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| The resident has the right to be free from any physical ‘ %F’221 ‘
l restraints imposed for purposes of discipline or : ‘ 1
| convenience, and not required to treat the resident's ' The NDU (New Directions Unit) Policy and
1 medical symptoms. | Procedures will be followed directly to :
‘ ; ' insure that improper restraint of a resident "
| ‘ ' does not occur. This is outlined briefly ;
i This REQUIREMENT is not i - ‘ ; ‘~
! Q is not met as evidenced by: ‘below, and a copy of the NDU Policyand !
: Based on review of the facility's polices, review of the i : Procedures are attached
| medical records, and staff interviews it was delermmed' ' . :
: the facility did not ensure that 3 of 4 residents were ‘ : . .
i free from physical restraints via seclusion, imposed for As Stateq 1n_th|s p,mlcy’ the,use of any form
- purposes of discipline or convenience. and not of restraint is subject to review by the IDT
 required to treat the resident’s symptoms. Residents 1. (Inter Disciplinary Team). Even this team
x and 4. ' “cannot, by itself impose the restraint of a
‘ i ude patient. As listed in the procedure, the . 6/8/02
: Findings inciude: - patient, patient family, and the physician .
1. The facility has as pars of their programmatic -are also.lpcluded in the decl§|qn. Even 1
. physical structure. a 12 bed unit called the New when utilized, th_e least rc::‘stnctl_ve means i
- Direction unit (NDU). The NDU is a secure unit : - are to be used with ongoing reviews to :
- requiring a key that 1s in the facility staff's possession determine any change in need. |
i 10 enter or exit the unit. Residenis placed on the NDU Assessments of at risk residents have been |
. are sech}ded from the rest of the residents residing in completed and not just “rubber stamped”
; the facility as they are not atlowed to move freely or to meet the true requirement of least 1‘
: independently outside of the NDU. ; ‘ o . 5
: i ! restrictive. The assessments will also
/2. On 5/8/02, the facility provided it's policy inciude alternative interaction with the 1{
. concerning the NDU to the survey team. The policy - resident to address needs. i.e. Ifa a
. stated the NDU provided a higher staff to resident . ~ resident continually remains an AWOL risk |
ratio ajong \fﬂth special programming to reduce the then the function of the facility will also be .
- risk of emotional and physical harm secondary to poor - reviewed with the resident to try and :
judgement skills and behaviors of cognitively 1mpalred comprehend the perceptions of the :
. residents. Residents eligible for placement in the ‘ id h P h d for him t ;
" NDU are those who were cognitively impaired as resident at. warrantt e.nee OI' 'm .Otry :
determined by a physicians diagnosis, laboratory tests, to leave. Adjustments with ac.t“"t'esv diet,
. MDS {minimum data set comprehensive assessments), _interaction with others, etc. will be revised
~and the Interdisciplinary Team {IDT) detenmination.
21 )
L R (X6 DATE

de iciency statement ending with an fsighsk (*) denotes a deﬁmenc;. which may be excused from correction providing it is determined that other saerUards prm tde
o tficient protection (o the patients. The findings stated above are disclosable whether or not @ plan of correction 15 provided. The findings are disciosable within 14 duys zft

such information is made available 1o the facility. If deficiencies are cited, an approved plan of correction is requistte to continued program pariicipation.
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i | The policy states the NDU will not accept residents for i tO accomplish a more satisfying !
|the purpose of: "1. Staff convenience 2. Involuntary 1 ' environment for the resident. Another i
| . . - . |
! }sje(i‘llus.lon 3:;n}:1un111vetpu|;ushment 4. Intermittent ! " remedy is that, if it is found to be .
{ behavior management... - . . .
\ ¢ N - impossible to modify the perception of the :
| RESIDENT 2 | reS|de|_1ts desne.to leave then a @scha:rge !
; * plan will be put into place that will satisfy
| Resident 2 was admitted to the facility on 5/31/01, ' the resident, if possible, and the Stateso
! with diagnoses of parenoid schizophrenia, cognitive . that the resident enters a situation that can
_diso;derd\\vith;ehaé-.jogs‘ depregsior]], su}icida] ideations, | " best meet his/her needs. This system is in
' H t H S Ste . . .
insulin dependant diabetes, and polysubstance and  place and each team member is aware of
i alcohol abuse. . o . .
! ~ their responsibility of on going review, both -
. Resident 2's medical record was reviewed on 5/7,02. by the IDT and Quality Assurance. This has
‘ i been implemented.
i 1. Review of the facility's contract agreement with
i resident 2, dated 6/13/01. indicated the foltowing: ‘
L} [resident 2]. enter into this agreement with Jthe Resident 1 ha? been assessed and his ‘
facility]. 1understand I will: placement reviewed by the IDT teamand .
. {1). 1 will have my money's managed through [mental independent consultant.
» health caseworker]. 6/8/02
| (2). Not use illegal drugs or alcohol. ' Resident 2 has been discharged from the
' {3). Agree to attend drug and alcohol groups through . facility
| [outpatient menta) health]. " ,
i (4). Agree to have urine and /or blood drug screen 1 \ . !
| tests done on a monthly basis and /or at the staffs | % Res_"dent 4 has been discharged form the i
! discretion. ! ! facility. !
1 (5). Go to Social Services or RN [registered i i ‘
 nurse)/DON [Director of Nursing] when I feel - Other residents in the facility that are in =~ |
: depressez_.;adl, havedpr:SSLlre from other residents, or \‘ need of a more structured environment
 have need/desire to do illegal drugs or alcohol. . such as these three residents will be i
' Upon completion of the above I will be allowed to go . assessed and monitored th I d i
! into the community on a daily basis. 1f 1 do not : d € lper. €po I,cy and
** comply with the above, 1 will veluntarily place mvse]f | proce urf}s Pf the New Dtlrectlons Unit. Any
. on the locked unit for seif protection.” - new admissions will receive the same
‘ ' protocol if a more structured environment
This form wes signed by resident 2. the Social Service . " is suspected or indicated.
representatives, and the Social worker on 6/13/0].
CMS-2367L A1GHR Eventl — 10¥11i Raciliy ID:  UTw0S3 1f continuation shet 2 of
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The physician did not sign this form. There wasno |
i further d0611mentat|on foum-i in the re§|dents mﬁdmal " Even if placement on the NDU does occur,
| record 1o evidence the physician was involved in ol fthe ol t will
{ developing the facility’s contract agreement with . Jollow l.Jp ofthe placement will ocCur per
resident 2.  the policy and procedure of the New
i Directions Unit. Please see attached.
2. Review of the physician's orders from admission on \
! 5/33/01 through 5/7/02 evidenced no docwmentation | To ensure that we are in and remain in
that the physician gave orders for the resident 10 be compliance the facility has hired an
d in the NDU. - .
, placed in the NDU . independent consultant to review our
| 3. The mental health physician’s notes, dated 1/24/02, . | procedure of asse_ssfmem" and l?ehawor
| stated "...0n 12/26/01, fresident 2] was put on the . management. This is per the directed plan
’1 closed/locked unit due to his repeated calls o 911. " - of comection. The facility has already 6/8/02
s : _ . received the initial consultation report and
- 4. The IDT (Interdisciphinary Team) meeting minutes ~ the first weekly report. A copy of these are
T WEEL re\'i(’\\'ed fOT 1h€‘ (falt?s of 5-"3]}01 lhr()ugh 4/2:02 ‘ attached indicating our progress and
! No documentation was found to evidence the resident’s liance with the directed plan
| attending physician was an active member of the IDT - comphi W ! pian.
| team. ! ' .
! * The IDT team has been inserviced to ensure
i Documentation of the IDT meeting for the date  that the system is in place is to make good
2/21/02 indicated the following: ' judgement regarding the finding of
- Planof Care: N Placed 1 . resident assessments and effective
. - Plan of Case: Nursing...Placed on NDU | followup of useful behavior management
| [secondarv 10] phone calls made to emerg. ‘ | This i . held on J 4th
[emergency] services...Summary of Care Plan ‘ P ans: 18 msen_”ce was nela on June
i Conference Discussion. Pt moved out of NDU in Feb. . and given by the independent consultant.
[February] [with] 1 episode noted of inapp. : i
[inappropriate] phone use. 'Will moniter for cont. i
; [continued] episodes. Ptinformed if episodes cont. | This plan of correction was reviewed by the
I [continue] he will be placed on NDU again." There Quahty Assurance Committee on June 4,
\ was no documentation found in the IDT meetings i
regardmg the specific dates of when resident 2 was 2002 This plan will be monitored by the
1 placed in the NDU or when he was released from the
i NDU.
i
| 5. The nurse's notes were reviewed from 5/31/01
“ through 4/2/02. Documentation included the
L-'—:.;ﬁ:»é‘; i ATGHI2000 Event | 10Y 111 Facitity 1D:  UTOOSS If continuation sheet 3 of
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i following: :
b
i 12/25/01 at 5:45 PM: "Pt [patient] came up 10 nurses
| station and said he just called the paramedics. 1 asked
i why and he said he was hearing voices to kill himself.”
| 12/25/01 at 6:00 PM: "Paramedics arrived. Obtained - QA Commme? nOt I?SS than eacl'-l qua!ter'
| Pt information et (and) stated that they would probably . However, the initial implementation will be
' be taking Pt to [hospital] for eval [evaluation).” . reviewed by the independent consultant
. and included on his weekly review to
- 12/26/01 a112:15 AM: "Ptback to facility insure, and provide documentation of
from[hospital] ER [emergency room) via cab... compliance, and that an effective plan has
. There was no documentation found in the nurse's been placed into affect. 6/8/02
notes that the resident was placed on the NDU on . . .
12/26/01 as per the mental health physician's The Administrator has coordinated this
- documentation on 1/24/02. The {first nurse's note to . effort with the Director of Nursing who wili
: document that resident 2 was residing on the NDU monitor the procedure and be responsible
. ?VHSZ 1/17/02 at 9:30 AM: " Amb. ad lib [ﬂﬁ ]ibert}'] that this p!an is fouowed_ The director of
inNDU ... nursing will make a follow up report at the
; The nurses notes did not document a date that the - Quarterly Qua“t:‘l Assuranc.e Meetings.
t resident left the NDU, moving o the open, non-secure 1 The_se reports will not only include that
: area of the facility to reside. The purses notes. Policy and Procedure have been followed,
| however, continued to document incidents of AWOL t but also any recommendations for
' behaviors and the placement of resident 2 in the NDU ! implovement will be reviewed and
| in March 2002. implemented if warranted.
; ! . i j fovr owe
1 3/6/02: "Pt noted by CNA [certified nurse aide] to ; DDQ/JOT w Al meet wee k\:ﬁ
! have left room and facility [without] signing ontn Hhew esabj mondin,
‘ out...Social Work office notified...instructed to place :
i pt on locked Alzheimer unit upon his arrival back to
! facility.”
" Nurse's notes documented the resident retumed to the
facility on 3/8/02, however there was nc
- documentation noted that the resident was placed in
the NDU on that date.
E.‘:?SABS‘(‘}?L ATG112000 Event) LY Foeidiry 1D LT00ss h"cr.mlinu..;mn:!lu.'. I:‘l :l:—
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: 3/29/02 at 5:00 PM: "Police came to desk and stated ‘
- [resident 2] called and said that [another resident] was
following him all over the facility and threatening him
[with] a knife - pt. did not notify any of the staff,

Story not substantiated by any witnesses, staff or

- restdents...pt. placed in NDU for more structured

. environment/supervision.”

6. Review of resident 2's Plan of Care, dated 6/13/01,
- evidenced the following:

"Problem #1: Alteration in behavior r/t [related to]
worsening of chronic illness.... Approach:...7. Res.
[resiclent] is not to leave factlity unsupervised

- |without] staff or { without] approval from 1DT."

" 7. The Social Service representative was interviewed

“on 5/8/02 at 3:00 PM. When asked if the facility had a
systen1in place to assess and evaluate residents for
placement on the NDU, she stated, "No."

- 8. The DON was interviewed on 5/9/02. When asked
- if the facility had a systematic process in place to
implement a least restrictive restraint and to assess
residents before they are placed on the NDU, the DON
- stated they do not have a formal process in place.

. 9. The facility did not develop or follow a systematic

: process to evaluate and care plan the placement of
resident 2 on the NDU. The facility did not assess or
implement less restrictive measures prior to using the

: NDU as a restraint, or update the plan of care to reflect

the placement of resident 2 on the NDU.

- 10. There was no documentation found to evidence
the IDT meetings inchuded the resident's physician in
- the decision to place the resident on the NDU.

11. Resident 2 was placed at least 2 times in the
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|
!
1
|
\

! facility's secure NDU from 12/26/01 until 3/6/02.

| Length of stay is not indicated specifically, however,

i documentation shows that the stays in the NDU were

i not of a temporary or short term matter and were not

reflective of the conditions the resident agreed to in his

i facility generated behavior contract. The facility 1

. consistenily decuments that the behaviors exhibited by

: resident 2 which resulted in NDU placement were the .
inappropriate use of the telephone to contact ; |

| emergency services, ' ;

RESIDENT 1

Resident 1 was a 42 vear old male resident admitted to !
the facility on §/7/01, with the following diagnoses:
trauvmatic head mjury, severe cognitive deficit with
aggressive behaviors and aphasta (difficulty
. communicating). Resident 1 was admitted to the open |
- area of the faciiity (not in the locked secure unit).

Review of resident 1's medical record on 5/9/02

revealed the following:

]. Review of the admission MDS dated 8/14/01 | .
indicaied that the resident had problems with short and

long terrn memory, moderately impaired cognitive
skills (decisions poor, cues/supervision required), i
Indicators of delirium and disordered thinking were |
also documented including; easily distracted and |
periods of restlessness. He was targeted as having i
difficuity with communication: "Sometimes
understood {ability is limited to making concrete
requests]”, and "Sometimes understands-[responds : ‘
adequately to simple, direct communication]”. He was |
noted to have indicators of anxiety evidenced by
asking; "Repetitive questions-¢.g......, Where do 1 go?
What do 1 do?". He also had verbally abusive
behavior which occurred on 1 to 3 days in a week.
Resident 1 was also documenied as being independent

CLISDSATL ATGH 000 Evenl  10Y111 Facility ID:  UT0052 f continuation sheet & of
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with walking. The assessment indicated that the |
resident had a legal guardian. {
i

2. Review of the current recertification of Physician's

Orders for the period of March 26, 2002 to May 26 of |
2002, revealed a house order for leave of absence
status. It stated "[May] go owt on pass with [family, !
staff] [with] medications”. :

2. Social Service Progress notes documented the
; following:

A social service note dated 8/7/01, the day of
- admission. indicated the resident had a traumatic brain
tinjury and severe cognitive deficit. "Resident is '
oriented to his name and with reminders can find his
- room.”

A note dated 8/16/01 documented that the "Resident is
at risk for AWOL. He leaves the facility and wanting
to go home."

| Notes dated 9/27/01 stated the following: "No

. progress shown with decreasing risk at AWOL. '
: Resident has several episodes of successfully going
AWOL from facility. Police were notified of every
incident and police have brought resident back to
facility unharmed. Wife has purchased ID bractlet i
" with Midtown information.....Resident short term }
memory is very poor.”

. A note dated 11/8/01 stated: "Resident has had

: several episodes of going AWOL from facility,
_because he wants to go home. Resident does wear a

: ID bracelet and has always been brought back by

" police safely. Signs have been posted at front door to
prevent him from leaving facility”.

-4 Aninmerview was conducted on 5/10/02, at 2;30

2567
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER'CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING C
465124 5/10/02
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
, ) 125 SOUTH 900 WEST
MIDTOWN MANOR SALT LAKE CITY, UT 84104
(X9H1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIN (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! i DEFICIENCY)
F 2211 Continued From page 6 F 221 i

ATG1 12000 Event] I0Y111

Facility ID: UTOCS3

If comtinuation sheet 7 of




DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

PRINTED: 323
FORM APPROVE
2367

367
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER'CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B WING C
465124 5/10/02

NAME OF PROVIDER OR SUPPLIER

MIDTOWN MANOR

STREET ADDRESS. CITY, STATE, ZIP CODE

125 SOUTH %00 WEST
SALT LAKE CITY, UT

84104

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYTING INFORMATION)

(xH 1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

o]
PREFIX !
1AG |

X35
COMPLETE
DATE

F 221 , Continued From page 7

| PM with the director of nurses, where he made

| reference to the signs. He indicated that signs were |
posted on the front door of the facility to stop resident |
1 when leaving the facility. He stated it worked well |
for a while but later seemed to have no effect. The |
sign was observed by the surveyor and it directed :
residents to stop and be sure to check out prior to |
leaving. The sign was not specifically directed to !
resident 1. i

. & Social services progress note dated 4/18/02, stated:
! "Resident recently placed on NDU for structure
environment due to going AWOL trom facility

i numerous times. Poses himself to being a danger 10

. self. Resident successfully made it to the airportand |
was brought back by pelice. Resident is unaware of -
his surrounding and whereabouts. Resident has always ,
agreed to return to facility and does wear a ID i
i bracelet. Resident 1s not adjusting well to being on ;
' NDU and has had an increase in behaviors and '
. attempts to go AWOL when going to activities +or :
[and orjmeals....Resident will continue to reside on i
- NDU for structure environment and for his safety.” :

' The social service progress notes did not document !
i when resident 1 was placed in the unit, who was @
!involved in the decision making, if the physician was |
| involved or the assessment process that was used to i
determine the need for placement. The notes did !
document an increase in behaviors. i
|
i
|
|

: 6. Interview with the Sccial Service representative, on E
' 5/9/02, indicated that the resident's guardian was ,
. notified and agreed to the placement in the secure unit.
: When questioned about who made the decision to
 place residents in the unit she stated usually the IDT
. (interdisciplinary team) would discuss it along with the -
" administrator. She stated resident 1 was placed in the
NDU after he went AWOL and was found at the

P F 221
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! 7. Review of the physicians orders revealed there was
| no physician's order in resident 1's medical record for
| .

 him to be placed in the NDU.

i 8. Review of the Care Plan Conference Summaries

' revealed the following {The summaries are brief notes
i docurnenting IDT meetings which are held at least

; quarterly and resident care issues and care plan goals

[ are discussed):

' The care plan summary for the second quarter dated
: 1/21/02. documented the following: "decreasing

. episodes of hitting. verbal, cursing down, AWOLs

: down".

i The care plan summary for the third quarter, dated

| 4/18/02, documented that the resident had been noted

. to have an increase in behaviors after he was placed n

: the unit: "Pt. placed on NDU due 1o ongoing AWOL

. episodes... P1. will AWOL with outside NDU activity -
- activities must be in NDU. Physical, verbal outbursts,

! AWOL episodes.... Pt. with physical outbursts with

| redirection back to NDU."

''9. The care plan summary for an MDS status change
i dated 5/2/02, documented the following: "Memory

| deficit due to TBI [traumatic brain injury] placed on
( the NDU. Behaviors-physically abusive

| increased....Attended bingo out of NDU and stayed -
| did leave activity in the day room [also out of the

! NDUJ.... Increased behaviors-hitting, verbal-cont.

! [contipued] attempted AWOLs....ongoing combative
- episodes physically attacking staff. Long term care.

: Phvsical outbursts towards staff since being placed on
- NDU".

In the portion of the form titled "Summary of Care

CM5-2567L ATGIIZ000 Evenl | 10Y11} Facility ID:

UTGess
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- Plan Conference Discussion” it stated: "Pt. has had

r increased episodes of attempted AWOLs - pt
physically aggressive with redirection back to NDU."

" The JDT team identified an increase in behaviors

~ during this meeting, which was held eight weeks after

- resident 1 was placed i the NDU.

10. Review of the nurses notes revealed ongoing
incidents of AWOL from the date of admission 8/7/01
10 3/11/02, when the resident was placed in the NDU.

A note dated 3/11/02, documented the following: At
9:00 AM. "P1. AWOL family and SLPD [Salt Lake
Police Department] notitied.” At 5:00 PM "P1

- returned to the facility - staff located pt. at SL airport -
pt. placed in NDU - locked unit for more structured
environment due to AWOL behavior - will cont.
[continue] to momtor. Family notified." The nurse's
note did not document the decision making process
mvolved in placing resident 1 in the secured NDU.

" There was no documentation of who was involved in
the decision 1.€. staff members, physician. There was
no indication in the note about whether the family
member was notified simply of the AWOL, or if the
guardian was actively involved in making the decision

- to place the resident in the NDU.

A note dated 3/19/02, eight days after it appears the
- resident was transferred into the NDU, documented
- that: "resident 1 was seen by the physician for an

increase in behaviors.” New medication orders were

management plan was ordered,
A note writlen on 4/24/02, six weeks afier admission
10 the NDU, indicated that resident 1 "contipues with

some behaviors no significant changes noted".

The resident had displayed an increase of behaviors,

- given in order to decrease the agitation and a behavior -
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for which the staff requested additional medications
after he was placed on the ND1J.

11. The core plan for resident 1 was reviewed. It
included Problem #2 regarding an "alteration in

- behaviors", dated the day of admission (8/7/01). This -
care piap problem was reviewed and continued
without change by the IDT on these dates: 8/16/01,
9/27/01, 11/8/01 1/31/02, 4/18/02 and 5/02/02. No
change in the care plan was made when the resident
was placed in the NDU. The care plan approaches
included:

"(1). Document all AWOL attempts on data collection
sheets on a 24 hr, basis. :

{2). Monitor data collection sheets-report any changes
to RN/DON. '

{3} Monitor res. whereabouts frequently to decrease
chances of AWOL.

(4). Provide reaseurance/redirection as needed.

{5). M resident is successful in AWOL =

a. Search facility and grounds - announce on PA
system.

b. Cali police ASAP.

c. Notify RN/DON or owner/Adm. (administrator) also
family &/or guardian.

{6). See policy on AWOL.

{7). Use validation techniques to discuss with the
resident the emotions behind attempts to leave the
facility.

(8). Agsure res. is provided with ample physical
activities.

{(9). 1f tolerated place bell on wheel chair or shoe
string so whereabouts can be readily determined”.

There was no indication in the medical record that the
care plan approach 10: place a bell on the resident's
shoe 10 help keep track of the resident, was tried prior
to placement of resident 1 1n the unit.

CMS-2367L ATGH 200 Event | oY 11t Faciluy 10 UToos?
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* Continued From page i1

i 12. Review indicated that resident 1 was placed on a
. "Behavior Management Plan". It was dated 3/20/02,
: {nine days after the resident was placed in the secure
unit). The behaviors listed were aggression with
. physical and verbal abuse. The behaviors were noted
' to revolve around cigaretie issues or wanling to go
home. The behaviors were directed toward staff, and
. there was a history of him directing his behaviors
toward peers when they would not give him one of
their ctgarettes. The pian indicated that according to

P F 221

i the data collection sheets there had been an increase in

- physical and verbal abusive behaviors and going
AWOL from the facility related to wanting to go home
&ror searching for cigarettes. The behavior
management plan was not directed towards altering
resident 1's AWOL behavior.

The care plan and the behavior managerment plan made !

no mention of resident 1 residing in the secure unit
which limited the residents ability to move freely about

the facility and any additional behavioral manifestation

this may have promoted. The only mention of the
resident's environment was to "provide a calm,
consistent, predictable environment”.

There was no documentation indicating what less
restrictive altematives were tried or considered prior to
placing resident 4 in the NDU. There was no
documentation that the physician was involved in the
decision making process. The nurse’s notes did not
document clearly that the puardian had given consent

1
I
H
i
i

for the move to the unit. 1t was not clear that there was |

a svstematic process or criteria used in deciding
resident 4 would benefit by placement in the secure
unit.

RESIDENT 4

i DATE
|
|
1
|

ATG112000 Event | 107111

Facility 1IDx ©¥T0052.
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{ Resident 4 was admitied to the facility on 1/29/02 with -

| diagnoses that included: dementia with depressive

! features and behaviors secondary to traumatic brain
injury, hypertension, non-insulin dependant diabetes, |

prostate cancer. and colon cancer. 3

\
Review of resident 4's closed medical record on ‘ | ‘
5/9/02, revealed the following: ‘ |

| |

1. An admussion physician's order, dated 1/29/02, !
. documenting that resident 4 could have LOA (leave of - ‘ 1
. absence) privileges with family or staff, (not : i
independently),

2. Review of the admission MDS, dated 2/11/02,
inchcated that resident 4 had problems with short and
long term memory, moderately impaired cognitive

- skills {decision making poor, cues/supervision

- required). Indicators of delirium and disordered
thinking were documented as "easily distracted”.

" He was 1argeted as having difficuity with

: communication: "sometimes understoed (ability is

. limited to making concrete requests)”, and "Sometimes
understands (responds adequately to simple, direct
communication)”.

Resident 4 had wandering behaviors that occurred 1
: to 3 times ina week. He was also documented as : '
being independent with walking. ? '

i 3. Review of resident 4's undated comprehensive plan i
- of care on 5/9/02. documented under problem 3, that : ! . |

resident 4 was an "AWOL risk per previous history |
© and cognitive impairment”.

' The approach for this care plan problem included "..3.
" Monitor residents whereabouts frequently to
" [decrease] chances of AWOL... 5. If resident is
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| successful in AWOL: A. Search the facility & ‘
| grounds; B. Cail police ASAP; C. Notify RN/DON or
| Admin., also family and/or guardian”. '

|

| 4. The nurses document, from 2/3/02 to 3/1/02 that |

the resident had no AWOL attempts, but that resident |

4 would "wonder aimlessty” in and out of other
residents rooms.

I 3
A nurse's note, dated 3/1/02 at 9:00 PM, stated "P1. |

confused and came out frequently in new room i

. (moved noon today). Couldn't sleep at night, observed :

D anvious/nervous. reoriented about new surroundings.

Will continue to momtor”.

A nurses note dated. 3/2/02 at 12:15 PM, documented .
"...no episodes of AWOL since placed on open unit”,
indicating that the "move” discussed above was from

» the secure NDU 1o the open unit funsecured).

: §. No documentation could be found n resident 4's

i medical record that an assessment had been made by
the IDT and what was invelved in the decision making :
- process before placing resident 4 on the open unit.
There was no physician's order found indicating to
; move resident 4 1o the open unit. Resident 4's care
| plan had not been updated to reflect that change.

i 6. The nurses documented AWOL attempts by

| resident 4 on 3/2/02, 3/3/02, 3/8/02 and 3/10/02.

| On 3/12/02 at 7:25 PM, a nurses note documented

! "CNA reported pt. is not in his room, search made of
| facility. unable to locate pt. in building. Unable to

i locate pt outside of bidg. (building) or surrounding

i area...Call placed to [police]...". At7:50 PM the

: nurse documented that a police officer was in the

s facality.

ChS 23671 ATGIE Event]  10Y111
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{ At8:45 PM the nurse documented that resident 4 was
' found in the NDU and the police were notified. ! |

7. A nurses note, dated 3/15/02 at 8:00 PM,
i documented "Pt. alert et {and) confused ongoing. Is
resting in bed at New Directions Unit...".

8. Nop documentation could be found in resident 4's
medical record that an assessment had been made by
*the IDT or that any system or criteria was used prior to
 placing resident 4 back on the NDU. There was no

- physician’s order found stating to move resident 4 back
. to the NDU. Resident 4's care plan had not been
updated 1o reflect the change.

0. A review of resident 4's Care Plan Conference

. Summarics dated 2/2/02. 2/11/02, 2/28/02 and 3/28/02

all document that resident 4 was an AWOL risk and

. continued 1o spend time on NDU. There was no

documentation found to show that resident 4's

! attending physician was an active member of the IDT

: team. !

10. No documentation was available which indicated i
that other Jess restrictive alternatives had been tried i
prior 1o Te-admitting resident 4 to the secure unit. i

, .
F 224 | 483.13(c)(1)() STAFF TREATMENT OF F24 |
$S=K | RESIDENTS !

- The facility must develop and implement written |
| policies and procedures that prohibit mistreatment, i
I neplect, and abuse of residents and misappropriation
: of resident property.

| (Use F224 for deficiencies concerning mistreatment,
neglect or musappropriation of resident property.

ATGIT2000 Event [ wyin Facility ID: - UT0G53 Il continuatior, sheet 15 of
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* This REQUIREMENT is not met as evidenced by:
" Based on review of resident medical records, review of F-224
facility policies, and staff interviews it was determined -
* that the facility did not assess, care plan and monior Resident 1 has been assessed for
" residents with AWOL (absent without leave) behaviors appropriate placement on the NDU with
- which led to neglect for 5 of 8 sample residents. the proper procedure having been followed
" Neglect is defined as failure to provide goods and and reviewed by the independent ‘
1 ’ ‘0id physi [¢ .
services necessary fo avoid physical harm, mental consultant. The NDU policy and procedure
anguish, or mental illness. Residents 1,2, 3,4, and 5. R . .
will be followed for continued review.
Findings include:
Resident 2 has been discharged.
1. The facility failed to establish and implement
policies which identified situations which constitute Resident 3 has been discharged.
neglect including failure to identify the abandonmemt
ide g W sidents . .
ofrn?sl(]cnls.by a cl?all_e nurse. A O‘L l’eblrt'k ns. Resident 4 has been discharged. 6/8/02
missing residents, involuntary seclusion of residents
and other situations which resulted in residents not ) ]
receiving needed services that the facility was Resident 5, who is not on the NDU has
responsible to provide. been evaluated and received new LOA
requirements that are less restrictive. This
2. The facility adduntionally failed 10 implement the was reviewed by Valley Mental Health, the
already e'stabi:shed policy rggardmg steps to be taken " QA Committee and the residents doctor.
- when residents were determined to be missing. .
3. On 5/8/02, the facility's "Missing Patient  Resident 7 has been discharged.
Procedure” policy was reviewed.
' All current residents’ LOA requirements
* In summary, the policy states that the aide assigned to have been reviewed and updated. New
a given resident is responsible for knowing where their " Admissions will be reviewed by IDT team.
assigned residents are at all times. If a resident is
missing, the aide is 1o notify the charge nurse and a .
search is begun. An organized search is to start after To protect Oth_er current residents, and to
10 to 15 minutes has occurred. The policy states: : ha\fe.an_ ongoing pl_a_n that Qrotects any new
admissions the facility has implemented a
" When notified by an atiendant that a patient 1s new protocol and procedure to ensure that
missing, the pursing supervisor is to imumediately
notify other supervisors . .. Time is a major {actor in
finding missing patients, Inumediate danges is present
CMS-2347L ATG112000 Event | 10Y 111 Faciitty ID: UTGOSS T continuation sheel 10 of
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- when elderly patients, particularly those who are . ) i
: confused, are exposed to street traffic, hazardous the location of residents are monitored !
: terrain, or physical exposure to sun, heat, or inclement and, that if missing or AWOL, a procedure
- weather. . . Therefore it is important that missing to locate and report the situation. The
. patients be discovered soon, and that efforts be . attached policy and procedures have been
' grganm dth h .. . . ‘
' organized and thoroug implemented. Training of personnel and
" If preliminary search efforts fail to locate the patient Ongomg training for new personnel and
- (approximately 1 hour of sustained search), the review for current employees have been
administrator is to be called, regardless of the day or initiated. Specific inservices have been
hour...If the admmunistrator is not available, the director held and “spot” checks of employees
is to ch‘ ]ca]ie}d. f"rla‘?admjgistmior and‘or d!re‘c.tm are demonstrating that they have learned and
to travel to the facil |‘t_v and assume rf:sponmblhry for understand the training that has been 6/8/02
the search, and notify outside agencies . .. . .
given has been accomplished. All work
Police to be notified of patient missing 30 minutes. b, Shlf‘l? have be_en covered with regard to this
The family or other Responsible Persons...c. The training. A brief overview of the training
Attending Physician. d. The Health Department.." includes: A time frame that each care giver
, or employee who is responsible for a
- RESIDENT 2 resident initials that they have personally
Resident 2 was admitted to the facil; SA1/01 wi seen the resident. A copy of this form is
esident 2 was admtted o the facility on 5/31/04 with attached, There is also a form that the
diagnoses of paranoid schizophrenia, cognitive . hat indicates th
disorder with behaviors, depression. suicidal ideations. employee signs t a_t Incica es, _e
insulin dependant diabetes, and pelysubstance and employee has received the training to
- alcohol abuse. accomplish the items listed above.
A method that monitors residents who are
- On 5/7/02 resident 2's medical record was reviewed on a leave of absence has been initiated.
3/02 i i - . .
a“doit‘; i’ ; é ?;f:il:;ak;f;ghpdfﬁe D:p“m”ert“d o ‘They are within a timeframe or will be
rep ' riewed. Together they documented the —r
following AWOL episodes: placed on missing / AWOL status. The
' procedure covers who the employee
1. 1/6/02 at 6:40 PM facility documents resident reports the information that a resident is
"disappeared”. Police notified facility that resident missing. The immediate follow up of
tried to commit suicide and transported to the hospital. looking for the resident, the time frame in
6/02 11555 PM (oer Sal which other agencies are to be notified and
2. 3/6/02 11:55 {per Salt Lake City Police) to o ; ; i
" . ) : specific police reporting requirements are
3/6/02 3:00 PM. Police notified by facility 3/7/02 P pofice rep greq
6:20 AM. Resident time out of facility was 39 hours
(:_'-?‘: RIS ATGHZ0%0 Event] 10Y 141 Facility 1D: UTO0033 I continuation sheet 17 ol
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| and police notified 7 hours after AWOL ‘
, o included. A procedure has been :
'L f;' t‘f’ 1(102 5;?2%2“{1_8641;502 If'-(])_o PM-t ,'Ifo:;el “1‘;;'““1 implemented so that agencies who
| B WOL discovered and resident was found received a report of a missing resident are |
! hours after AWOL discovered and resident was found h . |
35 1/2 hours after noted missing. i con_tactgd about the reS|dlents returr_l and
1 any pertinent data regarding the resident, |
| Resident 2's medical record was reviewed on 5/7/02 such as physical condition, etc. This \
| and documented the following: ' pmcedure was completed and L 6/8/02
' _ N implemented along with the inservice !
t 1. Review of the physician's orders revealed an order, training. The information is attached !
" dated 5/31/01 (the resident’s admission date to the As ecif.ic agenda item will be include.d for |
+ facitity). stating the resident "May go out on pass with . P ) & . '
- family, staff with medications.” This indicated the d|scu§s;on atthe nghty Assurance
! resident was not 1o leave the facility unsupervised. Meetings. The effectiveness of these
procedures will be reviewed, monitored,
2. Review of the resident 2's Social Service Progress and revised if improvements are indicated
- Record. dated 5/31/01 indicated, "...Long term or recommended.
memory is fair and short term memory is poor...He
lacks judgernent and has little insite into his medical or Inservices on the above procedures were
i psychiatric condition...” ) .
? given on May 11, May 13t May 14'"; May ,
3. Review of resident 2's Plan of Care, dated 6/13/01, 15th; & May 30t. All shifts, and all
* evidenced the following: personnel received this inservice. :
: o The inservice was given by the |
' Problemn #1: "Alteration in behavior t/t {related to] Administrator and Social Services. Follow i
* worsening of chronic illness...May be complicated by up training will be done for review of !
1. Behavior that endangers resident...External factors: i P | d ori tion f !
. 1. Poor decision making ability...” | current employees, and orienta IOT.I ornew.
- Approach: "..7. Res. [resident] is not to leave | employees. The schedule for ongoing |
. facility unsupervised [without] staff or [without] review of the policy and procedureis a
approval from IDT (Interdisciplinary Team).” } mandatory employee meeting on the third
: o ‘ Friday of each month.
Problem #2: "Alteration in mood t/t cognitive
impairments. m'b [manifested by] suicidal actions...”
Goals: "Res. [tesident] will [decrease] potential of
. suicide as evident by following thru next review. a.
Res will-be free from suicide attempts [with] [ne] s/s
[sizns and symntoms] of physical harm on a daily
CMS-25070 ATGH2000 Event! 10V} Facitty ID:  UT0033 If continuation shezt 18 of
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| basis. B. Have [no] verbalizations of suicide | i
| thoughts/plans on a daily basis.” _ Z !
| Approach: "...7. Assess Res. suicidal potential 4 i
i evaluate the level of suicide precautions daily." ! _ !
1 ; 1
i Documentation on resident 2's Plan of Care evidenced - L . . t
I it had been reviewed on 7/26/01, 9/6/01, and 11/24/01., This will be monitored by the Director of :
- The was no evidence found that the Plan of Care for | - Nursing and part of his report at the
' these problems had been updated or changed by the Quarterly Quality Assurance Meetings. 6/8/02

i
|
i facility staff on the dates reviewed. " However, the initial implementation of the |

. . plan was reviewed at a Quality Assurance
i 4. Resideni 2's Behavior Management Plan, dated

| 6/13/01, was reviewed and it documented the _Commlttee Meetmg onJune 4, 2002 to
 following: insure that viable plan had been placed

' ) into effect.

"Problem: Suicide actions/attempts. Several...” : :

; Goals: "[No]s's of physical harm on a daily basis..." DCN/J‘BT will mee i wee i;_Lj X | mew’w;..
| Approaches: "...8. Residents whereabouts and ;
I activities will be monitored. . Resident wiil be ! +ren edb\ﬂ aoniw, '

i accompanied by a staft member while at activities in |
i or out of the facility. 10. Resident has attempted

i suicide in the past by obtaining drugs and alcohol from
| out in the community. Res. will not be allowed to :

! leave facility unsupervised and/or without approval ‘
i from IDT. 11. Assess resident's suicidal potential and | ’
evaluate the level of suicide precautions daily.” 1
| |
, 5. The nurse’s notes were reviewed for the time period !
- of 5/31/01 through 4/2/02. Documentation included ‘

L
. |
, the following: i

1/6/02 a1 6:00 PM: "Pt refused [medication]...took at
18:40 {6:40 PM] and then disappeared..." There was
. no documeniation found to evidence the facility
-1 attempted to locate resident 2 or notified the police !
when the resident disappeared. "...Police officer came :
' into the facility, he stated [resident 2] got a crime ‘
- number...because he tried to do a suicide in the middle -
of the road....[the patient was taken to the hospital by

CMS 3671 ATGHz000 Eventl  10vIH Facily ID:  UTouss If continuaticn sheet b4 of
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the police}...Called [physician] to notify about :
| [resident’s] event and got a new order - Haldol f{
| [antipsychotic] 5 mg |milligrams] IM [intramuscular]

BID [2 umes daily)or PRN [as needed]. Will continue
to monitor.”

1/7/02 at 7:30 AM: "Ptstill AWOL .. Called : !
| [hospital] to inquire of Pt whereabouts. They said he i 5
} left in a cab..."” There was no documentation found to
| evidence the facility notified the police that the

. resident was AWOL after being released from the

| hospital.

‘ 1/7/02 at 10:45 AM: "Ptretumed to facility...” This
" was 3 hours and 15 minutes after the facility had
| determined the resident was AWOL.

- 3/6/02 from 1800 to 0600 [5:00 PM to 6:00 AM]. "Pt . 1
| noted by CNA [certified nurse aide] to have left room
i and facility [withowt] signing out in LOA [leave of

| absence] book of informing staff. Social Worker

: office [Social Service representative] contacted [at]

| place of residence to inform her of event.” The nurses
! note did not document the actual time the resident was §
| determined to be AWOL, if the facility staff had ]
| attempted 1o locate the resident, or if the police had
| been notified.

i

- 2/7/02 at 5:00 AM: "Pt still missing from room at this
| time. Will continue to monitor and report on : t
| situation.” |

| 3/7/02 at 6:30 AM: "Administrator notified and police | |
| notified... Police will call back facility later on this 1 :
. AM." There was no further documentation foundto i

" determine when the police returned the facility’s call

. regarding resident 2 being AWOL.

3/7/07 at 12:00 midnight: "Still AWOL from facihty."

]
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t

i 3/8/02 at 3:00 PM: "Pt retumed to facility via staff
 assisted from hospital stay.” There was no

; documentation found in the medical record to

; determine which hospital the resident had been in,

' when he had been admitted to the hospital or why he
! was in the hospital.

| 4/1/02 at 3:00 PM: "Pthas been gone since 0530

. [5:30 AM). Didn't sign out. Didn't report to this

- nurse. Still hasn't returmed to facility...” [There was
' no documentation found to evidence the facility staff
attempted 10 locate resident 2 or notified the police

* that the pt was AWOL].

| 4/2/02 a1 10:00 AM: "Ptstill remains AWOL."

' 4/2/02 at 1:00 PM: "Put in a call to police department
1o report missing Pt. Waiting for officer to call back.”
| This was 35 hours and 30 minutes after the facility

. documented resident 2 was AWOL.

t 4/2/02 a1 3:30 PM: "Still waiting for police to call
i back.”

| 4/2/02 at 4:15 PM: "Police returned call. Wili try to
! find pt..."

l 4/2/02 at 5:00 PM: "Police called + stated they found
' the pt-he tefuses to come back to facility + they cannot
: force him to. He is staying at [hotel] and getiing his

‘ meds from [¢linic].”

" 6. On 5/13/02, a review of police reports, dated 3/7/02
" and 4/2/02, concerning Resident 2 was conducted
: 1evealing the following documentation:

. Police report dated 3/7/02: The report decumented
' that incident regarding resident 2 occurred on 3/6/02 at

ChiS-13670 ATG112000 Event | Y111
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' 11:55 PM and was reported to the police, by the
facility, on 3/7/02 at 6:54 AM (7 hours later). The

- report further documented, "...the complainant

: reported that a patient of the care center had walked
. away around midnight. He is not a court committed
 patient,..."

Police report dated 4/2/02: The report documented,
. "] was dispatched to the {facility] on a missing person
. case. 1 talked to the nurse who called the police.
~[Name of Nurse-employee 2] called the police after
{resident 2] had been gone for a day and half. She
" stated [resident 2} has walked away from the facility in
" the past....1 told [employee 2] we have to check the
entire facility before we go outside locking for
{resident 2}. [Employee 2] was reluctant at first to
show me around the facility because her shift was
over. There was another worker there that {employee
2] asked to show me around the facility but she refused
because she was on the phone. 1 told femployee 211
wanted 1o look in the lock down area first because
several weeks ago we were called on a TIuSsIng person
and that person was found in the Jock up. [Emplovee
21 took me to the lock up and then we searched the
entire building. We did not find [resident 2} in the
building.

1 talked to [employee 3] who works at the facility. She
. said she saw [resident 2] yesterday morning at 0545
[5:45 AM]. He was [name of street] walking towards
[name of street]. asked [employee 2 and employee 3]
why the police were not called then. [Employee 2]
" said because [resident 2] always Jeaves, but he always
returns to get his meds.

Officer [name of officer] and 1 found out that {resident
. 2] likes to go to the shelter and [name of park]. We

hegan a car and foot search in that area. We dropped

off pictures of iresident 2] to the shelter, the mission,

CM3-2367L ATG312000 Eventt  10Y!N
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* and the food lne.

Continued From page 22 . F 224

At 1751 [5:51 PM) the workers from the food line
calied and said [resident 2] was there. Officer [name
of officer} went to the line and confirmed it was indeed:

_[resident 2].

In the past 6 months we have been called to the Manor

.7 times for walkaways/missing persons.” ' .

. 7. The DON (Director of Nurses) was interviewed on

5/9/02 at 2:30 PM. When asked to describe the
facility’s poiicy regarding AWQOL resident's, he stated

~ that the CNA’s report to the charge nurse if a resident

is missing. The staff then conducta search of the
facility , both inside and outside. 1 the resident is not
found within 30 minute. the nurse then netifies the
police, the resident’s physician and family or guardian.
The DON also stated the nurse should fill out an
cident report and document the incident in the
resident’s chart in detail. When asked for the incident
reports for resident 2's AWOL events for 1/6/02,
1/6/02 and 4/1/02, the DON was unable to locate the
documentation.

§. The facility failed to follow their missing patient
policy by not attempting to locate resident 2 or notify
the police in a timely manner afier determining that he
was missing. There was no documentation found that
the resident 2's physician was notified consistently
when the resident was mussing. There was no
documentation found in the resident’s medica! record
10 evidence the IDT team gave the resident approval to
leave the facility unattended. There was no
documentation in resident 2's medical record that the
facility staff identified and assessed- his ongoing
AWOL behaviors, updated the Plan of Care to address
the AWOL behaviars, er implemented interventions to
stop the AWOL behaviors and protect the resident.
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|

! %
| RESIDENT 5§ 1
|

Resident 5 was admitied to the facility on 8/15/00 with ;
| diagnoses of schizoaffective disorder bipolar type, !
 insulin dependant diabetes mellitus and hypertension. |

i On 5/10/02 resident 5's medical record was reviewed
| and on 5/13/02 Salt Lake City Police Department !
reports were reviewed. Together they documented the |

* following AWOL episodes:

C1. 1142501 11:30 AM 10 11/28/01 8:00 AM. Police
notified on 11/27701 at 7:30 AM. Time out of the
facility was approximately 68 1/2 hours with police

- notification approximately 44 hours after resident was
noted missing.

2. 12/15/0% 12:10 AM to 12/15/01 7:30 AM. Police
notified at 12:35 AM. Time out of the facility was
approximately 7 hours during winter and late at night.

The resident’s medical record was reviewed on !
5/10/02. !

1. Review of the current physician's orders revealed .
an order, dated 8/15/00, stating that resident 5: "May :
go out on pass with family, staff with medications”.
This order indicated the resident needed supervision
when leaving the facility.

2. Review of the current MD3 { Minimu Data Set), |
dated 3/28/02, evidenced the resident had moderately
impaired cognitive skills for daily decision making.

2. Review of resident 5's Plan of Care, dated 8/25/0¢,
evidenced the following: '
Documentation on the first page of the Plan of Care
under LOA privileges indicated the resident may Jeave

CA15-23671 ATGHI2000 Event ! 10%11 Facility 1ID: UToRs =
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| with family or staff. LOA privileges for leaving the
i facility alone was not documented for resident 5.

. Problem #1: "Alieration in Behavior: Elopement
i risk... m'b [manifested by] Res. leaves the facility
‘! without notifying nursing or signing out. Complicated |
| by: 1. Behavior that endangers the

% res(residents)... External factors: 1. Poor decision
 making ability. 2. Schizoaffective disorder.”

1 Goals: "Res. will |decrease] risk for elopement as
+ evident by notify nursing + signing out prior to any |
. LOA thru next review.” *
- Approach: "..5. Staft will inform [social services] i
. +/or Admun. fadmimistrator] it res. leaves the facility
[without] signing out. 6. Discuss [with] the res. in

; private after any incidents occur + strongly reinforce

~ comphance [with] factlity rules [such as always .
 informing staff + signing out].” '

i Documentation on the resident’s Plan of Care
| evidenced it had been reviewed on 10/5/00, 11/16/00,
. 2/8/01, 10/18/0%, and 1/10/02. The was no evidence
. found that the Plan of Care for this problem had been
t updated or changed by the facility staff on any of
 these review dates. i
‘ 4. Review of the Social Service Progress Record 1
 revealed the following: 1
|

. The social service note dated 1/10/02, for resident 5
indicated the following: "Resident conts. [continues] to]
periodically, when she becomes upset, take off without |
tsigning out or lefting nursing or anyone know that she
 is leaving and without medications will be gone 2 or 3 i
. days. Staff have had to call police to notify thatshe is .

- rissing.” i

5 Review of the IDT meelings revealed the following: '

|

CM5-23670 ATGH 1060 Event ] 10Y 111
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L.

1 1/10/02: "Care Plan Element...Risks/consequences:

| Ongoing AWOL'S...Summary of Care Plan

| Conference Discussion: Multi [multiple] episodes of
i AWOL ongoing..."

| 3/28/02: "Care Plan Element.. Risks/consequences:

E Ongoing AWOL..."

| 6. The nurse's notes for resident 5 were reviewed and -

i revealed the following:

t
| 11/26/01 at 5:00 AM: "Yesterday pt was LOA after

t lunch. Pt didn't come back at present time. Does not

" take 11/25/01 noc [night time] meds.” No specific
time was documented for when the staff noted the
resident was AWOQOL. There was no documentation
: found regarding the staff attempling to locate the

. determined the resident was AWOL.

11/26/01 at 10:00 PM: "Ptis AWOL now...”

i1 1/27/01 at 7:00 AM: "Pt remains AWOQOL."

11/27/01 at 7:30 AM: "Called and reported missing to
i police.” This was approximately 44 hours after the
resident went AWOL.

11/28/01 at §:00 AM: "Pt did come back to facility.
Insulin given..." The resident was AWOL
approximately 68 hours and 30 minutes.

12/15/01 at 12:10 AM: "Ptup at nurse’s desk,

. attempted to sign out in LOA [ieave of absence] book.

Pt informed she could not sign out for LOA [at] this
time. Pt again became belligerent, stating she was

leaving facility. Pt informed she was not to leave

facility + would be AWOL. Pt left the facility [at] this

Cume. -

resident or that the police were notified when the staff

b
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| 12/15/01 at 12:30 AM: "Pt has not returned to the

| facility [at] this time."

| case [number).”

: 12/15/01 at 12:35 AM: "Call placed to SLPD [Salt
| Lake Police Department] to report pt AWOL.
| Awaiting call back from SLPD for report to be made +

| 12/15/01 at 2:00 AM: "Pt not back to facility, still |

| awaiting call back from SLPD."

' 12/15/01 at 7:30 AM: "Ptreturned from AWOL, had

! AM meds and 1nsulin. [Noj apparent problems.”

i 7. Review of a police report on 5/13/02 documented

i the following incident:

The report which was dated 11/27/01, documented that
_the incident regarding resident 5 occurred on 11/25/01
fat 11:30 AM, and was reported by the factlity to the

| may be this time."

8. The facility failed to follow their missing patient
| policy by not atternpiing to locate resident 5 or notify
' the police in a timely manner after determining that ‘\
| she was missing. There was no documentation in
 resident 5's medical record that the facility staff
i identified and assessed her continual AWOL
 behaviors, updated the Plan of Care to address the
. AWOL behaviors, or implemented interventions to
. stop the AWOL behaviors and protect the resident.

| police two days later, on 11/27/01 at 8:47 AM. The l
. report further documented, "Comp. [complainant] '
| ...1eports the walk away [resident 5] was last seen

| Sunday 11/25/2001 at about 1130 [11:30 AM]. Has ;
| not been seen or heard from her since.... She had ‘ }
{ walked away a number of times before but always : |
*‘ come back the next day, they have no idea where she

CMS-2367L ATG1 12000 Event]  joY1n Facifity 1D UTQOS3 1§ continuation shesl 27 of
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'1 Resident 1 is 42 year old male resident admitted on
1 8/7/01, with the following diagnoses: traumatic head
injury, severe cognitive deficit with aggressive

P2

- behaviors and aphasia (difficulty communicating).

- On 5/8/02 resident 1's medical record was reviewed
_and on 5/13/02 Salt Lake City Police Department
' reports were reviewed. Together they documented the

' following AWOL episodes:

1. 3/11/02 9:00 AM to 3/11/02 2t 5:00 PM. The
. facility notified the police immediately but was

. AWOL for & hours before being found.

- revealed the following:

_ periods of restlessness.

He was targeted as having difficulty with

- communication]”.

L -

2. Multiple incidents of the resident going AWOL are
noted. bul individual incidents are not documented.
Hems noted include being found on the freeway.

On 5/8/02. a review of resident 1's medical record

1. On'5/8/02. a review of the admission MDIS

*(Minimum Data Set) assessment dated 8/14/01
indicated that the resident had problems with short and

: Jong term memory, moderately impaired cogmtive

- skills {decisions poor, cues/supervision required).

Indicators of delirium and discrdered thinking were

also documented including; easily distracted and

_ communication: "Sometimes understood [ability is
limited to making concrete requests]”, and "Sometimes
. understands-|responds adequately to simple, direct

' He was noted to have indicators of anxiety by making

CMS-ZR00 ATGII2006 Event]
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do?". He also had verbally abusive behavier which
: occurred on ] to 3 days in a week.

- 7. Review of the care plan for resident 1 on 5/8/02

"Repetilive questions-€.g., Where do1go? What do 1

. Resident 1 was also documented as being independent |
- with walking. The assessment indicated that the
. resident had a legal guardian.

indicated that he had a history of AWOL in a previous .
nursing facihty. AWOL behaviors were addressed :
under Problem #2: "Alteration in behaviors related to
worsening of chronic illness.” The date the care plan
was implemented was listed as the day of admission
8/7/01.

The dates that care plan problem #2 was reviewed and
continued without.change by the interdisciplinary team '
(IDT) were documented as: 8/16/01, 9/27/01, 11/8/01
1/31/02, 4/18/02 and 5/02/02.

The behaviors manifested by resident 1 were: "history
of breaking down door and atiempts to go AWOL at
the 1ast nursing facility the resident lived in. Resident
would staie 'cali my dad, 1 want te go home".

- Complications were listed as:

| Behavior that endangers the res. [resident]; [and,)
2. Diff. [difficulty] in dealing with people and coping
in the facility”.

Potential cause of the behavior was “prbs. [problems]
associated with neurological disease”. External
factors were noted to be Psychotropic meds.
[medications] and poor decision making ability due to
traumatic brain injury and severe chronic cognitive
deficit.

Care plan approaches for problem #2 were listed as:

ATGI 2090 Event1  10¥11} Facitity 3D,
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sheets on a 24 hr. basis.

nurses).

. decrease chances of AWOL.
; (5). ires. is successful in AWQOL =

: gystern.
b. Call police ASAP {as soon as possible].

also famity &/or [and/or] guardian.
(6). See policy on AWOL.

. activines.

whereabouts can be readily determined.”

- "alone” was not marked.

Jeave privileges for individual residents.

documented the foliowing:

{ {4). Provide reassurance/redirection as needed.

a. Search facility and grounds - announce on PA

| F224

' *(1). Doc. all AWOL attempts on data collection

(2). Monitor data collection sheets - report any '
changes to RN/DON [registered nurse/director of

(3). Monitor residents whereabouts frequently to

_¢. Notify RNDON or owner/Adm. [administrator].

(7). Use validation techniques o discuss with the :
resident the emotions behind attempts to leave facility. .
(8). Assure res. is provided with ample physical

(9). 1f 10lerated place bell on w/c or shoe string so

The front sheet of Resident 1's care plan, which
included the residents name and diagnoses, had a
. space on it where each resident's "LOA [leave of
- absence] PRIVILEGES" were documented. The :
“blanks were checked indicating resident 1 could go out -
. of the facility accompanied by family or staff. The %
- space on the form which indicates 2 resident can leave :

An interview with the social service staff member was
: conducted on $/10/02, at 2:30 PM. She indicated that -
this was the place staff would look to determine the

1 On 5/8/02, a review of Resident 1's recertification
of Physicians Orders for, 3/26/02 thru 5/26/02,

|
|
|
!

CniS3387L ATG1000 Event | Y111 Facility 1D: UT0OSS
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| Under the section titled "House Orders" that he
"[May] go out on pass with [family, staff} [with]
medications”. The original order date was listed as
§/7/01, the date of his admission into the facihity.

Under the section titled "Ancillaries/Information” the
physician addressed the residents cognitive status: "1t
is my professional opinion that this resident [is not] |
- capable of comprehending [his] rights and
responsibilities. 1t1s my professional opinion that this |
resident [is not] capable of participating in [his] plan
of care and/or making medical decisions on [his]
~ behalf.”

4 Review of the nurse's progress notes on 5/8/02
documented several episodes of resident 1 Jeaving the
 facility on his own without the staff’s knowledge.

. A nurse's note dated 12/24/01, stated: "On occasion
will go AWOL. seems to find way back to facility
: most of the time”.

. Other notes dated. 2/4/02 and 2/25/02, documented
" that the resident would go AWOL at umes.

On 2/9/02, at 11:30 AM, a nurses note was written
which stated: "Social Services [name] reports pt. was
previously at {local grocery store] and fell. Small ;
| abrasion observed on right third finger et [and] elbow. |
Both arms cleaned et Band-Aid applied. Pt's wife
called”.

" On 3/11/02. at 9:00 AM, a note was written which

- stated: "Pt AWOL family et [and] SLPD [Salt Lake
City Police Depaniment notified.” On the same day, at

© 5:00 PM, eight hours after resident 1 was noted as
missing. the nurse documented the following: "Pt.
returned to facility - staff located pt. at SL [Salt Lake]

F 224
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' airport - pt. placed in NDU {New Dimensions Unit} -
\ locked unit for more structured environment due to
. AWOL behavier - will cont. [continue] to monitor.
i Family notified”. | ;

1 5. Review of the social service progress notes on : }
5/8/02 revealed the following;

{ On the day of admission 08/7/01, the social service
. siaff member wrote the following: "Staff will monitor
; for possible AWOL &/or aggressive behaviors.”

On §/16/01. the notes stated: "Resident is at risk for
AWOL. He leaves the facility and wanting to go
home".

On 9/27/01, the notes stated: "No progress shown with
- decreasing risk at AWOL. Resident has several
episodes of successfully going AWOL from facility.
. Police were notitied of every incident and police have
brought resident back to facility unharmed”.  She also
indicated that the resident's "short term memory is very
- poor.” :

. On 11/08/01. the notes stated: "Resident has had .
. several episodes of going AWOL from facihiry, i
. because he wanss to go home. Resident does wear a

| 1D bracelet and has always been brought back by
police safely. Signs have been posted at front door to
 prevent him from leaving the facility. Will cont.

| [continue] with approaches.....Resident has always : |
. been willing and cooperative with returning. Police :

have brought him back on several occasions”.

-+ On 4/18/02. the notes stated: "Resident recently placed
on NDU for structure environment due to going : !
AWOL from facility numerous times. Poses himself '
to being 2 danger to self. Resident successfully made
it to the airport and was brought back by the police.

4323671 ATGIE20E Event] oYYl Facitity lD: UT00S3
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: Resident is unaware of his surrounding and j
i whereabouts". |

6. Review of the behavior data collection sheels on [
' 5/8/02 revealed the following episodes of AWOL: | j

' 2 during the month of Janvary 2002, ‘,
+2 in February 2002, 6 in March 2002, and |
. 1 episode in April 2002 (after the resident was placed . |
" in the NDU). }

i 7. Review of the Care Plan Conference Summaries
completed on $/8/02 documented the following:

i Review of the Care Plan Conference Summary for
4/18/02, revealed that: "Patient placed on NDU due to
: ongoing AWOL episodes....Pt will AWOL with

* outside NDU activity - activities must be in NDU

AL

. [New Directions Unit}
8. Aninterview was conducied with the director of

nurses on 5/9/02 at 2:30 PM, regarding resident 1's

: AWOL behavior. He stated that the resident should !
' not leave the facility without supervision due to his !
decreased cognition as well as short and long term
. memory Joss.

9. On 5/10/02 at 2:00 PM, an interview was ‘.
conducted with the manager of a local grocery store i
conceming Resident 1. ‘ ;
|
i

The manager stated that resident 1 would frequently
come to the store. She stated that resident 1 would sit
¢ in a chair at the front of the store. She stated the
 resident } would crochet and wave to the people
“shopping in the store. She stated that resident 1

* would remain at the store for "a long time". ;

" When asked what the manager meant by "a long time",

€t 23671 ATGI12000 Event | YL Facility 1D: UT0033
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F 224 Continued From page 33
she stated from between 1 to 3 hours. She stated that
she did not know how resident 1 got to and from the
store, but had never seen any facility staff come and
get resident 1 to return him to the facility.

10. Police reports were obtained and reviewed by the
survey team on 5/13/02:

The report was dated 3/11/02 and documented the
following: ""The complainant reported that {resident
1. Jelt sometime around 0700 hrs [7:00 AM], and has
1ot been seen since. [Resident 1] has severe brain
damage...and cannot find his way back if he goes out,
[Resident 1] has been known to go to the [name and
address of Jocal grocery store] bul they haven't called
todav. 1 also checked [name and address of local gas
station). but he hasn't been there today. They also
know [resident 1]. [Resident 1 has a permanent wrist
band with his name and the [facility’s] phone #

[ number] oo it.

...[Resident 1] has been picked up walking the freeway
[in the past]. trying to get home to [name of city].
[Resident 1's] [spouse] lives there. ATL [attempt to
locate] and updated description entered...[Resident 1]
was subsequently Jocated...[resident 1] was
returned...and tumed over to [facility staff member's
name), an employee.”

RESIDENT 3

Resident 3 was admitted to the facility on 2/1/02 with
diagnoses that include schizophrenia, alcohol abuse,
seizure disorder, closed head injury, neurologic deficit
and post traumatic stress disorder.

On 5/8/02 resident 3's medical record was reviewed
and on 5/13/02 Salt Lake City Police Department '
reports were reviewed. Together they documented the

. F224
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foliowing AWOL episode: ?
1. 5/3/02 at 9:00 AM to 5/9/02 when notified by
resident 3's guardian that the resident would not be
_returning. Police were notifted 5/4/02 at 9:00 AM.
The resident was AWOL 24 hours before the police
were notified and was missing for 6 days before he
was located.

Review of resident 3's closed medical record on 5/8/02 .
revealed the following!

1. A physician’s order dated 2/1/02 documented that
resident 3 could have LOA privileges with staft only.

7. Review of the admission MDS, dated 4/25/02.
documented that resident 3 had problems with short
and Jong term memory and moderately impaired
cognitive skills (decisions making poor,

. cues/supervision required). Indicators of delirium and
disordered thinking were documented as easily
distracted.

He was targeted as having difficulty with
conumunication: Sometimes understands {responds
adequately to simple, direct communication}.

Resident 3 was documented as using a wheel chair for
mobility.

3. Review of resident 3's comprehensive plan of care,
undated, documented under problem 3, that resident 3
was an AWOL risk per previous history and cognitive
impairment. The approach for this care plan problem
included "3. Monitor residents whereabouts frequently
to [decrease] chances of AWOL. 5. If resident is
cuccessful in AWOL,; A. Search the facility &

grounds; B. Call police ASAP (as soon as possible); C.
Notify RN/DON or Admin. , also family and/or

¢

ST I6TL ATG) 12000 Eventt  10Y111 Facilily 1D UT00S3
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L

1 guardian”,

t

| 4. Review of the nurses notes revealed the following
| conceming resident 3:

- A nurses note, dated 5/3/02 at 9:00 AM, documented

mresident left facility around 9:00 AM didn't sign out

" didn't tell any one where he was going or when he

would be back...will inform next shift about resident
being AWOL".

. A nurses note, dated 5/4/02 a1 9:00 AM, 24 hours
- after the resident was noted mussing, documented
“nSearch made of facility still unable to find Pt.

' (patient). [Police] notified...”.

» 5. During an interview with a social service

 representative. on 5/9/02 at 1:00 PM, she stated that

. resident 3's guardian called the facility on 5/9/02

stating thai resident 3 had been located ar his previous

 address 1n 1daho (6 days after resident 3 went AWOL).

: There was no documentation in resident 3's medical

. record to indicate that there was any further
investigation by the facility to locate resident 3.

- 6. Review of a police report, dated 5/4/02, revealed
 the following documentation: The report documented

' that the incident regarding resident 3 occurred on !
- §/3/02 at 9:00 AM and was reported to the police on

© 5/4/02 at 8:57 AM (24 hours Jater).

. The report further documented, "The complainant
[employee of the facility]...called to state that

- {resident 3] walked away Friday morming about 0900
[9:00 AM] 5-03-02. He |resident 3] just told the in
charge nurse that he was leaving, no car
involved....[Resident 3}...got zbout $70 from
somewhere. .. .complainant stated that he will likely
return when [resident 3] muns out of money.. L

CM3-2567L
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\ |
/ RESIDENT 4 j
1 I
l !
| Resident 4 was admitted to the facility on 1/29/02 with |
| diagnoses that include dementia with depressive ‘
features and behaviors secondary to traumatic brain
; injury, hypertension, non-insulin dependant diabetes,

| prostate cancer, and colon cancer.
e

. On 5/9/02 resident 4's medical record was reviewed L
| and on 5/13/02 Salt Lake City Police Department i
reports were reviewed. Together they documented the |
i following AWOL episode:

L 1. 3/12/02 a1 7:25 PM to 3/12/02 at 8:45 PM in the

| NDU. Police were immediately called however, the
facility failed to search the entire facility.

'1 Review of resident 4's closed medical record on 5/9/02 ¢
\ revealed the followmg:

' 1. Anadmission physician’s order, dated 1/29/02,
| documented resident 4 was 10 have LOA privileges
with staff or family (not independently).

|

. 2. Resident 4 was admitted directly to the NDU on i
] admission. ;
| 3. Review of the admission MDS dated 2/11/02

. indicated that resident 4 had problems with short and |
| long term memory. moderately impaired cognitive :
i skills (decision making poor, cues/supervision

' required). Jndicators of detirium and disordered

- thinking were documented as easily distracted.

- He was targeted as having difficulty with

. communication: "sometimes understood {abikity is
limited to making concrete requests)”, and "Sometimes
- understands (responds adequately to simple, direct

Ui RATL
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‘ commumcal:on)

| Res:dent 4 had wandering behaviors that occurred }
i to 3 times in a week. He was also documented as ; |

é being independent with walking.

|

| 4. Review of resident 4's plan of care, undated, - w

i documented under problem 3. that resident 4 was an : ‘.

LnAWOL risk per previous history and cognitive " ;

impairment”. The approach for this care plan problem :

included "3. Monitor residents whereabouts frequently

to [decrease] chances of AWOL... 5. If resident is

suecessful in AWOL; A. Search the facility & ;

grounds; B. Call police ASAP; C. Notify RN/DON or

. Admin., also family and/or guardian”,

5. Nursing notes documented that resident 4 was
moved to the open unit on 3/1/02.

6. A nurses note, dated 3/12/02 at 7:25 PM,

i documented "CNA reported pt. is not in his room,

. search made of facility, unable 1o locate pt. in

| building. Unable to locate pt outside of bldg.

. (building) or surrounding area...Call placed to
[police]...". At7:50 PM the nurse documented that a
police officer was in the facility.

At 8:45 PM the nurse documented that resident 4 was
found in the NDU and the police were notified.

Inan interview with the DON, on 5/14/02 at 1:45 PM, |
he stated that it was unknown how resident 4 got onto !
the NDU, but speculated that because the NDU is

i unlocked during meals, the resident could have gone in
- unnoticed after the evening meal. The DON also

. stated that he had done the initial search of the facility .

- for resident 4 but failed to search the NDU before
notifying the police.

L. —_
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i 7. On 5/14/02, a rev iew of a police report, dated
© 3/12/02, revealed the following documentation:
| The report documented that the facility reported
| resident 4 missing on 3/12/02 at 7:32 PM.
|
\ The report further documented, "Complainant [name
. on complainant-facility employee] reported {resident
| 4] missing at around 1930 hrs [7:30 PM].
| [Complainant] stated [resident 4] left the Manor
" between 1800-1900 hrs [6:00 PM -7:00 PM].
i (Complainant] stated they had checked the building
and that [resident 4] was not there.. . Before 1 had
more pelice officers search for [remduu 4]1 asked
nurse [name of nurse-employee 4] to double check the
; entire building, because 1 stated "we need to be 100%
* sure he is not in the building’ before we dedicated the
manpower to the search. [Employee 4] and other
nurses did check the building, but for some reason did
. not check the lock-down area. Six officers were
i dedicated to the search full-time.... An ATL (Attempt
. To Locale) was put out to every agency in Salt Lake
- County and others in Davis County. The Jails and
| Hospitals in the area were called. Atone point] asked
' |employee 4] again to make sure they had checked
i every possible place in the building, and to regularly
i monitor the building in care [re51den! 4] returned

; through one of the doors. {Resident 4's} whole family i

! was notified that [resident 4] was missing. At around
£ 2140 hrs [9:40 PM] [emptoyee 4] informed me that

[res:dent 4] had been found in the lock-down area. No

 record was kept by the person who put him there and
' no one seemed to know how [resident 4] got there..

n

. "[Employee 4] obviously did not do a very thorough

- check of the building and did not seem to care about

. whether [resident 4] was found. Twice I had to
interrupt |employee 4's] personal calls on the phone to
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get her to give me some assistance while the search

was being conducted. ... : .

. *[Employee 1-charge nurse on duty] was very

- uncooperative, and at one point I had to ask him if he
cared at all if [resident 4] was found. {Employee i}
did not seem to care and went about other business,
refusing to give me assistance...."

INCIDENT OF POTENTIAL ABUSE BY A
LICENSED NURSE

1. Review of a police report dated 3/12/02, obtained
by the survey team on 5/13/02 revealed the following
concerning allegations of neglect by a facility hicensed
charge nurse (Employee 1):

"] responded to the scene to set up an incident post on
2 missing person. 1 was advised that the nurse who
was in charge [employee 1] was in the bathroom and
had been for over one hour. [Employee 1] was
supposed to be able to give us details about the
missing person. 1 waited for approximately 30 minutes
afier 1 had arrived and then finally knocked on the

_ deor of the bathroom announcing myself and for
[employee 1] to come out...."

"When {employee 1] came out he was excited, jumpy
- and could not stand still. His eyes were pin point and
 his behavior agitated. I felt he was on a controlled
substance but could not determine what it was. ] asked
- if [employee 1] was high and [employee 1} did not
respond. 1asked again and [employee 1] said that it
was a free country and he could take anything he
wanted. ... After about ten minutes of [employee 1]
walking around in an agitated state he began to look at
patient folders. [Employee 1] would flip through the
pages as fast as he coulg, miaking smell notation in the
folders. 1 wasn't sure what [employee 1] was noting
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since he insisted that he had just got to work, as if he

had forgotien about the time he was in the bathroom." ;

: "] spoke with the manager [survey note, Director of

' Nurses) of the complex and expressed my concems. | |

told him that 1 felt that [employee 1] was possibly on a |
controlled substance judging from my experience. | ,
offered to have a K9 search the area for any controlled -
substances. He contacted the administrator and opted
to send [employee 1] home after conducting their own |
search....” |

"} expressed my concerns for the safety of the patients
with {employee 1] in charge of them in the state of
mind he was in."

"[Employee 1] did not show any concern for the
missing person and did not assist us in any way until
forced 1o siay in one area and taik to us. Also a note

on his behavior. When his boss [name of boss]. called -
on the telephone he said the police want to tatk to you
and then he hung up on his boss. {name of boss} had o
call back.” ;

The report continued with another police officer giving'
details of events the officer was involved in regarding |
employee 1. :

"The complainant [name of complainant- employee of |
facility) left work shortly after reporting [resident 4]
missing at 1930 hrs [7:30 PM] and not much
information was passed to his replacement, [employee
1]. 1came back about 10 minutes later after searching -
the immediate area and it was as though they had
compietely forgotten about [resident 4] ..."

"[Employee 1] was very uncooperative, and at one
peint 1 had to ask him if he cared at all if [resident 4]
was found. He did not seem to care and went about
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; other business, refusing to give me assistance...” :

“1 had to call [complainant] to come back to work as
[employee 17 would not cooperate, and employee 1
was eventually asked to go home for the night when
{ [complainant] arrived.”

L
i
i
|

2. On 5/14/02 a1 2:05 PM, in ap interview with the

. facitity DON and the social service (SS) staff member, |
. the DON stated that he had been the one to call the '
police when resident 4 was found missing.

When asked if the police had voiced their concern
regarding the salety of the residents due to the actions
of employee 1, he stated he felt the police were more
concerned with the fact that resident 4 was found
inside the building than the safety of the residents due
to the actions of employee 1.

. When asked if they identified the actions of employee |
1. on 3/12/02, during the time resident 4 was missing

" a5 possible neglect of residents, both the S5 staff
member and the DON stated that they had not
recognized it as possible neglect.

The SS staff member stated that she did not know that
she need to report zlleged neglect in the same manner
as she reported alleged abuse.

The DON was asked if employee 1 was sent home that
. evening as was implied in the police report. He stated
that employee 1 was not sent home. The DON stated

that he (the DON) had stayed at the facility until

around midnight and observed the actions of employee ‘:
i" He stated that employee 1 was left alone in charge !
of the staff and residents from midnight until 6:00 AM
the next moming. :

When asked if the facility had conducted an
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investigation into the possible neglect, the 83 staff

" member stated that the facility had not investigated the :

i allegations.

facility on an as needed basis, approximately 2 times a |

|
I
|
b
i
L The DON stated that employee 1 worked for the
|
| week. He stated that the facility continued to get

i complaints from the residents regarding employee i's
| job performance after the 3/12/02 missing resident

{ incident.

' The DON stated that he would come in to the facility

on employee 1's job performance. The SS staff
member stated that because of the continued
_complaints from the residents, the administrator had
. decided that the facility should have employee 1

' screened for controlled drugs.

When asked if the facility had a copy of the drug
screen, the SS staff member obtained a copy of the

. screen. The drug screen dated 3/20/02 (received by
the facility on 3/22/02) showed positive results for 2
! drugs.

. The SS staff member stated because of the positive

| drug screen, employee 1 was no longer working at the
| facility. Facility staff were requested to provide

. further information regarding the date of termination

| for employee 1. The drug screen for employee 1 was
| the only information provided therefore, surveyors

. were unable to determine exactly how many times

+ employee 1 worked afier the 3/12/02 police

. documented incident.

3. On 5/14/02, the facility’s policy and procedure for
. "Abuse Reporting. Prevention, and investigation” was
. reviewed and revealed the following documentation:

L—

- periodically. while employee 1 was working, to check |
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| "Our facility will not permit residents to be subject to
abuse by anyone, including staff..."” !

! |

i "Should any employee witness abuse {in any form) he !
or she is required to report it immediately. All reports |

. of abuse must be reported to the Administrator, or

l Director of Nursing, or Social Services, who In tum ‘

! will report it to the Administrator as well as to the | ‘:

| resident's representative {sponsor), The State Survey 1‘ |

and Certification Department, and Adult Protective

Services or local law enforcement within twenty-four

(24) hours of the occurrence in such incident. An j ‘

immediate investigation will be conducted by the ' '

administrator and/or his Designee. The findings of

such investigation be reported and faxed to the The

. State Survey and Centification Department, within five '

(5) working days of oceurrence of such incidents....”

"When an allegation is staff to resident abuse, the '
employee will be placed on L.O.A. until investigation | i
is complete.” 3 |

The facility's Abuse Reporting, Prevention and }
Investigation Policy does not define what neglect is, or | ! '
how the facility will identify, investigate or report ‘ i
incidents of neglect. Neglect is defined as failure to
provide goods and services necessary to avoid I
physical harm, mental anguish, or mental illness.

i 4. On 5/14/02, a review of the contents of a facility |
in-service, dated 1/9/02, regarding "Review of abuse
: policy” revealed the following documentation:

.. "Definition of Abuse: A violation of the rights,
- dignity, and worth of individuals. Everything from
passive abuse (ignoring someone who is dependent on |
“you) to active abuse (hitting someone)... Examples of |
“Types of Abuse. .. Passive Abuse: Abandonment or
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‘ neglect — Refusal or failure to fulfill a caretaking '
. obligation such as provision of food or medical
| services..."
t
F 225 ! 483.13(c)(1)ii) STAFF TREATMENT OF - F225
SS=K | RESIDENTS '
| F-225
The facility must not employ individuals who have
| been found guilty of abusing, neglecting, or The reporting procedures utilized for
; miistreating residents by a court of law; or have had a ' residents 1, & 5 were reviewed and used in
-; finding entered into the State nurse aide registry ‘ generic form for training. Their specific
| concerning abuse, neglect, mistreatment of residents L : 1 \
: or misappropriation of their property; and report any : gtuatnons were discussed to help
" knowledge it has of actions by a court of law against _implement the overall plan that s
“an employee. which would indicate unfitness for - attached.
service as a nurse aide or other facility staff to the
State nurse aide registry or licensing authorities. ' Residents 2, 3, 4, and 7 have been
. discharged. 6/8/02

' The facility must ensure that all alleged violations
‘ involving mistreatrnent, neglect, or abuse, including
! injuries of unknown source and misapﬁropriation oi:
} resident property are reporied immediately to the
; administrator of the facility and to other officials in
| accordance with State law through established
| procedures (including to the State survey and
: certification agency).
‘ The facility must have evidence that all alleged
! violations are thoroughly investigated, and must
| prevent further potential abuse while the investigation
| Is in progress.

I The results of all investigations must be reported to

! the administrator or his designated tepresentative and

"to other officials in accordance with State law

' (including to the State survey and certification
agency) within 5§ working days of the incident, and if

- the alleged violation is verified appropriate corrective

All current residents' LOA requirements
have been reviewed and updated. New
Admissions will be reviewed by IDT team.

Specified in the attached policy, which
specifically states who, when, and under
what circumstances a report and
investigation will be made with regard to
AWOL’s, abuse and/or neglect, along with
who the report should be made to and

" when has been implemented and attached.
" This is covered in our policy of “Abuse /

: Neglect Reporting...” This document gives

~ definitions of various types of abuse,
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s action must be taken. :
“This REQUIREMENT is not met as evidenced by: reporting requirements, prevention, and
. Based on review of medical records, staff interviews, the responsibility of who does the _
review of facility incident reports, review of the - investigation within the facility. This
facility's Abuse Reporting, Prevention and - training has been given in detail and
Investigation policy and Missing Patient Procedure, . completed.
and review of the State Survey Agency records, it was ‘
- determined the facility did not i i : ; .
getermin tlity did not thoroughly investigate The inservices were held on May 11th; May
incidents of abuse or neglect regarding missing or . 4th. and Mavy 15t All
AWOQOL (absent without leave) residents for 6 of § 13th; May 14t ! and wviay U
sample residents nor did they report the incidents or - personnel were included. :“?e training was
the results of their investigations to the State Survey accomplished by the Administrator Nursing
agency and to other officials in accordance with state Administration and Social Serwices. Follow
law through established procedures. up training will be done for review of
Residents 1,2,3,4,5,7. current employees, and orientation for new
Findings include: em_ployees. The _schedule for ongm.ng
. review of the policy and procedureis a
1. On 5/8/02, the facility's Abuse Reporting, mandatory employee meeting on the third
Prevention and Investigation Policy was reviewed. It Friday of each month.
stated:
"It is the policy of this facility that reports of abuse .
| will be p“’g’,pﬂy reported and thoroughly . This plan of correction was reviewed by the
t » : . .
imvestigate . Quality Assurance Committee on June 4,
(1) "Our facility will not permit residents to be 2002. Th_ls plan will be monitored by the
: subjected to abuse by anyone, including staff QA Committee not l‘_ass than eac'} qua-rter.
" members, other residents, consultants, volunteers, staff - However, the initial implementation will be
~of other agencies serving the resident, family reviewed by the independent consuitant 6/8/02
members, legal guardians, sponsors, friends, or other ~ and included on his weekly review to '
 individuals.” -~ insure, and provide documentation of
: . _— L . compliance, and that an effective plan has
(2.) "To assist our facility in defining incidents of ' b P | ii into affect P
abuse, the following information is provided: A. ~ been placed into arlect.
Verbal abuse...B. Sexual abuse...C. Physical '
abuse...D. Involuntary seclusion is defined as
separation of a resident from other residents or from
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his or her room against the resident's will, or the will
of the resident’s legal guardian or representative ; ;‘
(sponsor). E. Mental abuse...” ; : i
* The Administrator has coordinated this |
| (3.) "...All reports of abuse must be reported to the ; i i T
i Director of Nursi Sociul . effort with the Director of Nursing who will !
strator, or Director of Nursing, or ! . . ;
CunISTALON, O LAree? SIng, O SOckal. - monitor the procedure and be responsible |
Services, who in rum will report it to the Administrator hat this plan is foll d. The director of ‘
as well as to the resident’s representative (sponsor), . tha X 1 p an is followed. The director 0 :
The State Survey and Certification Department, and nursing will make a follow up report at the ‘
Adult Protective Services or local law enforcement Quarterly Quality Assurance Meetings. . 6/8/02

within twenty-four (24) hours of the occurrence of
such incident. An immediate investigation will be
conducted by the Administrator and/or his Designee.
The findings of such investigation will be reported and
faxed to The State Survey and Certification
Department. within five (5) working days of
occurrence of such incidents.”

The facility's Abuse Reporting, Prevention and
Investigation Policy does not define what neglect is, or
how the facility will identify, investigate or report
incidents of neglect. Neglect is defined as failure to
provide goods and services necessary to avoid
physical harm, mental anguish, or mental illness.

2. On 5/8/02, the facility's policy "Reporting of the
Complaints to Program Certification” was reviewed.
It stated the following:

"The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse, including
injuries of unknown source and misappropnation of
resident property are reported to the administrator of
the facility and to other officials in accordance with
the State law through established procedures including
the State Survey and Certification agency..."

1. On 5/8/02, the facility’s policy "Missing Patieny
Procedure” was reviewed. 1t stated the foliowing:

These reports will not only include that
Policy and Procedure have been followed,
but also any recommendations for
improvement will be reviewed and
implemented if warranted.

| DoR/ /IOT il wace v\)ce:lf-i.uj X T m§¢4k

Hhen evey Mo ‘!
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. ...(4.)..."The administrator and/or director are to

: travel to the facility and assume responsibility for the

! search, and notify outside agencies. If neither the
administrator nor director can be contacted, the person
| in charze is to enlist the help of the outside agencies”.

i
i
|
|
|
L
L

"(5.) Notification of Agencies: a. Police... Police to
! be notified of patient missing 30 minutes. b. The
- family or other Responsible Persons...c. The Attending
. Physician. d. The Health Department...”

.4, The survey team reviewed the medical records of
" residents identified as having AWOL behaviors. The
findings are as follows:

i RESIDENT 2

' Resident 2 was adimitied to the facility on 5/31/01
. with diagnoses of paranoid schizophrenia, cognitive

insulin dependant diabetes, and polysubstance and
- alcohol abuse.

_Resident 2's medical record was reviewed on 5/7/02.

: 1. Review of the physician's orders revealed an order,
- dated 5/31/01 (the resident's admission date to the

- family, staff with medications.” This indicated the
resident was not to leave the facility unsupervised.

2. The nurse's notes were reviewed from 11/30/01
through 4/2/02. Documentation included the
following:

1/6/02 at 6:00 PM: "Pt [patient] refused
[medication]...took at 18:40 [6:40 PM] and then

; disorder with behaviors, depression, suicidal ideations, |

facility), stating the resident "May go out on pass with |

|

]

disappeared...” There was no documentation found to .
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evidence the facility attempted to locate resident 2 or
notified the police when the resident disappeared.

1/7/02 at 7:30 AM: "Ptsill AWOL ...Called
i {hospital] to inquire of Pt whereabouts. They said he |
left in a cab..." There was no documentation found 10
| evidence the facility notified the police that the

I

i

!

! resident was AWOL after being released from the |
!

i

: hospital.

i 3/6/02 from 1800 to 0600 [5:00 PM to 6:00 AM[: "Pt
: noted by CNA [certified nurse aide] to have left room
! and facility [without] signing out in LOA [leave of i '
: absence] book or infornung staff. Social Worker 3
. office [Social Service representative] contacted [at] . - i
' place of residence to inform her of event.” The nurses
" note did not document the actual time the resident was
: determined to be AWOL or if the police had been

i notified.

|
- 3/7/02 at 6:30 AM: " Admunistrator notified and police |
' notified...Police will call back facility later on this
. AM." There was no further documentation found to
" determine when the police returned the facility’s call
- regarding resident being AWOL.

4/1/02 at 3:00 PM: "Pt has been gone since 0530
{5:30 AM]. Didn't sign out. Didn't report to this
nurse. Still hasn't returned to facility...” There was no
i documentation that the police were notified that

‘ resident 2 was AWOL.

| 4/2/02 at 1:00 PM: "Put in a call to police department ! i . ;

! to report missing Pt. Waiting for officer to call back." i

" This was 35-hours and 30 minutes after the facility : } ;
documented resident 2 was AWOL.

3. On 5/13/02 a review of police reports, dated 3/7/02
and 4/2/02, revealed the following documentation:
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i Po!nce report dated 3/7/02: The report documented
 that the incident regarding resident 2 occurred on

. 3/6/02 at 11:55 PM and was reported to the police, by -
the facility, on 3/7/02 at 6:54 AM (7 hours later). |

' Police report dated 4/2/02: The report documented,

"] was dispatched to the [facility] on a missing person
case. 1 talked to the nurse who called the police. i
[Name of Nurse-employee 2] called the police after

" [resident 2] had been gone for a day and half. She

. stated [resident 2] has walked away from the facility in
the past...We did not find [resident 2] in the building.

i | talked fo [employee 3] who works at the facility. She
said she saw [restdent 2] yesterday morning at 0545
[5:45 AM]. He was [name of street] walking towards
[name of street]. | asked {employee 2 and employee 3]
why the police were not called then. [Employee 2]
said because [resident 2} always leaves, but he always :
returns 1o get his meds. :

4 Review of the State Survey Agency records
| evidenced there was no documentation that the fac111ry

t had reported the AWOL incidents for resident2 on |
1/6/’02 3/6/02, and 4/1/02. !

| RESIDENT s
| Resident 5 was admitted to the facility on 8/15/00 w1th !

| diagnoses of schizoaffective disorder bipolar type,
. insulin dependant diabetes mellitus and hypertension.

1. Review of the current physician's orders revealed

* go out on pass with family, staff with medications”
" This order indicated the resident may not leave the
. facility without supervision. .

Resident 5's medical record was reviewed on 5/10/02.

: an order, dated 8/15/00, indicating the resident "May
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2. The nurse's notes for resident 5 were reviewed and -

revealed the following:
11/26/01 at 5:00 AM: "Yesterday pt was LOA after

" lunch. Pt. didn't come back at present time." No

i specific time was documented for when the staff noted

the resident was AWOL. There was no documentation -

 that the police were notified when the staff determined
. the resident was AWOL.

- 11/27/01 at 7:30 AM: "Called and reported missing to -
- police.” This was approximately 44 hours after the
: resident went AWOL.

CA2/15/01 at 12:10 AM: "Ptup al nurse's desk,

- attempted 1o s1gn out in LOA book. Ptinformed she
“could not sign out for LOA (at) this ime. Pragain

" became belligerent, stating she was leaving facility. Pt
! informed she was not to leave facility + would be

AWOL. Ptleft the facility (at) this time.

12/15/01 at 12:35 AM: "Cali placed to SLPD (Salt

Lake Police Department) to report pt AWOL.

- Awaiting call back from SLPD for report to be made +

case (number).”

12/15/01 at 2:00 AM: "Pt not back to facility, still

awaiting call back from SLPD." There was no further °
documentation found that they received a call back |
from the police or called the police again to report the

i resident was AWOL.

3. On 5/13/02, a review of the police report, dated

11/27/01, revealed the following documentation:

. The repori documented the incident regarding resident -
* 5 occurred on 11/25/01 at 11:30 AM and was reported
1o the police, by the facility, on 11/27/01 at §:47 AM.

F 225
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. When the police reports were reviewed there was no
. report found of a call from the facility on 12/15/01 at
1 12:35 AM, regarding resident 5 going AWOL.

4. Review of the State Survey Agency records

. evidenced there was no documentation that the facility
- had reported the AWOL incidents for resident 5 on

© 11/25/01 and 12/15/01.

"RESIDENT 7

Resident 7 was admitted to the facility on 3/1/02 with
diagnoses that included, dementia-Alzheimer's type
with behaviors, Squamous cell carcinoma, diabetes
mellitus, hypertension and anemia.

On 5/14/02, review ol the medical record for resident
7 revealed the following documentation.

1. The nursing notes, dated 3/2/02, revealed the
following documentation:

- "0755 [7:55 AM] NDU [New Directions Unit]
[residents and staff] came back upstairs [and] noticed
that resident was not in the unit searched around the

facility [and] up {and) down the block police notified

- [administrator] notified of resident taking off ss [social

« service] notified.”

. 2. Review of the State Survey Agency records

. evidenced there was no documentation that the facility
had reported the AWOL incident for resident 7 on

: 3/2/02,

- RESIDENT ]

Resident 1 was a 42 year old male resident admitted
on §/7/01, with the following diagnoses: traumatic
_head injury, severe cognitive deficit with aggressive

CMS-230671
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: behaviors and aphasia (difficulty communicating).

On 5/8/02, a review of resident 1's medical record i

i revealed the following:

1. A review of Resident 1's recertification of

- Physicians Orders for, 3/26/02 thru 5/26/02,
- documented the following:

Under the section titled "House Orders"” that he

_"[May] go out on pass with [family, staff] [with]

medications”. The original order date was listed as
8/7/01, the date of his admission into the facility.

7. Review of the nurse's progress notes on
documented several episodes of resident ! leaving the
facility on Ins own without the staff's knowledge.

A nurse's note dated 12/24/01, stated: "On occasion
will go AWOL, seems to find way back to facikity
most of the time".

Other notes dated, 2/3/02 and 2/25/02, documented
that the resident would go AWOL at times.

On 3/9/02, at 11:30 AM, a nurses note was writien
which stated: "Social Services [name] reports pt. was
previously at [local grocery store] and fell. Small
abrasion observed on right third finger et [and] elbow.
Both arms cleaned et Band-Aid applied. Pt's wife
called".

On 3/11/02, 2t 9:00 AM, a note was written which
stated: "Pt AWOL family et [and] SLPD [Salt Lake
City Police Department notified.” On the same day, at
5:00 PM, eight hours after resident 1 was noted as
missing, the nurse documented the following: "Pt.
returned to facility - staff located pt. at SL {Salt Lake]
airport - pt. placed in NDU - locked unit for more

|
|
I
!
i
|
|
|
‘\
|
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| cont. [continue] to monitor. Family notified”
1

 not leave the facility without supervision due
| decreased cognition as well as short and long
memory loss.

! had reported the AWOL incidents for residen
3/9/02 and 3/11/02 as required.

RESIDENT 3

and post traumatic stress disorder.

revealed the following:

| 2. A nurses note, dated 5/3/02 at 9:00 AM,

about resident being AWOL".

the resident had been identified as AWOL.

| structured environment due to AWOL behavior - will

L 3. An interview was conducted with the director of
| nurses on 5/9/02 at 2:30 PM, regarding resident 1's
| AWOL behavior. He stated that the resident should

to his : ;
term |

4. Review of the State Survey Agency records
" evidenced there was no documentation that the faciliry .

tlon

' Resident 3 was adnutted to the facility on 2/1/02 with
* diagnoses that included schizophrenia, alcohol abuse,
. seizure disorder, closed head injury, neurologic deficit

. Review of resident 3's closed medical record on 5/8/02

1. A physician's order dated 2/1/02 documented that |
resident 3 could have LOA privileges with staff only.

" documented "resident left facility around 9:00 AM .
 didn't sign out didn' tell any one where he was going ‘
ar when he would be back...will inform next shift

* A nurses note, dated 5/4/02 at 9:00 AM, documented
rSearch made of facility still unable to find Pt.
(patient). [Police] notified...” This was 24 hours after
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| 3. In an interview with a social service representative, '
| on 5/9/02 at 1:00 PM, she stated that resident 3's

i guardian called the facility on 5/9/02 stating that

| resident 3 had been located at his previous address in

: Idaho (6 days after resident 3 went AWOL). There

| was no documentation in resident 3's medical record to
E indicate that there had been any further investigation

i by the facility to locate resident 3. There was no

| documentation found to indicate that the incident had
! been reported to the State Survey Agency.

1
!
i

| RESIDENT 4 |

" Resident 4 was admitted to the facility on 1/29/02 with
diagnoses that include dementia with depressive '
features and behaviors secondary to traumatic brain

. injury, hypertension. non-insulin dependant diabetes,

. prostate cancer. and colon cancer.

| Review of resident 4's closed medical record on 5/9/02
i revealed the following: ‘

' Resident 4 was admitted directly to the NDU on
~ admission. Nursing notes documented that resident 4
: was moved 10 the open unit on 3/1/02.

| 1. A nurses note, dated 3/12/02 at 7:25 PM,
| documented "CNA reported pt. is not in his room,
- search made of facility, unable to locate pt. in !
| puilding. Unable to locate pt outside of bldg.

' (building) or surrounding area...Call placed to

. [police]...". At7:30PM the nurse documented that a
 police officer was in the facility.

-, At 8:45 PM the nurse documented that resident 4 was

. found in the NDU and the police were notified.

2. On 5/14/02, a review of the police repor, dated

AN

3/12/02, regarding a missing resident, resident 4,

F 225
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. search.... I expressed my concerns for the safety of the
. patients with [employee 11 in charge of them in the :
*: state of mind he was in. :

Continued From page 55 : F 225

i revealed the following documentation:

"I responded to the scene to set up an incident post on
a missing person. 1 was advised that the nurse who

was in charge [employee 1] was in the bathroom and
had been for over one hour. [Employee 1] was [
supposed to be able to give us details about the :
missing person. 1 waited for approximately 30 minutes
after | had arrived and then finally knocked on the ‘
door of the bathroom announcing myself and for
femployee 1] to come out....

i When [employee 1] came out he was excited, jumpy
. and could not stand still. His eyes were pin point and

his behavior agitated. 1 felt he was on a controlled

- substance but could not determine what it was. | asked:

if [employee 1] was high and [employee 1] did not

respond. 1 asked again and femployee 1] said that it

was 2 free country and he could take anything he
wanted.... After about ten minutes of [employee 1]
walking around in an agitated state he began to look at -

. patient folders. [Employee 1] would flip through the

pages as fast as he could, making small notation in the -
folders. 1 wasn't sure what {employee 1] was noting

! since he insisted that he had just got to work, as if he

had forgotien about the time he was in the bathroom.
1 spoke with the manager of the complex and
expressed my concerns. I told him that 1 felt that
[employee 1] was possibly ona controlled substance
judging from my experience. I offered to have a K9
search the area for any controlled substances. He
contacted the administrator and opted to send
[employee 1] home after conducting their own i

{Employee 1] did not show any concern for the

- missing person and did not assist is in any way until

forced to stay in one area and talk to us. Also a note
on his behavior. When his boss {name of boss}, called |
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on the telephone he said the police want to talk to you ;
and then he hung up on his boss. [name of boss] had to |
call back."

The report continued with another police office giving

details of events the officer was involved in regarding i

employee 1. |

. "The complainant [name of complainant- employee of

1 facility} left work shortly after reporting [resident 4]

" missing at 1930 hrs {7:30 PM] and not much

: information was passed to his replacement, [employee

. 11. 1 came back about 10 minutes later after searching
the immediate area and it was as though they had
completely forgotten about [resident 4] ...[Employee

1] was very uncooperative, and at one point 1 had to
ask him if he cared at all if [resident 4] was found. He

. did not seem to care and went about other business,

refusing to give me assistance...l had to call

[complainant] to come back to work as [employee 1]

would not cooperate, and employee 1 was eventually

- asked to go home for the night when [complainant}

; arrived.

3. On 5/14/02 at 2:05 PM, in an interview with the

facility DON (Director of Nurses) and the social

service (SS) staff member, the DON stated that he had

1[ been the one to call the police when resident 4 was

i found to be missing. When asked if the police had :

| voiced their concem regarding the safety of the '|
1

| residents due to the actions of employee 1, he stated he -

| felt they police were more concerned with the fact that

' resident 4 was found inside the building than the safety :

i of the residents due to the actions of employee 1. |

! When asked if they identified the actions of employee

11, on 3/12/02, during the time resident 4 was missing

- as possible neglect of residents, both the SS staff

; member and the DON stated that they had not

' recognized it as possible neglect. The SS staff
member stated that she did not know that she need to
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report alleged neglect in the same manner as she
reported alleged abuse. The DON was asked if . .
. employee | was sent home that evening as was 1mphed !
in the police report, he stated that employee one was ;
not sent home, The DON stated that he (the DON) had
.~ stayed at the facility until around midnight and
observed the actions of employee 1. The DON stated
that he left the facility at around midnight. He stated
that employee 1 was left alone in charge of the staff
and residents from midnight until 6:00 AM the next
moming.

When asked if the facility had conducted an
investigation into the possible neglect, the SS staff
member stated that the facility had not investigated the
allegations.

The DON stated that employee 1 worked for the
facility on an as needed basis, approximately 2 times a
week. He stated that the facility continued to get
complaints from the residents regarding employee I's
job performance after the 3/12/02 nussing resident
incident. The DON stated that he would come in to
the facility periodically, while employee 1 was
working, to check on employee 1's job performance.
The SS staff member stated that because of the
continued complaints from the residents the
administrator had decided that the facility should have
employee 1 screened for controlled drugs.

When asked if the facility had a copy of the drug
screen, the SS staff member obtained a copy of the
screen. The drug screen showed a positive results.

- The S$ staff member stated because of the positive
drug screen, employee 1 was no longer working at the

facility.

When the facility was advised, by police officers,
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_during an investigation of a missing facility resident,
 that the charge nurse on duty may have possibly :
' neglected the residents of the facility, the facility failed
. 1o protect residents and investigate allegation of j
“neglect. The facility charge nurse (employee 1) was
- identified by police officers as having behaviors of
. agitation and was possibly under the influence ofa !
- controlled substance. The facility was advised by the l
. police officers that they were concerned for the safety !
of the facility residents. The facility failed to do an ;
investigation into the allegations of possible neglect.
The facility failed to report the alleged neglect to the
State survey and certification agency and other
officials in accordance with State law.

4. In an mterview with the DON, on S/8/02 at 1:45

PM regarding the facility protocol for reporting

AWOL residents he stated "we search the facility and

the grounds then notify the police if the resident is not -

found” The DON was asked how long they wait

before notifying the police. He responded that it

depends, if a resident forgets to signoutorifitisa

resident who shouldn't be out. 1f the resident should

not be out, we notify the police right away. When

asked if a resident needs 1o be supervised when out of :

the facility the DON responded that a friend or family .

member would sign the resident out. 1
I

5. In an interview with the charge nurse, on 5/9/02 at '

1:30 PM, conceming reporting of AWOL residents, :

she stated it would depend on the resident and if the

resident was court committed or not, if court

committed they would report the AWOL to the police

immediately, or if a confused resident was AWOL,

they would be reported to the police immediately,

other wise they would wait 24 hours before notifying

the police and then discharge the resident after 48

hours. '

Y
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| 6. The DON was interviewed on 5/9/02 at 2:30PM. | i
| The DON stated that the charge nurse should complete | ‘
| documentation of the investigation and reporting of all | |
{ AWOL events in the residents medical record and also | i
. complete a facility incident report. When asked for | ‘ ]
| the incident or investigation reports for the AWOL ‘r ! '1
| events for residents, the DON stated he was unable to |
| locate any and stated the nurse must not have filled | \
| them out. :
| i :
i 1
: 1
F 226 | 483.13(C)(1)(i) STAFF TREATMENT OF P F 226
$S=K | RESIDENTS | a
: ' F-226
- The facility must develop and implement written’
- policies and procedures thal prohibit mistreatment, Resident 1 has been assessed for
; , and f resident i iati | . .
: neglec.t, an ElbllSt:.’ of residents and misappropnation “appropriate placement on the NDU with
| of resident property. - \ :
‘; the proper procedure having been followed -
' {Use F226 for deficiencies concerning the facility's and reviewed by the independent ‘
! development and implementation of policies and consultant. The NDU policy and procedure .
' procedures.) will be followed for continued review. !
1 ‘ : .
: . Resident 2 has been discharged. 1
t This REQUIREMENT is not met as evidenced by: . € i 6/8/02
! . . . I !
| Bas.e.d on mgdlcal record review, review of the . ‘ _ Resident 3 has been discharged. |
! facility's polices, and staff interview it was determined | E 5
| that the facility failed to develop and implement ; ' . \ :
| written policies and procedures that prohibited neglect i : Resident 4 has been discharged. ;
' for 6 of 8 residents with AWOL (absent without ‘ !
| Jeave) behaviors. Residents: 1,2, 3,4, 5and 7. Resident 5, who is not on the NDU has
| been evaluated and received new LOA |
. Findings Include: requirements that are less restrictive. This
- A\ ) . was reviewed by Valley Mental Health, the
. On 55/8/02 the facility's "Abuse Reporting, Prevention QA Committee ind th)l; residents doct,or 1*
" and Investigation Policy" and "Missing Patient )
. Procedure” was reviewed and stated:
i 1. Abuse Reporting, Prevention and Investigation:
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|
It is the policy of this facility that reports of abuse will | . : .
be promptly reported and thoroughly investigated. : Resident 7 has been discharged.
Policy Interpretation and Implementation: ! | |
(1.} Our facility will not permit residents to be | Al current residents’ LOA requirements
subjected to abuse by anyone, including staff P have been reviewed and updated. New |
mermbers, other residents, consultants, volunteers, staff' Admissions will be reviewed by IDT team. i
of other agencies serving the resident, famly l‘ ‘L !
imng?":g;i’l:ega] guardians, sponsors, friends, or other | | To protect other current residents, andto
i (2.} To assist our facility in defining incidents of ‘ have an ongoing pian that protects any new ‘
| abuse, the following information is provided: A. , admissions the facility has implemented a
\ Verbal abuse...B. Sexual abuse...C. Physical ' new protocol and procedure to ensure that
| abuse...D. lnvoluntary seclusion is defined as " the location of residents are monitored
‘ separation of a resident from other residents or from _ and, that if missing or AWOL, a procedure
| his or her room against the ;e51denl‘s will, or '1he wilh " to locate and report the situation. The |
| of the resident’s legal guardian or representative  attached policy and procedures have been |
‘ (sponsor) {Note: Temporary monitored separation b A :
\ from other residents will not be considered involuntary | 1mp!t?mentgd_. Training of personnei and
! seclusion and may be permitted when used as a - ongoing training for new personnel and ' 6/8/02
| therapeutic intervention to reduce agitation as . review for current employees have been ‘
: determined by the medical director , and/or director of ! initiated. Specific inservices have been L
; nursmg SCI’\:]CE‘S such as action that is consistent with 'held and “spot” checks of employees .
| the residents plan of care.) E. Mental abuse. . , . demonstrating that they have learned and |
| (3.) Shonld any employee witness abuse (in any form) * | .. ;
1 he or she is required to report it immediately. Al t upderstand the training ?hat has been |
| reports of abuse must be reported to the Administrator, | | iven has been accomplished. All work {‘
| or Director of Nursing, or Social Services, who in turn -  shifts have been covered with regard to this |
\ will report it to the Administrator as well as to the training. A brief overview of the training |
| resident's representative (sponsor), The State Survey | \includes: A time frame that each care giver |
} and (;emﬁeatmn Department, and Af:iu?t Protective ; 'or employee who is responsible for a
. Services or local law enforcement within twenty-four i '
| (24) hours of the occurrence of such incident. An : ! !
| immediate investigation will be conducted by the ‘ i
1 Administrator and‘or his Designee. The findings of
1 such investigation be reported and faxed to The State
. Survey and Centification Department, within five (5)
| working days of occurrence of such incidents.”
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| The facility's Abuse Reporting, Prevention and f N —_—
Investigation Policy does not define what neglect is, or | | resident mlt',als that they have'person:cilly
| how the facility will identify, investigate or 1eport I seen the resident. A copy of this form is
incidents of neglect. Neglect is defined as failure to ] attached. There is also a form that the
provide goods and services necessary to avoid ; ~ employee signs that indicates the
physical harm, mental anguish, or mental iliness. 1 ‘t employee has received the training to
5 "Missing Patient Procedure” f l accomplish the items listed above.
< issing Patient Frocedure  Amethod that monitors residents who are
| "(1.) Discovering that a Patient is Missing: Each on a leave _Of _abse_nce has been ',mtlated
nursing attendant is responsible for the whereabouts of They are within a timeframe or will be
| her patients. No reasonable period of time should pass : ; placed on missing / AWOL status. The
| when the nursing attendant on duty does not know ' : procedure covers who the employee
1 where all her patients are. 1f the nursing attendant is _reponts the information that a resident is
| personally unable to locate any patient in her charge, J missing. The immediate follow up of
| ihe attendant is to notify her immediate supervisor.. Aif Iooking for the resident, the time frame in
\ the patient is not discovered within 10 to 15 minutes, ; . ’ .
| an organized search effort is to be instigated... (3.) which other agencies are to be notified and
| The Search: Time is a major factor in finding missing . . specific police reporting requirements are
| patients... Therefore it is important that missing : i included. A procedure has been 6/8/02

| patients be discovered soon, and that efforts be
organized and thorough... (4.)...The administrator
and/or director are to travel to the facility and assume |
responsibility for the search, and notify outside L
agencies. 1f neither the administrator not director can i
be contacted, the person in charge is to enlist the help |
of the outside agencies..{5.) Notification of Agencies: |
a. Police... Police to be notified of patient missing 30 |
‘:
|

minutes. b. The family or other Responsible
Persons...c. The Attending Physician. d. The Health
Department,.." \?

l !
| The survey team reviewed the medical records of 3

* residents identified as having AWOL behaviors. The
. findings are as follows:

| RESIDENT 2

© Resident 2 was admitied to the facility on 5/31/01

implemented so that agencies who

received a report of a missing resident are
contacted about the residents returnand
any pertinent data regarding the resident,

| such as physical condition, etc. This

u procedure was completed and

! implemented along with the inservice
training. Theinformation is attached.

| A specific agenda item will be incl

uded for

1 discussion at the Quality Assurance
| Meetings. The effectiveness of these
procedures will be reviewed, monitored,

| and revised if improvements are indicated

| or recommended.
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| with diagnoses of paranoid schizophrenia, cognitive
. disorder with behaviors, depression, suicidal idéations,
| insulin dependant diabetes, and polysubstance and
i alcohol abuse.
|
| Resident 2's medical record was reviewed on 3/7/02
; and documented the following:
i
| 1. The nurse’s notes were reviewed for the ime period

! of 5/31/01 through 4/2/02. Documentation included
i the following:

: 1/6/02 at 6:00 PM: "Pt {patient] refused

' (medication)...took at 18:40 [6:40 PM] and then

| disappeared...” There was no documentation found to
, evidence the facility attempted to locate resident 2 or
. notified the police when the resident disappeared.

+1/7/02 at 7:30 AM: "Prstill AWOL [absent without

+ Jeave]...Catled [hospital] to inquire of Pt whereabouts.
i They said he left ina cab..." There was no

i documentation found to evidence the facility notified

1 the police that the resident was AWOL after being

: released from the hospital.

| 3/6/02 from 1800 to 0600 (5:00 PM to 6:00 AM): "Pt
1 noted by CNA [certified nurse aide] to have left room
| and facility [without] signing out in LOA [leave of

| absence] book or informing staff. Social Worker

office [Social Service representative] contacted [at}

| place of residence to inform her of event.” The nurses
| note did not document the actual time the resident was
! determined 1o be AWOL, if the facility staff had

" attemmpted to locate the resident, or if the police had
-1 been notified.

' 3/7/02 at 6:30 AM: "Administrator notified and police
“ notified...Police will call back facility later on this
AM." There was no further decumentation found to

. Inservices on the above procedures were.

| given on May 11%; May 13%; May 14%; May *
15t & May 30%, All shifts, and all |
i personnel received this inservice.

| The inservice was given by the

- Administrator and Social Services. Follow
 up training will be done for review of

' current employees, and orientation for new

' employees. The schedule for ongoing

. review of the policy and procedure is a

“ mandatory employee meeting on the third

" Friday of each month.

1

| This will be monitored by the Director of

Nursing and part of his report at the '

| Quarterly Quality Assurance Meetings. 6/8/02
However, the initial implementation of the

plan was reviewed at a Quality Assurance

Committee Meeting on June 4,2002 to

 insure that viable plan had been placed

- into effect.

oo/ 167w\ wowor af wee ¥y
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. determine when the police retumed the facility’s call
: regarding resident 2 being AWOL. |

4/1/02 at 3:00 PM: "Pt has been gone since 0530
[5:30 AM]. Didn't sign out. Didn't report to this

. nurse. Still hasn't returned to facility..." There was no
. documentation found to evidence the facility staff

attempted to locate resident 2 or notified the police

" that the pt was AWOL.

4/2/02 at 1:00 PM: "Put in a call to pelice department

to report missing Pt. Waiting for officer to call back.” -
This was 35 hours and 30 minutes after the facility
documented resident 2 was AWOL.

2. On 5/13/02 a review of police reports, dated 3/7/02
and 4/2/02, Concerning Resident 2 was conducted
revealing the following documentation:

Police report dated 3/7/02: The report documented
that incident regarding resident 2 occurred on 3/6/02 at.
11:55 PM and was reported to the police, by the

facility, on 3/7/02 at 6:54 AM (7 hours later).

. 1talked to [employee 3] who works at the facility. She
. said she saw [resident 2] yesterday moming at 0545
_[5:45 AM]. He was [name of street] walking towards

; [name of street]. 1asked [employee 2 and employee 3]
- why the police were not called then. {Employee 2]

said because [resident 2] always leaves, but he always

. returns ta get his meds.

3. There was no documentation found in resident 2's

medical record that the facility followed their Abuse
Reporting, Prevention and Investigation policy or their

' Missing Patient policy. The facility failed to

implement & search or notify the police in a timely
manner when the resident was identified as being
AWOL and did not notify the attending physician or

CMS-2567L

ATGLI2000 Eventi  JOYIN Facitty iD:  UT@OS3

If continualion sheet &3 of




DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

PRINTED: 5/23/
FORM APPROVE

2567
TATEMENT OF DEF!ACIENC.IES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE' SURVEY
\ND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING C
465124 5/10/02
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZiP CODE
) 125 SOUTH 900 WEST
MIDTOWN MANOR SALT LAKE CITY, UT 84104
(4) D : . SUMMARY STATEMENT OF DEFICIENCIES 1D : PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG i CROSS-REFERENCED TO THE APPROPRIATE DATE

DERCIENCY)

F 226 Continued From page 04
. the State agency.

. RESIDENT 5
- Resident 5 was admitted to the facility on 8/15/00 with

. diagnoses of schizoaffective disorder bipolar type,
" insulin dependant diabetes mellitus and hypertension.

. 1. The nurse's notes for resident § were reviewed and

The resident’s medical record was reviewed on

- 5/10/02.

revealed the followmg:

11/26/01 at 5:00 AM: "Yesterday pt was LOA after
junch. Pt. didn't comx back at present time. Does not
take 11/25/01 noc (night time) meds." No specific

{ime was documented for when the staff noted the i
resident was AWOL. There was no documentation |
found regarding the sta ff atternpting to locate the |
resident ot that the police were notified when the staff
determined the resident was AWOL. ;

11/27/01 at 7:30 AM: "Called and reported missing to |
police." This was approximately 44 hours after the
resident went AWOL.

attempted to sign out in LOA book. Pt informed she
could not sign out for LOA (at) this time. Pt again
became belligerent, stating she was leaving facility. Pt
informed she was not to leave facility + would be
AWOL. Ptleft the facility (at) this time.

i

i

12/15/01 at 12:10 AM: "Ptup at nurse's desk, i
}'

i

12/15/01 at 12:35 AM: "Call placed to SLPD (Salt
Lake Police Department) to report pt AWOL.

7. Review of a police report on 5/13/02 documented
the following incident:

F 226

|
i
i
i
}
|
b
!
|
E
|
|
|
]
|
]
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E The report which was dated 11/27/01, documented that
| the incident regarding resident 5 occurred on 11/25/01
: at 11:30 AM, and was reporied by the facility to the

, police two days later, on 11/27/01 at 8:47 AM.

:‘ 3. There was ne documentation found in resident 5's

| medical record that the facility followed their Abuse

: : Reporting, Prevention and Investigation policy or their

i Missing Patient policy. The facility failed to

‘; implement a search or notify the police in a timely

i manner when the resident was identified as being

: AWOL and did not notify the attending physician or
the State agency.

RESIDENT |

. Resident 1 was a 42 yeur old male resident admitied
“on 8/7/01, with the following diagnoses: traumatic
head injury, severe cognitive deficit with aggressive
- behaviors and aphasia (difticulty communicating).

1. Review of the nurse’s progress notes on 5/8/02
i documented several episodes of resident 1 leaving the
facility on his own without the staff's knowledge.

A nurse's note dated 12/24/01, stated: "On occasion
will go AWOL, seems to find way back to facility
most of the time".

Other notes dated, 2/4/02 and 2/25/02, documented
. that the resident would go AWOL at times.

+On'3/9/02, a1 11:30 AM, a nurses note was written

. which stated: "Social Services [name] reports pt. was

previously ai [local grocery store] and fell. Small

_abrasion observed on right third finger et [and] efbow.

* Both arms cleaned et Band-Aid applied. Pt s wife
cajled"”.

L
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|
‘E Continued From page 66 ‘
| |
1 On 3/11/02, at 9:00 AM, a note was written which :
' stated: "Pt AWOL family et [and] SLPD [Salt Lake |
| City Police Department notified.” On the same day, at |
| 5:00 PM, eight hours after resident 1 was noted as
| missing, the nurse documented the following: "Pt.
| returned to facility - staff located pt. at SL [Salt Lake]
' airport - pt. placed in NDU [New Dimensions Unit] -
' locked unit for more structured environment due 1o
| AWOL behavior - will cont. [continue] to monitor.
Family notified”.

i 2. Review of the social service progress notes on
5/8/02 revealed the following;

~On the day of admission 08/7/01. the social service
stalf member wroté the following: "Staff will monitor |
: for possible AWOL &/or aggressive behaviors.” '

On 4/18/02. the notes stated: "Resident recently placed }
on NDU for structure enviromument due to going |
AWOL from facility nuimerous times. Poses himself
|10 being a danger to self. Resident successfully made
it 10 the airport and was brought back by the pelice.

Resident is unaware of his surtounding and !
whereabouis”.

3. Review of the behavior data collection sheets on
5/8/02 revealed the following episodes of AWOL:

2 during the month of January 2002,

2 in February 2002, 6 in March 2002, and

] episode in April 2002 (after the resident was placed |
in the NDU. i

' 4. Review of the Care Plan Conference Summaries i
. completed on 5/8/02 documented the following: :

Review of the Care Plan Conference Summary for

F 226
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i 4/18/02, revealed that: "Patient placed on NDU due to

' ongoing AWOL episodes....Pt. will AWOL with
| sutside NDU activity - activities must be in NDU".

L S An interview was conducted with the director of
i nurses on 5/9/02 at 2:30 PM, regarding resident 1's
‘i AWOL behavior. He stated that the resident should
| not leave the facility without supervision due to his
1 decreased cognition as well as short and long term

{ memory loss.

1 6. On 4/10/02 at 2:00 PM, an interview was
i conducted with the manager of 2 local grocery store
- concerning Resident 1.

| The manager stated that resident 1 would freguently

i come to the store. She stated that resident 1 would sit
 in a chair at the front of the store. She stated the

| resident 1 would crochet and wave to the people

. shopping in the store. She stated that resident 1

l would remain at the store for "a long time”,

she stated from benwveen 1 to 3 hours. She stated that
| she did not know how resident 1 got to and from the
! store, but had never seen any facility staff come and

i get resident ] to return him to the facility.

7. Police reports were obtained and reviewed by the
survey team on 5/13/02:

| The report was dated 3/11/02 and documented the
i following: "The complainant reported that [resident

| 1]...Jeft sometime around 0700 hrs [7:00 AM], and has

. not been seen since. [Resident 1] has severe brain

: damage...and cannot find his way back if he goes out.
' [Resident 1] has been known to go to the [name and
“address of local grocery store] but they haven't called
 today.. 1 also checked [neme and address of local gas

When asked what the manager meant by "a long time”,

i
I
|
r
!

1
i
1
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station], but he hasn't been there today. They also

" know [resident 1]. [Resident 1 has a permanent wrist

L

band with his name and the {facility’s] phone #
[number] on it.

...|Resident 1 has been picked up walking the freeway
[in the past], frying to gel home to [name of city].
[Resident 1's] [spouse] lives there. ATL {attempt to
locate} and updated description entered...[Resident 1]

! was subsequently located...[resident 1] was
- returned...and turned over to facility staff member's
. name], an employee.”

8. Review of the Utah States Agency records
evidenced there was no documentation that the facility
had reported the AWOL incidents for resident ! which
were documented in the nurse’s notes on 3/09/02 and

© 1/11/02.” The behavior data collection sheets noted 2
. AWOL's in January 2002,

2 in February 2002, 6 in March 2002, and 1 episode in -

_ April 2002 (after the resident was placed in the NDU).

Details of the incidents documented on the behavior
data sheets were not documented further in the nurses
or s0cial services notes.

9. The facility failed to follow their abuse reporting

: and investigation policy by not reporting to the "State

Survey and Certification Department within
twenty-four (24) hours of the occurrence of such

| incident”. There was no documentation of a thorough

investigation of all AWOL resident 1's frequent

- unsupervised visits 1o a local grocery store. The

: nursing attendants were not aware of resident 1's

* whereabouts at all times as was outlined as their
" { esponsibility in the policy.

. RESIDENT 3

Resident 3 was admitted to the facility on 2/1/02 with

ChiS-2567L
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_diagnoses that included schizophrenia, alcohol abuse,

" seizure disorder, closed head injury, neurologic deficit - i

and post traumatic stress disorder. .

Review of resident 3's closed medical record on 5/8/02 .‘

revealed the following:

1. A physician's order dated 2/1/02 documented that
resident 3 could have LOA privileges with staff only. .

2 Review of Resident 3's admission MDS, dated
4/25/02, documented that resident 3 had problems with
short and long term memory and moderately impaired
cognitive skills (decisions making poor,
cues/supervision required). Indicators of delirium and
disordered thinking.

3. A nurses note, dated 5/3/02 at 9:00 AM,
documented "resident left facility around 9:00 AM
didn't sign out didn't tell any one where he was going
or when he would be back...will inform next shift
about resident being AWOL"

A nurses note, dated 5/4/02 at 9:00 AM, 24 hours
after the resident was noted missing, documented
#Search made of facility still unable to find Pt.
[Police] notified...".

4. In an interview with a social service representative,
on 5/9/02 at 1:00 PM, she stated that resident 3's
guardian called the facility on 5/9/02 stating that
resident 3 had been located at his previous address in
Idaho ( 6 days after resident 3 went AWOL).

5. The facility's Abuse Reporting , Prevention and
Investigation Policy did not define what was neglect
(residents not provided supervision and leaving the
facility unattended). Resident 3's AWOL incident

was not reported to the State Survey And Certification

CMS-2567L
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. Agency as potential neglect.

' 6. The facility failed to follow their "Missing
: Procedure” The staff was unaware of the resi

* whereabouts at all times and when the resident was

! found mussing, did not conduct an immediate

Patient
dent 3's

and

" thorough search of the facility and neighborhood. The

administrator and or director of nursing did not travel
. 10 the facility and assume responsibility for the search

and notify outside agencies including the police and

* the health department.

- RESIDENT 4

features and behaviors secondary to traumatic

. prostate cancer, and colon cancer.

revealed the following:

with staff or family (not independently).

was to move to the open unit on 3/1/02.
2. A nurses note, dated 3/12/02 at 7:25 PM,
search made of facility, unable to locate pt. in

building. Unable to'locate pt outside of bldg.
(building) or suirounding area...Call placed to

Resident 4 was admitted lo the facility on 1/29/02 with'
diagnoses that included dementia with depressive

brain

injury, hypertension, non-insulin dependant diabetes,
Review of resident 4's closed medical record on 5/9/02 .

1. An admission physician's order, dated 1/29/02,
documented resident 4 was to have LOA privileges

2. Resident 4 was admitted directly to the NDU on
admission. Nursing notes documented that resident 4

documented "CNA reported pt. is not in his room,

[police]..."”. At7:50FPM the nurse documented thata .
police officer was in the facility; at 8:45 PM the nurse ‘
documented that resident 4 was found in the NDU.

CMS-2367L ATGIHI2000 Event! 101
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4. A police report documented the following:
"Complainant [name on complainant-facility
employee] reported [resident 4] missing at around
1930 hrs [7:30 PM). [Complainant] stated {resident 4]1
left the Manor between 1800-1900 hrs [6:00 PM -7:00 \
PM]. [Complainant} stated they had checked the
building and that [resident 4] was not there.... Before 1
| had more police officers search for [resident 4] 1 asked :

! nurse [name of nurse-employee 4] to double check the !
entire building, because I stated 'we need to be 100% |
sure he is not in the building' before we dedicated the '
manpoywer to the search. [Employee 4] and other
nurses did check the building, but for some reason did
not check the lock-down area. Six officers were

. dedicated to the search full-time.... At one point |

- asked [employee 4] again to make sure they had
checked every possible place in the building, and 1o
regularly monitor the building in care [resident 4]
returned through one of the doors.... Ataround 2140
hrs {9:40 PM] [employee 4] informed me that [resident
4] had been found in the lock-down area. No record :
" was kept by the person who put him there and no one
seemed to know how [resident 4] got there.... "

i
|
x
]
\
b
i
|
|

"[Employee 4] obviousty did not do a very thorough |
check of the building and did not seem to care about
. whether [resident 4] was found. Twice 1 had to |
! interrupt [employee 4's] personal calls on the phone to ’
. get her to give me some assistance while the search !
was being conducted. ..." '

"[Employee 1-charge nurse on duty] was very
uncooperative, and at one point 1 had to ask him if he
" cared at all if {resident 4] was found. [Employee 1]

. did not seem to care and went about other business,

' refusing to give me assistance....”

. 5 Inan interview with the DON, on 5/14/02 at 1:45

L
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PM, he stated that it was unknown how resident 4 got
onto the NDU, but speculated that because the NDU is
| unlocked during meals, resident 4 could have gone in
unnoticed after the evening meal. The DON also
stated that he had done the initial search of the facility
for resident 4 but failed to search the NDU before

‘ notifying the police.

| 6. The facility failed to follow their "Missing Patient

! Procedure” by not conducting a thorough search of the
i facility (the NDU was not searched) when resident 4

- was found missing.

. RESIDENT 7

\ Resident 7 was admitted to the facitity on 3/1/02 with
i diagnoses that included, dementia-Alzheimer's type

t with behaviors, Squamous cell carcinoma, diabetes

: mellitus, hypertension and anermua.

{ Review of the medica) record for resident 7 on
| 5/14/02, revealed the following:

|
|

i. Review of the "Order for Commitment and/or
| Detention Pending Hearing and/or Examination”

% papers, dated 3/1/02, documenied, "...Patient is

. demented, took off from a nursing home in Salt Lake
| City and was found in Provo 2 days later. Patient has
i no insight into his illness. He is Mentally ill and

1, danger to himself.”

i
i
!
|
;

2. The nursing notes, dated 3/2/02, revealed the
following documentation:

"0755 [7:55 AM]} NDU [residents and staff] came

. back upstairs [and) noticed that resident was not in the
: unit searched around the facility [and]up [and] down

- the block police notified [administrator] notified of
' resident taking off ss [social service] notified.”

1
i
|
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*1100 (11:00 AM] [hospital] called [and] stated that ‘
they had [resndem 7} [and] that they would be bnneme i
him back ..

3. Review of the State Survey Agency records

| evidenced there was no documentation that the facility
| had reported the AWOL incident for resident 7 on
3/2/02, as mandated by policy.

!

I 4. The facility failed to follow their "Missing Patient

| Procedure” by not menitoring resident 7's whereabouts -
" and he left the facility unattended. The facility did not

- notify the state agency that the resident was missing.

' INCIDENT OF POTENTIAL ABUSE BY A
LICENSED NURSE

1. Review of a.police report dated 3/12/02, obtained
by the survey team on 5/13/02 revealed the following
concemning allegations of neglect by a facility licensed
charge nurse (Employee 1):

*] responded to the scene to set up an incident post on L
a missing person. 1 was advised that the nurse who
was in charge [employee 1] was in the bathroom and ,
had been for over one hour. [Employee 1] was }
|
|

supposed to be able to give us details about the
missing person. 1 waited for approximately 30 mmutes
| after ] had arrived and then finaily knocked on the
| door of the bathroom announcmg myself and for

t [employee 1] to come out..
q

-{ "When [employee 1] carne out he was excited, jumpy

I
! - . . .

] and could not stand still. His eyes were pin point and

| his behavior agitated. | felt he was on a controlled

! substance but could not deterrmune what it was, 1asked

 if [employee 1] was high and [employee 1] did not

CF226
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: respond. 1 asked again and [employee 1] said that 1t

! was a free country and he could take anything he

! wanted.... After about ten minutes of [employee 11

" walking around in an agitated state he began to look at

| patient folders. [Employee 1] would flip through the

| pages as fast as he could, making small notation in the -

| folders. 1 wasn't sure what [employee 1] was noting
* gince he insisted that he had just got to work, as if he
 had forgotten about the time he was in the bathroom.”

| "] spoke with the manager [survey note, Director of

. Nurses] of the complex and expressed my concerns. [
- told him that I felt that [employee 1} was possibly on a
controlled substance judging from my experience. |
offered to have a PK2 search the area for any

. controlled substances. He contacted the administrator

their own search.... "

"] expressed my concerns for the safety of the patients
with [employee 1] in charge of them in the state of
mind he was in.”

*[Employee 1] did not show any concern for the
missing person and did not assist us in any way until
forced to stay in one area and talk to us. Also anote

on his behavior. When his boss {name of boss], called -
on the telephone he said the police want to talk to you -
and then he hung up on his boss. [name of boss] had to
call back.” i

| The report continued with another police officer giving
, details of events the officer was involved in regarding
| employee 1:

i

| "The complainant [name of complainant- employee of
. facility] left work shortly after reporting [resident 4]

' missing at 1930 hrs {7:30 PM] and not much

t information was passed to his replacement, [employee

and opted to send [employee 1] home after conducting

CMS-2367L ATGH 2000 Event]  10YI1%
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-1]. lcame back about 10 minutes later after searching :

the immediate area and it was as though they had
completely forgotten about fresident 4] ..."

"[Employee 1] was very uncooperative, and at one
point I had to ask himif he cared at all if [resident 4]
was found. He did not seemto care and went about
other business, refusing 1o give me assistance...”

"] had 1o call [complainant] to come back to work as
{employee 1] would not cooperate, and employee 1
was eventually asked to go home for the night when
jcomplainant] arrived.”

2. On 5/14/02 at 2:05 PM, in an interview with the
facility DON and the social service (55) staff member,
ihe DON stated that he had been the one to call the
police when resident 4 was found missing.

When asked if the police had voiced their concern
regarding the safety of the residents due to the actions

. of employee 1, he stated he felt the police were more

cancerned with the fact that resident 4 was found
inside the building than the safety of the residents due
to the actions of employee 1.

When asked if they identified the actions of employee .

"1, on 3/12/02, during the time resident 4 was missing

as possible neglect of residents, both the SS (social
service) staff member and the DON stated that they
had not recognized it as possible neglect.

The SS staff member stated that she did not know that
she need to report alleged neglect in the same manner
as she reported alleged abuse.

The DON was asked if employee 1 was sent home that
evening as was implied in the police report. He stated
that employee 1 was not sent home. The DON stated

CMS-2367L
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" that he (the DON) had stayed at the facility until
around midnight and observed the actions of employee |

1. He stated that employee 1 was left alone in charge

of the staff and residents from midnight until 6:00 AM

the next moming,.

" When asked if the facility had conducted an

. investigation into the possible neglect, the SS staff
member stated that the facility had not.investigated the -
" allegations. |

The DON stated that employee 1 worked for the

|
|
b
i
i
|
i

facility on an as needed basis, approximately 2 times a

week. He stated that the facility continued to get
complaints from the residents regarding employee 1's
job performance after the 3/12/02 missing resident
incident.

The DON stated that he would come in to the facility

on employee 1's job performance. The SS staff
memmber stated that because of the continued
complaints from the residents, the administrator had
decided that the facility should have employee 1
screened for controlled drugs.

When asked if the facility had a copy of the drug
screen, the SS staff member obtained a copy.of the
screen. The drug screen dated 3/20/02 (received by -

' the facility on 3/22/02) showed positive results for 2

drugs.

The SS staff member stated because of the positive

. periodically, while employee 1 was working, to check

drug screen, employee 1 was no longer working at the

facility. Facility staff were requested to provide
further information regarding the date of termination

for employee 1. The drug screen for employee 1 was :

the only information provided therefore, surveyors
were unable to determine exactly how many times
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F 226 | Continued From page 77
E employee 1 worked after-the 3/12/02 police
| documented incident.

.

]

\ 3. The facility failed to to follow their abuse reporting

l and investigation policy by allowing employee | to

| continue working after questions from the police and

| other sources concerning his ability to function: "Our

| facility will not permit residents to be subject to abuse

| by anyone, including staff..." The facility did not

 follow their policy of reporting abuse (neglect) to the

| State Survey and Certification agency withir 24 hours

~of the incident.  An immediate investigation was not
conducted by the administrator or his designee.

' Employee 1 was not... "placed on L.O.A. until

! investigation is complete.” Employee 1 (the facility

. charge nurse) was allowed to work the renmainder of

. his shift -after being monitored by the director of

* shifts with occasional monitoring by the director of
' purses until he was finally drug tested and dismissed.

. 4. The facility's Abuse Reporting, Prevention and

i how the facility will identify, investigate or report
incidents of neglect. The staff were not aware that the

. report and investigate it as such.

F 280 483.20(k)(2) RESIDENT ASSESSMENT
SS=F
A comprehensive care plan must be:

" Developed within 7 days after the completion of the
_comprehensive assessment;

" Prepared by an interdisciplinary team, that includes
* the attending physician, a registered nurse with

above incident constituted abuse via neglect so did not ;

- purses for a few hours. He was allowed to work more

" Investigation Policy does not define what neglect is, or

|

i

i DEFICIENCY)
F226 |

F 280
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F 280 i Continued From page 78 i F280 i i
! responsibility for the resident, and other appropriate | f E
| staff in disciplines as determined by the resident's | i F-280 'f
| needs, and, to the extent practicable, the participation \ ’: t[
| of the resident, the resident’s family or the resident's \ ; '
! legal representative; and ' Residents' 1 and 5 care plans has been !
o _ l | updated to reflect resident needs and
Periodically reviewed and revised by a team of [ . stat i
. 1 ) a us. |
qualified persons after each assessment. l i i
. 1
| This REQUIREMENT s not met as evidenced by: | ‘ R_esndent 2,3,4,and 7 have been |
| Based on review of the medical records, review of the ! : discharged. ‘
' 1DT (Interdisciplinary Team) meeting minutes, and ' . )
| staff interviews it was determnined that the facility did . To insure that the corrective measures are
. not evaluate or revise the care plans for 6 of 8 " on going for curment and new residents the
residents as the resident’s status changed. Residents 1, . ! facility will follow the directed plan of
| 1 : - . X
12,3,4,5and 7. : ' correction regarding an independent
. y : t
o . : - consultant. :
| Findings include: i 5 consult 6/8/02

| RESIDENT 2

| Resident 2 was admitted to the facility on 5/31/01
| with diagnoses of paranoid schizophrenia, cognitive

! disorder with behaviors, depression, suicidal ideations, i

 insulin dependant diabetes, and polysubstance and
i alcohol abuse.

|
i Resident 2's medical record was reviewed on 5/7/02.
i

i 1. Review of the physician's orders from admission
; on 5/31/01 through 5/7/02 evidenced no

i documentation that the physician gave orders for the
! resident to be placed in the NDU {New Directions

t Unit).

‘9 Review of the facility’s contract agreement with
| resident 2, dated 6/13/01, indicated the following:
© "] [resident 2], enter inio this agreement wiih {the
facility]. Tunderstand 1 wiil:

| An additional consultant, approved by the "
' State, will be hired and directly assigned o |
' review the procedures we have installed for |

| effectiveness. This consultant will also be

. asked to make sure that the on going

| review and assessment of the procedures

| will be effective now and in the future. The

| recommendations of the consultant will be

't‘ included in our overall plan and initiated as

| indicated. This consultant will review

" and/ or develop resident assessment and

w behavior management plans to insure they

| are adequate and effective. The consultant
_ 1 will submit weekly reports to the facility

—
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F 280 | Continued From page 79 t F280 |
(1). T will have my money’s managed through [mental ; I L L
health caseworker]. i indicating the findings and progress of
| (2). Not use illegal drugs or alcohol. _ | his/her review. These findings and
.(3). Agree to attend drug and alcohol groups through ' ' recommendations will be incorporated in
[outpatient mental health}. : i the Quality Assessment and Assurance
(4). Agree to have unne an@ /or blood drug screen | Committees. Changes in Policy and
tests done on 2 monthly basis and /or at the staffs
discretion. | procedures will be made if indicated. A
| (5). Go to Social Services or RN [registered  copy of these weekly consultant reports WI||
| nurse)/DON [Director of Nursing] when | feel  be forwarded to the State on a weekly
i depressed, sad, have pressure from other residents, or ! basis.
| have need/desire to do illegal drugs or alcohol. |
1
j U?mtllcomplttlontofthe a‘;bol\.e; will 'clnta ]alciowed 1o po , The initial review by the consultant
into the comnnity on a daily basis. .It ] do not . indicated that specific areas requiring
comply with the above, 1 will voluntarily place myself N h ltant are: 6/8/02
: on the locked unit for selfprotemon ' direction from the consultant are:
| |
i This form was signed by resident 2, the Social Service i Make use of the current alarm system.
l representatives, and the Social worker on 6/13/01.
. The physician did not sign this form. There was no Functional Analysis needs to be
[ further documentation found in the resident’s medical _ completed and used in development of
| record to evidence the physician was involved in [ behavior management plans
| developing the facility's contract agreement with ! new behavior g P )
| resident 2. [ ] .
} . Data collection methods should include
| 3. The mental health physician's notes, dated 1/24/02, 5 qualitative information.
! stated "...On 12/26/01, [resident 2] was put on the j ,
| closed/locked unit due to his repeated calls to 911. " ! Maladaptive Behavior needs to be :
| i e . )
| specifically stated and described in the
4. The IDT (Interdisciplinary Team) meeting minutes . | s | y
{ were reviewed for the dates of 5/31/01 through 4/2/02. l care plans.
: No documentation was found to evidence resident 2's
, attending physician was an active member of the IDT !
-, team. 1
; Documentation of the IDT meeting for the date i
© 2/21/02 indicated the following:
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| "... Plan of Care: Nursing...Placed on NDU :
| [secondary to] phone calls made to emerg Include more components in the
\E [emergency] services...Summary of Care Plan " behavior management plans. Purpose of
- Conference Discussion. Pt moved out of NDU in Feb. - ; ; :
| [February] [with] 1 episode noted of inapp. 1 Plan, baseline data, etc. as trained to the
: {inappropriate] phone use. Will monitor for cont. i IDT team by the consultants.
| [continued] episodes. Pt informed if episodes cont.
| [continue] he will be placed on NDU again.” i Document dates of review and/or
:  revision.
" There was no documentation found in the IDT !
' meetings regarding the specific dates of when resident . Inservice regarding data collection and
. 2 was placed in the NDU or when he was released Co . !
 from the NDU. There was no documentation found to . thOSOPhy of psotive behavior
evidence the IDT meetings included resident s - management.
physician in the decision to place the resident in the ‘
. NDU. The IDT also did not document that they Have Quality Assurance meetings
identified resident 2's AWOL behaviors as a problem - weekly, and have resident attend when
_ that reguired an intervention. appropriate.
5. The nurse's notes were reviewed from 5/31/01 : .
' through 4/2/02. Documentation included the Keep documentation of meeting for
- following: - TeVIEW. 6/8/02

©12/25/01 at 5:45 PM: "Pt [patient] came up to nurses

station and said he just called the paramedics. 1 asked
- why and he said he was hearing voices to kill himself.”

Consultants will complete an inservise on
i the above behavior management
. information and demonstrate the proper

£ 12/26/01 at 12:15 AM: "Pt back to facility

! from[hospital] ER {emergency room) via cab...”

" There was no documentation found in the nurse’s
notes that resident 2 was placed in the NDU, as per the
mental health physician’s documentation on 1/24/02.

The first nurse's note to document that resident 2 was
residing in the NDU was: 1/17/02 at 9:30 AM:
" _Amb. [ambulating] ad lib [at liberty] in NDU .."

1/6/02 at 6:00 PM: "Pt refused (medication)...took at
18:40 (6:40 PM) and then disappeared...Police officer

1 technigues of functional analysis.

| The facility will follow the guidelines and

' inservice training provided by the

' consultants to ensure that the problem is
- solved for all current and new residents.
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F 280 Continued From page 81 i F280
came into the facility, he stated (resident 2) got a crime’ ;
number...because he tried to do a suicide in the middle i
of the road....(the patient was taken to the hospital by ' ;
the police)...Will continue to monitor.” j
1/7/02 at 10:45 AM: "Pt returned to facility.."
1/6/02 from 1800 to 0600 (5:00 PM to 6:00 AM): "Pt : The Administrator hias coordinated this
noted by CNA (certified nurse aide) to have left room | effort with the Director of Nursing who will
and facility (without) signing out in LOA (leave of monitor the procedure and be responsible -
absence) book or informing staff. that this plan is followed. The director of
1/8/02 a1 3:00 PM: "Pt retumned to facility via siaff nursing will make a follow up report at the -
:lss,’istegl fr(;m hosﬁilal st;irl‘l'me ol va s Quarterly Quality Assurance Meetings. 6/8/02
o These reports will not only include that
3/29/02 at 5:00 PM: "Police came to desk and stated Policy and Procedure have been followed,
fresident 2] calied and said that [another resident] was but also any recommendations for
following him all over the facility and threatening him implovement will be reviewed and
[with] a knife - pt. did not notify any of the stafl. implemented if warranted.
Story not substantiated by any witnesses, staff or
residents...pt. placed in NDU for more structured \o. o \\ ne u,e A&'\'C d as
environmentsupervision.” (ave {3 3

4/1/02 at 3:00 PM: "Pt has been gone since 0530
(5:30 AM). Didn'tsign out. Didn't report to this
nurse. Still hasn't returned to facility...” Dee k !3
6. Review of resident 2's Plan of Care, dated 6/13/01,

evidenced the following:

"Problem #1: Alteration in behavior 1/t [related to]
worsening of chronic illness.... Approach:...7. Res.
[resident] is not to leave facility unsupervised
[without] staff or [without] approval from IDT."

There was ne documentation found to evidence
resident 2's Plan of Care had been reviewed and
updated regarding the resident's AWOQOL behaviors,
inappropriate phone use, and placement on the NDLU.

Needed 68 well as
reoaes W be ede o

uc‘u"’@\\ts ¢ The

(DT waeet

W o mowtn aheenn wmowtialy .
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. RESIDENT 5

Resident § was admitted to the facility on 8/15/00 with
diagnoses of schizoaffective disorder bipolar type,
' insulin dependant diabetes mellitus and hypertension.

~The resident’s medical record was reviewed on

5/10/02.

. 1. Review of the current physician's orders revealed
an order. dated 8/15/00, indicating the resident "May
g0 oul on pass with family, staff with medications”
This order indicated the resident must not leave the
facility without supervision.

evidenced the following:

Problem #1: “Alteration in Behavior: Elopement
risk_. mvb{manifested by) Res.(resident) leaves the
facility without notifying nursing or signing out.
Complicated by: 1. Behavior that endangers the
es... External factors: 1. Poor decision making ability.
2. Schizoaffective disorder.”
Goals: "Res. will [decrease] risk for elopement as
evident by notify nursing + signing out prior to any
LOA [leave of absence] thru next review."
Approach: "..5. Staff will inform [social services}
+/or Admin. [administrator] if res. leaves the facility
[without] signing out. 6. Discuss [with] the res. in
private after any incidents occur -+ strongly reinforce
compliance [with] facility rules [such as always
informing staff + signing out).”

Documentation on the resident's Plan of Care
evidenced it had been reviewed on 10/5/00, 11/16/00,
2/8/01, 10/18/01, and 1/10/02. There was no evidence
found that the Plan of Care for this problem had been

2 Review of resident 3's Plan of Care, dated B/25/00,

[
i
|
|
]
|

|
;
i
1
|
|

1

i
!1
l

i
;
|
}
i

|
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F 280% Continued From page 83

t updated or changed by the facility staff for these dates.

F 280

' 3. Review of the Social Service Progress Record,

| dated 1/10/02, indicated "Resident conts. [continues]
| to periodically, when she becomes upset, take off

| without signing out or letting nursing or anyone know
i that she is leaving and without medications will be

| gone 2 or 3 days. Staff have had to call police to

| notify that she is missing."

|

| 4. Review of the IDT care plan conference forms
i revealed the following: :
. 1/10/02: "Care Plan Element...Risks/consequences:

i Ongoing AWOL'S...Summary of Care Plan

" Conference Discussion: Multi {multiple) episodes of |
. AWOL ongoing...” )

- 3/28/02: "Care Plan Element...Risks/consequences:
. Ongoing AWOL.." ;

. 5. The nurse’s notes for resident 5 were reviewed and 1‘
. revealed the following:

L 11/26/0Y at 5:00 AM: "Yesterday pt was LOA after
i flunch. Pt. didn'tcome back at present time. Does not |

' take 11/25/01 noc [night tirme] meds.” : |
E

1

| 11/28/01 at 8:00 AM: "Pt did come back to facility.
 Insulin given.." The resident was AWOL
 approximately 68 hours and 30 minutes.

. 12/15/01 at 12:10 AM: "Pt up at nurse’s desk,
' attempted to sign out in LOA book. Pt informed she

-+ could not sign out for LOA [at)this time. Pt again
. became beiligerent, stating she was leaving facility. Pt~
- informed she was not to leave facility + would be :
_AWOL. Pt left the facility [at] this time.
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F 280 i Continued From page 84 !
] 12/15/01 a1 7:30 AM: "P1 returned from AWOL, had |
| AM meds and Insulin. [NoJapparent problems.” ‘
‘ \

6. There was no documentation found in resident 5's ‘|
| medical record that the facility staff identified and

| assessed her continual AWOL behaviors, updated the

| Plan of Care to address the AWOL behaviors, or

|
| implemented interventions to stop the AWOL |

| behaviors and protect the resident.

| RESIDENT |
; .
, Resident 1 was a 42 year old male resident admitted to :
! the facility on 87/01, with the following diagnoses:
{ traumatic head injury, severe cognitive deficit with

. apgressive behaviors and aphasia (difficulty ,
| communicating).  Resident T was adnutted to the open
{ area of the facility (not in the locked secure unit).
i

| Review of resident 1's medical record on 519/02, ‘.

| revealed the followin: i

: ;
}! 1. A social service note dated 8/7/01, the day of l
‘ admission, indicated the resident had a traumatic brain |
| injury and severe cognitive deficit. "Resident is ?
| oriented to his pame and with reminders can find his ‘&

|

|

F

| room."

| A note dated 8/16/01 documented that the "Resident is |
| at risk for AWOL. He leaves the facility and wanting w
| to go home."
|
' Notes dated 9/27/01 stated the following: "No
progress shown with decreasing risk at AWOL.

* | Resident has several episodes of successfully going

i AWOL from facility.

~ A note dated 11/8/01 stated: "Resident has had
- several episodes of going AWOL from facility,

F 280
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| because he wants to go home. Resident does weara | I
| 1D bracelet and has always been brought back by ! |
| police safely. Signs have been posted at front door to '
 prevent him from leaving facility”. ‘ |
| . |
\ A social service progress note dated 4/18/02, stated: ! |
| vResident recently placed on NDU for structure L l
environment due to going AWOL from facility i :
numerous times. Poses himself to being a danger to
self. Resident successfully made it to the airport and ;
was brought back by police. Resident is unaware of
' his surrounding and whereabouts. Resident has always’ ‘
agreed to return to facility and does wear a 1D

bracelet. Resident is not adjusting well to being on

| NDU and has had an increase in behaviors and

! attemipts to g0 AWOL when going to activities +/or

{and orJmeals....Resident will continue to reside on

NDU for shiucture environment and for his safety.”

' 2. Review of the nurses notes revealed ongoing " i
. incidents of AWOL from the date of admission 8/7/01 -
1o 3/11/02, when the resident was placed in the NDU:

A note dated 3/11/02, documented the following: Al
9:00 AM. "Pt. AWOL family and SLPD [Salt Lake
Police Department} notified.” At 5:00 PM "Pt !
returned to the facility - staff located pt. at SL airport - :
pt. placed in NDU - Jocked unit for more structured
| environment due 10 AWOL behavior - will cont.

| [continue) to monitor. Family notified.”

]
A note written at 9:00 AM and dated 4/10/02, a month
* after the resident was transferred to the NDU, stated:
| "Pt. agitated - attempting to go AWOL from current
’ events activity .."

' 3, The care plan for ;eside_ht I was reviewed. It
- included Problem #2 regarding an "alteration in
behaviors”, dated the day of admission (8/7/01). This
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care plan problem was reviewed and continued
without change by the IDT on these dates: B/16/01,
9/27/01, 11/8/01, 1/31/02, 4/18/02 and 5/02/02. The

- care plan approaches included:

"(1). Document all AWOL attempts on data collection -

sheets on a 24 hr. basis.

_(2). Monitor data collection sheets-report any changes
to RN/DON.

(3) Monitor res. whereabouts frequently to decrease
chances of AWOL.

(4). Provide reassurance/redirection as needed.

(5). If resident is successful in AWOL =

a. Search facility and grounds - announce on PA
system.

b. Call police ASAP. [as soon as possible].

c. Notify RN/DON ot owner/Adm.[administrator] also
family &/or guardian.

(6). See policy on AWOL.

(7). Use validation techniques to discuss with the
. resident the emotions behind attempts to leave the
facilty.

+ (8). Assure res. Is provided with ample physical

activities.

(9). If tolerated place bell on wheel chair or shoe
string so whereabouts can be readily determined”.

Review of the care plan indicated that resident 1 was
placed or a "Behavior Management Plan". It was
dated 3/20/02, {nine days after the resident was placed
in the NDU). The behaviors listed were aggression

" F 280
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with physical and verbal abuse. The behaviors were
noted to revolve around cigarette issues or wanting to
go home. The behaviors were directed toward staff, |
and there was a history of him directing his behaviors !
toward peers when they would not give him one of
their cigarettes. The plan indicated that according to
the data collection sheets there had been an increase in !
physical and verbal abusive behaviors and going ;
AWOL from the facility related to wanting to go home
&/or searching for cigarettes.

The care plan and the behavior management plan made
no mention of resident 1 residing in the NDU which
Jimited the residents ability to move freely about the
facility and any additional behavioral manifestation
this may have promoted. The only mention of the
resident's environment was {0 "provide a calm,
consistent, predictable environment”,

The care plan was not updated when resident 1 was
placed in the NDU

RESIDENT 3

Resident 3 was admitted to the facility on 2/1/02 with
diagnoses that include schizophrenia, alcohol abuse,
seizure disorder, closed head injury, neurologic deficit
and post traumatic stress disorder.

Review of resident 3's closed record on 3/8/02
revealed the following:

1. A physician's order dated 2/1/02 documented that
resident 3 could have LOA privileges with staff only.

2 Review of resident 3's plan of care, undated,
documented under problem 3, that resident 3 was an
" AWOL risk per previous history and cognitive
jmpairment”.
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Monitor residents whereabouts frequently to
" [decrease] chances of AWOL. ..5. 1f resident is
- successful in AWOL; A, Search the facility &
grounds; B. Cail police ASAP (as soon as possible) C.
Notify RN/DON or Admin., also family and‘or
- guardian”.

[
!
_ The approach for this care plan problem included *...3. ‘l
|
|

3. A nurses note, dated 5/3/02 at 9:00 AM,
documented "resident left facility around 9:00 AM
didnt sign out didn't tell any one where he was going
or when he would be back...will inform next shift
about resident being AWOL™.

A nurses note, dated 5/4/02 at 9:00 AM, documented I
" »Search made of facility still unable to find Pt.
- (patient). [Police] notified...".

4. 1n an interview with the DON on 5/9/02 at 3:00 PM |
he stated that resident 3 always left the facility i
unatiended and that he was quite capable at finding his |
way around. When the DON was questioned
regarding resident 3's care plan and physician's order
indicating that resident 3 was to be accompanied by
staff when out of the facility the DON stated that the
care plan and physician's order were in erTor.

5 The facility IDT did not reassess resident 3 and
revise his plan of care to reflect his his ability to leave
the facility unsupervised.

RESIDENT 4

Resident 4 was admitted to the facility on 1/29/02 with T_
diagnoses that include dementia with depressive ‘
features and behaviors secondary to traumatic brain
injury, hypertension, non-insulin dependant diabetes,
prostate cancer, and colon cancer.

CMS-2567L ATG1i2000 Eventl  10YI11

Facility 1D: JToG33

If continuation sheet 89 of




JEPARTMENT OF HEALTH AND HUMAN SERVICES
JEALTH CARE FINANCING ADMINISTRATION

PRINTED: 5/2%/
FORM APPROVE
2567

TATEMENT OF DERCIENCIES {X1) PROVIDER/SUPPLIER/CLIA
ND PLAN OF CORRECTION IDENTIFICATION NUMBER:

465124

{X2) MULTIPLE CONSTRUCTION
A, BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

.C
5/10/02

{AME OF PROVIDER OR SUPPLIER

MIDTOWN MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE

}25 SOUTH 900 WEST
SALT LAKE CITY, UT 84104

{X4) 1D
PREFIX
TAG

i SUMMARY STATEMENT OF DEFICIENCIES :
E {EACH DEFICIENCY MUST BE PRECEEDED BY FULL \
i REGULATORY OR LSC IDENTIFYING INFORMATION) i

]
i

o PROVIDER'S PLAN OF CORRECTION
PREFIX | {(EACH CORRECTIVE ACTION SHOULD BE
TAG | CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(X5)
COMPLETE
DATE

F 280

| Continued From page 89 |

: Review of resident 4's closed medical record on 5/9/02
| revealed the following:

|
l

|

|
i
I

1. An admission physician's order, dated 1/29/02,
documented resident 4 was to have LOA privileges
with staff or family (but not independently).

2 “The resident was admined directly to the NDU on |
' admission as an AWOL risk. :
i 3. Review of resident 4's plan of care, undated, '
documented under problem 3, that identified resident 4 |
was an"AWOL risk per previous history and cognitive
impairment”. '
[

_ The approach for this care plan problem included "..3. !
: Monitor residents whereabouts frequently to |
[decrease] chances of AWOL. .5, 1 resident is ;
successful in AWOL; A. Search the facility & |
grounds: B. Call police ASAP : C. Notify RN/DON or'
. Admin., also famuly and/or guardian !

|
4. The nurses document, from 2/3/02 to 3/1/02 that ;
the resident had no AWOL attempts, but that resident
4 would "wonder aimlessly” in and out of other
residents rooms.

A nurses note, dated 3/1/02 at 9:00 PM, stated "Pt.
confused 2nd came out frequently in new room
{(moved noon today). Couldn't sleep at night, observed !
anxious/nervous, reonented about new surroundings.
| Will continue to monitor™.

i
l
i
L
i
|
i
}

. A nurses noted, dated 3/2/02 at 12:15 PM documented-:‘

i *_..no episodes of being AWOL since placed on open
" unit.”

. No documentation could be found in resident 4's

i
%
|
i
i
|
|
|
!
|
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medical record that an assessment had been made by
" the IDT indicating why resident 4 was placed on the
open unit, There was no physician's order found
| indicating to move resident 4 to the open unit and
l resident 4's care plan had not been updated to reflect
| any new/ changes.
|
i The nurses documented AWOL attempts by resident 4
on 3/2/02, 3/3/02, 3/8/02, 3/10/02.

On 3/12/02 at 7:25 PM, a nurses note documented
"CNA reported pt. is not in his room, search made of
facility, unable to locate pt. in building. Unable to

. locate pt outside of bidg. [building} or surrounding
area...Call placed to [police]...".

. At 8:45 PM the nurse documented that resident 4 was
| found in the NDU and the police were notified.

{ A murses note, dated 3/15/02 at 8:00 PM, documented
| "Pt. alert et [and] confused ongoing. Is resting in bed
i at New Directions Umit...".

No documeniation could be found in resident 4's
medical record that an assessment had been done by

the NDU. There was no physician’s order found
| indicating to move resident 4 back to the NDU and
i resident 4's care plan had not been updated to reflect

| any new changes.

. 5 A teview of resident 4's Care Plan Conference

the IDT indicating why resident 4 was placed back on |

L
0
1
1
f
i
|
!
b

I Summaries dated 2/2/02, 2/11/02, 2/28/02 and 3/28/02 '

| all document that resident 4 was an "AWOL risk and

* continues to spend time on NDU".

&. The facility IDT did not reassess resident 4 when
. moving him to and from the NDU and did not revise
- resident 4's plan of care.
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RESIDENT 7 ; i

| Resident 7 was a 75 year old male admitted to the

| facility on 3/1/02 with diagnoses that included,

| dementia-Alzheimer's type with behaviors, Squamous
| cell carcinoma, diabetes mellitus, hypertension and

| anemia.

k

!

| On 5/14/02, review of the medical record for resident
1\: 7 revealed the following documentation:

|

| 1. A Social Service progress note dated 3/1/02

| documented, "...Resident admitted to the NDU room
- ...[secondary to] wandering and at risk for

. endangering self. Resident is court

" committed. .. .Resident is confused with periods of

1 being oriented, able to discuss past at time...No insight
| into illness”.

i 2. Review of the "Order for Commitment and/or
% Detention Pending Hearing and/or Examination”
| papers, dated 3/1/02, documenied the following:
... Patient is demented, took off from a nursing home
! in Salt Lake City and was found in Provo 2 days later.
Patient has no insight into his illness. He is Mentally

|
\ iil and danger 1o himself.”
I
!

7) is a flight risk. He had gone AWOL time two. Last
| time yesterday after [cancer treatment center)
| appointment. .. has been a wanderer for
| years...continues to be elopement risk. He ran away
t from last ecf [extended care facility] and ended up in
' ‘I Provo..."
4 The nursing notes, dated 3/2/02, revealed the
i following documentation:

3. Resident 7's hospital records, maintained in residem-
7's facility file, dated 3/1/02 documented, " ... [resident’

CHS-2567L ATGHI2000 Evem!  I0Y11)
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i %0745 [7:45 AM] resident became very verbal [and] ‘ !
threatening toward staff aftempted to give PRN's [as !
need medication] unable to give [at] this time resident |
took up to NDU accompanied by orderlies...” :

L "0755 [7:55 AM] NDU [residents and staff] came
 back upstairs {and] noticed that resident was not in the
. unit searched around the facility [and] up [and] down
the block police notified {administrator] notified of :
: resident taking off ss [social service] notified.” ‘

U100 [11:00 AM] [hospital] called (and] stated that
they had [resident 7] fand] that they would be bringing
himback ..."

5. In an interview, on 5/14/02 at 1:00 PM, with the
facility social service staff member, she stated that
resident 7 was admitted to the facility due to his
" medica} needs and wandering behavior. She stated
! {hat resident 7 attempted to go AWOL several times
© and in fact had gone AWOL one time. She stated that
" he was sent back to the hospital on 3/13/02 due to his
increased behaviors and attempts to tear down the
. fence on the secure unit.

A nursing noté, dated 3/5/02, documented, "NA [nurse
| aide] reported to unit that pt [resident 7] atternpted to
climb up and over fence of the alzheimet's locked unit
{at] that time..."

. A nursing note, dated 3/13/02, documented, " Pt.
Attempting AWOL - trying to tear down the fence in
 the courtyard of the NDU - threatening physical harm
: to staff...MD notified [and] new order noted to
transport pt ...to [mame of hospital]..."

- 6. Review of resident 7's comprehensive plan of care
. revealed documentation that resident 7 was only
allowed to leave the facility with staff or family
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' There was no further plan of care addressing resident

. 7's wandering and

AWOL behavior identified by the facility staff upon

. resident 7's admission to the facility.

"n an interview with the DON on 5/9/02, he stated that
the IDT meets and reviews each resident quarterly.

. The DON stated the team documented the meeting on
individual Care Plan Conference Summary forms. The
DON also stated that the care plans are not reviewed

and updated during the 1D Tmeetings.

F 490 483.75 ADMINISTRATION
Ss=K

- enables it to use its resources effectively and

‘ resident.

system failures in the facility in regard to the

convenience; and lack of development and

L -

The facility did not develop or follow a systemalic
process Lo evaluate and care plan the placement of
residents on the NDU or had AWOL behaviors.

F 490G

A facility must be administered in a manner that

efficiently to attain or maintain the highest practicable
physical, mental, and psychosocial well-being of each

" This REQUIREMENT is not met as evidenced by:

Based on an abbreviated survey with subsequent

. extended survey, conducted May 7, 2002 through May
10, 2002, and the resultant finding of Immediate
Jeopardy to resident health and safety, the identified

supervising, ass€ssing and care planning of residents

 with AWOL (Absent Without Leave) behaviors;
investigating and reporting incidents of AWOL to the
required agencies; using the locked New Dimensions
Unit (NDU) for control of behaviors and staff

implementation of written policies and criteria for
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- investigating and addressing incidents of neglect, 1 F-490 |
: missing persons and AWOL incidents and appropriate | : %
, use of the NDU; it was determined that the facility . |
{ was not being administered in a manner that enabled it | |
 to use its resources either efficiently or effectively to | Y ] ;
. ensure that residents were provided the opportunity to The Administrator will follow up on the E
. attain or maintain their highest practicable well-being | above plan of correction to insure thatitis |
- and safety. This had the potential to effect all : accomplished as an ongoing partofthe |
; residents in the facility. { operation of the facility. The follow up will
L also include a review of the policy and
Findings Include: procedures of the facility with new and
On 5/7/02, an abbreviated survey was initiated. On current employee training. The employees
5/10/02, the facility administration was noticed of the will also be tested with spot checks that
elements of lmmediate Jeopardy to resident health and - they not only were trained, but that they
safety and Sub-Standard Quality of Care. The understand what their individual 6/8/02
determination of Immediate Jeopardy was based on responsibility is in specific situations in
findings ofs'ig.n}ﬁcam non-compliance in the areas of regard to that training. The facility will be
Abuse Prohﬂzmon [42. Code of Federal Regulations operated in a manner that does not
- (CFR) 483.13(a){¢)!(i) and (2), Tags F-221, 224,
F225.and F-226] and Administration/Quality tolerate nor allow resident neglect or abuse
Assessment and Assurance [42 CFR 483.75(0) Tag in any form.
F-490 and 521}
_ ‘ The Quality Assurance Committee will
Failure of the facility to address problems identified in . provide over-site of the administrator. The i
the.se areas were p_re_sent. 1o such an extent t'hat - | . committee will be free of any penaity from ;.
re&der}ts were rt;srdmg inan env_lronmcnt in which the the administration for discussing or |
potential for resident harm was likely to occur. ' S .. . . |
j pointing out deficiencies per the chainof |
1. Facility administration failed to have systems in ‘ command. The Administrator will not l
place that would ensure that residents were provided prohibit nor penalize any member ofthe
with services to protect them from restraint via committee from contacting the State if
seclusion in the NDU {(New Dimensions Unit) imposed: remedies for non complinance of any state f
for purposes of dis"ip]i’,’g or convenience, and not regulations listed in this plan of correction
;e_c;;lrifj {o treat the resident's symptoms. {Refer to Tag or any other area covered by the Quality
Assurance Committee are not pursued and -
2. The facility did not assess, care plan and monitor achieved.
residents with AWOL (absent without leave) behaviors®
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! guality deficiencies.

t
Continued From page 95 |
which lead to neglect. Neglect is defined as failure to |
provide goods and services necessary to avoid
physical harm, mental anguish, or mental iliness.
Residents who were cognitively impaired were
allowed to leave the facility unsupervised exposing
them to harm. (Refer to Tag F-224)

3. The facility failed to thoroughly investigate
incidents of abuse or neglect regarding missing or

i AWOL residents, nor did they report the incidents or
| the results of their investigations to the State Survey

i Agency and to other officials in accordance with state
 law through established procedures. (Referto Tag

| F-225)

!

14, The facility failed 10 develop and implement

i written policies and procedures that prohibited abuse
i or neglect from AWOL and restraint via seclusion in |
; the NDU. {Refer to Tag F-226}
|

|

5. The facility's Quality and Assurance process failed |
to address incidents of residents AWOL behaviors,
} and to moenitor and implement policies and criteria for

i the use of the locked NDU. (Refer to Tag F-521)
!
483,75(0){2)&(3) ADMINISTRATION
{ The quality assessment and assurance committee
! meets at least quarterly to identify issues with respect
to which quality assessment and assurance activities

i are necessary; and develops and implements
! appropriate plans of action to correct identified

© A State or the Secretary may nol require disclosure of

the records of such committee except insofar as such
disclosure is related to the complance of such

" committee with the requirements ot this section.

i

| F 490

Ez"umi&'lj-
E%fSC

i

CROSS-REFERENCED TO THE APPROPRIATE l
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This REQUIREMENT is not met as evidenced by: | | F-521 .
Based on a review of the facilities Quality Assurance 1 ! ;
meeting minutes, facility monitoring systems, and “ ‘: The Quality Assurance Committee will meet |
interviews with the facility Administrator, and the | © and review the policy and procedures i
. 1 - , . Hoeote | i . : X
Director of Nurses, it was determined that the facility's |  refiected in this plan of correction. The @
quality assessment and assurance actvities did not | ! it il t at least quarterly for !
develop and implement appropriate plans of action to | ‘ co_mrm ee wili meet a ] q y }
| correct identified quality deficiencies in the areas of this purpose:. An agenda will be made that -
| residents' AWOL {absent without leave) behaviors, ? - specifically includes:
i . . . 1 :
| possible neglect of residents and the appropriate } ' 6/8/02
L placement and maintenance of residents in the New : Reporting and review of priorQuaIity
| - H : 1 + +
 Dimensions Unit (NDU). ' Assurance Meeings. Including any follow
P e . up items that were recommened and
! Findings include: | \
: : \ accomplished.
. |
' 1. Aninterview was conducted with the facility I ! . ] .
: Administrator on 5/13/02 ar 1:00 PM, concerning the | ~ Areportthatthe facility is following this
| quality assurance process. He stated the department i_ ' plan of correction. This will include that
' heads would bring their concerns to the quality ‘ ! documentation, review, training, and
i assurance (QA) meetings. The meetings had been held | . updates for each deficiency is followed as
f terly howev ent] i i . .
| quarterly however recently they.had changed the ' stated in the plan of correction.
; frequency to monthly. Monitoring of issues was : ;
- assigned to the department heads. ’ . .
l k - Suggestions for implovements and ;
| The social service representative was also interviewed !  effectiveness of the overall operation of the |
on 5/13/02, about the quality assurance process. She | facility. |
| indicated they have met quarterly with the physician 1 1
and pharmacist in attendance. They review concems : ; : H :
brought by staff, residents, and families. identified | ‘! Nottce.to the commltt.ee of an.y residents !
i e | - that require or may require special Plans of :
| problems were assigned to department managers who | e A ts. and/or Behavior ;
| investigate and review findings in the next meeting. ! : are, Assessments, an /or ‘,
E 'g . Management Plans. -
2. On 5/13/02, the Administrator provided the survey * ‘
 team with minutes of four QA meetings dated: July 19,!
2001, October 30, 2001, January 31, 2002, and April i
- 16, 2002. The minutes of these meetings were !
 reviewed by the survey team, There was no ;
. documentation found that the QA committee identified :
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l and subsequently established corrective action plans to |
! address t?ne prob]c?nl .of AWOL behaviors, established | 1
and momttored cn;e}r;a 131]1;1 lfrocc—:dures for the : . The meeting will include all personell _
. iar}:zfl Zf:foei;:zt?fytazd oo and t':at[ _procesfses were1 : l that directly affect the implementation and
ess situations of potentia 1 i i :
neglect by facility staf. . follow tt_lrough of tp!s plan of correction
| _ l along with any facility consu'tants that may
5 3 Quality deficiencies at the level of immediate | influence and monitor compliance of state ‘
| jeopardy and substandard quality of care were : | regulations and the facilities policy and
| identified during the abbreviated survey in the ¢ procedures.
| following areas: !
L '.
i a. The Facility did not ensure that residents placed in 1 - ; ;
| the NDU were free from physical restraints via The Adm.lmstrator will be resp_onsnble that
' seclusion imposed for the purposes of discipline or ‘  the Quality Assurance Committee meets at
. convlenience, when not required to treat the resident's the requ."ed intervals and at atime when 6/8/02
! medical symptoms. (Refer to Tag F-221) - the members are available. The
b, The facility did .~ Administrator will also insure that the
. b. The faci ity did not assess, care pl.nn and monitor . agendais complete and reflects the issues
| residents with AWOL behaviors which led to the - ctated ab d that the add dai
' neglect of residents. Neglect is defined as failure to , stated above an at the addenca 1S
' provide goods and services necessary 10 avoid - ; followed and completed.
physical harm, mental anguish, or mentai iliness. I : - Py
| (Refer to Tag F-224) ; ;R,;lw{w\lsx'w*“ W W\ e%‘\'nCl Pa.:\'e.
{ . 1 N 2 fl
i . . : . 4 2y aa €
{ ¢. The facility did not thoroughly investigate incidents : in WET KA To free vﬁ % i
| ghly investig s ‘ : Wew okl
| of abuse of neglect to residents, missing or AWOL peeb X T W X Twen j

residents nor did they report the incidents or the results | i

| to other officials in accordance with state law through
1 established procedures. {Refer to Tag F-225) :
i
! d. The facility failed to develop and implement
n written policies and procedures that prohibited neglect :
| of residents by staff members and protected l
| cognitively impaired residents from leaving the facility '
i AWOL. (Refer to F-226)

+ - . . 1 A
of their investigations to the State Survey Agency and X = e n "4— beas
|

4 Zu&-}—m lj .

CMS-2567L ATGI12000 Event | 1Y Facility ID:  UTO053

If continuation sheet 98 of




DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

PRINTED: 5/23/
FORM APPROVE

2567
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENT!FICATION NUMBER: COMPLETED
A. BUILDING C
B. WING
465124 5/10/02
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZiP CODE
125 SOUTH 900 WEST
L)
MIDTOWN MANOR SALT LAKE CITY, UT 84104
(X41D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5
PREFIX ! (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)}
F 521 | Continued From page 98 F 521

CMS-2367L ATG1I2000 Event { 1oY1!!

Faciliy ID:  UTODS3

If continuation shest 99 of




