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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 (continued on next page)

Residents Affected - Few
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F 0689 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, record review and interviews, the facility failed to ensure an environment free of accident

Level of Harm - Minimal harm or hazards for one (#1) of three residents reviewed for accidents/hazards out of three sample residents.

potential for actual harm Specifically, the facility failed to prevent an elopement for Resident #1 on 9/16/25.Findings include:Record
review and interviews confirmed the facility corrected the deficient practice prior to the onsite investigation on

Residents Affected - Few 12/8/25, resulting in the deficiency being cited as past noncompliance with a corrective action date of 10/1/25.

|. Elopement incident on 9/16/25Resident #1 who was at risk for elopement, required distractions from
wandering and structured activities.On 9/16/25 at 12:45 p.m. Resident #1 was observed at the nurses'
station. At approximately 1:00 p.m. a certified nurse aide (CNA) noticed Resident #1 had received a room
tray for lunch but the CNA was unable to locate the resident in his bedroom. At approximately 1:13 p.m. the
nurse manager notified the interdisciplinary team (IDT) of a potential missing resident. At 1:15 p.m. an
overhead page was made regarding the potential elopement of Resident #1. A search was initiated of the
building, which included the common areas, rooms, closets, bathrooms, locked areas, the basement, outside
areas, storage units, sheds and nearby vicinity around the facility.At approximately 2:25 p.m. the police
department was notified of the missing resident. Resident #1 was located on 9/18/25 at approximately 2:00 p.
m. He was found within a mile of the facility and had been missing for 49 hours. He was sent to the hospital,
where it was noted he had abrasions and needed intravenous (V) fluids.ll. Facility's plan of correctionThe
corrective action plan implemented by the facility in response to Resident #1's elopement on 9/16/25 was
provided by the nursing home administrator (NHA) on 12/8/25 at 12:00 p.m. It revealed in pertinent part:A.
Action to correct the deficient practice for Resident #10n 9/16/25, a full house audit of all elopement
assessments was reviewed to ensure accuracy and to identify any other high-risk residents who needed
additional interventions for safety. The nurse clinical resource educated the IDT on the following:
-Completing documentation and ensuring that a resolution was clear and documented in the resident's
electronic medical record (EMRY); -How to pull progress note reports to be reviewed during the facility's
morning meeting to address any concerns with resolution, and care plans were updated at the time of review
that were resident-specific, which included triggers to identify behaviors before it escalated;
-Non-pharmalogical interventions for the residents; -How to review new admission elopement/wander
assessments to ensure assessments were completed correctly and that high risk residents had a care plan
that was resident-specific;-New admission elopement/wander assessments were to be completed upon
admission, quarterly and with a change of condition; and,-Care plans were reviewed and updated if there
was a change to the elopement/wander score. All staff education on the elopement policy and procedure
was initiated. A contract for a new wander guard system to be installed at the facility on 10/1/25. Once
Resident #1 was located and returned to the facility he was going to be placed in the secured unit. B. Identify
others at riskThe facility reviewed all other residents at risk for elopement and identified any resident with a
high-risk score who was at risk for the alleged deficient practice. C. Systemic changesThe facility completed
staff education on 9/19/25 in preventing resident elopement, emergency procedures for a missing resident
and wandering and elopement policies and procedures.The staff development coordinator (SDC)/designee
educated all staff on the presence of the door alarms, using the alarms and needing to check or investigate
the doors and surrounding area outside if the door alarm sounds. An elopement drill was conducted on
9/19/25 for staff on all shifts and education was provided with any identified concerns.D. Ongoing
monitoringThe NHA/designee was to monitor all admissions for elopement risk via reviewing their elopement
wander user defined assessment during the daily clinical meetings Monday through Fridays, as well as the
resident's care plan to ensure the resident-specific interventions were in place. The audits were documented
via a spreadsheet and conducted for 12 weeks or until substantial compliance was achieved. The
NHA/designee interviewed five staff members a week to identify residents that were at high risk for
elopement or wandering. Any identified residents had their care plans reviewed to ensure resident-specific
interventions were in place. Audits were documented via a spreadsheet and conducted for 12 weeks or until
substantial compliance was achieved. The IDT reviewed daily progress notes for instances of exit-seeking
and ensured appropriate interventions were put in place. Audits were documented via a spreadsheet and
conducted for 12 weeks or until substantial compliance was achieved. All audits were reviewed in the
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