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Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210c)
300.1210d)6)

Section 300.610  Resident Care Policies

a)         The facility shall have written policies and 
procedures governing all services provided by the 
facility.  The written policies and procedures shall 
be formulated by a Resident Care Policy 
Committee consisting of at least the 
administrator, the advisory physician or the 
medical advisory committee, and representatives 
of nursing and other services in the facility.  The 
policies shall comply with the Act and this Part.  
The written policies shall be followed in operating 
the facility and shall be reviewed at least annually 
by this committee, documented by written, signed 
and dated minutes of the meeting.

Section 300.1210  General Requirements for 
Nursing and Personal Care

b)         The facility shall provide the necessary 
care and services to attain or maintain the highest 
practicable physical, mental, and psychological 
well-being of the resident, in accordance with 
each resident's comprehensive resident care 
plan. Adequate and properly supervised nursing 

 

Illinois Department  of Public Health
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

02/18/25Electronically Signed

If continuation sheet  1 of 176899STATE FORM Q55611



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 03/05/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Illinois Department of Public Health

IL6003099 02/06/2025
C

NAME OF PROVIDER OR SUPPLIER

FAIRVIEW REHAB & HEALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CODE

602 EAST JACKSON
DU QUOIN, IL  62832

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X5)
COMPLETE

DATE

ID
PREFIX

TAG

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 S9999Continued From page 1 S9999

care and personal care shall be provided to each 
resident to meet the total nursing and personal 
care needs of the resident.

c)         Each direct care-giving staff shall review 
and be knowledgeable about his or her residents' 
respective resident care plan.

d)         Pursuant to subsection (a), general 
nursing care shall include, at a minimum, the 
following and shall be practiced on a 24-hour, 
seven-day-a-week basis:

6)         All necessary precautions shall be taken 
to assure that the residents' environment remains 
as free of accident hazards as possible.  All 
nursing personnel shall evaluate residents to see 
that each resident receives adequate supervision 
and assistance to prevent accidents.

These requirements are not met as evidenced by:

Based on observation, interview and record 
review, the facility failed to provide adequate 
supervision for 1 of 3 residents (R1) reviewed for 
elopement risk in the sample of 9. This failure 
resulted in a cognitively impaired resident (R1) 
exiting the facility without staff knowledge and 
being found approximately two miles away from 
the facility. The failure required the sheriff to call 
an ambulance that transported R1 to a local 
hospital Emergency Room.

Findings Included: 

R1's Facility's Admission Record documented 
admission to the facility on 11/29/22 with 
diagnoses including unspecified dementia, 
unspecified severity without behavioral 
disturbance, psychotic disturbance, mood 
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disturbance, anxiety, bipolar disorder, unspecified 
and Parkinson's disease without dyskinesia. 

R1's Minimum Data Set (MDS) dated 1/17/25 
documented a Brief Interview for Mental Status 
(BIMS) score of 4, indicating R1 has severe 
cognitive impairment. Section GG0170. Mobility in 
this same MDS documented R1's mobility as 
independent for rolling left to right, sitting to lying, 
sit to stand, chair to bed transfer, toilet transfer, 
tub/shower transfer, walking 10 feet and walking 
50 feet with two turns. Section E of this MDS for 
Wandering-Presence and Frequency 
documented behaviors of this type occurred and 
"O" (Behavior not exhibited) was answered to the 
question has the resident wandered? 

R1's Facility Elopement Risk Assessment dated 
2/1/2025 documented a score of 32.0 which 
indicated R1 is at risk of elopement. 

R1's current care plan documents R1 has a focus 
area of risk of elopement with diagnosis of 
Parkinson and ambulates: 6/24/2024 got out the 
door unnoticed and was picked up. Date initiated 
6/24/24. Interventions in place all dated 6/24/2024 
documented 15-minute checks, picture placed in 
wonderer book at nurses' station, and redirect R1 
away from doors.

R1's Facility "Progress Note" dated 2/2/2025 at 
3:35 AM by V5 (Licensed Practical Nurse/LPN) 
documented, she received a call from the local 
sheriff's office, asking if the facility was missing 
R1. V5 stated, not that she was aware of, but 
would go check his room. V5 went to R1's room 
and R1 was not in there. V5 documented there 
had been no recent door alarm noted, except for 
earlier in the night in the bird room about 1 hour 
to 1.5 hours earlier. V5 documented the last time 
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she recalled seeing R1 had been around 1:30 
AM. 

R1's Facility "Progress Note" dated 2/2/2025 at 
3:55 AM by V5 (LPN) documented she notified 
V10 (family) that R1 had wandered out, he didn't 
have any shoes and socks on because he was 
put to bed. V5 documented, when V10 had been 
notified of the incident, V10 stated "What, did he 
escape again?" V5 notified V10 that R1 had been 
taken to local hospital for further evaluation.

R1's Local Hospital History and Physical report 
dated 2/2/2025 at 5:42 AM completed by V15 
(Nurse Practitioner) documented under Present 
Illness that R1 with a history of Parkinson's 
disease, dementia who eloped from the skilled 
nursing facility where he resides was found 
approximately 2 miles from the facility walking in 
socks and a gown. The temperature outdoors 
was 43 degrees Fahrenheit. R1 was brought to 
the emergency room to be evaluated. At the time 
of presentation R1 was found to have an oral 
temperature of 97 degrees Fahrenheit. R1 also 
had purplish discoloration to the bottoms of both 
feet. R1 was chilled and shivering at the time. R1 
was admitted for observation with the diagnoses 
of hypothermia, bilateral frostbite of feet, and 
Influenza.

R1's Local Hospital Emergency Room Report by 
V19 (Emergency Room Physician) dated 
2/2/2025 at 4:07 AM documents under initial 
comments, R1 had been found by a driver on 
(name of local road heading out of town) and was 
walking in socks and a gown. V19 documented 
R1 had evidence of exposure with discoloration 
on bottoms of both feet, abrasions noted to both 
hands, R1 is chilled and difficulty speaking. This 
same document under Course, V19 documented 
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R1 had significant exposure to the cold, unsure 
how long R1 had been outside in the weather, 
away from the facility.  V19 documented, R1 had 
been located approximately 2 miles away from 
the facility and it would take R1 quite a while to 
walk this distance with his medical conditions. 
Under Progress, V19 documented, R1's 
temperature was 97, but R1 felt colder than that 
and R1 was shivering uncontrollable. V19 
documented, R1 had been initiated rewarming R1 
with warmer, intravenous fluids and discoloration 
to feet is the most concern for frostbite.

According to 
https://www.timeanddate.com/weather/@423731
2/historic, on 2/2/25 the temperature in the city 
facility is located in was 45 degrees Fahrenheit at 
1:52 am with a wind speed of 9 miles per hour, 
was 43 degrees Fahrenheit at 2:52 am with a 
wind speed of 8 miles per hour and was 42 
degrees Fahrenheit at 3:52 am with a wind speed 
of 6 miles per hour.

According to https://google.com/maps, R1 
traveled 1.9 miles from the facility to the location 
he was found by police. Also, according to the 
website, the journey would take a minimum of 40 
minutes by foot.

On 2/3/2025 at 1: 30 PM, V5 (Licensed Practical 
Nurse/LPN) stated she had been the nurse 
working the night of 2/2/2025 when R1 had gotten 
outside of the facility.  V5 stated, R1 has the 
tendency to wander the facility. V5 stated, on 
2/2/2025 R1 had not been feeling well and been 
up at the nurses' station around 1:00 AM. V5 
stated, V6 (Certified Nurse Aide/CNA) took R1 to 
his room to lay down around 1:30 AM. V5 stated, 
the door alarm in the bird room went off between 
1:30 AM- 1:40AM. V5 stated, she looked at the 
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camera's and did not see anyone at the front 
door. V5 stated, she left the door alarm on while 
her and V6 (CNA) walked down to the bird room 
door.  V5 stated, when she and V6 got to the bird 
room, R2 had been standing by door. V5 stated, 
she assumed that R2 had been the resident to 
set the alarm off.  V5 stated, she did receive a 
call around 3:30 AM from the local sheriff's office 
that R1 had been found outside of the nursing 
home walking down the road. V5 stated, she had 
not been aware that R1 had been outside the 
facility. V5 stated, she went down to R1's room to 
verify if he had been in there and R1 was not in 
his room or the facility.  V5 stated, R1 had been 
transported to the local hospital via ambulance 
from where he was located outside the facility. V5 
stated, the facility policy is when a door alarm 
sounds, staff is to immediately check the 
cameras and go to the door to investigate what 
caused the door alarm to sound.  V5 stated, if a 
resident is trying to go outside or made it outside 
the facility, staff is to attempt to bring them back 
into the facility and walk outside to double check 
no other resident had gone outside. V5 stated, if 
the door alarm sounds, the staff are to do a head 
count of all residents to verify all residents are 
accounted for. V5 stated, she did not go outside 
when the door alarm sounded the night of 
2/2/2025 to make sure no other resident had 
been outside and staff did not do a resident head 
count to verify all residents were accounted for 
prior to the call at 3:30 AM. V5 stated, she 
assumed R2 had set the door alarm off.  

On 2/3/2025 at 12: 40 PM, V6 (CNA) stated she 
did work the night that R1 did get outside the 
facility.  V6 stated, R1 does have tendencies to 
wander, and exit seek. V6 stated, the bird door 
alarm went off around 1:30 AM -1:40 AM on 
2/2/2025. V6 stated, her and V5 (LPN) went to 
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investigate the alarm. V6 stated, the door alarm in 
the bird room and the front door has the same 
alarm with every other door having a different 
alarm. V6 stated, when her and V5 got to the bird 
room, R2 was the resident they found by the bird 
door while open and she and V5 assumed R2 
had set the alarm off. V6 stated, there are no 
cameras in the bird room to verify anyone exiting 
the facility. V6 stated, she had laid R1 down in his 
room sometime around 1:30 AM on 2/2/2025. V6 
stated, resident bed checks are completed every 
2 hours on even hours but not documented 
anywhere. V6 stated, she did not have R1's side 
of the hall during the bed check at 2:00AM so she 
cannot say if he had been in his bed.  V6 stated, 
V9 (CNA) would have completed the bed check 
for R1 at 2:00 AM. V6 stated, the policy stated if a 
door alarm goes off, staff is immediately to go to 
the door alarm to investigate, do a resident head 
count to verify that no resident had exited the 
building and visually look outside.  V6 stated, she 
and V5 did not visually look outside or do a head 
count on residents after the door alarm in the bird 
room went off. V6 stated, she had been on lunch 
when a call came in around 3:30 AM from the 
local sheriff department that R1 had been found 
walking down the road.  V6 stated, she had not 
been aware that R1 had gotten outside the 
facility. V6 stated, she is not aware of any 
interventions in place for R1 prior to him getting 
out of the facility on 2/2/2025. 

On 2/4/2025 at 10:16 AM, V9 (CNA) stated she 
was working the night R1 got out of the facility on 
2/2/2025. V9 stated, she was not for sure how R1 
got out of the facility, but R1 is a resident who 
does seek exits and wanders the facility. V9 
stated, R1 had been known to get outside the 
facility on multiple occasions.  V9 stated the door 
alarm went off while she had been helping 
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another resident and V5 (LPN) and V6 (CNA) 
responded to the door alarm in the bird room. V9 
stated, V6 reported to her that R2 had been the 
resident who set the door alarm off in the bird 
room. V9 stated V6 did put R1 to bed sometime 
after 1:00 AM. V9 stated, the alarm went off 
sometime after that. V9 stated, V6 reported that 
R2 had been the resident found at the bird room 
door so V5 and V6 thought it was him who had 
set the alarm off. V9 stated, when a door alarm 
goes off the facility policy stated to notify the 
nurse of the alarm, staff are to go to the door to 
see why the alarm is sounding. V9 stated, staff 
members are supposed to look outside to make 
sure no residents had gotten outside when the 
door alarms go off and do a resident head count 
to account for all residents.  V9 stated, she did 
not do a resident head check after the door alarm 
went off.  V9 stated resident bed checks are 
completed every 2 hours on even hours. V9 
stated, she did the resident bed check at 2:00 AM 
down R1's hallway, but R1 was not in his room.  
V9 stated, "I thought R1 had been up at the 
nurses' station, and I should have gone up to the 
nurse's station to make sure R1 was there, but I 
did not."  V9 stated V5 received a call sometime 
around 3:30 AM from the local sheriff's office 
stating R1 had been picked up all the way down 
(name of local road leading out of town) and 
would be taken to the local hospital for further 
evaluation.  V9 stated R1 did not have any 
intervention of 15 minutes checks before the 
incident on 2/2/2025. V9 stated there was no 
resident head count after the door alarm went off.  

On 2/5/2025 at 3:35 PM, V15 (Nurse 
Practitioner/NP) stated he was the provider in 
charge of R1 when R1 was brought into the 
emergency room. V15 stated R1 had been in the 
local emergency room for quite some time before 
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he got to the medical floor. V15 stated, R1 arrived 
at the local emergency room, very cold and 
shivering. V15 stated, the emergency room did 
give R1 some warm IV (intravenous) fluids to help 
warm him up.  V15 stated, it was his 
understanding that R1 had been found 2 miles 
away from the facility, with no shoes on. V15 
stated, R1 did have a diagnosis of hypothermia 
based on his symptoms when he arrived but did 
resolve prior to R1 being discharged. V15 stated, 
in his opinion, you do not have to have a low body 
temperature to be diagnosed with hypothermia, 
R1 had symptoms that included shivering, being 
cold, discoloration to feet and had been outside 
for an extended time.  V15 stated, R1 had been 
observed for frost bite as well because R1 did 
have some purplish discoloration to the bottoms 
of his feet when arriving to the local emergency 
room. V15 stated, this later resolved as well.  V15 
stated, R1 did have an injury to his left under foot 
that he was aware of and observed to be bruising 
and a blister to the area.  V15 stated, R1 had 
been diagnosed with influenza prior to his 
admission for observation. V15 stated, R1 was 
given some Tamiflu to help with symptoms, but 
was not diagnosed with influenza at the hospital.

On 2/4/2025 at 9;10 AM, V10 (Family) stated, she 
received a call around 4:00 AM on 2/2/2025 from 
the nursing facility. V10 stated, when she 
answered the phone, she said "Please don't tell 
me he escaped again." V10 stated, V5 (LPN) 
stated R1 had been found by a passersby driver 
that seen him walking down (name of local road 
leading out of town) and called the local sheriff's 
office. V10 stated, R1 had been found 2 miles 
from the facility and about 2 driveways down from 
her home. V10 stated, R1 did not have any shoes 
or coat on at the time he was found. V10 stated, 
V5 did state that the facility had not been aware 
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that R1 had gotten outside the facility.  V10 
stated, the local hospital did take pictures of his 
feet that had a blister and bruises on his left heel 
and a skinned-up knee. V10 stated, she had not 
been aware of any interventions in place for R1 
prior to 2/3/2025 and R1 had gotten outside the 
facility, twice last summer.  V10 stated, one-time 
last summer, R1 got outside of the building, and 
she had been notified that R1 was standing by 
the facility sign. V10 stated, another time last 
summer in June 2024, R1 had gotten out, a 
passerby in a car called her and notified her that 
R1 had been walking down by the local middle 
school road. V10 stated, at that time, she had 
asked the passerby to have R1 get in her car and 
drive him back to the facility.

On 2/3/2025 at 10:52 AM, V3 (Licensed Practical 
Nurse/LPN) stated, if the facility had a resident 
who is exit seeking or attempting to leave the 
facility, the facility policy is to redirect the resident. 
V3 stated, if a resident does make it outside of 
the facility, a staff member should walk with the 
resident. V3 stated, if they cannot walk with the 
resident, you are to leave the door alarm on for 
another staff member to come and help. V3 
stated, once the resident is returned to the facility, 
there should be a head count of residents to 
make sure every resident is accounted for.  V3 
stated, it was reported to her by V5 (Licensed 
Practical Nurse/LPN) when she arrived for her 
shift on Sunday morning (2/2/2025) at 6:00 AM 
that R1 did get outside of the facility on the night 
shift and had been found between 3:00 am and 
4:00 am. V3 stated, it had been reported to her by 
V5 (LPN) that there had apparently been 2 
residents (R1 and R2) at the bird cage double 
doors when the door alarm went off earlier that 
night. V3 stated, V5 had only been aware of R2 
being witnessed in the bird room with his hands 
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on the door when the alarm went off and V5 was 
unaware that R1 had gotten outside the facility.

On 2/3/2025 at 12:50 PM, V7 (CNA) stated, she 
did work the night that R1 had gotten outside of 
the facility. V7 stated, she had not been working 
R1's hallway that night, however, she had seen 
R1 at the nurses' station around 1:00 AM.  V7 
stated, V6 (CNA) did take R1 to his room to lay 
down around 1:30 AM. V7 stated, resident bed 
checks are completed every 2 hours on even 
hours. V7 stated, there had been a door alarm in 
the bird room that went off earlier that night, but 
she is not sure of the time. V7 stated, if a door 
alarm goes off, staff are to check the door 
immediately, look outside, if a resident is 
attempting to go outside or is outside the facility 
then you are to attempt to talk the resident back 
inside. V7 stated, a resident head count is to be 
done when a door alarm goes off. V7 stated, 
around 3:30 AM, V5 (LPN) did receive a phone 
call from the local sheriff's office that R1 had 
been found walking down the road. V7 stated, V5 
(LPN) did go to R1's room to verify that he had 
not been in there. V7 stated, R1 was not in his 
room. 

On 2/3/2025 at 7:58 AM, V8 (CNA) stated, she 
was notified during report on 2/2/2025 at 6:00 AM 
by V6 (CNA) that R1 had gotten outside the 
facility on the night shift. V8 stated, it was 
reported to her by V6 in report that she had laid 
R1 down in his bed around 1:30 AM. V8 stated, 
V6 reported to her that the door alarm in the bird 
room had sounded sometime around 1:30 
AM-1:40 AM. V8 stated, V5 and V6 responded to 
the door alarm and they found R2 at the door in 
the bird room. V8 stated, V6 reported around 3:30 
AM, V5 received a call from the local sheriff's 
office that R1 had been found walking down 
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(name of local road leading out of town) and had 
been taken to the local hospital for further 
evaluation.  V8 stated, resident bed checks are to 
be completed every 2 hours by staff on even 
hours. V8 stated, if a resident is not located 
during every 2-hour bed check, all staff is 
supposed to look for that resident and notify the 
nurse. V8 stated, the facility policy is if a door 
alarm sounds, staff are to immediately check the 
cameras, go to the door to investigate what 
caused the alarm to go off, check outside to 
make sure no resident made it outside. V8 stated, 
the front door and the bird room door have the 
same alarm sound and there are no cameras in 
the bird room.  V8 stated, if a door alarm sounds, 
after investigating the area, staff is to complete a 
resident head count to make sure all residents 
are accounted for. V8 stated, R1 does have 
tendency to wander the facility and exit seek. V8 
stated, R1 did have 15 minutes visual checks for 
interventions prior to 2/2/2025 but they were 
never documented. 

On 2/4/2025 at 11:03 AM, V12 (CNA) stated, she 
worked the morning that R1 had gotten out of the 
facility. V12 stated, V9 (CNA) reported to her that 
R1 did get out of the facility overnight. V12 stated, 
V9 reported to her that R1 had been laid down in 
bed around 1:30 AM. V9 stated, the door alarm in 
the bird room sounded sometime between 1:30 
AM - 1:40 AM. V12 stated, V9 reported that V5 
(LPN) and V6 (CNA) did go to the bird room to 
investigate the door alarm and found R2 at the 
door. V12 stated, resident bed checks are 
scheduled for every 2 hours on even hours. V12 
stated, if a resident is not in their bed during bed 
checks, the staff are to immediately start looking 
for the resident and notify the nurse.  V12 stated, 
the facility policy states that when a door alarm 
sounds, staff are to respond immediately to the 
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alarm, investigate what caused it and go outside 
to make sure no resident is outside the facility. 
V12 stated, a head count is supposed to be 
completed on all residents after a door alarm is 
set off. V12 stated, R1 does have tendency's to 
randomly exit seek and wander. V12 stated, R1 
did not have any interventions in place prior to R1 
getting outside the facility on 2/2/2025. V12 
stated, R1 did not have 15-minute visual checks 
prior to 2/3/2025.

On 2/4/2025 at 12:56 PM, V1 (Director of 
Nursing/DON) stated, V14 (Director of 
Operations) is the acting administrator at this 
time. V1 stated, she did receive a phone call from 
V5 (LPN) around 3:34 AM on 2/2/2025. V1 
stated, V5 notified her that R1 had been found 
outside the facility by the local sheriff's office. V1 
stated, V5 was not sure at what time R1 had 
gotten outside of the facility. V1 stated, she had 
been notified that R1 had been restless all night 
and had been sitting up at the nurse's station. V1 
stated, V5 notified her that V6 (CNA) had laid R1 
down in his room sometime before 2:00 AM but 
was not sure of the exact time right then. V1 
stated, that was the last time R1 had been seen 
by staff. V1 stated, V5 notified her that the bird 
alarm door did alarm after 1:30 AM. V1 stated, V5 
(LPN) and V6 (CNA) went to investigate the bird 
door alarm when they found R2 with the bird door 
open.  V1 stated, V5 and V6 did close the door 
and walked R2 back to his room. V1 stated, V5 
received a phone call around 3:30 AM from the 
local sheriff's office stating that R1 had been 
found down by (name of local road leading out of 
town). V1 stated, R1 had been taken to the local 
emergency room for further evaluation.  V1 
stated, that the facility policy stated that when a 
door alarm sounds, staff is supposed to go to the 
door to verify why the alarm is going off. V1 
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stated, staff are to look outside to make sure no 
resident had gotten outside and do a resident 
head count to verify all residents are accounted 
for.  V1 stated, V5 and V6 did not go outside to 
make sure any resident had gotten outside, and 
they did not do a resident head count. V1 stated, 
R1 does randomly wander the facility, exit seeks 
and had gotten out of the facility at least two 
times in the Summer of 2024.  V1 stated, R1 had 
been found by a V10's (Family) friend walking 
down the road on (name of local street) on 
6/24/24. V1 stated, R1 had been brought back by 
V10's friend to the facility.  V1 stated, R1 did get 
out of the facility a second time in the summer of 
2024 but only made it to the parking lot before 
staff had been able to get R1 to come back in the 
facility.  V1 stated, R1 did have interventions in 
place prior to 2/2/2025 that included activities, 
sitting up at the nurses' station, and talking to 
staff. V1 stated, R1 did have every 15-minute 
checks placed as an intervention for the 
6/24/2024 elopement. V1 stated resident bed 
checks are completed every 2 hours on the even 
by staff. V1 stated, her understanding was that V9 
(CNA) did not do a bed check on R1 at 2:00 AM 
because V6 had laid him down at 1:30 AM. V1 
stated, there should have been a head count 
completed by staff after the door alarm went off.  
V1 stated, she did review the video surveillance 
tape from the night that R1 got outside of the 
facility. V1 stated, when she observed the 
camera, R1 was taken to his bed to lay down by 
V6 (CNA) around 1:35 AM on 2/2/2025. V1 
stated, at 1:43 AM on 2/2/2025, R1 was seen 
stepping outside of his room, looking into his 
roommates' room across the hallway, then 
started walking down the hallway towards the 
dining room and into the bird room. V1 stated, at 
1:46 AM V5 (LPN) and V6 (CNA) were observed 
going to the bird room to investigate the door 
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alarm and was seen returning with R2 from the 
bird room.  V1 stated, R1 did return from the 
hospital with a bruise to his right lateral heel area 
and abrasion to the right dorsum 1st metatarsal 
joint that happened during the time he had been 
out of the facility on 2/2/2025.

On 2/4/2025 at 1:30 PM, V14 (Director of 
Operations) stated, she had been notified by V1 
sometime Sunday 2/3/2025 morning that R1 had 
gotten outside the facility. V14 stated, she is not 
for sure what time that morning she received the 
call. V14 stated, V1 did notify her that R1 had 
been laid down by V6 (CNA) sometime in the 
night. V14 stated, she had been notified that the 
bird alarm door did go off and staff did go 
investigate the area. V14 stated, she is not aware 
of what time the door alarm had gone off.  V14 
stated, V1 did notify her that when V5 and V6 
went to investigate the alarm they found R2 
standing at the bird room door. V14 stated, that 
V5 received a phone call around 3:30 AM from 
the local sheriff's office that R1 had been found 
outside the facility.  V14 stated, the facility policy 
documented that staff is to complete a resident 
head count when the door alarms are sounded. 
V14 stated, staff should also be checking outside 
to make sure no resident made it outside the 
facility. V14 stated, there was no resident head 
count completed by staff on 2/2/2025 prior to the 
local sheriff's office notifying them that R1 was 
found outside the facility.  

On 2/5/2025 at 2:07 PM, V11 (Medical 
Director/Primary Care Physician) stated, he did 
visit R1 on Monday (2/3/2025) morning at the 
local hospital and Monday afternoon at the facility 
but did not document his progress note until 
2/4/2025.  V11 stated, his understanding after 
talking with V15 (Nurse Practitioner/NP), had 
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been R1 was admitted for observation for 
hypothermia but did not need any treatment.  V11 
stated, V15 probably needed to justify keeping R1 
for the observation. V11 stated, he had been 
notified that R1 had been found down the road 
from the facility but did not know how far R1 had 
been. V11 stated, V15 discussed the bruise noted 
to R1's left heel with him, but V11 did not evaluate 
the bottom of R1's feet. V11 said V11 had seen 
R1's wound pictures at the facility on 2/3/2025 
when staff showed him.  V11 stated, he cannot 
say if the blister to the right big toe came from 
R1's elopement from the facility. V11 stated, he 
had not been aware of the R1's frost bite 
diagnosis at the time he saw R1 in the hospital.  

On 2/4/2025 at 11:29 AM, R1 was noted in a 
regular sitting chair next to the nurse's station, 
alert but not oriented. V13 (LPN) removed both 
shoes and socks to evaluate R1's feet. 
Observation made of a bruise to R1's left heal 
approximately 2 centimeters (cm) by 1.5 
centimeters, the right big toe noted to have 
redness the length of toe with a blister 
approximately 1 cm x 1 cm, and R1's right knee 
with a blister noted approximately 1.5 cm by 1/2 
cm. V13 stated, it is her understanding that R1 
returned from the hospital with these areas.

R1's Facility's Wound Evaluation dated 2/3/2025 
at 2:26 PM, documented #4 Abrasion to the right 
dorsum 1st metatarsal phalangeal joint new. area 
0.19 centimeters (cm), length 0.46cm and width 
0.53 cm. Picture attached with evaluation. 

R1's Facility's Wound Evaluation dated 2/3/2025 
at 2:28 PM, documented #6 Bruise to right 
heel-lateral-new. area 1.85 cm, length 1.45 cm, 
width 1.69 cm. Picture attached with evaluation. 
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Facility's "24 Hour Door Alarm Policy" (revised 
1-1-2024) under Procedure for when alarms 
sound: step 1. Upon hearing the alarm, the staff 
will visually check to see which door has alerted. 
Staff will then visually check that door. 2. The first 
available staff member will deactivate the alarm 
and visually check the area around the door. 
(immediately outside the building, surrounding 
rooms, etc.). 3. If there is no obvious reason for 
the activation of the door alarm, an immediate 
head check will be initiated with wander risks 
being counted first, then all remaining residents, 
until all are accounted for.

(A)
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