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médication, which was to be given every eight
hours as needed at bedtime for agitation.

On 03/04/13 between approximately 11:00 a.m.
and 12:00 noon the resident was sitting in a
recliner in the room adjacent to the East wing
dining room. The resident was unaware of where
he was and he was unable to respond
appropriately.

On 02/11/13 at 6:30 p.m. the Medication
Administration Record (MAR) noted the resident
was given Gl medication for increased
restlessness/wandering with minimal effect. At

1 9:15 p.m. that evening the facility received a '
. phone call that the resident was found at a
college campus building not far from the facility.
‘Staff were unaware of the resident's
whereabouts for approximatelty 15 minutes,
according to their investigation. Staff was sent to
meet the resident and returned him to the facility
unharmed. The investigation concluded the door
alarm in the East Wing dining room was.
malfunctioning, thus when the resident left the
building no alarm sounded.

I Review of the medical record revealed there was
' no assessment to determine the confused and

- wandering resident's risk for eloping from the
facility. The plan of care did note the resident's

| tendency to wander throughout the care center

| and into other residents' rooms. An alarm

. | bracelet was in place for safety. However, his

| risk for elopment from the facility was not
‘ identified on the plan of care.

i
 The facility had three doors which worked in
. tandem with the alarm bracelets. The door
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The following corrections have been
implemented to address the issues
cited above:

The facility revised the wrist sensor |
testing procedure and frained staff
on how to test the sensors.
The facility instituted a wandering
assessment for those residents who
may have a propensity to wander.
The facility changed the cited door
alarm to “Perimeter Door Mode”,
which locks the door 24/7 regardless
of whether one is wearing a wrist
Sensor.

The facility installed a gate at the
exit to the patio area where the
resident exited the building.

: The facility revised the policy to
clarify and memorialize the above.

It should be noted that the
manufacturer's documentation does
not recommend replacing bracelets
based on date. The manufacturer,
however, does recommend testing
the bracelets on a weekly basis — a
recommendation far more liberal
than the facility's practice of daily
testing, and within the 7 days cited
above.

This will be monitored by the Charge
Nurse and was completed on March
18, 2013.
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! resident's wandering behaviors and desires to go :

{
i
1
|
| home, his increased agitation on the evening of |
 his elopment, failure to monitor the bracelet 1
' battery, and knowledge of an exit door alarm !
| malfunctioning intermittently, the facility failed to 1
' ensure adequate supervision to prevent his | . :
: elopement. ! , i

4

; ! ;
f . ]
i |
1
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