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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, observation, and record review, the facility failed to provide adequate supervision and
reassess elopement risk status to prevent a resident with known cognitive impairment, and with a

Residents Affected - Few known attempt of exiting the building unauthorized, from eloping from the facility for one of three

residents (R1) reviewed for elopement in the sample of three. Specifically, the facility failed to
adequately supervise (R1) with a known diagnoses of Bipolar and with cognitive impairment, who was
documented at risk for elopement and a history of unauthorized exit attempts. The facility also failed
to respond to and investigate sounding door alarms at secured facility exits and conduct a missing
resident sweep/headcount when exit alarms were triggered. These systemic failures resulted in (R1)
eloping from the facility undetected through an alarmed exit door, (R1) then crossed a busy roadway
after exiting the building unauthorized and remained unsupervised during a weather-related heat
advisory (ambient outdoor temperature of 86-degrees F (Fahrenheit) with a 95-degree F heat index).
(R1) remained unsupervised in these extreme weather conditions for approximately 21 minutes,
traveling approximately 0.6 miles to a previous residence (group home). The facility failed to identify
the elopement, remaining completely unaware of (R1's) absence until notified by staff at (R1's) former
residence. Serious adverse outcomes likely to occur include the risk to (R1's) health and safety,
medical complications, or being struck by a motor vehicle.The Immediate Jeopardy began on 7/1/26,
with R1 eloping from the facility. V1/Administrator, V16/Regional Nurse Consultant, and V17/Vice
President of Operations were notified of the Immediate Jeopardy on 7/20/26 at 11:03 AM. The
surveyor confirmed by interview and record review that the Immediate Jeopardy was removed, and
the deficient practice corrected, as of 7/5/26, prior to the start of the survey on 7/17/26, and was
therefore Past Noncompliance. This past non-compliance occurred from 7/1/26 - 7/5/26.Findings
include:The Facility's Elopements and Wandering Residents Policy, dated 7/1/26, documents Policy:
This ensures that the residents who exhibit wandering behavior and/or are at risk for elopement
received adequate supervision to prevent accidents, and receive care in accordance with their
person-centered plan of care addressing the unique factors contributing to wandering or elopement
risk. Definitions: Wandering is random or repetitive locomotion that may be goal direct. (Example: the
person appears to be searching for something such as an exit) or non-goal directed or aimless.
Elopement occurs when a resident leaves the premises or a safe area without authorization (example:
order for discharge or leave of absence) and/or any necessary supervision to do so. Policy
Explanation and Compliance Guidelines: 1. The facility is equipped with doors locks/alarms to help
avoid elopements. 2. Alarms are not a replacement for necessary supervision. Staff are to be vigilant
in responding to alarms in a timely manner. 3. The facility shall establish and utilize a systematic
approach to monitoring and managing residents at risk for elopement or unsafe wandering, including
(continued on next page)
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identification and assessment of risk, evaluation and analysis of hazards and risks, implementing
interventions to reduce hazards and risks, and monitoring for effectiveness and modifying
interventions when necessary. 4. Monitoring and Managing Residents at Risk for Elopement or Unsafe
Wandering. a. Residents will be assessed for risk of elopement and unsafe wandering upon admission
and throughout their stay by the interdisciplinary care plan team. b. the interdisciplinary team will
evaluate the unique factors contributing to risk in order to develop person-center care plan. D.
Adequate supervision will be provided to help prevent accidents or elopements.The facility's Door
Alarm Policy, undated, Documents Purpose: To ensure a prompt and consistent response to all door
alarms in order to protect residents from unauthorized exit, prevent elopement, and maintain a safe
environment. Policy: Every door alarm shall be treated as a potential resident elopement until proven
otherwise. Staff are expected to respond immediately. Procedure: 1. Immediate Response- Staff
members will immediately respond to the alarm, do not assume another employee is responding,
proceed directly to the alarming exit. 2. Assess the Door: Determine- Is the door open or closed, is
anyone exiting, is there a resident at the door, if not, staff will walk the perimeter of the facility to
ensure a resident has not left visual range of the door, if staff does not visualize a resident, they will
return to the facility and initiate a head count with use of the resident roster. Staff to make room
assignments and visualize each resident by face and check them off the roster as they go. If a
resident is identified as missing, the need to initiate the elopement policy, and make appropriate
notification. Is it a visitor, employee, vendor, or resident causing the alarm.The facility's Accidents
and Supervision Policy, dated 7/1/26, documents Policy: The resident environment will remain as free
of accident hazards as is possible. Each resident will receive adequate supervision and assistive
devices to prevent accidents.The facility's Resident Alarms Policy, dated 10/2025, documents Policy:
It is the policy of this facility to utilize resident alarms in limited circumstances, in accordance with
the resident's needs, goals, and preferences, so the resident will be able to attain or maintain his or
her highest practical level of physical, mental, and psychosocial well-being. Definition: An alarm is
any physical or electronic device that monitors residents' movement and alerts the staff, by either
audible or inaudible means, when movement is detected. Policy Explanation and Compliance
Guidelines: 1. The use of alarms does not eliminate the need for adequate supervision of the
residents. Types of alarms include e. Wander/elopement alarms- include devices such as bracelets,
pins/buttons worn on the resident's clothing, sensors in shoes, or building/unit exit sensors
worn/attached to the resident that alert the staff when the resident nears or exits an area or building.
This includes devices that are attached to the resident's assistive device or other belongings. 6.
Monitoring and modification: a. Supervision shall be provided to the residents in accordance with
resident's plan of care. b. When alarms are utilized, additional monitoring shall be provided, including
but not limited to 1. Verifying alarms are used in accordance with the resident's care plan.R1's Face
Sheet documents R1 is a [AGE] year-old male who admitted to the facility on [DATE] and has the
following, but not limited to, diagnoses: Bipolar Disorder, Epilepsy, Cerebral Infarction, and Chronic
Viral Hepatitis C.R1's PASRR (Pre-admission Screening and Resident Review) Level 1 Form, dated
5/29/26, documents R1 has Major Depression, Psychotic/Delusional Disorder, Bipolar Disorder,
Anxiety Disorder, Stimulant Dependence in early remission (Severe), Major Neurocognitive Disorder
due to Vascular Disease, Cerebrovascular Accident, Seizure Disorder, Hypertension, smokes 10
cigarettes daily per medical records, history of drinking alcohol using tobacco, methamphetamine, and
cocaine, history of being hospitalized multiple times for treatment of R1 ?s mental health systems, at
risks for falls and needs help to regain strength. This same PASRR documents Crisis intervention or
services plan: A safety and crisis plan will help you and your nursing facility staff to outline a plan
(continued on next page)
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with steps for managing a mental health crisis, including identifying triggers, developing coping
strategies, and establishing a support network. The purpose is to provide immediate, short-term help
to you if you experience a crisis, aiming to reduce potential long-term harm. The focus is to ensure
safety, de-escalating the situation, and connecting individuals with resources and ongoing
supportR1's MDS (Minimum Data Set) Assessment, dated 6/10/26, documents R1 is severely
cognitively impaired and ambulates with supervision or touching assistance.R1's Elopement
Evaluation, dated 6/1/26, documents R1 is not at risk for elopement.R1's Progress Note, dated

6/2/26 and signed by V9/Psychiatric Rehabilitation Services Coordinator, documents, (R1) became
upset because (R1) cannot smoke in (R1's) room. (R1) attempted to Elope. (V1/Administrator) walked
out of the building alongside (R1) and convinced him to return. (V9) left a voice message for the
(V8/R1's Guardian) to call (V9) back regarding (R1's) desire to leave and (R1's) behavior.R1's Care
Plan, documents Date 6/2/26: Tobacco Use Status: (R1) is a smoker. (R1) knows he has access to
materials during designated smoking breaks and therapeutic leave and (R1) knows how to ask for
assistance. Intervention: 6/2/26- First Offence on 6/2/26.- (R1) attempted to smoke in (R1's) room
and when re-educated on the facility policy regarding smoking (R1) exited the facility. (R1) was
re-educated and (R1's) smoking privileges were held for 24 hours. This same care plan does not
include additional interventions to ensure (R1's) behavioral non-compliance is managed through
clinical interventions-such as physician-ordered nicotine replacement therapies-rather than punitive
restrictions that increase elopement risks.R1's Progress Notes dated 7/1/26 from 4:42 AM through
9:25 AM documents following reports of smoke smell in R1's room and V15/RN (Registered Nurse)
smelling cigarette smoke in R1's room, V12/Social Service and V15/Activity Director conducted a
room search and confiscated a hidden lighter, marking this R1's second violation of the facility's
tobacco policy. Consequently, the IDT (Interdisciplinary Team) reviewed the infraction and suspended
smoking privileges for two weeks. This restriction was formally explained to R1 by V12 with V5/CNA
(Certified Nursing Assistant) present as a witness.R1's Progress Note, dated 7/1/26 at 10:12 AM and
signed by V12/Social Service, documents (V12) called (V8/R1's Legal Guardian) and explained (R1's)
smoking policy infraction. (V12) explained that (R1) has lost smoking privileges for two weeks due to
being second offense. (V8) explained that (R1) may increase behaviors due to his history of smoking.
(V12) explained smoking policy to (V8). (V8) expressed she may look into other placements for
(R1).R1's Care Plan, documents Date 7/1/26- Tobacco Use Status: (R1) is a smoker. (R1) knows he
has access to materials during designated smoking breaks and therapeutic leave and (R1) knows how
to ask for assistance. Second Offense: 7/1/26- (R1) was found smoking in his room and putting
cigarettes out on the wall and flushing the butts. (R1) had two lighters in his possession that were
confiscated. (R1) was re-educated on the smoking policy and informed that (R1's) smoking privileges
were being held for two weeks. This same Plan of Care documents Date 6/5/26: Elopement Risk: (R1)
is at risk for elopement related to Serious Mental lliness diagnoses as well as impulsive behaviors.
(R1) attempted to leave the facility on (R1's) first day to go have a cigarette. A wander guard was
placed on my left wrist, and | have been added to the elopement risk book found at the nurses station.
Date: 6/5/26- (R1) has a behavior problem related to Bipolar Disorder. (R1) can become verbally
agitated and has the potential of elopement. Date 6/23/26- (R1) has an ADL (Activities of Daily

Living) self-care performance deficit related to fatigue, stroke, slow cognition, arthritis, and cervical
disc degeneration. Date-6/23/26- (R1) is at risk for falls related to poor
communication/comprehension, psychoactive drug use, epilepsy, and residual cardiovascular
accident effects. These care plans do not include additional interventions to ensure R1's behavioral
non-compliance is managed through clinical interventions-such as physician-ordered nicotine
(continued on next page)
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replacement therapies-rather than punitive restrictions that increase elopement risks or to prevent an
elopement.R1's Progress Note, dated 7/1/26 at 11:52 AM and signed by V7/Social Service,
documents (V7) received a call from (a local group home) at 11:52 AM, stating that (R1) showed up at
his previous group home, two blocks from the facility.R1's Progress Note, dated 7/1/26 at 12:00 PM
and signed by V7/Social Service, documents (V7) contacted (V8/R1's Legal Guardian) to inform (V8)
of (R1's) elopement to (R1's) old group home. R1's State of lllinois Department of Public Health
Report, dated 7/7/26, documents Report Type: Final. Incident Date: 7/1/26. Time of Incident: 11:29
AM. Resident involved: (R1): Ambulatory. Informed Decisions: No. Detailed Incident Summary: (R1)
with (Bipolar Disorder and Cerebral Infarction) exited the building unaccompanied. (R1) was safely
brought back inside the facility and assessed for injuries. No injuries noted. This same Report
documents, (R1) was frustrated by the smoking rules in the facility and exited through the front door.
Staff were alerted to (R1) being out of the facility. Staff retrieved (R1) and returned him to the
facility.R1's Incident Investigation Report, dated 7/7/26 and signed by V1/Administrator, documents
on 7/1/26 at 11:29 AM R1 exited the building, at 11:30 AM the facility's alarm was reset staff did not
respond to alarm appropriately, at 11:50 AM, the facility received a call that R1 was at his previous
place of residence, at 12:11 PM R1 returned to the facility with facility staff. This same Incident
Investigation Report, documents (R1) removed his wander guard and placed it under his pillow. (R1)
then went to the dining room and waited for staff to be engaged with other residents and ran out the
front door. Door alarm sounded. Staff did not immediately respond to alarm. Once alarm was
deactivated, staff failed to search area or call for a head count. (R1) went to a previous place of
residence approximately 2 1/2 blocks from the facility. We (the facility) were notified that (R1) was at
the house area by the house staff. The facility staff immediately went to the house area and brought
(R1) back to the facility.V4/CNAs Corrective Action Form, dated 7/7/26, documents Date of Incident:
7/1/26. Description of Incident: Negligence or any careless action which endangers the health, life or
safety of another person. Per corporate you are being terminated from our employment.V5/CNAs
Corrective Action Form, dated 7/7/26, documents Date of Incident: 7/1/26. Description of Incident:
Negligence or any careless action which endangers the health, life or safety of another person. Per
corporate you are being terminated from our employment.R1's Medical Records did not include
evidence of staff checking R1's wander guard function or placement from 6/5/26 through 7/1/26.Map
[NAME] documents an approximately 20-minute walk from the facility to the local group home (where
R1 was located). The Weather Underground Report, dated 7/1/26, documents on 7/1/26 at 11:35 AM
the outside temperature was 86 degrees F with 67 percent humidity, which translates to 95 degrees F
heat index.On 7/18/26 at 12:05 PM this surveyor drove from the facility's parking lot to the local
group home where R1 was located. During the drive it was observed R1 would have crossed five main
roads along with one main highway (that has multiple businesses and traffic). Per odometer reading it
was 0.6 miles from the facility to the local group home.On 7/17/25 at 12:35 PM V7/Social Service
stated, upon receiving a call from the local group home on 7/1/26 stating that R1 had arrived there,
V7 immediately notified V1/Administrator. V9/Psychiatric Rehabilitation Service Coordinator and
V14/Activity Director then went to retrieve R1 and return R1 to the facility. Because R1 was assigned
a wander guard, they were initially unsure how R1 managed to exit undetected, until R1 returned and
showed them that R1 had taken it off and hidden it under R1's pillow. R1 was not identified as an
elopement risk during R1's initial admission. However, the following day, R1 became highly upset
when staff caught R1 smoking in his room and staff informed R1 that his smoking privileges were
suspended for 24 hours, prompting R1 to attempt to exit the building while staff followed. R1 has very
low cognition, making communication difficult. V7 acknowledges that an elopement evaluation should
(continued on next page)
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have been completed following the 6/2/26 incident, but verified none was done. V7 reported while the
facility did place a wander guard on R1 after that initial exit attempt, the facility staff did not
implement any specific interventions to address R1's agitation regarding smoking restrictions and
then on 7/1/26, R1 became upset again when staff caught him smoking in his room once more,
resulting in R1's smoking privileges being revoked for two weeks for breaking his smoking contract.
V7 stated she was unaware of any clinical interventions put into place to manage the behavioral
non-compliance that originally triggered R1's exit-seeking behavior.On 7/17/26 at 12:44 PM, V4/CNA
stated, On 7/1/26 sometime around 10:30 AM | heard the alarm going off at the front door. | looked out
the door and saw a female getting into a car. | knew another resident was getting ready to leave, so |
turned the alarm off at that time. | didn't see anybody else out there, so | didn't think that | needed to
go out. Around thirty minutes after that | found out (R1) had exited the building unattended and ended
up at his prior group home. | do recall now if we don't see anybody then we do a headcount, or if we
can't find somebody that we do a headcount. | guess | didn't realize that we do that every single time
the alarm goes off. They (the facility) terminated me and told me the reason was | endangered a
resident by not following facility protocol when (R1) got out the door.On 7/18/26 at 1:05 PM
V3/Assistant Director of Nursing, stated, We (the facility) do not have documentation that (R1's)
wander guard was functioning properly or being checked for placement until 7/1/26 after (R1) left the
facility unattended. V3 stated there should have been an order on 6/2/26 (when R1's wander guard
was placed) to check R1's wander guard for functionality each night and check for placement each
shift. Facility staff should have been alerted to be on the lookout for increased anxiety, agitation, and
eloping when R1's smoking privileges got taken away. R1 had a cognitive impairment related to his
stroke and had poor decision making, and impulsive behaviors making it unsafe for R1 to be
unattended outside of the facility.On 7/20/26 at 8:19 AM V8/R1's Legal Guardian stated when R1 was
being admitted to the local nursing home, V8 let the nursing home know how important smoking was
to R1. When R1 broke the smoking rule right away and R1's privileges were taken away for 24 hours,
R1 was exit seeking then. The second time staff called me to let me know (R1) had broken the
smoking rules and smoking would be taken away for two weeks, | expressed concern that (R1) was
not going to be able to cope with that, asked if there were any other alternatives to try with (R1), and
let them know (R1) would have increased behaviors. The facility said there was nothing else they
could do and that they have a very strict smoking policy. (R1) does have impulsive behaviors, and the
facility was aware of that. | am not sure how (R1) even found his prior residence because he is not
from the area, and he has poor cognition and is not safe to wander around by himself due to his
impulsive behavior and previously had a stroke.On 7/20/26 at 9:05 AM V12/Social Services stated
the same day prior to R1 eloping from the facility unattended, R1 had broken the smoking rules. IDT
(interdisciplinary team) determined since this was R1's second offense, R1's smoking privileges
would be taken away. | let (R1) know that and (R1) seemed like he understood. V12 stated she
notified V8/R1's Legal Guardian of R1 breaking the smoking rules a second time and that R1's
smoking privileges were being taken away for two weeks. V8 voiced concern regarding R1's smoking
privileges being taken away for that long since R1 was used to smoking whenever he wanted and for
how long he wanted prior to admitting R1 to the facility. V8 did express concerns that R1's behaviors
would probably get worse if he was not allowed to smoke for that long. V8 denied being aware of
additional follow up or interventions being put into place (like heightened monitoring) after R1's
smoking privileges were taken away a second time to help R1 cope with the situation and after R1
exhibited exit seeking behaviors the first time R1's smoking privileges were taken away.On 7/18/26
at 11:54 AM, V1/Administrator stated, On 7/1/26 the local group home called to report that (R1) was
(continued on next page)
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at their facility, which was the first we knew (R1) was out of the building. | reviewed the video
surveillance, and it showed that at 11:29 AM, (R1) came up B hallway, went through the activity area,
and waited around for staff to go down different hallways while (V5/CNA) was standing at the

nurses' station with her hands on her hips and (V4/CNA) was by the indoor smoking area. From the
video footage you could see (R1) wait for staff to not pay attention, lay a piece of paper on the table,
then ran out the door, and bolted, which caused the front door alarm to sound. You could see (R1) did
not have his wander guard on at that time. (V5) stood by the nurses' station with her hands on her
hips for around a good minute, and as others headed toward the dining room, (\VV4) literally peeked
through the glass on the main door, entered the code to turn off the alarm, and walked away. You
could see by the video surveillance that all (V4) did was quickly glance out the door window for a
brief second and then reset the alarm. Although (V4) claimed she looked out and saw a resident she
thought was going home leave in a car, the video surveillance showed no cars or families in view, and
that specific resident she thought she saw was seated at a table in the dining room. (V4) never even
opened the door to check outside. When (R1) arrived back to the facility, (R1) told us that he took off
his wander guard and placed it under his pillow that morning. | am not sure how (R1) got his wander
guard off, because the band was not cut or ripped or anything. (R1) was wearing blue jeans, a t-shirt,
shoes, and a hat when he left the building. V1 verified that there is no documentation indicating when
R1 was last seen wearing his wander guard. Additionally, V1 was unaware of the last time anyone
observed R1 with the device in place. V1 acknowledged that all staff members must respond to a door
alarm, following the facility's protocol prior to silencing it. V1 acknowledged R1's initial elopement
attempt occurred after he was caught smoking in his room and his smoking privileges were taken
away for a day and because R1 was caught smoking in his room a second time, resulting in the
revocation of his smoking privileges. Staff should have implemented specific interventions to help him
cope with this restriction and prevent further elopement attempts.Prior to 7/17/26, survey, the

facility took the following actions to correct the deficient practice:Per skin assessment, progress
notes, and interviews R1 returned to the facility on 7/1/26 and assessed for injuries, with no injuries
identified.Per Care Plan and Physician Orders, R1's wander guard was changed from R1's wrist to
R1's left ankle on 7/1/26.All residents who identified at risk for elopement were reviewed by
V2/Director of Nursing and V3/Assistant Director of Nursing and completed 7/2/26.Facility Wide
elopement assessments were completed by staff with a completion date of 7/2/26.Care Plans for
residents at risk for elopement were reviewed and updated as needed by V18/MDS Coordinator and
completed 7/2/26. Facility elopement book updated on 7/1/26 by V2/Director of
Nursing.V1/Administrator and V3/Assistant Director of Nursing In-serviced all staff regarding door
alarms response times and expectations, elopement and wandering policy, wander guard policy,
accidents and supervision policy, wander guard book (location and how to use), behavioral
interventions and redirection, and wander guard placement and functionality checks as ordered
starting on 7/1/26 and ending on 7/5/26.Quality Assurance Study, Quality Assurance Performance
Improvement, and Root Cause Analysis completed on 7/1/26.An audit tool to review compliance was
developed to ensure elopement book is up to date, elopement risk assessments and care plans are up
to date, wander guard is functioning as it should and documented, and wander guard in place and
documented. An audit tool to review compliance was also developed to monitor if any resident
attempted to elope and if staff were able to redirect resident, if an alarm alerted staff and if staff
responded appropriately. The audits will be done weekly for six weeks then monthly for three
months.Elopement drills have been completed on 7/1/26 and then weekly and will continue for six
weeks then monthly for three months by V1/Administrator.
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