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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
interview and record review, the facility failed to prevent a resident from eloping (leaving the facility without
Level of Harm - Minimal harm or others being aware or giving permission) through the resident's room window for 1 of 3 residents reviewed
potential for actual harm for elopement. (Resident B) The deficient practice was corrected on 7-23-25, prior to the start of the survey,
and was therefore past noncompliance. The facility had completed a physical assessment of the resident
Residents Affected - Few after the elopement, placed her on one-on-one direct supervision by facility staff, began an immediate

investigation of the elopement, conducted interviews with facility staff regarding the elopement, conducted
education with all staff on elopement policy and what to do in the event of an elopement, conducted an
elopement drill, conducted an audit of all exit doors and alarms, ensured all windows were secured to not
allow an opening more than six (6) inches and completed new assessments on all residents for wandering
and elopement risks. Care plans were updated to reflect any residents which were indicated to be an
elopement risk. Resident B remained under direct supervision until she was discharged to an area facility
with a secured memory care unit. Findings include:The facility submitted a reportable incident to the Indiana
Department of Health's Long-Term Care (IDOH-LTC) division on 7-18-25, which indicated Resident B had
been found on 7-18-25, outside facility, on facility grounds at 3:10 p.m. Prior to incident, at 3pm [3:00 p.m.],
resident and staff member [were in the resident's] in room attempting to make phone call to daughter. It
indicated a therapy staff member had observed the resident outside of the facility. Licensed nurse
immediately notified, and head to toe assessment completed. Vital signs within normal limits. Resident was
clothed appropriately. Current temp 82 degrees. Resident [NAME] [sic] back inside of facility and offered
refreshments. No distress noted. Staff interviews and investigation [were] initiated. Family, MD [medical
provider], ED [Executive Director], ombudsman notified of incident. No injuries noted. 1:1 [one-on-one direct
supervision] will now be provided by staff. All pertinent information will be added to 5- day follow up. Family
and MD in agreement with plan of care. A 5-day follow-up report was sent to the IDOH-LTC division on
7-23-25, which indicated Resident B had been discharged to a local facility with a secured memory care unit.
It indicated Resident B had sustained a non-emergent skin tear during her elopement. It indicated the facility
had conducted an investigation which included, but was not limited to, staff statements related to the
elopement, all staff were educated on the facility's elopement policy, an elopement drill had been conducted
successfully, the maintenance department had conducted an audit of all exit doors and alarms with no issues
identified, windows were secured to not allow opening more than six (6) inches and the Minimum Data Set
(MDS) Coordinator had completed new assessments on all residents for wandering and elopement risks. In
an interview on 7-28-25 at 12:15 p.m., with the ED, she indicated Resident B had been experiencing
escalating behaviors in the weeks prior to the elopement, for which the facility had involved psychiatric
services and her primary care doctor, as well as the resident's family. The ED indicated a urinalysis had been
obtained with the results being negative. There were several med changes. At the time she eloped, she was
on 15-minute checks and then we advanced those to 1:1 after the elopement out of her window. She had
been sent out a time or two [to psychiatric facilities] for behaviors. My guess is that her dementia was
advancing and she is now in a safer environment. A social services progress note, dated 7-16-25 at 2:56 p.m.
, indicated a family member of Resident B had scheduled a tour with a local facility to visit their memory care
unit, related to possibly transferring Resident B to that facility's memory care unit. In an interview on 7-28-25
at 2:48 p.m., with the Director of Nursing (DON), she indicated Resident B remained on every 15- minute
visual checks prior to the elopement. She indicated on the night shift of 7-17-25 through 7-18-25, the nursing
staff had someone sitting with her and | think the reason they had charted she was on 1:1's during the night,
was she seemed to need more attention. The morning of 7-18, she was actually on every 15-minute checks.
The staff member who had been sitting with her [on the afternoon of 7-18-25] came back to the room and
found the screen broken out of the window. Of course, after that, she was [placed] on 1:1's until she was
discharged . The clinical record of Resident B was reviewed on 7-28-25 at 11:47 a.m. Her diagnoses
included, but were not limited to, early onset Alzheimer's disease, dementia, hallucinations, unspecified
psychosis and depression. A review of her most recent MDS assessment, dated 6-18-25, indicated she was
moderately cognitively impaired, did display wandering behaviors, which were unchanged from the previous
assessment time frame. It indicated she was independently ambulatory with the use of a walker and had no
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