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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 Based on observation, interview, and record review, the facility failed to provide adequate supervision
and implement effective interventions to prevent elopement for a cognitively impaired resident with
Residents Affected - Few impaired safety awareness and wheelchair dependence. This affected 1 (R1) of 3 residents reviewed

for supervision and elopement. This failure resulted in R1 exiting the facility without staff knowledge
or supervision and was later located approximately one block from the facility.Findings Include:On
6/1/26, R1 eloped from the facility. Upon return, R1 was noted to be emotionally distressed,
confused, and unable to explain the circumstances surrounding the elopement.R1's MDS (minimum
data set) with review date of 04/01/2026, BIMS (brief interview of mental status) of 7, indicating that
R1's cognition is moderately impaired.R1's Care plan with review date of April 1, 2026, documents
that R1 has difficulties in effectively communicating his needs and at times does not reflect signs of
comprehension or understanding during simple communication with staff, peers, family or friends. R1
has the diagnoses of CVA (cerebrovascular accident) & Aphasia (language disorder) which may be
contributing factors in diminishing communication abilities. R1 may show signs of wellbeing and
opportunities to socially connect by some of the following: Answer questions appropriately/able to
complete task at hand/follow directions/smiling/relaxed facial expressions/relaxed postures by next
review.On 06/14/2026 at 9:45 AM, this surveyor observed R1 sitting in his wheelchair while watching
television on the second-floor dining room. R1 appears to be dressed appropriately for the weather. R1
is clean, there are no odors coming from the residents. R1 is alert and oriented to self, with some
confusion. On 06/15/2026 at 9:50 AM, V4 (Registered Nurse) stated R1 has never exhibited exit
seeking behavior. V4 stated on the day of the elopement (6/1/26), R1 was able to wheel himself to
the elevator and get past the nurse's station to go outside. V4 stated an incoming staff member found
him outside and brought him back safely to the facility. V4 stated R1 currently has a 1:1 supervision,
and a wander guard bracelet on his left ankle. V4 stated after the incident R1 is now deemed an exit
seeker.On 06/14/2026 at 10:53 AM, V9 (Activity Director) stated she was not working on the day R1
left the facility. V9 stated the last time she had an Inservice on elopement was last week. V9 stated
there is a Jogger Binder that is kept at the nurse's station on each unit and in one by the receptionist.
V9 stated the binder makes staff aware of the residents that need to be monitored for elopement. V9
stated the day that R1 left the facility was in the morning, there was no receptionist at that time,
since the receptionist starts her shift at 8:00 AM. V9 stated a staff member might have left the door
unlocked, and due to that reason R1 was able to leave the facility unsupervised.On 6/14/26 at 1:23
PM, V1 (Administrator) stated R1 left the facility between 6:40 AM to 6:50 AM. She stated R1 was
found by incoming CNA 10 minutes after he left the facility about a block away. V1 stated
unfortunately the front sliding door was left unlocked by one of the staff in the facility. V1 stated the
door is supposed to be locked until 8:00 AM when the receptionist is around. V1 stated R1 can use the
elevator by himself, and he did not exhibit exit seeking behavior prior to this incident. On 06/15/2026
at 9:24 AM, V14 (Certified Nurse Aide) stated she was on the way to work at approximately 6:30 AM.
V14 stated while she was on the bus she was passing through the intersection, and she recognized
R1 sitting in his wheelchair. V14 stated once she got off the bus she ran into the facility and told the
(continued on next page)
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or potential for actual harm

Residents Affected - Few

first staff member she came across. V14 stated she accompanied the 4 nurses and one aide to R1's
location, which was 1 block away from the facility. R1 was sitting in his wheelchair and appeared to
be lost and confused. V14 stated R1 was brought back to the facility safely, and with no injuries. V14
stated she just received an elopement in service after that incident, which will help in identifying
residents who are at risk for elopement. V14 stated she always starts her shift with a head count.
V14 stated if her head count does not correlate with her assignment, then she will right away let the
nurse know. V14 stated she is still surprised that R1 left the facility unattended and unsupervised,
because R1 is always watching television in his room or the dining room.On 06/15/2026 at 9:44 AM,
V13 (Registered Nurse) stated on the day of the elopement morning at approximately 6:00 AM, she
administered medication to R1, and then after that R1 was up in the wheelchair. V13 stated the last
time she seen R1 was at approximately 6:15 AM in the dining room near the television. V13 stated she
did not personally see R1 getting on the elevator, and there was no one in the nurse's station at that
time. V13 stated there is only one nurse and two aides for the night shift. V13 stated she is surprised
in how R1 was able to leave the facility, because she has never seen any exit seeking behaviors with
R1. V13 stated R1 can make his needs know, and has a communication board in his room, however R1
never told anything about wanting to leave the facility to V13. V13 stated she was made aware by the
first shift nurse about R1 leaving the facility. V13 stated she immediately went outside to go look for
R1. V13 stated at that time that R1 was accompanied by staff members, and they were seen coming
towards the facility. V13 stated she did a head-to-toe assessment and R1 did not have any injuries on
the body. V13 stated R1 appeared confused and scared, he was not responding to her questions,
instead he kept his head down.On 06/15/2026 at 11:17 AM, V15 (Certified Nurse Assistant) stated
that around 5:00 -5:30 AM, she performed ADL (Activities of Daily Living) and got him up in his
wheelchair, and she continued with her assignment with other residents. V15 stated that around 6:00
AM, she heard about R1 leaving the facility. V15 stated she immediately reported this incident to V1.
V15 stated she has never had an Inservice for and Elopement and has never done an elopement drill
since she has been working in the facility, which has been 1 year.On 06/15/2026 at 10:35, V12 (Social
Services Director) stated when she arrived to work on the morning of the elopement, she was notified
by V1 that the R1 had left the facility unsupervised and unattended. V12 stated R1 has never
displayed any behavior issue with exit seeking. V12 stated after completing her assessment, V27
(R1's Daughter) was notified and a consent form was signed for a wander guard bracelet. V12 stated
R1 also has a 1 to 1 sitter. V12 stated an elopement assessment should be completed yearly,
quarterly or as needed. V12 stated that after completing R1's elopement assessment, he is not at risk
for elopement. V12 stated she expects staff to be familiar with signs of elopement such as a resident
is noticed starting to wander, start making statements they want to go home, packing all of their
belongings, and hanging out near the elevators or the exit doors. V12 stated the dietary elevator on
the second floor is easily accessible to anyone, and it does not have an alarm for the wander guard
bracelet. V12 stated however it would be difficult for the resident to leave the facility because there
are double doors on the first floor that will immediately detect the sensor on his wander guard
bracelet, and the alarm will go off. V12 stated when R1 left the building it was unattended and
unsupervised.On 06/15/2026 at 10:07 A, V2 (Assistant Director of Nursing) stated she received a call
from one of the supervisors and was notified that R1 was back in the facility, V2 was made aware at
roughly at 7:00 AM. V2 stated R1 has never had the exit seeking behaviors and stated that once the
provider was notified, he ordered some labs and collected a urine sample.On 06/14/2026 at 1:32 PM,
V7 (Restorative Nurse/ License Practical Nurse) stated R1 is alert and oriented to self, he is
contracted on the right- side, he has a split cone and can wheel himself. She stated he is a 2-person
assistant with transfer and his ADL's. V7 stated R1 requires a 1 assist when going to another floor
because of his right-side contracture. V7 stated R1 will benefit from a locomotion because he is a fall
risk.On 06/15/2026 at 11:20 AM, V27 (Physician) stated R1 has never had any exit seeking behaviors
before the incident on 06/01/2026. V27 stated R1 is mobile in his wheelchair. My interactions with
(continued on next page)
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F 0689 him are not always the best. V27 stated R1 seems to be confused, and not always in his right mind.
V27 stated upon R1's return to the facility, he ordered labs, urine culture, and there were no physical
Level of Harm - Minimal harm issues, or any signs of infections. V27 stated R1 has not yet seen a neurologist due to his insurance,
or potential for actual harm and the family being particular and hostile. V27 stated R1 is currently on a 1 to 1 monitor and has a
wander guards' bracelet. V27 stated on the day of the elopement the doors were left unlocked, there
Residents Affected - Few was no harm however R1 was left unsupervised and unattended while exiting the facility.On
06/15/2026 at 11:30 AM, this surveyor is located on the first unit near the double doors and the exit
door that goes to the patio. The wander guard sensor was functional and reliable. The back door exit
also has a functional sensor.Facility's elopement binder kept in the reception room reviewed. R1 was
included in elopement risk dated 06/2026 with R1's picture and face sheet. Policy titled Wanderers
(Elopement) with review date of 09/2020 documents in part, Residents identified as wanderers will
have a preventative program to prevent possible injuries.Policy titled Missing Resident, with review
date of 09/2020 in part, It is the policy of this facility to report and investigate all reports of missing
residents. Should an employee discover that a resident is missing from the facility he or she should
immediately report the missing resident to the charge nurse or the nursing supervisor. Call a code
green.
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