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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
surveyor observation, review of the clinical record, and staff interviews, the facility failed to ensure adequate 
supervision to prevent an accident for 1 of 1 resident reviewed. The resident disengaged the alarm system, 
exited the facility, remained outside for an unknown period of time, sustained an unwitnessed fall, and was 
unable to re-enter the building, resulting in hospital admission for treatment of frostbite to the resident's 
bilateral hands, Resident ID #1.Findings are as follows:Record review of a community reported complaint 
submitted to the Rhode Island Department of Health on 12/29/2025, states in part, that a resident wandered 
outside of the facility during a snowstorm, believed to be outside for at least one hour, was found yelling for 
help while holding onto a metal bar with both hands. S/he had large blisters on both palms, blisters on all 5 
digits on the left hand and 3 digits on the right hand. The resident reported to the emergency medical 
personnel that s/he fell outside after his/her cane fell and that s/he held onto the metal bar for stability and 
called for help. 1.Record review of a facility policy titled Elopements and wandering Residents states in part, 
this facility ensures that residents who exhibit wandering behavior and or are at risk of elopement receive 
adequate supervision to prevent accidents, and receive care in accordance to their person-centered plan of 
care addressing unique factors contributing wandering or elopement risk.Wandering is random or repetitive 
locomotion that may be goal-directed (e.g., the person appears to be searching for something such as an 
exit). Record review revealed Resident ID #1 was admitted to the facility in December of 2024 with 
diagnoses including, but not limited to, type 2 diabetes mellitus, complete traumatic amputation of left foot, 
and insomnia (inability to sleep). Review of an Annual Minimum Data Set assessment dated [DATE], 
revealed the resident had a Brief Interview for Mental Status score of 15 out of 15, indicating intact cognition. 
Record review of a care plan revised on 9/25/2025 revealed that the resident was at risk of falls, was 
unsteady on his/her feet, s/he was partial weight bearing to his/her left lower leg and required the use of an 
orthopedic shoe and rolling walker for ambulation. Record review of a progress note dated 11/26/2025 at 
11:48 PM, revealed that the resident had attempted to exit the building from the lobby. S/he indicated that 
s/he wanted to go home and was waiting for a friend to pick him/her up. The receptionist had called the unit 
to assist the resident however the resident had refused to return to the unit. A nurse and supervisor went to 
the lobby, yet the resident continued to refuse. The supervisor reached out to residents family, who revealed 
that there was not anyone coming to get the resident, however the resident insisted that a friend from out of 
state was coming. After multiple attempts the resident agreed to return to the unit with the supervisor. Further 
review of his/her care plan failed to reveal evidence of a focus area for going outdoors without staff 
notification and wandering prior to 12/26/2025. Record review failed to revealed evidence that an elopement 
evaluation was completed following the incident on 11/26/2025, when the resident exhibited wandering 
behavior and potential risk for elopement. Additionally, the care plan was not updated after the 11/26/2025 
incident to reflect this change in this residents condition. During a surveyor interview on 12/30/2025 at 3:25 
PM with Receptionist, Staff A, she recalled the incident on 11/26/2025 and revealed that when the resident 
arrived in the lobby independently without a rolling walker or wheelchair, s/he was visibly unsteady when 
walking. She noted that it was cold and dark outside, and she was concerned that the resident would fall. 
She then called the nurse on the unit as the resident was insisting on leaving the facility and refusing to 
return to the unit. She revealed that she had witnessed the resident exit the facility using the emergency exit 
button, located by the main door, to disengage the alarm on multiple occasions. Additionally, she indicated 
that the resident would come down the stairs of the lobby without his/her wheelchair or rolling walker as s/he 
was unable to navigate the stairs with anything other than a cane. During a surveyor interview on 12/30/2025 
at 8:22 AM with the Administrator, he revealed that the facility has a receptionist in the lobby daily until 6:00 
PM, the front doors automatically lock at approximately 4:30 PM daily and doorbells attached to the building 
are then used. He revealed that when someone rings the doorbell, a notification and video is sent to a 
cellular phone that the nursing supervisor has, they can then unlock the door for the individual to enter. 
When questioned by the surveyor regarding the incident that occurred on 11/26/2025, he stated that he was 
not aware of the incident until it was brought to her attention by the surveyor. During a surveyor interview on 
12/30/2025 at 9:48 AM with the Director of Nursing Services, she revealed that it was not unusual for the 
resident to go outside for fresh air and that the resident had previously resided in an assisted living facility 
and was struggling to adjust to a restricted environment. Additionally, she revealed that the resident wakes 
up early in the morning. When questioned by the surveyor regarding the incident that occurred on 
11/26/2025, and the failure to complete an elopement assessment and update his/her care plan, she stated 
that she was not aware of the incident until it was brought to her attention by the surveyor. 2. Record review 
of a document titled RI [Rhode Island] EMS [Emergency Medical Services] Patient Report dated 12/27/2025 
at 4:27 PM revealed the resident went out for a walk yesterday morning (12/26/2025). Staff were unaware 
that the resident had left and could not get back into the facility for over an hour. The resident presented with 
fluid filled blisters on several fingers, and across the palms of both his/her hands. The blisters were 
described as white and blue in color, waxy and cold to the touch. Record review of a weather report from 
12/26/2025 revealed that the temperatures were cold and windy with high temperatures in the upper 20's 
and overnight lows dropping to around 14 degrees with snow in the morning hours. Review of the emergency 
department documentation dated 12/27/2025 revealed that the resident presented with blistering to the tips 
of all fingers on the right hand and the right palm, as well as blistering to the last three fingers of the left hand 
and the base of the first finger. The resident was subsequently transferred to another hospital for further 
evaluation and treatment of the injuries. Record review of a hospital document dated 12/28/2025, revealed 
that the resident was transferred to the hospital from a local medical center with Level C trauma (occurs 
when a patient is not critically unstable but still needing prompt evaluation by the trauma team) for frostbite. 
Review of the resident's progress notes revealed the following entries: - 12/26/2025 at 7:29 AM, the resident 
sustained an unwitnessed fall outside at the ambulance entrance due to ambulating on uneven surfaces 
without staff assistance. - 12/26/2025 at 3:31 PM, both of the resident's hands were warm however his/her 
fingers were cold to touch and warmed towels were wrapped around his/her hands earlier that day. At 1:30 
PM the resident called a nurse into the room to show that both of his/her hands were red with formed fluid 
filled blistered. - 12/26/2025 at 4:21 PM the resident is seen by the Nurse Practitioner following a fall. Nursing 
staff reported that the resident left facility without staff notification at 4:00 AM and now appeared to have 
frostbite as well as multiple clear fluid filled blisters to palms. - 12/26/2025 at 9:20 PM an elopement 
evaluation was completed and revealed that the resident did not present with wandering behaviors or an 
elopement risk, and a wander guard was placed on his/her left wrist. - 12/27/2025 at 11:12 PM both hands 
and multiple fingers on palm side noted with many large blisters with large red, purple, and greyish areas 
noted to hands and fingers. Orders were obtained and the resident was sent out emergently for medical 
evaluation. - 12/28/2025 at 3:36 PM the emergency medical center reported that the resident was transferred 
to an acute care hospital at 5:30 AM with a diagnosis of frostbite. Record review of the hospital paperwork 
from the trauma center dated 12/28/2025 revealed that the resident sustained frostbite to bilateral hands 
consisting of mostly partial and full thickness with hemorrhagic blistering, there was a small dorsal area 
concerning for narcosis (tissue death). The resident was admitted to the burn unit and treated with daily 
dressing changes, pain control, antibiotic treatment and debridement (medical process of removing dead, 
damaged or infected tissue to promote healing). During a surveyor interview on 12/30/2025 at approximately 
11:00 AM, with the resident, s/he revealed that on early morning of 12/26/2025, s/he had decided to go for a 
walk, took the elevator down to the lobby and exited the building. S/he further revealed that while walking, 
s/he dropped his/her cane, fell and was unable to get up, s/he then grabbed onto the metal rail to stop from 
slipping. The resident further revealed that s/he was outside for approximately an hour. Record review of a 
statement obtained from the Nurse Supervisor, Staff B, on 12/26/2025, revealed that at approximately 5:50 
AM, while in the 2-north day room he heard someone calling out help me. He looked out the second-floor 
window and saw the resident on one knee, holding onto the end of the railing located by the driveway at the 
ambulance turnaround. He then ran down the stairwell to assist the resident. Unable to assist the resident on 
his own, the nurse went back into the facility to get assistance and a wheelchair. The resident was wearing a 
spring jacket, hat, and revealed s/he exited the building using the door in the lobby. Record review revealed 
on 12/26/2025 at 7:33 AM, the resident's external temperature was 96 degrees Fahrenheit. A normal body 
temperature obtained by external readings ranges between 97-99 degrees Fahrenheit. During a surveyor 
interview on 12/30/2025 at 9:57 AM, with Nursing Supervisor, Staff B, he revealed that on 12/26/2025, while 
he was performing rounds on the unit at approximately 4:10 AM, he believed the resident was seated in 
his/her wheelchair in this/her room. At approximately 5:50 AM Staff B recalled that he sat down in the day 
room by the window to document and heard someone yelling for help coming from outside. He stood up and 
looked out the 2nd floor window and saw the resident outside, on the ground, holding onto the railing. During 
a surveyor interview on 12/30/2025 at 8:43 AM with the Director of Nursing Services, she revealed that 
following the incident on 12/26/2025, the provider ordered a wander guard for the resident. She indicated 
that the wander guard will prevent the use of the elevator and sound an alert to staff if the resident attempts 
to exit. During a surveyor interview on 12/30/2025 at 2:45 PM with the Administrator, he revealed that the 
resident was alert and oriented, and therefore not an elopement risk, as the resident was able to make 
his/her choices to exit the building. He revealed the doors are alarmed with emergency security alarms that 
will sound when opened, and he was aware that Resident ID #1 would exit the building independently using 
the red emergency exit button, which would disengage the alarm system and allow for an undetected exit 
from the facility. During a surveyor interview on 12/30/2025 at approximately 3:40 PM with the Administrator, 
in the presence of the Director of Nursing Services, they acknowledged that Resident ID #1 disengaged the 
alarm system, exited the facility, remained outside for an unknown period of time, sustained an unwitnessed 
fall, and was unable to re-enter the building, resulting in frostbite to the resident's bilateral hands.
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