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COMMENTS

Investigation of Facility Reported Incident of May
8, 2023/1L159729

FINDINGS

Statement of Licensure Violations:
350.1210a)

350.12304)1)2)

350.1230e)

350.3240a)

Section 350.1210 Health Services

a) Comprehensive resident care plan. A facility,
with the participation of the resident and the
resident's guardian or resident's representative,
as applicable, must develop and implement a
comprehensive care plan for each resident that
includes measurable objectives and timetables to
meet the resident's medical, nursing, mental
heaith, psychosocial, and habilitation needs that
are identified in the resident's comprehensive
assessment that allows the resident to attain or
maintain the highest practicable level of
independent functioning and provide for
discharge planning to the least restrictive setting
based on the resident's care needs. The
assessment shall be developed with the active
participation of the resident and the resident's
guardian or resident's representative, as
applicable. (Section 3-202.2a of the Act)

Section 350.1230 Nursing Services
d) Direct care personnel shall be trained in, but
are not limited to, the following:

1) Detecting signs of illness, dysfunction or
maladaptive behavior that warrant medical,
nursing or psychosocial intervention.

2) Basic skills required to meet the health
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needs and problems of the residents.

e) Sufficient, appropriately qualified nursing
staff shall be available, which may include
licensed practical nurses and other supporting
personnel, to carry out the various nursing
service activities,

Section 350.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee
or agent of a facility shall not abuse or neglect a
resident. It is the duty of any facility employee or
agent who becomes aware of such abuse or
neglect to report it as provided in the Abused and
Neglected Long Term Care Facility Residents
Reporting Act. (Section 2-107 of the Act)

This REQUIREMENT is not met as evidenced by:

A. Based on record review and interview, the
facility failed to implement safeguards to ensure 1
of 1 client's (R1) safety when R1 was found
outside the facility in a van on 05/07/23. R1
eloped from the facility on 05/08/23 and 05/09/23
and was found by the local police on both days
approximately 0.2 miles away.

B. Based on record review and interview, the
facility failed to thoroughly investigate 3 of 3
incidents of elopements dated 05/07/23, 05/08/23
and 05/09/23 involving 1 of 1 client {R1).

Findings include:

The facility's initial notification of incident dated
05/09/23 was reviewed. It includes "On 05/08/23,
R1 climb out of her bedroom window and walk
over to the school. The police were notified by
the school. The police came to the home and
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notified staff that R1 was at the school, and she
was being transferred to (the) hospital. R1 was
discharged from the hospital back to the home.
R1 was not injured in any way. This morning,
05/09/23, R1 displayed the same behavior,
however, she was returned directly to the
home...A safety committee meeting was held to
discuss what measures we need to put in place to
keep R1 safe, and from leaving the home via her
bedroom window..."

Per Google maps, the school is approximately
0.2miles away from the facility.

R1's record was reviewed. R1's 06/06/17
psychological assessment was reviewed. It
includes under adaptive behavior "according to
prior psychological evaluation completed by Z1
{Psychologist) (dated 12/20/11) using classroom
observation reports severe cognitive delay and
deficits across all adaptive domains with her
behavior continuing to be unpredictable and she
can be uncooperative and aggressive...she would
be unable to tell time by the half hour on an
analog clock, obey traffic lights and walk and
don't walk signs..."

The facility's risk assessment dated 04/21/23 was
reviewed. Under community safety {risks related
to one's community environment or interaction) it
includes (R1) is not able to do any of the

following: plan route and arrive at destination;
navigate streets, sidewalks, parking lots safely;
respond appropriately if lost in community; and
respond appropriately if ill/hurt in community.

R1's Behavior Support Pian revised 12/03/22 was
reviewed. Under behaviors of concern, it

includes screaming, carrying items, self-injurious |
behavior, and disrobing. R1 was admitted to the
facility on 03/23/23. The current Behavior
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Program Plan presented by the facility had a start
date of 05/10/23. Under behaviors of concern, it

includes screaming, carrying items, self-injurious

behavior, disrobing and elopement.”

The facility's staffing sheets was reviewed and
showed that during the night shift there was only
one staff working on days that R1 displayed exit
seeking behaviors:

04/12 - AM - 2 staff, PM - 2 staff, NOC (night
shift} - 1 staff (she pushed out window screen in
her bedroom)

05/07 - AM - 2 staff, PM - 2 staff, NOC - 1 staff
{she was found in the van in parking lot at
6:55am)

05/08 - AM - 2 staff (1 staff left for a family
emergency in the middle of the shift), PM - 3
staff, NOC - 1 staff (eloped to nearby school)
05/09 - AM - 2 staff, PM - 4 staff, NOC - 1 staff

R1's progress notes were reviewed. The
following incidents were noted;

05/07 at 5:55am, under state what happened, it
includes "When | was parking in the parking lot, |
heard noises coming from the van. When |
looked up, | saw R1 on the van. | called the
house to notify them she was outside. R1
pushed open the side door and came out.” This
form was written by E3 (clerk). (R1's supervision
level was with staff in the home.)

05/08 at 10:30am, under state what happened, it
includes "Staff checked on R1. She was laying in
her bed and when staff left out her room, R1
climbed out the window and eloped to the school
while staff was preparing lunch. Police came 7
minutes after and told staff that she elope and
was located at the schoal.” This form was written
by E5 (Direct Support Person/DPS). (R1's
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supervision level was with staff in the home.")

05/09 at 7:05am, under state what happened, it
includes "R1 got brought back by the police. No
one heard her leave out of the house.” This form
was written by E8 (DPS). (R1's supervision level
was with staff in the home.)

The facility's investigation dated 05/16/23 was
reviewed. Under summary it includes “...A safety
committee meeting was held on 05/08 to discuss
R1's exit seeking behaviors, ways to ensure she
is safe in this environment, and to ensure the
facility is safeguarding R1 from potential
abuse...Per review of documentation R1 does exit
seek, however it was via doors...R1 was
observed on 04/12 by the window in her
bedroom. The screen was pushed out at the
bottom, and she had thrown her plastic
containers out of the window...Window alarms
have been installed on R1's bedroom windows to
alert staff if R1 is attempting to leave the home
via her bedroom window..." The investigation did
not mention that R1 was found inside the van in
the parking fot on 05/07/23 without staff knowing
she exited the house. The investigation also did
not mention that on 05/08/23 when R1 eloped,
there was only 1 staff in the home with 8 clients, 3
were at their day training site. The investigation
also did not include when staff last saw R1 before
they were notified by the police on both occasions
that R1 was found at the school. It also did not
address why the window alarms, which the facility
had a consent to use, was not used on R1's
windows after the first elopement incident of
05/08/23.

E1 {(Administrator) was interviewed on 05/16/23
at 1:24pm. E1 verified that her investigation did
not include the above information.

The facility's safety committee meeting minutes
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dated 05/08/23 was reviewed. Under committee
findings it includes "The committee feels that R1
would benefit from a window alarm. R1 is very
easy to redirect, however she is an elopement
risk.."

R1's consent for restrictive measure (window
alarm) signed by her guardian on 05/04/23 was
reviewed. It includes under positive outcomes
expected if the restrictive measure(s) are applied
are as follows: "Decrease in elopement attempt
out of her bedroom window."

On 05/27/23 at approximately 10:40am, R1's
bedroom was observed. Her bedroom window
was observed to have window alarms on both.
The twin double hung window was approximately
78 inches wide. The single double hung window
was approximately 35 inches wide and 32 inches
in height. Her bedroom window was
approximately 23 inches from the floor. On the
outside of her window, which faces the road,
there is approximately 1 foot of space before the
two shrubs approximately 3 feet in height and
between 8-12 inches apart.

E3 (Clerk) was interviewed on 05/16/23 at
1:45pm. E3 stated, "l wrote the wrong time, |t
was at 6:55am, not at 5:55am. | was pulling in
the parking lot. Got out of my car and | heard a
noise. | looked around and saw her inside the
van. | then called the staff in the home." E3
added, "There was only 1 staff working the night
shift and the second staff just walked in ahead of
me." E3 added, "l heard the staff say, | didn't hear
the door chimed.” (05/07/23 incident)

E5 (DSP) was interviewed on 05/13/23 at
11:38am. ES stated, "On 05/08, | was the only
staff here in the home and alt 11 clients were
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here. | wentto R1's room to do my bed checks, |
was preparing a meal (| really can't tell you what
time, | forgot). | was preparing some type of meal
and the police showed up. Police came and
asked if anyone of our clients is missing, then |
checked everyone and noticed that R1 was
missing from her room. | can see the blinds are
up, the window close but the screen was pushed
out." ES then added that the police informed her
that they are bringing R1 to the hospital.
(05/08/23 incident)

E2 (Qualified Intellectual Disability Professional)
was interviewed on 05/13/23 at 11:48am. E2
stated, "...R1 was doing a lot of waking up at
night, she would put on her coat at night and try
to leave and she will go to the door and once she
is redirected, she would come back inside. |t
happens in the middle of the night around 2-3am,
but she was never successful. During the day,
she would sit on the swing and at times would go
to the bus in the parking lot." Surveyor asked E2
if R1 had ever tried to leave through the window.
E2 answered, "Before, R1 would open the
window, push the screen out and put her
containers outside of the window ledge, in her
bedroom, but she never tried to leave the house
through the window."

E2 was re-interviewed via phone on 05/31/23 at
1:45am. E2 stated, "On 05/08/23, initially there
were 2 staff that work that day, but the second
staff had a family emergency, so she clocked out
and after her family emergency came back to the |
facility. She was the staff that picked up R1 from
the hospital.” E2 then stated that the facility :
usually has two staff during the morning shift and

1 staff during the night shift." Night shift hours
starts at 10:20pm through 8:00am. Morning shift
starts at 6:00am/7:00am until 2:30pm/3:30pm. E2
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added, "We are required to only have one staff at
night due to the ratio we currently have."

Surveyor asked E2 when R1 was noted to wake
up in the middle of the night and put on her jacket
and go to the exit door. E2 answered, " can't
recall when it started, maybe later part of April.
She always has her jacket. In the middle of the
night, she would have her jacket on, and she
would walk towards the doors by the parking lot
{side door)." Surveyor asked if the facility
implemented measures to address this behavior.
E2 answered, "The facility noted that R1 has
inconsistent sleep pattern, and her psychiatric
doctor was contacted on 4/28/23 due to her
inconsistent sleep patterns and she was
prescribed Trazadone 50mg 1 tablet at bedtime
to help with her sleep.” No interventions were put
in place to address her exit seeking behaviors.

Surveyor asked E2 if there is only one staff
working during the night shift how can staff
ensure that R1 will not leave the house. E2
answered, "Staff will hear the chimes on her
windows and doors. She is redirectable so even
when staff is by themselves and helping another
client, staff can hear the chime and can go and
redirect R1 to come back and she will come
back."

Surveyor asked E2 what is R1's current
supervision level. E2 answered, "She is line of
sight when outside of her bedroom and when she
is inside her bedroom, she can be by herself
because the windows are alarmed. Staff does
hourly checks and as needed while R1 is in her
room."

E1 (Administrator) was interviewed on 05/13/23
at 11:28am. Surveyor asked E1 if R1 tried to
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leave the facility through her window. E1 stated,
"R1 was just pushing the screen and not leaving
out the window. She would unlock the window
and pull the window up and pushed on the
screen. | don't know how many times this
occurred. It usually happens when she is in her
room." E1 then verified that the facility obtained
the consent to use window alarms for R1's
windows on 05/04/23.

E1 was re-interviewed on 05/16/23 at 1:24pm. E1
stated, "We had the safety meeting when we got
the call from ES informing us about R1 eloping in
the morning of 05/08/23." Surveyor asked why
the window alarms weren't use on R1's windows
at that time when the consent was already
obtained. E1 answered, "I notified maintenance,
and he didn't get a chance to put the window
atarms on R1's windows until 05/10." E1 verified
that the window alarm is heing used to ensure
that when R1 opens her window, staff would hear
and will be able to check R1 before she can leave
the facility.

E1 was interviewed again on 05/27/23 at
10:46am. Surveyor asked E1 when did R1's
behavior of getting her coat on and trying to leave
at night start. E1 answered, "l wouldn't know
because they (staff) are not required to report to
me, because that is not tracked as a behavior."
E1 then added that R1 did not leave the facility
property. Surveyor asked if R1 leaves the home
and the one staff working in the facility during the
night shift is using the bathroom can they run
after R1? E1 answered, "Staff can hear the door
chime." {R1's supervision level was with staff in
the home.) E1 added, "They have increased the
bed checks on R1 as well." E1 also added that
R1 is given privacy in her bedroom. Staff do bed
checks on R1 when she is in her bedroom, so
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she is not on visual - line of sight when she is in
her bedroom.
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