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483.25(h)(2) ACCIDENTS

The facility must ensure that 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, the facility did not provide adequate
supervision for a resident that was identified as a
wanderer and at risk for elopement. The resident
subsequently eloped from the facility on 4/21/06.

This was evidenced in 1 of 5 sampled residents.
(Resident #1)

This resulted in no actual harm with potential for
more than minimal harm that is not Immediate
Jeopardy.

Complaint # NY00030382
Findings are:

Resident, age 74, was admitted to the facility on
11/9/02. Admitting diagnoses include

Dementia with Psychosis, Alzheimer ' s Disease,
Depression, and Hypertension.

Minimum Data Set 2.0 dated 1/21/06 reveals that
the resident has short-term and long-term
memory deficits and has moderately impaired
cognition.

The facility Accident/Incident Report reveals that
on 4/21/06 at 4:50PM, the resident was noted to
be missing by the Certified Nursing Assistant
(CNA )when she was getting residents ready for
dinner. A facility-wide search was conducted and
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the resident was not found. The Director of
Nursing and the Staff Educator drove around the
neighborhood and a report was filed with the
NYPD.

The 50th police precinct called the facility at
approximately 8:00PM to inform them that the
resident had been located at the apartment
building where she formerly resided. The resident
was returned to the facility at 8:30PM with no
visible signs of injury. She was sent to the
emergency room for evaluation and was returned
to the facility at 4:00AM on 4/22/06.

Care plan dated 10/25/05 for Behavioral
Symptoms assesses the resident as at risk for
elopement after attempts to leave the facility.
Interventions include monitor behavior and
record, encourage verbalization of feelings,
interrupt resident ' s behavior promptly and divert
attention, provide redirection by involving in
activities, provide reality orientation, apply
wanderguard and check placement every shift,
hourly visual check, and provide a copy of
resident ' s picture at the front desk.

The Hourly Check Form reveals that the resident
was visually checked every hour on the hour and
the CNA who visually checked the resident was
initialing the form. On 4/21/06 the resident was
visually seen by the CNA at 4:00PM in the
dayroom.

Review of the facility surveillance videotape
shows the resident walking out of the facility front
door with another person at 4:09PM (It was
determined that the other person was the son of
another resident residing on the same unit) At the
same time the resident is walking out, 2
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ambulance attendants are entering the facility
with a resident in a stretcher.

The Assistant Administrator was interviewed on
4/28/06 at 10:00AM He stated that after the
review of the videotape and interviewing the staff
at the reception desk that evening, it was
determined that the receptionist assumed that the
stretcher of the resident being wheeled in had set
off the wanderguard alarm.

The receptionist on duty on 4/21/06 during the
2:00PM -10:00PM was interviewed on the phone
on 4/28/06 at 12:20PM. She stated that she is
aware that it is her responsibility to respond to all
alarms that sound. On the date/time that the
resident left the facility, there were 2 employees
at the reception desk but one had walked away
as he was redirecting another wandering resident.
She was alone at the desk when a new admission
was being wheeled in on the stretcher. She stated
that she assumed that the stretcher had set off
the wanderguard alarm and she did not see
Resident #1 exit the facility. The receptionist reset
the wanderguard alarm, which is directly behind
where she was sitting. She acknowledged that
she made a mistake in assuming that the
stretcher had caused the alarm to go off.

The facility Interdisciplinary Policy and Procedure
for the Wanderguard System reads that the
receptionist ' s responsibility upon hearing the
Wanderguard alarm sound, the receptionist
should redirect resident and try to prevent him/her
from leaving the building while immediately
notifying staff members to escort resident back to
the unit.

The facility did not provide supervision to a
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