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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 (continued on next page)

safety

Residents Affected - Few
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F 0689 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation
pertains to intake # 2642001Based on interview, and record review, the facility failed to provide adequate
Level of Harm - Immediate supervision to prevent elopement and respond appropriately to an alarming exit door to ensure resident
jeopardy to resident health or safety in 1 of 3 residents (Resident #101) reviewed for elopement/supervision, resulting in an Immediate
safety Jeopardy when on 10/2/25 between 6:15 AM and 6:30 AM, Resident #101, who was an elopement risk,
exited the facility, unbeknownst to facility staff, and was found by a Activities Director (AD) E approximately
Residents Affected - Few 50 yards away from the facility, in his wheelchair on the sidewalk of the road. This deficient practice placed

all residents, identified as at risk for elopement, at risk for serious harm, injury, and/or death.Findings
include:The facility failed to provide adequate supervision to prevent elopement for an exit seeking resident,
Resident #101, who was an elopement risk, and respond appropriately to an alarming exit door to ensure
resident safety. Resident #101 eloped from the facility unbeknownst to staff on 10/2/25 between 6:15
AM-6:30 AM was found by off duty staff at approximately 6:40 AM, 50 yards from the facility on the sidewalk
of a 25 MPH (miles per hour) road, ambulating in his wheelchair. The Immediate Jeopardy began on 10/2/25
when Resident #101 eloped from the facility unbeknownst to staff. The Nursing Home Administrator (NHA) A
was notified of the Immediate Jeopardy on 10/21/25 at 10:20 AM. The surveyor confirmed by observation,
interview, and record review that the Immediate Jeopardy was removed on 10/2/25, and the deficient
practice corrected on 10/7/25, prior to the start of the survey and was therefore past noncompliance.Resident
#101Review of an admission Record revealed Resident #101 was originally admitted to the facility on
[DATE], with pertinent diagnoses which included: severe depression with psychotic symptoms and anxiety.
Review of Resident #101's Physician Orders indicated that a wanderguard (a wearable device that alerts
staff when a resident is near an exit by activating the door alarm) was placed on his left ankle on 4/13/25.
Review of Resident #101's Elopement Care Plan revealed, .at risk for elopement and/or wandering R/T
(related to): history of attempts to leave facility unattended, impaired safety awareness. Date initiated 4/14/25
(no revisions). Interventions: Apply wanderguard per order. Check placement, function and expiration date
per facility protocol. Wanderguard to LLE (left lower extremity) expires on 10/27 and wheelchair expires on
4/26. Date initiated: 4/14/25 Revision on 10/8/25, Approach in a slow, calm manner and redirect away from
exit doors as needed. Date initiated: 4/14/25.Distract resident when wandering into inappropriate areas by
offering pleasant diversions, structured activities, food, conversation etc.Date initiated: 4/14/25.Resident is to
be 1:1 observation at all times for elopement risk and behaviors. Date initiated: 10/2/25.Review of Resident
#101's Fall Care Plan revealed, .at risk for fall related injury and falls R/T: history of falling, psychotropic
medication use, impaired balance, moderate cognitive impairment, impaired vision. Date initiated: 1/21/25.
Revised 7/29/25.Review of Resident #101's Behavior Note dated 9/16/25 at 10:07 AM revealed, .Stated he
has a meeting with case manager on 9/18 and case manager is going to help him Get out of here or I'm
busting out. Either way alive or dead. Stating (hospital) sent him here to the warden because he couldn't get
his pants off. Reports the warden put the ball and chain on my leg.Review of Resident #101's Progress Note
dated 9/30/25 at 12:16 PM revealed, Resident observed alarming east exit door.Review of Resident #101's
Elopement Incident Report dated 10/2/25 at 6:40 AM revealed, Alerted by activity director that resident was
outside near the (facility) sign. Activity director remained with resident keeping him in sight. Resident in W/C
(wheelchair). Approached and able to redirect back into building. Resident indicated he wanted to get some
fresh air.CNA let two residents out front door by putting in door code. Once she opened the door for the
residents she left the area. (Resident #101) tailgated out the door following behind residents. Alarm did not
sound off because code was entered to open for the other residents. This report was noted to conflict with
witness interviews and door alarm observations. In an interview on 10/20/25 at 4:23 PM, Certified Nursing
Assistant (CNA) M reported that she had been working on the hall on 10/2/25 and heard a door alarming in
the dining room between 6:10 AM-6:30 AM. CNA M reported that she observed two residents that wore
wanderguards in the area at the time but was not sure why the door was alarming. Resident #101 was near
the door and the other resident was being assisted by Physical Therapy Assistant (PTA) H. CNA M reported
that she peeked out the door, then deactivated the door alarm and went back to the hall. CNA M reported
that Resident #101 had anger problems but seemed calm that morning. CNA M reported that minutes later
the door was alarming again and Resident #101's whereabouts were unknown; CNA M assumed the
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