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F 0689 Ensurethat a nursing home area is free from accident hazards 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 1 of 1 cognitively impaired residents did
harm not leave the facility withouth the knowledge of staff. (Resident C) Finding includes: A clinical record review was
conducted on 7/20/2020 and indicated Resident C's[DIAGNOSES REDACTED)]. A care plan, dated 3/12/2020, indicated Resident C
Residents Affected - Few was at risk for elopement related to being disoriented to place, a history of attemptsto leave the facility unattended and Resident C's
triggers for wandering/eloping were shift change and sun-downersin the afternoon/evening. A facility incident report, dated
3/19/2020, indicated Resident C was .noted to exit facility Memory Unit and ambulate down the sidewalk
towards the Chapel. Security and QMA (qualified medication assistant) on Memory Unit escorted resident back to facility
Memory Unit A form titled, Non-Medical Incident Report Form, dated 3/19/2020, indicated Resident C attempted to open the
door at 6:45 pm and began kicking the proxy card reader by 6:48 P.M. and left the Memory Unit. He was found at 7:20 in the
dining room of the Mother House. A witness statement from a staff member, indicated the staff person was taking a resident
to the bathroom and came out to answer the phone, security informed the staff person that one of the Memory Care residents
were at the Mother House dining area. During an observation, on 7/21/2020 at 10:35 A.M., the gate leading outside from the
Memory Unit area was observed to be able to be opened while the lock was engageed, without akey. During an interview, on
7/21/2020 at 10:35 A.M., the Administrator indicated the gate is only locked in the winter months, leaving it unlocked in
March, but it was currently broken. She further indicated there was no alarm sounded on the door when Resident C kicked it
open, however she had installed an alarm system to that door following the incident. A policy was requested but one was not
received. 3.1-45(a)
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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