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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to implement person centered
Residents Affected - Few interventions to ensure the safety of one of three sampled residents (Resident 1) who was an

elopement (when a resident leaves the facility or a safe area without authorization) risk when
Resident 1 removed her wanderguard (a device that alerts the staff when a resident at risk of
elopement approaches a monitored exit door), eloped from the facility on 7/4/26, and upon return to
the facility did not have interventions in place to prevent another elopement. This failure had the
potential to contribute to another elopement from the facility that could have caused Resident 1 injury
or harm. Findings:Review of an admission Record indicated, Resident 1 was admitted to the facility in
late-2025 with multiple diagnoses including dementia (a loss of memory, reasoning, that interferes
with daily life), generalized anxiety disorder (constant, uncontrollable worry about minimal), psychotic
disorder with delusions (a person holds firmly to strong, false beliefs that are entirely disconnected
from reality and cannot be changed by reasonable arguments), and major depressive disorder (an
intense, long-lasting low mood).Review of Resident 1's active physician orders dated 5/22/26,
indicated, .May have wanderguard to L [left] wrist r/t [related to] risk for elopement/active exit

seeking behaviors. Check placement .every shift Notify Admin/Don of wanderguard is missing or
expired, wanderguard must be replaced if missing or expired.Review of Resident 1's care plan dated
4/21/26, indicated. [Resident 1's name] is a high elopement risk and is a wanderer that is currently
being monitored with the use of a wander guard r/t exit seeking. staff will report missing or
dysfunctional wander guards.monitor wanderguard for proper placement daily and functionality every
day.Review of Resident 1's Elopement Evaluation dated, 6/8/26 indicated, Resident 1 was at a high
risk for elopement. During an interview on 7/8/26 at 10:28 AM, with Licensed Nurse (LN) 1, LN 1
stated on 7/4/26 while she was working an evening shift she heard someone say that Resident 1 had
just left the facility. LN 1 stated she immediately ran outside of the facility to assist Resident 1. LN 1
stated when she set eyes on Resident 1, Resident 1 was past the facility parking lot and close to the
street in front of the facility. LN 1 stated she attempted to bring Resident 1 back to the facility but
Resident 1 refused. LN 1 stated Resident 1 became aggressive and threatening with her. LN 1 then
stated she followed Resident 1 down the street until she lost sight of her. During an interview on
7/7/26 at 12:37 PM, with Resident 1, Resident 1 stated when she left the facility she walked right
outside of the door. Resident 1 stated she cut the wanderguard off with scissors. Resident 1 stated at
the time she left she did not feel safe here at the facility and that she told staff that there were

people out to hurt her and she did not want to get hurt. Resident 1 further stated she walked about six
to seven blocks from the facility while it was dark outside. Resident 1 further stated she began to get
tired, she then found some bushes in front of an apartment complex, she laid on the bushes and went
(continued on next page)
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F 0689 to sleep until the morning. Resident 1 stated in the morning she went to a gas station and asked them
for some food because she did not have any money and she asked them to call the police. During a

Level of Harm - Minimal harm concurrent observation, interview, and record review, on 7/7/26, at 12:54 PM, with Licensed Nurse

or potential for actual harm (LN) 2, Inside of Resident 1's bedroom LN 2 confirmed Resident 1 was not wearing her wanderguard.
LN 2 stated Resident 1 cut the wanderguard off two weeks ago. Review of Resident 1's Medication

Residents Affected - Few Administration Record (MAR-A record of the residents medication that the nurses use for

administration) LN 2 confirmed the order from the Medical Doctor (MD) indicating Resident 1 should
have a wandergurad on her left wrist. LN 2 stated Resident 1 refused to have the wanderguard placed
on her. LN 2 was unable to locate documentation of the refusal while reviewing Resident 1's clinical
record progress notes. LN 2 stated she forgot to document the occurrence. LN 2 further verified
Resident 1's elopement care plan, dated 4/21/26, indicated Resident 1 was supposed to have a
wanderguard on at all times. LN 2 stated the care plan should have been updated to reflect Resident
1's current status. LN 2 stated the care plan should have been updated with interventions such as to
monitor Resident 1 to ensure she remains in the facility. LN 2 stated if a resident elopes from the
facility they could get hurt by other people, involved in an accident, and possibly forget how to return
to the facility.During an interview on 7/7/26 at 2:07 PM, with LN 3, LN 3 stated Resident 1 was
recorded missing at 10:30 PM on 7/4/26. LN 3 stated the police were called. LN 3 stated the police
arrived and gathered information then left and returned at 2:15 AM and informed the facility they still
had not found Resident 1. LN 3 stated around 6:00 AM the police department informed the facility that
Resident 1 had been located at a gas station. LN 3 stated Resident 1's level of alertness was to
person and place (alert and oriented X2), and stated Resident 1 was pleasantly confused. LN 3 stated
Resident 1 did not have her wanderguard on at the time of the elopement and verified no alarms went
off when Resident 1 exited the facility.During a concurrent interview and record review on 7/7/26 at
3:19 PM, with the DON, the DON stated she was aware of Resident 1's wanderguard going missing
two weeks ago. The DON acknowledged that the facility did not replace the wanderguard. During a
review of Resident 1's elopement care plan the DON stated she expected the care plan to have more
interventions such are monitoring Resident 1 and her whereabouts in the facility. Review of a
physician's order dated 4/16/26, indicated, monitor whereabouts of resident every 30 minutes.
Location code:1. Bed 2. room [ROOM NUMBER]. Hallway 4. Activity RM [ROOM NUMBER]. Toilet .
while reviewing the MAR for April 2026 the DON confirmed this order was not transferred to the MAR
as the prescriber intended for it to be. The DON stated this placed Resident 1 at risk for elopement
and placed her safety at risk. The DON stated she expected the doctors' orders to be carried out
adequately. Review of Resident 1's progress notes for the month of June, the DON confirmed there
was no documentation about Resident 1 being monitored or observed for elopement. The DON stated
the staff should have assessed the placement of the wanderguard before signing the MAR. Following
a review of Resident 1's July MAR, the DON acknowledged on 7/1/26 when a nurse signed that
Resident 1 had a wanderguard on was not correct. The DON stated her expectations were for the
nurses to document accurately. The DON stated she expected the nurses to go to Resident 1 and look
at her wrist to see the wanderguard. The DON further stated when the wanderguard placement was
not accurately assessed, it placed Resident 1 at risk for elopement and put the resident's safety at
risk. Review of Resident 1's elopement risk evaluation document, the DON confirmed the last
assessment , dated 6/8/26, indicated Resident 1 was at a high risk for elopement. The DON stated
the intervention for the high-risk score for elopement was the wandergaurd for Resident 1. The DON
stated the wanderguard should have been placed back on Resident 1 and if she refused it the staff
should have documented it as well as updated Resident 1's care plan. The DON stated that due to no
(continued on next page)
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F 0689

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

documentation on monitoring Resident 1's whereabouts, the elopement care plan not being followed or
updated, a high risk elopement evaluation score, the multiple inconsistences in the MAR, and Resident
1's diagnosis of dementia with hallucinations (seeing and hearing things that are not there), the DON
stated all of these issues collaboratively placed Resident 1 at high risk for elopement and placed her
safety at risk. The DON stated this practice did not meet her expectations.Review of an undated
facility's policy and procedure titled, Elopement and Wandering Residents indicated, .This facility
ensures that residents who exhibit wandering behavior and/or are at risk for elopement receive
adequate supervision to prevent accidents, and receive care in accordance with their person centered
plan of care addressing unique factors contributing to wandering or elopement risk.Interventions to
increase staff awareness of the resident's risk, modify the resident's behavior, or to minimize risks
associated with hazards will be added to the resident's care plan.Adequate supervision will be
provided to help prevent accidents or elopements.The effectiveness of the interventions will be
evaluated, and changes will be made as needed.
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