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- The facility must ensure that each resident receives PO a 5 ﬂ The staff has been inserviced on the

“ adequate supervision and assistance devices to

P resident elopement policy and
prevent accidents.

procedure on September 25, 2002,
The resident elopement procedure .
will be added to the new employee !
orientation agenda. A resident
clopement manual which contains a
copy of the policy and procedure
and copies of forms is now kept at’
the north nurses station. A list of
residents who require a
wanderguard, require supervision

This REQUIREMENT is not met as evidenced by:

. Based on interviews with facility staff and review of
resident medical records, it was determined that the
facility did not ensure that two residents received the
necessary supervision to prevent accidents as
evidenced by:

1. Resident | had been assessed by the facility as ‘ -
needing supervision out in the community. The outside the facility anfilv;hokdotn_ot
resident left the facility on 9/9/02, without the /£ fequire supervision wilt be kept in
knowledge of the facility, fell, and required emergency ! eica:l;tMAl? aEd }Pheac%igt.sN-‘?ili be ‘
: charting book. These wi |

treatment.
room freatmen updated as needed.

2. Resident 2, left the facility on 9/9/02 with resident

land without the knowledge of the facility. Resident 2 The Administrator will monitor

. this policy at the end of each month
was not located until almost 24 hours later. The to ensure that it will be sustained
facility did not notify the authorities, that the resident . )

This will be completed October 11,

was missing until 6 hours after the facility discovered . 2002

the resident was missing.

Findings include:

A review of resident 1 and 2's medical records was
done on 9/11/02.

Resident 1

Resident 1 was admitted to the facility on 6/5/02 with
diagnosis of structural brain disease due to traumatic
brain injury, hypoxic encephalopathy, and seizure
disorder.

On 6/18/02, facility staff completed an admission ?
Minimum Data Set (MDS}) assessment for resident 1, :
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Any deficiency statement ending with gff asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards provide
sufficient protection to the patients. The findings stated above are disclosable whether or not a plan of correction is provided. The findings are disclosable within 14 days aft
such mforration is made available to the facility. If deficiencies are cited, an approved plan of correctron is requisite to continued program participation.
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; The facility Must ensure that each reside.m receives o Resident 1 was reassessed and
| adequate supervision and assistance devices 1o discharged to another facility.
prevent accidents. Resident 2 was reassessed and a
wanderguard was placed on him.

g This REQUIREMENT is not met as evidenced by:

| Based om interviews with facility staff and review of [) L. TheIDT team will assess each new
{ resident medical records, it was determined thar the ’ [)? resideat upon admission. The IDT
f facility did not ensure that two residents received the ! team will assess each current

| iecessary supervision to prevent accidents as T resident as they come up for review
| evidenced by: ! every 90 days and make !
g recorsmendations as to the need for
: 1. Resident 1 had been assessed by the facility as & wanderguard and care plans.

: needing supervision out in the community, The

i resident feft the facility on 9/9/02, without the ‘ The staff has been inserviced on the
| knowledge of the facility, fell, and raquired emergency : resident elopement poficy and

I taomn treatment. procedure on September 25, 2002,

: : The resident elopement procadure
2. Resident 2, left the facility on 9/9/D2 with resident ! will be added to the new employee

i land without the knowledge of the facility, Resident 2 arientation agenda. A resident

: was not located until almost 24 hours later. The Co elopement manual which contains a
! facility did not notify the authoritiss, that the resident ! copy of the policy and procedurs

. was missing until 6 howrs after the facility discovered - and copies of forms is now kept at
: the resident was missing. ! the porth nurses station. A list of

1 residents who require &
wanderguard, require supervision
outside the facility and who do not

: tequire supervision will be kepi in

i each MAR and in each C.N.A.

charting book. These lists will be

updated as needed.

: Findings include:

i A review of resident 1 and 2's medjcal records was
; dope on 9/11/02,

" Resident 1

i The Admidistrator will monitor
this policy at the end of each month
in his QA rounds to ensure that it
will be sustained. The QA
committee will meet and

! ' t thi .
*On 6/18/02. facility staff completed un admission | , ‘(Efif,ﬁ"’fl *;_‘gg’; licy before
. B -

Minimum Data Set (MDS) assessment for resident |, |

: Resident ] was admitted to the facility on 6/5/02 with
. diagnosis of sttuctural brain disease due to trawpatic |
! brain injury, hypoxic encephalopathy, and seizure
- disorder.

{X6) DATR

TE
Allm"ﬂﬁ"‘é& - T 2009,
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 that documented resident 1's cognitive skills for daily
i decision making were moderately irnpaired. The

- needs or safety) on a daily basis and the wandering
: behavior was not easily altered.

A care plan for resident 1 documented under the
problem AWOL (absent without leave) risk, that

daily basis and that resident 1's whereabouts would be
. monitored frequently.

* An "Elopement Risk Assessment” for resident 1,

| completed by facility staff on 6/5/02, documented that
resident 1 was a potential risk for elopement based on
 the following:

. 1. Resident I's cognitive functioning was impaired.
2. Resident | was was oblivious to safety needs,

4. Resident 1's decision making abilities were
. impaired.

' 5. Resident 1 had a history of wandering.

- 6. Resident 1 had a history of elopement.

* An "Elopement Risk Care Plan" for resident 1 dated

- 6/5/02 and updated 6/20/02, documented, "Resident

: Tequires supervision in the community r/t [related to]

- cognitive Loss mvb [manifested by] oblivious to safety
- needs and impaired cognitive status short term

zero episodes of leaving the facility, unless supervised
by staff. Physician order for electronic monitoring
. device 'wanderguard’ YES."

" Resident 2

- Resident 2 was admitted to the facility on 5/1/02 with

3. Resident 1 was at risk for injury outside the facility.

| facility staff also documented that resident 1 wandered '
" (moved with no rationai purpose, seeming oblivious to |

' resident 1 would not have any attempts of leaving ona

-memory.” The Goal documented, "Resident will have :
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. diagnosis of pneumonia, urinary tract infection,

| cerebral vascular accident and right and left toes

. amputation. Resident 2 had bilateral amputations of
! the hands and toes. ;

‘ On 8/12/02, facility staff completed a quarterly MDS .
I assessment for resident 2, that documented that : i
| resident 2's cognitive skills for daily decision making
. were moderately impaired. The facility staff also 3 ‘
| documnented that resident 2 required extensive | |
. assistance of one person with ADL's (activities of daily’
 living), limited assistance of one person for transfers

| and extensive assistance of one persen for ambulation. i
" Resident 2 was able to propel himself in a wheelchair. !

| An "Elopement Risk Assessment” for resident 2, 1 [
' completed by facility staff on 5/1/02, documnented that : |
resident 2 was not a potential elopement risk based on | :
. he always returns but requires assistance for safety, ‘ |

On 9/10/02, the facility administrator reported to the
state agency that resident 1 and resident 2 had been
missmg from the facility since 9/9/02 at 2:30 PM. : '

! | i
" An interview was held with a facility staff nurse on ‘ :
| 9/10/02 at 4:20 PM. The nurse stated that on 9/9/02 at !
approximately 1:30 PM, a resident of the facility had i
- approached her and asked her if she had seen resident :
1 and resident 2. The resident stated that she had not :
seen resident 1 or resident 2 since lunch. The facility i
- staff nurse stated she immediately informed the facility
administrator that resident 1 and resident 2 were not in
the facility. The nurse stated that approximately one | 1 ' !
half hour later, she again approached the administrator
and asked if resident I and resident 2 had been | !
i located. The administrator stated that he had not ;
 started looking for resident | and resident 2. The ' |
| facility staff nurse stated she then reported to the ‘ !
; Director of Nursing (DON) that resident | and resident
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- 2 were not in the facility. The nurse stated that at that ‘

' time the DON and the administrator initiated a search

* for resident 1 and resident 2. The nurse also stated
that the local authorities were not contacted at that

- time, that resident 1 and resident 2 were missing,

~ An interview was held with the facility administrator \
- on 9/10/02 at 3:05 PM. The administrator stated that
on 9/9/02, at approximately 2:00 PM, a facility staff
nurse reported to him that resident 1 and resident 2 |
- were not in the facility. The administrator stated at '
that time, facility staff searched the facility and the
immediate area surrounding the facility. The |
- administrator stated that when resident 1 and resident i
2 were not located during the initial search, he gotin '
' his car and searched for resident 1 and resident 2. The !
administrator stated he returned to the facility at 4:00 |
' PM and started calling local hospitals. He stated that
: at approximately 5:00 PM, a local hospital indicated
" that resident 1 was in the hospital emergency room.
~ The hospital informed the administrator that resident 1
i had been brought to the SIMETZENCY room via ‘
' ambulance. The hospital informed the administrator i
. that resident 1 had been found by the ambulance
drivers at 150 South State at 2:53 PM. Resident 1 had i
fallen and sustained a head laceration, so the _ i
ambulance personnel took him to the hospital.

The administrator stated he then called the ambulance ; |
service to obtain information on the incident with
resident 1. The ambulance personnel told the .
, administrator that they were driving on State street and |
. at approximately 3:00 PM observed resident | onthe ‘
: ground at 150 South State. The ambulance personnel ]
| stated they contacted the fire department and the ; |
- police department. Resident 1 was treated by the
| paramedics and transported to a hospital emergency ‘
, room. The administrator stated he then contacted the - !
police department and was told that resident 2 had
\
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been with resident 1, and resident 2 had been left at the
scene, and did appear to be in any distress. '

The administrator stated after contacting the hospital,
the ambulance service and the police department, he
got in his car and went to search the area where
 resident 2 had last been seen. The administrator stated
he was not able to locate resident 2. '

On 9/12/02, the surveyor contacted the sheriffs

department and was told that a facility nurse had ' '
contacted them on 9/9/02 at 6:59 PM and had reported

to them that resident 2 was missing.

The administrator stated a facility nurse contacted the

hospital at 9:00 PM on 9/9/Q2, to inquire about

resident 1's condition. The nurse was informed that : ;
resident 1 had been treated and released to the police. :

A review of the hospital €mergency room report, dated
- 9/9/02, revealed that resident 1 had assaulted an ' '
- cmergency room nurse. Resident 1 was treated and

“discharged in the custody of police to place in
, incarceration.”

The administrator stated on the following morning at
- 8:00 AM, he called the jail and was informed that
- resident 1 was still in jail. There was still no
- information as to the whereabouts of resident 2. The
administrator stated on 9/10/02 at 11:00 AM, he
received a telephone call form the fire department and
- was informed that the fire department had received a
' call that there was a man on the ground at 1501 South
| Main. The fire department had determined that it was .
' resident 2 and had called the facility. The ;
| administrator stated he went and picked up resident 2 !
and took him back to the facility. The administrator | |
| stated that the fire department had assessed resident 2 i
- and he did not appear to be injured. ;
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|
The administrator stated that resident 1 was returned to

the facility on 9/10/02 , by resident 1's brother at 2:00 .
PM.

A nurses note dated 9/10/02 at 2:00 PM in resident 1's
facility medical record documented, "Pt [patient] 1
returned to facility by brother....(brother) reported
resident was released from jail and broke in

: brothers...home...."

A review of the facility elopement policy was done on
9/10/02. The policy documented that when a resident
is unaccounted for, the charge nurse will coordinate a
 search, becoming the 'Search Coordinator'. All
available staff are to initiate a facility search. If the ‘
resident 1s not located on facility grounds, the Charge i
Nurse is to notify the administrator and DON. If the
resident is not found within 30 minutes, the 'Search
Coordinator will notify the local authorities {police
/sheriff) to participate in the search.

- The facility elopement policy also documented that

. staff would be informed of the elopement/missing
resident policy during new hire orientation and at
annual inservice meetings. During the interview with
the facility staff nurse on 9/10/02 at 4:20 PM, the
facility nurse stated that she had not been informed by
the facility, what procedure was to be followed if a
resident was missing.

The facility did not initiate a search for resident 1 and
resident 2 until 30 minutes after resident 1 and resident
2 were first reported missing to the facility

" admunistrator. The local authorities were not
contacted at that time.

- Resident 1 was located on 9/9/02 at 5:00 PM, 3172
- hours after he was reported missing to the facility
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" administrator. Resident 1 sustained an injury during
i that 3 1/2 hours, requiring medical attention at a
 hospital emergency room.
|
. Resident 2 was not located until 9/10/02 at 11:00 AM.
 The local authorities were not contacted until 6:59 PM |
'on 9/9/02, 5 1/2 hours after the facility was aware that |
| resident 2 was not in the facility. ;

'

F 324

\'
; |
TAG I CROSS-REFERENCED TO THE APPROPRIATE I DATE

CMS-2567L ATG112000 Eventl  gozM1g

Faaitity ID:  UToos9

If continuation sheet 7o




