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F 0689 Ensurethat a nursing home area is free from accident hazar ds and provides adequate
supervision to prevent accidents.
Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on observation, interview, and record review, the facility failed to ensure safety was provided for one of three
harm residents (Resident 1) when Resident 1 went out of the facility unnoticed and unsupervised. This failure increased Resident 1's risk
for accident and injury. Findings: Resident 1's clinical record indicated he had [DIAGNOSES REDACTED]. Resident
Residents Affected - Few 1'smental and functiona status assessment, dated 9/30/19, indicated his memory was intact and his walk in-corridor
ability required supervision. His elopement risk care plan, dated 10/2/19, indicated, Monitor resident's whereabouts

frequently. His elopement risk assessment, dated 12/31/19, indicated Resident 1 had a history of [REDACTED)]. The

Receptionist indicated she did not notice Resident 1 pass by the front door or go out of the building. During a telephone

interview on 3/16/20 at 2:55 p.m., Resident 1 indicated he | eft the facility by the front door, crossed the street, rode

the transport bus, was out of the facility for 26 hours and stayed overnight at the transport bus station. During a

telephone interview on 3/16/20 at 3:22 p.m., Certified Nurse Assistant (CNA) indicated on 3/5/20 at 4 p.m., Resident 1 was

not in hisroom. CNA indicated she assumed Resident 1 was out in the smoking patio or walking up and down in the facility
hallway. CNA indicated she should have visually checked Resident 1's whereabouts but she did not. During a telephone

interview on 3/17/20 at 1:15 p.m., Licensed Nurse (LN) indicated, on 3/5/20 at 4:30 p.m., she assumed Resident 1 was in the smoking
patio when he was not in his room during medication pass. LN indicated she should have visualy checked Resident 1

in the smoking patio, but she did not. On 3/5/20 at 6:30 p.m., LN indicated CNA reported Resident 1 was nowhere to be found in the
building. During a telephone interview on 3/20/20 at 9:57 am., the Director of Nursing (DON) indicated, on 3/5/20,

there was no documented evidence Resident 1 signed the log-out binder prior to getting out of the facility. The DON

indicated she expected the CNAs to check their residents to ensure their safety. The DON acknowledged the nurses or the
receptionist should be aware of any resident who passed by the front door. A review of the facility's revised policy and

procedure titled, Safety and Supervision of Residents, dated 1/11, indicated, Resident safety and supervision and

assistance to prevent accidents are facility-wide priorities .Resident supervision is a core component of the systems

approach to safety.
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