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F 272 | 483.20(b){1) COMPREHENSIVE F 272{1.) How corrective action will he
85=D [ ASSESSMENTS aceomplished for the resident affeeted:
The faclity must conducl Inifially and pericdically Restdent #10 MDS ujitlnte(l and CAA
a comprehansive, accurale, standardized completed for ADLs by MDS
reproducible assessment of each resident's ‘ Coordinator. Resf10 Care Plan

funclional capacily. completed (o include problems requiring

extensive assistance with AT Ls of eating,

ili
A faclllly must make a comprehensiva bed mobility and transferring by MDS

assessment of a resident's needs, using the

resident assessment instrument {RAI) spedified Coordinator,

by the Stafe, The assessment must include af

least the following: 2.) How correctlve getion will be

Identification and demographic information; .. accomplished for those residents having

Custemary routing; - the potential to be affected: /0//5) /3
Cognitive patterns; - ‘

Communicatior, All residents are potenlially affected, A

Vision; . review of resident MDSs conducted by the

Mood and behavlor palterns; MDS Coordinator to ensure no CAAs or

Psychosaclal well-being; Care Plans are missing for all residents on

Physleal functioning and structural problems;
Continence;

Dlssase diagnosis and health conditions;
Dantal and nudritional status;

Skin conditions;

the suryey sample as well as any resident
having a comprehensive assessment since.
9-9-13, No CAAs or Care Plans found
miissing. MDS assessmenis for new

Activity pursult; tedmissions reviewed to ensure complefe .
Medications; for CAAs and Care Plans, Inter-
| Spacial treatments and procedures; disciptinary Tesmn consisting of the Social,
| Discharge polential; Wionrker, Dietary Manager and Activities |
Documentatton of stmmary iInformation regarding Divector were in-serviced by the MDS
the additional assessment performed on the care Coordinator that educated the feam on
areas triggerad by ths complelion of the Minimum their responsibifities, how to complete
Pata Sot (MDS); and MDS secions, ns well as Tucility
Documentation of participation in assessment. procedures for MDS and Care Plan
cotendars,

3.) What meusures will be put in place or
systomic changes made to ensure
correction:

LABOR.\TORY?J j;:;PROWDE ;y"*/uﬁﬂﬂ yw 'S SIGNATURE | /{%7[:0 /\;% -/arﬂ /&3 wm/@/ﬁ

Any deficlancy siaten{- nding with en ast r (" danoles a deﬂc!ennv which the Instllullon may bo exsussd from correcting providing it s detormined that
other safeguards provide sufficiont prolection o the pallents. (Ses Instruclions.) Except for nursing homas, the findings staled above ere dsclosable 00 days
followdng the dale of survey whather of nol a pfan of corraction Is provided, For nursing homes, the above findngs and plans of corraciien are disslosalle 14
days followlnp tho dale thess documents are made avalable to the faclilly. If deficloncles ace citad, an approved plen of comrasllion s requisite (o continued
program participation.
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X4y I SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION )
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FUEL PREFIX (EAGH GORREGTVE AGTION BHOULD BE COVFLETION
TG REGULATORY OR LST IBENTIFYING INFORMATION) TAG CROSSﬂEFEREngI% E g:i)EAPPROPRfATE ATt
F 272 | Gonlinued From page 1 F 979 Developed sudit tool to monitor new
] admisslons and other.comprehensive
This REQUIREMENT is not met as evidence d assessntents due secording to the MDS
by: calendar and verify CAA:. and care plans
Based on staff interview and record review the- are accomplished according to the
facility failod to complete the assessment process scheduled montlly MDS calendar, Audit
and develop a cara plan for ong of five sampled is eompleted weekly fimes four weeks, and
residents who required assisiance with aclivilles wonthly times three months by MDS
of daily living, Resident #10 Coordinator, DON or designee, A review
The findings included: of all reskdents conducted {0 ensure no
CAAs or Care Plans are missing, VDS
Rasident #10 was admitted o the facillty on assessments for new adinisslons revlewed:
12/2314 erih dizgnoses }Fri‘gll:]dingdarth?“& to ensure complete for CAAs and Care
coronary arlery cisease and hypertension. Plans, Inter-disciplinary Tenin consisting,
The Minimum Data Set (MDS), an annval, dated of the Sotial Werll(er, Dﬁ:tary Manager ¢ /{)/ﬁ/g
e
. ! y the cordmator that educatec
g;n;;en:: Zﬂtﬂzg?‘%nﬁizfg ?;::: &Zﬁory. the team on thelr yesponsibilities, how to
camplete MDS sectlons, as well os facllity
The Care Aroa Assessments (CAAs) for Activities procedures for MIDS and Care Plan
of Dally living {ADL} were blank. A care plan hag calendars,
not been developed for this care area. .
. . 4,) How the facility plans toe monkor its
Interview with the MDS nurse on 9/19/13 at 5:46 pc?rf(n'mancc (o m?tlie sure (hat solutions
PM ravealed the MDS had been completed by the e
previous MDS nurse. That nurse no longer fixe ensured: L
worked at the facility. Continued Interview The MDS Coordinator, DON or designee i
tevealed the CAAs had nal been reviewad, and a will compile audit results and present to
care plan decision nad not been made. It was the Quaiiy Assurance Progesy
furihe‘r revealsd the CAA section was not signed [mprovement (QAPE) Committee Meeting'
as being compleled. There was not a care plan monthly times four months and quarterly
fora pmbreﬂ! G“equin.ng lﬂxtens]va assislanca by thereafter. Subsequent plans of actfon
staff for activitles of daily living for Resident #10. will be developed as dlrected by the QAPY
F 311 | 483.26{(a)(2) TREATMENT/SERVICES TO F 311 Conmlttee, The Director orNi’;rsing is.
$5=D | IMPROVERMAINTAIN ADLS responsible for overall complianece,
Aragldent is given the appropiate treatment and :
sarvices o maintain or Improve his or her abililies
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{X4) 1D SUKMARY STATEMENT OF DEFICIENCIES _ (o3 PROVIDER'S PLAN OF GORRECTION [£5)]
PREFE {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFK . (EACH CORREGTIVE ACTION SHOULD BE COMFLETICN
ThG REGULATORY QR LSG IDENTIFYING INFORMATION) _TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
- . DEFICIENCY)

E-311 (D)
1.) How carrective action will be
accomplished for the resident affected:

F 341 | Conflnuad From page 2 ' F 311
spacified in paragraph {(a){1} of this secllon.

This REQUIREMENT is not met as evidenced Resident #10 received assistance with

by: meals by Nursing Assistants and

Based on obsarvalions, siaff interviews and supervised by staff mase, Resident 410

record review the facilify failed to provide meal set MDS updated and CAA completed for

up and raposition one of five sampled resldents ADLs by MDS Coordinator. Res#10 Care

for assistance with activities of daily living. Plan completed to include problems

Residanl #10, _ requiring extensive assistance ADLs of
eating, bed mobility and transferring by

The findings Included: ‘ MDS Coordinafor, Resident #10 Care

] . . Card updated and compleled.
Resident #10v{as admsltfzd o t'he fac1l|i.y. on . ' ‘ / D /ﬁ/’z
12/21411 with diagnoses Including arthiitis, 2.) How correclive action will be

coranary artary disoase and hypertension.

The Minimum Data Set (MDS), an annual, dated
8/12/13 indicated Resident #10 required
oxlensive assistance with eating, bed mobility,

accomplished for those yesidents having
the potential to be affected:

transfer and toileting. Resident #10 had Resldents requiring assistance with ADLs
problems with shart and long lerm merory. for nienl set up are alfected, DON and
The Care Area Assessments (CAAS) for Physical QA Nurse reviewed the Resident Care
Fuactioning were hlank. A care plan had not iCards to ensuye that appropriate resident
been developed for this care area, ‘ cave Information Is avallable, by re-
Obssrvations on 9M8/13 at 8:15 AM revealed establishing new cate enrds for each
Resident #10 was In bad with the head of bad resldent based on thely actual eare plan,
elevated about 35 degroes. Resident #10 was Care Card procedures reviewed and staff
iying in hed with ihe fray teble positionad to hig :ill-SBI'ViCC(] by the QA Nurse or DON to

left side parallel to the bed, The lray table was
posltioned at the resident* s shoulder level and
Resident #10 could nol visualize tha food on his
{ray. QObsarvations of Resident #10 revealed he
had lo reach up with his right handiarem and over

casure staff is able to properly use the
vesident information on the Cave Card,

3.} What measures will be pui in place or

to the left to get food and diink.  Continued systemic changes made to ensure
observallons revealed Resident #10 pushed the correction:

tray tablo away at 8:23 AM.

A infarview on 9/18/13 al 8:30 AM with Resident ‘ DON and QA Nurse reviewed the
10 rovealed he had eaten all he wanted. There t Restdent Care Cards to ensure that

was aboud 50% of his breakfast consumed,
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NAME OF PROVIDER OR SUPPLIER ‘ STREETADDRESS, CITY, STATE, ZiF CODE
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(X4HD SUMMARY STATEMENT OF DEFICIENCIES in PROVIOER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3G IIENTIFYING INFORMATION} TAG " CROSS-REFERENGED TO THE APFROPRIATE DATE
: DEFICIENGY}
F 311 Continusd From page 3 F 311 jappropriate resident eare fnformation is
Resldent #10 did not make appropiiate avallable, by re-establishing new care
responses when asked how he usually had ihe eards for ench residont based on thelr
tray table positioned. actual eave plan, Care Card procedures
Observations at 12:13 PM on 9/18/13 revealed reviewed and staff in-serviced by the QA
Reslkdent #10 was set up for lunch in the same Nurse or DON {o ensure staff {s able {o
pogiion as he was for breakfast thal moraing, properly use the resident information on
Interview with aide #8 on 9/18/13 at 12:15 PM ihe Care Card. Care Card procedures
rovealod she worked on the hall but was not will be part of all clinleal stnff new hive
2?;;2”‘:?t:’ezeS}’lld,?::’tthé\’g'?;;f_z;igi?:{‘5 bwo orientatlon, An audit toel is developed to
& a i S oew
monitor res Y ssistance
ray? " Aldes #8, 12, and 15, went into Resident nonkter residents requiring a sistance .
) . ; with meals and nreal set up in the common
#10 ' s room. The resident allowed the staff to dintng ¢ 1 individual resident
ralse the head of his bed, The tray table was ning rooms ant individual resic
placed over his lap at an appropriate heighl, ragms and eovers resident posilioning and
Residant #10 ate his [unch In an upright posiion meal set up. The DON or designee
and was ahle to feed himself. completes nudifs at feast three times
Interview with aide #15 at 12:16 PM on 9/18/13 weekly for three weeks, then weekly for JOIE fj
revealed she had passed the tray to Resident #10 four weeks and monibly times fwo
for the breakfast meal. She further explained the maonths.
resident refused to sit up on the side of the bed. '
That he usually sat on the side of the bad to eat. T s
Observations at 8:33 AM on 9/19/13 revealed 4,) How {he faeility plans to mouitor _1(3 ‘
Resident #10 was laying down eating breakiast, performance to make sure that solutiens:
The tray table was af his chin leva! and o the lefl are ensured: ‘_
side. Aidei#8 came out of a raom and lacked at Tho DON or designee will compile audit
Resident ?‘HO. Aide #8 asked for ass:stgnce from results and present to the Quality
another aide to reposlition Resident 110 in bed. : i R Y.
\ . . Assurance Process Improvement (QATT:
The two aides pulled him up In bed, placed the. Comumtitfee Meeting monthly times four
tray table with the breakfast tray over his lap at an : ce ; 'z]g'l T‘t hor y f: )
appropriate helght. Resident#10 was able {o see "font 18 and fuarlerly thoreatier,
the food and eat in an upright position. Subsequent plans of action will be
No explanation was provided as to why Resldant developed as divected by the QAPI
110 had not been positloned correctly for meals Commitice. The Dircctor of Nursing is
for two days of the survey. Alde #8 shook her responsible for overall complinnee,
head "no," ' '
F 314 ; 483.25(c) TREATMENT/SVCS 1O F 34
85=n i PREVENT/HEAL PRESSURE SORES,
FORW CM5-2657(02-9¢) Pradous Versicns Obse'ela Event 1D: BKWD11 Facifly I; 923335 [F continualion sheet Page 4 of 28
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Based on the comprshensive assessment of a
resident, the facllity must ensure {hat a resident
who enters the facility without pressure sores
doss not develop pressure aores unless the
individual's clinlcal condition demonstrates that
they were unaveoldable; and a resident having
pressure sores receives netessary reatment and
servicas to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by: -
Based on observations, staff inferviews and
record review the facility failed {o maintain a
dressing on & pressure ulcer, turn and reposition
one of two samplad residents with pressure
ulcers. Rasident #8. :

The lindings included;

Resldent # 8 was re-admitted to the facifity on -
7122113 vith diagnoses of stroks, diabsies
dysphagla, aphasia and pressure ulcers, Review
of the Minimum Data Set dated 7/28/13 revealad
Resldent #8 was incontinent of bowel and
bladdar. This MPS indicaled Resident #8
required extonsive assistance of two persans for
bed mobility, fransfor, tolleling and parsonal
hygiene. Resident #8 had impaired short and
long term memory problems. The MDS revealed
{hat Resident #8 had a stage 3 pressure sore,

Review of the Care Area Assessments {CAAsS)
clated 8/2/13 for the area of pressire sores
revealed ¥ Care Plan Consideralions were *
Roesident is Incontinent of bowe! and bladder
without the ability of belng relrained #t (related to)
CVA {siroke) with hemiparesis ...She currently-

faeility, . -

the potential to be sffected:

correction:

acconmiplished for the resident affocted:

Resident #8 is no longer a vesilent at this

2,) How correetive action will be
accomplished for thoge restdents having

All residenis are potentially affected.
DON and QA Nurse reviewei the
Restdent Care Cards to ensure that
appropriate resident care information is .
available, by re-establishing new eare I /fy/.f
cards for each resident based on their
actual eare plan, Tressure vleer
treatments reviewed, In-Service hins been
conducted for fncllity stafl regarding Care
Cards, turning and posltioning, wound -
treatments and bcontinent cave,

3.) What measures will be put in place o
systemie changes made fo ensure

DON and QA Nurse reviewed the
Resident Care Cavids to ensure that
approprinte resident care information is
avallable, by re-establishing new care
cards for ench vestdent based on their
actual eare pian. Care Card procedures
reviewed and stnff In-serviced by the QA
Nuyse or DON to ensure staff is able to
properly use the restdent mformaiion an
the Care Card, .Care Card procedures
wiil be part of ail cthnieal séaff new hire
orientation, Any change in a regldent
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DEFICIENCY} |
condition stch as a dressing coming off Is
F 314 | Continued From page 5 A F 314 |conveyed between staff through the use of
has tiree stage Hl {3) wounds that she was the “Early Warning Tool called Stop and
admitled with and is at risk for further skin Waich”, This tool is used to
breakdown it multiple diagnoses and irnmobility. commumtente, document change, requires
She s checked frequenlly and changed as the nurse to sign-off and act, and for the
needed. She recelves wound treatments as Nurse Administration feam to follow-up
orderad and profeclive einiment as needed, to ensure action Is taken by the QA Nurse

updating any Care Card requiring a
change, An audit tool is developed {o
monitor residents requiring turning and -
positioning which Includes all those with
wounds and whe require assistance to

Review of the care plan dated 8/2/13 revealed a
peoblem of * Slage 3 pressure sores In the
location of sacrum and right calf related fo
immoodlity and multiple diagnoses. ® The
interventions for this problem included " Tum

avary 2 hours or more often iIf necessary to tlll']l; flds !lll‘]l].]lg assisiance is reflected
maintain adaquate circulation to all pressure on thelr care card. The DON or designee ;
points and position resldant off affected areas. ” completes andits at least three Himes
weeldy for three weeks, then weokly for
Review of the wound speciallst' s progress nole four wecks and monthly times two : y
dated 98/5/13 revealed the sacral wound was ’ mouths. /5)//5’/

unstageable, with 95% slough.

Review of the physicians orders dated 9/17/13

revealed a clanification order fo cleanse the : : 4.) How the facility plans fo monitor ils
sacrum pressure sore, apply calcium alginale performance fo muke sure that solntlons
{chemical debridemant agent) and cover with an are ensured;

ABD tabdominal pad) dressing every day. The DON or designee will complle audit

Observalions on 9/18/13 al 8:30 AM, 10:30 AM, results and present to the Quality

14:22 AM and 12:11 PM revealed Resident #3 Assurance Process Improvement (QAPIY
remained In bed with the head of bad alevated Committee Meeting monthly times fowr !
and was positioned on her back. months and quarterly thereafter,
Subscquent plans of action will be
Observaflons on 9/18/13 at 11:10 AM revealed developed as directed by the QAPI
Resident #8 recelved Incontinent care due fo a Committce, The Director of Nursing is ;
bowel movement. A dressing was not covering responsible for overall compliance, .

the sacral wound and stool was in the wound. : o '

An inlerview was conducted on 9/8/13 at 11:24
AM with aide #15 who was asslgned to provide
care for Resident #8. Aide #15 reported Resident

FORM CNS-2567(02-90) Provious Yerslons Obsclale Event 1D: 6KWDH Faclily I0; 923338 . if continuation shest Page & of 28
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PREFIX
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SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL |
REGULATORY OR LSG IDENTIFYING INFORMATION}

iy ‘PROVIDER'S PLAN OF GORRECTION
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DATE

F314

F323
$85=4

Continued From page 6

#8 did not have a ¢rassing covering the wound
when Incontinent care was provided earller that
moraing. Alde #15 was asked if she had repoited
that to the nurse and she stated "no.” She
further stated the " dressing dees not stay on the
wound because of where the wound Is "
{located}.

Obsarvalions on 9/18/13 at 8:36 AM, 9:30 AM,
10:44 AM and 1:15 PM revealed Resident #8
remained In bed with the head of bed elevated
and was positioned on her back.

Interview with Aide #15 on 9/19/13 at 1:16 PM
revealed she had not turned the resident today
sxcept when she changed her bdef that morning.
8he staled she knew she was supposed to turn
her, but had not done so. No explanation was
provided as to why Reasident #8 was not turned
and repositioned.

483.25(h} FREE OF AGCIDENT
HAZARDS/ISUPERVISION/DEVICES

The facilily must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequale suparvislon and assfstanoa davices to
prevent accidents,

This REQUIREMENT s not met as evidenced
by:

Based on observallons, record reviews and staff
interviews, the faclllty failed tc prevent 1 of 7
cognitively inypaired residents { Resldent #1) from
exiting the facilily without the knowiedge of staff.

F 314

Faz23

Vot
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Rasidant #1 was found across the sireet from the

facility, crossing a two lane road with a speed hmit '

of 45 miles per hour.

The irmmadiate jeopardy began on §/9/13 for
Resident #1. The immediate jeopardy was
identifled on ©/18/13 at 5:28 PM and removed
9/19/43 at 7.00 PM. The facility remains out of
compliance ai a lower scope and severity of D
{an isolated deficlency, no actual harm with
potential for more than minimal harm that Is not
Immediate jeopardy) to complete Implementation
of system changes and monitoring he comective
action slaled in the credible allegation.

Tha findings Included:

Raviaw of policy and procedure dated 94713
and named Elopsment Response, includet
general information as follows:

Unsale Wandering: When a resident wanders

into an unsafe, unsupervised area of the facllity
stich as @ stairway, couryard, on the premises
yet outside the bullding or services arga. Although
the resident hasg not lsfi the premises, unsafe
wandering can be just as dangerous as
elopamaent,

Resldent #1 was originally admitted on 11/28f12
and readmilied 2/8/13 with diagrosls ihal
Included vascular dementia,
osteomyelitis~shoulder region, seizures, fraciure
cervical verisbra of C-5 and C-6, dizbetes
mellitus and chronic kidney disease,

Review of the Elopement/Unsafe Wandering Risk
Assessment daled 2/8/13 revealed that Resident
#1 vsas nol considared to be af risk for
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- |secomplished for the resident affectod:

Resident #1 was redirected by two Nurse
Aldes and returned to the faciity at 7:40
M, 9/9/13. The Charge Nurse (RN#1)
completed and documented a head-to-toe
physical assessment tool npon reentering -
the facility fo rule out any physicalor
mental harm, Res{dent #f1 was assessed as
unharmed and In good spivis as well as
showlng no signs of being seared. RN#1
also.completed an assessmeni upon
Resfil’s return to include vital signs.
Resident #1°s WanderGnard bracelet was

cliecked by RIN#L on 9/9/2013 at /(%57}5
approximntely 8:00 PM and validated

that it functioned properly, The
resident’s fmnily and the physicinn were
contacted at 7:55 PM on 9/9/13 and
notified of the incident, I{ was also i
validated by a Restorative Alde on
9/9/2013 af approximately 2:00 PM that
all exit doors and associnted alarms were
functioning properly. On 9/9/2013 at 3:00
T'M, RN#T nssigned CNA#Lto perform
one-an-one supervision to divectly and
continuously meonitor resident ##1’s
lecation aud safety until he was asleep In -
s bed, RN#1 documented this nctivily in
her nurse note, I-on-1 monitoring ceased
when Resffl was assisted to bed at 10:30
[pm on 9/9/2013. LPN#1 personally
conducted 30-minute.documented
observations commtencing ai 11:00 PM on
9/9/13 and during resident #1°s period of
steep through 7:15 AM on 9/10/13, All
these clieeks confirmed his safety in the
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elopement.

Review of physician orders indicated that on
2/8/13 an order was wrilten for 1.1 care 24 hours
aday x 7 days a week and on 3/20/13 a
telephone order was wrilten to discontinue 1:1
care,

Review of the nurse ' s notes written by Nurse #2
dated 4/30/13 at 1:15 PM revealed that Resident
#1 was noled In the courlyard { courtyard was
observad on 917/13 at 3:00 PM fo bs enclosed
with a ramy going down from dining room door {o
the yard) and a wanderguard was ordered and
placed. Aphysician ' s telephane arder was
wrillen on 4/30/13 by Nurss #2,

During an Interview with Nurse #2 on 9/18/3 at
12:17 PM revealod that she could not remember
writing the order, her positien at the facility was
Minimurm Data Set {MDS) Goordinator and
Quality Assurance and could have written the
order durlng & chart reviaw. Nurse #2 further
indicated that Resident #1 neaded 1:1
supervision because he was unsafe and tried to
got out of his wheelchair.

The MDS dated 6/27/13 revealad that Resident
#1 required exfensive asslstancs o complete
activities of daily living. The MDS further idenlified
Resident #1 as belng moderately cognitively
fmpaired for daily decision making. Resident #1
cld not exhibil wandering during the assessment
period.

Review of Resident #1 ' s care plan dated 7/2/13
indlicated a problem of wandering and '
approaches inckided attempt to re-direct resident

when tundestrable or unsafo behaviors are

facility, Resffl woke up at approximately
£ 29317035 AM on 9/10/13, and was monitored
by LEN#1 until the designated 1-on-1
Staff arvived at 8:00 AM to begin Res#’s
‘one-on-one, The Social Worker
dAmmediately began on 9/10/53 at 10:00
ADT a seareh for a SNI with an open bed
‘on n secured and locked unlt, ‘That was
located at 11;30 AM on 9/10/13, necessary
transfer forms were exchanged, Resfl’s
family was consulted at 1;60 PM on
9/710/13 and granted permission for Resffl’
to be translerred to a SNF with a secured
and locked unit. The I-on-1 Staff
remained constantly with Res#1 unfil he
loaded onto the transpertation van at 3:30
PM on 9/10/13 for his discharge to a local y2//6 //5
SNF wlth an appropriate seeured unit :
eapable of providing him with adequate
security and safety. Faeility Incident
Report completed on 9/9/13 at
approximntely 8:00 PM by RN#1. The
facllity’s investigation into how Res#1 was
able to exit the building and an alarm not
De heard has nof been Getermined,

1) How corrective netion wilt be ;
aceomplished for those reshlents laving
‘the poetentinl to be affected:

On 11-7 shift on 9/9/13 and 9/10/13, a :
100% resident head count was completed
by 4:30 AM (the 10™) by LPN#3 for units'
1&2 and RNf2 for unit 3 that “all”
residents nre present and sceounted for
insido the faclity, This 100% headeount
counfirmed and validated that all yeshdents
were secounted for iu the facility. A new
Elopement Risk Assessment was initiated
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obsarved and prior to administration of
psychoactive madications, offer o ambulate or
change location, offer activily of Interest, offer rest
peried, apply safety alert device per order, chack
oresence and and funclion. See Treatment
Adminstration Record {TAR).

The Septembar 2013 {TAR} indicated to Apply
Wanderguard- chack placement and funclioning
every shift. There was no documentation for
placement and functioning six times during the
first 10 days of September to include 9/9/13
during the 7am-3pm shifl.

Review of nurse ' s notes written hy Nurse #3
dated 7/7/13 at 7:48 PM revealed that the
physician was notified of Resident #1's
incraasing sundowners, resident had beenvery
agitaled, constantly on the move, wandesring
around the unit aftempling to elope, geing into
olher residents ' rooms and continuously getting
out of chair, Resldent taking clothes off and
unable to sit still and nursing notes on 7/26/13
further indicated that Resldent #1 ' s wandering
behaviors increased, pulling self in wheelchalr
into other resldends ' rooms, even with their
doors closed,

An interview with the Slaffing Coordinator an
18113 at 1:00 PM revealed that she starled her
posiion on August 15, 2013 and af that time
Resident #1 was requiring 1:1 monitoring. She
had a verbal agreement with NA #7 and
Housekseper #1 o provide the 1.1 with Resident
1, MA T was o sit from 8:00 AM to 6:00 PM-
and Housekeeper #1 was fo sit with Resldent #1
from 6:0¢ PM to 9:00 Pi. The Slaffing
Coordinator further Indicated that 1:1 was not
assigned afler 9:00 PM bacause Resldent 11

DON assisted by a new RN Unit Manager’
and LPN#2 fo Identify any other residents
tn {he facility that might be at visk for
clopement, The Assessments were
evalualed and six Residents (#2, 3,4, 5, 6, -
& 7) were initinlly identified on 9/11/13 by
LPN/2, Resident #5 previously kad had a
WanderGuard bracelet placed on her,
and Residents #3 and #4 vefused to allow
the bracelet te be placed on 9/11/13, aund
Residents #2, #6 and #7 had their
hracelets placed on 9/17/13, New Wander
Guard bracelets were placed by the RN
Unit Manager assisted by the Central
Supply Clerk, Thie Social Worker wrote
tote In each of the six resident’s medieal
records, This was.completed by
September 12, 2013 referencing
elopement risk status, All current ‘
resilents as of 9/10/13 with WanderGuard
bracelets (#1, #5, #9, #10, #11) were '
iehrecked on 9/10/13 by the Central Supply
‘Clork for functionallty and expiration
‘dates, and those chécks were documenied:
on a sprendsheet, Allwere determined to,
be properly functioning, and within the '
expivation dates, Al facility exit doors
with WanderGuard locks and alarms
were also checked by the Central Supply *
Clerk on 9/10/13, All doors checked and |
validated that they function properly, and
these chiecks are documented, Elopement
sk for all residents being established on
00 PM on 911/13-b¥ the Interim DON
and her nurse tepm, and on 9/17/13 at
6:15 PM, a elinfeal team consisting of the'
RN Director of Nursing, RN Stalf
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stept through the night.

Review of the stafiing assignment sheet dated
9/9/13 indicated that Resident #1 was fo have a
silter 1:1 from 8:00 AM to 9:00 PM

An interview wilh Housekeaper #1 on 9/17/13 at
2:30 PM revealed that he did nol sit with Resident
#1 on 9/9/13 at 6:00 PM hecause he was working
in housekeeping and he reparted that to the
staffing coordinater, He further indicated that
Resldont #11 was very mohite In his wheelchair
and a couple months ago, he could not
remember the date, he found Resident #1 in the
kitchen at the exit door going toward the back
dock that drops off abou! 4 feet, Housekeeper ##1
revoalod thal Residant #1 would go through the
dining reem, through the kitchen deors that would
not lock and to the exit doors. Housekeopor #1
happened to be checking all the doors and heard
somoathing in the kilchen and it was Resident #1
and he reported this to Nurse ##1. Housekeeper
#1 further indicatad that ke found Restdent #1 In
the courlyard going down a ramp to the cour yard
and had been outside about six imes and
management was aware. '

Review of nurse ' s notes wiflton by Nurse #4
dated 9/9/13 revealed that Resldent 1 was found
cutside tha facility alone at 7:40 PM. A visitor
roporied that the resident was across the two
tane road in frond of the facllity standing in the
grass near {he subdivision and Nursing Alde (NA}
1 and (NA) #2 quickly went to Resident 41,
MNurse #4was alered and wenl lo grassy area {o
transport Resident #1 back Into building.
Resident #1 had a wanderguerd on and if tested
active. The nurse ' 8 note furlber indicated that
Murse #4 assigned NA#2 to do +:1 sitler care
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Develupment Coordinator, RN Unif’
F 323 | Continued From page 10 F apg [Manager, RN MDS Coopdinator, pud

Director of Operations (an RN) reviewed
and re-evaluated fhe designated seven
residents alleged to be an elopement risk,
* [For Restdents #1, #2, 3, #4, #5, 16, #7
affected the following was to be initinted:
*  Resident #1 s discharged on 9/10/13,
and Residents #9, #10, #11 bracelets
were removed by 6:00 PM on 9/11/13
by the Central Supply Clerk since
their Elopement Rlsk status was
downgraded (o safe In the facility,

s Placemeont of a WanderGuard
bracetef on each affected resident,
Resldent #5 previously had had a
WanderGuard bracelet placed on her
and as of 9/11/13 remnined
unchanged, Residents #3 and i
refused fo allow the bracclet to be
placed on 9717713 so none was placed,
and Residenis #2; #6 and #7 had thelr .
bracelots placed on 9/17/13 by 6:00
PM, New WanderGuard bracelets
were placed by tlie RN Unit Manager
assisted by the Central Supply Clerk, |
Residents #3 & #4 hind not specinl !
handiing and on 9/17/13 were
evalualed as not belng an elopemont
risk, .

s Telephone orders writton for
Residents #2, #3, #d, #5, #0, 7 to be
placed on the MAR by the RN Unit
Manager and RN DON at 8:30 AM on
9/17/13 for q-shift ehecks for
placenient and functioning of bracelef
mudl doors, Residents #3 & 4 refused
placement and their telephone orders
were d/¢’d by 2:30 PM_ on 9/17/13. No

FORM CWS 2567 (0299} Pravious Versions 00salold

Evanl ID:8KWD1H

Eactity D, 923336

Jo/80/).3

v /3//3

If continuation shoot Pags 11 of 28



PRINTED: 10/03/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-033
STATEMENT OF DEFIGIENCIES (X1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IENTIFICATION NUMBER: A BUILDING COMPLETED
C
345131 B, WiNG X 0911912013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GUBE
CLEMMONS NURSING & REHAB GENTER 3968 GLEMMONS ROAD ° & |
o " REHABC CLEMMONS, NG 27042
X4y 10 SUMARY STATEMENT OF DEFICIENGIES o) | "PROVIDER'S PLAN OF GORRECTION o5
PREEIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE
: DEFICIENGY)
“RItETate management of Residents #3
F 323 | Continued From pags 14 F 323 & i, Residents #3, #4,#7 were re-

with Resident#1 during remainder of the shift.
Nurse #4 conlacted the Administrator and Acting
Director of Nursos at 7:50 PM on 9/8/13, Nurse
#4 further documented that no staff member saw
Residant #1 Isave the building and Nurse #4 did
not hear the doar alarm,

During an interview with Nurse #4 on 9/23/13 at
5:00 PM revesled that on 9/9/13 she lasl saw
Resident #1 in the dining room at dinner, he had
a 1:1 sliter until 6:00 PM. She further revealad
that thera were no 1.1 sHter assigned after 6:00
PM. She understood that the 1:1 sitler was o glve
the stalf & break because Resident #t wes a fall
risk. MNtirse #4 also indicated that on 9/9/13 at
approximately 7:40 PM she was alerlad that
Resident #1 was oulslde across the street, when
she responded he was across the strest standing
behind his wheelchair. Nurse #4 could not recall if
the door atarm sounded when they came back
Info the facility, but after she did hor nsseasment
sne checked Resident #1 wanderguard bracelet
and it was functioning and indicated that Reslidant
#1 had no injury, his clothes were claan and he
was not frightenad. Nurse #4 further revealed that
she received no orlentailon or education oh the
wanderguard system and did not know tho code
for a missing resident or how to check the
wanderguard bracelst for function.

Interview with NA#5 on 9/18/13 at 4:15 PM who
was assigned to Resident #1 on 9/8/13 ravealed
that it was reported to her that Resident #1 was
outside across the streel. She did not hear the
wanderguard alarm sound. She Indicated that she
last saw Residenl #1 around 8:00 PM in the
dining room when picking up supper trays. NA#5
revealed {hat Resident #1i did not have a 1:1 siller
that evening, but he did have 1:1 the day before,

assessed on 9/19/13 for elopement risk
by the DON & Unit Mgr and foumd {o
notbe atrisk,

«  Telephone orders d/e’ing
WanderGuard bracelets for Residents
#2, 45, #6, #7 on 9/18/13 by 11:30 AM
by RN Unit Manager. The dfc order
was written after confirmation none
of {hese residents were evaluated as
being a risk fer elopement,

+  Placement checks documented g-shift
on the MAR by the Chiarge Nurse
began on 9/17/13 and ended 9/18/13,

*  Unif Elopement Risk Binders arc
updated by the Medicul Records
Clerk with ench resident being
included whoese elopement risk scores
support thelr being placed in the
binder, ‘These binders ave in place on
ench nurse station, Reception Desk,
Socinl Weovk office, DON office and
Therapy office the Iatest update is on
9/19/13, AS of 9/19/13 theve ave ne
residents determined to be at-risk and
the binders veflect that status, ‘

o For vesidents #2, #3, #4, #5, #6, and #7
evaluatoed as at visk for elopement,
Care Plan updates were complefed by
the RN MDS Coordinnator to reflect
wiander/elopement risk and
appropriate interventions by 8:30 PM
on 9/17/13, Those care plans are now
dfe’s on 9/19/13 at 11:30 AM by the
RN MDS Coordinator.

On 9/18/13 at 10:00 AN Res#8 was

further evalunted for elopoment visk by

the BN Director of Nursing angd the RN

W
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She recafled the wandeguard bracefet being on
Resident #1 ' s loft wrist. NA #5 indicated she was
aware of tha elopement protocol and had racent
educatlon regarding the slopamaent protocol.

Interview with Nurse #1 on 9/16/13 at 9:15 AM
revealed that a couple months ago it was
reported o him by Housekesper #1 that Resident
#1 was in the kitchen and at the exit deors to the
back dock, Murse #1 indicated that he redirecled
Residant #1 but did not document the bshavior,
he reporied it to hls asslgned nurse, Nurse i,

Nurse #1 further indicated that Resident #1 was
very quick in his wheelchair and had {o be placed
on 1:1 supervisicn. He liked to sit in the dining
room across from the front losby doer. He further
revealad that af night it is very busy with visitors
and kids and then demonstrated that when the
door is opened it closes very slowly and
obsarvation revealed that it took 5-6 seconds fer
the door to close. Nurse #1 indicated that the
night that Resident #1 wani out of the facility he
did not heer the wanderguard alarm.

A phone interview with the Medical Direclor on
9/18/13 at 458 PM ravealed that Resldent #1
was on 1:1 supervislon for his safely and he was
aware thal the 1:1 was discontinued on 3/20/13
because Resident #1 ' s behavior improved with
medlcation adjusiments and didn ' t need I
anymora. The Medical Director further indleated
that he was aware of the order for the o
wanderguard on 4/30713, he recalied that
Resdent #1 was always into something, could not
think of anything specifically, but would try and go
out the front door. He alsc revealad that he was
notified of Resldent #1 * s elopement on 9/013.

in greater detall, ResH8 way classified asa
safe wanderer in the Facility who exhiblted
no elopement risi on 9/18/13, The Soetal
‘Werker completed soclal notes on 9/18/13
that reflects thelr updated and true
clopement s{atus that veflected they are
not an clopement risk, "Fhe Blopement
Lesponse Policy snd Procedure witl be
updaied by the Administrator by 9/19/13
to reflect any changes recommended by
the QAP Commitice to include a change
in who checks the functionnlity of door -
alarms. 100% of working staff (including
all temporary agency staft) will be In-
serviced by the RN SDC, RN DON or
DON Designee (o educate them on the
proper procedures to follow should any
resident be found to have eloped or
attempted an clopement or be found in an’
unsafe location on the premises. This
training begins on 9/19/13 with staff
present (permanent and agency) aund for
all new empleyees in orientation on
9/19/13 and future orientations, Other
employees not having received this
(rataing will be in-servieed al the
beginning of thelr next work shift and
prier to theh: beglining wark,

3.) What mensures will be put in place or
sysiemic chiangos made {o ensure
corvection: - v

Au nventory of spare britcelets has been
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Chservation on 9/18/13 at 9;30 AM revealed that
the dining reom door where Resident #1 had his
meals was approximately 12 fest from tha front
lobby door. The door was approximalely 5 feet
wide and when opened wide closed slowly taking
approximately 6 seconds to close.

On 9/18/13 at 3:37 PM the Unil Manager was
observed checking all 7 doors that had a
wandarguard atarm which included an atarm on
each hall, the 100, 200, 200 hall and both dining
roor doors lo the outside secured courlyard and
the front lobby door. She indicated thatshe
chacks all the alarms on alt the doors. All the
doors afanned and locked down axcapt for the
front lobby door, the front lohby door was not set
up to lock down. The door was tested with a
resident that had a wanderguard on and the door
did not lock, it only alanmed. The Unit Manager
indicated that the front lohby door did not lock
down when it alama.

An interview with the Administrator on 9/17/13 at
10:20 Al reveated that Resident #1 had 1:1 care
not for extt seeking, but dus to Resident #1's
wandering irto other resident rooms and for
whatever roason {he night of 9/9/13 the 4:1
assignment messed up and Resident #1 eloped.
The Administrator further indicated that after the
elopemaent the lacility validated that Resldent #1
wanderguard was funclioning, all doors with.
wanderguards wers tesied and funclioning, all
residents ldentlfied with wanderguards were also
checked, He further indicaled that all residents
had an Elopament Risk Assessment completed.
The policy and procadurs for elopameant was
reviewed and updated and an emergency Quality
Asasurance meeling was held on 9741/13 to review
the Qualily Improvemant plan. The Administrator

Central Supply Clerk,

WanderGuard system components for

cheeking residents are as follows:

+ An Elopement Risk Assessment will
be completed on admission by the RN
Unit Manager and updated nt least

i quarterly or when n signifieant

change has occurred, also done by the
RN Unit Manrager or another RN
designated to do so by the RN
Director of Nursing, Late evening or
weekend admissions assessments will’
be aceomplished by ¢he admitiing
nurse and validated by the RN Unit
Manger on their next work day,

s When the Assegsment diviates or
identifies # resident us heing al-risk
for clopement ok unsafe wandering, a
Winder Guard braceltet will be placed
on g resident aving been nssessed as
at risk by the Charge Nurse,
Pincemont will be in accordance with
manunfacturer’s recommendations,

¢ The Charge Nurse will write a
telophone order for checking the
placement of the WanderGuard
bracefet to be placed on the TAR and!
to have the g-shift placcment to be
checked by the Charge Nurse,

v The MAR will be annotated to i
requive the nurse to check placement:
of a WanderGuard bracetel g-shift
and to initial if properly placed.

¢ The MAR will farther retlect that on
third shift (11p-7a} the nurse will

initinl after having verified the proper

functloning of the xesident’s
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{urther indicaled that we have agency nurses and
not all tha in-sarvices are complete.

The Administrator and Director of Nurses wiere
notified of Immaediate jeopardy on 8/18/13 at 5:28
PM. The allagation of compliance was racelved
on $/19/13 at 4:35 PM. The allsgation of
corpllance was accepled on 9/49/13 at 7:.00 PM.

Credible Allagation;

A.  Address how corractive action wilf be
accomplished for those resident found to have .
been affacled by the deficient practice.

On 9/9/13 at 7:40 P Resident #1 discovered
outside the facility unsupervised and In an unsafe
tocation off the premisgs. The last * confirmed *
observalion of Res#1 was by HK#1 at 7.05 PM
while sitting at Unit Two nurses siation prlor to
being discevered missing, CNA#2 recalls sesing
Res#1 at that nurss station while performing her
rounds, but cannot recalt clearly enough to
confirm those observations were between 7:.05
P and 7:40 PA. The Interim Direclor of Nurses
and Adminlstrator were notified at 7:50 PM,
9/9/13, and they ensured the following aclions
ware accomplished.

The resident was radirected by two Nurse -
Aides znd returned to the facility at 7:40 P4,
Q/9/13,

The Charge Nurse (RN##1) completed and
documented a head-to-loe physical assessment
tool upon reentering the facility {o rule out any
physical of mental harm. Resident #t was
assessed as unharmed and in good spirils as well

as showing no signs of boing scared.

Elopement Risk is re-evalunted at feasf
quarterly or when the resident’s condition
changes and risk of clopement is
suspected. This is completed in
conjunction with the resident’s quarterly
NMDS assessment and eomplefed by the
RN Tnit Manager or an RN designated by
the RN Director of Nursing, The RN
MDS Coordinator makes appropriate
changes ({f any) and updafes on the
restdent’s care plan following the new
quarierly Elopement Risk Assessment.
"The Maintenance Diveetor contacted the
WanderGuard manufacturer on 9/10/13
t0 schedule a techinician visit to perform a
coniplete/independent techiieal system
check, The Maintenance Director will
superyise iris staff in performing and
documenting a daily exit door alarm
system check (exit doors) and decument
on a daily log from Mouday through
Yriday, ‘Fhis procedure hegins 9/19/13,
These cheeks will be completed by the
Manager on Duty or Administrator
Designee Tor weekends, Maintenance :
Direetor creutes the log by 919713, An
Llopement Risk Alert Binder is placed at |
each Nurse Statlon, in the Social Services
office, at the Reeeplion Desk, Therapy
Office nnd in the DON office. The
Medieal Records Clerk is responsibile for |
‘updating the Elopement Risl Alert '
Binder at the direction of the Director of
Nursing, The Dircetor of Nursing iakes
responsibility to communieate updates to
this binder through the Nursing

Adnnigiration ehnin'of command, These
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RN#1 also completed an assessmeant upon
Res#1 ' s relurn to include vital signs.

Residant #1' s WanderGuard bracelet was
chacked by RN#1 on 9/9/2013 at approximately
8:00 PM and validated that It funclionad properly.

The resident * s family and the physician ware
contacled at 7:55 P on 9/9/13 and nolified of
the incident.

it was also validated by a Restoralive Aide on
9/9/2013 at approxintately 2:00 P that alt sxit
doors and associaled alanns were functioning
properly,

On 9/2/2013 at 8:00 PM, RN#1 asslgned
ChNA#1o perform one-on-one supervision o
dirgctly and conlinuously meniter resident #1 ' s
location end safely unfil he was asleep in his bed.
RN#1 doctimented this activily in her nurse nola.
j-o0n-1 monitoring ceased when Res#1 was
assisled to bed at 10:30 pm on 9/8/2013.

LPNH personally conducied 30-minute
documenled observallens commencing at 11:00
PM on 9/9/13 and during resident #1' s period of
sleep through 7:15 AM on 8110713, All these
checks confirmed his safety in the facllity.

+ Resitt woke up at approximately 7:15 AM on
9/10/13, and was monitored by LPN#1 until the
designated 1-on-{ Staff arrived at 8:00 AM to
begin Res#1 ' s one-on-one,

The Social Worker immediately began on
9MG/13 at 10:00 AM a search for a SNF with an
open bed on a secured and locked unil. Thal
was located al 11:30 AM on 9/10/13, necessary
{ransfer forms were exchangad, Res#1 ' s family
was consulfed al 1:00 PM on 910113 and granted
permission for Resif1 to be ransferred to a SNF
willt a secured and locked unit.

The {-on-1 Staff remained constantly with
Res#1 uniil he loaded onto the iransportalion van
at 3:30 PM on 910713 for his discharge 1o a focal

4»  AHbindexs ave identical, Medical

X9 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAM OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PREGEOED BY FULL: PREFIX {EACH CORRECTIVE ACTICH SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE AVFROPRIAFE DATE
: DEFICIENCY}
‘)indcl s are in place 9/19/13, Their
. . contents include:
F 323 | Conlinued From page 16 F 323

s Proporly functioning test devices for
checking the function of
WanderGuard bracelets, Onels
Iocated for use on Units 1&2, and one
for Unit 3. ‘

« Ank ]“lupcment Response Policy and
Pracedure is at the fronf of every
binder.

¢ Biank sheets called Xlopentent Risk
Alert are available In the hinder to
docuinent any new residents that is to
be added to those nt risk for
clopement. \ ‘

+  Completed Elopement Risk Alert )
sheets which include those residents, / ﬂ/ﬁ/{j’
deened at risko will have the ’
resident’s pleturé, personal physical’
deseription, and reasons they are al’
risk for elopement, {There are none,
on 9/19/13). i

v Anupdated resident care phan fhat )
addresses the elopement risk and |
inferventions. (There arenone on
9/16/13),

Records is responsibie for ;
maininiving and keeping these '
binders,

¢ Staf) In-service training is started
9/19/13 and Is engoing and required
to ensure all staff mainiains a prapes-
understanding of the lopement Risk
procedures, and all newly
incorporated changes {o the P&P.
This training for all working staff (all
departments) ns follows:

e Al Staff and Apency Staff:
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. _ 1, . Polley and Procedures Tor
F 323 | Continued From page 18 Fao3 - Tlopemoent Response,

h. Elopement Drills—what to
do,
e, T How to inltiate a proper

SNF with an appropriate secured unit capable of
providing him with adequate security and safely.
Facllity Incident Report completed on 9/2/13

at approximately 8:00 P by RN#1. The facility ' s o seaveh, =

Investigation into how Resitt was able to exit the d. Notificatton procedures,

building and an alarm not be heard has not been s Nurses (to include Ageney): (use of

determined. : testing devices)

B. Address how corrective actlon wilt be "a.  When and how to cheek

accomplished for those residents having the placement and funciioning of

polential to be affected by the same deficient CwWanderGuard bracelets,

practice. b, How to document and
frequency

- . On 117 shift on $/9/13 and &/10/13, a 100% .
rosidant head count was completed by 4:30 AM An audit tool ealled Audit of Elopement

, ) Policy is developed to monitor o
the 10th} by LPNit1 f ts 1842 and RN#2 for : :
Emiistha}t “ya“ " resig;:tr; :re oraé;:n! and ¢ compliance, The audit tool includes /01813

accounted for inside the faciity. This 100% maonitoring of placement and functioning

headcount confiemed and validated that all of the Wander-Guard bracclet on (he
residents ware accounted for In the facilily. resident nnd the proper functioning of the
A new Elopemant Risk Assessment was door atarms at all exit doors. The DON or
initiated and completed on 9M0/13 for svery : designee completes audits at least three
resident in the facility by the interlm DON assisled i . tkmes wveekly for three weeks, then weekly
by & new RN Unit Manager and LPN#2 to identify ‘ Tor fonr weeks and montlily thues two
any other residants in the facllity that might be at nonths. -
risk for efopement. ) . :
The Assessments were evalualsd and six 4.) How the facility plans (o monitor its

Residents {#2, 3, 4, 5, 6, & 7) were inftially
tdentified an ©/11/13 by LPN#2, Resident #5
previgusly had had a WanderGuard bracelet
placed on her, and Residents #3 and #4 refused
to allow ihe bracelet 1o be placed on 9/11/13, and

performance fo make suve that solutions
are ensured:

The Administrator inithited a Process

Residents #2, #8 and #7 had their bracelets Tmprovement (P} of the Elopement i
placed on 9/17/13. New WanderGuard bracelets Response Policy and Procedures on
were placed by ihe RN Unit Manager assisted by 9/10/13. A PI Plan was completed on
the Geniral Supply Clerk. _ 9/11/13, As the P1 is a contlnuous
The Soclal Worker wrote a note in each of improvement process, further
the six resident * s medical records, This was adjusiments to ihe plan are expected to
comploted by Septornber 12, 2013 referenclng cnsure all components work as expected,
elopement rigk status. An Emergency QAPI Commiltee meeflng
FORM CMS-2667(02-98) Prwious Verslons Chsolelo \ " Evend IN:EKWDH FaoEy ID; 923335 ' ‘ If continualion sheet age 17 of 28
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All current residents as of 940713 with
WanderGuard bracelels {#1, #5, #9, #10, #11)
wore chacked on 9/10/13 by {he Caniral Supply
Clerk for functionality and expiration dates, and
those chaecks were documenled on a
spreadsheel, All were defermined to be proparly
functioning, and within the expliation dates.

All fadllity exit doors with WanderGuard locks
and alarms were also checked by the Cenlral
Supply Clerk on 9/10/13. All deors checked and
validaled that they function proparly, and those
chacks are documented.

Etopemant fAsk for all residents being
established on 6:00 PiI on 8M11/13 by the fnterim
DON and her nurse team, and on 9/17/13 al 615
P, a dlinfcal team consisting of the RN Director
of Nursing, RN Siaff Development Coordinator,
RN Unil fanager, RN MDS Coordinator, and
Director of Oparations {an RN) reviewad and
ra-evaluated the deslgnated seven residents
alleged 1o be an elopement risk. For Residents
#1, 12, 743, 414, #5, #6, #7 alfacted tha following
was o be initiaiad:

a. Resident #1 is discharged on 9/10/13, and
Residents #9, #10, #11 bracelets were removed
by 6:00 PM on 9/11/13 by the Ceniral Supply
Clark since thelr Elopement Risk slatus was
downgraded fo safe in the facllily.

a. Placement of & WanderGuard bracelat on
each affeclad resident. Resldent #5 previously
had had a WanderGuard bracelet placed on her
and as of 9/11/13 remained unchangsd,
Residents #3 and #4 refused to allow the bracelet
to be placed on 9/17/13 so none was placed, and
Resldants #2, #6 and #7 had their bracelets
ptacad on 9/17/13 by 6:00 PM, New
WanderGuard hracelets were placed by the RN
Unit Manager assisted by the Cantral Supply
Clerk. Residents #3 & #4 had nal special

Flopement, The Administrator is
responsible for the functioning of the
QAPI Committee, On 9/10/13, the
Administrator initinted a review and
reviston te the facility Klopement
Response Polley, That policy was
accepted by the Facility Quality
Assurance Commitfee on 9/11/13 with the
provise that it will be continuously
evaluated for updates and changes as
required to obtain the desired results,

in the next scheduled QA Meeting. Most
recent updates to (he P&P completed by
the Adininistrator on 9/19/13, The QA
Audit of Elopemen( Policy Is developed to
docuntent éiat all “at visk” residents will,
linve their protective Wander Guard
bracelets checked and to ensure they
function properly ensuring complinnce
with facility P&P. The RN DON or
designee will compile andit results and
presead fo the QAP Commitiee monihty
for three months and:then quarterly
therenfter. Any frends identified will be’
addressed by the QAPT Comunities,
Subsequent changes or improvemants to
this Plan of Action will be developed as
necded or divected by the QAL
Committee; The Director of Nursing is
responsible for overall comphance

Any changes to the P&P will be discussed.

(%) 1D SUMMARY STATEMENT OF DEFICIENCIES D - PROVIDER'S PLAR OF GORRECTION 5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTVE ACTION SHOULD BE COWLETICH
TAG REGULATORY OR 18C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APEROPRIATE DATE
. DEFIGIENGY)
convened on 9/11/13 to consider and
F 323 | Continued From page 17 F 323{accepf the Process Improvement Plan for

s

FORM GMS-2667(02.99) Provdcus Vorslons Obsolsta

Evenl I E4WIXH

?ﬁﬂﬁm

Fecitly I2: 923335

PP

If continuation shest Page 18 of 28




DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/03/2013
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLEA
AND PLAM OF CORRECTION IDENTIFICATION NUMBER:
3456134

(%2} MULHPLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING GOMPLETED

c
bbida 08/19/2013

MNAKME OF PROVIDER OR SUPPLER

GLEMMONS NURSING & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP GORE
3006 CLEMMONS ROAD .
CLEMMONS, NC 27012 .

handiing and on 2/17/13 were evaluated as not
betng an elopement risk.

b. Talephone orders wirillen for Residents 1‘!2
#£3, 34, #5, #8, #7 1o be placed on the TAR by the
RN Unit Manager and RN DON at 8:30 AM on
9117143 for g-shift checks for ptacement and
functioning of bracelet and doors. Residenis #3
& 14 refused placement and their telephone
orders were d/c' d by 9:30 PM on 9/17/13. No
alternale management of Residents #3 & #4,
Residenls #3, #4, #7 were re-assessed on
9119113 for elopement risk by the DON & Unlt Mgr
and found to not be at risk,

¢. Telephone ordars dic' Ing Wande;Guard
braceleis for Residents #2, #5, #8, #7 on 81813
by 11:30 AM by RN Unit Manager. The dfc order
was wrilten after confirmation none of these
residents were evaluated as being a risk for
slopameni,

d. Placemoent checks doctimented g-shift on the
TAR by the Charge Nurse began on 9/17/13 and
ended 9/18/13.

o, Unil Elopement Risk Binders are updated by
the Medical Recerds Clerk with each rasident
balng included whose alepament risk scores
support their being placed in the binder. These
binders are In place on each nurse station,
Receptlon Desk, Social Wark office, DON offics
and Therapy office the latest update is on
9/19/13, AS of 9/19/13 there are no residents
detamined fo be at-risk and the binders reflect
that stajus.

f  Forresidents #2, #3, #4, #5,#6, and #7
avaluated as al risk for elopement, Care Plan
updales were compleled by lhe RN MDS
Coordinator {o reflect wanderfelopement risk and
approprlate interventions by 8:30 PM on 9/17/43.
Those care plans are now d/c’ s on 91913 al

11:30 AM by the RN MDS Coordinator.
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On 91183 at 10:00 AM Res#8 was further
avaluated for elopamant rick by the RN Direcler
of Nursing and the RN Unit Manager. Res#8is a
naw adralssion whose admisslon assessmont
was revigwed in greater detali, Res#8 was
classified as a safe wanderer in the facllily who
exhibited no elopement risk on 8/16/13.

Tha Soctal Worker compleled social notes on
9/18713 that refiecls their updated and frus
elopement status that reflected they are not an
slopsment risk.

The Elopement Rasponse Policy and
Procadure will be updated by the Adminlstrator by
9/19/13 to reflect any changes recommendesd by

' the (QAP] Commitiee to include a change in who

checks the funclionality of door alarms.

100% of working staff (Including all tsmporary
agency siaff) will be in-serviced by the RN SDGC,
RN DON or DON BDasignee fo educate them on
the praper procedures to follow should any
resident be found to have ¢loped or aitemptad an
alopement or be found In an unsafe location on
the premigas. This training begins on $/19/13
with staff prasent {permanent and agency) and
for all new employees in orientation on §/19/13
and fulure ofdentations. Othoe employees not
having receivad this fraining will be In-serviced at
the baginning of thelr next work shift and prior to
thelr beglnning work.

The credible allegation was verified on $/19/43 ai
7:00 P a8 ovidence by staff interviews of the
understanding of the policy and procedurs on
Elopement and the understanding of the policy
and procedure for Elopament response,
slopemenl drilis, how to chack placement and
functloning of the wandaerguard bracelet.
483.25() DRUG REGIMEN 1S FREE FROM

F 323

F 329
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Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used In excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its uss; or in the presence of
atverse consequences which indicate the dose
should be reduced or discontinued; ar any
combinations of the reasons above.

Based on & comprehensive assessment of &
reslden|, the facility must ensure that residents
who have not used anlipsychotic drugs are not
given these drugs untess antipsychotic drug
therapy Is necessary to treat a specific condition
as diagnosed and documented in the clinlcal
record; and residents who use antipsychotle
drugs receive gradusl dose reduclions, and
behavioral interventions, unless clinlcally
contraindicatad, in an effort to discontinue these
drugs.

This REGUIREMENT is not met as evidonced
by:

Based on staff intorview a2nd record review, the
facility failed to prevent a rasident from receiving
saven tioses of a medicalion {(Melformin teblets,
a medication for treating diabetes) that was not
ordered for the resident, for 1 of 3 residents
{Resident# 9). The findings included:

Resldent # 8 was admilted 11/7/12 with diagnosls
including dementia, alrial fibrillation,

Resident #10 experienced no negative
ontcones, Review of Res#d MAR ensured
wll medientions huve corresponding and
appropriafe orders and MAR Is accurate,
A Medication Exror Repox({ was ‘
completed by the Divector of Nursing for
this affected resident,’

2.) How corrective action wil be
nccomplished for those residents having
the poteniial (o be affected:

Any resident receiving medientions is
potentially affected. A review of 100% of
all MARs was completed by 9-30-13
ensuring all medications have o
eorresponding physician order, This _
moenth-cid changeover process review
was supervised by the Direetor of nursing
and executed by the DON, QA Nurse,
Unit Manager, Staff Development
Coordinator and ofher designated nurses,
Director of Nursing rovieswed faeilliy
procedures Tor verifying physician orders,
{or medications or changes are properly
followed to includes
s Orders for new or changed
medieations
+  MATR updates for medications
changes :
+ Medications crroxs and
docunientation
v Ordering or discontinuing a
medication

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES I> PROVIDER'S PLAN OF CORRECTION D)
PREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX . [EACH CORREGTIVE AGTION SHOULD BE COMPLETON
TAS RECULATORY OR LSC IDENTIFYING INFORMATION} " TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
. - DEFICIENCY)
. -329 (D)
F 329 | Conlinued From page 20 F 329(1.) How corrective action will be
58=D! UNNECESSARY DRUGS accomplished for the resident affected:
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3.} What measures will be put in place or
F 329 | Continued From page 21

hypothyroidism and depression.

The most racent Minimum Data Set (MDS), a8 -
Qurarterly Assessment daled 8/23/13, revealed
Resident # @ was cognitively impaired. The MDS
indlcaled that diabeles was not an aclive
diagnosls for Resldent # 9,

Review of the Physicians Orders from 6/1/13 -
916713 rovoalad thal there was no order for
Residani # 9 to receiva Matformin. There was an
order to discontinue Metformin vaitten on 8/4/13
and signed as received by Nurse # 6.

Review of the Medication Administration Record
{MAR}) for 8/1/13 - 8/31/13 rovealed a handwritten
entry for Residant # 8 1o recalve Metformin 1000
mg {miligrams) by mouth twice a day at 8 AM
and ¢ PM; there was no signature with this enlry.
The medication was signed off {inftialed) as given
a lotal of 7 times; fwice on 8/1/13 through 8/3/13,
wilh the last dose signed off as given on 8/4/13,
A hand writlen note next to the signed off
Meatformin revealed " D/C (discontinue} no order
8/4/13."

Review of the Consullant Pharmacist Drug
Regimen Raview dated 8M2/13 revealed, In part,
" 8/4 DIC Metformin (7). "

Telephona interview with the Physiclan on 818M13
at 4:48 PM revealed that he did not recall baing
told anylhing about Resident # ¢ receiving
Metformin without an ordar, or 2bout having boeen
asked for an order fo discontinue Metformin for
Rosident # 9. C

Teleghone interview with the Consultant
Pharmacist on 9/19/13 at 3:40 Pid revealed that

- F 329 | systenie changes ma_ulc to ensure

correction:.- ST

regarding:
¢ Moedicaiion change

e NMledication errors

months,

Nurses received in-service edueation by
the DON, SDC, QA Nurse or designee

communieations and fellow-Up
e Procedures when delecting a
questionnble medication
s Validating / reconciling MAR
- with physicisn order

¢+ Documenting on a MAR -
+  Ordering and discontinuing /9 / 8 /j
“medieations with Pharmacy

¢+ Emergency pharmaey procedures
An pudit tool is developed to monitor ‘
resident MAR and physician ordors. The,
audit randomly checks MARs on all units!
and all cards and is designed (o deteet
when omisslong or errovs ocenr with '
orders or administration of medications.
A seeond elieel oceurs during the
Director of Nursing clinical meotingy
where all new orders are reviewed and
¢hecked as having been correetly
documented, A third checlc happens
when the MDS Coordinator evaluates alk
new orders during admisslons !
‘assessments. The DON ov designee ;
completes audls af least three times
weekly for three weeks, then weekly for
four weeks and monthly times two
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when she dld ber drug regimen review for
Resident # 9 in August, 2013 she noticed that
there was documaniation indicating that Resldant
it 9 received Metformin without a .
physician’s order. She also [ndicated that
Metformin is used in lreating diabeles and
Resident # 8 was nol diabetic. The Consultant
Pharmacist stated that she wrola up a
recommaendation for nursing to invesiigate the
Metformin that it appeared Rasldeni # 9 had
raceived o delenming if there was a medication
erior thal needed to be addressed. She slated
that normally she would give the nursing
recommendations that she wrote up fo the
Director of Mursing but she recalled that the DON
had recenily Isft and thelr was an Interim DON so
sha gave ihe recommendation to the
Administeator {o pass ento the interim DON. The
Conayliant Pharmacist stated thal there was no
negative outcome for Resident # 9 if she did
receive Metiormin as it does not lowar bicod
sugar and thal Matformin acts to allow the body
to use insulin more efficiantly.

Interview wilh the Adminlstrator on 9/19/13 at 5
PM revealad he dig not recall being formed of a
madication error concerning Resident # 9 having
received Metformin withoul an order and the
facllity did not have a redication error report
rejated to this.

Telephone Interview with Medicatlon Alde # 1 on
91 9/13 at 8:11 PM revealed that she had given
Metformin to Resident # 9 as indicated by her
Initials on the MAR {4 of the 7 doses). She stated
that she was the stalf member that asked the
Nurse {(Nurse # 6) to see If Rosident # 9 should
ba on Melformin, after the resident had been on [t
for a few days, as she recalled ihat Resident # 9

performance {o make sure that selutions
are ensured: '

The DON or desigiee will compile audit
results and present (o the Quality
Assurance Process Improvement (QAPT
Comuiitiee Mecting mon(hly thnes four
monihs and quarterly therenfter,
Subsequent plins of action witl be
developed as divected Iry the QATI
Committee, The Divector of Nwsing is
responsible for overall compliance,
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F 320 | Continued From page 23 F 32911 How correetive action will be
had not been geiling Metformin previously. accomphished for the resident affected:
1 Medication Aide # 1 stated she had been givin o .
the Metformin unlil it was discontinued bu?sheg Resident #19 & #20 medications available.
did not racall if she had to borrow it from another Res#208 no longer resides in the facility.
residant or if Rasident # 8 had her own supply '
from pharmacy. 2.y How corrective action will be
. . sccomplished for those residents having
Nurse # 6 could net be contactsd for an interview. the potential to be affected:
F 425 | 483.60(a)(b) PHARMACEUTICAL SVC - F 425
s5=p | ACCURATE PROCEDURES, RPH All resldents ave poientially affected. A
N faclitty review of MARs was conducted Try /(}//5//5
The facility must provide routing and emergency a nurse selected by the Director of
drugs and biologicals lo ils residents, or obtaln Nrrsing confirsning medications on all
them under an agreement described in carts for all three units: (1) Resldent had
| ﬁgﬁgﬁﬁigg gggfnﬁi?iog;?ngﬂg ;nri‘ég?frgite the correct drug, (2) the physiclan vrder
law ts. but only under th oral and medieation matched, and (3) the drug,
permits, buf only under the gen .
supervision of a licensed nurse. was present and securate. This process
. has eontinued weelkly, Director of
A facliity must provide pharmaceutical servicas Nursiug revieswed nurse and pharmacy
(including procedures that assure the acourate procedures for ordering, recciving and
acquiring, recelving, dlspensing, and documenting medicationy, The Director
administering of all drugs and biclogicals} to meet of Nuxsing investigated the root cause of
the needs of each resldent, missed medications and determined the |
souree was missed faxes resulting from r
The facility must employ or obtain the services of severed fax line cansing transmissions to
a licansed pharmacist who provides consuifation not be completed, This has been
on alt aspects of the provision of phamacy corrected through the consistent vse of
services i the facilily. alternate Fax lines,
3.} What measures will e put in place or.
systemic changes made to ensure
This REQUIREMENT is not met as evidenced correction: '
by: ‘
gased on record review, staff interviews and Direetox of nursing reviewed nurse
pharmacy consultant interview the faciilly falled to procedures for ordering and receiving
have medications available for administration for medications to include:
¢ Ordering sud discontinning new
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. i ' ..oy changed nicdicutians
F425| Confinued From page 24 F425|  »  Proper MAR decumentation
1wo‘of f_“f'e samp!ed resldents for madication © &« Medication errors
avallability. Residents #19 and #20. » *Use of pharmacy FAX machines
The findings included; * . Use of E-Xit . .
s Off howr emergency delivery
Review of tha pharmacy procedures entitled 3.2 system
Ordering and Racsiving Non-Controlled : Nurses recelved in-service education by
Madications Policy " dated 09/40 revealsd " the DON, SDC, QA Nurse or designee
Madications and related products ars recelved covering the same nuvse policy and
from tha provider pharmasy on & fmely basls, : procedures for ordering and receiving
The nursing care canter maintains accurate medieations confirmed by the Dhrector of
records of madication order and receipt, Nursing P&P review, including:
] ¢ Medication ehange o
Raview ofthe " Procedures ™ Inciuded b. if comnunications and follow-Up / ‘%ﬂ/j
utilizing & " oycle fill* or "anniversary fill’

»  Drocedures when detecting a
guestionable medication
»  Validafing / reconciling MAR

system, all routinely used dosage forms are
provided by ‘ automatic’ dispensing and ne
reorder is required of these medications, For

remaining roufine and PRN {as needad) orders, _ with physician erder

repeat medications {refills for a now supply) are » Medication crrors

orderad by writing the medication name and ¢ - Documenting on a MAR
prescription number, or applying the peel-off bar ;s Ordering and disconthuuing

coded fabel from L he prescription label on the _ medications with Pharmacy i
reorder sheet ang faxing or otherwise transmitting »  Tmergency pharmacy procedures

the order to the pharmacy. Reorder rouline
madicationa by tha re-order dale on the label o
assura an adeqjuate supply is on hang. "

An andit tool is developed fo monitor
resident MAR and availability of
ntedienitons which also includes if
medications sre missing or not availabie,

1. Resideni #20 was admitted to the facility on

8/21/12 with diagnoses of Rheumatoid Arthrifls, Any audit discrepancies result in folloy-

brenchitls, Dlabetes Mellius type i and chronic up to ensure any nurse follows proper

pain, P&Ps. The DON or designee compleics

Review of the Medication Administration Records . |audits ntleast three times weekly Tor three !
{MARY) forthe month of June revealed three weeks, then.weekly for four weeks and

medications had not been available for monthly times {wo months

adminkstration. Fentanyl 50 micragram (mcg)
patch, Metholraxate 2.5 milligrams {mg) 9 tabs
and Due nebs for a hand held nebulizer had not
been adminislered as ordered.
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4,) How the faclilty plans to monitor its

Methotraxate 2.5 mg 9 tabs at 8:00 AM on 6/5/13
were nof administered as ordered. The
explanation on the back of the MAR was "on
order." This medication was to be adminisierad
one fime a week on Wednesday for the treatment
of rhaumatoid arthiitis,

Fentanyl 80 mayg patch was not administered as
ordered at 8;00 Al on 6/24/13. The explanation
an the back of the MAR for nol applying the
madicalion revealad the pharmacy was contacted
and would deliver the madication at 4:00 PM on
6/24/13. Review of the MAR revealed
documentation of a one time dose of Fentanyl 50
may patch at 500 PM on 6/24/13, This
medication was fo be administered for chronic
pain, and was to be applied every 72 hours,

The Duo nebs on 6/27/13 at 8:00 PM were not
administerad as ordered, The axplanation on the
back of the MAR documenied ” consuliing
pharmaey for delivery, *  The nebulizers were
ordered to be given four imes a day for
oronchitis.

Review of lhe July MAR ravealad on 7/31/13 the
Methotrexatle 2.5mg 8 tabs had not been
administered, Review of the documentation on
the back of the MAR revealod " med not
available. consuliing phammacy S A,

Raview of the Saplember MAR revealed the
medication Abilify 10 mg on 8/2/13 was not
administered as ordorad. Review of the back of -
the MAR revealed the medicalion was " not
avallable,” This medication was for depression,

Intarviow on 9749743 at 2:20 PM with agency
nurse #1 revealed the pill cards frem the
pharmacy have a tab to pull off when reordering
{ha medication. The tab is about 5 or 6 above the

performance to make-sure that solutlons
are ensured: :

The DON or designee will compile audit
resntts and present to the Quality
Assurance Proeess ITmprovement (QAYL)
Committee Meeting monthiy times four
moenths and quarterly thereafter,
Subsequent plans of getion will be
developed as diveefed by the QAP
Commniittee. The Director of Nursing is
responsible for overall compliance.

/1812
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last tablet. The tabs are placed on a reorder
sheat, The phamnacy can be called if the
medication is needed that day. The nurse further
explained " The pharmacy is located in
Greensboro and would be ¢lose to us. " Althe
snd of the shifi, the reorder sheet is faxed to the

pharmacy. An emergency kit was located in the
medication roon. : -
5%8/'5

Interview on 8183 at 317 PM vith the
consuiting pharmacisi revealed she was not
awara {ha nursas did not have madications
available. A pharmacist was on call 24 hours a
day, 7 days a week. The pharmacy was thirty
minutes away from the facility, and medications
could be delivered when nseded. There was also
an emergenoy kil for some medicalions that
might be needed.

oW

interview with the Director of Mursing on $/19/13
al 3:45 PM revealed he was not awarg purses did
not hava medications available,

2. Resident #19 was admiiled to the facllity on
1/29M0 with diagnoses including Alzheimer ' s
and hyperension.

Review of tho Medication Administration Record
for September ravealod the medication Viacliv
was not given on 9/1, 9/2, 9/3 and 9/19/13. The
back of the MAR docuraented “awalling from
pharmacy. " This medicalion was a calcium
supplament.

Intervievs on 9/19/13 at 2:20 PM with agency
nurse #1 revealed the pill cards from the
pharmacy have a tab o oull off when raardering
the madication. The tab is about 5 or 6 above the
fast tablel The tabs are placed on a reorder
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phamacy.

interview on 91913 at 3:17 PM with the
cansuiting pharmacist revealed she was not
aware the nurses did not have medications
available. A pharmacist was on ¢all 24 hours a
day, 7 days a week. The pharmacy was thirly
minutes away from the facility, and raedications
could be deliverad whan needed.

Interview with tho Dirgclor of Nursing on 9/19/13
at 3:45 PM revealed he was not aware nurses did
not have medicalions avaitable.
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sheat. The pharmacy can be called if the
medicalion is needed hat day. The nurse fuher
explained " Tha pharmacy Is located in
Greensboro and would be close tous. ™ Al lhe
end of the shift, the reorder sheet is faxed to the 16//8/73
] -
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