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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 - Immediate

jeopardy to resident health or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
safety clinical record review, facility documentation review, facility policy review, and interviews for one of

two residents (Resident #1), reviewed for wandering, the facility failed to ensure adequate
Residents Affected - Few supervision for a resident with a known wandering behaviors identified at risk for elopement to ensure

the resident was not able to exit the facility without staff knowledge, and failed to ensure hourly
rounds were conducted in accordance with facility policy. The facility was notified after the resident
was observed in a neighboring town 5.3 miles from the facility, and video surveillance identified
Resident #1 was out of the building for approximately two hours. The failures resulted in a finding of
Immediate Jeopardy. The findings include: Resident #1 was admitted with diagnoses that included
dementia, anxiety, and seizure disorder. An elopement assessment dated [DATE] identified a wander
risk with a history of wandering that places the patient at significant risk of getting to a potentially
dangerous place, e.g., stairs, outside facility.Record review identified Resident #1 had a court
appointed Conservator and resided on a secured unit on the fourth (4th) floor.The admission Minimum
Data Set (MDS) assessment dated [DATE] identified Resident # 1 had severe cognitive impairment
(Brief Interview for Mental Status BIMS of four), had no wandering behavior in the prior seven (7)
days, and required supervision transfer and walking up to fifty (50) feet. The Resident Care Plan
(RCP) dated 5/28/2026 identified Resident #1 was at risk for elopement, falls, was on anticoagulant
therapy and had impaired thought processes. Interventions directed to keep the environment free of
hazards maintaining a safe environment. Psychiatric APRN #1 note dated 7/15/2026 identified
Resident #1 was seen for persistent agitation with wandering, and repeated attempts to leave the unit
reporting he/she needed to get out. The note directed to increase Zyprexa (antipsychotic drug, used
to treat behaviors in dementia) from 2.5 milligrams to 5 milligrams daily and to continue to
monitor.Nursing note written by the DON dated 7/22/2026 at 11:57 AM identified Resident #1 was not
on his/her assigned floor. Family called to notify staff that Resident #1 was seen outside facility on a
street. Staff went to the location where Resident #1 was and observed. Resident #1 was assessed
with no injuries identified. A facility reportable event (RE) dated 7/22/2026 at 11:50 AM identified
Resident #1 was self-ambulatory, and the facility was notified Resident #1 was observed by family
friend on local street. Additional review failed to identify a specific location.Facility written statement
by NA #2, dated 7/22/2026, identified Resident #1 was last observed on 7/22/2026 about 9:30 AM in
the dining room.Facility written statement by NA #3, dated 7/22/2026, identified Resident #1 was last
observed after breakfast on 7/22/2026 about 9:15 or 9:30 AM in the hallway with his/her coat
on.Facility written statement by NA #5, dated 7/22/2026, identified Resident #1 was last observed on
7/22/2026 about 9:30 AM wearing his/her coat walking down the hallway.Interview and review of
facility video with the Administrator on 7/27/2026 at 10:40 AM identified Resident #1 was last seen
(continued on next page)
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on the fourth-floor secured unit hallway walking towards the nursing station at 9:47 AM on 7/22/2026.
The stairwell #4 exit door was located near the nursing station, without direct video surveillance, and
the door required a keypad code entry in order to unlock the door. Additional video review from the
opposite direction of the nurse's station at the same approximate time (9:47 AM) did not show
Resident #1 walking away from the nurse's station. Further review identified the first-floor stairwell
#4 exit door video showed Resident #1 exit the facility into the facility back parking lot area at 9:50
AM (two hours before the facility was notified Resident #1 was on the street). The video identified a
construction worker at the stairwell #4 door at 9:47 AM; the Administrator stated she had concluded
the door was not secured after use by the construction worker, and Resident #1 was able to exit the
unit through the door. The Administrator stated the facility had provided the construction workers
with door codes for independent door access prior to the incident. The facility was not aware
Resident #1 had left the unit, and they were contacted by a family friend who had observed Resident
#1 on the street. The Administrator and DON went to the location and observed Resident #1 fully
clothed and wearing sneakers with family members and local police in attendance. Interview identified
Resident #1 was located at a street bus stop near a store, and she thought it was about 4.3 miles
from the facility. After an assessment was completed, Resident #1 was released to the care of the
family for transport to a previously scheduled appointment, with the plan to apply a wander guard
bracelet when Resident #1 returned to the facility. In addition the interview determined the facility
failed to identify hourly rounds were conducted to identify Resident #1's whereabouts, in accordance
with facility policy.Interview with the ADON on 7/27/2026 at 11 AM identified she responded to the
location when Resident #1 was identified out of the building, and she assessed Resident #1. The
ADON provided the street address where Resident #1 was located.On-line map search identified
Resident #1 was found in an adjacent town, 5.3 miles from the facility. The street had two lanes of
traffic in opposite directions with parking on both sides of the road, and a sidewalk on both sides.
Review of on-line weather history identified between 9 AM and noon the temperature was between 76
and 78 degrees Fahrenheit (F), with no rain,Interview and record review with psychiatric APRN #1 on
7127/2026 at 12:22 PM identified he evaluated Resident #1 on 7/16/2026 for continued behavior of
exit seeking and increased agitation reported to him by nursing staff occurring primarily on the
evening shift. APRN #1 stated Resident #1 had exit seeking behaviors at baseline but staff reported
Resident #1 needed more redirection. APRN #1 directed an increase in Zyprexa and to continue to
monitor.Interview with NA #3 on 7/27/2026 at 2:20 PM identified she observed Resident #1 in the
hallway after breakfast at around 9:30 AM on 7/22/2026 (2 hours and 20 minutes prior to located on
the street). Resident #1 said he/she was cold and NA #3 helped him/her put his/her jacket on - NA #3
stated Resident #1 usually complained of being cold and wore his/her jacket when walking up and
down the hallways. NA #3 stated Resident #1 frequently wandered the halls and checked rooms,
stating he/she was looking for his/her children and if he/she saw an open door, he/she would likely
look inside to see if the children were there.Observation of the 4th floor stairwell exit door on
7/27/2026 at 11:15 AM identified a keypad code lock on the wall next to the door; a code was
required to be entered to unlock the door and enter into the stairwell and the door was self-closing.
Upon exiting the unit, there were four flights of stairs to the ground level. The exit door on the first
(1st) floor where Resident #1 exited was not alarmed and led to the facility's back parking lot. The
street immediately behind the facility had a sidewalk and 2-way traffic. The facility policy Elopement
Prevention dated 3/2026 directed in part, that its purpose was to prevent elopement and protect the
safety of residents who are at risk for elopement and with wandering behaviors. Preventative
measures include alarmed doors and for secured units ensure doors are closed and secured when
(continued on next page)
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entering or exiting. Facility documentation review identified staff education was initiated on
7/22/2026 and included not providing exit door codes to any contractors, only staff are to have exit
door codes, re-education of facility elopement policy, and door codes were changed. Audits were
initiated on 7/22/2026, and a QAPI meeting was held on 7/22/2026. Based on review of facility
documentation, past non-compliance was identified.The facility policy Elopement Prevention dated
3/2026 directed in part, NAs should complete hourly observation rounds on each resident at risk for

elopement.
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