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+ This report is the result of an unannounced

© Abbreviated Complaint Survey conducted at

- Ballard Care and Rehabilitation Center en
09/21/12 and 09/21/12. A sample of 3 residents
- was selected from a census of 137,

+

The survey was conducted by:

- Katherine Ander, MN, RN, Complaint Investigator

: Complaints investigated inciude: : : ?
#2669502 :

. The survey team is from: ! g

- Department of Social and Health Services

- Aging and Aduit Services Administration

. Residential Cars Services, District 2, Unit D
20425 72nd Avenue South, Suite 400

- Kent, Washington 88032-2388

| Telephone: (253} 234-6000
« Fax: (253) 395-5085
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sthepeafaguards provide sufficient protaction to the patiems. (See instructions.) Excopt fopnurging homes, the findlngs stated above are.disclosable 50 days
‘cliowing the date of swvey whether or not & plan of correction i provided, For nursing hymes, the above findings and plans of correctién sre disclosable 14
days following the date these documents are made availabla to the facilty, If deficiencies are cited, an approved plan of correction is retiigite to continued
arogram paricipation.
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F 323 | 483.25(h) FREE OF ACCIDENT Fazg| oS Plan of Correction s prepared
§5=D | HAZARDS/SUPERVISION/DEVICES and submitted as required by law. By
i submitting this Plan of Correction,
| The faciity must ensure that the resident ' | Ballard Care and Rehabilitation
: environment remains as free of accident hazards does not admit that the deficiency

' as is possible; and each resident receives . . )
. adequate supervision and assistance devices to listed on this form exist, nor does the

| prevent accidents. Center admit to any statements,

' ' findings, facts, or conclusions that
form the basis for the alleged
deficiency. The Center reserves the

- This REQUIREMENT is not met as evidenced | right to challenge in legal and/or
by regulatory or administrative
Based on observation, interview and record i | proceedings the deficiency,

- review the facility failed to ensure that 3 of 3 l statements, facts, and conclusions that
' residents received adegquate supervigion and ‘ . . .
- assistance devices to prevent elopement from the | ! | form the basis for the deficiency.

- facility. The failure of systems to evaluate ;
" elopement risk and implement timely, appropriate |

4 t

prevention measures placed all 3 residents (#1, ' C10.15-12
“#2, #3) at risk of harm when they left the facility ¥323 Free of Accident
- and were found unsupervised in the community, Hazards/Supervision/Devices

Findings mcludg: 1. Elopement evaluations and care plans

. Observation and interviews took place 6/21/12 for residents #1, 2 and 3 have been
uniess otherwise noted. updated on 10-15-12 by the Nursing

: Management team.

Obssrvation noted that Ballard Care and

! Rehabihtat:on Center is located in the city of IDR AMENDED
| Seattle in & residential heighborhood 4 blocks | 2. Elopement evaluations and care plans

; from a busy thoroughfare. The building has a for current residents have been reviewed

. Wanderguard system (electronic alarm that : -
- sounds when a resident with 8 Wanderguerd and revised by the Nursing Management
! team on 10-15-12,

i
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- 2/2112, staff identifisd that the resident was af risk |

- for wandering related to confusion, new

- environment, and restless/agitated behavior. The
resident was to have device mounted to

- wheelchair. The plan of care included assessing

for triggars to wandering, attermnpt to divert ’

- attention when resident insistent on leaving the

- facility, electronic safety device left wrist, engage
in activities, evaluate distress and care needs, if
attempts to exit frequently observe for patterns |
such as lime of day, elc.

Facility incident review found that on 4/22/12, ;

~ during evening medication pass (5:00 to 5:00°

- p.m.), Staff K could not find Resident #1. A
search of the facility by staff did not locate
Resident #1. The faciliy alerted police that the
resident was missing. Progress notes document
that police found Resident #1 at 7:50 p.m. 10
blocks away. Staff drove to retrieve the resident

; and found him soaking wet, incontinent of urine.
The facility placed a wrist Wanderguard on the

' resident at this time.

On interview, Staff A (resident care
- manager/supervisor) stated that Certifled Nursing |
- Agsistants (NAC) should check assigned ;
. residents for care needs at the start of the shift,
- According to the facllity incident investigation, ,
' Resident #1 was not in his room at the start of |

|

shift on 4/22/12 and Staff E (NAC assigned to

: Resident #1) thought the resident was in the
building. Another resident ' s family member
documented that they saw Resident #1 several
blocks away in the community at 2:00 p.m.

Facility incident review found that on 8/14/12 at |
. approximately 4:18 p.m. Resident #1 was seen by |

4
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F 323 . Continued From page &

“was not at risk for elopement but on 4/24 and
“ 7112112 Regident #2 was at risk of elopement.

Review of quarterly smoking assessments

to smoke without supervision (7/5/12) and
sometimes was not safe to smokea without

_from the smoking area with an un-alarmed
outside gate,

' Facility incident review found that on 4/24/12

i between 4:30 and §:00 p.m., Staff L found
Resident #2 at a local grocery store several
blocks from the facility. The resident was
- retrieved by facility staff, The resident ' s care

' or assistive device).

facility. Staff documented that Resident#2's
“the resident leaving the facilty. The facility
off, pessibly because Resident #2 was not

| & located. Therapy records document that on

 Staff defermined that on 03/23/12 Resident #2

L supervision (6/3/12, 3/7/12, 9/12/12). The 7/5/12
. smoking assessment did address elopement risk

- plan was updated fo implement 2 Wanderguard
. alarm. The care plan did not address where the
Wanderguard was located (on body, belongings

Facility incident review found that on 8/3/12, at

- approximately 11:50 a.m., two neighbors notified

" the nurse on duty that the resident fell outside the

» Wanderguard was on but staff was not aware of
dosumented that the door alarm did not sound

*carrying her back-pack where the Wanderguard

8/3/12 Resident #2 was found on the ground after |
eloping in her wheslchair from the smoking ares, |

s determined that sometimes Resident #2 was safe |

i
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The corrective action documented by the facility \
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F 323
- Review of Resident #1 ' s care plan dated 5/22/12

found “ use of Wanderguard for
safety/elopement risk " . Facility records

. Was discontinued.

" Facility records document that on 8/25/12 the

- NAC assigned to Resident #£3 during evening shift
could not find him, The NAC documented that he

- was late checking on assigned residents and did

. hot note that Resident #3 was missing until 3:15

. p.m. Facllity steff was unzble tc locate Resident

Continuad From page 7 i

document that on 7/31/12, staff determined that
the Wanderguard was no longer required and it

#3 and slerted family and police. Facility records i
document that Resident #3 was found 7 blocks |
away at 12:15 a.mn., cold and asking for tea.

Police returned Resident #3 to the facility.

On interview, DON and Administrator stated that

‘the elopement assessment used by the facility

clearly identified elopament risk and alternately

_identified risk of wandaring or no risk of
- wandering without indicating what information

. was used to reach the conclusion about risk.
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