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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 document review, the facility failed to ensure 21 windows located in both resident
 rooms and common areas of the locked unit were secured to prevent elopement, resulting in the elopement of 1 of 1 resident
 (R1) on two separate occurrences. The facility's lack of intervention insuring safety with regard to open window access
 resulted in an Immediate Jeopardy (IJ) for R1, with the potential for serious harm, injury, or death. The IJ began on
 4/27/20 at 5:00 p.m., when R1 removed a window screen, opened the window and exited falling 4.5 feet to the ground
 resulting in minors scrapes. Interventions included removal of window cranks from the common areas only and the initiation
 of 15 minute checks. On 5/9/20 at 11:30 p.m. R1 again exited the facility from a window located in R4's unoccupied room,
 fell   5 feet to the ground, and sustained minor injuries. He was located by law enforcement 5 blocks from the facility and returned
following evaluation in the emergency department. The facility administrator (A) and director of nursing (DON)
 were notified of the IJ on 5/14/20 at 10:00 a.m. The IJ was removed on 5/14/20 at 4:21 p.m., but non-compliance remained at the
lower scope and severity of D, isolated, no actual harm but the potential for harm that is not immediate jeopardy.
 Findings include: R1's 4/30/20 admission Minimum Data Set (MDS) identified R1 had severe cognitive impairment with
 [DIAGNOSES REDACTED]. R1 required limited assistance with personal cares, dressing and grooming, but was independent with
 transfers and ambulation. R1 had daily wandering behavior and exit seeking. The 4/23/20 elopement risk assessment
 identified R1 as being at risk for elopement. The elopement risk assessment dated [DATE] identified R1 as increased risk of
elopement from a 7 to 8 (more at risk). R1's 4/24/20, baseline care plan identified he was independent with bed mobility,
 and ambulation, required limited assist with dressing, personal hygiene, and toileting. Behavior: problems related to
 dementia, evidenced by paranoia, verbal and/or physical aggression, wandering, and exit seeking. Interventions included:
 administration of medications as ordered, intervention as necessary. Elopement risk: history of attempts to leave the
 facility unattended, impaired safety awareness, and wandered aimlessly. A wander guard device was applied to R1's right
 ankle due to his risk of elopement and exit seeking behavior. The care plan also included ongoing communication and
 recommendations from the Geripsychiatry Program and Behavioral Recovery Outreach Team (BRO) which continued to follow R1
 after his discharge from the Veteran's Administration facility in Sioux Falls SD. R1's Progress Notes identified the
 following. 1) 4/23/20 at 11:00 a.m., R1 arrived at approximately 10:15 a.m. Wander guard applied to right ankle. Resident
 is exit seeking and attempted to go through exit doors shortly after his arrival. 2) 4/23/20 through 4/24/20 R1 attempted
 to leave the unit, looked for exit doors and a couple of times was able to open the exit door connecting the unit to the
 South unit. 3) 4/24/20 at 10:22 p.m., R1 demonstrated behaviors through shift of wanting to go home, was short tempered,
 and pushed staff if thought they were in his way. R1 went through the South door which was wander guarded by pressing and
 holding the release bar for 15 seconds and became aggressive when staff attempted redirection. After walking the length of
 the hall staff were able to redirect R1 back into the locked unit. 4) 4/25/20 5:01 a.m., R1 very restless, wandering the
 halls all night. R1 brought all his clothes from his room to the day room, asked multiple times to have his wanderguard
 taken off and to get a ride to leave. At 4:00 a.m. he again pushed open the exit door to enter the South unit, the wander
 guard alarm sounded, and he began entering resident rooms on the South hall. Was redirected back to the locked unit by
 staff. 5) 4/25/20 through 4/26/20, R1 continued to attempt to make attempts to leave the facility by pushing and holding
 the bar on the alarmed door until it released and he was able to enter the South unit. 6) 4/27/20 at 5:33 a.m., R1 wandered in the halls
during the night. Attempted to open a window in the day room, but staff were able to redirect. 7) 4/27/20 at
 5:15 p.m., a call was received from a neighbor that a resident might be outside the facility. Staff immediately responded
 and upon re-entry R1 was able to show nursing assistant (NA)-A where and how he had exited the facility through the widow
 in the East lounge. Provider updated and a one time order for [MEDICATION NAME] (antipsychotic) 0.5 milligram (mg)
 intramuscular (IM) received for agitation. R1's elopement risk and care plan were updated. Review of the incident tracking
 report dated 4/27/20 at 6:11 p.m., identified R1 had a wander guard device in place on his right ankle, which did activate
 the door alarm when he returned to the building, but due to exiting via a window in the East lounge no alarms were
 activated. Upon return to the facility R1 was able to demonstrate to staff how he had removed the screen, opened the window with the
crank and exited the facility. Interventions included removal of window cranks from common area windows, and 15
 minute checks when not in the common areas. When in the common areas staff were present and able to provide ongoing
 monitoring. Appropriate notifications were documented. Review of the incident report on 5/9/20 at 11:15 p.m., identified R1 was
observed going into his room, at 11:30 p.m. the 15 minute checks revealed R1 was not in his room, and the initial
 search revealed the window in R4's room had the screen removed and the window open. The distance from the window sill to
 the ground was measured at 5 feet. Initiation of a CODE GREEN (missing resident) resulted in a search of the facility and
 grounds for R1. A shoe was found on the ground outside the open window, and R1 was not located. 911 was called, and
 appropriate notifications made, and at 12:09 a.m. R1 was located by law enforcement about 5 blocks from the facility. The
 police report identified R1 was shivering, wearing only one shoe, had bruising and skin tears on his right forearm and
 slight swelling of his left foot and ankle. Law enforcement notified the facility R1 had been located and was being
 transferred to the emergency department for further evaluation and treatment. On 5/10/20 at 4:39 a.m. R1 returned to the
 facility via emergency medical transport and interventions included assessments for pain, vital signs and continuous
 monitoring by having him remain in a recliner in the main lounge to allow for continuous monitoring by staff. The 1:1
 observation continued until 5/10/20 at 9:00 a.m. when the administrator (A) arrived and removed window cranks from all
 windows on the locked dementia unit. One window crank was left in the medication cart to allow staff to open a resident's
 window if needed. Review of the National Weather Service website identified the temperature at 11:30 p.m. on 5/9/20 at
 64/31 Fahrenheit (F) and on 5/10/20 as 44/33 F. R1's elopement risk assessment on 5/10/20 at 10:52 a.m. identified a risk for
elopement with interventions which included: personal safety alarm, exit alarm, secure unit placement, frequent
 monitoring, behavior log and analysis, medication review, activities of interest, staff is aware of elopement risk. The
 Care Plan was updated to reflect the listed interventions. Further review of R1's progress notes identified: 1) 4/28/20 at
 1:15 p.m. R1's elopement reviewed at ID. All interventions in place. MD report filed. 2) 4/28/20 at 10:14 p.m., New order
 for dispersion (antipsychotic) 0.5 milligram (mg) by mouth (PO) twice daily (BID) and 0.5 mg PO BID as needed (PRN). 3)
 4/29/20 at 11:00 a.m. R1 attempting to leave unit via South alarmed door and held bar until door released, and staff
 accompanied R1 to end of hall. 4) 4/29/20 at 9:23 p.m., R1 wandering on unit and attempted to leave several times. 1:1
 monitoring most of shift. 5) 4/30/20 at 10:40 a.m., meeting with Geripsychiatry Program and Behavioral Recovery Outreach
 Team (BRO) from the Veterans Administration (continuing to work with R1 as an outpatient). The team made suggestions to
 decrease his behaviors in addition to suggesting non-pharmacological activities to keep R1 busy. No medication changes were
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 recommended at the time of meeting. 6) 5/1/20 at 12:21 p.m., R1 received PRN dose of risperdone for severe agitation,
 increased anxiety, restless, and behaviors. 7) 5/2/20 at 1:36 p.m., R1 observed holding wander guard device in his hand and placing in
his pocket. Closer inspection identified it had been removed by breaking off the ends which attach the device to the band. The ends
appeared to have been cut and search of R1's room identified a wire cutter lying on the shelf in his
 closet. R1 became upset when staff attempted to apply a new wander guard. Staff continued the 15 minute checks until later
 in the evening when a new wander guard was able to be applied to R1's ankle. R1 continued to wander between his room and
 the East lounge. 8) 5/2/20 at 10:04 p.m., note: 3:30 p.m., R1 came out of his room upset over new wander guard being
 applied and looked for something to cut off device. He went to the South unit by depressing the bar on the South door until it released
and was not able to be redirected. He attempted to open the windows and indicated he wanted to jump out.
 Nursing assistant (NA)- A was able to bring R1 back to the East unit per wheelchair after talking and redirecting him. 9)
 5/3/20 at 10:40 p.m., R1 left locked unit entering South unit, after pushing nurse aside. He walked to the end of the South hall and sat
in the living area. Was returned to the East unit with difficulty. 1:1 provided for a period and continued on
 15 minutes checks. 10) 5/3/20 - 5/7/20 a.m. continued with needing intermittent doses of risperdone for agitation, and
 anxiety. On 5/7/20 at 10:07 p.m. R1 exited onto South hall via alarmed door and attempted to exit via the elevator. After a period of
time was brought back to locked unit via wheelchair. 11) 5/9/20 at 1:26 p.m. R1 pleasant and no attempts to leave unit, but asked staff
to take him home. 9:18 p.m. note: after supper R1 walking around and in other resident rooms, trying
 to open windows. Redirected to Day Room and after couple of minutes he returned to an unidentified resident room and
 attempted to open the window. Immediate intervention implemented was 1:1 monitoring from 6:00 p.m. - 9:00 p.m 12) 5/10/20
 at 3:40 a.m. RN-C received a telephone call from the emergency department to update the facility on R1's status and that he would be
returning via ambulance. On 5/10/20 at 4:40 a.m., R1 returned to facility. Notification of the incident and
 deposition was documented along with a summary of the events which had taken place. Follow R1's return he remained in a
 recliner and had 1:1 monitoring through out the remainder of the night. Interview on 5/12/20 at 10:00 a.m., with the
 director of nursing identified R1 had eloped from the facility on two separate dates, 4/27/20 and 5/9/20. On 4/27/20 at
 5:00 - 5:15 p.m. R1 eloped from the facility through a window in the East lounge and had been intercepted before leaving
 the grounds. He received minor scrapes on his forearms, but no serious injury. Immediate intervention was removal of the
 window cranks in the common areas and initiation of 15 minute checks when R1 was not in the common areas which were
 monitored by staff. On 5/9/20 at 11:30 p.m., R1 exited from the window in R4's room after he removed the window screen,
 opening the window with the attached crank, and exited the building. R1 was not able to be located at the 11:30 p.m. check
 and 911 was activated. R1 was located by law enforcement about 5 blocks from the facility and taken to the emergency room
   for evaluation and treatment of [REDACTED]. R1 returned to the facility on [DATE] at 4:00 a.m. and remained on continuous
observation until the next morning when window cranks were removed from all windows on the locked unit. Appropriate
 notifications were made following the incident. The DON identified an elopement assessment, pain assessment, and monitoring of
vital signs were completed following R1's return to the facility. In addition, wander guard devices were checked for
 functioning on an every shift basis and documented. Doors are also equipped with wander guard alarms and key pad access.
 Interview on 5/12/20 at 11:15 a.m., with the administrator (A) identified he had been notified on 5/9/20 at 11:45 p.m. of
 R1's elopement and return to the facility. He identified he had responded to the facility immediately on 5/10/20 at 9:00
 a.m. and removed all of the window cranks from the windows on the locked dementia unit. Interview on 5/12/20 at 1:45 p.m.,
 with registered nurse (RN)-A identified she worked primarily the day shift. R1 spent most of his time in the main lounge
 area where he was able to be observed. She was aware of the incidents of R1 eloping, and was on 15 minute checks in
 addition to his wander guard checked every shift. R1 went to the alarmed doors occasionally, but the alarm would sound and
 staff responded and redirected him. RN-A denied any observations of R1 attempting to remove screens from the windows while
 she was working. Interview on 5/12/20 at 4:15 p.m., with NA-B identified she was working on 4/27/20 when R1 had exited
 through the window in the East lounge. She indicated she had been working with another resident when the code green had
 been paged and had responded to assist in the search. She denied hearing any alarms which would have indicated a resident
 had possibly exited through one of the alarmed doors and when she got outside R1 was seated on the steps in front of the
 building. After coming back into the building NA-A asked R1 how he had exited and he pointed to the window. This was
 reported to the nurse on duty and the cranks were removed from the windows in the common areas. NA-B identified R1 knew how to
open the windows as he would ask staff where the cranks were located. She indicated staff replied by answering they did
 not know and attempted to divert his attention by offering food and drink and also 1:1 visiting and diversion. Interview on 5/12/20 at
4:30 p.m, with NA-A identified he had worked on the South hall on 4/27/20, and was told R1 had gotten out of the building. He
identified he had a good relationship with R1 and responded to assist. He observed RN-B and the DON walking
 with R1 as they attempted to redirect him back to the building. NA-A indicated he had retrieved a wheelchair and gone to
 assist in bringing R1 back to the facility. R1 was agitated and attempting to find something, (not certain what looking
 for), he became excited when he saw NA-A and went back to the facility with him. Upon arrival back on the locked unit, NA-A asked
R1 how he had left the facility, and R1 motioned NA-A to follow him and proceeded to take NA-A to the window in the
 East lounge that was open and the screen leaning against the wall. The immediate intervention was the removal of window
 cranks in the common areas. Interview on 5/12/20 at 4:40 p.m., with RN-B identified she was the charge nurse working on the locked
unit on the afternoon of 4/27/20. R1 had been anxious and she had provided a lot of 1:1 and diversional activity.
 She identified he was exit seeking, going to doors, and had figured out how to activate the code box to open the door, but
 he was not aware of the code. At that time R1 had not discovered the doors would release after 15 seconds of continuous
 pressure, so when they did not release he turned away. RN-B identified she knew his wander guard was functioning as he had
 been close to the doors and activated the alarm. RN-B identified she had observed R1 walk toward the East lounge, but had
 no reason to be concerned. RN-B identified after approximately 5 minutes the phone rang with a neighbor who reported a
 resident outside the building. RN-B went to check R1's location due to his exit seeking behavior and as she passed the DON
 office requested her to page a Code Green. The alarmed door in the East lounge was not alarming at that time, but did sound when
she exited to look for R1. The door located at the bottom of the stairs exiting the building also alarmed as she
 exited and ran toward Clary street where the neighbor reported the resident. As she rounded corner of the building she
 observed R1 standing with the neighbor, on the facility lawn. The DON and additional staff persons also responded to the
 scene. R1 was mad and refused to return to the building and began walking accompanied by RN-B and the DON. NA-A arrived
 with a wheelchair and R1 was happy to see him and returned to the facility with him. R1 was upset that he had to return to
 the facility and became combative toward staff close to him. Once in facility, R1 assessed for injury and had no visible
 injuries other than a few slight scrapes on his forearms. NA-A identified he had asked R1 how he had exited the facility
 and R1 motioned him to follow as he lead him to the window in the East lounge where the window was open and screen prompted
against the wall. The DON was updated and the intervention was to remove the window cranks in common areas in addition to
 R1 being placed on 15 min checks. The provider updated of the incident and ordered a one time dose of [MEDICATION NAME] IM.
Through out the remainder of the shift R1 continued exit seeking but was calmer and had decreased anxiety and agitation. At shift
change, R1 was observed walking to the West lobby area and removing window screens, but cranks had been removed, so
 he was not able to open the windows. The night staff intervened with diversional activity which was effective. RN-B
 identified she was not aware of R1 attempting to exit through the window in his room, or the rational for removing the
 crank. She confirmed R1 had remained on 15 minute checks since that time. She identified at some point R1 had obtained a
 wire cutter and cut off his wander guard bracelet. She identified this was discovered when R1 was observed removing the
 wander guard from his pocket and looking at it. RN-B denied any knowledge of how R1 had obtained a wire cutter, as this was not
something normally found on the unit. R1 did have the wander guard reapplied and a search of his room did not reveal
 any additional tools that could be utilized to remove his wanderguard or exit the facility. Interview on 5/12/20 at 5:00
 p.m., with the DON identified the unit had been searched and no additional tools were discovered and no one was aware of
 how R1 obtained the wire cutter, but as a precaution, maintenance no longer was to bring a cart containing tools onto the
 unit. R1 had discovered the 15 second pressure delay on the egress doors, and had attempted to exit to the South unit, but
 staff were aware and intervened with redirection. The DON identified the facility was working to develop additional
 interventions with 1:1 monitoring in an attempt to allow R1 to go outside as the weather improved. She identified the
 window crank had been removed from R1's room on 4/27/20 at 11:00 a.m. due to his opening the window and leaving it open
 which resulted in other residents complaining of being cold. She stated he had made no attempt to remove the screen at that time.
Interview on 5/12/20 at 5:15 p.m., with RN-C identified she had worked on 5/9/20 when R1 had eloped through the
 window in R4's room. She identified R1 had spent most of the evening in the main lounge watching TV. She identified she had
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 last observed R1 at 11:00 p.m. seated in a recliner in the main lounge watching TV. She had exited to the South unit to
 give report and at 11:30 p.m. she was notified R1 was missing, and the screen was off the window and window was open in
 R4's room. RN-C immediately notified staff to initiate a search of all areas in the facility and outside surrounding the
 building. Upon investigation RN-C identified R1 had gone to his room at 11:15 p.m. and when NA-C went to do the 11:30 p.m.
 he was not located. The building was searched, a CODE GREEN was activated, all other residents were accounted for. A loafer type
shoe was found outside the window, the DON, administrator (A) and law enforcement were notified of R1 missing from the facility.
R1 was found by law enforcement at 12:09 a.m., wearing an army hat, gray sweater and maroon pants, and one
 loafer. The weather was cool and damp, but she was uncertain of the temperature on that night. At 12:15 a.m., law
 enforcement notified the facility R1 had been located and was being transported to the emergency room   for evaluation of
 scrapes, bruises and to be assessed for any additional injuries. Received update from nurse at hospital on R1's status and
 he returned about 4:00 a.m., via ambulance. R1 was monitored in the main lounge area the remainder of the night following
 assessment of vital signs and pain assessment. Upon his return R1 received every 15 minute checks and verification his
 wander guard was in place and functioning. R1 was alert and not happy at having to return to the facility. He was able to
 move all extremities and denied any pain or discomfort. Upon return R1's left wrist was wrapped with coban and his right
 forearm wrapped with kerlix due to a skin tear on his right forearm and swelling in the left wrist. Interview on 5/13/20 at 9:00 a.m.,
with the DON identified only the window cranks located on windows in the common areas were removed following the 4/27/20
incident due to R1 not having a history of entering other resident rooms that she was aware of, and she had not
 wanted to violate other resident's rights to open their windows at will. Interview on 5/14/20 at 8:17 a.m., with the
 maintenance director identified he was not aware of an incident prior to R1's elopement of a resident able to remove the
 clips holding the screens in place and having the ability to get up and out of a window. He identified he was not aware of
 how much force it would require to force a window open without using the crank to open it. On 5/14/20 at 10:30 a.m. the
 medical director was interviewed and voiced knowledge of R1's two elopements from the facility and was surprised R1 had
 been able to exit the facility through the window on two occasions. He identified R1 was at risk for serious injury with
 his comorbidities including age and falling from four to five feet to the ground. He identified his expectation of the
 facility had been to assess all residents admitted  , insure safety measures were in place and to incorporate interventions for areas of
concern. Review of the 10/15/18 policy: Elopements: Superior Healthcare Management Minnesota Region:
 Identified all residents were to be screened both upon admission and annually for significant changes and the potential of
 elopement on an elopement assessment. This has primary importance for residents with cognitive issues, those that state
 they are leaving, family concerns of safety related to exit seeking behavior, those that exhibit depression about placement in the
facility and indicate intent to leave. Based on assessment a resident may be placed on routine safety checks or have a wander guard for
safety. The IJ that began on 4/27/20 at 5:00 p.m, was removed on 5/14/20 at 4:20 p.m., when it could be
 verified the facility had secured all windows on the locked unit, and had developed and implemented all staff education on
 policies and procedures for elopement and safety measures. In addition, it was verified the facility had implemented
 immediate intervention by removal of all window cranks from the secure unit and educating staff that windows were to remain closed
until the ordered additional window security devices could be installed.
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