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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 31682

Residents Affected - Few These failures resulted in two deficient practices.

A. Based on record review and interview the facility failed to provide adequate supervision to prevent two
cognitively impaired residents from exiting the facility without staff supervision for two of three residents (R4
and R7) reviewed for elopements in the sample of seven.

B. Based on record review and interview the facility failed to implement two staff for transfers as indicated in
the resident's plan of care to prevent falls for one of three residents (R2) reviewed for falls in the sample of
seven.

Findings include:

A. The facility's Elopements Policy dated 12/2007 documents, It is the policy of this facility that all residents
are afforded adequate supervision to provide the safest environment possible.

1. R4's MDS (Minimum Data Set) assessment dated [DATE] documents R4 is severely cognitively impaired.

R4's Elopement assessment dated [DATE] documents,(R4) is cognitively impaired and independently
mobile. (R4) has a desire to leave the facility and wandering activity. (R4) has the diagnosis of Alzheimer's
Disease or Dementia. (R4) is at risk for elopement. Goal: (R4) will not leave facility unattended through the
review date.

R4's Care Plan dated 3-21-24 documents R4 is an elopement risk/wanderer and is at risk for falls.

R4's Health Status Note dated 2-28-25 at 6:54 PM and signed by V5 (LPN/Licensed Practical Nurse)
documents, CNA (Certified Nursing Assistant/V13) was helping another resident to bed and heard door
alarm going off. (CNA) stopped (and) came out to nurses' station to see what door alarm it was. Front and
back (door alarms) were going off. Staff went to back door and to front door and (R4) was down the ramp out
the front door laying in the grass on back. (R4) stated she was just trying to get out of here. (R4) assessed
and (R4) stated she had no injuries. (R4's) leg was just a little sore. (R4) lifted with gait belt and two assist
back into chair at this time. (R4) brought into building and body assessed. No injuries noted at this time. VS
(Vital Signs) WNL (Within Normal Limits). (V6/POA/Power of Attorney), (V4/Physician), and (V2/
DON/Director of Nursing) notified at this time.

(continued on next page)
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F 0689 On 3-14-25 at 2:30 PM V5 (LPN) stated, | was in the breakroom (on 2-28-25) and heard door alarms going
off. | came in and (V13/CNA/Certified Nursing Assistant) was out front with (R4). | went outside and saw
Level of Harm - Minimal harm or (R4's) wheelchair at the end of the ramp and (R4) was in the grass on her back. (R4) did not have any
potential for actual harm injuries except for a slightly reddened area to her right leg. The reddened area disappeared thirty minutes
later. (R4) goes to the front door frequently and exit-seeks but has never gotten outside before. No other
Residents Affected - Few residents have gotten outside before.

On 3-15-25 at 1:00 PM V13 (CNA) stated, On 2-28-25 around 7:00 PM | heard the front door alarm going off.
| went outside and saw (R4) on the ground in front of her wheelchair. (R4) had gone down the ramp and it
looked like (R4's) wheelchair hit the grass and (R4) slid out of the wheelchair onto the ground. (R4) only had
a small red mark to her right leg. (R4) wanders around the facility and is confused.

2. R7's MDS dated [DATE] documents R7 is severely cognitively impaired
R7's Admission Record documents R7 has the diagnoses of Dementia and Behavioral Disturbance.

R7's Health Status Note dated 3-13-25 at 5:50 AM and signed by V16 (LPN) documents, (V16) heard front
door alarm go off. Upon approaching the door (V16) observed (R7) standing in the road with no coat on and
holding her purse. (R7) had her oxygen tubing off and was holding it in her hand. As soon as (V16) reached
out to help (R7), she had swung the oxygen tubing at (V16) attempting to make contact. (V16) and 2 other
staff members were able to walk along side of (R7) and get (R7) back into the building. (V16) called
(V2/Director of Nursing) and (V1/Administrator). (R7) was placed on 15-minute checks. (R7) does not have
wander guard (electronic monitoring bracelet) on.

On 3-16-25 at (V16) stated, On 3-13-25 as soon as | heard the front door alarm go off, | went to see what set
the alarm off. When | went outside, (R7) was just getting to the edge of the sidewalk, into the parking lot of
the facility. (R7) was in the parking lot and not in the actual road. (R7) was confused. (R7) had no injuries.

B. The facility's Falls Clinical Protocol dated 09/2012 documents, Based on assessment, the staff and
physician will identify pertinent interventions to try to prevent subsequent falls to address risks of serious
consequences of falling. If interventions have been successful in preventing falling, the staff will continue with
current approaches.

R2's MDS dated [DATE] documents R2 was cognitively impaired.

R2's Incident Note dated 12-4-24 at 9:47 AM and signed by V15 (LPN) documents, This nurse was called
into (R2's) room by (V14/Agency CNA) who states she lowered (R2) to the floor while transferring (R2) from
the bed to the wheelchair. (V14) states (R2's) feet slid out from under her causing (V14) to lower (R2) to the
floor. (R2's) legs hit the wheelchair causing a 1.6 x (by) 0.1 x 0.1 cm (centimeter) skin tear to RLE (Right
Lower Extremity), a 2.5 x 0.7 x 0.1 cm skin tear to left medial shin, and a 2.0 x 0.7 x 0.1 skin tear to the left
knee. Skin tears were cleansed. Steri-strips and dressings applied. (R2) was stood up by two assists with
gait belt and placed into her wheelchair. Resident denies any pain.
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

R2's Care Plan dated 1-4-24 documents, Focus: (R2) is at risk for falls related to mental status. Goal: (R2)
will be free of falls through the next review date 3-11-25. Interventions: 9-4-24 Two staff for all transfers with

a gait belt. 12-4-24 Staff was re-educated on two staff with gait belt for all transfers for (R2).

On 3-15-25 at 10:30 AM V2 (Director of Nursing) stated, (V14/Agency CNA) transferred (R2) on 12-4-24 by
herself which caused (V14) to have to lower (R2) to the floor. (R2) was supposed to have two staff to always
assist (R2) with transfers. (V14) was an agency CNA. We (facility staff) had to educate (V14) on ensuring

two staff were being used to transfer (R2) at all times.
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