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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide protective oversight for one resident, (Resident #1), 
when the facility failed to follow their weather advisory procedures regarding going outdoors in extreme heat. 
The failure put this resident, who was prescribed two medications that could affect the body's ability to 
regulate temperature, at an increased safety risk due to the extreme heat. The resident was outside of the 
facility, without supervision, from 9:00 A.M. until approximately 4:00 P.M., during a heat advisory. The 
resident reported to facility administration that after purchasing cigarettes, he/she became overheated and 
lost consciousness in someone's backyard for an unknown length of time. The resident was admitted to the 
hospital on [DATE] at 4:28 P.M. and transferred to another hospital on 7/25/25, with nasal abrasions, 
fractures, and heat exposure The sample was six. The census was 83.The Administrator was notified on 
07/31/25 of the Past Non-Compliance Immediate Jeopardy (IJ) which occurred on 07/24/25. Upon 
notification, the facility administration immediately in-serviced all staff on the facility's policy and procedures 
for inclement weather/severe heat, leave of absence, and guardianship, and completed chart audits for 
guardianship verification. The IJ was corrected on 07/25/25. Review of the Inclement Weather/Severe Heat 
Precautions policy, dated 8/23/22, showed:-Purpose: The purpose of this policy is to identify potentially 
harmful weather or outside temperatures that may pose harm to the residents;-Policy: The facility will identify 
the following environmental risks that may cause harm to the resident: Excessive heat greater than 98 
degrees Fahrenheit (F) (deemed by the Medical Director) and heat advisory;-The Administrator, Director of 
Nursing (DON) or designee will determine the weather status before residents exit the facility on walks, 
Outside Pass (OSP) time, or out of the facility smoke time. If any of the environmental risks are present that 
may cause harm to the resident, the Administrator/DON/Designee will assess the resident's best interest 
whether residents should leave facility for OSP time;-In the event that the resident becomes noncompliant 
with following the inclement/excessive weather guidelines, the legal guardian/designee will be notified. If the 
resident is their own responsible party, the facility administration/designee will educate the resident on the 
risks of exiting the facility, and document education in the resident's record and ensure that the plan of care 
reflects the resident's noncompliance in following facility policy along with interventions and education. 
Review Resident #1's medical record showed:-A Pre-admission Screening and Resident Review (PASARR), 
dated 9/16/21, showed the resident wandered, needed supervision for safety, 24/7 supervision, monitor for 
elopements, fifteen minute checks and maximum monitoring; -Resident admitted to the facility on [DATE].
-Diagnoses included: high blood pressure, end-stage renal disease (a severe medical condition where the 
kidneys have permanently lost most or all of their function), diabetes, anxiety, depression, bipolar (mood 
disorder that can cause intense mood swings) and schizophrenia (serious mental illness that affects how a 
person thinks, feels, and behaves). Review of the Missouri casenet website showed the resident was 
appointed a guardian on 2/4/22. Review the resident's quarterly Minimum Data Set (MDS), a federally 
mandated assessment instrument completed by facility staff, dated 6/2/25, showed:-Cognitively intact;-No 
behaviors. Review of the resident's medical record showed court documents, dated 6/4/25, confirmed the 
resident's guardianship remained in place. Review of the resident's care plan, in use at the time of the 
investigation, showed prior to 7/24/25, nothing noted in the care plan about the resident's ability or inability to 
go out independently on leave of absence (LOA), and nothing noted about the presence of a guardian or the 
resident's ability or inability to make decisions on his/her own. Review of the resident's Physician's Orders 
Summary (POS), dated 7/31/25, showed:-An order, dated 9/30/24, Haloperidol (antipsychotic medication 
used to treat mental illness) Oral Tablet 5 milligrams (mg);-An order, dated 9/30/24, Propranolol HCl (heart 
medication) Oral Tablet 20 mg. Review of the Center for Disease Control and Prevention (CDC) website 
showed the use of Haloperidol and Propanolol HCl can affect the body's ability to regulate temperature. 
Review on 7/31/25, of the resident's LOA sign out sheet showed, on 7/24/25 the resident signed out at 9:00 
A.M. No destination was obtained. No length of stay was obtained. No signature from the resident was 
obtained. Review of the National Weather Service website showed on 7/24/25, the St. Louis area was under 
a heat advisory, and the high temperature for the day was 96 degrees F with a heat index of 107 degrees F. 
Review of the facility's investigation, dated 7/24/25, showed at 9:00 A.M. on 7/24/25, the resident 
approached the Activity Director to see if he/she could go to the gas station. The Activity Director escorted 
the resident to the DON's office and asked the DON if the resident could go. The DON said the resident 
could go to the store if he/she signed out. The resident was last seen by the Dietary Manager walking on the 
sidewalk, down Broadway (same street as the location of the facility) wearing a white t-shirt and tan pants 
around 9:15 A.M. When the resident did not return to the facility, a search was conducted where the resident 
said he/she was heading. Staff notified the family and the physician of the resident's unknown whereabouts 
at around 5:00 P.M. After being called by the family, the police arrived the facility around 5:10 P.M. to see 
about the resident. Staff contacted hospitals and learned the resident was in the emergency room of a local 
area hospital waiting to be seen, brought in around 4:28 P.M. The Administrator and the Social Service 
Director went to the hospital to check on the resident in the waiting room. The resident was admitted into the 
hospital for further evaluation. Review of the resident's initial hospital medical record, showed: The resident 
was brought to the emergency department on 7/24/25 at 4:28 P.M. The resident had heat exposure and 
facial abrasions around the nose area. Possible left nasal bone fractures were noted. Review of the 
resident's hospital records from the second hospital, showed:-The resident admitted to the current hospital 
after being transferred from a previous hospital on 7/25/25 at 10:34 A.M.;-The resident admitted with facial 
abrasions around the nose area and left nasal bone fractures were confirmed. During interviews on 7/29/25 
at 11:04 A.M. and on 7/31/25 at 7:44 A.M., the Administrator said the DON gave the resident permission to 
sign himself/herself out to go to the gas station to purchase cigarettes without asking the Administrator. The 
Administrator had told the resident he/she could not leave the building due to a heat advisory. The 
Administrator did not inform any other staff the resident had requested to go outdoors during the severe heat 
advisory and had advised him/her against going outdoors. The Social Worker started a building search 
around 1:00 P.M., and the Human Resources (HR) director and the Administrator started an outdoor search. 
After the resident had not come back to the facility by 3:00 P.M., the Administrator and the HR director left 
the facility and conducted an additional outside search looking for the resident at places he/she was known 
to frequent. Staff did not start a search right away, because it was not out of the ordinary for the resident to 
go to the park or other places. They did not get a detailed list of where the resident was going to go that day. 
The DON reported to the family the resident had not returned to the facility, and that is when the family 
alerted the facility to the fact the resident had a guardian. The Administrator called the hospital at 
approximately 4:30 P.M. and found out the resident was in the emergency room (ER) and was informed the 
resident had been found outside, collapsed at an address a half a mile from the facility. The Administrator 
and the Social Worker went to the hospital at approximately 5:00 P.M. to check on the resident. The 
Administrator was not previously aware the resident had a guardian. The Administrator was made aware of 
the guardianship by the resident's daughter. Per the policy, the guardian should have been made aware the 
resident had gone outdoors during a heat advisory after the administrator advised him/her not to go. During 
an interview on 7/30/25 at 7:31 A.M., the Activities Director said she was approached by the resident on 
7/24/25. The resident asked her if he/she could leave the building to go to the store mentioning that he/she 
had already been told no by the Administrator due to the weather. The Activities Director approached the 
DON, who was in the main office, and asked her if the resident could leave the building. The DON gave the 
resident permission to leave the building. During an interview on 7/30/25 at 8:36 A.M., the DON (who is no 
longer with the facility) said on 7/24/25 at 9:00 A.M., the Activities Director asked her if the resident could 
sign himself/herself out to go to the gas station. The DON gave the resident permission to sign 
himself/herself out. Around 3:00 P.M., when the resident still had not returned to the facility, she contacted 
the regional staff while the Administrator and HR Director started to search for the resident. The regional staff 
told her not to call 911 since the resident signed himself/herself out, it was not considered an elopement. The 
DON was not aware the resident had a guardian that should have been notified when the resident left the 
facility, against the administrator's advice, during a severe heat advisory. During interviews on 7/30/25 at 
9:50 A.M. and on 7/31/25 at 7:23 A.M., the Dietary Manager (DM) said on 7/24/25, he was driving to work 
and saw the resident walking down the street in the direction of the facility around 9:03 A.M. to 9:05 A.M. The 
DM said he was not concerned, because this was normal for him to see the resident walking. The alarm bells 
were raised when the resident was not back by lunch. The resident never misses a meal. The DM mentioned 
it to an unidentified Certified Nurse's Aide (CNA) in the dining room. The CNA said they were already aware 
the resident was not back yet. The DM said he saw the resident walking/going places all the time. The 
resident has a usual gas station he/she walks to and provided the name (the gas station is .07 miles from the 
location where the resident was found). During an interview on 7/30/25 at 7:37 A.M., the guardian said she 
was not informed the resident had been signing him/herself out of the facility. The guardian said he/she did 
not want the resident signing him/herself out, because the resident needed supervision. The guardian was 
informed on 7/24/25 the resident left the building, fell, and was transferred to the hospital. Since the facility 
staff were not aware the resident had a guardian, the guardian had not been kept informed of the resident 
choosing to exit the building during a severe heat advisory, against advice. During interviews on 7/30/25 at 
11:33 A.M. and on 7/31/25 at 10:30 A.M., the resident's physician said he was aware the resident had a 
guardian. The resident would be safe to go out on his/her own, but the facility should have educated the 
resident and monitored to make sure the resident was not out for prolonged periods of time in the heat. 
During an interview on 7/30/25 at 12:20 P.M., the Administrator and Regional Nurse Consultant said their 
process for determining if a resident can sign themselves out is to complete an elopement evaluation, review 
the guardian paperwork, and to look at the resident's PASRR. These steps were not completed for this 
resident. If a resident wanted to go out during excessive heat, staff should educate the resident on the risks. 
If they still want to leave, staff should inform the guardian. They have a waiver for residents to sign if they 
want to go out of the building against the advice of staff. The resident did not sign one of the waivers. 
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