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investigated February 20-27, 2018. Both facility ’
reported incidefits were substantiated,

Thé following deficiency refates to the Federal
Code of Regulations (42-CFR) Part 483, Subipart
B::‘C_ - —— P—

F 689 | Free of Accidert Hazards/Supervision/Devices F 689
§8=} | CFR(s): 483,25(d){1)(2)

§483.25(d) Acclidents,

The facility must ensure that - y
§483.26(d){1) The resident snvironment remaing

as free of accldent hazards as is possible; and.

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
aceidents.

This' REQUIREMENT s not mist as evidericed
by: ‘

The following deficiency relates to facility self
teporls 74225 and 732201

Based oh abservation, record review and staff
interviews, the faciity failed to provide adequate
supervision Resident #1 eloped from the facility
without staff knowledge and Resident #2
sustained a subdural hernatoma after a fall. The
sample included 4 residents and concam
identfiled for 2 of 4 residents. (Resident#1 and
#2) The facility reported census was 52,

Findings include:

1. Acrording to Resident #1's Minimum Data Set
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{MD&} assesstnent with assessment reference
date of 1/3/18, Resident #1 had impaired short
and long term memory deficits and severaly
Impaired cognitive skills for dalfly decisfon making.
Rasident #1 was independently moblie in
wheslchalr and required extensive assistance
with dressing, toilet use and personal hygiene
needs. Resident#1's diagnosis included non
Alzheimer's dementia, Parkinson's and psychotic
disorder.

Resident #1's plan of cars identified a behavioral
problem which included episodes of agitation,
combativeness, and attempts o get up
unassisted and past episades of attempting to
elape related to dementia. Interventions
Iecluded:

a. Alarms to alert staff when attempting to gat up
unassisted.

b. When anxious and upset investigate the
reason. Resident sometimes likes o be walked or
needs {o go o the bathroom.

¢. Wanderguard (alarm to alett staff resident is
by external door) in place fo alert staff of attempts
io elope. (discontinued 12/14/17)

Initial Wandering Assessment dated 3/14/16
indicated Resident #1 met oritetia for use of a
Wanderguard. Wanderguard was initiated at that
time.

Daily Nursing Notes dated 12/14/17 at 10:00 a.m.
documented new order to discontinue
Wanderguard,

In an interview an 2/20/18 at 3:00 p.m. the
Director of Nursing (CON), stated on 12/4/17 the
quality assurance team met and discussed
various issues including the use of the
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Wanderguard on Resident #1. Resident #1 had
been on a Wanderguard since his admission in

Apiril 216 and had naver demonsfrated exit
seeking behavior or verbalized wanting to leave.
The feam decidad the Wanderguard could be
discontinued, but not hefore a planned
medication adjustment was completed. On
121417 the Wanderguard was disconfinued
without Incident. On the evening of 1/25/18 the
DON was notified of Resident #1 exiting the
building undetected and tipping his wheelchair
over. Resident#1 sustained a small hematoma
to histher forehead and abrasions to his/her laft
shoulder and knee. The DON stated the front
door alarm had sounded and Staff A responded.
Staff A reportedly iooked outside and didn't see
anything and returned to work, A few minutes
later & visitor anived and reporiad a resident was
autside and had fipped his wheelchair over.

In an interview on 2/20718 at 4:40 p.m. StaffA,
certified nurse alds, stated on the evening of
1/25/18 he was working down the 200 hall and
when exiting a rasident’s room heard a door
alarm sounding. Staff A responded and looked at
the alarm panel which Identified the alarming
door. Light #7 indlcating the front door was
aclivated. Staff Awent to the door and then
stepped outside, walked to the comer of the
building and looked around. Staff A stated he did
not see anyons and retumad info the bullding,
shut off the afann and refurned fo work. Staff A
stated g fow minutes later he was stummoned
back up front and informed Resident #1 had
tipped his whaelchair over outslde. Staff A stated
he was surprised to hear It was Resident #1
bacause Resident#1 was not known to exit seek,
Staff A stated Resident #1 was found lying next to
the: front whee! of a parked car in the parking
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space next to the south sidewalk. Resident #1
was wearing a black sweat shirt and hoftorns and
was difficult to ses.

In an Interview on 2/20/18 at 4:45 p.m. Staff B,
registered nurse, stated on the svening of 1/25/18
she was down hall 300 when an aide asked for
her asslstance on the 100 hall. Sta# B went fo
room 103 and was assessing the resident and
discussing care issues. As they walked ouf of the
room, there was a visitor standing at the nurse's
station. The visitor reported there was a man
fipped over in his wheelchair outside. Staff B
went out with others and found Resldent #1
tipped over in his wheslchair next to a parked car.
Staff B assisted Resident #1 back into his
wheelchalr and propelled him back inside. Staff
B stated she was surprised to see that it was
Resident #1 because hefshe was not known to
exit sesk, Staff B stated she never-heard an
alarm sound.

I an Interview on 2/26/18 at 2:00 p.m. Staff C,
registerad nurss, stated cn the evening of 1/25/8
she was down hall 100 assessing a resident.
When she came ouf of the room, a visitor at the
front desk reported there was a man that had
fallen outside. Staff C went out and found
Resident #1 laying on the ground next o his
tipped over wheelchalr. Staff C and others got
Resident #1 back into his wheelchalr and info tha
facility. Staff C stated she never heard an alatm
sound and was surprised Resident #1 had went
outside, because he hadn't atterpted fo do so
sinee first belng admitted over 1 1/2 years ago.
Staff C stated she had last seen Resident #1 in
the dining roem at around 7:45 p.m. and he was
found outside at around 8:00 p.m. When asked
about how door alarmms are responded to, Staf G
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stated if a door glarm sounds staff are to respond

and if not certain who sef the alarm off they are to
look outside and if they do not see anyone thay
¢an come in an shut the alarm off, Staf C stated
there was no axpectation to do a resident head
count,

Review of the faciities Door Alarms and
Wanderguard {old) policy found there is no
instruction ar expectation of staff response fa
door alarms, no instruction or expectation to
investigate the cause of the alarm and when the
cause was unknown no instruction or expectation
of staff to expand a search and to ensure all
residents are accounted for,

2, According o Resldent #2's Minimum Data Sat
(MDS) assessmant with assessment reference
date of 11/29/17, Resident #2 had a Brisf
Interview for Mental Status score of 14 indicating
moderately impalred cognifive skills for daily
declsion making. Resident #2 required limited
assistance with transfers, ambulation and
personal hygiene nesds and extensive assistance
with dressing and toilet use. Resident#2's
diagnosis included Alzheimer's dementia,
malnurition, corenary artery disease and
ostaoporosis.

Resldent #2's plan of care identified a high risk
for falls. Interventions included:

a. Resident #1 requires extensive assistance of
one staff, gait belf and walker to
ambulatertransfer.

b. Non-skid footwear.

¢. Call light within reach and encourago Resident
#1 to use it for assistance.
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d. Sensor alarm in chair and wheelchair,
(discontinued 11/20/17)

There was no reevaluation of the removal of the
personal alarm. o

Radiclogy report dated 2/15/18 noted impression:
Moderate to larde size acute left subdiral
hematoma measuring up fo 2 centimefers in
thickness with 1.8 centimeters of midline shift.

In an interview on 2/27/18 at 10;30 a.m. Staff D,
certified nurse aide, stated on the afternoon (1:55
p.m.) of 2/15/18 she was down 200 hall atteriding
to other residents and in proximity of Resident
#2's raom, when she heard someone say "Oh"
followed by a crash, Staff D entered Resldent
#2's room and found her lying on the floor in front
of her roommate's recliner with the raemmates
walker tipped over. Resident #2 immediately
complained of a headache and was assisted up
and moved to the nurse's station to be monitored.
Resident #2 did not comment as te why she had
goften up. Staff D stated Resident #2 had been
taken to the bathroom by Staff E just 1520
minutes earlier. Staff D stated she frequently
looks in on Resident #2 because she gets up
uhassisted so often throughout the day. StaffD
stated Resident #2's floor alarm was discontinued
& while back and she doesn't believe it should
have been. Staff D stated the alarm was effective
for Resident #2. Staff D stated when the alarm
sounded, Resltdent #2 would usually stop and
wait for staff to arrive,

I an interview on 2/27/18 at 10:50 p.m. StaffE,
ceriified nurse aide, stated on 2/15/18 around
1:30 p.m. to 1:45 p.m. she had assisted Resident
#2 up 1o the bathroom and back into his/her
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recliner. Staff E staled she went to break and
upon refurmning discovered Resident #2 had fallen.
Staff E stafed Resldent #2 used his/her call light,
but was known to et up unassieted throughout
the day. Staff E stated Resident #2 used to have
an alarm and she would use the alarm to get
staff's aftention. At that fime, Resident #2 was
not getting up unassisted so the alarm was
disconfinued.

In an interview on 2/27/18 at 2:45 p.m. StaffF,
cerlified nurss aide, stated Resldent #2 was
pleasant and alerf, When Resident #2 was
admitied {11/9/16) she got up unassisted a lot.
They used an alarm and that helped a lot,
Resident #2 would use the alarm to get staff's
attention and wait instead of getiing up without
help. The alarm was discantinued and although
Resident #2 would use her call light, he/she often
got up unassisted. Staff E siated recently

'Resldent #2 was getting up unassisted very

frequently. Staff E stated the floor alarm was
sffective and she had mentioned to nursing a
couple of times that they should reinstate the
alam.

[n an Interview on 2/27/18 at 3:04 p.m. StaffA,
certified nurse alds, stated Resident #2 was g
nice lady, but a litle impatient. Staff A stated
when Resident #2 had an alarm she would use it
instead of the call light to get staff's attention.
Resident #2 would activate the alarm and wait for
staff to take her to the bathroom. When the

alzrm was discontinued, Resident #£2 began
getling up unassisted to use the bathroom without
using the call light.

In an interview on 2/26/18 at 4:40 p.m. the

Director of Nursing (DON), stated Residant #2
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was admitted in November 2016 and had a fall in
December 20186, but had since been fall free.
Resident #2 was placed on alanns and seemed
to use the alarms as a way of geftilng staff
atiention. Resident#2 would alsa use her call
light. Over several months her fall riglc remained
high, but was decreasing. They were trying fo
toilet her more frequently, which was decreasing
her tendencles of getting up unassisted. They
made an alarm change in October 2017 and
following a push to become alam free, they
discontinued Resident #2's alanm on 11/20/17.
Resldent #2 continued to get up unassisted
pericdically, but hadn't fallen until the 2/15/18
incident.

On 2/27/18, the facllity abated the LJ when they
updated the door alarm & Wanderguad pollcy on
if an alarm was triggered and the tause was
unknown, staff should go oLtside the door and do
a visual sweep of the area and account for all
residents by doing a head count. The facility
aducated staff of these changes, These findings
lowered the W from a "J" savernity level to an "G"
with engoing monitering to ensure residents
safety/supervision {including falls).
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FOOO
The following Plan of Carrection is the Facility’s Written Credible Allegation of Compliance,
Completion Date: 02/28/2018

F682
The facility denles that the alleged fact as set forth constitute a deficiency under the

interpretations of Federal and State law.

The preparation of the following plan of correction for this defictency does not constitute and
should not be interpreted as an admission nor an agreement by the facility of the truth of the
facts alleged or conclusions set forth in the statement of deficiencies. The plan of correction
prepared for this deficiency was executed solely because provisions of State and Federal law
required it.

With respect to Residents #1, #2 and all similarly situated residents, the facility will assure the
resident environment remains as free of accident hazards as is possible and each resident

receives adequate supervision and assistive devices to prevent accidents. Regarding Resident
#1, the facility placed a wanderguard bracelet on the Resident immediately after the incident
and assessed by the physician on 02/25/2018. The care plan was updated to address the new

intervention.

Regarding Resident #2, the Resident was immediately assessed by the physician, monitored and
fater transferred to the hospital.

Facility administration updated the Door Alarm and Wanderguard Policy on 01/26/2018 and
then again on 02/26/2018 adding that if a door alarm is triggered and the cause is unknown,
staff should go outside the door to do a visual sweep of the area and account for all residents
by doing a head count to match the current census. Facility staff were in-serviced and educated
on the policy changes on 01/26/18 and again on 02/27/18. On 02/22/18, another in-service
was conducted on dementia care, resident safety and supervision and the Missing Resident
policy and procedures were reviewed.

The Director of Nursing (D.0.N.) and/or Designee will review incidents after occurrence and
implement new interventions as possible. In addition, the facility commenced to begin weekly
Fall/Safety Committee meetings which will include input from direct care workers. The
committee will review recent incidents, concerns and interventions with residents having a
higher safety risks. Residents will be assessed for elopement risks, falls and interventions upon
routine care plan meetings.
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F689 (Continued)

Performance shall be monitored by the Quality Assurance Committee (OARA} quarterly to
make sure solutions are permanent.



