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481-69.32(231C) Life safety-emergency policies and procedures 
and structural safety requirements. 
 69.32(2) An operating alarm system shall be connected 
to each exit door in a dementia-specific program. 
 
 
 
 
Based on observations, interview and record review the Program 
failed to consistently ensure operating alarm systems attached to 
each exit door.  This affected 1 of 1 tenant (Tenant #1) who exited 
the building without staff knowledge.  Finding follows:   
 
Record review on 1/22/20 revealed an Unusual Occurrence Report 
(incident report) date of occurrence 1/19/20.  According to the report 
staff documented Staff B came to the memory care unit and said 
she could hear someone calling for help.  Staff A who was assigned 
to the memory care unit said she checked Tenant #1's room and 
discovered she was not there.  Staff A checked the courtyard area 
and found Tenant #1 on the patio.  Both staff assisted Tenant #1 up 
and into a wheelchair.  They took her to the bathroom and changed 
her out of wet clothes.  Staff A took Tenant #1's vital signs and 
reported to the on call nurse via telephone who told staff to apply a 
warm washcloth to Tenant #1's hands.  Further record review 
revealed a summary of the incident which documented vital signs 
were within normal limits and at the time of the incident Tenant #1's 
body temperature was 97.8 which was noted to be within normal 
limits for Tenant #1.  Tenant #1 had bruising to the 2nd, 3rd and 4th 
digits of her right hand.  Staff A said Tenant #1 had been seen at 
9:03 p.m. before she went to assist another tenant.  Staff B reported 
hearing someone calling for help when she was assisting another 
tenant and started to look for the person calling out for help.  When 
Staff B entered the memory care unit to determine which tenant 
could be yelling for help staff noted Tenant #1 was not in her room.  
After a search staff found Tenant #1 sitting on the pavement 
approximately 40 feet outside the door.   
 
Additional record review revealed Tenant #1, admitted to the 
Program 6/17/17, had diagnoses including dementia, hypertension, 
asthma, cardiovascular disease, and COPD.  According to her 
service plan, completed 5/8/19, she required two liters of oxygen via 
nasal cannula at all times.  It was noted she frequently refused her 
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oxygen - claimed she didn't use it, it tickled, and she just didn't like it.  
Tenant #1's cognitive assessment, completed 9/17/19,  scored her a 
six on the Global Deterioration Scale (GDS).   
 
When interviewed on 1/22/20 at 3:00 p.m. the state climatologist 
provided the following weather conditions for the night of the incident 
(1/19/20 conditions recorded at 8:54 p.m.); temperature 4 degree 
Fahrenheit (F), winds out of the Northwest at 13 miles per hour and 
a wind chill of -13 degrees F.  The state climatologist said that night 
was one of the "coldest nights we've had in some time." 
 
When interviewed on 11/22/20 at 2:00 p.m. the on call nurse 
confirmed staff called on 1/19/20 around 9:20 p.m. and told her they 
found Tenant #1 in the courtyard of the memory care area of the 
building because she was yelling.  She said staff told her they 
thought Tenant #1 had been outside approximately 10 minutes.  She 
directed staff to wrap Tenant #1's hands in warm washcloth.  She 
said she contacted another on call nurse to determine if this would 
be considered and elopement and then notified the Director and 
asked the Certified Medication Aide (CMA) on duty to ask staff to 
complete statements regarding the incident.  She confirmed that 
neither she nor the Director completed a physical assessment on 
the night of the incident but complete one the following morning.  
She said based on the vitals, body temperature and injuries 
described by staff she determined the tenant was stable.  She 
added she could hear the tenant talking in the background.   
 
When interviewed on 1/22/20 at 3:45 p.m. Staff A said she had just 
finished administering medications in the memory care unit and 
started to assist another tenant get ready for bed.  According to Staff 
A, Tenant #1 attempted to follow her into the other tenant's room so 
she asked her to wait for her.  Staff A said Tenant #1 had been 
asking about her family throughout her shift.  While Staff A assisted 
another tenant Staff B came to the memory care unit and said she 
heard someone calling for help.  Staff A said she checked Tenant 
#1's room and then they checked the courtyard and found Tenant #1 
sitting on the ground.  She said Tenant #1 was wearing pants, long 
sleeve shirt, sweater, socks and shoes.  According to Staff A they 
brought Tenant #1 in with a wheelchair and changed her clothes 
because hers were wet.  She said she looked Tenant #1 over and 
noted bruising to her hand.   
 
When interviewed on 1/23/20 Staff B reported she responded to a 
pager/call light on the assisted living side of the building and while in 
the tenant's apartment she heard someone yelling for help.  After 
checking adjacent apartments she went to the memory care unit to 
check on tenants back there.  She asked Staff A if everything was 
ok and told her that she could hear someone calling for help.  When 
they checked on Tenant #1 she was not in her apartment.  
According to Staff B when she opened the courtyard door Tenant #1 
said "help".  She directed Staff A to get a wheelchair to bring Tenant 
#1 inside.  Staff B said she went to the other part of the building to 
notify Staff C who went back to memory care and she returned to 
the apartment of the tenant who had paged earlier.  Staff B said the 
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only page she saw at the incident was for the tenant who she 
responded to but in the past the library door had paged with a 
former tenant's name.  She said it was common knowledge amongst 
staff that the library door paged as the former tenant's name and she 
would check the library door.  According to Staff B she had 
communicated this to the maintenance man and other administrative 
staff.   
 
When interviewed on 1/22/20 at 3:30 p.m. and 1/23/20 at 2:20 p.m. 
Staff C stated Staff B reported to her Tenant #1 had been found 
outside the courtyard door in the memory care unit.  She said she 
went back to the memory care unit and Tenant #1 sat on the toilet 
and her wet clothes (sweater, pants, long sleeve shirt, socks and 
shoes) were on the floor of the bathroom.  Staff C confirmed she 
called the on call nurse and the tenant's family.  When asked about 
a page from the memory care courtyard door she said she did not 
see one.  Staff C said there was a page for the library door in the 
assisted living (AL) area of the building.  She said the pager 
displayed a former tenant's name and she responded to the library 
door to the courtyard in the AL side of the building because she said 
it was common knowledge amongst staff that the library door paged 
as the former tenant.  According to Staff C said reported the 
inaccurate page to the former maintenance person and other 
administrative staff.   
 
 
When interviewed on 1/22/20 at 11:45 a.m. the Director reported 
she received a call on 1/19/20 regarding an elopement.  She said 
the on call nurse directed staff on what to do with Tenant #1 after 
she was found outside on 1/19/20.  The Director confirmed neither 
herself nor the on call nurse did an assessment immediately 
following the incident but did the following morning.  Once the 
Director initiated an investigation she discovered that the pager 
system for the courtyard door was not functioning properly.  
According to the director when the door was opened it was identified 
on the pager as a former tenant's name.  She explained the 
maintenance man who was responsible for ensuring the door alarms 
functioned properly had quit in early December without notice.  
According to the Director she became aware of the malfunction of 
the door pagers at this time.  She also confirmed that according to 
documentation (exit door inspection checklist) the last time the door 
alarms were checked by the former maintenance man on 11/21/19. 
 
 
 
 
 
 
 
 
 

 

 


