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F 000 | INITIAL COMMENTS

Correction Date Zﬁ g“'a Olfi

Investigation of facility-reporied incident
| #80799-1 and complaint # B0B17-C
'| resulted in facility deficiency.

i See the Code of Federal Regulations

(42CFR) Part 483, Subpart B-C.

Free of Accident Hazards/Supervision/Devices
| CFR(s}): 483.25(d)(1}(2)

§483.25(d) Accldents,

The facility must ensure that -

§483.25{d}{1) The resident environment remains
as free of accldent hazards as Is possible; and

§4B3.256(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT Is niot met as evidenced
by:

Based on clinical record review, staff interviews,
Sfacility policy reviews and obssrvation, the facility
failed to provide adequate supervision for one of
four sampled residents in order to prevent an
unplanned exit (elopement) fram the facility

|{Resident #1). The facility reparted a census of
:[-108 residents.

‘| Findings include:

Resident #1's Minimum Data Set (MDS)
asgessment dated 12/14/18 documented a Brief
interview for Mental Status (BIMS) score of 11; a

1 BIMS score of 11 indicated mederate cognitive
|| and mamory imp_airment. The MDS documented

ded heart failure, chronic lung

her diagnoses Inc

HE|

F 000 Rehabiitation Center

‘| This sesves asthe credible allegation of coinpliance
| for Unlversity Park Nursing and Rehabilitation

|| Center, We assert that all correctives destribed on
 this plan of correctlon have been implemented. in

| regards to the specific deficlencles, we have

{ outlined our corrective actions and continued

‘| Interventions to assure compliante with
regulations and our plan of actions. The staff of
Unlversity Park Nursing and RehabHitation Center s
F 889 committed to defivering high quality heafthcare to
its residents to obtain their highest level of
physical, menta), and psychosocial functioning, We
respectfully submit that Unlversity Park Nursing
and Rehabilitation Center Is In substantial

| compliance as set forth below, We are confident

| that we will be found In substantial compliance
upen re-survey.

| The statements made on this plan of correction are
{ not an admisslon to and do not constitutean  ~

Park Nursing and Rehabillitatlon Center has

the findings from survey exiting 1/28/2019.

F 689 §5=) FREE OF ACCIDENT .
HAZARDS/SUPERVISION/DEVICES: University Park
Nursing and Rehabilitation wili ensure that each
residents enviranment remalns as free of accident
hazards as Is posstble; and each resldent recaives
;adeguate supervision and assistance devices to

* prevent accidents. Resident # 1 was placed on 111
. observation during waking hours and 15 minute

. checks while sleeping until hefshe was discharged
-from the facllity on 1/16/2019, Residents were re-
assessed for potential elopament risk by the MDS
:|; coordinator and licensed norses. The facllity

:|; efopement book was reviewed by the “IDT”
Interdiscipiinary. Team and updated accordingly.

Plan of cori'éctlﬁn for Unlversity Park Nursing an_&-

agreement with the alleged deficiencies. Unlversity ¢

"completed the fallowing interventions as a result of |’

/ *2?47.

{46) DATE

follawing the dats of shivey whether ar nota plan of correction 1s provided. For nursing homes, the above findings and plans of coprection are disciosabis 14
days following the date these documents are mads avatieble 1o the facllity, if deficiencies ere cited, an approved plan of comaction Is requisite to confinued

program participation.

L0c.
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disease,, Non-Alzheimer's dementla and
depression. The MDS revealed the resident as
independent with transfers and ambulation with

1 the use of a walker, The assessment
documented Resident #1 did not display b

behavioral symptoms or acute mental status
thanges during the asssssment period.

A Preadmission Screening and Resident review 5

(PASRR} dated 9/5/18 identified additional
diagnoses of recurrent major depressive disorder,

-with anxious distrass/mixed features and to

rule-out borderline personallty disorder with
depressive symptoms, The PASRR documented
hospitalizations of 1/24/18 fo 212/18, 2/26/18 to

3f22/18 and 8/1/18 t0-2/7/18 with an admitting

diagnosis of suigidal ideation. The PASRR
indicated the resident needed services provided
in a nursing facilily,. The PASRR also
recommended that due to suicidal ileation and

| three psychlatric hospilalizations since January

2018, Resldent #1 would benefit from the
development of a crisis intervention/safety plan to
reduce her risk of self-harm,

Deparimental notes dated 4/26/18 at 1:25 p.m, by
the facility's soclal worker documented Resident
#1 told another resident she was going to sneak
out of the facility, walk to the river and jump and
kilt herself. Notes dated 7/6/18 at 11:07 a.m.
documented the resident continued to have
behavloral issues at times and had anxisty and
impulsiveness which were manageable at the
facility.

Departmental notes dated 10/8/18 at 3:10 p.m.
documented the resident's dementia was getting
worse and her behaviors tended to worsen at
night. Staff continued to do regular checks onh her

: D PROVIDER'S PLAN OF connscrm ) :
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DEFICIENCY)
: ent book contalns a co of the
F 689 | Continued From page 1 Fesgl ™ e"“’em PY

eiopement protocol policy, plctures of each
-resident determined to be at risk, and demographic |
[nformation related to sald resident. Staff were re-
‘educated by the DON and facllity administrator
following the elopement on 1/12/19. Education
Included review of the elopement policy and ~
procedure and immediate response to a missing
resident. The elopement policy and procedure Is
reviewed with ell new employees prior to working
the floor a5 part of the new émployes orlentation
process. Ali wander guard units ere checked and
documerited on the TAR (Treatment Administration
-Record) each shift. Wander guard units are being
used according to manufacture guldelines and
pbserved on every shift for appropriate placement.
'Deor alarms are checked weekly by malntenance,
‘Documented 'elnper'nent drilis ware Increased to
monthly covering each shift for the next three
‘ monhths and/or until conipliance achleved.
Resldents at risk for elopement are reviewed In the
_daily QA (Quallty Assurance) meeting and weekly
slsk management meetings to ensure care-plan
interventions are appropriate to reduce the risk of
elopement. Care plans hava been reviewed by the
. DON and MDS coordinater on all residents deemead
| to be "at risk” for elopement based oh the
individual elopement assessménts Interventions
were updated to ensure resident safety. Concerns
Identfied will be addressed and reported in the
facllitles quality assurance compllance meetings for
additionat Interventlon as indlecated. The facility
was in substantial compliance on 1/25/19.
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{'room for suicidal precautions due to a history of
‘;: suicide attempts and battling depresslon.

'| Departmental notes dated 10/17/18 at 2:55 p.m.
documented Resident #1 refused her
medications and told staff to leave her alone and
| lether die. The facility's social worker met with
the resident and redirected her io take her

| medications,

Deparimental notes dated 1/12/19 at 10:55 p.m.
documented at approximately 8:35 p.m. facility
staff recelved a phone call from a hospital
emergency reom (ER) staff, who reported the
resident had arrived in the ER at 8:20 p.m.
Nursing staff tried to speak with hospital
personnel but they had already hung up. Staff
aleried the nurse on-call and reporied a call had
been receivéd from the ER repoiting the resident
was at the ER. The nurse on-tall directed sfaff to
| call the ER. Staff spoke to ER staff who reperted
the resident arrived in the ER approximately at
8:20 a.m, The resident's coat was wet and
covered with snow. Facilily staff asked ER staff
to check the resident for a wander-guard bracelet
on the resident. Hospital steff reported the
wander-guard bracelet could not be found,
Hospital staff reported the resident didn't tel} them
‘how she got there. The resident had reporied her
feet hurt and she felt suicidal after thinking about
her daughter that died 14 years earlier.

Departmental notes dated 1/12/19 at 10:58 p.m.
documented staff revealed camera footage
‘which showed the resident arrived on the main
floor, pushing her four wheelad walker at 6:10
ip.m. The resident removed her sweater and
‘winter coat from underneath her walker seat, put
| both sweater and coat on and piaced the walker

FORM cms-zsev(na "99) Previcus Versions Obsolste Event I0: PZE511 Fecliy ID: 180514 If centinuation sheet Page 3 of 14
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‘away from the exit door. Resident #1 pushed the
red button to disable the alarm and exited through
ithe front door at 6:11 p.m. The resident's
Wander-Guard (WG, a safety alert device) was

1 on the walker per the care pian, but the resident

feft the walier at a distance far enough away the
WG did not sound.

Departmental notes dated 1/13/19 at 1:31 p.m.
dosumented faciiity staff raceived a call from
hospital staff reporing the resident wouldn't be

| admitted and would be discharged back to the
| facility. The resident's power of attorney (POA)

returned a caif to the facility and voiced concern
about the Taclity's ability to keep the resident safe
and didn't fee! 15 minute checks an appropriate
safety measure.

Departmental notes dated 1/13/19 at 8:59 p.m.
recorded @ late entry that Resident#1 returned at
11:30 a.m. Nofes documented the resident
reported hospital discharge papers had not been
senl. Staff completed an assessment which
revealed no injurles, Staff placed a WG bracelet
to the resident's right wrist and Initiated 16 minute
safety checks. Areview of the 15 minutes check
sheets revealed compistion beginning 1/13/19 at

11:30 a.m, through 1/16/19 at 1430 a.m.

Departmental notes dated 1/16/19 at 2:68 p.m,
documented Staff A, a soolal worker, started
tooking for placement on locked units and today
found placementin a locked unit. The writer
noted attempts made in the past had been
unsuccessiul related to the resident being too
high functioning. The facility had gone to court
several fimes with attempis to get her
court-committed for psych care and appropriate
placement due to poor decision making although
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Resident #1 does well on the BIMS. The incident
_of last weekend (1/12/18}, when she lefi the ‘ i |
:building, the resident's cognitlon allowed her to i |
figure out how to leave without setting the alarm | !
off. She knew to wear a coat and where she was i |
walking to. Contributing to her exiting the facility
Jncluded her POA telling the resident she would

| visit and then not coming to the facility. The
resident responded negativaly to these situations.
In an interview the resident acknowledged she did ‘
il not tell staff she would be leaving. |

Hospital ER records dated 1/12/19 at 8:23 p.m. -
| documented hospital security found Resident #1 ‘ : |
)| by the river. She planned to jump in the river to .
kill herself. Hospital ER records with a print date i
of /12/19 at 8:41 p.m. dotumented the resident
reported being sulcidal and planned to jump off a
bridge. The resident stated she Is sad because |
{ she did not want to live at the facility. The |

resident also thought of the death of her daughter |
14 years ago. The resident stated she walked to ' |
the hospital from the facllity.

The resident's Care plan, with a problern onset
revision date of 3/22/18, identified a crisis
‘intervention/safety plan to reduce risk of harm to
self or others related to threats of suicide,
aggression toward others and non-compliance
with her care plan, Interventions directed staff to
report withdrawn behaviors and self-isolation,
provide 1:1 inferéction as neaded to discuss her
needs or provide emotional support if needed or
to redirect behaviors. Initiate 15 minute checks
.as needed for suicidal thoughts, ideations or
threats to harm self, sharten call light in
-bathroom, remove shower bar, lengthy calt light
‘removed from room, remove shoe [aces and
-seek a court committal for psychlatric treatment if
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A physiclan’s order dated 10/43/18 directed staff
‘1o discontinue the resident's 15 minute checks,

;The Care plan also Identified a problem with the
| onset date of 7/2/18 that identified a risk for falls.
| Interventions directed the use an assistive device
| twalker) and to keep the walker within reach of
the resident. A problem with the onset date of
8/2/18 Identified self-care deficit potential related
to mental difficulties, cognitive ioss and major
depression disorder. Interventions included

| placement of a WG due to a history of elopement
| attempts. The resident refused to wear the
device on her person so staff placed the device

1 an the walker. Interventions directed staff to
theck placement of the WG and complete safety
checks at each shiff,

Clinical record review revasaled a court order
dated 11/6/18 at 9:42 a.m, ordering the resident
1 for continued out-patient commitment. In this
document the court, having received and
reviewed a physician's report finding the resident
to be seriously mentaily impaired. The resident
suffered from mental ilness, lacked judgmental
capacity by the fact she was likely to physically
injure herself or others if allowed to remain at
iicerty without treatment, The resident was
unable {o satisfy her needs for nourishment,
clothing, essenfial medicat ¢are, or shelter and
likely would suffer physical Injury, physical
debilitation, or death.

'Medication Administrator Records (MARs) for
12118 - 1/1219 recorded the following
medications administerad to Resident #1:

FORM CMS-3567(02-99) Pravlous Varsiohs Obsalale Event 1D: PZE511 Facillty ID: TAOB14 If continuation sheet Page 6 of 12
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Venlafaxine ER 150 miligrams (mg) - one tablet
.dally for major depressive disorder, Divalproex
-Sodium ER 1000 mg - 2 tablets at bedtime for
major depressive disorder recurrent severe
without psychotic features, Mirtazapine 30 mg - 1
tablet at bedtime, Trazadone 50 mg - 1 tablet at
night for major depressive disorder, recurrent
sevare without psychiatric feptures. A review of
MARs for this period revealed the listed

medications were administered as prescribed.

A facility document titted "Wandering, Unsafe

Resident" with a revision date of 8/2014 revealed
the policy statement stated the facility will strive to

|| prevent unsafe wandering while maintaining the

least restrictive environment for a resident who is

‘| at risk of elopement. Implementation

Interpretation diracted staff to identify residents
who are at risk for harm because of unsafe
wandering, including elopement. Staff will assess
at-risk individuals for potential correctable risk
factors refated to unsafe wandering. The
resldent's care plan will indicate the resident is at
risk for elopement or other safety issues,
Interventions directed staff to maintain safety,
such as a detailed monitoring plan.

The facility completed Elopement/Wandering
Risk Data Set assessmants for Resident#1 on
2/16{18 3/28/18, 7/2118, 9/14/18 and 12/14/18,
Each risk assessment documented she had poor
safety/environmental awareness, impulsive
behaviors and the risk for elopement and
placement of a WG pendent.

| A facility documented titfed Elopement Policy {no

date) defines elopement as: When a resident who

:is cognitively, physically, mentaliy, emotionally

and or chemically impaired; wanders away, walks

F 689
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away, runs away, escapes, or otherwise leaves a
icaregiving facility unsupsrvised, unnoticed, and or
“prior to their scheduled discharge. Should an
elopement occur, 1. If a WG sounds or you

come up upon a missing resident IMMEDIATELY
check the entire area and this includes around

the perimeter of the building,

“The WanderGuard (WG) Blue Tag information
from the manufacturer documented the WG fag
and controller issues an alarm and can lock a
monitored door so an at-risk resident wearing the
device cannot leave through the door. The
resident typicaily wore the WG Biue Tag on the
wrist like a bracelet. Additional information

| provided by the fagliity's WG representative on

1/25/19 at 10:04 a.m, instructed that a WG tag
could be placed on a wheelchair but placement
should be on & non-metat part of the wheelchair
as fouching metal could interfere with the WG
signal. The ernall did not contain direction on tag
placement on a resident's walker.

Treatment administration records (TARs) for
January, 2019 documented when staff verified
placement and function of the wander-guard
pendent, Staff were required lo check placement
and function of the device 4 times daily; 8:00
a.m,, 12:00 p.m., 4:00 p.m. and 8:00 p.m. TARs
for the period of 1/12/18 revealed staff had
documented placement and function check of the
wander-guard pendent at 8:00 a.m., 12:00 p.m. at
4:00 p.m. and no entry for 8:00 p.m,

The Administration Record with a subtitle of
{e-Tar), which documented the actual time of staff
records in the TAR's showed the above entries
{8:00 a.m, 12:00 p.m. and 4:00 p.m.} were made
on 1/12/19 at 8:54 p.m. and not at the specified

F 689

FORM CMB-2887(02-29) Pravicus Versions Obsolele

" Event ID:PZa511

Facility [0 1ADB14

If continuation sheet Page 8of 14




¥

: : ' PRINTED: 02/12/2019
DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED

ER_S FOR__MEDICARE & MEDICAIDSERVICES . . - . oo e - OMB NO, 0938 -0391

L\ - = e a T T S = =
/| STATEMENT OF DEFIGIENCIES ! {X1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION ;x:s) DATE SURVEY
" ['AND PLAN OF CORREGTION i IDENTIFICATION NUMBER: i COMPLETED
it : i A BUILDING,__ A
) 1 ] ]
J i|! !
e 165272 _fewme e . owzeizors. |
IAME OF PROVIDER ORSUPPLIER T STREETADDRESS cmf STATE ZlF' CODE TR e
T 233 UNIVERSITY AVENUE
© UNIVERSIHY PARK NURSING & REHABILITATION CENTER
o o A y DES MOINES 1A 50314 o N o
xgo | SUMMARY STATEMENT OF DEFICIENGIES T b PROVIDER'S PLAN OF CORREGTIONT T PR
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTICN SHOULD BE . COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} © o TAB CROSS-REFERENGED TO THE APPROPHIATE DATE
i 7 o { DEFIGIENCY) _ N .
F 689 I Continued From page 8 i F 689 ‘ i

Jlimes Identified on the TARs, These entries were
made after Resident #1 lefi the facility and was in
the hospital ER. Entries made 1/1/19 - 1711/18 ‘ : 1
‘revealed at least 18 addilional enfries where staff : i
did not check ptacement and function within the - il
times documented on the TAR's.

A written staterment dated 112/19 by Stalf C, a ;
certified nursing assistant (CNA) noted she !
Sstarted looking for Resident #1 at 7:40 p.m. She ) :
began by looking for the resident in her room but

' she was not there, Staff C went to the 3rd floor to
look for her and asked another resident and

| friend of Resident #1 if she had seen the resident
during the smoke break at 7:00 p.m. The

‘I resident reported she had not seen Resident #1.
Staff C told Stafi G, a licensed practical nurse
{LPN) the resident wasn't in her rcom, Staff ¢
then fook the elevator to the 4th floor and upon
arrival another CNA reported hospital staff had
called and reported the resident was at the
hospital.

In a written document dated 1/14/19, Staff A, the
facility's soclal worker interviewed the resident.
Resident #1 reported she felf down the weekend
of 1/12/19 and admitied she hadn't told facility
staff when she decided to leave or how
depressed she was fesling. The resident stated
when she got down downstairs (the evening of
1/12/19) she purposely parked her walker In a
place where the WG alarm wouldn't sound. She
1 pulled out her winter coaf, walked to the front
door, pushed the red buiton, de-activated the
door alarm and walked out of the facility. She
-reported she then planned to walk to the river but
.decided not to and went to the hospital instead.

‘During an interview on 1/16/18 at 11:30am,
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-Btaff A, reported the resident had no recent
-history of exit seeking or elopement. The
resident is high functioning and independent with
most cares. She didn't show any signs of or
stated thoughts of suicide, Her care plan had
problem areas identified related to a history of
depression along with interventions.

On 1/22/18 at 11:30 a.m. Staff B CNA reported
she had seen the resident attempt to elope from
the facility the summer of 2018; staff intervenad

| before the resident left the facllity. The evening
of 1112119 shortly afier 6:00 p.m. she noted the
resident left her room, She had finished dinner in
her room and walked by the nurse’s station. The
resident acted pleasant and talkative, The
resident usually went downstalrs to wait for the
smoke break., She made no comments ahout
wanting to leave (Note - the facllity’s smoking
room is Inside the facility and located on the 1st
floor).

During an interview on 1/22/19 at 11:42 a.m. Staff
C reported she worked at the facility for 14 years,
On 1129 she worked 2:00 p.m. -10:00 p.m.
She reported she usually saw the resident in her
room except for smoke breaks and Resident #1
would usually go a little early and wait untif that
time. (Facility records recorded smoke breaks are ;
scheduled at 9:00 a.m., 1:00 p.m., 3:00 p.m. and
7:00 p.m.). Staff C reported the evening of ; E
1/12/1¢ the resident appearad in good spirits and
didn't tefl anyone she wanted to leave. SiaffC
confirmed the original time (7:49 p.m.) she began
to look for the resident,

On 1/22/19 at 11:56 a,m, Staff D, CNA reported
the resident isofated herself in her rootn. The ‘ - ;
resident came out for smoke breaks and would :
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.go downstairs and wait for the break to begin. On
'1/1219 the resident soundsd like she was in
good spirits. The resident didn't express any
feelings of sadness and no attlempts had been
made to leave the fagility.

On 1722119 at 12:54 p.m., the Director of Nursing
{DON]) reported the resident removed her WG
wrist bracelet sometime in July 2018; she didn't
recall why the resident had refused it. The
residetit agreed to have a WG bracelet placed on
‘her walker. Wander-guard pendent ptacement
and functionality checks were completed four
{imes daily. The WG system, with one location at
Ahe facility's front door, is chacked four times

f|'weekly along with entranca/exit door for all four
*t floors and all exit doors leading ouiside,

/| During an interview on 1/22/19 at 1:25 p.m. Staff
| F, Registerad Nurse (RN) and 4th floor nurse
1+ manager reported Resident #1 would often stay

in her room, in bed, for mest of the day. She

_j would come out early for smoke breaks and wait
1 for smoke break to begin. She recalied the

resident attempted to slope in January 2018 but

‘| was not certain of the date,

1 During an interview on 1/23/19 at 1:00 p.m. Staff

F reported the resident had been identified as an
elopement risk because the resident didn't want
to be af the facility. The resident's power of
attorney {a friend) usuaily picked her up on
Saturdays. The friend didn't come to the facllity
that day and the resident had been planning to

i see her that day.

| Adocument signed by and submitted by the

Administrator {without a date) with a heading of
"Smoke room review at 800 p.m. smoke break”
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‘documented Staff H and Staff | did not see

Resident#1 in the smoke room on 171219, A

| review of staff schedule for 1/12/19 listed both
Stafl H and Staff | working 2:00 p.m. - 10:00 p.m,

On 1/23/19 at 3:47 p.m. Staff H CNA reported she
wasn't certain she worked the evening of 1/12/18.
She stated staff didn't keep records of what
residents attended smoke breaks.

During an interview on 1/23/12 at 3:64 p.m, Staff i
CNA reported 'she worked the evening of 11 2119
and did attend the smoke break at 7:00 p.m. She
reported Resident #1 didn't smoke at the smoke
break at 7:00 p.m. She recalled hearing the
resident was at a local hospital that evening but
no one had asked her to lgok for the resident
earlier that evening.

During a second interview on 1/24/19 at 1:25 p.m,
Staff A, reported she completed a number of
elopement assessments (clled sbove fitled
Elopement/Wandering Risk Dafa). Each
elopement assessment indiceled Resident #1 as
at risk for elopement becausé she had made
verbal threats to leave the facility, StaffA
reporied she had documented some but not all of
the threats she had made, She reported she had
documented these threats in departmental notes,
Staff A reported she believed the resident had
been couit committed to ICF level of care.

1| During an interview on 1/24/19 at 3:10 p.m. Sta#
F stated checking placement and function of the

| wander-guard pendent ensures the device is
present and functiona)l at the times specified on
the TARs. This process also assures the
resident's presence at the faeility, Staff have one
hour before and after the specified time noted in

F 689
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foam placed over the cross bar,

the TARs to visually check placement and
function of the wander-guard pendent and

resident safety.

During an Interview on 1/24/19 at 3:25 p.m. the
DON confirmed staff were to check placement
and functional testing of the wander-guard at the

.assigned times identified in the TAR's.

Additional record review and chservations
revealed the following:

‘On 1/17/19 the facility provided a list of residents

identified as at risk for elopement. This list
identified 15 residents at risk of elopement, Of

‘the 15 residents identifled, Residents #1, # 3 and
# 4 were fdentified as residents who wandered
1 and had increased risk of slopement.

An observation on 1/22/19 at 3:10 p.m. revealed
Resident #3 lying in bed and he appeared o be

| sleeping. The resident's whaelchalr sat adjacent
1 to his bed with a WG bracelet strap adhered on

the back of the wheelchair on a top metal
cross-bar which ran horizontel from side to side.

An observation on 1/26/18 at 11:10 a.m. revealed

| Resident #3's WG bracelet remained in the same
position as on 12218,

An observation on 1/28/19 at 12:15 p.m. revealed

Resident #3's WG bracslet sscurely fastened to
canter of the top metal aross bar to a plece of

An observation on 1/22/19 at 2:20 p.m. revealed -
Resident #4 sitting in her wheelchair. The
resident's WG bracelet had been placed on the
right side of & lower metal cross-bar, loosely
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dangling from the bracelat sirap. An observation
on 1/25/19 at 11:10 a.m, revealed Resident #4's

‘WG bracelet had not changed position from the
‘previous observation,

An observation on 1/28/19 at 11:33 a.m. noted
Resident #4's WG bracelet had not changed from
where it had been placed eariier. However, a

‘piece of clear taps had been placed on the inside

of the bracelet strap.

‘| The incident detailed above resulted in an

Immediate Jeopardy situation for residents of the
facility. The facility abated the Immediate

'{ jeopardy situation on 1/25/19 through a

combination of efforts that included:

a. Re-assessment of residents for elopement
potential;

b. Review of the elopement book (protocol and
pictures of at risk residents);

¢. Staff re-education on elopement procedures;

1d. Direct observation of Resident #1, with

subsequent transfer to a iocked memory unit;
&. Audit of the faclifity's WG system and door
alarm checks;

f. Continued elopement drills;

g. Resident care plan review and updates,

h. Placement of WG tags as instructed by the
manufacturer,
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