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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 42397
Residents Affected - Few
Based on observation, record review, review of the facility reported incident (FRI) report, review of facility
investigation documents and camera footage, and staff interview, the facility failed to ensure resident safety
for 1 of 1 sampled resident (Resident #1) who eloped from the facility. Failure to ensure door alarms are
engaged and in working order allowed Resident #1 to elope from the facility and sustain injuries.

Findings include:

Review of the Initial Allegation of Mistreatment, Abuse, Neglect, or Theft and Facility Reported Incidents
Reporting Form occurred on 01/14/25. This form, dated 01/10/25, stated, . Date of the allegation: 01/10/25 .
Time of the allegation: 0215 am [2:15 a.m.] . [Resident #1] . Amount of injury unknown at this time. Awaiting
additional report from hospital. At this time, we only know resident has a cut on his head and abrasions to his
body. Resident is frequently exit-seeking and attempts elopement. It is unknown at this time how resident
was able to elope the building as all doors were checked by Charge Nurse and all found to be locked, and
door alarms are in working order. Resident wears wander guard. At approximately 0215 [2:15 a.m.] Charge
Nurse received a call from the hospital asking if resident was missing .

Review of Resident #1's medical record occurred on 01/14/25. Diagnoses included dementia and adjustment
disorder. A quarterly Minimum Data Set (MDS), dated [DATE], identified severely impaired cognition. The
current care plan stated, . has an elopement risk/wanderer r/t [related to] impaired safety awareness .
wander guard as ordered . is a HIGH risk for falls r/t Confusion, Deconditioning, Gait/balance problems . A
Wandering Risk Assessment, dated 10/04/24, identified the resident at moderate risk for wandering.

Review of Resident #1's nurses' notes identified the following:
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F 0689 *01/10/25 at 6:02 a.m., (late entry for a call received at approximately 2:45 a.m.), Facility phone rang and it
was the ER [emergency room ] nurse from the hospital. We were asked if there were any of our resident's

Level of Harm - Actual harm [sic] missing, as the ambulance was dispatched for an elderly man in his socks and brief. This nurse stated
that there have been no alarms that havegone [sic] off as the door [sic] all have alarms on them. After call

Residents Affected - Few ended, all staff went and looked in rooms. This nurse found resident's [Resident #1] room to be empty.This

shift he had been to the nurses [sic] station multiple times to ask for coffee. He would then go to his room, or
to the recliner to watch TV. Resident was not found in the building. This nurse called ER back and stated that
we could not find this particular resident. Gave the ER nurse a description of resident and name. While on
the phone with the ER, the nurse stated that the resident was able to give his name and it was our resident.
Ambulance was going to transport resident to ER to get a full check-up.

*01/10/25 at 9:03 a.m., . returned to [facility] from the hospital ER [sic] .When asked how he was able to get
out . said 'l just walked out' but he could not recall where and when. [Resident #1] stated that it was 'dark and
cold' and when he asked if he fell he stated 'more than once.' . There were no scrapes or bruises on his
head. He has a tegaderm [transparent dressing] on his right wrist, and he has scrapes on the second, third
and forth [sic] digits on his right hand. The left hand has scrapes on the second and third digits. The left knee
is scraped, the right knee is scraped. The right great toe is missing the toenail.

*01/11/25 at 2:16 a.m., Resident has a blister that has formed on his right second digit/index finger. The tip
of the thumb is also reddened and firm. He has complaints of pain/discomfort of that thumb. Clear dressing
was applied to the blister for now. The blister is fluid filled and intact. Blister may be related to latent frost bite
effects. Paperwork from Hospital Doctor also states to monitor hand and feet for any evidence of frost bite for
the next 48-72 hours.

The ER note, dated 01/10/25 at 5:58 a.m., stated, . He [Resident #1] was out in the cold for an
undertermined [sic] period of time in light clothing and no shoes. His body temp [temperature] was 36
degrees [Celsius/96.8 degrees Fahrenheit] on arrival to the ER. He was found by travelers passing through
town and they put him in their vehicle until the ambulance arrived. It was likely lower prior to getting in the
vehicle. He fits the category [sic] of mild hypothermia [dangerously low body temperature]. there is slight
swelling in the soft tissue above the patella [knee cap] in the right knee.

Review of the facility investigation documents occurred on 01/14/25. These documents identified the
following:

* The DON (Director of Nursing) called the administrator at 3:00 a.m. on 01/10/25 and informed her Resident
#1 eloped from the facility and transferred to the local emergency department. DON and administrator
arrived at facility at approximately 4:00 a.m., interviewed staff, and confirmed ER contacted facility at 2:45 a.
m. to ask if a resident was missing from the facility due to ambulance call.

* Review of camera footage identified Resident #1 ambulated throughout the facility from 12:15 a.m. to 12:58
a.m. then entered his room at 12:58 a.m. At 1:59 a.m. Resident #1 exited his room and at 2:00 a.m. exited
the building through an emergency exit [Door 4A]. The alarm failed to sound. The camera footage showed
Resident #1 dressed in long pants, a long sleeve shirt, and gripper socks.

* A community member found Resident #1 0.2 miles to the east of the facility at approximately 2:30 a.m.
Emergency medical services arrived at 3:00 a.m. and transported the resident to the ER.
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F 0689 * An audit of all emergency exit door alarms on 01/10/25 showed two of six door alarms were not engaged.

Level of Harm - Actual harm * Initiation of documented checks of all emergency exit alarms on each shift to ensure alarms are engaged
began on 01/10/25.
Residents Affected - Few

* Initiation of documented 30-minute visual checks on Resident #1 began on 01/10/25 upon return from ER.
Further review of Resident #1's nurses' notes identified the following:

*01/14/25 at 2:53 a.m., Resident was reported by CNA [certified nurse aide] to be outside from the patio
door. He was shaking the fence at the gate trying to get it open. He walked out with no coat on and no
shoes. Just had grip socks on. CNA was able to redirect him back inside and resident cooperated with the
redirection. CNA reported that the resident stated he was trying to go home.

Observation on 01/14/25 at 9:36 a.m. showed a staff member (#4) opened the patio door. The alarms failed
to sound. The staff member (#4) identified both alarms were battery powered and he needed to replace
them. The staff member (#4) stated he noticed he noted the alarms to sound funny on 01/13/25 and
indicated he planned to replace the batteries on 01/13/25 but failed to do so.

Review of the facility camera footage occurred on 01/14/24 at 2:10 p.m. with an administrative staff member
(#1). The footage showed Resident #1 exited the patio door at 1:16 a.m., the door alarms failed to sound. A
CNA (#7) exited the nurses' station report room approximately one minute later at 1:17 a.m. and redirected
the resident back into the facility.

Observation of all facility doors and door alarms occurred on the morning of 01/14/25 and showed 12 exit
doors with three different alarm systems in place. The six emergency exit doors (door 1A, 2A, 2B, 3A, 3B,
and 4A) showed alarms that required a key to turn the alarm on and off. Resident #1 eloped from door 4A.
Four doors (main entrance, door 2, 3, and 4) utilized the wander guard alarm system. The two remaining
doors, one leading onto the enclosed patio, and one on the east side of the building, utilized two
window/door alarms on each door. Audit forms for all emergency exit doors attached to each emergency exit
and showed sign off each shift for engagement of the alarm. All emergency exit alarms were in on position.

During an interview on 01/14/25 at 9:00 a.m., an administrative staff member (#1) confirmed two of the
emergency exit door alarms were in the off position when checked by her on 01/10/25. She stated the only
way to clear/stop the alarm sound required staff to turn it off then back on with the key, and the nurses and
maintenance staff have keys to reset the alarms. She stated she expected staff to check the function of all
door alarms weekly and confirmed the facility lacked documentation of the weekly alarm function tests.
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