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S 000! [nitial Comments S 000

| Complaint Investigation: 2392801/IL158347

$9999 Final Observations $9999

i
Statement of Licensure Violations:
{ 300.610a)
300.1210a) f
! 300.1210b)
300.1810e)
300.1810k)
300.1820c)2)4)B)
]

I
|

| 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 i
| 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 shali 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 ’
| a) Comprehensive Resident Care Plan. A
| facility, with the participation of the resident and
the resident’s guardian or representative, as [
f applicable, must develop and implement a
| comprehensive care plan for each resident that

includes measurable objectives and timetables to Stateme tAt;hchmentA

meet the resident's medical, nursing, and mental nt of Licensure Violatione {
i and psychosocial needs that are identified in the '
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resident's comprehensive assessment, which
allow the resident to attain or maintain the highest
practicable level of independent functioning, and
provide for discharge planning to the least |
restrictive setting based on the resident's care '

needs. The assessment shall be developed with '
the active participation of the resident and the
resident's guardian or representative, as
applicable. |

b} The facility shall provide the necessary care l
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
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

Section 300.1810 Resident Record Requirements |
e) The record shall include medically defined |
conditions and prior medical history, medical
status, physical and mental functional status,
sensory and physical impairments, nutritional
status and requirements, special treatments and |
procedures, mental and psychosocial status,

discharge potential, rehabilitation potential, ,

cognitive status and drug therapy. |

k) Discharge information shall be completed
within 48 hours after the resident leaves the
facility. The resident care staff shall record the
date, time, condition of the resident, to whom
released, and the resident's planned destination
(home, another facility, undertaker). This [
information may be entered onto the admission
record form.

' Section 300.1820 Content of Medical Records |
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c) In addition to the information that is specified
above, each resident's medical record shall
contain the following:

2) Aphysician's order sheet that includes
orders for all medications, treatments, therapy
and rehabilitation services, diet, activities and
special procedures or orders required for the
safety and well-being of the resident.

4) An ongoing record of notations describing
significant observations or developments

to treatments and programs.

B} Significant observations or
developments regarding resident responses to
activity programs, social services, dietary
services and work programs shall be recorded as
they are noted. If no significant observations or
developments are noted for three months, an
entry shall be made in the record of that fact.

This REQUIREMENT is not met as evidenced by:

There are multiple deficiencies identified.

A. Based on interview and record review, the
facility failed to allow a resident to return to the
facility after being out on a facility provided pass.
The facility did not properly discharge the resident
and did not have documentation of efforts to
provide the resident with proper notice of
discharge. This failure resulted in R1 being in the
community unsupervised and without therapeutic
medication. R1 was subsequently admitted to
the hospital for aggression and presented with
exacerbation of mood and psychotic symptoms.

B. Based on interview and record review, the
facility failed to properly supervise a resident with

regarding each resident's condition and response |
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Findings include:

behavior.

$9999 Continued From page 3

C. Based on interview and record review, the
facility failed to monitor residents who were
identified as needing staff supervision during
smoking breaks and failed to supervise residents
without an independent community pass while out |
in the community with other residents. These
failures affected 19 of 25 residents who were
reviewed for supervision while smoking with
community access.

1.) R1is a 37- year-old male who was admitted
to the facility on 12/22/2022, with past medical
history including, but not limited to bipolar
disorder unspecified, moderate intellectual
disability, essential primary hypertension,
hyperlipidemia, type 2 diabetes mellitus without
complications, nicotine dependence, other
symptoms and signs involving appearance and

a known history of elopement who was assessed |
as requiring staff supervision for ambulation on
and off unit; failed to supervise the resident while
smoking; failed to have a physician order for
unsupervised outside pass privileges; failed to
follow their policy for missing resident/elopement; |
and failed to follow their behavior management
level program agreement. These failures affected
one of one (R1) resident reviewed for supervision |
and resulted in R1 leaving the facility on 3/28/23
while on an unsupervised smoke break. While
out in the community, R1 was without access to
food, shelter, or therapeutic medication and was
subsequently admitted to the hospital on 4/10/23
for aggression and presented with exacerbation
of mood and psychotic symptoms.
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Review of facility Minimum Data Set (MDS) dated i |
3/23/2023, section G (functional) coded R1as |

requiring supervision for all ADLs including

ambulation on and off unit,

The facility's "Release of Responsibility for Leave
of Absence" form is used as the facility's sign out

. sheet for all residents. This form showed that R1 |
signed out at 10:15AM on 3/28/2023 to go out to
the front of the building but never signed back in. |

Progress note dated 3/28/23 reads that R1 was
granted an independent community pass. During |
an unsupervised smoke break, R1 left the facility
and did not return.

On 5/2/23 at 10:40am, V2 (Chief Nurse Officer

Regional} said that the plan was for R1 to

discharge back to a similar (supportive living)

facility as he was previously in, before June. R1

is alert and oriented with a BIMS 15. R1 was |
taking his medication and was not part of the

Colbert Program because he was short term. He

was last seen by the psychologist on 3/20/23. R1 |

left on 3/28. He signed out on pass and had no

guardian or POA, We found out that he wasn't | |
coming back when we spoke with his mother on

4/5; that's when his mother confirmed that he |

wasn't coming back. On 331 R1's mother said

that he's probably at a relative's house or a ‘
shelter. Then we reached out to shelters to see if

he was anywhere. We did not have his cell

phone number and the mother would not give it to :

us. He never came back for his medication and I
his belongings. R1's sister came to pick up his -
personal belongings on 4/23. I ‘

On 5/1/23 at 10:38AM V21 (Family Member) said,
R1 left the facility before in January, improperly i
dressed without coat and socks in the cold. He |
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was originally transferred to this facility because
he needed treatment for his mental health and
assistance with activities of daily living. V21 said
she begged staff not to give R1 a pass to the
community because he was likely to leave and
not return and he was unable to take care of
himself without assistance. When V21 was
notified that R1 left on pass and did not return on
3/28/23, she called the facility and asked why
staff would give him a pass when R1 already
showed that he can't take care of himself.

During an interview with R1's relative on 5/3/23 at
2:49PM V20 (Family Member) said, R1 never
finished high school and has exhibited psychiatric
problems since he was a young adult. V20 said,
R1 can feed himself and dress himself, but he
needs help with his other needs such as cueing |
for maintaining hygiene and taking medications. |
V20 indicated that R1 cannot make sound
decisions and because of this, she became his
representative payee after his grandmother, who
was the previous payee, passed away. V20 said,
R1 ended up in another nursing facility in (name
of city), after being hospitalized at some point |
when he left this facility.

5/52023 at 11:23AM, R1 was interviewed over

the phone with V21 (Family Member) on a
three-way call by the survey team and he said, |
was on a red pass and went outside and kept
going. | went to see if | could find another nursing |
home to go to. | was hoping to transition to an i
independent facility with a single room and | didn't |
know that | would be sharing a room with three
other people before | got here. | was gone for
about a week. | was hopping trains most of the
time. | am staying at (homeless shelter) now.
When | left, | went to my sister's house and she
gave me $15, that's all the money that | had. |
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didn't take any medication from the facility and

didn't have any food. R1 was alert and oriented |
but responded slowly, speaking with disorganized ’
thoughts. | came back to the facility but a white

woman in the therapy office said ! couldn't come

back unless | went to the hospital first. | went to

the hospital, and they said | still couldn't come ,

back. They didn't help me get there. | walked to

the fire department across the street and told

them that they wouldn't let me come back and

they took me to the hospital, then they sent me to

another hospital, and | stayed there for about a

week. | still had belongings like a bag of clothes
and stuff, but they didn't tell me | could get it. My
previous facility sent me to the current one
because | told them that | didn't want to be there
anymore. V21 added that R1 can't manage his
own money. If it were left up to him, he would
never pay his rent or eat nutritious food. His
grandmother was his payee before she died and
now my daughter (R1's sister) is the payee.

Review of resident's medical record show the |
following progress note documented by V10 |
{Psychiatric Rehabilitation Services
Coordinator/PRSC) on 1/31/2023 at 9:32AM:
Resident approached writer (for the seventh time) |
about getting an independent pass. Writer

denied resident request and explained that
because he was just readmitted from the hospital
that he was ineligible for a pass at this time.

Resident stated that he understood. Writer will | I
revisit topic later. Another progress note dated
1/31/2023 at 14:30 states in part: It was brought
to writers' attention that resident has an
unauthorized exit from the facility. Resident
Mother notified facility that resident visited sisters’
home and was provided funding to return to [the |
facility]. Facility aware of resident exit. At this ‘ |
time, a missing person's report has been filed and?

| -
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awaiting Resident return. MD (Medical Doctor),
Administration and Nursing aware of all the
above.

Care plan initiated 1/7/2023, with no goal stated
that resident verbalizes the need to leave the
facility. Interventions includes discuss with family |
and representative the discharge planning
process, provide resident and/or family
representative education that may include daily
activity plan, diet, treatments, medications, etc.,
provide services according to car plan in an effort
to enhance optimum wellbeing that may include
any or all of the following: therapies as ordered,
dietician consult, pain management, wound care,
IV freatment. Review of resident's care plan did
not show an active care plan for risk of
elopement. Most recent care plans reviewed for
R1 documented that Level Il {peer) and Level 11|
{independent) pass were both implemented on
2124123,

Community Survival Skills Assessment dated
3/28/23 was signed by V4 {Director of Behavioral
Health) on 3/29/23. R1 left the facility
unsupervised on 3/28/23.

On 5/2/23 at 12:32PM, surveyor requested
documentation that would support R1 going out
with a peer pass. V1 said, unfortunately, those
documents are not a part of the resident's record
and are not kept. They are currently in the shred
box. We have some people locking through them
to see if we can find them. During the course of
this survey, the facility did not provide |
documentation that R1 went out and was
supervised on Level |l pass at any time. |
|

Review of Smoking Safety Risk Assessment
dated 3/12/23 by V10 (PRSC) noted that R1
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required supervision while smoking and was not
able to store smoking materials.

On 5/2/2023 at 1:40PM, V10 (PRSC) said: | have
been working here for about a year and R1 was
my resident. He was hospitalized back in I
January hecause he eloped, and we were i
monitoring him so it wouldn't happen again.
When he eloped the first time, it was because he
wanted to go out into the community. The last
time he left, he looked and didn't come back. |
categorize elopement as an unauthorized exit.
No point when | talk to him there, he expressed
‘issues with wanting to leave the facility because
he said he didn't have anywhere else to go. As
far as discharge, R1 was locking to transfer to a
different facility, and | was working with him to get
discharged. He didn't want to share a room with
other people. He had expressed itto me. At
some point | called around to a few places but
none of them had single rooms and so | asked
his mom and his sister to come up with some ,
suggestions and let me know. Surveyor
requested documentation of any referrals that

V10 might have sent out to other facilities or any
documentation of discharge planning with the !
resident or family, but none was presented.

On 5/3/23 at 2:50pm V10 (PRSC) said-that |
created the elopement care plan as part of the
plan of correction for the elopement that occurred |
on 1/31/23. | discontinued the care plan 2/24/23 ‘
because we decided that R1 could work on

getting a community pass.

On 5/3/24 at 3:40pm V10 said, as far as the
elopement assessments, from my understanding
because R1 was trying to get a community pass,
we couldn't mark him as being at risk for I
elopement. [ scored it as no risk so that he would
be eligible to petition for a pass even though he
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eloped in the past. |

Facility Policy titled "Community Pass Guidelines" |
revised 11/25/19 states in part: The resident has |
the right to community access with the consent of |
the facility, physicians' orders, and the resident'
cooperation with the standards described within.

Review of most recent physician orders for R1 did
not show any order for independent community
pass. I

On 5/3/23 at 12:16PM, V1 (Administrator) said,
when the residents write "front” on the sign-out
sheet, it usually means they are going out to
smoke. When R1 went outside, he was expected
to smoke and come back in but since he had a
community pass it wasn't unusual that he did not
come back right away.

On 5/4/23 at 1:45PM V15 (Mental Health
Tech/MHT) said, | was working a double on the
day that R1 went outside and did not return. He
went outside to smoke and didn't come back in
the with other residents, but | didn't think too
much of it because he had an independent pass.
We don't supervise residents who go out to
smoke on the front because they have a peer or
independent community pass. R1 had had the
independent pass for a long time but they never
told him about it, so he didn't know. Since | was
there later that night, | noticed that it was around
7 or 8pm that he had not returned. | informed
V10 (PRSC) and the nurse. I'm not sure what
they did after that.

On 5/4/23 at 3:30PM, V18 {Licensed Practical
Nurse/LPN}) said, | worked 3-11PM shift the day
that R1 left. The CNAs were doing head count

jllinots Depariment of Public Health
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and noticed that R1 was not in the building. |

don't remember seeing him during my shift. | was|
informed that R1 was on community pass from

the previous shift and had not returned around
8pm. | called V1 {Administrator), and he

infarmed me to call the police and then he called
and asked the MHTs (Mental Health Tech) that
were in the building to go and look for him in the
surrounding area. | called the police and gave
them a description and they asked me if | wanted
to file a missing person's report and | said no
because | didn't think he was missing but still out
on pass. | called the family to Jet them know that
he had not returned. | heard that he came back

to the facility some days later, but they wouldn't

let him come back and sent him to the hospital.

Facility policy titled, "Code Pink- Missing
Resident/Elopement” revised 11/15/18 states in
part: All personnel are responsible for reporting a
cognitively [impaired] resident attempting to leave
the premises, or suspected of missing, to the
Charge Nurse as soon as practical. This includes|
any resident that did not sign out on pass andfor |
did not notify a staff member of his or her leaving. |
The following steps should occur: 3. Notify the
sheriff and/or police department and file a

missing person report, |

The facility was unable to provide any |
documentation that a missing person’s police
report was filed on 3/28/23 for R1.

Facility progress note dated 3/29/23 at 8:02PM
written by V26 (Assistant Director of
Nurses/ADON) said that R1's mother was called |
and left a voicemail. |

Progress note dated 3/30/23 at 2:50PM said that !
R1's mother called the facility saying she needed |
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run away.

that day.

$9999 Continued From page 11

to speak with a manager and wanted to know why
we gave her son community access so he could

Progress note dated for 3/29/23 at 8:47 AM was
written on 3/30/23 at 2:50pm and said that a
missing person's report was filed for R1 with the
local police department. Surveyor called the
police department and a representative indicated
that there was no report filed for R1 missing on

Further review of progress notes written on
3/29/23, 3/30/23 and 3/31/23 indicated that facility
staff were calling various shelters, hospitals, and

the morgue but they were unable to locate R1.

Progress note written on 4/5/2023 at 6:53pm by
V10 (PRSC) stated, "Writer spoke with resident's
mother. She confirmed that resident was located |
and prefers to be homeless over returning to the |
facility. Administration notified. Writer asked for
resident's phone number, but mother declined.
Writer encouraged mother to reach out to
resident and see if he was interested in returning.
Writer also explained the 10 Day policy."

Hospital record dated 4/8/2023 at 6:23PM
documents the following: 37-year-old male
presents to ED for psych eval, patient reportedly
left a nursing home and is wanting to go back,
however patient was told he needs to come to ED
for evaluation prior to returning. Patient denies
HI, delusions, hallucination. There are no other
complaints at this time. He was evaluated and
nurse to nurse communication was documented
from the hospital to the facility at 9:32PM.

At 10:33PM, the same hospital record
documents: Patient discharged, instructions
given, follow ups discussed. Patient verbalized

$§9999
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understanding, shows no signs of distress,

patient is alert and oriented. Patient going back

to previous facility, blood pressure elevated, Ed

MD aware, patient has no other questions or ! |
concerns at this time. |
At 11:44PM, same medical record documented
the following: Facility RN called after receiving
over the phone report stating that patient was .
discharged a week ago, this RN explained to the
nurse that was not communicated. What was
explained is that the worker and the previous RN
was told that patient needed to have psychiatrist
evaluation prior to being discharged back to the
nursing home. The nursing home RN stated, |
just came on shift and was told about this and f
(ambulance company) won't take him back to [

you. This is the same nurse who took report prior

to patient’s departure, she also stated, "l am just

fulfilling orders and will speak to my

management.”

Fire Department run sheet dated 4/08/23 at
6:18PM stated, in summary, patient presented to
EMS as a walk-in patient stating he needed to be
mentally evaluated prior to returning to his |
housing. Patient was assisted to the ambulance

and secured and assessed. Patient was

transported to [local hospital]. ED (Emergency

Department) contacted with report and received

no orders. Patient arrived at the ED where care

and report were transferred to the [ED .
RN/Registered Nurse]. i

Incident address on the report indicated this fire

department station is located across the street

within view of the facility.

According to google maps, the distance from the

facility to the nearest hospital is 4 miles.

5/5/2023 at 10:57AM V27 and V28 (Emergency

Medical Technician from the local Fire |

llinois Department of Public Health
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Department) said that R1 walked up to the station |
and knocked on the door. He said he came from
the nursing home across the street, and they told
him to go to the hospital. We didn't talk to the
facility at all because we didn't see that there was
any point in that once we had assessed him and
got him situated on the stretcher. We were
pressed for time. | have personally gotten a call
from {R1) before, so | was familiar with him and
knew that he lived at (facility). R1 called 911 back
in January because they were trying to send him
to the hospital, and he said that the private
ambulance was taking toc long. He said he
wanted to go somewhere else but ultimately, we
ended up not taking him because he needed a
psychiatric evaluation, and the nearest hospital
wouldn't have been able to treat him for that. |
haven't had any additional calls or any instances |
where a resident has come over to say they are |
being denied entry. -
Emergency department (ED) physician progress
note dated 4/9/2023 at 3:35AM documented:
37-year-old developmentally delayed presents for
psychiatric evaluation after voluntarily leaving
nursing home, returning after 8 days. He states
he would like to go back; they are requesting that
he be evaluated. Denies any Sl {(Suicidal
ideation), HI (homicidal ideation) hallucinations,
bizarre, however this appears to be his baseline.
No physical complaints of shortness of breath,
vomiting, abdominal pain, calm cooperative...he
was subsequently transported via EMS
(Emergency Medical System). | was informed
subsequently that the supervisor at the nursing
home had discharged the resident from their
facility, RN {Registered Nurse) did explain to

them that this is inappropriate, we were not
informed of this, and patient has already been
discharged and accepted back to the facility, they
Minols Department of Public Heaith
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will speak to their superior.

Hospital record also included hospital nurse's

note dated 4/9/2023 at 10:13AM, which | !
documented: patient received from EMS with

reports of aggressive behavior...came to this ED

yesterday for evaluation, then sent back to the ‘
facility but was told he needs inpatient stay and

that his medications need to be adjusted.

Emergency department nurse's note dated |
4/9/2023 at 11:11AM includes received a call from | |
facility administrator stating that patient was out

on pass and never returned and was discharged

from the system. He reported that patient has

displayed this behavior before, administrator was | |
given a fax number to send discharge instructions |
so that alternative placement can be secured,
patient made aware that he cannot return to the
facility.

On 5/3/2023 at 2:20PM, V12 (Facility 2
representative) stated that the resident was

admitted to their facility from 4/18 to 4/24/2023

with a diagnosis of schizophrenia. R1 was

admitted from a psychiatric hospital from 4/10/23

to 4/18/2023 before coming to their facility.

Hospital record dated 4/10/2023 states the
following: Patient presents as 37yr year old male
previously diagnosed with
schizophrenia/schizoaffective disorder presents
to the emergency room after exacerbation of
mood and psychotic symptoms. Per petition,
patient received from EMS with reports of
aggressive behavior, patient received alert and
cooperative, endorses that he was out on pass
for 6 days, attempted to go back to facility and
they informed him that he needs a psychiatrist
evaluation, and he came to this emergency room
ilinois Depariment_of Public Health
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yesterday for evaluation, patient then went back
to the facility and was told that he needs an
inpatient stay and that his medications needs to
be adjusted.

R1 was transferred to another hospital in (name

of city) where he was admitted on 4/10/23 for a
chief complaint of aggression. This hospital
record dated 4/10/23 documented that R1 was
diagnosed with schizoaffective disorder/ ,
Schizophrenia and Mild interpersonal conftict and |
was started on quetiapine {an antipsychotic
medication). During assessment, in the History
and Physical section, it was noted that R1
exhibited psychotic disorganized thought process,
appeared to be responding to internal stimuli and
exhibited guarded demeanor and paranoid
ideation. Behavior appeared impulsive and
unpredictable. During this assessment, R1
admitted to having a previous history of poly ;
substance abuse. |

5/4/2023 at 3:30PM, V18 {Licensed Practical
Nurse/LPN}) said that she recalls the resident, he
was assigned to the set with R1 on 3/28/2023 but
R1 was already gone by the time she came to
work on second shift. It was reported to her that
R1 was out on community pass and did not

return. When they had a head count around 8PM |
they noticed that the resident was still not back,
they searched all the rooms and did not find him,
V18 notified the administrator who instructed her
to inform all the MHTs (Mental Health Technician)
to go out and search for R1 within the area. The
administrator also told her to call the police. V18 |
said that she called the police and gave them a
description of the resident. The police asked her
if she wanted to file a missing person report and
she said no because she was thinking that the
resident would come back. V18 stated that she
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also called the family. V18 was asked if R1 ever |
expressed the need to leave the facility and she

said no, but one time he brought a paper for her

to sign stating that he has been of good behavior |

and taking his medications. V18 said she told

him that she could not sign the paper because |
she does not know him well enough to sign that.

V18 also said that she heard that the resident

came back to the facility a couple of days later

but was sent to the hospital.

5/5/2023 at 1:11PM V4 (Director of Behavioral
Health) said that she does not know of anytime
R1 returned to the facility after he left. V4 does
not normally work the weekend. If resident
showed up, the facility could have given him
verbal direction on how to get to the hospital.
Surveyor asked V4 why the facility would give the |
resident verbal direction and she said, he is
independent and out in the community, he was |
considered as gone AMA (against medical |
advice)} after he signed out on a pass and did not

return. V4 was asked if R1 still had belongings at | |
the facility after he went out on a pass and she
said that she is not sure if the resident had any
belongings; if he did, staff could have assisted
him. V4 added that R1 never told her that he
wanted to be discharged.

5/5/2023 at 1:39PM, V1 {(Administrator) said that
R1 came back to the facility after he left, inquiring
about food and they explained to him that he has
gone AMA and would have to go to the hospita!

for evaluation. V1 said that the facility called the
hospital ahead of time and they were requesting a
referral. They went back and forth with the '
hospital about it. V1 added that he was not
present at the facility when R1 returned, a staff
member called him, and he cannot recall who the

| staff was because he does not work on

liinois Department of Public Health
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Administrator} said,

community pass."

discharge list.

4/5/2023.

$9999 Continued From page 17

weekends. V1 was asked if they asked R1 to
sign the AMA paper at that point and he said, no, ||
am not sure why not. V1 said that he asked
someone at the facility to give R1 a sandwich
since R1 said that he was hungry.

On 5/5/23 at 3:40PM V34 (Assistant

it was administration who

decided that R1 would be discharged. He did
have some belongings that were left behind that
his sister came to pick up about a week ago.

Review of ombudsman notification of
discharge/transfer for the month of April
presented by V4 did not have R1 listed as being
discharged in April. The same document for the
month of March documented that R1 was
discharged on March 28, 2023, the same day that
he left the facility on pass. R1's discharge
location was listed as homeless and the
comments stated, "resident eloped from

Review of facility census showed that resident
was active as a resident until 4/5/2023. Surveyor
presented this observation to V1{Administrator)
and V4 (Director of Behavioral Health). V1 said,
R1 did not elope, that is an awful use of the word.
We realized that he was not coming back after
speaking to the mother, R1 was not discharged in |
March and should have been on the April

5/9/2023 at 2:24PM, V30 (Bookkeeper) said that
no one notified her that R1 had been discharged.
She saw it on the facility census and updated her
record. R1 was discharged from the facility on

On 5/9/23 at 2PM V29 {Medical Director) said, |

59999
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was not made aware of R1 leaving the facility
during a smoking break unsupervised. The staff
should be supervising smoking breaks all the
time. If the resident left even for 10 minutes, they |
should have enacted the protocol by going to look |
for him, to find him. In this case the resident
absconded and would not be considered leaving |
against medical advice. Leaving against medical
advice requires an understanding, provided to the
resident that they are teaving the facility who is
providing care for their needs. They must sign
out to ensure their understanding that, even
though they may not have access to food,
medication, and safe shelter, they are choosing to
leave the facility. If they refuse to sign, then that
should be witnessed by more than one person
and communicated to the administrator. My
understanding of the peer pass system is that
when a resident first comes into the facility, they
have a three-week observation in order to
determine if they can follow the rules and be safe
in the community. The team says this resident is
okay and gradually gives them a pass to go
outside- usually for a limited time. Residents
cannot be supervisory agents of one another.
Someone who needs supervision can go outside
and into the community, but they should be
escorted by a staff member because staff has
some legal standing and a level of responsibility
for keeping the residents safe. At the very least,
they will be able to observe the resident if they
decided to go off and leave because then the
staff member would be able to communicate that
and the protocols for finding the resident will take
place. Common sense tells me that residents
cannot supervise each other. If smoking breaks
were supervised, it would 100% prevent people
from taking off. | haven't been made aware of
anything like this happening before but
occasionally if someone wants to leave and they

llinois Department of Public Health
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let me know. | say to follow the protocol. The
circumstances of allowing this resident who has
absconded back into the facility, depends, such
as how is the resident presenting? Does he
appear to be safe to come back into the facility?
Sending the patient away at the door would not
be advised, particularly if the resident had a
relationship with the facility and has recently been
living there. They should not have told him to find
his way to the hospital alone, but they could have
sent him to the emergency room using an
ambulance or emergency services to ensure safe
transport.

Review of facility AMA (Against Medical Advice)
policy revised 3/22/22 stated in part that it is the
policy of the facility to acknowledge the right of a
resident to sign him/herself out of the facility
without the consent of or an order from the
attending physician providing that the resident
has the decisional capacity to do so. Under
procedure, the policy states that prior to leaving
the facility, discharge planning must identify the
discharge destination, and ensure it meets the
resident's health and safety needs as well as
preferences. The resident's physician will be
notified of the resident's request to leave the
facility against medical advice. The nurse on duty
will provide the resident and/or legal guardian of
information regarding the resident’s current
treatment and medication regimen. Medications
will be provided to the resident or the legal
representative with physician conversation that
harm would ensue without such medications,
Any resident or legal representative choosing to
discharge or be discharged without the consent
of, or an order from the attending physician is
expected to sign the AMA form. In the event that
resident is signing himself/herself out AMA,
hisfher legal representative and /or family
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member will be notified by facility personnel.
Resident leaving the facility against medical
advice is responsible for their own transportation
with the safety of the resident maintained. If
resident is unable to physically transfer/discharge
self from the facility safely, the facility will notify
the resident's representative/POA, and
ombudsman. APS (Adult Protective Services) will
be notified if the facility feels the AMA discharge
setting does not meet the resident's post
discharge and appears unsafe.

Document titled, Discharge Planning Guidelines
{review date of 1/2/23) presented by V1
{Administrator) includes: ...discharge planning is
the process of creating an individualized care
plan, which is part of comprehensive care plan. It |
involves...to develop interventions to meet the |
resident’s discharge goals and needs to ensure a | |
smooth and safe transition from the facility to the
post-discharge setting. The same document
stated that discharge begins at admission and is
based on the resident's assessment and goals for

care, desire to be discharged, and the resident's

capacity to discharge. The same document

continues that discharge planning process should
include, but not limited to the following: ensure .
that the discharge needs of each resident are
identified and result in the development of a
discharge plan for each resident. Involve the
resident and the resident representative in the |
development of the discharge plan and inform the
resident and resident representative of the plan.
Address the resident's goal of care and treatment
preferences. Inquire about their interest in
receiving information regarding returning to the
community. If the resident indicates an interest in
returning to the community, the facility will
document any referrals to local agencies or other
appropriate entities made for this purpose.
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2.) According to a list provided by the facility, nine |
residents (R6, R8, RS, R10, R11, R12, R13, R14 |
and R15} have been assessed to have a Level Il
"Peer Pass." Of those nine residents, seven of
them {R6, R8, R9, R10, R11, R12 and R14)
smoke and were assessed to require supervision
while smoking (Safe Smoking Assessment). 10
residents (R7, R16, R17, R18, R18, R20, R21,
R22, R23 and R24) out of 15 residents who have |
an independent (Level lll) community pass

smoke and have been assessed to require

supervision while smoking.

Smoking assessments for R6, R7, R8, R9, R10,
R11,R12, R14, R17, R18, R19, R20, R21, R22,
R23 and R24 were reviewed and noted to be
updated on 5/5/23. Elopement assessments for
theses residents were also reviewed.

On 5/8/23 at 12:54FM V4 (Director of Behavioral
Health) said, we went and reassessed all the
residents who have a community pass to make
sure their assessments reflect that they are
appropriate to be out in the community. We
combined the community survival assessment
with the elopement risk assessment. The
smoking assessment has a point system that
automatically generates the points, but | don't
recall what the point scale is evaluating or what
the numbers mean on the assessments. Itis
appropriate for residents to smoke in front of the
facility unsupervised because they have a
community peer or independent pass. Residents |

can't light their own cigarettes because they need

supervision while smoking. The cigarettes are lit

by the receptionist or the MHT (Mental Health

Tech) that lets the residents out of the building

during smoke breaks.
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On 5/08/23 at 2:00PM V1 {Administrator) said, we
are working on the policy now, and have decided
to get rid of the Peer Pass system. We will
implement the policies tomorrow once they have
been approved. V1 presented revised policy
which was approved with the abatement plan on
5/9/23 at 10:30AM. In the Facility's "Behavior
Management Level Program" Level ||
expectations were revised to indicate that this

pass will be with staff only, whereas the previous |

system in place allowed residents to go out into
the community with and be supervised by their
peers.

On 5/9/23 at 3:35 PM V3 (PRSD) said, per the
new policy we have incorporated two additional
smoke breaks at 10:45AM and 5:30 PM that will
be supervised by either the activity staff or the
MHT. We have taken all the blue passes (Peer)
and the residents who don't have passes will
continue to smoke supervised on the back patio.
Residents are now able to go out into the
community if they are with staff. All the residents
who have been assessed to have a Level il {peer
pass) have been reassessed and their care plans
have been updated. 1, (V4), the psychotropic
nurse, V26 (ADON), and the medical team have

been updated on the new policy. The goal is for |

every staff member to be updated on the new
policy by the end of business day. Residents still
have the opportunity to have a red independent
pass where they can go out alone.

On 5/9/23 at 3:35 PM V31 (MHT) and V32 (MHT)
were interviewed regarding the new policy. V32
said we were just updated coming into the facility
that there will be no more blue passes. Residents
who leave the building need to be supervised and
it will take 30 days to move up a level to get an
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independent pass. V31 said things that would be | |
looked at in order for a resident to get a level

three pass are hygiene, making sure they attend
their groups regularly and supervision during i
group outings to see how they behave. V32 said |
the residents can go outside as long as activities |
or the MHT take them out. V31 said this new

policy started today. I've been working here for

about six months. V32 said | started two months

ago. V31 said if a resident is missing or leaves

the group while we're outside, we're supposed to

report it to the Administrator right away.
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