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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 *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation
pertains to Intake 2729557.Based on interview and record review, the facility failed to provide adequate
Residents Affected - Few supervision to prevent an elopement for one resident (R901) from a total of three residents reviewed for

supervision. Findings Include: Review of a complaint called into the State Agency revealed, Complainant
states a male resident (R901) escaped from the facility two weeks ago and was found at the bus stop.
Review of the clinical record revealed R901 was admitted into the facility on 4/4/2025 with the following
diagnoses: Vascular Dementia without behavioral disturbance, psychotic disturbance, mood disturbance
and anxiety. The Minimum Data Set Assessment (MDS) dated [DATE], indicated resident was independent
with ambulation and activities of daily living, requiring assistance of one for showering and had a Brief
Interview for Mental Status (BIMS) revealed a score of 15/15, indicating intact cognition. A review of the
clinical record revealed R901 verbalized on 9/19/25 to staff they were discharging the next day. R901 called
(name of a moving company) and their church for assistance repeatedly. R901 also told staff they were
going to call the police and was re-directed and re-informed that a discharge was not ordered and could not
occur until all the proper people and paperwork was done. Review of a progress note dated 9/26/25,
revealed the resident was discussing their discharge set for the next day and was informed that a discharge
had not been arranged. R901 then hurriedly moved toward the exit, was redirected and a wander alert
device was applied to the resident's ankle. The 9/26/25 care plan reflected the resident was now an
elopement risk, but not that a wander alert device was applied to their ankle.An Elopement Risk
assessment dated [DATE] indicated R901 was to be at Low Risk for elopement with a score of 8/15, despite
multiple conversations of wanting to be discharged .Review of an investigation file provided by the facility
revealed on 12/6/25 at 2:00 PM, R901 observed outside of the building walking on the drive around the
building, coming from the direction of their room by the Housekeeping Supervisor (HS) E. Unable to coax
R901 back into the building the HS E called to the facility for assistance and two employees came to help.
R901 returned to the building about 15 minutes after reinforcements arrived.According to the investigation
file, R901 removed screws from the inside-window casing that were placed to prevent the window from
opening more than 2-3 inches. Once the screws were removed, the resident was able to open the window
enough to climb out and was observed unattended. The care plan was updated on 12/18/25 indicating a
wander alert device was placed on R901's ankle. On 2/26/26 at 10:15 AM, an interview with Maintenance
Director (MD) C revealed they were part of the investigation to determine how R901 was able to exit the
building unnoticed. MD C revealed R901 had removed the stop screws that were installed in the inside track
of the window to prevent it opening more than 2-3 inches. On 2/26/26 at 10:30 AM, an interview with HS E
revealed as they drove on the driveway around the building they noted R901 coming out between the
building and asked them where they were going. R901 said they were leaving while HS E attempting to
coax them back into the building. During this time R901 was adamant they were
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not returning, telling HS E over and over, | am leaving, | am not going back in. When they reached the main
road, the HS E, contacted the facility and requested help. Two employees then attempted to coax R901
back into the building and after about 15 minutes R901 returned to the building. HS E confirmed, staff did
not know the resident was not in the building.On 2/26/26 at 11:00 AM, an interview with the Nursing Home
Administrator (NHA) confirmed the events and added R901 preferred to have their door closed at all times
and it was difficult to provide privacy along with increased supervision for an elopement risk resident.On
2/26/26 at 12:41 PM, a request for the documentation policy was requested for nurses and Certified

Nursing Assistants. The Director of Nursing indicated there was not a policy for documentation.
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