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Date(s) of Action: December 14, 2016

State Rule State Rule Amount of
# Civil Penalty
481-69.26(231C) Service plans
69.26(4) 69.26(4) The service plan shall be individualized and shall $5000.00

indicate, at a minimum:
a. The tenant's identified needs and preferences for assistance

Based on record review the Program failed to develop service plans to
reflect identified needs of tenants, specifically interventions to address
elopement. This pertained to 2 of 2 tenant files reviewed (Tenants #1
and #2).

Findings follow:

1. Record review revealed an incident report, dated 12-8-16,
documented Tenant #1 seen at 6:45 p.m. by Staff A. Staff A
documented she had a conversation with the tenant about him/her
leaving the building with her keys, to find his/her car. Staff A informed
Tenant #1 she didn't have his/her car keys and his/her car was in the
shop.

An additional incident report, dated 12-8-16, documented Tenant #1
taken to the emergency room (ER) post elopement. The tenant
received stitches to the #4 digit on the left hand. Vital signs were taken
and were as follows: temperature 97.6 degrees, pulse 84, respirations
16 and blood pressure 118/64.

Additional record review of Tenant #1's file revealed the following:

a. Tenant #1, admitted on 11-1-16, had a diagnosis of dementia and
was staged at a four on the Global Deterioration Scale (GDS), which
indicated moderate cognitive decline.

b. An Elopement Risk Evaluation and Interventions document,
completed on 11-1-16, 12-1-16 and 12-9-16, identified Tenant #1 as a
high elopement risk.

c. Tenant #1's service plans, dated 10-31-16 and 12-1-16. Neither plan
identified elopement concerns or interventions. The service plan dated
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12-1-16 identified Tenant #1 had Alzheimer's dementia and had
sundowning confusion. The service plan indicated Tenant #1 did well
daily; however, around 4:00 p.m. to 5:00 p.m. he/she started to have
sundowning behaviors. Redirection was most necessary in the
evening hours.

Further record review revealed Tenant #1's service plan updated on
12-9-16 (post elopement) reflected general information regarding chronic
confusion; however, the service plan failed to provide specific
interventions related to Tenant #1.

d. According to fax communication document to the physician dated
10-31-16, prior to admission to the Program Tenant #1 was picked up
on the side of a road by a sheriff. Family was concerned about Tenant
#1 having an accident or harming someone while driving. It was not
the first time family had been alarmed and woken up in the early
morning hours from police calling about Tenant #1.

Fax communication documents to the physician dated 11-10-16
indicated Tenant #1 had been at the Program for 10 days, had not been
sleeping at night, continued to pack bags and wanted to leave at 1:00
a.m. in the morning. Tylenol PM was not effective. Tenant #1 was very
agitated, had not been sleeping, wanted to leave and was
pacing.

A fax communication document to the physician dated 11-28-16
indicated Tenant #1 was packing and wanting to leave. The tenant
took Seroquel 25 milligrams (mg) twice daily. A medication for anxiety
was requested.

According to a Nurse Review document dated 12-1-16 new
medications were obtained including: Seroquel 25 mg, one tablet by
mouth twice daily on 11-14-16 and Ativan 0.5 mg, one tablet by mouth
twice daily on 11-29-16.

When interviewed on 12-14-16 at 9:44 a.m. Staff A revealed Tenant #1
wanted to find car keys and leave. Tenant #1 was last seen at 6:45
p.m. going to the C section of the building. She was notified to
complete a head count and it was determined Tenant #1 was not found.
Regarding Tenant #1's elopement there were no audible alarms and the
windows were not alarmed. Tenants were checked on every 15 to 20
minutes.

Observations on 12-14-16 at approximately 10:55 a.m. revealed the
following:

a. The Program was dementia-specific by dedication and had secured
exit doors. The building had four sections A, B, C and D. The front of
the building had sections A and B and back of the building had sections
C and D. The front and the back of the building was separated by a
courtyard. The courtyard was enclosed by a metal fencing and had
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two secured gates. The windows were not alarmed; however, the
window observed ( in the C section) had a window stopper to prevent
the window from opening fully.

b. Although Tenant #1's elopement was not observed the following
was a presumed route based on the footprints tracked by the Director
and Nurse on 12-9-16 and shown to the monitors on 12-14-16. The
window in the apartment on the C section of the building (which was
not the section where Tenant #1 resided) was observed and window
stopper was present in the window. The window exited to the
courtyard. Tenant #1 presumably exited the building through the
window, climbed the fenced (bushes were flattened near the fence),
traveled off of the Program's property into the alley behind the building,
across a yard of a private residence, across a field of a private
residence, crossed Northwest Blvd, which was a two lane city street
with a posted speed limit of 35 miles per hour (mph) and went to
private residence for assistance. The Director and Nurse estimated
the distance traveled was 331 yards.

According to the State Climatologist the weather conditions at the local
airport on 12-8-16 at 6:52 p.m. were as follows: 23 degrees Fahrenheit
(F), winds from the west at 13 mph, with a wind chill of 11 degrees F.
The skies were cloudy and very light snow had ended at 5:23 p.m. with
a trace amount accumulated.

According to the staffing and training policy, the Program would not
utilize a personal emergency response system for tenants due to
serving tenants with memory loss. Instead staff would be in the
approximate area of the tenants and routinely check on the tenants.

When interviewed on 12-14-16 at 1:52 p.m. the Nurse revealed Tenant
#1 sustained a cut that required six sutures, had two spots where there
were skin flaps that were clipped back, was given a tetanus shot and
new order for antibiotic in the hospital after the elopement. Upon retun
from the hospital she assisted him with bedtime cares and noted a spot
on the knee, which was described as a old scab. Regarding tenant
checks staff knew where the tenants were at, staff was with them all
the time and there was no specific times (for checks). At night the
tenants were checked every one to two hours.

When interviewed on 12-14-16 at 1:15 p.m. the Director confirmed
Client #1's history of elopement. With this particular incident, Tenant
#1 was gone approximately 15 minutes. He/she ambulated
independently without assistive devices. The windows were not
alarmed; however had window stoppers in place. Regarding tenant
checks it was expected staff knew where tenants were. At bedtime
checks were completed every two hours and while tenants were awake
staff was expected to know their whereabouts. The Director
acknowledged the tenant's service plan failed to address elopement
behavior.
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