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 A 000 Initial Comments  A 000

Assisted Living Programs for People with 
Dementia are defined by the type of population 
served.  The census numbers were provided by 
the Program at the time of the on-site.

General Population Program

Number of tenants without cognitive disorder:  27
Number of tenants with cognitive disorder:  1

Memory Care Unit

Number of tenants without cognitive disorder:  0
Number of tenants with cognitive disorder:  5

TOTAL census of Assisted Living Program for 
People with Dementia:  33

The following regulatory insufficiencies were 
cited during the investigation of Incident 
#100471-I.

No regulatory insufficiences were cited during the 
investigation of Complaint #95194-C, #97872-C, 
or the infection control survey.

 A 150 481-67.2(3) Program Policies and Procedures

67.2(3) The program shall follow the policies and 
procedures established by the program.

This REQUIREMENT  is not met as evidenced 
by:

 A 150

Based on interview and record review the 
Program failed to follow the policies and 
procedures for 1 of 1 tenants reviewed as a 
result of Incident #100471-I (Tenant #1). Findings 
follow:
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 A 150Continued From page 1 A 150

Record review on 11-2-21 of the Program's 
Elopement Policy revealed the following:
a. Watch for signs of wandering and confusion
that may put the resident at risk of elopement.
b. If an exit door alarms, check the alarm
promptly and thoroughly check the inside and
outside areas triggered by the alarm.
c. If a potential elopement occurred, a search of
the entire building should be completed.

Record review on 11-02-21 of Tenant #1's file 
revealed Global Deterioration Scale (GDS) dated 
6-1-21, 7-1-21, and 10-27-21 that revealed a
score of 4 which indicated moderate cognitive
decline. Review of his Service Plan dated 6-1-21
revealed he required hourly safety checks.
Further review revealed an Incident Report dated
10-27-21 that revealed Tenant #1 was missing
and staff found him outside on the northwest side
of the building at the bottom of a hill. Review of
Progress Notes dated 10-27-21 revealed he
returned from the hospital with a diagnosis of a
left orbital fracture and 30 minute checks were
added to his service plan.

Observations revealed the Program was located 
approximately one half mile from Highway 34 in a 
sparsely populated area. The area included a 
gravel road and some wooded areas in close 
proximity of the building.

According to the state climatologist the weather 
in Red Oak on 10-26-21 at 4:51 p.m. was 57 
degrees with relative humidity of 62%, the sky 
had low clouds with a 10 mile visibility, and the 
wind was from the southeast at 18 mph with 
gusts up to 26 mph. There was no wind chill or 
precipitation reported at that time.
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 A 150Continued From page 2 A 150

On 11-2-21 at 3:27 p.m. Staff A stated at 3:00 
p.m. the previous shift informed her Tenant #1
exhibited unusual behavior today and included
wanting to leave and he packed his personal
items. Around approximately 3:45 p.m. she
observed Tenant #1 in the common area with his
dog. She stated she left to attend to another
tenant and when she returned she observed his
dog out in the courtyard. She opened the door
and looked around and did not see him. She
stated she searched all of the rooms in the
memory care unit then went outside and did a
complete visual search of the courtyard and did
not see him. She stated she radioed the other
staff that Tenant #1 was missing and to start
looking for him. Staff A stated she exited the
memory care unit and heard an alarm from the
door that goes from the assisted living hallway to
the courtyard. She stated she opened the door
but failed to do a complete visual search of the
courtyard and assumed he was in the building.
She stated she contained to search and a few
minutes later another tenant informed her a man
was outside the building and Staff B found him.
She stated the door from the memory care unit to
the courtyard had an alarm that did not work. She
stated there was a storm about a month ago and
thinks it stopped working then but was not sure.
She stated management was aware of the issue
and no increased safety checks were
implemented. She stated Tenant #1 frequently
went outside with his dog and enjoyed being out
there. She stated all tenants were on 30 minute
visual checks and she felt that was adequate.

On 11-2-21 at 3:00 p.m. Staff B stated Staff A 
stated over the radio that Tenant #1 was missing 
and to start looking for him. She stated she had 
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 A 150Continued From page 3 A 150

medication to give to another person and 
because she was at the person's door, she 
decided to administer the medications then 
initiated the search for Tenant #1. She stated she 
walked down the hallway and a tenant 
approached her and said there was a man 
outside and he slipped and fell in the grass. She 
went out the northwest door and walked west 
behind the new addition and observed him down 
a sloped hill. She observed him face down and 
his glasses were next to him. She tried to assist 
him up but could not. She notified Staff A she 
found Tenant #1 and called the Registered Nurse 
(RN) for instructions. Staff B stated the RN 
instructed her to call 911 and stay with him until 
they arrived. Staff B stated Tenant #1 talked with 
her and said he needed to get his truck from the 
truckstop. He was transported to the hospital 
when emergency services arrived.

On 11-2-21 at 3:43 p.m. the Housing Manager 
confirmed the alarm for the door from the 
memory care unit into the courtyard failed to be 
in proper working order. She stated she did not 
know how long it had been out of order. She 
contacted the security company to fix it and 
stated they failed to come when scheduled and 
they are scheduled to arrive 11-3-21. She stated 
additional safety checks failed to be implemented 
in addition to the standard checks which varied 
for each tenant. She stated Staff A failed to follow 
procedure when she failed to do a complete a 
second visual search of the courtyard after the 
door alarmed. She stated Staff B failed to follow 
procedure when she failed to immediately start 
searching for Tenant #1.

On 11-3-21 at 3:04 p.m. Staff C approached this 
surveyor and stated she knew why the alarm was 
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 A 150Continued From page 4 A 150

not working. She stated some time in June there 
was a fire alarm and the fire department could 
not reset the alarm on the door to the courtyard. 
She stated she witnessed the Housing Manger 
disarm the alarm to stop it from beeping and to 
her knowledge never reset it.

On 11-3--21 at 3:24 p.m. the Housing Manager 
confirmed she disarmed the door alarm to the 
courtyard. She stated it would not stop beeping 
even when she entered the reset code given to 
her by the alarm company. She stated she 
contacted a corporate staff member to explain 
the situation and stated since the weather was 
nice she was not going to get it fixed. She stated 
Tenant #1 liked to go out with his dog and wanted 
him to come and go as he preferred. She 
confirmed she failed to contact the security 
company to come out and fix the alarm until after 
Tenant #1 eloped.

 A 635 481-69.32(2) Life Safety - Emergency Policies / 
Structure

69.32(2) An operating alarm system shall be 
connected to each exit door in a 
dementia-specific program. 

This REQUIREMENT  is not met as evidenced 
by:

 A 635

Based on interview and record review the 
Program failed to provide an operating alarm 
system to an exit door in a dementia-specific 
program for 1 of 1 tenants reviewed as a result of 
Incident #100471-I (Tenant #1). Findings follow:

Record review revealed an Incident Report, 
dated 10-27-21, documented on 10-26-21 Tenant 
#1 sat in the living room when staff went to assist 
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 A 635Continued From page 5 A 635

another tenant.  Staff returned to the common 
area and the tenant was not there.  Staff looked 
in apartments and in the courtyard.  Tenant #1's 
dog was outside.  Staff alerted additional staff 
and all began looking for him.  Tenant #1 was 
found outside on the northwest side of the 
building at the bottom of a hill. 

Review of Progress Notes revealed on 10-26-21 
at 5:23 p.m. Staff notified the nurse Tenant #1 
had fallen down the hill on the Northeast side of 
the building.  Staff were instructed to call 911 and 
have resident sent to the emergency room for 
evaluation.  Staff reported the tenant had been in 
the living room in the Garden.  She went to assist 
another tenant and Tenant #1 was gone.  She 
checked all apartments and the courtyard.  
Tenant #1's dog was in the courtyard but the 
tenant was not.  Tenant #1 was located outside 
on the Northeast side of the building.  
An additional Progress Note on 10-26-21 at 7:51 
p.m. noted Tenant #1 sustained a left orbital 
fracture.  On 10-27-21 it was noted the tenant 
returned to the Program on 30 minute checks.

Observations revealed the Program was located 
approximately one half mile from Highway 34 in a 
sparsely populated area. The area included a 
gravel road and some wooded areas in close 
proximity of the building.

According to the state climatologist the weather 
in Red Oak on 10-26-21 at 4:51 p.m. was 57 
degrees with relative humidity of 62%, the sky 
had low clouds with a 10 mile visibility, and the 
wind was from the southeast at 18 mph with 
gusts up to 26 mph. There was no wind chill or 
precipitation reported at that time.
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 A 635Continued From page 6 A 635

Record review on 11-02-21 of Tenant #1's file 
revealed Global Deterioration Scale (GDS) dated 
6-1-21, 7-1-21, and 10-27-21 revealed a score of 
4, which indicated moderate cognitive decline.  
Tenant #1 had a diagnosis of unspecified 
dementia without behavioral disturbance. 

Review of Tenant #1's Service Plan, dated 
6-1-21, revealed he required hourly safety 
checks in the memory care unit.  The service 
plan noted Tenant #1 had mild to moderate 
disorientation or difficulty recalling/retaining 
information.  Tenant #1 was independent with 
ambulation, but required 24 hour supervision and 
visual checks in memory care. 

On 11-2-21 at 3:27 p.m. Staff A stated at 3:00 
p.m. the previous shift informed her Tenant #1 
exhibited unusual behavior today and included 
wanting to leave and he packed his personal 
items. Around approximately 3:45 p.m. she 
observed Tenant #1 in the common area with his 
dog. She stated she left to attend to another 
tenant and when she returned she observed his 
dog out in the courtyard. She opened the door 
and looked around and did not see him. She 
stated she searched all of the rooms in the 
memory care unit then went outside and did a 
complete visual search of the courtyard and did 
not see him. She stated she radioed the other 
staff that Tenant #1 was missing and to start 
looking for him. Staff A stated she exited the 
memory care unit and heard an alarm from the 
door that goes from the assisted living hallway to 
the courtyard. She stated she opened the door 
but failed to do a complete visual search of the 
courtyard and assumed he was in the building. 
She stated she contained to search and a few 
minutes later another tenant informed her a man 
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 A 635Continued From page 7 A 635

was outside the building and Staff B found him. 
She stated the door from the memory care unit to 
the courtyard had an alarm that did not work. She 
stated there was a storm about a month ago and 
thinks it stopped working then but was not sure. 
She stated management was aware of the issue 
and no increased safety checks were 
implemented. She stated Tenant #1 frequently 
went outside with his dog and enjoyed being out 
there. She stated all tenants were on 30 minute 
visual checks and she felt that was adequate.

On 11-2-21 at 3:00 p.m. Staff B stated Staff A 
stated over the radio that Tenant #1 was missing 
and to start looking for him. She stated she had 
medication to give to another person and 
because she was at the person's door, she 
decided to administer the medications then 
initiated the search for Tenant #1. She stated she 
walked down the hallway and a tenant 
approached her and said there was a man 
outside and he slipped and fell in the grass. She 
went out the northwest door and walked west 
behind the new addition and observed him down 
a sloped hill. She observed him face down and 
his glasses were next to him. She tried to assist 
him up but could not. She notified Staff A she 
found Tenant #1 and called the Registered Nurse 
(RN) for instructions. Staff B stated the RN 
instructed her to call 911 and stay with him until 
they arrived. Staff B stated Tenant #1 talked with 
her and said he needed to get his truck from the 
truckstop. He was transported to the hospital 
when emergency services arrived. 

When interviewed on 11-2-21 at 3:43 p.m. the 
Housing Manager confirmed the alarm for the 
door from the memory care unit into the 
courtyard failed to be in proper working order. 
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 A 635Continued From page 8 A 635

She stated she did not know how long it had 
been out of order. She contacted the security 
company to fix it and stated they failed to come 
when scheduled.  They were scheduled to arrive 
11-3-21. She stated the Program failed to
implement additional safety checks, in addition to
the standard checks which varied for each
tenant.

On 11-3-21 at 3:04 p.m. Staff C approached this 
surveyor and stated she knew why the alarm did 
not work. She reported some time in June there 
was a fire alarm and the fire department could 
not reset the alarm on the door to the courtyard. 
She witnessed the Housing Manger disarm the 
alarm to stop it from beeping and to her 
knowledge the alarm had not been reset.

When interviewed on 11-3-21 at 3:24 p.m. the 
Housing Manager confirmed she disarmed the 
door alarm to the courtyard. She stated it would 
not stop beeping even when she entered the 
reset code given to her by the alarm company. 
She stated she contacted a corporate staff 
member to explain the situation and stated since 
the weather was nice she was not going to get it 
fixed. She stated Tenant #1 liked to go out with 
his dog and wanted him to come and go as he 
preferred. She confirmed she failed to contact the 
security company to come out and fix the alarm 
until after Tenant #1 eloped.
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