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483.26(h) FREE OF ACCIDENT
HAZARDS/SUPERV!S!ONIDEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices o
prevent accidents.

This REQUIREMENT is notmetas evidenced
by:

Based on receord review, staff interviews and
observations, the facility failed to pravent 1 of 6
cognitively impaired rasidents (Resident #2)at
risk for elopement, from exiting the faciity
unsupervised, resulting in a fall and fractured left
hip.

Past noncompliance: no plan of
correction required.

Originally admitted on 7/810, Resident # 2 was
subsequently re-admitted to the facility on
42/20/10 and 1271 4/11. Cumulative diagnosis
included dementia, depression, anxiety disorder,
stroke with aphasia and dysphasia, seizure
disorder, hypoglycemia and status post surgical
repair of fractured left hip on 1204111,

A Potential Risk for Elopement Status form dated
177111 was cornpleted following re-admission on
12720441 and revealed the rasident was at risk for
glopement based on cognitive impairment,
dementia, independent ambulation, aphasia, and
expressing a desire to go home. The elopement
status review was completed 30 days after each
subsequent re-admission and quarterly thereafter
indicating an ongoing glopement risk and review
of the interventions care planned.
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Any deficiency statement ending with an asterisk (} denotes a deficiency which the institution may pe excused frem corcecting providing itis determined that
other safeguards provide sufficient protection 10 the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For aursing homes, the above findings and pians of correclion are disclosable 14
days foliowing the date these documents are made available to the facility. It defelencies aré cited, an approved plan of correction is requisite 1o continued
program participation.
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Review of the jatest Quarterly Minimum Data Set
(MDS) dated 1172311 revealed the resident 's
cognitive skills for daily decision making were
moderately impaired, the resident experienced
long term memory loss and the resident had not
wandered in the seven days prior to completion of
the assessment.

Resideni # 2's Care Plan, dated 12/6/11, listed
elopement as a potentiai problem. Approaches
included: 1) Assist resident with supervised
outside visits as Pef request. 2) Elopement
checks to he completed and documented as per
facility policy. 3) Photograph of resident to be on
elopement cheet. 4) Referto NPMD for
increased behaviors. b} staff to be aware of
tesident wandering risk. 6) Wander guard
checks o be completed and documented as per
sacility policy- Wander guard tocated on left
ankle, 7)Wander quard/iGode Alert to be in place
at all imes. 8) Redirect when agitated and
atternpting fo exit facility. The goat for this
problem was resident will agree to wear code
alart and wili not leave the facility unsupervised
thru review petiod.

Nurses Notes dated 12/9/11 at 6:30 pm revealed
w This nurse took all smokers otiside to smoke
two cigarettes including Resident #2. After
resident smoked nurse let resident back inside
{ne facility. Wander guard intact and working.
(Signed by Nurse #1)

Nurses Noles dated 12/9/11 at 7:10 pm revealed
dietary aide reported that he saw resident walking
outside. Dietary aide came into facility got
assistance of a nursing assistant, The nursing

FORM CMS-256?(02799) Pravius Versions Qbsolete Eyent 1D Z2TRI1 Faclity 1D 923010 13 continualion sheet Page 2¢



PRINTED: 03002012
SEPARTMENT OF HEALTH AND HUMAN SERVICES RM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938 0391

STATEMENT oF DEFICIENCIES [h8)} PRO\"IDER:‘SUPPUERJCL[A (%3) DATE SURVEY
AND PLAN OF CORRECT%ON lDEN’FlFlCATlON NUMBER: COMPLETED

C
0212312012

345140

MAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, Zip CODE

610 WEST FISHER STREET
SALISBURY, NC 28145

PROVIDER'S PLAN OF CORREGT[ON
(EACH CORRECTVE ACTICN SHOULD BE
CROSS—REFERENCED TOTHE APPROPRIATE

DEFICIENGY)

BRIGHTMOOR NURSING CENTER

(15}
COMPLETION
DATE

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY 1UST BE PRECEDED BY FULL
REGULATORY QR18C IDENTIFYING lNFORMATiON)

(X410
PREFIX
TAG

Continued From page 2

assistant observed patient walking and by the
{ime she was able to reach resident, resident fell
onto gravet and hit his 1eft side & head. Nurse
abserved resident lyind in gravel on his left side.
Patient was unable to move icit leg. Three staff
members assisted patient back to wheelchalr and
prought pack into facility and placed in bed.
patient comnplained of left hip pain. No visual
injuries noted. Neuro—checks within notmat fimits.
Fult range of motion of pilateral arms and right
jeg. Doctor notified. Administrator and Director
of Nursing notified. Responsible party notified.
New order received to send patient 1o Emergency
Department (ED) for evaluation and treatment.
Emergency Medical Services (EMS) notified.
(Signed by Nurse #1).

Nurses Notes dated 12/9/11 at 7:30 pm revealed
EMS afrived to yransport pt. via stretcher 10 ED.
pPatient was atert and verbal. Neuro
(neurologica\) checks remnain VWNL. V5-99.1, 62,
20, 110/56 {vital signs amperature 99.1 degrees
F, pulse 52 beats pet minute, regpirations 20
breaths pet minute, blood pressuie 410 systolic
and 56 diastotic). ” (Signed by Nurse #1).

review of the Quality Assurance Event Report
dated 12/9111 indicated " Patient etoped out of
faciity. A dietary aide observed patient outside
and came and got @ nursing assistant. Nursing
assistant saw patient getup o waik. By the time
the nursing assistant was able to reach patient,
patient, had already fallen. Patient hit left hip, left
side of head. The report indicated Resident # 2
had no new iliness, no NeW diagnosis, and no
recent change in mental status and thata
personat body alarm {PBA) wander guard and
wheelchair were inuse. 1ne question, “\Was
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resident authorized to be at location of event? "
was answered with a check mark in the “No "
pox. " Action Rounds " was written underf the
section " Additional corments andlor steps
taken o prevent recurfence. "

Review of the Daily Qualily Assurance Code Alert
Check for 4219111 indicated Resident#2'8
wander guard was functional.

Review of the Elopement Risk Sheet for 42/9/11
completed by Nursing Assistant# 3 who was
assigned to Restdent’ #2's 3pmio 11 pm
care, ravealed elopement checks were
documented as completed per poicy at 3:00 pro,
5,00 pm and 7:00 pmm.

Review of the Medication Administraﬂon Record
revealed documentauon for 1219111 indicated
Resident #2's wander guard was in place On the
resident.

According to wunderground.com the temperature
on 12/9M1 at 7:00 pm was 41 degrees F.

Hospital Records revealed on 1211111 Resident
#2 underwent surgery for open reduction and
internal fixation of the left bip and was discharged
pack to the faciiity on 1211 411,

Oon 222112 at 12:20 am, Nurse # 2 was
interviewed regarding the elopement. Nurse # 2
stated she worked that evening and was not sure
of the date but identified the resident as Resident
#72 Nurse #2 stated she responded when a
dietary aide aterted staff that the resident was
outside. Nurse # 7 stated she did not hear an
atarm sound and did not see the resident exit the
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puilding, but assumed he went out the gmployee
door. Nurse # 2 stated the resident was standing
over near the dumpster and she went after the
resident and when she was 10-15 feet from the
rosident he turned and fell. Nurse # 2 stated the
wander guard was on the resident when he was
outside and that the Maintenance Supervisor
came in that evening and checked the doof
alarms and found they worked. Nurse # 2 stated
the resident' s alarm was checked and worked.
Nurse #2 desribed Resident# 2 as alert and
oriented at times and confused at other times.
She stated she does not know how resident got
out of the door of which daor he went out. She
stated Nurse # 1 assessed the resident outside
and that it was cold outside s© they gently put the
resident back into his wheelchair and brought him
back in the facility. She stated Nurse #1
completed an incident report.

On 2/22112 at 40:00 am the Administrator was
interviewed regarding the elopement. The
Administrator stated a chusch group had been in
the facility the evening of 12/8/11 and she thought
the church group may have let Resident # 2 out
the door and indicated the door was the
emplioyes entrance. The Administrator stated the
resident was weafing thick gray sweat pants and
that the technician from the company called into
check the alarms thought the signal may not have
been high enoigh fo pick Up and the technician
turned up the signal then re-checked Resident #
o'g glarm and it sounded. The Administrator
stated the Activity Director, had arranged for the
church group {0 come in and they did not have
contact information S0 Were not able to talk to the
church group about the evant-this was not the
usual church group- The Administrator stated the
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church group arrived around 6:00 pm on 219011
and left around 7:00 pm and was gone when
Resident # 2 was discovered outside. The
Administrator stated a dietary aide discovered the
resident outside and was assisted by @ nursing
assistant. The Administrator stated as a follow
up fo ensure residents were safe the alarm
sefvice company checked the doof and adjusted
the signat higher, 8 second keyed-alarm was
added to the employee doof and would be locked
by the Maintenance Supervisor at 3:00 pm each
day and unfocked when the Maintenance
Supervisor came in each morning, and staff were
inserviced on 1219111, 12#10/41 and 42142111
regarding Action Rounds, daoor alarms and
response ifa resident was found outside. The
Administrator also stated every 7 hour checks
were conducted and documented for all resident
identified as cloperment risks-the list of resident's
at risk for elopement and the documentation
sheets were in 2 notebook at each nurses station.
The Administratof stated resident alarms were
checked to be tunclional daily by Restorative
Nursing and that Nursing checked placement on
the resident each shift and both checks were
documented. The Administrator stated the
Activity Director responsible tor coordinating the
chufch group visit on 12/9/41 was no longer
employeed by the facility.

On 2/22M12 at 14:03 am a telephone interview
was conducted with the service manager of the
company that serviced the Mag-i.ock Doof Alarm
System at the faciiity on the evening of 12/9/11.
The sefvice manager stated he supervised the
technicians sent out to service the atarms and
stated the technician who serviced the alarm
system on the evening of 12/9/41 was not
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currently avaitable for interview. The Service
Manager stated the Mag-t.ock Doof Ajarm
System operated with a wiretess raido frequency
signal, each door DOX contained an antenna and
the transmilter of tag {often referred toas @
wander guard) worn by the reisdent enmitted a
signal to the antenna in the door box. He stated
each door box was settoalarmata
pre—determined distance in feet and this distance
could be adjusted. When a resident wearing a
transmitter {or wander guard} came within the
pfe—deiermined distance of the door, the door
was designed 10 lock. if the door was already
opened and a resident wearing a transmitter {(or
wander guard) came within the pre-determ‘med
distance of the door an atarm sounded. He
stated a transmitter {or wander guard) should not
be placed on @ metal partof & wheelchiar as the
metal would interfer with the transmission of the
signal and that thick clothing over a transmitter
might prevent ransmission of a signal. Review of
the manufactures ' s instruclions provided by the
facilty confirmed & yransmitter should not be
placed on & metal part of a wheelchair, but no
reference was make o clothing.

On 2/22112 at 14:f6ama elephone interview
was conducted with Diefary Aide # 1 who stated
he fook the trash out 1o ihe dumpster before he
went home 0 4249741 and when he returned
from the dumpster he saw Resident #2 outside
around church people. He stated he was told
never to touch a resident since he was not
nursing staff, s0 he ran into the facility to telt
nursing. Dietary Alde # 1 stated when he went
out to empty the trash Resident # 2 was walking
on the sidewalk pext to the bultding pushing his
wheel chair. Distray Aide # 1 stated he was
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surprised to see the resident outside and though
to himself what is the resident doing outside? The
dietary aide stated he was written up after the
incident and was told he should have stayed
outside with the resident and waited for help,
called back in on his cell phone, knocked on the
window o yelted to get help. He stated he knows
there was a good system on the doors to prevent
residents from getling out.

On 2/22012 at 1425 ama telephone interview
was conducted with Nurse # 1 who stated she
had the smokers out 1o smoke around 6:30 pm
on 12/9111 inchuding Resident # 2 and that alt
residenis came hack in with her after smoking.
The smoking area was off the East Wing (1 00
Hall) at opposite ends of the building from the
Wast Wing {300 Hall). She stated she did not
hear an alarm sound. Nurse #1 stated she and
other C N As were on East Nursing Station by the
smoking door and Resident # 2 did not exit that
door. She siated when she went outside through
ihe employee entrance to assist Resident #2
she did not see any church people at the time.
She stated she started inservices that night
(1219111} and told staff to make sure the doors
were locked and that if anyone was leaving staff
would have to walk them out. Nurse it 1 stated
the exit door locks were checked each shift and
checks documented in @ book at the nurses
station and that resident alarms were checked
every shift also. Nurse # 1 stated a church groug
met in the dining room that evening and exited
the employee door out to the parking tot adjacent
to Ennis Street.

On 222112 at 12:08 pm all exit doors were
checked by the Director of Nursing (DON) and
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found lo be functional. The DON indicated she
also reviewed the daily documented checks of the
wander guards done by Restorative Mursing and
initialed the records when she completed the
raview and that the 3.41 shift nurse and the 11-7
shift nurse also checked the exit door atarms for
function and documented the checks on the daily
staffing sheet. Record review of the Restorative
Nursing sheets and {he staffing sheet revealed
the above mentioned checks were initizled as
being completed on 12/9111 the day Resident # 2
eloped.

On 2/22/12 at 12:25 pm the Maintenance
Supervisor was interviewed and maintenance
records were reviewed. The Maintenance
Supervisar indicated all exit doors were checked
weekly, usually first thing on Monday morning.
He indicated each door was aquipped with &
Mag-Lock Alarm systemn and an additional keyed
alarm. The Mainlenance Supervisor indicated the
additional keyed alarm was added to the
employee entrance door the evening of the
elopement ont 12/9/41 and that since 1219111
weekly checks of each door was documented
and reviewed by the Administrator.

On 2/23/42 at 420 pm Dietary Aide # 1 was
working at the facility and identified the
approximate location he first saw Rasident # 2
outside. He indicated the resident was on the
sidewalk adjacent to the 300 hall (West Wing) of
the fachity at the back of the buitding adjacent to
the employae parking jot which exits to Ennis
Street, The resident's location was approximately
50 feet from the employee entrance door, which
is the door near where the church group was
seen. He stated there were probably gight or
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nine people in the church group but not sure as it
was "kinda dark". He stated he did not hear a
door alarm.

On 242312 at 5:00 pm Murse # 1 was working at
the faiclity and identified the apporximate location
she found the resident lying on the drive way near
the dumpster. The tocation was io the back of
and adjacent to the far side of the West Wing
{300 Halt} approximately 110 feet from the
employee entrance. Nurse #1 stated she was
acsisted by Nurse # 2 and another staff person
she did not know by name. Nurse # 1 stated she
was " pretly sure-almost positive " the alarm
sounded when the resident was brought hack
inside through the employee door.

Qn 2/24/12 at 845 am a telephone interview was
conducted with the technician who serviced the
Mag-t.ock Door alarm system at the facility on
12/9/11. The technician stated he was called o
the facility to check the system and was told the
door did not lock down when a resident had a tag
{transmitter) on and left the building. The
technician stated he checked the voltage
connections and checked the system repeatedly
with a transmitter and the system worked each
time.

On 3/7/11 at 3:65 pm and interview was
conducted with Nursing Assistant # 3 who stated
she often cared for Resident # 2 and was
assigned 10 Residenti 2 on 12/9/1 1. She
indicated Resident # 2 was alert but became
confused at imes. She gave the example that
the resident was told rot to stand up unassisted
out of his wheelchair, but he did not understand.
NA # 3 stated Resident # 2 self propeied around
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the facility in his wheslchair and she had seen
him in the TV room and going for coffee to the
dining room. She indicated if some one else was
going out tha smoking door the resident might try
lo go out algo and she had re-directed the
resident away from the door, telling him he could
not go out and turned the wheel chair away from
the door. She stated the wander guard set off the
door alarm the time she re-directed the resident
away from the door. NA#3 stated she signed off
the Elopement Sheet for Resident # 2 on the
avening of 12/9/11 and had last seen the resident
outside smoking with the nurse around 6:45
evening of 12/9/11 and had last seen the resident
outside smoking with the nurse around 6:45 pm.
She stated she then when to assist anothar NA
and did not see the resident again until she heard
he was found outside. She stated she did not
notice any thing different or unusual about the
resident’ s behavior on 12/9/11. She stated the
resident’ s wander guard was in place on his
ankle but she did not recall what the resident was
wearing. NA # 3 stated she was not {he nursing
assistant who assisted the resident when he was
outside on 12/9/11 and stated to her knowledge
the resident had not left the building unsupervised
before.

On 3/8/42 at 2:36 pm a telephone interview was
conducted with the facility's previous Activity
Director. The Activity Director stated her last day
of employment at the facility was 12711
therefore she did not have any knowledge of
what occurred at the facility on 12/9/11.

The Corrective Action for Past Non Compliance
included:
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1. The resident was immediately, 12/9/11,
placed on action rounds which consist of the staff
ensuring his focation every 30 minutes within the
facility to prevent leaving the facility unsupervised.
2. Administrator immediately, 12/9/11, called the
Mainlenance Supervisor to come and check the
Code Alert System to ensure it was functioning
properiy and to call Modern Systems to come to
facility as an emergency situation to ensure the
system was working properly. This was
completed by 10:15 p.m. on 12/9/11. Modern
Systems eould not determine a problem with the
system itself, but did turn up the receptors as far
as they could go to ensure better reception.

3. Administrator directed Maintenance
Supervisor, 12/9/11, to place a keyed alarm box
over the door used to egress as a secondary
atarm just in case system did not function
properly. The alarm is turned on by the
Maintenance Supervisor Monday through Friday
at 3:00 pm each day and then turned off at 7:00
am each morning or when Administrative Staff
Person listed arrives for duty. The Weekend
Nurse Manager is responsibte for this task on
Saturday and Sunday. If the Maintenance
Supervisor is absent the Administratior is
responsible to complete this task and as a third
back-up if the other two are not here the Clinical
Services Nurse will compleie this task.

4. Charge Nurse was instructed by Clinical
Services Nurse 12/9/11 to do 30 minute action
raunds on all of the residents with wander guard
bracelets until Modern Systems arrives and
states the door is working properly.

5. Administrator instructed Charge Nurse on
12/9/11 to in-service all staff (including
non-nursing staff} on the following topics

a. If a resident is found outside by any staff

F 323
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member they are not to leave that resident for
any reason.

b.  The staff member shoutd keep trying to
redirect the resident until they can get them back
into facility or ino a safe place.

¢. f staff members have a celf phone call facility
and let the other staff know you need assistance;
do not leave the resident.

d. Al staff members were informed that a key
alarm had been placed over the door and the
alram must be feft on at all time after 3:00 p.m.
In-service was completed by Charge Nurse for
2nd and 3rd Shift on 12/9/11.

6. Administrator then instructed Clinical
Services Nurse to in-service the weekend staff
concerning the items listed in # 5. This was
completed on 12/10/11 and 12/11/11 by Clinical
Services Nurse,

7. Administrator completed another in-service
with all of the staff on 12/12/11 as a repeat of the
12/9/11 to ensrue all staff had been in-serviced
and understood new procedures impfementad.
The content was same as listed in # 5 and she
re-iterated the importance of never leaving a
resident unattended.

8. The maintenance Supervisor is responsible to
check the Mag Lock system on a weekly basis to
ensure they are working properly and documents
completion of this in Leg Book on QA rounds
Check List. The first check was done on 12/0/114
and continues as a QA process. The
Administrator reviews his Log Book on a weekly
basis o ensure teh QA checks are being
completed during teh weskly QA Commitiee
Meeting.

9. The Restorative Aides are responsible to
check the Code Alert bracelets that are on
residents at risk for elopement on a daily basis.

F 323
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This is documented in a Log Book on QA Rounds
Check List. The Director of Nursing and the
Administrator reviews the Log Rooks on a weekly
basis to ensure teh QA Checks are being
completed at teh waekly QA Committee. This
was a system always in place however teh
information required on the QA Forrm was
changed 12/12/11 to reflect teh expiration date
adn serialnumber to ensure the bracelet alarm
had not expired.

10. Upon adimission all residents have an
Elopement Assessment completedto determine if
they are at risk for elopement. if determined they
are at risk a Code Alert bracelet is placed on the
resident on day of admission. This is not a new
system, this is to reiterate the process.

11. The Church groups present on 12/10/41 and
12/11/11 was talked to by the Clinical Services
Nurse and informed them they are not affowed to
let any resident exit the facility without a staff
member present.

12. On 1212111 the Activities Director called ali
Voluntser Groups to inform them they are not to
let any resident exit the facility. This list was
obtained from the groups that she spoke t6 on
12M12M1.

13. The night-time activilies were movad on
12112111 from the dining room to the recreation
room which is located on the East Hallway which
is visible to the Nursing Staff for closer
supervision.

The facility’s Qualily Assurance Committee is
responsible for reveiwing all records and
documentation to ensure that compliance is
maintained.

The Corrective Action Plan was signed and dated
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by the administrator on 2/23/12.

On 2/23/12, surveyors validated through
observation, record reveiw and staff interviews
the facility's compliance with the Corrective Action
for Past Non-Compliance. Direct care staff
interviewed were aware of facility expectation of
what to do if a resident is found unsupervised
outside, could locate the Elopement Risk Sheels
and explain facility policy for use and were aware
of residents on the Elopement List. Licensed
staff interviewed was aware of responsibility to
check and document wander guard placement
each shift. Record review revealed daity function
of wander guards was tested by restorative
nursing and reviewed by the Director of Nursing,
and weekly checks of all exit door alarms was
completed and decumented by the Maintenance
Supervisor. The Adminisirator indicated during
an Interview on 2/23/12 at 5:30 pm that quality
assurance measuregs continued as indicated in
the Corrective Action Plan.
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