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F 000 INITIAL COMMENTS F 000

 The State Survey Agency (SSA) conducted a 

Focus Infection Control/ COVID-19 Survey, along 

with Complaint Investigation, CI  #16776, from 

11/23/2020 through 11/24/2020. The SSA 

substantiated CI  #16776 as evidenced by the 

facility failed to provide adequate staff supervision 

to prevent Resident #1's elopement on 4/13/20. 

The SSA also conducted CI #17074 regarding 

failure to ensure residents were assisted to 

physician appointments and failure to provide 

personal care assistance. CI #17074 was not 

substantiated. No deficient practice was identified 

related to the Focus Infection Control/ COVID-19 

Survey. 

Review of Facility Reported Incident (FRI) from 

4/13/20 revealed, Resident #1 was identified for 

wandering on 6/28/18 after admission on 6/22/18 

and he was independently ambulatory. On 

4/13/20, Resident #1 was last seen at 5:53 AM by 

Dietary Aide #1. Approximately 2 hours later, 

Certified Nursing Assistants (CNA) #1 and CNA 

#2  found Resident #1 outside, across the street, 

cold and shivering, unsupervised and wandering 

down the street. They assisted Resident # 1 

inside. The resident was wearing a wander guard 

and the alarm sounded when staff returned him 

to the building. Licensed Practical Nurse (LPN) # 

1 assessed Resident #1 for any signs and 

symptoms of injury and pain and findings were 

negative for injury. The resident was cold and 

shivering. The facility's investigation concluded 

Resident #1 exited the facility through a side door 

when the door did not lock after a staff exited the 

door.  Resident #1 was immediately placed on 

one on one (1:1) supervision until his transfer to a 

behavior unit two months later on 6/14/2020. 
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Resident #1's most recent Quarterly Minimum 

Data Set (MDS) prior to the elopement, dated 

2/23/2020, revealed a Brief Interview for Mental 

Status (BIMS) score was 99, which indicated 

severe cognitive impairment and could not be 

assessed.

During the survey on 11/23/20, the State Survey 

Agency (SSA) identified an Immediate Jeopardy 

(IJ) and Substandard Quality of Care (SQC) at 42 

CFR(s): 483:25(d)(1)(3)-Free of Accident 

Hazard/Supervision/Devices due to the  facility's 

failure on 4/13/2020 to supervise a resident with 

severe cognitive impairment and identified as 

having a behavior of wandering from exiting the 

building unsupervised. This incident caused the 

likelihood of serious injury, harm, impairment or 

death for Resident #1 and other residents with 

wandering behaviors. The SSA notified the 

facility's Administrator of the IJ and SQC on 

11/23/2020 at 2:40 PM

Based on evidence provided by the facility and 

upon SSA review, the facility's implementation of 

corrective actions on 4/13/2020 and completion 

on 4/14/2020 prior to SSA entrance showed the 

immediacy was removed on 4/14/2020 and the IJ 

was considered as Past Non-Compliance (PNC) 

by the SSA.

At the time of the 11/24/2020 survey, the facility 

had a census of 87 and held a license of 108 

beds.
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