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‘This plan of correction is the facility’s credible
The Division of Health Service Regulation, allegation of compliance.

Nursing Home Licensure and Cenlification
Section conducied a complaint investigation
survey from December 30-31, 2013 and It is the practice of this facility to provide
conducted a partial extended survey January 2, nursing services relevant to maintaining a safe
2014. The survey team identified Immediate envirenment for all residents. Tt is the practice
Jecpardy at 483,25 for Resident #4 on December of this facility to assess alt residents to

31, 2013. The Immediate Jeopardy began on determine wha? Sfit(ft)' mtcr\_'cmlons are
Dacember 9, 2013, The Immediate Jeopardy was neeessary to niinimize the risk for cfggement.
removed on January 2, 2014 and the facifity was I hose TCSEd‘?"tS who ha“f %Jcc}} 1dcu_t11z_cdlas an
! left out of compliance at a lower scope and e!opcfncnt 1:|sk by the facﬂ_ltj_,' mtcrdi§c1phnm;y
severity of D {(an isolated deficiency, with no team inclusive of the physician, nursing staff,

. . e and social worker will have appropriate
actual harm with potential for more than minimal s . .
interventions care planned and implemented

harm thatis not fmmediale Jeopardy). with the goal of maintaining safety and
F 323 | 483.25(h) FREE OF ACCIDENT F323)  minimizing the risk for elopement.
55=4 | HAZARDS/SUPERVISION/DEVICES

Corrective action has been achicved for

- The facility must ensure that the resident Resitlent #4 due to being in hospital, Resident 4
environment remains as free of accident hazards 4 was discharged to hospital on December 30
as is possible; and each resident receives 2013, Resident #4 was readmitted to the facility
adequate supervision and assistance devices fo on January 21, 2014.Facility nurse has assessed
pravent accidents. resident # 4 tor clopernent risk and is foElowiné

facility policy and procedure. Resident number
{4 has been placed on 15 minute checks for

i obscrvation (o monitor elopement risk until
facility secures placement in a locked facility.
This REQUIREMENT is not met as evidenced Facility will seck placement appropriate for
by: resident #4 necds and will implement resident
Based on observation, staff interviews and specific interventions with the goal of

‘ record review, the facility falled to prevent one (1) maintaining safely and minimizing the risk for
of seven (7) cognitively impaired residents clopement

{Resident #4) who exhibited wandering behaviors
from eloping from the facility. On December 9,
2013, December 22, 2013 and December 25,

Preparation andfor execution of this plan of correction does not

2013, Resident #4 exited the buddmg constitute admission or agreement by the provider of the tauth of the

: facts alleped or conclusions set forth in the statement of deficiencies.

ns 34 B A P
unsupe ised by staff The plan of correction is prepared andfer executed sotely because it is

reguired by the provisions of federal and state [aws.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X68) DATE

IL 14 W Pmims e br J!&S/l‘-{

Any deficiency siatemen‘ ending with an asterisk (*) denote3a.d¥ficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whether of not 2 plan of correction is provided. For nursing homes, the above findings and pfans of correction are disclosable 14
days following the date these documents are made availabie to the facility. 1 deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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immediate Jeopardy began on 12/09/13 and was

identified on 12/31/13 at 5:33PM. Immediale
Jeopardy was removed on 1/2/14 at 6:30 PM

when the facility provided a credible allegation of

compliance. The facility wilf remain out of
compliance at a scope and severity level D {po

" actual harm with potential for more than minimal

harm that is not immediate jeopardy) fo ensure
monitoring of systems put in place and 100% of
employee training. Findings included:

The manufacturer's instruction on wanderguards

was reviewed. The instruction indicated under

warning "Do not place the signaling device on or
next to metal such as wheelchair frames, jewelry,

watches, etc (etcetera) or allow it fo come in

contact with a door or associated hardware, such
as crash bar, push bar, etc. Metal could interfere

with the signal sent to the door moduls.”

Resident #4 was originally admitted to the facility

7/1/09 with last readmission dated 10/5/13.

Cumulative diagnoses included: encephalopathy
{brain damage), circhosis of the liver (scarring of

the liver and poor liver function) and hepatic
(liver) encephalopathy with a mildly elevated

i ammonia level {worsening of brain function when

the liver is no longer able to remove toxic
substances in the blood. Ammonia is a toxic
substance normally made harmless by the liver.
In liver disease, ammaenia builds up in the body

and elevated ammonia levels can cause, in part,

paor judgment, disorientation, confusion and
changes in thinking).

An etopement risk assessment dated 104313

indicated Resident ##4 propelled herself and had

some assistance with propelling. Resident #4
was content with placement; no aitempt at

Wandering and Elopement behaviors on
December 31, 2013 by members of Nursing
Administration inclusive of the Director of
Nursing, Assistant Director of Nursing, and
Licensed Practical and Registered Nurses, The
assessmert lool is inclusive of evaluation of
behavior, cognition, physical functioning,
history of wandering, and diagnoses.

A resident identified as an
Elopement/Wandering risk has had a care plan
created or reviewed to determine appropriate
interventions necessary to meet the intended
goal of providing safety through minimizing
the risk of elopement.

Tuservice Education provided to alt facility
personnet on the current policy for Wandering
and Blopement beginning on December 31,
2013 and completed on January 1, 2014
Inservice education completed by the facilily
educator and was inclusive of:

Inclusive list of all residents identified as being
at risk for Wandering and Eopement will
continue to be maintained at each nurses
station. The Administrator and members of
Administrative Nursing including the Director
of Nursing, Assistant Dircctor of Nursing,
Resident Care Management Director, and other
members of the Inter Disciplinary Team will
contimue to utilize the formalized morning
Operations and Clinical morning meeting, as a
part of the facility Quality Assurance
Commillee , to discuss any reported clopement
risk belaviors that warrant follow up ;
Members of the Inter Disciplinary Teant will

Preparation and/or execution of this plan of correction does not
constitule admission or agreement by the provider of the tanh of the
facts alleged or conclusions st forth in the statement of deficiencies.
Fhe plan of correction is prepared andfor executed solely because it is

required by the provisions of federal and state laws.
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, All facility residents were assessed for
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elopement. No hehaviors noted. Safety
measures being implemented--wander bracelet/
roam alert. Score 6.0 {score of 10 or greater puts
resident at risk).

A Quarterly Minimum Data Set (MDS) dated
11/2/13 indicaled Resident #4 had short term and
long term memory impairment and maodified
independence with cognitive skills. She required
limited assistance with transfers, No ambulation
I occurred during the assessment period.

. Resident #4 was independent with locomotion on
and off the unit. There was no limitation in range
of motion for the upper/ lower extremities.
Mobility device used was checked as wheelchair.

A care plan last reviewed in Novembear 2013
revealed Resident #4 was at risk for elopement
from facility related to confusicn as evidenced by
episode of elopement from facility. Inferventions
included: approach in a quiet, calm manner using
a soft voice. Ensure a wanderguard {securily
alarm bracelef) was in place at all times and
working properly. Notify physician, responsible

: parly, Administrator and DON {Director of
Nursing} of any elopement atlempts; observe
whereabouts at all times in the facility. Provide
assistance with ambulation.

A nursing note dated 11/10/13 at 3:10 PM stated
Resident #4 attempted 1o leave through the front
. door. Supervisor aware of need for wanderguard
bracelet.

A nursing note dated 11/10/13 at 6:12 PM stated
wanderguard applied to left wrist at 4:30 PM. No
further attempts to go out of a door thus far this
PM.

X4y 1> SUMMARY STATEMENT OF DEFICIENGIES () PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. view i} ive list weekly as part of
F 323 | Continued From page 2 Fapy| evie the cumulative list weekly as part o

Quality Assurance Commiliee activities to
determine if those identified residents are still
exhibiting behaviors indicative of a risk for
wandering and clopement. Residents that
continue to exit seek will be reviewed for
discharge planning as part of the weekly QOL
meeting .All staff who sce any resident having
exit secking behaviors will immediately report
the behaviors to residents nurse, and redirect
the resident consistant with Facilily policy and
procedure. Nurse will evaluate resident for
elopement risk and follow facility policy and
procedure for clopement risk.

Residents deemed at risk will have
wanderguard bracelet placed for safety and
monitoring,

Facility will keep extra bracelet on med carts at
all times. In the absence of bracelet facility will
provide one on one monitoring uatil available,
Extra bracelets were ordered on 12/30/13.
Bracelets were received on 1/7/2014.

Facility Maintenance Supervisor will test doorg
daily Monday through Friday to ensure they ard
working properly for four weeks then weekly
thereafier. Maintenanee Dircctor will log
functionality of doors to ensure they are
working properly, Weekend maintenance
assist/floor tech will check doors on weckends
effective 1/2/2014 and log the funciionality of
the doors to ensure they are functioning
properly.

All residents with wanderguard will be cheekeq
for function and placement Qshift by nurse and
Peeparation and/or execution of this plan of cerrection does not
constitute admissien or agreement by the provider of the tnuth of the

facts alteged or conclusions set farth in the stalement of deficiencies.
‘The plan of correction is prepared andfor executed solely because it is

sequired by the provisions of federal and state faws.
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i . recorded in MAR. Any removal of bracelel
F 323, Continued From page 3 F3231  discovered by staif wi)li be reported to nurse
Anursing note dated 11/13/13 at 10:56 AM stated immediately for further intervention and
Resident #4 at around 7:30 PM was seen replacement. Alf reported elopements or
belween the two front doors at the front of the elopement attempts will continue to be
building. She had goiten out of the first door. reviewed by the IDT teamn Monday through
Her wanderguard bracelet was intact and on her Friday during the Operations and Clinical
left wiist. She was brought back inside by the morning mecting. Facility wilt continue to lock
supervisor on 3-11 shift. front door nightly upon receptionist leaving for
the day. Receptionist will report to A hall nursg
A care plan dated 11/14/13 was reviewed. One of that she is leaving and door needs to be locked
the care problems indicated Resident #4 was an for the night by A Hall nurse ellective
clopement risk/ wanderer AEB (as evidenced by) 1/2/2014.
history of atternpts 1o leave facility unattended.
Interveniions included: Distract Resident #4 from Newly adimitted residents will be assessed by a
wandering by offering pleasant diversions, member of the Nursing Department using the
structured activities, food, conversation, television fuacility assessment tool to determine if he or
and book. Wander device to remain on resident. she is at risk for wandering and clopement. If
the resident is identificd as being at risk a care
A care plan dated November 2013 was reviewed. plan \\.'i]l.be'de\felopcd b)i members ?Fihe
One of the care plan problems indicated Resident !nterdrscEplmz‘try Team with a'ppmpr:atc
#4 at times had deliriurn or an acute confusional m}el.rve'nt'lons 1m;_)lcmcnted WIE.I 1 the goal of
. e g minimizing the risk of wandering and
episodg related to an asso_clatiqn with incr easgd elopement. This is not new policy, but rather
ammonia levels. Ipt-erventtons :nclu‘ded: monitor reinforcement of existing policy.
and report to physician new onset signs/
symploms of delirlum-changes in behavior,
altered mental status, wide varlation in cognitive Facility resident will be assessed every 90 days
function throughout the day, disorientation, or sooner, during the completion of the
cemmunication decline, lethargy, resilessness guarterly Minimum Data Set or upon
and agitation. fdentification of a Significant Change in Status.
The facility tool for assessment of Wandering
A nursing note dated 12/1/13 at 5:49AM stated and Elopement Risk will be completed by the
| Resident #4 was alert and responsive with Resident Care Managentent Director. I the
. periods of confusion noted. assessment tool indicates the resident is at risk
: for wandering and elopement then a resident
Anursing nole daled 12/2/13 at 2:49A) staled specific care plan will be developed and
Resident #4 was alert and verbat with confusion. implemented with interventions for minimizing
Preparation and/or execution of this plar of corection does not
. . constitute admission or agreement by the provider of the truth of the
A nursing nole dated 12/9/13 stated Resident #4, facts alleged of conclusions set forth in the statement of deficiencies.
& at around 9:30 PM was noted by another resident The ?Iznnfrorxeclio.n‘is prepared andfor executed solely because it is
i (Resident #1) leaving the facnhty Resident #4 required by the provisions of federal and state laws.
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; . the risk of wandering and elopement. Thisis
323 | Continued From page 4 F323 not new policy, but rather reinforcement of
was found outside on the side of the building. existing policy.
Resident #4 did not have on a wanderguard
bracelet.
! Acute changes in resident condition will be
i An incident report dated 12/9/13 at 9:30 PM was reviewed by members of the Interdisciplinary
i reviewed and revealed the location of occurrence Team daily in the Operations and Clinical IDT
[ was outdoors. Resident #4 was observed leaving Meeting, Residents exhibiting significant
the building by ancther resident (Resident #1). changes in behavior or clinical condition that
Nursing assistants went to get her and she was may be contributory to the risk of wandering
outside in the parking {ot. She was in her and eEopemcuE, will have a Wandering and
wheelchair. Follow-up Investigation noted that Elopement Assessment teol compleled and
Resident #4 removed her wanderguard bracelet appropriate interventions implemented as
before she tried to elope. The wanderguard aneeessary.
bracelet was replaced on Resident #4. Hourly e L .
rounds on Resident #4 were put into place. The Facility will maintain a comprehensive jog of
" o I x
report did not document how many days they %lfe date tett :ach cmnpth:tcdi W a{nttliel t'ng‘gudt
planned to do the hourly rounds. opement ASSESSIMENE L61 and IE resiaen
specific determination. Newly identified
. . residents at risk for Wandering and Elopement
Awitness statement regarding the elopement on Al b iiewed weekly for four weeks by the
{ 12/9/13 by NA #1 stated she was at the A hall wilt be reviewed weekdy lor four weeks by the
. . d 9:30PM when Resident #1 Interdiscipiinary team, and then quarterly in
; nursing station around 9: 0 g SN hesi ent congruence with Minimum Data Set
came up t_() her and Sl?te‘fd that Resident #4 was assessment, Additional assessments may be
seen outside of the building. NA#1 stated she completed sooner if a sighificant change in
and NA#2 ran out the front door and to the belaviors or clinical functioning is identified.
parking lot of the right side of the building and
found Reside.nt #4 ain;os} to the sicfle\'m'a]k. They Director of Nursing will report to Quality
returned Resident #4 inside the building and Assurance and Performance Improvement with
immediately reporied the incident to the identified trends or patterns. The identified
supervisor. trends or patterns will be reported Lo the
Qualily Assurance and Performance
Awilness statement regarding the slopement on Improvement weekly for four weeks and then
12/9/13 by NA #2 stated she was at A hall nursing monthly for three months. The Quality
station doing flow books arcund 9:30PM, Assurance and Performance [mprovement
Resident #1 came up in his wheelchair saying Commiltee will evaluate the effectiveness of
restdent #4 had gone out the front door in the the plan based on trends identified, and adjust
P 1i dfor execution of this plan of ction d t
front lobby. She and NA#1 wont down 1o the Pt sl exeuon of s ofcacion doee
Eobby and outside. Resident #4 was in her facts alleged or conclusions set forth in the statement of deficiencies.
wheelchair on the left side of the buildiﬂg near the The plan of cormection is prepared andfor executed solely because it is
. required by the provisions of federat and state laws.
curh of the parking lot.
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Resident #1 who saw Resident #4 exit the
building was no longer in the facility and unable to
be interviewed.

A review of laboratory results revealed an
ammonia level on 12/10/13 was 136 {normafis
11-385).

On 12/30/13 at 4:56 PM, Nurse #1 stated it was a
resident who actually saw Resident #4 go out of
the building. Nurse #1 stated Resident #4 had
been without a wanderguard bracelet for awhile
and did not have a wanderguard bracelet in place
on 12/9/13. Nurse #1 stated she did not have a
wanderguard bracelet available to put on
Resident #4 and Resident #4 was put on every
fifteen {15) minute checks { documentation
stating where Resident #4 was [ocated and what
i she was doing every fifteen minutes) after she

| came back in the building. She stated Resident

' #4 stayed pretly much in her room the remainder
of the evening shift.

On 12/30/13 at 5:18 PM, Nurse #2 staled she
was the evening supervisor on 12/9/13. She said
the nursing assistants came to her and told her
that Resident #4 had been spotted ouiside and
they had brought her back in. She stated they
notified the Administrator, Director of Nursing,
physician and resident ' s RP {responsible party})
at the time of the incident and locked the front
door. Nurse #2 said the front door was typically
locked around 8:00 PM by the A hall nurse when
the receptionist left for the evening. Once the
front doors were tocked, an alarm would sound if
someone went out of the door. Nurse #2 stated
Resident #4 did not have a wanderguard bracefet
on until sometime last week. She stated

AVANTE AT CONCORD
CONCORD, NC 28025

(X4} 1D SUMMARY STATERMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION

TAG REGULATCRY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)
. the plan if negative trends are identified. If
F 323 Continued From page 5 F 323 b & )

negative trends are identified, additional
months of close ebservation will occur with
additional staff education.

Date of Completion: January 26, 2014

Preparation and’or execution of this plan of coreection dees net
constitute admission or agreement by the provider of the truth of the
facts alleged or conclustons 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 fedezal and state laws.
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Resident #4 had a wanderguard bracelet on at
one peint but she did not know when it had been
removed. Nurse #2 said she did not know
anything until Resident #4 went out the door.

On 12/31/13 at 9:31 AM, NA#1 stated Resident
#4 was found in the front parking lof on the left
side of the building close to the building. NA#1
said she did not know how long resident #4 was
outside. She stated she did not think Resident #4
had a wanderguard bracelet on. NA#1 did not
remember if any alarms went off during the time
Resident #4 went out of the building.

On 1213113 at 10:54 AM, NA #3 stated she was
assigned to care for Resident #4 on the evening
of 12/9/13. She said that was the first time she
had provided care for Resident #4 and she was
not made aware that Resident #4 was a wanderer
until after she had already gone out of the
building.

On 12/31/13 at 11:22 AM, NA #2 stated Resident
#1 came up to her and NA #1 and told then thal
Resident #4 got out the front door through the
lobby. She stated Resident #4 was on the far
right side of the building in the parking lot facing
the rehabilitation building. Resident #4 told them
she was frying to go to the store. NA#2 stated
the time was around 10:00 PM. She said when
they went out the front door in the lobby, no
alarms went off when they exited the building and
they did not have to unlfock the front door when
they went out to get Resident #4.

On 12/31/13 at i1:30AM, an observation of the
parking lot where resident was found on 12/9/13
was completed with NA #2. She pointed to the
end of the building that would have been the right

FORNM CMS-2567(02-99) Previeus Varslons Obsolote Event {D:8ENGTE Facility 1D: 853050 If conlinuation sheet Page 7 of 21
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side of the building when going out the door and
stated Resident #4 was in the parking lot area at
the end of the building 12/9/13. H was observed
that one of the main entrances was directly
across from the end of the building and that
entrance leads 10 a very busy 4 lane street with
an additional lane in the center for turning.

On 12/31/13 at 4:27 PM, Nurse #2 stated, from
her understanding, Resident #4 was down at the
end of the building near the sidewalk on 12/9/13.
She said the nurse and nursing assistant
rasponsible for Resident #4 said they had just
seen her five {5) to ten (10) minutes prior to
Resident #4 exiting the building. Nurse #2 said it
was cold that evening and she thought Resident
#4 had on a lightweight jacket and her regular
clothes. Nurse #2 said Resident #4 did not have
a wanderguard bracelet on and nursing staff did
not have access to any of the wanderguard
bracelets. She said the wanderguard bracelets
were kept in the DON ' s {Director of Nursing)
office and she was not aware that there were any
kept on the med carls. Nurse #2 stated she
worked on 12/10/13 and Resident #4 did not have
a wanderguard bracelet on 12/10/13 and did not
have one placed untll the end of last week when
Nurse #2 puf one on Resident #4 ' s wheelchair.
She said she did not think hourly rounds were
actually initiated at all even after the 12/9/13
incident,

On 12/16/13, laboratory results revealed
Resident #4 ' s ammonia level was recorded at
68.

A nursing note dated 12/19/13 at 11:32 PM stated
Resident #4 stifl had no wander guard bracelet in
place.
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A nursing nofe dated 12/22/13 at 01:36 AM stated
Neomycin continued due to elevated ammonia
without signs/ symptoms of adverse reaction.
Confusion continued.

Anursing note dated 12/22/13 at 4:36 PM slated
a nursing assistant found Resident #4 outside in
the back parking {ot. Resident #4 said she was

; going fo the store. No injuries were noted.

Resident #4 was brought back into the building
safely.

A nursing note dated 12/22/13 at 8:30 PM stated

a wanderguard bracelet was placed on Resident

#4 ' s wrist. The nursing note did not document if
the wanderguard was replaced at that time.

Anincident report dated 12/22/13 at 4:30 PM
stated a nursing assistant noticed Resident #4
outdoors near {he back parking lot. No injuries
were noted. Mental status before occurrence
was noted as alerV/ disorlented and same after
occurrence. Action taken: Keep closer eye on
resident. Suggest wanderguard bracelet be
applied again.

Awitness staternent dated 12/22/13 by NA#3
said she was getting something out of her car.
When she got out of her car, she saw Resident
#4. When she asked her where she was going,
Resident #4 said she was going to the store.
NA#S told her she could not go o the store and
she would take Resident #4 out of the rain.
Resident #4 said no and NA #3 knocked on the D
hall door and the nurse helped NA #3 get
Resident #4 inside the building.

A nursing note dated 12/23/13 at 01:49 AM staled

F 323
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Resident #4 continued to be confused. Unable to
locate wanderguard bracelet on patient (Resident
#4). Patientwas unable fo recall when/ where/ if
she removed it, There was no notation that a

wanderguard bracelet was reapplied at that time.

A review of taboratory results revealed Resldent
#4* 5 ammonia level on 12/23/13 Wwas 58.

On 12/31/13 at 4:50 PM, Nurse #3 stated the
elopement on 12/22/13 occurred around 4:00 PM.
She stated Resident #4 did not have a
wanderguard bracelet on when she was found
outside. Nurse #3 said she thought Resident #4
used to have one on but her legs were swelling
so they look it off. She was not sure when the
wanderguard bracelet had been removed. She
stated she had never seen Resident remove any
wanderguard bracelets. Nurse #3 said she puta
wanderguard bracelet on Resident #4 ' s left wrist
when she came back in the bullding. Nurse #3
said she did not think they figured out which door
Resident #4 went out but she was in the back
parking lot {employee parking lot). She thought it
was cloudy that day and might have been lightly
raining. Resident #4 was wearing her jacket.

She said no alarms went off to alert them that
Resident #4 had gone out of the building.

Anursing note dated 12/25/13 at 11:38 AM stated
Resident #4 went oul the door unattended. She
was returned to the facility and placed on every
fifteen minute checks.

An incident report dated 12/25/13 stated Resident
#4 exited the facility unattended. No apparent
injury was noted. Resident #4 was placed on
every fifieen minute chacks,
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Awitness statement dated 122513 by Nurse # 4
] stated Resident #4 was noted outside and was
returned by the receptionist.

Anursing note dated 12/26/13 at 1:43 PM stated
a wanderguard bracelet was attached to Resident
#4 and was placed on the back of her wheelchair
out of her view to prevent her from removing the
bracelet.

On 12/31/3 at 3:42PM, recaptionist #2 stated
she was working on 12/25/13 wihen Resident #4
went out of the building. She staied Resident #4
came up to the receplionist desk around 8:00
AM. She was between the receptionist desk and
the Administrator ' s office. Receptionist #4 said

| the wanderguard alarm usually goes off when
they are in that area but the atarm did not go off
at that time. Resident #4 went toward the front

l door of the lobby. She was dressed ina patient

| gown and lightweight jacket. It was very coid that
day. Receptionist#2 stated she got up and
turned Resident #4 around and told her she
needed to go back to her room. She watched
Resident #4 go down D hall fike she was going
pack to her room. Receptionist #2 said around
10-:00 AM, she was at her desk typing, looked up
and saw Resident #4 going past the front door in
the parking lot at the front of the building. She
siated she went out, fatked to Resident #4 and
brought her back in the building. She said she
thought Resident #4 must have gone ouf the side
door on d hall (smployee door). No atarms had
gone off when Resident ##4 exited the building or
when she brought her back in the front door.
Receptionist #2 said she did not see her leave
the building but Resident #4 couid not have been

| outside the building more than ten to fifteen

l minutes. Receptionist #2 stated Resident #4
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could manipulate her wheelchair all by herself
and moved very fast in her wheelchair.

On 12/31/13 at 5:27 PM, Nurse #4 stated
Resident #4 was more agitated than usual on
12/25/13. She said the receptionist came and
told her that Resident #4 had gone out the
employee side door. Nurse #4 stated she couid
not find the wanderguard bracelet on Resident #4
when they brought her back into the bullding.
Nurse #4 said she place Resident #4 on every
fifleen minute checks until they put a
wanderguard bracelet on her the next morning.
When asked if Resident #4 usually wore a
wanderguard bracelet, Nurse #4 stated she had
been wearing one * for a good while " and had it
on her ankle but her ankle swelled so nursing
staff had put it on her wrist. She said nursing
staff checked every shift to make sure it was
there. Nursing documented placement and
function on the Medication Administration Record
(MAR). Nurse #4 said she had not checked for
the wanderguard bracelet that morning. She said
she had not seen Resident #4 take the bracelet
off but she knew Resident #4 had taken it off in
the past.

Areview of the November 2013 MAR revealed no
record of monitoring for placement and function
of wanderguard bracelet.

A review of the December MAR revealed
monitoring for placement every shift and function
every night shift was initiated on 12/26/13.
Documentation was noted that the wanderguard
bracelet was functioning and in place on Resident
#4 ' s wheelchair alt shifts on 12/26/13 through
12/30M3.
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Physician orders were reviewed and revealed a
physician' s order dated 12/26/13 which stated
check wanderguard placement every shift and
function every night shift.

On 12/30/13 at 5:50 PM, receptionist #1 stated
there was a receptionist in the front lobby seven
days a week and worked until 7:00PM. She said
she noiified the nurse on A hall when she was
1 leaving for the day so the nurse could lock the .
| front door and set the front door atarm with a key.

On 12/30/13 at 5:85 PM, Administrative staff #1
| stated there was always an alarm that went off for
| the wanderguard bracelets. He stated Resident
#4 wouid cut off the wanderguard bracelst and
one day last week, hey were talking about where
they could place the wanderguard bracelet so she
| would not cut it off.
l On 12/30/13 at 6:00 PM, the mainienance
supervisor stated the front doors did not have an
l automatic lock on them. Nursing staff locked the
door. An alarm would go off when the door was
locked and alarm was activated. An observation
of how the alarm worked was conducted. The
nurse from A hall came to the front door and
tocked the door on the left side. She raised the
handle on the right side and also activated the
| alarm by using a key in the keypad on the right
side of the door. She demonstrated that the
outside doors would open and there was a
doorbeil on the wall just inside those doors for
people to ring for assistance. When she opened
the inner door, a very loud alarm sounded and
she said that was what sounded if someone was
trying to exit the building from the inside. She
said she usually locked the doors between 7:30
i and 8:00 PM.

FORM CMS-2567(02-99) Pravious Verslons Obsclele Event ID; BENG T Facility 10; 953050 1t continuation sheet Page 13 of 21




PRINTED: 011612014

DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
345130 B.WING 01/02/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
AVANTE AT CONCORD 515 LAKE CONGORD RD
CONCORD, NC 28025
{%4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY}
F 323 | Continued From page 13 F 323

On 12/34/13 at 8:20 AM, Nurse #5 stated
Resident #4 could prope! herself in the
wheslchair and go all over the facility. Nurse #5
said Resident #4 used a wanderguard bracelet
and it had been placed on her wrist and on her
ankle in the past. He said Resident #4 would
remove her bracelet from her wrist and staff were
aware and knew she could do that.

On 12/31/13 at 8:57AM, Nurse #6 stated both of
the elopement care plans were in place and
active. She said Resident #4 hegcomes more
confused when her ammonia levels are elevated.
Nurse #6 said Resident #4 has had a
wanderguard bracelet since June 2011, She

| stated recently, Resident #4 decided she did not
want it on at all. Staff had placed the
wanderguard bracelet on her wheelchair hecause
she needed her wheelchair 1o gst around. Nurse
#5 said she had checked for the wanderguard
bracelet on 12/26/13 and it was on the back of
her wheelchair at that time.

On 12131713 at 9:20 AM, Administrative staff #2
stated, per the elopement policy, all people on
risk for elopement had wanderguard bracelets on
them. If a resident altempted to elope, nursing
staff would nofify her and the Administrator
immediately. The nurse would document the
elopement and, if the resident was injured,
Administrative staff #2 would come to the facility.
She said the family and physician were also
nolified of the elopement. Administrative staff #2
stated that documentation for monitoring for

| function and placement of the wanderguard
bracelet was tocated on the MAR. She said
functioning of the wanderguard bracelet is done
by using a monitor and the light on the monitor

|
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turns green which shows the wanderguard
bracelet is functioning properly. The facility only
had one monitor to check for functioning of the
bracelel. She stated there should have been
documentation on the chart for placement and
function of the wanderguard bracelet.

On 12/31/13 at 9:20 AM, Administrative staff #2
said Resident #4 had recently broken five (5} of
the wanderguard bracelets. She said nursing
staff had applied the wanderguard bracelet to
Resident #4 ' s wrist and Resident #4 had broken
five of them. Nursing staff had told her over a
month ago that Resident #4 was pulling the
wanderguard bracelets off. They had changed
ihe site of the wanderguard bracelst to Resident
##4 ' s non-dominant wrist in November but that
did not work. in December, they had placed the
wanderguard bracelet on the ankle but Resident
#4 * s ankle became swollen so they placed it
back on the wrist area. Administralive staff #2

! stated she told the nursing staff to make sure thal
Resident #4 did not wander out of the building.
She stated the last one was broken on December
20 something and was not sure of exaci date.
She said the last wanderguard bracelet was
applied to the back of the wheelchair arm.

Oon 1231113 at 11:47 AM, Administrative staff #3
stated Resident #4 had worn a wanderguard
bracelet for a long time. Nursing staff on the floor
were supposed to check for function and
placement of the wanderguard bracelet every
shift and record on the MAR that the
wanderguard had been checked. She said there
were new wanderguard bracelets available on
each medication cart so they could be replaced if
they were not funclioning properly. The monitor (
a wireless portable device for testing
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wanderguard |D signaling device bracelets and
for testing working operation for wanderguard iD
door monitors and doer alarms) to check the
wanderguard for functioning was kept on the A
half at the nursing station or in the med cart.
Administrative staff #3 said the monitor was not
working and they had ordered a new one that
day. She said she had not been aware the
monitor was not working until 12/31/13. She also
stated there were no wanderguard bracelets
available in the building-none on the medication
carts.

COn 12/31/13 at 12:00 noon, Resident #4 's
wheelchair was taken to the front lobby door and
the wanderguard alarm sounded appropriately.
The alarm also sounded appropriately when the
wheelchair was taken to the D hall side door
{employee door). Resident #4 was not in the
building at the time and had been admiited to the
hospital on 12/30/13 due to an elevated ammonia
level and lethargy.

On 12/31/13 at 12:15 PM, the person who
ordered supplies stated she had not been aware
that there were no extra wanderguard bracelets in
the building and that the wanderguard monitor
was not working until 12/31/13 and had ordered
both today as well as some extra wanderguard
bracelet straps. An invoice dated 12/31/13 at
8:46AM was noted for a universal deor/ {rigger
tester for the wanderguard bracelets and another
involce dated 12/31/13 at 7:49 AM was noted for
four (4} signaling devices and ten (10}
wristbands.

On 12/31/13 at 4:00 PM, Administrative staff #2
stated the wanderguard bracelet was replaced on

12/9/13-wanderguard was good, just needed

F 323
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straps. She indicated nursing staff said the
bracelet was found on the floor. She stated she
expected nursing staff to document in the nursing
notes when they replaced the wanderguard
bracalet along with the tocation of the
wanderguard. She said nursing staff has
wanderguards in the med carts for replacement if
needed but Resident #4 had broken five of the
wanderguards and facility has had to order more.
She also staled thal resident had been on hourly
monitoring since October 2013, The paper was
posted on her door and every staff member was
supposed to document on the paper every hour.
Administrative staff #2 said they tried every fifteen
checks around September and was changed to
hourly checks in October. When asked regarding
care planning and changes if needed, she said
the care ptanning team (MDS coordinators) was
present in the morning meetings. Resident #4
had been discussed In morning mesting in
December arnd that was where they decided to
put the wanderguard on the wheelehair.

On 12/31/13 at 4:15 PM, Administrative staff #6
stated Resident #4 ' s care plan stated to have
the wanderguard on at all times and if she was
taking them off, nursing staff needed to put
another one on. If she was exhibiting the
behavior of taking them off, the social worker
would be the ane to care plan that behavior and
that must have been why the social worker added
to the care plan 11/14/13. She said she learned
that resident was taking off the bracelets in
December {week of Christmas) and the bracelet
was moved to the back of her wheelchair,

On /2114 at 9:30 AM, Administrative staff #1
siatad the side door {employes door) was not
locked during the day and the alarm was turned
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off when going on and out; however, if a resident
had a wanderguard alarm on, the alarm will
sound when they go near the door. An
obsarvation of the alarm system was conducted
using a resident who had a wanderguard bracelet
an her wrist and a loud alarm sounded when the
door was approached by the resident who had a
wanderguard bracelet on. The alarm sounded
until a staff member reset the alarm.

On 1/2/14 at 3:00 PM, Administrative staff #2
stated she had the following twenty four hour {24)
reporis with the following information noted:
12/3/13 Resident #4 was started on hourly
rounds. On 12/23/13, Resident #4 removed
wanderguard and needs new one; eloped
Saturday {12/22/13). On 12/26/13, Resident #4
went out of the huilding-every fifteen minute
checks. Administrative staff #2 said she had
looked but was unable to find hourly round shests
for 1200113, 12/22113 and 12/25M3.

The Administrator was nofified of the Immediate
Jaopardy on 12/31/13 at 5:33PM.

The facility presented a credible allegation of
compliance on 1/2/14 at 6:30 PM. which included:

Address how the corrective action will be
accomplished for those residents found to have
been affected by the deficient practice:

It is the practice of this facility to provide nursing
services relevant to maintaining a safe
environment for all residents. [tis the practice of
this facility to assess all residents fo determine
what safety interventions are necessary to
prevent elopement. Those resldents who have
been identified as an elopement risk by the facility
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interdisciplinary team inclusive of the physician,
nursing staff, and social worker will have
appropriate interventions care planned and
implemented with the goal of maintaining safety
and minimizing the risk for elopement.

Corrective action has been achieved for Resident
#4 due to being in hospital. Resident # 4 was
discharged 1o hospital on December 30th 2013.
Upon return of resident #4, the facility will assess
resident for elopement risk and follow facility
policy and procedure.

How corrective action will be accomplished for
those residents having potential to be affecled by
the same deficient practice:

All other facility residents with impaired cognition
that do not understand the safety implications for
elopement behavior have the polential fo be
affected by the same alleged deficient practice.

All facility residents were assessed for Wandering
and Elopement behaviors on December 31, 2013
by members of nursing administration inclusive of
the Director of Nursing, Assistant Director of
Nursing, and Licensed Practical and Registered
Nurses. The assessment tool is inclusive of
evaluation of cognition, physical functioning,
history of wandering, and diagnoses.

Any and ali residents identified as an
EicpementMWandering risk has had a care plan
created or reviewed to determine appropriate
interventions necessary to meet the intended goal
of providing safety through minimizing the risk of
elopement.

Address what measures will be put in place or
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systemic changes made to ensure that the
deficient practice will not occur:

In-service aducation was provided to ali facility
personnel on the current policy for Wandering
and Efopement beginning on December 31, 2013
and completing on January 1, 2014.  In-service
education completed by the facility educator and
was inclusive of:

Inclusive list of all residents identified as being at
risk for Wandering and Elopement will be
maintained at each nurse ' s station. Members of
Administrative Nursing including the Director of

: Nursing, Assistant Director of Nursing, Resident
Care Management Director, and other members
of the 10T will review the cumulative list weekly to
determine if those identified residents are stil
exhibiting behaviors indicative of a risk for
wandering and elopement. All staff who sees any
resident having exit seeking behaviors will report
the bshaviors to residents nurse. Staff will also try
and redirect resident. Nurse will evaluate resident
for elopsment risk and follow facility policy and
procedure for elopement risk.

Residents deemed at risk will have wanderguard
bracelet placed for safety and monitoring.

Facility will keep exira bracelet on med carts at all
times. In the absence of bracelet, facility will
provide one on one monitoring until available.
Extra bracelets were ordered on 12/30/13.

Date of Completion: January 2, 2014
immediate Jeopardy was removed on 1/2/14 at

6:30 PM. Observations of residents with
wanderguard bracelets revealed bracelets were
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appropriately placed on the residents and/or on
wheelchairs. Interviews with direct care staff and
licensed staff confirmed they had received
in-servicing on responding to the alarm system,
monitoring of the wanderguard afarm bracelets,
checking the bracelets for functioning and
appropriate documentation and what to do if the
bracelets did not function properly and/or were
not in ptace on residents who wore the
wanderguard bracelets. The location of the book
containing the names of residents who wore the
wanderguard bracelet was in place at A/B hall
and C/I hall nursing stations. Documentation
was provided by the facility that a new monitoring
| device and a supply of extra wanderguard

i bracelets had been ordered. Checks of the

i wanderguard door alarms were conducted and

| the alarms functioned property.
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