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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
interview and record review the facility failed to provide adequate supervision to prevent a hazard
over which the facility has control for 1 of 1 resident (R1) while outside in extreme temperatures
without protection which resulted in serious, life-threatening harm when R1 was found slumped over
in a chair and unresponsive. R1 was transferred to a hospital for evaluation and treatment for extreme
hyperthermia.The immediate jeopardy began on [DATE] at 4:00 p.m., when the facility failed to
provide adequate supervision to R1 who notified staff he was going to sit outside at approximately
2:30 p.m. R1 required assistance from staff for ambulation, was allowed to independently ambulate
out of the facility, to the pond area. The temperature outside was 95 degrees Fahrenheit (F), sunny,
with no cloud coverage, or wind present (accuweather.com). R1 wore long sleeves and pants, without
water or a way to call for assistance. R1 was found at approximately 4:15 p.m. slumped over in a
chair and unresponsive. R1 was evaluated by emergency services (EMS), findings included: body
temperature was 105.8 F, tachycardia (rapid heartrate) 100 to 120 beats per minute, and tachypnea
(rapid breathing) respirations 36. R1 was admitted to hospital with diagnoses including heat stroke
and pneumonia. The administrator and director of nursing (DON) were notified of the immediate
jeopardy on [DATE] at 6:30 p.m. The immediate jeopardy was removed on [DATE] at 4:50 p.m., but
noncompliance remained at the lower scope and severity level D (isolated, scope and severity level)
which indicated no actual harm with potential for more than minimal harm that is not immediate
jeopardy. Findings include: R1's annual Minimum Data Set (MDS) dated [DATE], identified R1 was
admitted to the facility on [DATE], from a hospital. R1 had intact cognition and no behaviors. MDS
noted it was very important to R1 to get fresh air when the weather was good. R1 was independent
for all cares, transfers, and walked 150 feet once standing in a corridor or similar place independently
with a walker. Medical diagnoses included: debility (state of weakness due to illness or old age) due
to cardiorespiratory conditions, atrial fibrillation (two upper chambers of the heart beat irregularly, too
fast, quivering instead of contracting properly increasing a person's risk of blood clots), congestive
heart failure (CHF), hypertension (HTN) (high blood pressure), renal failure/insufficiency, diabetes
mellitus (DM) insulin dependent, asthma, macular degeneration (decreased and/or loss of central
vision due visual field deficit), and muscle weakness. R1 had dyspnea (shortness of breath or trouble
breathing with exertion) (e.g. walking, bathing, transferring), and on oxygen.R1's physician orders
identified:-Oxygen (O2) 1 liter (L) in both nostrils every shift to keep SaO2 (arterial oxygen saturation)
above 89% (1 to 5 L per nasal cannula (NC)). Titrate as able. Start date: [DATE].R1's 5/2026,
electronic medication administration record (EMAR) identified O2 use was documented starting on
evening shift on [DATE] through [DATE] night shift (all three shifts) set at 2L to 2.5L with SaO2
ranging from 92 to 98%. Additionally, on [DATE] during day shift R1 was documented as using oxygen
at 2L with SaO2 at 96%.R1's St. Louis University Mental Status (SLUMS) (examination used to detect
mild cognitive impairment and dementia) dated [DATE], identified score of 14 out of 30, to indicate
dementia (less than high school education scoring used) (25 to 30 - normal, 20 to 24 mild neurological
disorder, and 1 to 19 dementia).R1's Cognitive Area Assessment (CAA) dated [DATE], identified R1
(continued on next page)
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had a poor memory, respiratory distress, and was administered diuretics (remove excess fluid and
salt from the body by increasing urine production), anticonvulsants (taken for nerve pain).R1's care
plan dated [DATE], identified:Risk for decreased cardiac output due to heart failure. Staff were
directed to evaluate skin color, temperature, and characteristics and provide oxygen as indicated by
condition and provider order. Date initiated/created: [DATE].Activities of daily living (ADLs) self-care
performance deficit related to disease process, heart disease and muscle weakness. Staff were
directed to provide wheelchair if required continuous oxygen use or experiencing increased weakness.
R1 required assistance of one with dressing, transfers, and ambulation. Ensure call light was within
reach. Date created/initiated: [DATE].R1 was dependent upon staff for activities for cognitive
stimulation, social interaction, related to physical limitations. Staff were directed to assure the
activities R1 was attending were compatable with physical and mental capabilities.R1 had the
potential for fluid deficit related to diuretic use to manage CHF. Staff were instructed to ensure he
had access to cold water whenever possible and monitor intake and output. Date initiated/created:
[DATE].R1 was at risk for ineffective breathing patterns and impaired gas exchange related to
chronic obstructive pulmonary disease (COPD) and CHF. Staff were directed to administer/monitor
effectiveness of oxygen therapy as ordered and encourage fluid intake. Date initiated/created:
[DATE].R1 was at moderate risk for falls related to deconditioning and balance problems. Staff were
instructed to anticipate and meet R1's needs, be sure R1 had call light within reach and encourage
use for assistance. R1 required prompt response to all requests for assistance. Date
initiated/created: [DATE].Nursing assistant (NA) worksheet, undated, received printed copy on
[DATE], identified R1 transfer/locomotion: transfer with assist of one, transfer belt, wheelchair as
needed (PRN) and ambulation assist of one, transfer belt, wheelchair to follow. Special
needs/requests: oxygen (handwritten in black: PRN). Nursing staff shall: revise worksheet whenever
care plans are changed and follow worksheet and care plan directions when delivering care.R1's
elopement assessment dated [DATE], identified low risk for elopement. R1 was able to ambulate
independently on and off the unit. During the summer months he often sat outside. He was alert and
oriented, made no attempts to leave the facility, and was not at risk for elopement.Occupational
Therapy (OT) treatment encounter note dated [DATE] at 11:45 a.m., identified transfers with assist
of one and four wheeled walker. R1 had oxygen needs and frequent rest breaks, dyspnea (shortness
of breath) with exertion, and low endurance. Instructed in bilateral upper extremity exercises to
increase strength for improved performance in ADLs and functional transfers. R1 complained of
weakness in bilateral knees and required subsequent verbal/visual cueing throughout exercises due
to poor recall of technique.R1's progress notes reviewed [DATE] through [DATE], identified: On
[DATE] at 4:30 p.m., writer got a call at 4:06 p.m., R1 was not responding, and she needed to go
outside. Writer promptly ran to where R1 sat behind the facility building by the pond in a stationary
chair with head down. Resident color was pink and skin was warm to touch. Face appeared to be
deep pink in color. R1's pulse was palpated, present and strong but irregular. Writer asked staff to call
9-1-1 and get emergency services on their way. Staff reported R1 was not wearing oxygen correctly
and they reapplied it. R1's O2 tank was in the red when writer assessed it and asked staff to grab an
O2 tank and oximeter. Writer was unable to get R1 to arouse to verbal stimulation, ineffective. Writer
completed sternal rub to try to awake R1, he opened his eyes, moaned to writer, and was unable to
talk. R1's SaO2 was 80% on 2.5L and writer titrated O2 up to 5L via NC. Writer called more staff and
brought down automated external defibrillator (AED) (portable medical device used to save lives
during a sudden cardiac arrest, automatically analyses the heart's rhythm and delivers an electrical
shock to help the heart re-establish and effective beat) and cardiac pulmonary resuscitation (CPR)
supplies. Emergency services had arrived and took over. Paperwork faxed to local area hospital.
Another staff member stated they were going to call family.On [DATE] at 7:56 p.m., received phone
call from local hospital. They are keeping R1 overnight for observation, he was looking better.On
[DATE] at 10:25 p.m., received phone call and updated on resident status.On [DATE] at 12:04 p.m.,
(continued on next page)
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R1 was admitted back to the facility. R1 was in good spirits and appeared to be back to baseline and
getting up and moving independently from nurse to nurse. Had bowel movement and off O2 since 6:00
a.m. Orders for O2 to be PRN. R1 reported he had received insulin in the hospital one time a day and
wanted that here and utilizing O2 at night.On [DATE] at 1:31 p.m., Writer talked to R1 about him going
outside without alerting staff and sat out by the pond, he should have alerted staff when leaving the
building and was not recommended to sit out by the pond. Resident stated, maybe I went down there
to die. R1 mentioned he was upset with his family about wanting him to stay here long-term and he
wanted to leave and go to Wadena. R1 reported he felt depressed lately. Writer reassured R1 that we
were here for him and that we only want the best for him. R1 in agreement to wait to talk to provider
about his code status and concerns.On [DATE] at 2:43 p.m., DON (director of nursing) discussed with
resident his comment made about maybe went down there to die, referring to sitting in the back of the
building by the pond. R1 stated he was feeling disgusted and was upset with his family for wanting
him to stay here and he wanted to go back to Wadena. When he was questioned further about wanting
to die, denied wanting to harm himself and did not have a plan in place to cause himself harm.R1's
electronic medical record vital signs identified on [DATE] at 7:04 a.m. R1's oral temperature was 98.0
F., blood pressure was 118/80 (sitting), heart rate was 66 beats per minute, oxygen saturation level
(SaO2) was 96%, and respirations were 20 breaths per minute. Facility document, Transportation Drive
Scheule dated [DATE], identified: resident appointments were scheduled for 6:30 a.m., 8:50 a.m., 9:00
a.m., 10:00 a.m., 10:10 a.m., 10:20 a.m., and 1:00 p.m. The driver returned to the facility around 3:30
p.m. and 4:00 p.m. to transport resident(s) back to facility. Per DON, on [DATE] the driver drove the
van towards the back parking lot where R1 sat by the pond, to get to the street.Vulnerable Adult
Maltreatment Report dated [DATE] at 1:15 p.m., identified a male resident [R1] was found alert to
voice but unable to follow commands. Nursing staff stated the patient had been sitting outside for the
last approximately 90 minutes in 95-degree weather. Staff stated they had driven by the patient a few
times and saw him moving but no official checks came until about 4:05 p.m. Patient was unresponsive
to all stimuli and slumped in his walker for staff. His eyes were open and attempted to track but
showed no motor activity in extremities or core. Patient was extremely hot to touch and red in color.
Patient was assisted to standing with EMS assistance, dead body weight, and moved to the cot.
Patient began to move his arms and groan but was unable to make distinct movements or words.
While in ambulance, patient would open his eyes when spoken to but had no other motor response to
physical stimuli. Stroke assessment was unable to be completed. Crew initiated cooling measures
with groin placed in ices packs and cooled air during transporting due to suspected heat stroke.
Patient had strong radial pulse through contact, did not appear to be in any respiratory distress but
was reported to have an initial SaO2 of 85% for staff. Oxygen was applied by nursing staff prior to
EMS arrival which brought his Sa02 up to mid-90's. Patient was transferred to the closest local
hospital ED (emergency department) and continually monitored through transport to ED where handoff
report was given to nursing staff who were able to take over further evaluation and care.ED visit note
dated [DATE] at 7:42 p.m., identified R1 had significant cardiopulmonary and metabolic comorbidities
(two or more conditions that occur together can interact in ways that affect your approach to
managing your health) with acute altered mental status after being found slumped over outdoors with
extreme hyperthermia (105.8-degree F temperature), tachycardia, and tachypnea. Clinical picture is
most concerning for heat stroke given environmental exposure, markedly elevated temperature and
central nervous system (CNS) dysfunction. Broad work up initiated to rule out alternative etiologies
(causes or origins of disease or condition) and assess for severe effects of prolonged heat exposure.
Aggressive cooling measures initiated including application of ice packs, removal of patient's fluid
within, IV fluid boluses, and placement of temperature sensing catheter for close monitoring of core
body temperature and accurate tracking of intake/output. Elevated ventricular heart rate likely
secondary to hyperthermia. Critical care was necessary to treat or prevent imminent or
life-threatening deterioration of the following conditions: cardiac failure, circulatory failure, and CNS
(continued on next page)
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failure or compromise.Hospital admission note dated [DATE] at 7:44 p.m., identified R1 presented to
emergency room (ER) with heat related illness. He stated he was near a pond for a couple of hours,
and staff found him slumped over in the chair. He felt quite unwell and had a decreased level of
responsiveness and brought to ER. R1 was quite warm at that point, no fever or chills prior to this
incident. R1's initial temperature in ER was 105.8 F, heart rate 100 to 120's in atrial fibrillation in rapid
ventricular response (RVR) (occurs when heart rate was over 100 beats per minute, prevents the
heart from filling properly, drastically reducing blood flow, and oxygen delivery resulting in a serious
condition that can lead to blood clots, stroke, or heart failure if not managed) hemodynamically stable
(blood flow was sufficient in the body). Respirations were tachypneic with initial respiration rate at
36 per minute. All vitals normalized (HR, temperature and respirations) after intravenous fluids (IV)
and external cooling with ice packs. R1 was noted to have some diffuse wheezes upon exam. Initial
lactic acid (indicate your body tissues are stressed or not receiving enough optimal oxygen) was
moderately elevated at 2.5 millimoles per liter (mmol/L) (normal range: 0.7 - 2.1 mmol/L). Chest x-ray
showed evidence of left lower lung infiltrate (an abnormal substance such as fluid, pus, or cells) was
abnormal. Procalcitonin (a biomarker that spikes rapidly in the blood stream during serious bacterial
infections and sepsis) was elevated at 0.51 nanograms per milliliter (ng/ml) (over 0.50 ng/ml: High.
Serious bacterial infection, sever sepsis, or septic shock are very likely, indicating a strong need for
antibiotic treatment). R1 was admitted for further management of heat stroke and pneumonia and
started on Levaquin and Doxycycline (antibiotics) and IV fluids given. In patient treatment required for
heat stroke, pneumonia, and COPD.Hospital Discharge summary dated [DATE] at 9:26 a.m., identified
discharge back to facility with discharge diagnoses: hyperthermia likely related to heatstroke, acute
heatstroke, left lower lobe pneumonia, acute COPD exacerbation. Hospital problem list: acute kidney
injury (AKI), heat stroke and bacterial pneumonia. admitted on [DATE] at 9:55 p.m. from ED and
discharged on [DATE] at 10:50 a.m. At this time R1 was on room air but will discharge him with 2L
O2 per NC on PRN basis (his baseline) and follow-up with primary provider in one week.During an
interview on [DATE] at 10:50 a.m., nursing assistant (NA)-C stated R1's memory was good,
remembered most things talked about. R1 had no behaviors, accepted assistance with care, required
assistance from one staff with transfers and ambulation. R1 was changed to independent with
walking with walker this morning ([DATE]). NA-C was unsure if R1 had to be supervised outside,
stated she would have to ask someone else. NA-C verified R1's care plan did not include whether he
needed supervision while outside and /or how he could alert staff if he needed help while outside.
NA-C stated residents were able to go out and sit by the pond either by going out through the
basement exit door or by exiting the building from the front door, go around to the side of the building
and down a slopped road. NA-C stated she had not received any education about residents going
outside by the pond.During an interview on [DATE] at 11:36 a.m., R1 stated he had lived at this
facility since 3/2024, a little over two years. R1 stated he was an outside person no matter what type
of weather it was and the other day he passed out by the pond. Staff strapped his oxygen tank onto
his walker, and he walked down to the pond from the front door, was down there for about two hours,
it was hot out, he was alone and was found slumped over. Staff later told him his oxygen had run out.
R1 stated he knew about the pond area because another resident who went there a lot, talked about
it. R1 stated, the middle of last week, at 2:30 p.m., he decided to check it out and it was his first time
going to the pond. R1 stated he had not been told he could not go down to the pond, was not asked to
sign out when he went outside, did not tell anyone he was going, that he remembered, but was aware
now he had to let someone know where he was going. R1 stated once he arrived at the pond, he felt
warm, and his underarms were sweating with the long-sleeved shirt he had on. R1 stated he had
nothing to drink and was not aware he was getting too hot. R1 stated he did not have his cell phone
with him, always left it in his room, and had no way to alert staff he needed help. R1 did not remember
passing out. R1 stated he remembered NA-B was getting into her car in the parking lot, unsure of what
time that was, he waved at her, she waved back. He saw four or five other staff in the parking lot
(continued on next page)
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during the time he sat out there but was unsure of their names. R1 stated there were days he felt
depressed, wanted to be outside rather than sit around inside, and was lonely. His family did not visit
very often, he felt boxed in, isolated, and needed something more to do. R1 stated he was not suicidal,
did not want to end his life, and did not need a counselor.During an interview on [DATE] at 12:58 p.m.,
EMS operations manager (OM) stated on [DATE] they arrived on scene at approximately 4:30 p.m.
Behind the facility, located next to a pond, R1 was in a stationary chair directly in the sun, with a
walker next to him. It was 95 degrees outside, sunny without cloud coverage and no breeze. R1 was
dressed in a long-sleeved button up shirt and long pants. R1's face, neck, and hands were extremely
red and hot to touch. R1 did not appear to have sunscreen on. OM stated he was not aware of
anything near R1 that could be used to contact staff if R1 needed assistance. EMS team was
informed by facility staff, R1 had been outside in the sun/heat for at least 90 minutes, staff had
driven by him in the parking lot, and no one checked on him. R1 was slumped over in the chair and
was unresponsive to verbal stimuli. R1's eyes were open, he was attempting to track but showed no
motor activity in his extremities or core. OM stated he would be concerned about anyone who was
found unresponsive out in the heat but it was strange no one physically checked on him. The lack of
supervision for almost two hours was concerning to OM. Anyone can look just fine when someone
drove by but they still could have been unresponsive. OM stated with temperatures in the 90's, no
protection from the sun/heat would have become a health concern within 20 to 30 minutes without
access to water. R1 sat by the pond where the reflection of the sun onto the water would have made
it even hotter in this situation. R1 was brought into the ER unresponsive, and the cooling process was
started. R1 was in serious condition when we arrived, he was close to needing CPR and if it had been
a few minutes longer he could have had a cardiac arrest.During an interview on [DATE] at 1:20 p.m.,
NA-B stated she usually parked in the back parking lot. NA-B stated she was very familiar with R1's
past medical concerns such as his respiratory problems, received nebulizer treatments and
complained of breathing problems. On [DATE] around 3:00 p.m., when she walked to her car, she saw
R1 by the pond sitting in a chair in the direct sunlight, alone. NA-B stated she had no idea how long he
had been out there, and the sun was hot. Residents should not have been allowed to go outside that
day due to extreme heat and if they did staff would be expected to check on them at least every 15 to
20 minutes. She had seen a female resident down by that same pond on other days, thought that
resident had the ok to go there. R1 had a history of not telling staff where he was going. NA-B stated
it would not have been safe for R1 to walk down the slopped road to the pond area with his walker.
NA-B was unsure how he managed to do that safely. NA-B stated she was in her vehicle and drove by
R1, he waved at her, she waved back and kept driving. There were no other staff around at the time
and she figured the staff on first floor knew he was out there. NA-B stated she should have gone over
and checked on him but since he waved, she thought he was ok.During an interview on [DATE] at
1:52 p.m., licensed practical nurse (LPN)-B stated she had worked on [DATE]. The last time she saw
R1 was around lunch time and assumed after that he was in his room napping. She was not made
aware R1 went outside and had no idea how long he was out there. LPN-B stated it would have been
concerning to have R1 outside in over 90 degrees weather with the sun shining on him. He should not
have been allowed outside that day alone in the heat, activities could have sat with him if they were
asked. LPN-B did not think R1 had anything to drink while outside that day. LPN-B stated R1 had
COPD and was on 2L of oxygen that day. LPN-B checked R1's oxygen tank levels that morning, was
unsure of what time, and the tank was 3/4 full. LPN-B stated the tank should have been ok for at
least three hours. LPN-B stated she heard it was empty when they found him later that day around
4:00 p.m. LPN-B stated she was sure R1 did not have sunscreen on. R1 was wearing a cap, long
sleeved shirt, and shoes or slippers.During an interview on [DATE] at 3:11 p.m., NA-D stated the last
time she saw R1 on [DATE], was in the afternoon walking in the hallway with therapy with his
walker. NA-D stated R1 would have been ok to be outside unsupervised, but only right outside the
building. NA-D stated she was unaware R1 had gone out of building and down to the pond area. With
(continued on next page)
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the temperature outside over 90 degrees, it would not have been safe for him to be out there alone. It
was too hot out. It placed him at risk for a heat stroke. NA-D stated residents are not told to sign the
book when they go outside. There should be a way for us to know they are going out there and right
now we don't have anything such as that in place. NA-D stated she was unaware of any interventions
or plans in place to help avoid this from happening again.During an interview on [DATE] at 10:15 a.m.,
Oxygen Respiratory Services representative (R) stated a mid-thigh height oxygen tank would last
about four to five hours before a resident would run out of oxygen. When the red arrow on the dial was
at zero indicated low pressure, less oxygen pushed the patient due to low volume and almost
empty.During an interview on [DATE] at 11:48 a.m., registered nurse (RN)-B stated on [DATE], she
had received report by 3:30 p.m. At 4:00 p.m., NA-A informed her R1 was outside. RN-B thought NA-A
meant R1 was right outside the front door. It was the hottest day of the year so far. [R1] had some
confusion, was sleepier lately, was not his usual self, was increasingly having shortness of breath
(SOB), and was on oxygen. At 4:15 p.m., RN-B was informed by LPN-A, R1 was out by the pond in the
heat. Staff went to the pond area and 9-1-1 was called. RN-B stated if a resident informed staff they
were going outside, they could be monitored through the windows. Those residents, including R1,
were considered independent. When outside no one checked on them. The residents were unable to
contact staff if they needed assistance while down by the pond or outside anywhere. RN-B stated R1
did not have fluids with him, sat in the sun unprotected, ran out of oxygen, had poor safety awareness
and did not realize he needed to stay hydrated in the heat. R1 got heat stroke and was sent to the
hospital via ambulance.During an interview on [DATE] at 12:50 p.m., the certified occupational
therapy assistant director (COTA) stated the residents at this facility do not typically walk on uneven
surfaces and are not assessed for that. R1 was assessed as needing supervision while ambulating
outside. The COTA stated prior to [DATE], R1 required assistance of one staff to walk, with a gait
belt and walker and should have had assistance of one when he went out the front door to be outside
for safety reasons. R1 was using a four wheeled walker with an oxygen tank attached and placed him
at a higher risk for falls. R1 had not been assessed for outdoor ambulation. R1 would not have been
safe walking outside alone, on uneven ground, around the building and down to the pond with the
walker and oxygen tank. The COTA stated she did not understand how R1 could have gotten around
the building and down the slopped road to the pond safely by himself. The slopped road made the
COTA nervous due to the speed going down a slope would have pushed him at an angel faster,
affected his gait pattern and placed him at a higher risk for falling. Staff would have been expected to
be with him, would have expected staff alert therapy of the need to assess R1 for outside ambulation.
The COTA stated R1 would not have been safe out in 95-degree weather without shade and no way to
call for assistance.During an interview on [DATE] at 2:24 p.m., the NA-A stated on [DATE] between
2:30 p.m. and 2:45 p.m., R1 was seen walking down the hallway independently without difficulty,
Which was odd because he was supposed to get assistance from one staff. R1 had a white dog on a
leash and stated, I'm going outside to sit by the pond can someone do something with this dog? R1
handed me the leash and walked out the front door with his walker. This exchange took place near the
doorway by the front desk. The NA-A asked no questions of R1, did not have time to ask what pond
R1 meant, and watched him walk out of the front door of the building alone. The NA-A stated her
attention was not on R1, the NA-A was more concerned about what she was going to do with the dog
and starting her tasks for the day. The NA-A stated normally, if not distracted by a dog and starting
her tasks for the day, she would have asked R1 are you not assist of one? NA-A recalled R1 was
wearing a t-shirt with arms exposed and was unsure of his pants. NA-A stated she was unsure if he
had sunscreen on, did not recall if R1 had fluids with him, and R1's oxygen canister was located on
the front of the walker in a holder. NA-A stated she was unaware if R1 was care planned to be outside
alone, Most of the residents on first floor were independent and go out whenever they wanted to. We
are expected to check on residents every twenty to thirty minutes through the day. NA-A stated at
4:00 p.m., the facility transport van driver (TA) approached her and informed her they found R1 sitting
(continued on next page)
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down by the pond for a while and it looked like R1 was asleep. The TA informed NA-A, they had driven
back and forth through the parking lot between 2:30 p.m. and 4:00 p.m., and saw R1 sitting by the pond
numerous times. The NA-A stated she was not sure who was responsible for checking on R1 or if
someone was already out there, the NA-A became busy with her tasks and did not think about it. The
NA-A verified she did not see anyone go outside with R1 when he left the building but thought there
could have been someone waiting outside for him. The NA-A stated it was a hot day and sunny out. As
far as the NA-A knew, no one checked on R1. The staff nurse instructed the NA-A and the TA to go
down to the pond area, check and see if R1 was ok and tell him to come back into the building. The
NA-A and the TA took the van to the back parking lot, where R1 sat by the pond. There were no trees,
R1 was in the direct sunlight without protection, with a hat on his head, arms were red, and his
oxygen canula was on the back of his neck and not in his nose. NA-A stated R1 did not have a way to
contact staff for help while by the pond. The oxygen tank was empty, this was verified by the nurse
once she arrived. R1 sat hunched over in a chair located next to the pond and looked like he was
sleeping. NA-A rubbed R1's shoulder and he moved his arm. The NA-A tried to apply the gait belt to
get him up and noted he was unable to move and was limp. NA-A stated she checked his pulse on his
neck, it was faint. NA-A could hear his irregular breathing; it was slower and louder than normal. R1
had no movement in his shoulder and the rest of his body, his chin was to his chest, and his bottom lip
was above top lip. The TA called the staff nurse to come down, indicating R1 was not looking good.
LPN-A came to the pond and started yelling R1's name. LPN-A tried to do a sternal rub to get R1 to
respond. R1 moaned like he could hear LPN-A but did not open his eyes. Staff called 9-1-1, NA-A left
when the ambulance arrived. NA-A stated staff met at the nurse's station and talked about the
incident. NA-A told the LPN-A, R1 informed her he was leaving the building earlier to go to the pond
and NA-A was made aware of where he was.During an interview on [DATE] at 4:00 p.m. front desk
staff/confidential secretary/human resource assistant (HRA) stated she was aware of who R1 was
and had seen him go outside without assistance/supervision in the past. The HRA stated she left the
front desk frequently to assist staff and residents, the HRA did not remember seeing R1 exit the
building on [DATE]. R1 usually sat outside in front of the building by himself or with other residents.
The HRA was expected to stop a resident if they had a wander guard, the HRA was aware those
residents could not be left alone or leave the facility. There was not a binder and/or pictures of
residents to refer to at the front desk for those residents at risk of elopement or safety concerns
going outside. The HRA stated she had not seen staff walking with R1 inside or outside the building
for a while now and was unaware of his recent care plan. If R1 came to the front door to exit out of
building, the HRA would not have responded unless she saw R1 walk away from the facility. The HRA
stated she did not have a good view from the front desk, could only see a small section outside, was
unable to see people coming down the parking lot and only a little part of the front entry door. The
HRA stated she had never been told which residents were able to go outside without supervision or
assistance, aside from those residents with a wander guard bracelet on. The HRA stated she had
seen a specific female resident go out the door on several occasions and did not pay attention as to
whether she walked around the side of the building or sat out front.During an interview on [DATE] at
5:00 p.m., the DON stated R1 was hospitalized three times: [DATE] through [DATE], for acute carbon
dioxide (CO2) retention; [DATE], for chronic hypoxic respiratory failure and [DATE] through [DATE],
for heat stroke and pneumonia. R1 was on oxygen due to increased respiratory difficulties due to
COPD, CHF, and SOB. Additionally, he was in the hospital for one week [DATE] to [DATE], with
acute hypoxic respiratory failure, exacerbation of COPD, concern for pulmonary embolism (PE), and
pneumonia. The DON stated she was unaware of any signs or symptoms R1 had of pneumonia prior to
the [DATE] incident. DON stated she was unaware of a facility policy/protocol addressing staff
responsibility when a resident wanted to go outside independently. The DON stated all residents who
were alert and oriented were allowed to go outside to the pond. If the residents ha
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