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F 0689

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35394

Based on observation, interview, and record review the facility failed to ensure a kitchen exit door was locked 
and armed after one resident (Resident #1) eloped from the facility through the kitchen door during the early 
morning hours, and was out of the facility for approximately 30 minutes. The resident was found on the 
facility's premises, approximately 30 feet from the exit door. The facility census was 74.

The facility was notified of past non-compliance on 12/31/24. Facility staff immediately searched for the 
resident, reported the incident, and began their investigation. The investigation consisted of written 
statements and interviews. The investigation showed the kitchen door was not locked and armed. Staff were 
in-serviced on elopement policy, and abuse and neglect. A second alarm was added to the kitchen door. The 
deficiency was corrected on 12/27/24. 

Review of the facility's Elopement policy, revised 11/19/24, showed: 

-Elopement occurs when a resident leaves the premises or a safe area without authorization (i.e., an order 
for discharge or leave of absence) and/or any necessary supervision to do so. A resident who leaves a safe 
area may be at risk of (or has the potential to experience) heat or cold exposure, dehydration and/or other 
medical complications, drowning, or being struck by a motor vehicle;

-Upon completion of the other interdisciplinary team's admission and readmission assessments, the 
interdisciplinary team will review any additional unsafe wandering and/or elopement risk indicators and revise 
the resident's care plan as indicated;

-The interdisciplinary team will review and revise the resident's unsafe wandering management care plan, if 
indicated, upon completion of each comprehensive, significant change and quarterly Minimum Data Set 
(MDS, a federally mandated assessment instrument completed by facility staff) and upon an unsafe 
wandering or elopement event;

-A specific system will be implemented to notify staff that exit doors have been opened in areas accessible to 
residents and may include but not be limited to:

 -Documented and routine testing of door alarms;

 -Documented and routine testing of staff's response to alarms;

(continued on next page)
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 -Monitoring practices when door alarms are disabled or during instances of higher traffic such as holidays, 
special events, or tours;

 -Monitoring practices for exits that are not visible to staff but readily accessible to residents;

-Residents will be assessed for unsafe wandering and elopement indicators upon admission, readmission, 
change in condition, quarterly and with any unsafe wandering or elopement event utilizing the Elopement 
Risk Evaluation;

-During the admission and readmission process a care plan will be initiated by the admitting nurse on any 
residents assessed with unsafe wandering or elopement behaviors; 

-Associates will be provided unsafe wandering and elopement training upon hire, annually and as indicated 
by the Unsafe Wandering and Elopement Performance Improvement Plans (PIPs);

Elopement drills will be conducted at least quarterly.

Review of Resident #1 admission MDS, dated [DATE], showed: 

-Severe cognitive impairment; 

-Diagnoses included high blood pressure, gastroesophageal reflux disease (GERD, acid reflux), renal failure, 
diabetes, hyperlipidemia (high lipids in the blood), stroke, dementia, seizure disorder, and malnutrition;

-Substantial/maximum assistance required for mobility; 

-Uses walker and wheelchair;

-No physical or verbal behaviors; 

-Wandering behavior not exhibited.

Review of the resident's admission elopement assessment, dated 11/28/24, showed the resident was not an 
elopement risk. 

Review of the resident's care plan, updated 12/17/24, showed: 

-Focus: Resident risk for elopement. Disoriented to place, impaired safety awareness, stroke with cognitive 
deficits, does understand others and is able to make self-understood; 

-Goal: The resident's safety will be maintained; 

-Interventions: Assess for fall risk; Complete elopement risk assessment; Encourage to participate in 
activities to divert from exiting seeking behavior.

Review of the facility's investigation, dated 12/17/24, showed:

(continued on next page)
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-Approximately 6:44 A.M., Registered Nurse (RN) A contacted the Administrator regarding Resident #1. 
He/She informed the administrator that Resident #1 had been cared for by his/her aide at approximately 6:20 
A.M. He/She performed Activity of Daily Living (ADL) care and got resident dressed for breakfast and 
assisted him/her to the wheelchair next to his/her bed; 

-RN A stated approximately 6:30 A.M. he/she noted the resident was not in his/her room so they began to 
search other residents rooms, and the entire facility staff continued to search. Administrator contacted 
Director of Nursing (DON) approximately 6:47 A.M. to update on Resident #1. DON phoned Licensed 
Practical Nurse (LPN) B to search the outside premises. Charge nurse observed the patient adjacent to the 
building near generator area. LPN B stated no acute distress noted, patient was fully clothed, and current 
temp of 35 degrees Fahrenheit (F) outdoors on 12/17/24. Vital signs taken and skin assessment completed 
with no injuries noted at this time. Patient stated he/she was trying to get back home;

-Through additional investigation, it was determined that the resident had walked down the hall while the aide 
and nurses were performing care. Resident #1 entered the dining room area which is closed due to COVID 
-19 restrictions. He/She then proceeded to enter the exit corridor area by the kitchen where he/she exited the 
building. He/She was observed roughly 30 feet from the building away from this door near the generator area 
on the ground;

-Approximately 10:35 A.M., upon assessment noted a hematoma (collection of blood under the skin caused 
by trauma) developing called to physician orders to send patient to hospital for Computed Tomography (CT) 
scan of the head. Daughter here at bedside. Transferred to for evaluation. 

Review of the resident's progress notes, showed: 

-On 12/17/24 at 8:57 A.M., while doing another resident's care, he/she came out, he/she noticed the 
resident's door was open and his/her door was to be kept closed because of residents' being COVID 
positive. Resident was last seen at the 6:00 A.M. round in his/her room. He/She went in to look and saw that 
the resident was not in the room and he/she immediately called for the Certified Nurse Aide (CNA) to begin 
looking for the resident. He/She thought he/she was in the bathroom but he/she was not. His/herself and the 
CNA began to search for resident and then the staff on the other hall. The nurse went outside in his/her car 
to cover the area, along with his/herself and several of the staff. LPN B got out of his/her car and saw 
something and realized it was the resident on the ground around 20 feet from the building. Rest of the staff 
was notified, a wheelchair was brought, and resident was assisted after active range of motion was applied. 
Inside resident was assessed for any bruising, skin tears, etc. none noted at this time. Family made aware. 
Physician made aware and DON made aware;

-At 9:30 A.M., Nurse Practitioner (NP) here today to see resident. A full assessment was completed with 
normal findings, skin intact, no bruising, no scratches, no bumps, no open areas noted. Resident in room 
resting at this time. Vital signs within normal limits;

-At 10:32 A.M., Writer place call to physician to report that a hematoma has raised on top of forehead. New 
order to send to emergency room (ER) for CT of head. Writer placed call to ER spoke to staff, gave report of 
resident, and he/she stated he/she will inform staff and await for his/her arrival. 

(continued on next page)
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-At 10:34 A.M., Writer spoke to staff and informed them that ambulance was here and that the resident is a 
Elopement Risk and will let the team know, charge nurse informed 911 that resident was COVID positive 
when he/she placed call for resident to be transferred; 

-At 10:54 A.M., Resident sent to hospital for CT scan of the head. Family at bedside when Emergency 
Medical Service (EMS) arrived. Transferred to stretcher safely;

-At 2:52 P.M., Writer informed oncoming charge nurse that resident is at hospital and upon return he/she will 
remain a one on one, this writer informed LPN.

During an interview on 12/26/24 at 10:38 A.M., [NAME] C said he/she was told the resident got out of the 
kitchen door exit. He/She was there at the time, but he/she did not see or hear anything. 

During an interview on 12/26/24 at 10:40 A.M., Dietary Aide D said he/she was working in the kitchen at the 
time. He/She heard the kitchen door click. He/She did not think anything of it because employees go through 
the door. [NAME] C and a second dietary aide were working in the kitchen at the time. It occurred between 
6:00 A.M. and 7:00 A.M. He/She did not open the door that morning or disable the door alarm. 

During an interview on 12/26/24 at 10:45 A.M., [NAME] C said if the door alarm is off, they can go through 
the door. They did not have any deliveries the morning of the elopement. He/She did not remember turning 
off the alarm. The delivery days are Mondays and Thursday. [NAME] C and surveyor checked the date of the 
elopement and confirmed it was a Tuesday morning. [NAME] C said it was possible the alarm was off and 
door was unlocked from the day before. They have been in-serviced. 

Observation and interview on 12/27/24 at 4:00 P.M., showed the door was locked and the alarm on. The red 
alarm box was also in place and armed. The door was pushed open and the red box alarm sound. The alarm 
was loud and could be heard inside the kitchen. The exit door opened outside to back of the facility. There 
are two large generators outside the door on the right side. There is a sidewalk/walkway on flat concrete that 
stretches approximately 45 feet until a slight curve where there was a wall, creating a blind spot to the exit 
door. The administrator said the resident was found on the ground behind the wall. Staff drove around the 
facility in their car and found the resident. 

During an interview on 12/27/24 at 3:55 P.M., the administrator said staff did 1:1 additional education for the 
dietary staff. He was aware the door may have been unlocked. The cook had a delivery the previous night 
and the door was not secured. They have added an additional alarm. It is a red box alarm. It is an additional 
layer. He would expect staff to ensure doors are closed and checked every shift and to set the alarm. If staff 
hear the alarm, they are expected to respond to it. If a resident goes through the first alarm, redirect to 
safety, report to nurse, and document.
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