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F 0689

Level of Harm - Actual harm

Residents Affected - Few

Based on interview and record review, the facility failed to provide adequate supervision for one resident 
(Resident #1), in a review of seven sampled residents. Staff failed to monitor Resident #1, who was taken 
outside by staff, at approximately 1:27 P.M. to 3:30 P.M. The resident sat in the courtyard under the gazebo 
and self-propelled him/herself in the courtyard with temperatures between 78 degrees Fahrenheit (F) and 86 
degrees F. When discovered by staff at approximately 3:30 P.M., the resident had wheeled himself/herself 
out from under the gazebo, had his/her back wheel of the wheelchair off of the sidewalk, had taken his/her 
shoes and socks off and had a red face and his/her skin was hot to touch. The resident was assessed and 
noted to have an elevated temperature of 101.3 degrees F (normal temperature is between 97.8 degrees F 
and 99.1 degrees F), had lethargy (sluggish, drowsy and lack of energy), was dry heaving and leaning to the 
right with reddened skin. The facility census was 64. The administrator was notified of the past 
noncompliance on 07/09/25 which occurred on 06/28/25. On 06/28/25, the facility began an investigation into 
the failure, in-serviced staff and put corrective measures in place. In-servicing was completed on 07/08/25. 
This deficiency was corrected on 07/08/25 as confirmed by the surveyor's investigation on 07/09/25. The 
facility did not have a policy related to heat precautions for outdoor activities prior to 06/28/25. 1. Review of 
wunderground weather data for 06/28/25 showed the following:-At 12:54 P.M., temperature 85 degrees F, 
dew point 70 degrees F, humidity 61 percent (%), winds: from the south at five miles per hour (mph) and 
condition: fair;-At 1:54 P.M., temperature 86 degrees F, dew point 71 degrees F, humidity 61%, winds: from 
the south at three mph and condition fair;-At 2:54 P.M., temperature 78 degrees F, dew point 71 degrees F, 
humidity 79%, winds from south southwest at 13 mph and condition mostly cloudy;-At 3:54 P.M., 
temperature 76 degrees F, dew point 71 degrees F, humidity 85%, winds from the south at 13 miles per hour 
(mph) and condition fair. 2. Review of Resident #1's quarterly Minimum Data Set (MDS), a federally 
mandated assessment instrument completed by the facility, dated 06/17/25, showed the following:-Severely 
impaired cognition;-Mobility per wheelchair with substantial/maximum staff assistance for motivating 
wheelchair 50 feet and dependent on staff for motivating wheelchair 150 feet;-Substantial/Maximum staff 
assistance for transfer from sitting to lying, lying to sitting on the side of the bed, sit to stand and 
chair/bed-to-chair transfer;-Diagnoses included congestive heart failure (a chronic condition in which the 
heart does not pump blood as well as it should), hypertension (high blood pressure) and dementia (a group 
of thinking and social symptoms that interferes with daily functioning). Review of the resident's care plan, last 
reviewed by the facility on 06/02/25, showed the following:-He/She has severely impaired cognition related to 
dementia with mood disturbances and needed staff to provide redirection;-Provide him/her with oversight to 
dependent help for one to two staff members for transfers;-Provide him/her with oversight to dependent help 
of one staff for mobility using his/her wheelchair. He/She will propel self at times. Review of the resident's 
nursing progress notes, in his/her electronic health record, dated 06/28/25, showed the following:-At 4:13 P.
M., this nurse was notified as Certified Nursing Assistant (CNA) was bringing the resident in from the 
courtyard. Resident was dry heaving and lethargic looking, leaning to the right. Resident was assisted to bed 
and vital signs obtained as follows: blood pressure (B/P) 104/68 (normal B/P 90/60 to 120/80), pulse 63 
(normal rate 60-100 beats per minute), temperature 38.5 Celsius (101.3 F - normal temperature between 36.
5 degrees C and 37.3 degrees C, or 97.8 degrees F and 99.1 degrees F). Cooling cloths were immediately 
applied to the resident's neck, groin and arm pits. Clothing removed and cooling cloths applied to any 
reddened areas. Thighs were reddened as well as his/her ankles, arms and face. Registered Nurse (RN) 
notified as well as physician. After about 15 minutes the resident was able to respond to staff appropriately. 
Resident is taking small sips of cool water and able to keep it down. Received instructions from the physician 
to check vital signs every 30 minutes for four hours and push fluids;-At 11:57 P.M., resident's vital signs have 
remained within normal limits. Resident wakes when this nurse enters room, asks what medications he/she 
is taking and takes sips of water. Fluids encouraged each time staff enters room, voices no complaints. 
Review of the resident's nursing progress notes dated 06/29/25 at 9:19 A.M., showed the resident was 
awake and alert. Ate breakfast this morning and drank his/her Ensure. He/She answers questions 
appropriately. Vital signs: blood pressure 156/77, pulse 62 and temperature 36.3 Celsius (97.3 F). During an 
interview on 07/09/25 at 12:39 P.M., the resident said he/she liked to go outside and was unsure if he/she 
had any issues related to being outside too long on 06/28/25. He/She did not remember being outside on 
06/28/25. 3. Review of the facility follow-up investigation report, for the 06/28/25 Facility Reported Incident 
(FRI), showed the following:-Additional/Updated information related to the reported incident: staff member 
took resident outside at 1:27 P.M. per resident request. Staff placed the resident in the shade under the 
gazebo. Once outside, staff assisted another resident back indoors to the bathroom and then to bed before 
returning to other duties on the floor. The resident remained outside for approximately two hours;-Facility 
reported to family on 06/28/25 at approximately 4:00 P.M.;-Summary of interview(s) with witness(es), 
documenting what the individual observed or knowledge of the alleged incident or injury, including a written 
statement, provided by CNA A on 6/28/25 at 6:00 P.M., which showed the staff member took the resident 
outside at 1:27 P.M. per resident request. Staff placed the resident in the shade under the gazebo. Once 
outside, staff assisted another resident back indoors to the bathroom and then to bed.-Conclusion: there was 
no intent of abuse or neglect discovered through the investigation process;-Corrective action(s) taken: facility 
has educated staff on 15-30 minute checks when residents are left outside unattended and to ensure other 
staff members are aware residents are outside. I.T. has ordered a camera and door alarm to be placed on 
door to allow increased monitoring of the courtyard and to alarm staff if a resident would go outside. These 
should be up and running by end of business day on 07/07/25. Staff education provided on 15-30 minute 
checks and designated times for residents to be outside when temperatures are above 90. Will encourage 
residents to go outside during the morning hours or late evening times. 4. During an interview on 07/09/25 at 
2:26 P.M., CNA A said the following:-He/She took Resident #1 outside after lunch on 06/28/25 and placed 
him/her in the shade under the gazebo;-Another resident was outside and requested to go back 
inside;-He/She took the other resident inside and performed needed cares and then started doing other 
things as it was busy and he/she forgot Resident #1 was outside;-He/She could not remember if he/she told 
anyone Resident #1 was outside;-Resident #1 was outside for about two hours;-Resident #1, or any resident, 
should not be left outside for an extended period of time. During an interview on 07/09/25 at 2:40 P.M., CNA 
E said the following:-On 06/28/25, at about 3:30 P.M., he/she took a resident to the courtyard and another 
resident in the courtyard was concerned about Resident #1 and asked him/her to check on the 
resident;-Resident #1 was outside of the gazebo; the resident usually moved around in his/her wheelchair by 
him/herself when outside;-The back wheel of Resident #1's wheelchair was off the sidewalk and the resident 
had no socks or shoes on;-Resident #1 was very red in the face and his/her skin very hot to touch; he/she 
took the resident back inside the facility and called for help from the nurse;-Residents should not be left 
outside for extended periods of time;-All staff are responsible for checking on residents when they go 
outside. During an interview on 07/09/25 at 2:15 P.M., LPN C said the following:-On 06/28/25, he/she had 
just returned from lunch when CMT F brought Resident #1 in from the courtyard and said he/she needed 
help;-The resident was leaning to the right, was dry heaving and was very flushed in the face and arms;-Staff 
put the resident to bed and obtained vital signs; the resident had a temperature of 38.5 degrees Celsius (101.
3 F);-The resident's skin was warm to the touch, the skin on his/her face, arms, ankles and thighs was 
red;-He/She instructed staff to remove the resident's clothing (a short sleeved light weight shirt and jean 
capris) and to apply cooling cloths to all the red areas, groin, armpits and head;-Within 15-20 minutes, the 
dry heaving had slowed down and within 30 minutes the resident had returned to baseline cognition and 
he/she sipped cool water;-The physician, RN and family were notified;-He/She received orders from the 
physician to check vital signs every 30 minutes for four hours and to encourage fluids;-Residents should not 
be left in the courtyard for extended periods of time when it was hot;-Every staff member was responsible for 
checking on residents when they were outside. During an interview on 07/09/25 at 2:59 P.M., LPN G said the 
following:-When staff got the resident inside, he/she observed the resident to be very hot to touch with a 
temperature of 103 degrees F. The resident was pale and red at the same time, lethargic, his/her clothes 
were soaked, he/she was dry heaving and had red arms, thighs, and face;-He/She assisted staff to put cool 
cloths on the resident;-It was everybody's responsibility to check on residents when they go outside. During 
an interview on 07/09/25 at 10:30 A.M. and 3:16 P.M., the Director of Nursing (DON) said the 
following:-Residents should not be left in the courtyard for extended periods of time without staff checking on 
the resident's well-being.-Every staff member was responsible for checking on the residents when they go 
outside. During an interview on 07/09/25 at 10:30 A.M. and 3:33 P.M., the administrator said the 
following:-She was called on 06/28/25 and informed that Resident #1 had been left in the courtyard in the 
sun and was overheated, had red skin, was dry-heaving, lethargic, leaning to the right and had a 
temperature;-All staff were responsible for checking on a resident that was outside at any time. During an 
interview on 07/09/25 at 1:00 P.M., the resident's physician said the following:-Staff notified about the heat 
related event with the resident on the day it occurred;-Staff told her the resident was found outside and 
seemed to be overheated;-The resident got overheated and could have had a heat related 
emergency;-According to documentation in the nursing notes, the resident exhibited some of the same 
symptoms of heat exhaustion;-She would expect all staff to follow the facility policy and check on residents 
outside in hot weather;-Resident #1 should not have been left outside for extended periods without staff 
checking on the resident. 1454636
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