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. > 1. Resident #1 wili be {ree
The following reflecis the findings of the from accidents, hazards
Department of Publiz;Health during an Entity and will receive adequate
Self-Report Visit. = supervision to prevent
: accidents. In this case to
Complaint # CA00500306 - Substantiated prevent going Absent
o Ny Without Leave (AWOL)
Category: Quality oi;garerrreamenl from outdoor activities
. - : : , held in the back parking -
gggégsemmg the D .,:partment of Public Health: lot of the facility,
\ . 2. All Resident’s will be free
The inspaction was fimited to the specific from accidents, hazards
components investizated and does not represent and will receive adequate
the findings of a full- inspection of the facility. supervision to prevent
F 323 | 483.25(h) FREE OF ACCIDENT F323 “ccidents and AWOL's
858D HAZARDSISUPER;\I?SIONIDEWCES . during Gardening Group.
The facllity must ersure that the resident When Residentsare
environment remains as free of accldent hazards participating in Gardening
as is possible; and ach resident recelves Group, they will be
adequate supervision and assistance devices (o supcrvised at all times by
prevent accidents. ; - two staff members and
) " will not have more than
15 residents outside at
. onhe time. When outside,
This REQUIREMENT is not met as evidenced staff will be unoccupied
by B and doing nothing else by
Based on interview.and record review, the facility giving full attention to
failed to provide atigquate supervision fo 1 of 18 Resident's under their
Residents (Res:dem 1) whe particlpated ina supervision
group activity. Resident 1 efoped from the facility
during a group actiity. This failure had the
potential to resultin harm to Resident 1 while off
facility premises. .,
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other safoguards provide sufficient pirpte
following tha data of survay whether'ar not a plan of comection is provided.
days foliawing the dale these dotuntenis are mada avallable to the fasifity.
program paticipatien. .

risk (*) denotes a doflclency which the institution may be excused frem commocting providing it Is datarmined that
to the patients. (Set fnatructions.) Excopt far nuraing homes, tha findings staled ghava are disclosable 50 days
For nursing hames, the sbove.findings and plans of correction are discioagble 14

Il deficiencles sre clted, 'an gpproved plan of correction is requisite to epnﬁnued
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Areview of a documert titled "Admissian
Record® indicated Resiident 1 was admitted to
the facility on 8/7/2016 with diagnoses that
included, but nat limited to, Paranoid
Schizephrenia (mental-disorder in which a person
loses touch with reality), Gastro-esophagea)
Reflux Disease (hearttiurn) and Dermatitis
(Inflammation af the skin).

Areview of a documentititied *Elopement Risk
Asscssment' dated 6/7/2016 indicated that Staff
was aware of Resldent 1's wander risk, and that
Resident 1 was interested in group scheduled
activities. ' :

Areview of a document fitled “Care Plan - Peor
Impulse Control* dated 6/7/2016 indicated
Resident 1 had a histciry of AWOL (absence
without leave), assist client to identify/discuss
feelings associated with impulsive behaviar.

An interview with Lice 1sed Vocational Nurse
(LVN) 1 was conducted on 8/25/2016 at 3:25 pm.
LVN 1 stated Resident 1 was discovered missing
from the facility on 8/2:3/2016 at around 7:00 pm.
and stated that facllity-staff searched in the facility
as well as outside premises per the facility
protocol. LVN 1 stated! Resldent 1 could nat.be
found. LVN 1 furhter stated that she reported the
incident to the adminiatrator and police
department. i

An Interview with CNA 1 was conducted on
8/25/2016 at 3:15 pm. CNA 1 stated that he saw
Resident 1 aulside or: the patio on 8/23/2016 at
around 6:30 pm during a group activity. CNA 1
also stated there wer2;2 activity staff present
when he saw Resident 1 outside on the patic.

3. Program Director to

monitor staff to Resident
outing ration. In-service
education has been done
with Activity Staff to
review procedurcs
related to supervision
during Gardening Group.
In-service ecducation was
held for Activity Staff on
8/24/16. Quality
Assurance Committee to
review on guarterly basis.
Administrator to monitor.
Corrective action
completed 8/24/16
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| she conducted-a gardening group activity on
8/23/2046 at 6:10 pm, iind that 18 Residents
Jjoined the activity after ennouncing it over the
intereom. Activity Dircctor also stated She was
with 1 activity staff that monitored for the 18
gardening activity.at arjund 6:45 pm. Activity
went back inside the fzcility after the group
activity.

8/25/2016 at 4:05 pm. Activity staff stated.they
brought out too many 1esidents for the group

residents. Activity staff 8iso stated they did not

check i all the residerts went back inglde the

8:29 pm of the same day

An interview with Program Director was
conducted on 8/25/20:15 at 4:30 pm. Program
Director stated that Rasident 1 possibly cloped

also stated that he reviewed the video
survelllance recerding at the parking lot and

at around 6:30 pm butvideo did not show haw

there should be 1 stalf far every 4 residents to

An interview with Activity Direclor was conducted
on 8/25/2016 at 3:35 pin, Activity Director stated

rasidents who joined the activity; they finished the
Director said they did rot check which residents

An Interview with Activity Staff was conducted on

activity. Activity stoff further stated that his focus
during the group atlivily was the gardening and
the Activity Director wiis the ene monitofing the

have a list of Residents who went out and joined
the gardening group atlivity, and that they did ot

facillty. Activity staff seid he was only aware that

| Resident 1 was missing when he received a call,
while he was at home, ‘from the faciity at around

during group gardenirig activity, Program Directar

noted that Resident 1-was last seen in the video
| Resident 1 eteped.Prygram Director also stated
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monitor during an outsde group activity. Program :
Director further stated {hat Resident 1 could have
used a trash bin to stejy:on and climbed over the
side wall at the parking ot
Atelephone interview \as conducted with the
mother of Resident 1 on 8/25/2016 at 3:10 pm.
Resident 1's mother stated that her daughter
came to her the night ¢f 8/23/2016. Resident.1's
mother also stated that Resident 1 was picked up
by police and was placed back in prison,
Areview of an undatec facitity pollcy and
procedure titted - “Situztion AWOL from within
Faclity’ indicated the patio will be supervised by
staff when cllents are Sccupying it
7
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