on a daily basis for a week
and then weekly for 3 months, then on a
monthly basis to ensure compliance. All
dietary staff will be re-educated on
cleaning off containers before placing
them back into storage by the Director of
Dining Services, Staff Development
Coordinator or Administrator, Any new- |
ly hired dietary staff will receive this
education during orientation hy the Di-
rector of Dining Services, All findings
will be reported no less than quarterly to
the Quality Assurance Committee.
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F 371§ Continued From page 43 : F 371 g’ On 9/28/13 the Director of Maiste-
: when he changed gloves. He stated he forgot to - mance and Maintenance Assistant de-
| wash his hands when he changed his gloves. He limed and cleaned out the ice machine,
stated he did get clean dishes from a stack of This will be completed at least every 6
dish racks; however, he did not realize he placed months by the maintenance department.
! the emptied rack on the floor before replaging it The Director of Dining Services or
i bﬁkdon ;‘ap c;)f the stack of clean dish racks. He Cook Supervisor will check the ice
| fS! Oa(':) ?b ;:é ke: tﬁ glracid ﬂ}e ti*ack gw'at was on the _ machine on a monthly basis for 12
n AcKs of clean dishes that he did months to ensure that there is no lime
contaminate the clean dishes which could cause : ; i !
iliness to the residonts. build-up. All findings will be raporte:d ’
, no less than quarterly to the Quality
Interview with the Dietary Manager, on 08/26/15 ; Assurance Committee.
al 12:40 PM, revealed the emptied dish rack f ; - .
placed an the fioor should not have been placed The 2 clear pitchers in the reach-in
back on the racks of ciean dishes. In addition, he were discarded on 8/25/15 by the Di-
stated staff was trained to wash their hands when rector of Dining Services. The green
they changed gloves. He stated staff was aware bottle was discarded on 8/25/15 by the
residents could becorne sick from bacteria if Director of Dining Services.

hands or equipment were soiled.

On 9/25/15 all open containers were
checked to ensure that all items were
properly labeled with the contents by
the administrator. The Director of Din-
ing Services or Cook Supervisor will
audit open containers on a daily basis
for a week and then weekly for 3 ,
months, then on a monthly basis to en-
sure compliance. All dietary staff will
‘be re-educated on properly labeling all |
opened items by the Director of Dining g
!

Services, Staff Development Coordina-
tor or Administrator. Any newly hired
dietary staff will receive this education
during orientation by the Director of
Dining Services. All findings will be
reported no less than quarterly to the
Quality Assurance Committee.

FORM CME-2567(02-89) Previous Versions Obsolate Evert iD: O 211 Fagility 1D 100533 if cortinuation sheet Page 44 of 44




The microwave was checked on 9/28/15, the
substance was between the glass and the
screen and unable to clean this area, the mi-
crowave was discarded and replaced with a
new one. The Director of Dining Services or
Cook Supervisor will check the microwave on
a daily basis for a week, then weekly for 3
months, then on a monthly basis to ensure the
microwave is clean. All dietary staff will be
re-educated on cleaning the microwave at least
daily by the Director of Dining Services, Staff
Development Coordinator or Administrator,
Any newly hired distary staff will receive this
education during orientation by the Director of
Dming Services. All findings will be reported
no less than quarterly to the Quality Assurance
Comtpittee.

On 9/25/15 an audit was performed by the
Administrator and no open containers of com-
mea] were found, all other open jtems were
checked to ensure that they were covered. On
8/27/15 the bottle of brown liquid were dis-
carded by the Directory of Dining Services.
On 9/25/15 an audit was performed by the
Administrator to ensure all open food items
were properly stored and Izbeled with a date
and the name of the product, that all pans were
stored upside down and that all dish racks
were stored on the wheeled cart. On 9/29/15
the chemicals were removed from the box and
placed in a container off of the floor by the
Director of Maintenance. On 9/28/15 the Di-
rector of Dining Services cleaned the kitchen
floor.

Any newly hired digtary staff will receive this
education during orientation by the Director of
Dining Services.



The Director of Dining Services or Cook Su-
pervisor will audit jabeling of open food
items, storage of pans, proper placement of
dish racks and storage of chemicals on a daily
basis for a week, then weekly for 3 months,
then on a monthly basis to ensure compliance,
All findings will be reported no less than quar-
terly to the Quality Assurance Committee.

All dietary staff will be re-educated on proper
hand washing, including hand hygiene when
removing gloves by the Director of Dining
Services, Staff Development Coordinator or
Administrator. Any newly hired dietary staff
will receive this education during orientation

by the Director of Dietary Services.
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: DEFICIENCY)
K 000 INITIAL COMMENTS K 000

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1982
SURVEY UNDER: 2000 Existing
FACILITY TYPE: S/NF DP

TYPE OF STRUCTURE: One (1} story, Type il
{111).

SMOKE COMPARTMENTS: Four (4) smoke
compartments.

FIRE ALARM: Complete fire alarm system with
heat and smoke detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system.

GENERATOR: Type I, 45 KW generator. Fuel
source is Diesel.

A Recerttification Life Safety Code Survey was
conducted on 08/25/15. The faciiity was found to
be in compliance with the Requirements for
Participation in Medicare and Mecdicaid in
accordance with Title 42, Code of Federal
Reguiations, 483.70(a) et seq. (Lile Safety from
Fire}.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) derctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosabie 80 days
following the date of survey whether or not a plan of corraction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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