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Level of harm - Minimal
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Residents Affected - Few

Ensurethat a nursing home area is free from accident hazar ds and provides adequate
supervision to prevent accidents.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on interview, record review, and areview of the facility policy, it was determined the facility failed to ensure one (1) of three
(3) sampled residents (Resident #1) received adequate supervision and assistive devices to prevent accidents.
In March 2020, the facility front door keypad (used to unlock the door) malfunctioned and was inoperable. The
non-functioning keypad was switched with the functioning keypad on the D-Hall exit door on 03/20/2020. Maintenance staff
rewired the keypad to the D-Hall exit door and left the wires exposed so that staff could reset the egress aarm if
activated. The D-Hall door keypad exposed wires had become disconnected at some point, which deactivated the door lock and
alarm on the D-Hall exit door. On 04/26/2020, Resident #1 exited the facility through the D-hall exit door without staff
knowledge. The resident was last seen by staff inside the facility between 10:50 AM and 10:55 AM on 04/26/2020. The
resident was found outside at approximately 10:58 AM by afacility staff member in the facility parking lot uninjured. The
findingsinclude: A review of the facility policy for elopement titled Missing Resident/Elopement Policy and Procedure,
undated, revealed the purpose of the policy was to ensure that all necessary steps are taken in the event that a resident
wanders away from the facility. According to the policy if a staff member observed aresident attempting to leave the
facility the staff member would attempt to prevent such departure. Further review of the policy revealed Maintenance
personnel were responsible for seeing that alarms were operational and checked on aroutine basis. A review of the medical
record for Resident #1 revealed the facility admitted the resident on 12/10/2019 with [DIAGNOSES REDACTED]. A review of
the most recent quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed the resident was assessed to use a
wheelchair for mobility. Further review of the assessment reveal ed the resident required supervision and setup help with
ambulation and had no wandering behaviors. The resident was assessed to be moderately impaired for cognition with a Brief
Interview for Mental Status (BIMS) score of ten (10). A review of the plan of care developed for Resident #1 revealed
interventions to provide assistance of one staff member for ambulation. Further review of the plan of care revealed the
plan of care was revised on 04/26/2020 with interventions for the resident to wear awanderguard. There was no evidence of
any elopement behaviors in the resident's record prior to 04/26/2020. A review of an incident report completed for Resident #1
revea ed the resident was found outside in the facility parking lot on 04/26/2020 at 11:58 AM by afacility staff
member. According to the report, the resident stated that he/she didn't know why (he/she) went out the door and didn't mean to cause
any problems. The resident was returned to the facility and assessed to have no injuries. The resident's vital
signs were recorded as: blood pressure of 119/74, heart rate of 79, respirations of 18, and an oxygen saturation of 90%. A
review of the facility investigation summary dated 05/01/2020 revealed Resident #1 exited the facility viathe D-Hall exit
door and walked toward an alternate entrance to the facility. The resident was observed by a staff member and escorted back into the
facility without incident. Prior to the incident, the resident was not assessed to be an elopement risk. According to the investigation,
the resident was observed in the doorway of his’her room between 11:50 AM and 11:55 AM. A facility
housekeeper clocked out at 11:58 PM, exited the building, and observed Resident #1 outside in the parking lot. Per the
investigation summary, the resident was escorted back into the building, placed on fifteen (15) minute checks, and a
wanderguard was placed on the resident. A review of the investigation revealed the temperature was forty-eight degrees and
the resident was dressed in long-sleeve fleece pajamas and high-top slippers with rubber soles. A review of an elopement
risk assessment completed for Resident #1 on 04/26/2020 revealed the resident was assessed to not be at risk for elopement, even
though the resident had exited the facility the same day. Interview with the Minimum Data Set (MDS) Nurse on
05/06/2020 at 11:23 AM revealed she had completed an MDS assessment for Resident #1. The MDS Nurse stated the resident did
not have a history of attempting to exit the building since the resident was admitted and no history of eloping prior to
being admitted . According to the MDS nurse, she incorrectly marked the resident's elopement risk assessment in the
computer but did consider the resident to be at risk for elopement after the incident on 04/26/2020 and added the
wanderguard intervention to the resident's plan of care. An interview with Resident #1 on 05/04/2020 at 10:00 AM reveaed
the resident had exited the building but the resident could not recall the day. According to the resident, he/she was not
hurt and staff assisted the resident back into the building. The resident did not reply when asked where he/she was going
or why he/she had exited the building. An interview with Housekeeper (HK) #1 on 05/04/2020 at 12:58 PM revealed the
housekeeper was going to lunch on 04/26/2020 and had clocked out at 11:58 AM. HK #1 stated he was walking down the sidewalk
toward the parking lot and he observed Resident #1 standing beside his vehicle. HK #1 stated he immediately alerted staff
that the resident was outside, a code yellow was called, and staff assisted the resident back into the building. An
interview with State Registered Nurse Aide (SRNA) #1 on 05/05/2020 at 10:13 AM revealed the SRNA was alerted by HK #1 on
4/26/2020 that Resident #1 was outside. Per the SRNA, a code yellow was called and SRNA #1 assisted Resident #1 back into
the building. According to SRNA #1 the resident had no injuries or was in no distress. SRNA #1 stated Resident #1 told him
that the resident wanted to go home. Further interview with SRNA #1 revealed Resident #1 had never attempted to exit the
building before. The SRNA stated the resident was placed on 15-minute checks and a wanderguard bracel et was applied to the
resident. An interview with the Maintenance Director on 05/06/2020 at 9:23 AM revealed on 04/26/2020 the Maintenance
Director came to the facility to check the door after Resident #1 had exited the facility. Further interview with the
Maintenance Director revealed he had switched the front door keypad and the D-Hall keypad when the front door keypad became
inoperable. The Maintenance Director stated he was instructed by the former Administrator due to budget issues to switch
the keypads on the front door and the D-hall door. The Maintenance Director switched the keypads on 03/20/2020, rewired the D-hall
keypad, and left the wire exposed so staff could disconnect the wires and reset the door if the alarm was activated. The Maintenance
Director also stated he should have placed the wires inside the keypad box to prevent anyone from
deactivating the door by disconnecting the wires. The Maintenance Director stated that when the new Administrator became
aware of the door keypad being inoperable a new keypad was ordered, obtained, and installed on 05/01/2020. An interview
with the Administrator on 05/05/2020 at 10:45 AM revealed the Administrator was not aware of the D-Hall keypad being
rewired and not working as intended. According to the Administrator, she was called to the facility on [DATE] after
Resident #1 had eloped. The Administrator stated she observed the wires to the keypad were disconnected and reconnected the wires.
The Administrator stated she then had the Maintenance Director to install the wires inside the keypad box so the box would have to be
taken apart by Maintenance to reset the alarm. The Administrator stated this was done until the box could
be replaced. Per the Administrator, a new keypad was ordered, the keypad was installed by a contract company, and the door
was checked for function on 05/01/2020.
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