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O The following deficiency relates to the ' '
AN \}(\\l{.investigati@n_ot__in_cidant #60181 & #61190. (See ~ e

The facility must ensure that the resident
snvironment remains as frea of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents,

This REQUIREMENT is not met as ewdenced
by

Based on observation, record review and
interviews, the facility failed to ensure Resident
#1 received adequate supervision to protect
against hazards in the environment. Resident #1
left the dementia unit through a window without
staff's knowledge and a community member
observed himther 3 blocks away from the nursing
home, Staff acknowledged knowing Resident #1
had eloped from a window at a prior nursing
home. Siaff reported Resident #1's 15 minutes
checks had not been completad at the time of the
alopement as result of only one staff in the
dementia unit who had been providing caras to
another resident. The findings constituie an
immediate {eopardy to resident's health and
safety. The facility reported a census of @

/estdjs in the dementia i—a:jj 3 total census
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Afy deficiency stalement ending with an asterisk (* dencles a derclency which tha institution may be excused from correcting providing it is deter :nedt
other safeguards provide sufficienl profaction 1o the patients, (See instructions.) Except for nursing homes, the findings stalad above are disclosabie 80 d VS
following the date of survey whether ar net a plan of correction is pravided, For nursing homes, the above findings and plans af correction are disclosable 14
days foliowing the date these dacumenls are made avadiable to the faclllty {f deficiencies are ciled, an approved plan of correction is requisite lo continued
program participation.
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of 30 residents.

Findings inchlude:

1. According to the MDS (Minimum Data Sef)
dated 4/14/2018, Resident #1 had severe
impairment of cognitive skills for daily decision
making, transferred and ambulated independently
and had diagnoses including hypertension,
vascular demenlia and heart failure,

The Elopement Risk Assessment completed on
4/14/2016 documented Resident #1 had a high
elopement risk. The assessment identified
Resident #1 was not oriented to persen, place o
time and had a history of wandering at his/her
previous home/facility,

The Physician's Orders included an order 1o
admit Resident #1 to the CCDI {dementia) unit on
2/8/20186. N

The Physician's progress note dated 4/14/2016
revealed Resident #1 had a previous elopement
at another long term care facility pricr to
admission to Eldora Specialty Care.

The psychiatrist letter dated 5/17/2016 revealed
Resident #1 had been evaluated and determined
he/she had significant memory loss related to a
neurocognitive disorder due to vascular disease,
The resident had intact communication skills
however his/her decision making capacity was so
impaired, he/she would be unable to care for
histher personal safely,

The Care Plan identified Resident #1 had a
histary of hegative behavior and refusing personal
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| to demeniia, and it identifed the resident had exit

.protective services and resided on the dementia

-1 Staff noted the faser alarm on at all imes when in

care such as baths. On 2/4/20186, staff placed a
STOP sign across the resident’s door whife in the
room.

The Care Plan identified Resident #1 had a
potential for impaired communication secondary
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seeking behavicrs, and had a history of leaving a
nursing home unassisted with resultant injury.
The care plan documented Resident #1 had been
admitted at this nursing home via emergency

unit,

The care plan also identified Resident #1 had a
history of developing romantic attachments to
ather residents.

On §/23/20186, the Care Plan added the resident
had z window in histher room did not open and
directed staff to provide 15 minute checks and a
laser alarm on at night while in raom.

On 62120185 the Care Plan directed sta#f to have
the laser alarm on at all times while i room to
alert staff when out of room. On 5/3/2016 the
resident moved closer to the dining room.

The Nurse's Notes dated 5/23/2016 revealed the
facility housekeeping and maintenance staff -
observed Resident #1's window screen appeared
loose. Staff replaced the screen and.installed ._._ .. .
locks fo prevent the windaw from opening. Staff
nitiated 15 minute checks, and the resident

denied atternpt to exit the facility.

Staff informed 1he Administrator,

The Nurse's Notes dated 5/27/2015 revealed
Resident #1 asked staff for a screwdriver to help
the window rise.

The Nurse's Notes dated 8/2/16 revealsd staff
obtained a urine sample with negative resuits.

E
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raom and continued 15 minute checks.

The Nurse's Notes dated 6/2/16 documented at
nooh documentad the resident had been
ambulating in the haliway and looking in other

residentrooms. 7
On 6/3/16 the resident moved closer to the dining
room and the nurse's station.

The Nurse's Notes dated 6/28/2016 at 6:20 p.m.,
documented staff recelved a phone call from
person inquiring about a residant observed
outside the facifity. Staff did a room to room
check and were unable to locate Resident #1. A
facility CNA {Certified Nurse Aide) went and
returned with the resident, Staff assessad the
rasident and notified family and physician,

The incident reported dated 5/28/16 at 6:20 p.m.,,
revealed staff received a phone call from a
persan asking about a [missing resident]. Staff
started a search and determined Resident #1 was
missing.

Treatmant sheet for June 2016 documented staff
completed his/her wanderguard checks.

The 24 Hour Resident Monitor flow sheet dated
G/27 - 8/28/2016 revealed staff failed to document
observation of Resident #1 at 6:15 p.m, on
6/28/2018,

The Physician Notification Fax dated 6/28/2016
informed Resident #1's physician that hefshe
eloped fram the facility the evening prior through
a window. Staff were able to redirect and return
the resident 1o the facility.

Qn 7/5/2016 at 3:55 p.m., the state climatologist
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reported on 6/28/2016 at 6:15 p.m. the area had
a iemperature of 75 degrees with maostly cloudy
skies.

Buring an interview on 7/6/20-16 at 8:3C a.m., the

on 6/28/2016 a community member reparted
going to a baligame at the high school and
noliced Resident #1 sitling on the curh. The
community member askad if they had a missing
resident. When they asked if they could provide
assistance, the resident asked for a ride te
Hubbard. She calied Eldora Specialty Care to
report the incident, want to the resident and
stayed until help arrived. The resident had a
phone with a dead battery.

The surveyér calculated the distance from the
facility 1o the high schoal at 0.3 miles.

buring an inferview on 7/7/2616 at 3:00 a.m.,
Resident #1 stated "what the fagility is doing here,
isn't doing anything for me. A coupls of days ago |
went for a walk, got cut through a window, and it
was easy. They brought me back”. The resident
reported living at another facility prior where
he/she climbed out of a window, The rasident
indicted he/she liked the people at tha faeility, did
neot care for the institution, and lived at the two
facilities a total of 8.5 years. The resident sat in
the room, in the recliner during the interview and
expressed a desire to return home.

On 7/6/2016 at 3:30 p.m, the DON reported
Resident #1 had lived at another long term care
facility, and the resident exited that facility when
he/she climbed out of a window. -

During an interview on 7/5/2016 at 3:05 p.m. and

‘employee of another nursing hame (CNA) stated |
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71772016 at 10:00 a.m., Staff B, CNA reporte:
working the night Resident #1 eloped from the
facility. Staff B worked in the main area of the
facility and went to the dementia unit to assist

_with supper at 6:30 p.m. After supper, StaffA

gave two showers, At approximately 6:05 p.m.,
Staff B observed Resident #1 walked to his/her
room and Staff B turned an the resident’s laser
alarm, and shut the doer, Staff B took Resident
#5 to the bathroom and remained with the
resident. When Staff B finished assisting
Resident #5, Staff A completed the showers and
Staff B teft the unit.

The facility received a call asking if thay were
missing a resident. They checked the unit, and
faited to locate Resident #1, Staff B observed the
window screen had been remavead in room #7.
Stalf B never heard the resident's laser alarm
sound because he/she had assisted Resident #5
o the bathroom and had closed the room door
and the bathroom door. If Resident #1 quickly
turned off the alarm, he/she may not have been
able to hear it. The resident had 15 minute
checks. At times, it is difficult to complete the
checks on time if you are providing cares and you
are the only staff in the unit.

During an interview on 7/5/2016 at 2:15 p.m.,
Staff A, CNA reported working in the dementia
unit on 6/28/2016 from 2 - 10 p.m. From 2 - 4 the
unit had cne staff. At 4 o'clack p.m. the nurse or
medication aide passed medication in the unit
and that is when Staff A took a 30 minute break.
From 4:30 - 5:30 p.m. Staff Aworked alone in the
unit, At 5:30 p.m. they served supper and another
aide [Staff B] came to the unit to assist, When the
residents finish ealing, Staff B leftthe unit,
leaving one aide to complete cares.
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At 8 o'clock p.m., the nurse or med aide passed
medications in the unit, and Staff A went fo the
floor to assist staff with resident cares. At 8:30
p.m., when the nurse finished with medications,
Staff A returned to the unit and the nurse left.
" | Staff A continued 1o assist residents with badtime
cares.

Qn 8/28/2016, Staff A had two resident showers
to compiete, so Staff B remained in the unit after
supper to stipervise the other residents, At
approximately 6 o'clock p.m., Staff A observed
Resident #1 sitting at the dining room table, when
hef/she tock a resident to the shower room. At
approximately 6:30 p.m., Staff G came to the unit
and asked about Resident #1. Staff A had been
tollefing Resident #5 who had an alarm and could
not leave ihe resident unattended on the toilet,
Staff A observed Room #7 had a dresssr placed
near the window with a drawer removed and
placed on the bed [Resident #7 * s prior recom].
The window's screen had been removed and_
placed aleng the building. Staff A drove to the
high school and found the resident with staff from
another faciiity. The resident got in the car and
they returmed to the facility. When they reached
the facility, the resident refused to get out of the:
car but finally the Administrator convinced the
resicdent to return inside. The resident had no
Iphysical] signs of injury. The resident asked to
go to Hubbard and wore a sweater because
hefshe planned on being out all night. Staff A
naver heard the laser alarm sound, and never
withessed the resident turs off the laser alarm.

Cn 7/7/2016 at 9:35 a.m., Staff A reported having
| difficulty completing the 15 minute checks on time
when providing caras such as toileting or putting
residents to bed. Sometimes those fasks take : .
longer. At that time [6/28/16], Resident #5 had a ’
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chair alarm and staff had to stay with the resident
while toileting. When they realized Resident #1
sloped, Staff A had been in the bathroom with
Resident #5 at approximately 6:30 p.m. That

night, after supper, Staff A gave two showers that

" took about 10 - 12 minutes each. Staff B had

assisted Resident #5 to the toilet during that ime.
When Staff A compieted the showers, Staff B
returnead to the floor, feaving the unit. Resident #5
again requested te go to the bathroom, so Slaff A
assisted the resident to the bathroom.

During an intenview on 7/5/2016 at 2:50 p.m.,
Staff C, RN (Registered Nurse) reported working
on 6/28/2016 and last chserved Resident #1 at
approximately 5 p.m. when hefshe checked the
resident's wanderguard bracelet. Staff C had no
observations of the resident attempting to exit the
facility. Al approximately 6:20 p.m,, Staf C '
received a call from another nursing facility

| asking if they were missing a resident. Staff C

checked the unit and saw Resident #1 had exited
the facility. The resident had 15 minute checks at
the time due to his/her interest in another
resident. The resident had a laser alarm to alert
staff when he/she left the room.

During an interview on 7/5/2016 at 3:30 p.m.,
Staff E, Maintenance reported when Resident #1
resided in Room #7, the housekeaper ohserved
the loose window screen. It appeared that the
resident may have pushed on the screen. They
replaced the screen and installed |- brackets to
pravent the window from rising. The window had
stops in piace to prevent the window from rising
greatar than four inches, It appeared they had
been pushed in. When they moved the resident to
histher, new room, Staff E moved the L brackets,
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too. Room #7 had been empty with the door shut
since the resident moved cut. Whean they ordered
the new windows, they purposely crdered ones
with stops in place. All of the windows in the unit

| had the stops pulfed out when installed. After

| Resident #1 elopad, they instalied L brackets an

all windows in the unit.

[During an interview on 7/7/2016 at 9:30 a.m.,
Staff F, CNA, CMA {Certified Medication Aide),
reported they provided 15 minute checks on one
resident in the unit, Resident #1. The unit had 9
residents and currently, they had two residents
that required assistance with transfers, two with
laser alarms, and two with alarms. At times staff
had difficulty completing the 15 minute checks on
time if busy faking 2 resident to the bathroom. At
approximately 8:15 a.m., Restorative staff came
to the unit to pravide exercises with a couple of
residents and then left,

During an interview on 7/5/2018 at 11:00 a.m., the -

Administrator reporied when Resident #1 exited
the facility shortly affer supper on 6/28/2016, two
staff in the unit were busy providing cares,
Resident #1 had resided in Room #7 hefore being
moved to his/her current room. The resident
exited the facility through the window in Room #7.
The resident pulled cut the second drawer of a
three drawer dresser, placed it near the window
and usad it as a ladder. The resident opened tha
window, removed the screen and placed it
nearby, climbed out and shut the window, A
passer-by observed the resident sitting on the
ground near the high scheol, and reported it to
the other nursing home next door. Staff from that
facility went, found the rasident and sat with
him/her until facifity staff arrived. When the
resident returned, staff provided a head to toe
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assessment, and 1.1 supervision until L. shaped
brackets were installad on all windows in the
dementia unit to prevent the windows from rising,
The resident had no signs of injury or distress.

| The resident eloped at his/her prior fagility. When

the resident resided in Room #7, they noted
he/she had tempered with the window screen so
they added the L brackets to that window. When
they moved the resident to his/her current room,
they moved the L brackets to those windows,

During an interview on 7/6/2016 at 10:30 a.m.,
the Director of Nursing (DON} reported the facility
attempted to maintain 8 - 9 residents in the
dementia unit. The facility replaced all windows
within the last four years, and each window had
stoppers that could be pulled out to prevent the .,
windows from rising greater than approximately
four inches, In May, housekeeping staff noted
that the window screen in rcom #7, had been
tampered with. The facility replaced the screen
and added L shaped brackets to prevent the
window from rising. In June, the resident moved
to & room closer to the dining room. The resident
had developed a romantic interest in ancther
resident and the facility separated them, and
added laser alarms to both rooms,

When they moved Rasident #1 to his/her current
raom, they removed the L brackets from the
windows in reom #7 and installed them on the
window in histher current room. When the
resident exited the facility, he/she must have
turned off the laser atarm, Staff A, CNA and Staff
B, CNA were in the unit, bul were busy providing
resident caras at the time, No staff had
knowledge of the resident turning off the laser
alarm prior. The 15 minute checks log revealed
staff saw Resident #1Iat &:00 p.m., no staff
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visualized the resident at 6:15 p.m. and staff
knew the resident had exited the facility at 6:30
p.m. Staff B reported seeing the resident at 6:05
p.m, when hef/she went to the room, and Staff B
turned eon the resident's laser alarm. After the

rasident eloped from the facility, they installed L
brackets on afl of the dementia unit windows,

The facility updated Resident #1' s care plan on
6/28/16 and directed staff to provide 1:1
supervision (visual contact at al limes) then
moved o 15 minute checks once the L brackels
were placed on.all the windows on 6/28/18;
however the facility did not increase the number
of staff in the unit to provide adequate supervision
for residants.

On 717712016 at §:50 a.m. the DCN reported at the
time Resident #1 sloped from the facility on
6/28/20186, the dementia unit had thrae of nine
residents that required assistance with transfers.
Resident #5 and Resident #7 required assistance
of one staff for fransfers and beth had bed and
chair alarms. Resident # 6 required the
assistance of one staff for ransfers and had a
floor alarm.

On 7/7/16 the facility identified they would
maintain 2 staff members in the unit as long as
residents in the unit required more assistance
with toifeting/ or other ADL (activities of daily
living) or increased supervision needs.

The facility abated the 1J on 7/7/16 when they
increased supervision fo maintain two staff on the
unit. The |J was lowered froma " J " severiiy to

- D7 severity with continuad monitoring of

interventions.
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Preparation and/or execution of this plan of correction does not constitute admission or
agreement by this provider of the facts alleged or conclusions set forth in the statement of
deficiencies. The plan of correction is prepared and/or executed solely because it is required by
the provisions of federal and/or state law.

F323 - Completion Date 07/27/2016

Eldora Specialty Care will continue to ensure that our residents’ environments remain as free
from accidents and hazards as possible. We will ensure that each resident receives adeguate
supervision and-assistive devices to prevent accidents:—

During the evening of June 28, 2016 we began 1:1 supervision of resident #1 following his
return to our facility at approximately 7:15 p.m.

L brackets were instalied on the windows of the C.C.D.I. unit by 11:00 p.m. on June 28, 2016.
Resident #1 remains under a 15 minute check regimen for his safety.

Our C.C.D.L. unit is currently heing staffed by two staff members at all times. We have walk
through monitors that check the C.C.D.1. unit area to assure that two staff members are on
duty. These monitoring efforts are being done at varying times.

Residents #6 and #7, who require more assistance with ADL’s are being transitioned out of the
C.C.D.l. unit into the regular population, with the approvat of family and physician. We are-also
working on discharge planning for Resident #1.

Going forward we will continue to have adequate staffing for those individuals residing in the_ .
unit. This staffing will be maintained under the direction of the Director of Nursing on a daily
basis with oversight by the administrator.

Respectiully,

Susan Eichmeier, Administrator

Eldora Specialty Care







