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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** 46265

Residents Affected - Few Based on interviews, record review and document review, the facility failed to ensure a sampled resident

(Resident #4) with severe cognitive impairment was adequately supervised and was not able to elope from
the facility. The deficient practice had the potential for physical and psychosocial harm to the resident.

Findings include:
Resident 4 (R4)

R4 was admitted to the facility on [DATE] and readmitted on [DATE]with diagnoses including bipolar disorder
and dementia.

A brief interview for mental status (BIMS) assessment documented a score of 03 indicating the resident had
a severe cognitive impairment.

A facility report investigation indicated on 10/22/2024, R4 had eloped from the facility and was out of the
facility from 3:30 AM and was returned to the facility at 12:30 PM.

The following was a timeline based on the investigation notes and interviews from the facility:
- after video review it was determined the resident left the building at approximately 3:30 AM.
- at 5:40 AM, a nurse in training entered the resident's room and documented R4 refused medication.

- at 6:50 AM, a Certified Nursing Assistant (CNA) entered the room of R4 and did not report the resident was
missing.

- at approximately 8:00 AM, a CNA brought the breakfast tray to R4's room.

- at approximately 8:50 AM, the CNA went in R4's room to pick up breakfast tray and noticed it had not been
consumed. The CNA notified a nurse and a search for the resident had been initiated.
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F 0689 - according to progress notes, a code white (missing resident) was called at 9:52 AM and a full-scale search
was initiated and police contacted.
Level of Harm - Minimal harm or

potential for actual harm On 11/08/2024 at 9:30 AM, a CNA indicated when on shift at the facility, rounds were to be made
approximately every 2-3 hours, however between the CNA and nurse every resident was generally seen
Residents Affected - Few more frequently. The CNA explained when a resident was not in the room it was important to locate resident.

If the resident was not able to be immediately located the CNA would inform the nurse. The CNA revealed it
would not be appropriate to assume where a resident was located without verification.

On 11/08/2024 at 9:45 AM, a Licensed Practical Nurse (LPN) verbalized checking on residents was a
continuous process throughout the shift and between the nursing staff and CNAs, a resident would be
observed nearly every hour. The LPN indicated the expectation would be to notify a nurse if the resident was
not in the room and location of resident could not be verified. The LPN explained it would be unprofessional
for a nurse to document a resident refused medication when the resident was not in room.

On 11/08/2024 at 10:10 AM, an Assistant Director of Nursing (ADON) confirmed R4 had eloped from facility
on 10/22/2024. The ADON explained there were several points of concern regarding the incident, including a
nurse who documented the resident refused a blood glucose check when the resident had already left the
building and a CNA who failed to communicate with nursing staff regarding the resident not being in the room
without attempting to locate the resident. The ADON verbalized when a resident was not in the room it was
expected staff would attempt to locate the resident and then inform a supervisor if the resident was not able
to be found.

Following the event on 10/22/2024, it was determined the facility took the following actions during the
investigation and immediately following to correct the deficient practice:

- the nurse in training was immediately suspended and terminated.
- the CNA who did not report resident was not in room was reprimanded and provided further education.

- an interdisciplinary team meeting was held to discuss additional safety concerns in the area the resident
was able to elope from.

- additional training regarding elopement was mandated and completed within 3 days of incident.

On 11/08/2024 at 11:30 AM the Director of Nursing (DON) confirmed elopement and verified during the
investigation concerns with staff actions were identified and corrected at the time the facility became aware.
The DON indicated the nurse in training was suspended during investigation and terminated when it was
determined the nurse had falsely documented R4 refused a blood glucose check. The first CNA to check on
resident should not assume the location of the resident and should have reported to the nurse and was
subsequently educated on proper procedure. The DON revealed all staff had received additional training on
elopement and the facility policy.
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F 0689 The facility policy titled Elopement/Unsafe Wandering documented, elopement was defined as occurring
when a resident leaves the facility premises or a safe area without the facilities knowledge. The staff would
Level of Harm - Minimal harm or promptly report any resident attempting to leave the premises or missing to the charge nurse or supervisor to
potential for actual harm evaluate the need for further interventions.
Residents Affected - Few Facility Reported Incident #NV00072512
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