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Level of harm - Minimal
harm or potential for actual
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Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate
 supervision to prevent accidents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review the facility failed to implement the care plan of one of three sampled
 residents (Resident 1), who had a high risk for elopement. This deficient practice resulted in Resident 1 leaving the
 secured unit without staff knowledge, exposing Resident 1 to potential danger while out in the community. Findings: A
 review of the Admission Record indicated Resident 1 was admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. A
 review of the Elopement Screening, dated 7/18/19 at 10 p.m., indicated Resident 1 was cognitively impaired. Resident 1 had
 an exit seeking behavior/expression of wanting to go home. The screening form indicated to refer to the Interdisciplinary
 Team (IDT). A review of Resident 1's History and Physical, dated 7/19/19, indicated the resident did not have the capacity
 to understand and make decisions. A review of the Minimum Data Set (MDS, an assessment and screening tool) dated 7/25/19,
 indicated Resident 1 needed one person physical assistance with activities of daily living (ADLs). A review of Resident 1's Care Plan
dated 8/7/19, indicated a problem of risk for wandering or elopement related to history of elopement with exit
 seeking behavior. The interventions included to assess/record/report to the physician risk factors for potential elopement
 such as wandering, repeated requests to leave the facility and statements such as I'm leaving, and 'I'm going home. A
 review of the Progress Notes, dated 10/12/19, at 8:20 p.m., indicated at around 2:30 p.m., Resident 1 came to the nurses'
 station and requested to call her next of kin (NOK). After the phone call, Resident 1 told registered nurse (RN 1) that her NOK will
pick her up that evening. The notes indicated at 5:30 p.m. Resident 1 could not be found. The police and Resident
 1's responsible party were notified. A review of Resident 1's Progress Notes, dated 10/12/19, at 9:40 p.m., indicated the
 facility searched for Resident 1 and around the neighborhood but could not locate Resident 1. The notes indicated, RN 2 and the
facility driver went to Resident 1's residence and found Resident 1 at her home. A review of the facility camera
 surveillance photos, dated 10/12/19, indicated Resident 1's NOK entered the facility at 2:37 p.m. and left the facility at
 2:45 p.m. with Resident 1. During an interview on 11/15/19, at 11:20 a.m., RN 1 stated on 10/12/19, Resident 1 requested RN 1 to
dial a telephone number. RN 1 stated Resident 1 was talking on the phone in another language. When Resident 1 was
 finished talking on the telephone, Resident 1 stated her NOK will come later in the evening to pick her up. RN 1 stated she did not
believe Resident 1 because Resident 1 had stated this many times before, but NOK had never showed up. During a
 telephone interview on 11/22/19, at 4:10 p.m., RN 2 stated no one saw Resident 1's NOK in the facility on 10/12/19. RN 2
 stated she helped look for Resident 1 but could not find her. RN 2 stated she and the facility driver went to Resident 1's
 address and found Resident 1 at her residence alone. During a telephone interview on 12/6/19 at 12:23 p.m., the DON agreed
 that the elopement risk should have been discussed during the IDT on 7/29/19. The DON stated there was no monitoring of
 Resident 1's behavior and Resident 1 stating that she wants to go home. The DON agreed the care plan was not implemented. A
review of Elopement Policy with a revised date of 6/2017, indicated the IDT will review risk factors and interventions to
 manage elopement during the initial, quarterly and annual assessment and when a significant change of condition was
 identified. A review of the facility policy titled, Care Plans, Comprehensive Person- Center, with a revised date of
 12/2016, indicated the comprehensive, person centered care plan will describe the services that are to be furnished to
 attain or maintain the resident's highest practicable physical, mental and psycho social well-being.
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