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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
observations, interviews, clinical record review, weather data review, and review of facility policy
and procedure, the facility failed to provide adequate supervision for one resident (#109) who was
assessed to have poor safety awareness and required assistance with mobility, while in the courtyard
during extreme summer temperatures. Sampled residents for accidents were 3. As a result, Resident
#109 remained outdoors for an undetermined period of time in temperatures reaching 103 F and
sustained second-degree burns to both thighs requiring emergency medical treatment at the
hospital.Findings include:Resident #109 was readmitted to the facility on [DATE], with diagnoses
that included type 2 diabetes mellitus with diabetic neuropathy, muscle weakness, cognitive
communication deficit, and tobacco use.A readmission Elopement Risk assessment dated [DATE],
revealed Resident #109 did not ambulate independently with or without the use of a wheelchair or
other assistive device. The documentation included the resident was not an elopement risk at this
time.A Skilled Progress Note dated July 11, 2026, at 9:49 p.m., revealed Resident #109 was alert and
oriented but had poor safety awareness; and that, Resident #109 liked to go out to the courtyard
periodically and had been instructed not to go outside during the afternoon due to hot weather.An
Event Progress Note dated July 12, 2026, at 3:38 p.m., revealed Registered Nurse (RN/Staff #25) and
the physician (staff #99) found resident #109 unresponsive in the courtyard and was assisted by two
Certified Nursing Assistants (CNAs/Staff #80 and #73) in bringing inside. Per the documentation, 911
was called at 2:18 p.m.; and, the resident was subsequently transported to the hospital by emergency
medical services.The note further documented that another resident(#103) who observed from her
room window) reported Resident #109 entered the courtyard independently and remained outside for
approximately 30 to 45 minutes.Review of weather data obtained from the National Oceanic and
Atmospheric Administration (NOAA) for July 12, 2026, revealed temperatures of 103 F at both 12:53
p.m. and 1:53 p.m. Conditions were reported as clear with relative humidity levels of 26 percent at
12:53 p.m. and 24 percent at 1:53 p.m.The Emergency Department Report dated July 12, 2026,
revealed Resident #109 was evaluated after being found outside at his care facility. The report
indicated he may have been outdoors for approximately 20 minutes to one hour. Upon arrival at the
emergency department, Resident #109 had a temperature of 38.4 C (101.1 F) and was treated for
second-degree burns to his bilateral thighs.An Admission/readmission Note dated July 12, 2026,
revealed Resident #109 returned from the hospital at approximately 9:00 p.m. The note documented
second-degree burns to both thighs with intact blisters.The physician order dated July 13, 2026
revealed an order to cleanse wound with normal saline or wound cleanser, apply Xeroform
(non-adherent medicated gauze), cover with dry dressing to BLE (bilateral lower extremities) every
day shift for burns.Review of a Care Plan entry dated July 13, 2026, revealed a new focus identifying
(continued on next page)
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Resident #109 as being at risk for injury related to going outside to the courtyard independently,
including during periods of extreme heat. The care plan further documented that Resident #109 had
resisted returning indoors when encouraged by staff. Interventions included frequent safety
monitoring, monitoring every 15 minutes while outdoors, and offering hydration and sunscreen when
outside.The Medicare 5-Day Minimum Data Set (MDS) assessment dated [DATE], revealed Resident
#109 had a Brief Interview for Mental Status (BIMS) score of 13, indicating he was cognitively intact.
The assessment further revealed Resident #109 required substantial to maximum assistance with
sit-to-stand transfers. Section E included that the resident did not exhibit wandering behaviors.A
Wound Care Progress Note dated July 15, 2026, revealed Resident #109 was assessed with
second-degree partial-thickness burns to the right and left anterior thighs. Each wound measured
approximately 10 cm (centimeters) in length, 10 cm in width, and 0.1 cm in depth.Review of an Event
Progress Note dated July 15, 2026, at 1:01 p.m., revealed that on July 12, 2026, another resident
(#103) whose room overlooked the courtyard reported observing Resident #109 outside on three
occasions that day, twice with staff assistance and once without assistance. The note further
documented that courtyard cameras were not recording; however, hallway surveillance footage
showed Resident #109 independently propelling himself from his room to an alcove leading to the
courtyard. The documentation included that the alcove and courtyard entrance were not visible on
camera, preventing staff from determining the exact time Resident #109 entered the courtyard. The
note further indicated no staff were observed entering the alcove to assist Resident #109 outside.A
Discharge summary dated [DATE], revealed Resident #109 was discharged to another skilled nursing
facility.Review of the facility's internal investigation, provided on July 20, 2026, revealed the
Executive Director (ED/staff #72) arrived at the facility at approximately 2:30 p.m. and interviewed
Physician (Staff #99), who reported finding Resident #109 outside, bringing him inside for care, and
initiating emergency medical services.The investigation revealed facility staff conducted a headcount
of all residents and interviewed staff responsible for Resident #109's care on July 12, 2026.
According to the investigation, the CNA (Staff #26) reported taking Resident #109 to the courtyard on
two occasions that day and bringing him back inside each time. The investigation concluded Resident
#109 entered the courtyard a third time without staff knowledge or assistance.The investigation
further revealed the facility was unable to determine the exact time Resident #109 entered the
courtyard because the courtyard camera system was not recording and the courtyard entrance was
located in an area not visible on available surveillance footage.The facility's plan of action included
restricting courtyard access during extreme temperatures, posting heat warnings, educating staff
regarding resident monitoring and hydration, changing courtyard access codes, installing alarms,
reviewing care plans for residents utilizing outdoor areas, conducting routine courtyard monitoring,
and requiring residents to be accompanied while utilizing the courtyard.On July 20, 2026, at 11:23
a.m., an observation was conducted of the courtyard access door located near Resident #109's former
room. The door was observed to be secured with a keypad access system. A notice posted on the
door stated, Courtyard Closed from 10 a.m. to 6 p.m. due to excessive heat warnings. Please request
staff assistance to go outside.On July 20, 2026, at 3:16 p.m., observation of video surveillance
footage from July 12, 2026 was conducted with the ED (staff #72) and the Director of Nursing
(DON/staff #118). The ED stated that the courtyard camera was not functioning and had not captured
footage of the incident on July 12, 2026. An interior camera captured Resident #109's room doorway
and the hallway leading toward the courtyard exit; however, the courtyard access keypad and exit
door were not visible.The video footage was reviewed with the ED and DON and the following were
the incident that transpired:At 12:24 p.m. a staff member assisted Resident #109 to his room.At 12:26
(continued on next page)
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p.m. Resident #109 independently propelled his wheelchair from his room toward the courtyard exit
and out of camera view. No staff member was observed accompanying him.At 2:07 p.m. a Physician
(Staff #99) entered Resident #109's room and saw the resident was not in the room. At 2:09 p.m. the
Physician (Staff #99) and RN (Staff #25) went to the courtyard area.At 2:11 p.m. a staff were
observed returning Resident #109 to his room in a wheelchair. Resident #109 appeared slumped to one
side. The ED stated that this staff was a dietary staff.At 2:16 p.m., emergency responders arrived and
entered Resident #109's room.At 2:27 p.m. Resident #109 left on a gurney with bandages applied
above both knees.On July 20, 2026, at 10:30 a.m., a telephone interview was conducted with Resident
#109's power of attorney (POA) who stated a facility staff informed her that Resident #109 had been
taken outside twice on July 12, 2026, and later went outside a third time without staff supervision.
The POA stated Resident #109 would not have been able to independently operate the courtyard
access keypad because he did not know the code and was unable to read where the code was posted.
The POA stated she believed Resident #109 would have required assistance to access the courtyard.
The POA further stated Resident #109 was found covered in sweat, unable to communicate, and had
an elevated temperature. She stated he was transported to the emergency room, where resident was
treated for blisters on his legs. The POA stated she later transferred Resident #109 to another facility
because she no longer felt he was safe at the facility.On July 20, 2026, at 11:14 a.m., an interview
was conducted with Resident #103 who saw the incident from her room window. Resident #103 stated
she observed Resident #109 wheel himself into the courtyard on July 12, 2026, and later observed the
Physician (Staff #99) searching for Resident #109 shortly before 2:00 p.m. She stated she never
observed Resident #109 return from the courtyard and estimated Resident #109 had remained outside
for approximately 45 minutes. She further stated that prior to the incident residents were aware of the
courtyard access code and could independently access the courtyard.On July 20, 2026, at 11:49 a.m.,
an interview was conducted with CNA (Staff #26) who stated that July 12, 2026, was his first day
caring for Resident #109. The CNA stated Resident #109 frequently requested to go outside because
he often felt cold. He stated he assisted Resident #109 to the courtyard between approximately 8:00
a.m. and 9:00 a.m. and later observed him outside again around 11:00 a.m. to 11:15 a.m. through a
window. The CNA stated he immediately went outside and returned Resident #109 indoors. He stated
he instructed Resident #109 to notify staff if resident wanted to go outside but he did not tell the
other staff that resident #109 was outside in the courtyard unescorted. The CNA stated he did not
know how Resident #109 accessed the courtyard later that day but acknowledged residents were
capable of entering the courtyard code independently.On July 20, 2026, at 11:55 a.m., a telephone
interview was conducted with RN (Staff #25) who found the resident on July 12, 2026 in the
courtyard. The RN stated that on July 12, 2026, it was her first day caring for Resident #109. The RN
stated Resident #109 was able to self-propel his wheelchair throughout the facility and acknowledged
multiple residents knew the courtyard access code. The RN stated she did not observe Resident #109
enter the courtyard on July 12, 2026 and only became aware of the incident after the resident was
located outside. The RN stated that the facility practices changed since the incident; and now, the
current facility practice include courtyard monitoring, door alarms, restricted access, hydration
offerings, sunscreen availability, and more frequent resident checks.On July 20, 2026, at 1:58 p.m., a
telephone interview was conducted with Registry CNA (Staff #80) who was one of the CNAs who
assisted the RN (staff #25) and the physician (staff #99) on July 12, 2026. The CNA stated that July
12, 2026 was her first day working at the facility. Further, the CNA stated she did not take Resident
#109 outside and did not observe residents independently accessing the courtyard.On July 20, 2026,
at 2:56 p.m., an interview was conducted with Director of Nursing (DON/Staff #118) who stated she
(continued on next page)
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reviewed the surveillance footage and confirmed the video did not show a staff member assisting
Resident #109 into the courtyard. The DON acknowledged some residents knew the courtyard access
code and could independently access the courtyard prior to the incident. The DON stated the facility
subsequently restricted courtyard access and now requires residents to be escorted when entering
and exiting the courtyard. The DON acknowledged heat-related injury was a foreseeable risk for
residents remaining outdoors during extreme temperatures. However, the DON did not provide any
specific details regarding the incident on July 12, 2026.On July 20, 2026, at 3:08 p.m., a telephone
interview was conducted with Physician (Staff #99) who stated that on July 12, 2026, at
approximately 2:00 p.m., he went to Resident #109's room and discovered the resident was not
present. After searching the facility and speaking with the RN (Staff #25), he located Resident #109
seated in his wheelchair in direct sunlight in the courtyard. The physician stated Resident #109 was
not positioned beneath a tree, shaded area, or gazebo; and that, Resident #109 was difficult to arouse,
covered in sweat, and appeared to be suffering from a heat-related medical emergency. The physician
further stated that he immediately directed staff to call 911 and Resident #109 was transported to the
hospital for evaluation and treatment.The facility Elopement policy, revised December 1, 2025,
indicated residents who leave a safe area without necessary supervision may be at risk for heat
exposure, dehydration, and other medical complications. The policy further indicated the facility must
ensure the resident environment remains as free from accident hazards as possible and that residents
receive adequate supervision to prevent accidents.The facility's Courtyard/Secured Patio Access
policy, revised April 1, 2026, indicated courtyard access may be restricted during extreme
temperatures and residents should receive appropriate weather-related protections including
hydration, shaded areas, and sun protection. The policy further required periodic monitoring of
residents utilizing outdoor areas and required residents with impaired safety awareness or those
unable to independently enter and exit the courtyard to be attended while utilizing the courtyard.The
facility's Safety and Security Management Plan, revised April 1, 2026, indicated the facility was
responsible for maintaining an environment free from hazards and minimizing the risk of injury to
residents.
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