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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 interview and record review, the facility failed to follow its elopement policy by not responding to the
wander guard alarm immediately and by not conducting a head count to confirm whether anyone had

Residents Affected - Few eloped. The facility also failed to implement the elopement risk care plan interventions, as they did

not frequently monitor R1.The Immediate Jeopardy began on 4/23/26 at 9:42:57 pm when R1 exited
through the front door.Immediate Jeopardy was identified on 4/28/26. V1 (Administrator) and V13
(Nurse Consultant) were notified of the IJ on 4/28/26 at 12:15 PM. Although the immediacy was
removed on 5/1/26, the facility remains out of compliance at a Severity Level Il due to the need to
evaluate the implementation of policies, procedures, audits, and Quality Assurance monitoring.The
Findings include:R1 is an [AGE] year-old male admitted on [DATE] with severe cognitive impairment
as per the Minimum Data Set (MDS) dated [DATE]. R1 was admitted to the third-floor locked unit,
which required a security key code for elevator access.A review of the elopement risk assessment
dated [DATE] documents that R1 was at risk for elopement.A review of the care plan document
indicates that R1 was care planned for elopement risk, with interventions including frequent
monitoring during his stay in the facility and the use of an electronic monitoring device with R1.A
review of the video recording (Camera 05) dated 4/23/26 at 22:01:28 shows R1 began to manipulate
with third floor passenger elevator keypad with no staff around him to monitor.A review of the video
recording (Camera 05) dated 4/23/26 at 22:05:35 shows R1 continue to manipulate with third floor
passenger elevator keypad with no staff around him to monitor.A review of the video recording
(Camera 05) dated 4/23/26 at 22:06:12 recorded R1 watching the housekeeper punch key codes to the
service elevator while R1 was about 15 feet away from the housekeeper.A review of the video
recording (Camera 05) dated 4/23/26 at 22:07:12 shows R1 getting on to third floor service
elevatorAn analysis of the video recordings on Camera 05 indicates that R1 was playing around with
third floor elevator keypad with no nursing staff supervision for 5 minutes and 50 seconds.On 4/28/26
at 11:00 AM, V1 (Administrator) stated that Camera times on Camera 05 and Camera 15 are not
syncing. The real time R1 got on to the third-floor service elevator is 21:41:35 (Camera 05 time
22:07:12)A review of the video recordings (Camera 32) dated 4/23/26 at 21:42:10 shows R1 exiting
from the service elevator to the first floor.A review of the video recordings (Camera 15) dated

4/23/26 at 21:42:57 shows R1 exiting through the alarmed door to the outside of the building.A further
review of the video recordings (Camera 15) dated 4/23/26 at 21:48:00 showed that the first responder
to the alarm showed up at the exit door.An analysis of the video recordings on Camera 15 (first floor
exit door) indicates that the first responder (from the first floor) to the wander guard alarm showed up
at the exit door after 5 minutes and 3 seconds.On 4/28/26 at 2:00 PM, V3 (Assistant Director of
Nursing/ADON) stated, R1 was on high risk for elopement requiring frequent monitoring. The staff
should respond to the wander guard alarm immediately upon activation with no delay. The head count
should be done as per policy to see if any residents eloped.On 4/28/26 at 12:45 PM, V7 (Night
Certified Nursing Assistant/CNA) on 4/23/26) stated, Nobody was aware that R1 was missing. When |
made rounds a little after 11:00 PM, | couldn't find R1. | talked to V8 (Agency Nurse) on the PM shift. |
(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 145268 Page1 of 4



Department of Health & Human Services Printed: 07/30/2026

Centers for Medicare & Medicaid Services

Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

IDENTIFICATION NUMBER: COMPLETED
A. Building

145268 B. Wing 05/02/2026

NAME OF PROVIDER OR SUPPLIER

Glenview Terrace

STREET ADDRESS, CITY, STATE, ZIP CODE

1511 Greenwood Road
Glenview, IL 60025

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0689

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

checked every common shower room bathroom, but we couldn't find him. | didn't see V9 (PM CNA)
when | came at 11:00 PM. | don't know where he was.On 4/28/26 at 1:30 PM, V8 (Nurse for
evening/PM shift on 4/23/26) stated, | don't recall any alarms going off on the 4/23/26 PM shift. The
night-shift CNA (V7), who always comes a little early, notified me that R1 is missing. | checked on my
residents, and he was not there. If we had heard the alarm when R1 exited the building, | could have
done a head count immediately. | have never experienced this elopement behavior. | heard about his
behavior, and that's why he had a wander guard. V9 (PM CNA) wasn't there. He didn't even tell me he
was going home early. When the night nurse called him, the PM CNA was already at home.On 4/28/26
at 1:10 PM, V9 (CNA for second shift on 4/23/26) stated, | spoke to R1 around 9: 00 PM. | joked with
him and laughed. After that, | didn't see him, and I can't recall whether the alarm was going off or
not.On 4/28/26 at 3:00 PM, the facility conducted a drill for the wander guard exit alarm and was
unable to hear on the third floor where R1 was residing. On 4/28/26 at 3:05 PM, V11 (Registered
Nurse/RN) stated that she couldn't hear any wander guard alarm going off at 3:00 PM today.On
4/28/26 at 3:15 PM, V10 (Second Nurse on 4/23/26 PM Shift) stated, | couldn't hear any wander
guard alarm at 3:00 PM today. On 4/23/26, | had admission, and | was sitting at the nurses' station at
around 9:00 PM and was doing my admission. It was around 11:00 PM when the night CNA (V7) made
her round and noticed R1 was missing. We didn't hear any alarm. If we could have heard an alarm, we
could have done a quick head count, figured out who was missing, and searched for him
immediately.On 4/28/26 at 12:20 PM, V4 (Nurse supervisor on 4/23/26 PM shift) stated, | was the
nurse supervisor on the afternoon (PM) shift on Thursday (4/23/25). | was informed by the unit
secretary on the first floor that the alarm was going off, and the CNA went outside and didn't see
anybody. | didn't go because they said the alarm had already stopped. It was my mistake, and | didn't
tell my staff to do a head count. We were supposed to search for the missing resident as soon as
possible. The alarm will trigger only on the first floor. | was on the second floor and didn't hear the
alarm. It should trigger all the floors. | don't know how R1 got access to the elevator. Sometimes the
elevator opens from the outside. A staff member could have punched the elevator code by mistake. R1
was an elopement risk and should have been monitored.Review of the facility presented the
elopement policy revised on 7/15/25 document: 5. When a door alarm sounds, staff members shall
immediately respond to determine the cause of the alarm. C. A head count will be initiated on all the
units, and a complete accounting of the residents will be given to the administrator/Director of

Nursing The Immediate Jeopardy that began on 4/23/26 was removed on 05/1/26 when the facility
took the following actions to remove the immediacy:1. Immediate research was conducted by the
facility staff in the surrounding area of the facility on 4/23/2026. Surrounding hospitals were called to
locate the resident including cab companies. Calls are made to the surrounding hospitals to locate the
resident. Exhibit A 2. Immediately the Police Department was notified on 4/24/2026 at 12:39AM by
the Facility Administrator to report on the missing resident. Exhibit B3. Immediately on 4/23/2026,
around 11 pm, a facility headcount was conducted by nurses on duty on each floor to account for
residents. Resident was not present at the facility. Exhibit C4. There are 3 agency staff identified
responding to a wander guard exit door alarm on the 1st floor-Ambulance Door and the facility CNA,
who cancelled the sounding alarm without paging Code Yellow. The agency staff and facility staff did
not conduct a headcount were immediately educated by DON/ Designee and suspended pending the
investigation on 4/24/2026. Exhibit D5. An in-service was conducted to the Assigned Nurse PM
Supervisor on 4/24/2026 by the DON on the policy for elopement specifically of staff responding to a
sounding exit door /wander guard alarm by following steps of staff checking the outside of the

building or vicinity of the area to identify if a resident has exited the building then to notify the
immediate supervisor/DON to ensure the head count is initiated immediately on all the units to

identify if any residents has exited without staff knowledge. The Assigned Nurse PM Supervisor on
4/23/2026 who failed to initiate the headcount immediately when the alarm went off was suspended
on 4/24/2026 pending the investigation. Exhibit EThe Housekeeper who came out from the elevator
(continued on next page)
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on 3rd floor and observed the resident by the elevator door and did not report his observation to the
assigned nurse was educated on 4/24/2026 to ensure that resident is provided redirection and report
the observation to the nurse or supervisor. Exhibit E 6. An education was immediately conducted by
SSD /Designee and DON/Designee to facility staff on the policy for elopement specifically of calling
Code Yellow and staff responding to a sounding exit door /wander guard alarm by the following steps
of staff checking the outside the building or vicinity of the area to identify if a resident has exited the
building ,then to notify the immediate supervisor to ensure the head count is initiated immediately on
all the units to identify if any residents has exited without staff knowledge. This in-service was
completed on 4/24/2026. Exhibit FThe agency nurses and agency CNAs will be educated by the
Clinical Managers prior to start of shift on the policy for elopement specifically of calling Code Yellow
and staff responding to a sounding exit door alarm by the following steps of staff checking the

outside the building or vicinity of the area to identify if a resident has exited the building , then to
notify the immediate supervisor to ensure the head count is initiated immediately on all the units to
identify if any residents has exited without staff knowledge. This will be effective 4/24/2026 and will

be ongoing. Exhibit F.7. An education was immediately conducted to facility staff by DON/Designee to
report significant changes in residents' behavior who are at risk for elopement to ensure the primary
physician and /or the psychiatrist are notified of the increasing changes in resident behavior. This
education was completed on 4/24/2026 and will be ongoing. Exhibit G 8. The SS Team and Clinical
Manager Team reassess all residents to identify risk for elopement. The elopement assessments
were completed on 4/24/2026. There are 7 residents identified at risk for elopement. This updated

list including photos is placed in the elopement binder at the front desk and each nursing unit,
ambulance door, employee entrance door for staff to reference residents with wandering behavior and
uses a wander guard device and are at risk for elopement. Exhibit H9. The SS Team has reviewed and
updated the care plan for elopement risk to 7 residents identified at risk for elopement. These 7
residents are monitored by visual checking by Nurses and CNAs, hourly, to ensure the residents are
physically present in the facility and are safe. This check is being documented on the Elopement Risk
Hourly Visual check tool. This visual check tool was initiated on 4/24/26. New admissions will be
assessed for risk of elopement upon admission and will be ongoing. Exhibit I10. An in-service was
conducted to all nurses and shift supervisors by the DON to ensure a headcount is implemented at the
start of each shift and endorsement of residents not present in the facility for OOP, the medical
procedure is endorsed to the incoming shift. This in-service was initiated on 4/24/2026 and will be
ongoing. Exhibit J11. The residents not identified at risk for elopement will be monitored every 2
hours. This log was created to monitor the residents' whereabouts every 2 hours by Nurses and
CNAs. This was initiated on 4/24/2026 and will be ongoing. Exhibit K12. Residents identified using a
wander guard device who are at risk for elopement are checked daily for proper functioning and every
shift for placement. This checking is documented in the monitoring tab by Nurses. This process is
ongoing. Exhibit L 13. The Maintenance Department and designee check all exit doors and wander
guard system daily for proper function. This checking is an ongoing process and documented in the
Maintenance log. Exhibit M 14. The Administrator and Designee will conduct an audit to monitor
residents at risk for elopement, to identify changes in behaviors, notify the PCP or Psychiatrist for
further management and review and update the care plan for elopement behaviors and notification of
family of the behavioral changes. This will be conducted 3x/week x12 weeks. Exhibit N 15. The
Director of Social Services or Designee will conduct Code Yellow Elopement Drills to monitor staff
competency in responding to exit door/Wander Guard alarm activation. Drills will ensure staff
appropriately respond by checking the immediate area outside the building, notifying the supervisor,
initiating a headcount on all units, and verifying resident location. This QA audit will be conducted
3x/week for 4 weeks then monthly. Exhibit 0 16. There are 4 facility staff currently on vacation.

These staff members will be educated prior to return to work on policy for elopement specifically
Code Yellow and of staff responding to a sounding exit door /wander guard alarm by the following
(continued on next page)
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steps of staff checking the outside the building or vicinity of the area to identify if a resident has
exited the building, then to notify the immediate supervisor to ensure the head count is initiated
immediately on all the units to identify if any residents has exited without staff knowledge and
participate in the elopement drill prior to return to work. Exhibit P 17. Results of the QA Audit will be
discussed in the monthly QAPI meeting until resolution.18. A QAPI was held 4/24/2026 with the IDT
and Facility Medical Director to discuss and review the abatement plan for the elopement incident.
The Facility Medical Director approved the abatement action plan. Exhibit Q19. The Code to the
Service Elevator on 3rd floor has been changed 4/29/26.20. The facility is currently having S&S
electronics install the wander guard system to include the elevators on the third floor so that no
residents can have access to the elevators without the alarm going off, to alert staff. This will be

completed on 4/30/26.
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