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Based on observation, interview, medical record review, and facility P& P review, the facility failed to provide adequate
supervision and safe environment for one of three sampled residents (Resident 3) who was at high risk for elopement. * The

facility staff who witnessed Resident 3 attempting to el ope from the facility failed to notify the charge nurse or nurse

supervisor. Resident 3 was not reevaluated to address the need for further interventions to mitigate the resident's

elopement attempts. This failure resulted in Resident 3 eloping from the facility 7/15/2020. Findings: Review of the

facility's P& P titled Elopement/Unsafe Wandering revised March 2020 showed the staff shall promptly report any resident who is
trying to leave the premises or is suspected of being missing to the Charge Nurse or Supervisor to evaluate the need for further
interventions. On 7/17/20 at 0908 hours, a telephone interview was conducted with Family Member 1. Family Member 1

stated he and another family member received telephone calls from facility staff on 7/15/20, informing them Resident 3

eloped from the facility. Family Member 1 stated according to the facility staff, Resident 3 had walked out of the facility
unsupervised, and was found about one block away from the facility by a nearby restaurant employee. Resident 3 was escorted back to
the facility by the police. On 7/17/20 at 1420 hours, Resident 3 was observed sitting on her wheelchair next to her bed. A
Wanderguard (an electronic device worn on the resident's wrist or ankle to alert staff if aresident goes beyond a

sensing device at the doorway) was observed on Resident 3's left ankle. Medical record review for Resident 3 was initiated

on 7/17/20. Resident 3 was readmitted to the facility on [DATE]. Review of the MDS dated [DATE], showed Resident 3 had
severe cognitive impairment. Review of the Elopement/Wandering Evaluation dated 10/21/2019 and 5/28/2020, showed Resident 3
was a high risk for elopement. Review of the Order Summary Report showed the following physician's orders [REDACTED]. Notes
showed a Social Services entry by the SSD dated 7/8/20, showing the activities staff had reported Resident 3 punched the

activities staff in the face while she was trying to redirect the resident who was attempting to exit out of the facility

through the front door. Documentation showed Resident 3 was noted to be agitated with increased episodes of exit-seeking
behavior. There was no documentation to show the licensed nurses were notified about Resident 3's elopement attempts and
increased episodes of exit-seeking behaviors. The resident was not evaluated for the need for further interventions to

prevent future elopement attempts. Additional medical record review failed to find documentation to show the Resident 3's
physician was notified of Resident 3's elopement attempt, increased agitation, and increased episodes of exit-seeking

behaviors. Review of Resident 3's plan of care showed a care plan problem to address Resident 3'srisk for

elopement/wandering was created on 3/20/18. The care plan problem showed Resident 3 had four previous elopement attempts on
3/20, 4/2, 4/6 and 4/24/18. The care plan did not show the elopement attempt made by Resident 3 on 7/8/2020 and there were

no new interventionsin place to address the increased episodes of exit-seeking behavior. Review of the Progress Notes

showed a nursing entry dated 7/15/2020 at 1230 hours, showing Resident 3 was spotted at the gas station across the street

by afacility staff member. On 8/25/2020 at 1135 hours, a telephone interview and concurrent medical record review for

Resident 3 was conducted with the SSD. The SSD was asked whether she notified the unit supervisor or the charge nurse

regarding the elopement attempts of Resident 3 on 7/8/2020. The SSD stated, no she did not notify the charge nurse or unit
supervisor regarding Resident 3's elopement attempts. The SSD stated she thought the Activities Director reported the

incident to the charge nurse. On 8/18/2020 at 1419 hours, a telephone interview and concurrent medical record review for

Resident 3 was conducted with the Activities Director. The Activities Director confirmed she witnessed Resident 3 attempt

to elope from the facility on 7/8/20. The Activities Director stated she reported the incident to the SSD and notified a

licensed nurse, but could not remember who it was. However, there was no documentation in the resident's medical record of

that she notified the DDS and licensed nurse of the elopement attempt. The Activities Director stated it was her first time redirecting a
resident who tried leaving the facility. The Activities Director stated the incident was considered a change

in the resident's behavior and should have been reported. On 8/18/2020 at 1433 hours, a telephone interview was conducted

with LVN 8. LVN 8 stated he was the charge nurse assigned to Resident 3 on 7/8/2020. LV N 8 stated he was not made aware of
Resident 3's attempt to leave the facility unsupervised or the resident's increased episodes of exit-seeking behaviors. LVN 8 stated if
he had known of the incident, he would have generated a change in condition report, notified the physician, and re-evaluated the
resident's elopement risk and implemented interventions. LVN 8 verified the elopement attempt on 7/8/2020, was not addressed, and
contributed in Resident 3 being able to elope from the facility on 7/15/2020.
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