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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- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on interview and record review, the facility failed to follow their policy and procedure for shift to shift report

harm related to one Resident (1). This failure had the potential to increase the elopement risk for Resident 1. Findings: On

4/15/19 at 2:43 P.M., areport of a possible elopement was received in the department. On 4/16/19, an unannounced

Residents Affected - Few inspection of the facility was conducted. Resident 1 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. An
interview was conducted with the Director of Nursing (DON) on 4/16/19 at 8:56 A.M. The DON stated, He (Resident 1) was last seen
in thefacility at 5 P.M. on 4/13/19. The staff did not do a'head count' as is their routine because they were very

busy. An interview was conducted with the Charge Nurse (CN) 1 on 4/16/19 at 10:12 P.M. The CN 1 stated, For the change of

shift, we are supposed to do a shift report, walk around, make sure everyoneis alive and well; a'head count'. An

interview was conducted with CN 2 on 4/16/19 at 11:01 A.M. CN 2 stated, | saw him (Resident 1) outside at 5 P.M. but didn't check
again to seeif the resident came back in. A review of the facility's document, dated, 4/15/19, titled, Quality Team

Tracking Form, indicated, . Problem area: incident of elopement .Problem: elopement risk resident found missing .Causal

factors: LN's failed to do patients head count at the beginning of each shift . A review of the facility's policy, dated,

5/2007, titled, Care and Treatment: Shift-Shift Report, indicated: Policy: it isthe policy of this facility to ensure that shift-shift report
istimely, accurate and be done during walking rounds. Procedures: 1. Walking rounds will be done and

performed residents head count to ensure no residentsis missing .
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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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