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Complaint #1422922/IL70711
F 323 483.25(h) FREE OF ACCIDENT F 323
38s=D | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, for one of three residents (R1) reviewed
for elopement in a sample of three, the facility
failed to communicate a resident's home visit
status to other staff resulting in R1 being stranded
out of the facility for over six hours.

Findings include:

Facility's Incident Report dated 7-7-14 at 10:00
pm states "Resident (R1) went on home visit with
daughter at noon. At 10:00 pm, (another facility)
called and reported resident was taken there by a
stranger after being found in a restaurant
stranded. Resident reported that (R1) didn't
know the name of this facility."

On 7-8-14 at 7:00 pm, E7 (Social Service) stated
the following: On 7-7-14 about 12:30 am, R1
went on a home visit with Z1, R1's daughter. Z1
called E7 (Social Service) about 2:30 pm telling
E7 that Z1 and R1 were on a bus heading back to
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facility. Z1 requested E7 have someone meet R1
at bus stop to collect R1 as Z1 wouldn't be still on
the bus then. E7 sent E6 (CNA-Certified Nursing
Assistant) to the bus stop to wait but no bus
came. E6 (CNA) returned telling E7 no bus had
stopped. E7 and E6 both left the facility without
telling any staff that R1 was expected back that
afternoon.

On 7-8-14 at 8:50 am, R1 was up ambulating in
the facility without any problems. R1 stated R1
was on a visit with daughter and was riding the
bus back to the facility. R1 stated the bus left R1
off somewhere else and R1 walked about a mile
to a restaurant. R1 stated R1 did not know the
name, address or phone number of the facility
where R1's lives. R1 stated the restaurant
worker tried to find where R1 lived. The
restaurant staff took R1 to another facility who
called around and eventually found where R1
lived and brought R1 back to the facility. R1
stated R1 was a little hungry and tired after the
incident but OK. R1 stated R1 had lived on own
for years and knew how to get around.

On 7-9-14 at 10:00 am, E3 (RN-Registered
Nurse) stated E3 was R1's charge nurse on the
evening of 7-7-14. E3 stated E3 thought R1 was
still on home visit with R1's daughter. E3 stated
no staff had informed E3 that R1 was expected
back by bus earlier in the afternoon and had not
made it back yet. E3 stated R1 was delivered
back to the facility after 10:30 pm in no distress.
E3 stated R1 is ambulatory and able to
communicate but is confused and not able to
remember the name or address of the facility.

On 7-9-14 at 10:50 am, Z1 (R1's daughter) stated
on 7-7-14, Z1 called the facility telling them R1
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would be returning to the facility on a bus mid
afternoon. Z1 stated Z1 told the bus driver to
take R1 to the facility but does not know why R1
did not arrive there. Z1 stated R1 can be
confused at times.

R1's 4-25-14 MDS (Minimum Data Set) shows R1
has a BIMS (Brief Intellectual Mental Status) of 7
out of 15 showing some difficulty with recall. R1's
Community Survival Skills Assessment dated
4-25-14 states "(R1) is familiar with the
community. (R1) is able to enter the community
with family members...The resident does not
appear to be capable of unsupervised outside
pass privileges at this time.."
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