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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Some

Based on observations, record review, and interviews conducted during the abbreviated (iQIES incident 
#2607732) survey, the facility failed to ensure residents received adequate supervision to prevent accidents 
for two (2) of five (5,) residents (Residents #1 and #3) reviewed for accidents. Specifically, Resident #1 was 
at risk for elopement and exited the facility undetected on 09/03/2025 and 10/25/2025; and Resident #3 left 
the facility grounds on 07/25/2025, undetected, on their motorized scooter and was found two (2) hours later 
at a fast-food restaurant approximately four (4) miles away. This resulted in Immediate Jeopardy and 
Substandard Quality of Care to Resident #1 and #3 and placed all 59 residents with exit-seeking behaviors 
at risk for serious harm, serious injury, serious impairment, or death. The facility policy Elopement Risk 
Screen, revised 07/2011, documented staff would monitor a resident's whereabouts to ensure they remained 
within the facility. In the event of an elopement or elopement attempt, staff notified the Nurse Manager or 
supervisor. The policy did not include procedures for disarming the sounding alarm.The facility policy Missing 
Resident: Code Yellow, revised 12/2015, documented when a resident was missing from the unit, the unit 
staff members were to immediately notify the supervisor, alert the receptionist, and a formal announcement 
(overhead) was made. All unit staff initiated a search of all areas on the unit and report the results to the 
receptionist. Ancillary staff and one (1) staff member from each unit conducted a search of other assigned 
areas within the facility. 1) Resident #1 had diagnoses including Alzheimer's dementia, repeated falls, and 
difficulty walking. The 06/19/2025 Minimum Data Set (a resident assessment tool) documented the resident 
had severely impaired cognition, did not exhibit wandering behavior, required supervision for walking, 
received daily antipsychotic and antidepressant medications, and used a wander detection device.The 
09/30/2024 admission Elopement Screen documented the resident's scored a 16 out of 28. A score greater 
than 10 indicated an elopement risk. The Comprehensive Care Plan initiated 10/12/2024 documented the 
resident was at elopement risk as per Elopement Risk Data Collection. Interventions included: complete 
elopement risk screen; gather history of wandering/elopement attempts; observe and identify 
behavior/patterns of mobility such as pacing, searching, etc.; wander detection device to right ankle, check 
three (3) times a day on day, evening, and night shifts. On 02/06/2025 at 11:00 AM, the resident was found 
on the second step on the stairwell after the alarm sounded. A stop sign was added to the stairwell door as 
well as a red barrier gate, and the wander alert device range was extended. On 04/10/2025, the resident 
surpassed the wander alert alarm and was found at the bottom of the stairwell. On 06/01/2025, the resident's 
wander alert device was alarming in the stairwell. A certified nurse aide found the resident at the bottom of 
the stairwell trying to push on the door to go into the hallway near the lobby. Approaches included continue 
interventions. On 06/08/2025, the resident was found on the first-floor landing in the stairwell with their 
wander alert device alarming. Approaches included continue interventions. On 06/28/2025, the stairwell was 
alarming, and the resident was not seen in the stairwell. The resident was found in the front lobby. 
Interventions included continue with wander alert device, stop signs, and consider room move. The 09/2025 
Medication Administration Record documented 15-minute checks for frequent falls with a start date of 
01/03/2025. The 15-minutes checks were documented as completed on 09/03/2025 during the 3:00 
PM-11:00 PM shift by Licensed Practical Nurse #4. There was no documented evidence of actual times 
when 15-minute checks were completed. The 09/03/2025 at 4:50 PM progress note by Licensed Practical 
Nurse #7, documented the resident was wandering on and off the unit constantly, was redirected with short 
term effect, 15-minute checks were done, and staff were to continue to monitor the resident.The 09/03/2025 
incident report completed by Registered Nurse Supervisor #3, documented Resident #1 eloped on the 
evening shift and was found outside. Registered Nurse Supervisor #3 was called to the resident's unit at 7:33 
PM, as the resident had been found outside by security. The resident went down the back stairwell and out 
the exit door making their way to the grounds fence near a main road. Registered Nurse Supervisor #3 and 
Licensed Practical Nurse #4 went outside to get the resident. The resident was wearing a wander detection 
device, and the alarms sounded. The investigation determined the apparent timeline was the resident 
pushed the unit stairwell door open at 6:55 PM, exited an outside stairwell door sometime between 6:55 PM 
and 7:05 PM, a visitor went to the front desk at 7:13 PM and stated there was a [person] standing against the 
fence near the road. Security was called and found the resident on the corner of the facility property. Unit 
staff were notified to come get the resident, while security monitored the resident. Staff arrived at 7:22 PM 
with a wheelchair and brought Resident #1 back into the facility. The resident was assessed by Registered 
Nurse Supervisor #3 and there were no injuries. The resident had a nightgown and socks on, the outside 
temperature was about 70 degrees Fahrenheit. The Medical Director and family were notified. An elopement 
risk screen was completed, and a team meeting was needed to review the incident and plan of care. -The 
09/03/2025 Certified Nurse Aide #5 witness statement documented they heard an alarm sounding about 7:05 
PM after completing care on another resident. They went to check the exterior stairwell door, which was 
open, peeped outside, and did not see anyone. They shut the door and went back inside.-The 09/03/2025 
Certified Nurse Aide #6 witness statement documented they were providing care to another resident at the 
time of the incident. The resident was found outside wearing a nightgown and socks. The wander detection 
device was on the resident and functioning.-The 09/03/2025 Licensed Practical Nurse #4 witness statement 
documented the resident was last seen at 7:00 PM on the unit. The resident was found by the fence near the 
road in front of the facility. The resident had socks and a wander detection device on.-The 09/03/2025 
Certified Nurse Aide #7 witness statement documented they and another aide (unidentified) were putting a 
resident who required assistance of two (2) to bed when the other aide opened the room door. The unit 
stairwell exit door was sounding and the other aide went to see who left the unit. Certified Nurse Aide #7 
continued to provide care to the resident they were with and assisted with looking for the resident who 
sounded the alarm when the care was done.The 09/03/2025 Wander Detection Device Activity Report 
documented Resident #1's wander alert device set off the unit exterior stairwell door alarm at 6:47 PM and 
was cleared at 6:50 PM. The unit elevator alarm sounded for Resident #1 at 7:30 PM and was cleared at 
7:31 PM.The 09/03/2025 updated comprehensive care plan documented the resident was found outside at 
7:13 PM. There were no documented additional interventions put in place after the incident.The 09/03/2025 
Elopement Risk Screen completed by Registered Nurse Supervisor #3 documented there was a new attempt 
to elope, or exit seek. The resident wandered aimlessly, had made one (1) or more attempts, and was a high 
elopement risk.During an observation on 10/20/2025 at 9:52 AM, Resident #1 was sitting in the unit dining 
room area. The resident frequently stood from their wheelchair and attempted to ambulate. The unit stairwell 
door at the end of the hallway had an orange foldable barrier and a stop sign banner across the doorway. 
The doorway had a keypad on the left side wall. At 9:56 AM, Resident #1 pushed on the hallway double 
doors separating the unit from an adjacent unit. The double doorway alarm sounded throughout the unit. Unit 
staff intervened and redirected the resident back onto the unit.During an observation on 10/20/2025 at 4:35 
PM, Receptionist #14 showed the surveyor the computer screen at the desk and explained how the wander 
detection device displayed a banner if a door alarm sounded. The banner displayed which door was alarming 
and the resident's name.The 10/25/2025 incident report completed by Registered Nurse Supervisor #24 
documented Resident #1 eloped from the facility at 4:24 PM. The resident exited the unit via a stairwell, 
down a flight of stairs, and went out the exit door heading towards the parking lot. The resident was wearing 
a wander detection device. The stairwell door alarmed when the resident pushed the door at 4:22 PM. 
Certified Nurse Aides #20 and #21 were providing care to another resident in their room. As soon as the 
certified nurse aides made sure that resident was safe, they immediately responded to the alarming door, 
and checked the stairwell. Certified Nurse Aide #22 heard the exterior door alarming, went through the 
stairwell door, and did not see a resident. Certified Nurse Aides #23 and #25 were returning from a break 
and saw Resident #1 on the ground between the exit door and the parking lot. They immediately responded 
and notified the Registered Nurse Supervisor. Security was notified by the receptionist about the alarming 
door, and they responded at 4:28 PM. The resident sustained abrasions to their palms and knees.The 
10/25/2025 at 6:20 PM New York State incident report submitted by the Director of Nursing documented the 
facility's immediate response to the elopement was to provide 1:1 supervision for the resident every shift 
throughout the weekend. A team meeting would be held on 10/27/2025 to discuss further interventions and 
evaluate the 1:1 status. A 10/25/2025 at 11:02 PM, Registered Nurse Supervisor #4 progress note 
documented at 4:25 PM, Resident #1 was found outside in the parking lot. They arrived at the scene 
immediately and assessed the resident. The resident was brought back to the unit in a wheelchair. The 
resident was placed on 1:1 related to high fall and elopement risk. The resident was already on frequent 
checks. The Comprehensive Care Plan revised 10/26/2025 documented the resident eloped on 10/25/2025 
and interventions included frequent 15-minute checks. There was no documented evidence the resident was 
placed on 1:1 supervision as planned. During an observation on 10/28/2025 at 8:45 AM, Resident #1 was 
sitting at a table in the unit dining room with an aide who stated they were providing 1:1 supervision to the 
resident. The orange barrier and stop sign remained across the unit stairwell doorway. There were three (3) 
certified nurse aides and a nurse on the unit.During an interview on 10/20/2025 at 1:07 PM, Licensed 
Practical Nurse #4 stated Resident #1 had exit seeking behaviors in the past. On 09/03/2025 at about 7:00 
PM, Resident #1 was sitting in the unit dining room. Licensed Practical Nurse #4 stated they were on another 
unit helping a staff member when Certified Nurse Aide #19 called and said they could not find Resident #1. 
They told the aide to do a unit search, and the aide called them back and told them the resident was not 
found. They told the aide to check the stairwells and was told the stairwell alarm was sounding but there was 
no one in the stairwell. Licensed Practical Nurse #4 stated they called other units and the receptionist to find 
out if a resident set off the alarm. The receptionist informed them Resident #1 was found outside. They and 
Certified Nurse Aide #19 went outside to get the resident, who was found near a property fence by the main 
road and was brought into the building. Registered Nurse Supervisor #3 was called and assessed the 
resident. The resident had a wander detection device on and had no injuries. They stated normal staffing 
was one (1) aide dedicated to the unit, one (1) aide that was split between two (2) units, and a nurse who 
was assigned two (2) to three (3) units. Door alarms were supposed to sound at the reception desk. They 
stated no one other than unit staff made them aware the alarms had sounded or that the resident was 
missing.During an interview on 10/20/2025 at 2:58 PM, Certified Nurse Aide #6 stated they worked a split 
assignment (worked on two (2) different units) on 09/03/2025. They and Certified Nurse Aide #19 were 
transferring another resident using a mechanical lift and the room door was closed. They did not hear the 
stairwell door alarming until they opened the door. They asked Certified Nurse Aide #19 what that sound 
was, and Certified Nurse Aide #19 told them to turn off the alarm. They turned the alarm off, took 
accountability of the unit's residents, and informed certified Nurse Aide #19 that Resident #1 was not found. 
Certified Nurse Aide #6 stated they took the elevator to the unit one (1) floor below and Certified Nurse Aide 
#19 went down the stairwell. They returned to the unit and Certified Nurse Aide #19 continued to look for the 
resident. They stated when Resident #1 was not found, they informed Licensed Practical Nurse #4 and the 
nursing supervisor. During an interview on 10/20/2025 at 3:18 PM, Certified Nurse Aide #19 stated Resident 
#1 ambulated quickly and frequently went toward the stairwells. Each stairwell and exit door had a 
15-second egress for fire safety reasons. This meant once the open bar was held for 15-seconds, the door 
automatically released and can be opened. On 09/03/2025, Resident #1 was sitting at a unit dining room 
table when both they and Certified Nurse Aide #6 went into another resident's room to transfer them to bed 
with a mechanical lift. When they opened the room door, they heard a stairwell door alarming. They stated 
they told Certified Nurse Aide #6 to check the door and Certified Nurse Aide #6 asked what the alarm code 
was; they did not tell Certified Nurse Aide #6 to turn the alarm off. Certified Nurse Aide #6 went down the 
stairwell to the unit below, came back to the unit, and told them Resident #1 was not downstairs. Certified 
Nurse Aide #19 then went downstairs and was told by unit staff they had not seen the resident. They 
returned to their unit and told Licensed Practical Nurse #4 the resident was missing. There were no alarms 
sounding during that time frame, so they did not think to look outside. The unit was searched, and the 
resident was not located. Licensed Practical Nurse #4 told Certified Nurse Aide #19 that Resident #1 was 
found outside. They stated the resident was gone from the unit for about 15 minutes.During an interview on 
10/20/2025 at 3:44 PM, Registered Nurse Supervisor #3 stated they were on duty 09/03/2025 when 
Resident #1 eloped. Unit staff turned the door alarms off, which stopped the alarm at the reception desk. 
Staff should have notified them when it was determined the resident was missing. They were not notified 
until the resident was brought back to the unit. During an interview on 10/20/2025 at 4:35 PM, Receptionist 
#14 stated when a resident set off a stairwell or exit door, a banner showed on the computer screen at the 
reception desk. The banner included what door was sounding and the resident near it, if they were wearing a 
wander detection device. If staff shut the door alarm off, the banner stopped showing at the reception desk. 
The receptionist was unable to go back to see what alarm was sounding once the alarm was shut off. Not all 
doors in the facility had cameras. During an interview on 10/21/2025 at 11:18 AM, Certified Nurse Aide #5 
stated exterior door alarms were much louder than interior stairwell door alarms. On 09/03/2025, they heard 
the stairwell exit door sounding at about 7:05 PM, went to look, saw the exterior door open and the alarm 
sounding, looked around outside the exit door while standing holding the door open, and did not see any 
residents. They then closed the exterior door, silenced the alarm, and went back to their unit as they were 
the only staff on that unit at the time. A certified nurse aide from the upstairs unit asked if they saw Resident 
#1, they told them no, and the certified nurse aide immediately left the area before they could tell them to call 
the supervisor. Certified Nurse Aide #5 stated they did not inform the supervisor, as they thought staff had 
already done so.During an interview on 10/24/2025 at 10:02 AM, the Director of Nursing stated if a door 
alarm sounded, the receptionist received a message on their computer screen letting them know which door 
it was, and which resident set it off. Security also received a message on their phone. Security was to check 
on the situation and the receptionist was to call and inform the nearest unit. The alarms were loud enough to 
be heard throughout the unit. Unit staff were to immediately respond to the alarm and look in the stairwell. If 
it was an exit door, they were to check the area within visual distance from just outside the doorway. The 
alarms should be turned off when beginning the search near the area of the door. Staff should have another 
staff member monitor the unit if a resident's care was to take over 10 minutes. Resident #1's unit staff did not 
do so both times Resident #1 eloped. The staff responded appropriately to the alarms on 09/03/2025, but 
when they found the exit door ajar, they should have expanded the outside search further and they did not 
immediately notify the supervisor.During an interview on 10/24/2025 at 11:03 AM, the Administrator stated 
expectations of staff when a door alarm was sounding was to respond to the alarm, check the area such as 
the stairwell up and down, check the immediate area if an exterior door was alarming, and account for all unit 
residents. If a resident was not on the unit, they were considered a missing resident. They were then to call 
the receptionist. The receptionist was to notify the supervisor, and a code yellow was called. All exterior 
doors alarmed to the receptionist's computer and security, and security checked areas outside the alarming 
door. Alarms should not be turned off based on the situation. The receptionist's computer displayed what 
door was alarming and the resident's name if they wore a wander detection device. If staff were providing 
care when the alarm sounded, they should ensure the safety of that resident and then respond to the alarm. 
If staff were to be providing care for a significant amount of time, they were to ensure there was another staff 
member monitoring the unit until they were done. The Administrator stated a significant amount of time 
varied based on the needed care. Staff responded appropriately to the alarm on 09/03/2025 when Resident 
#1 eloped from the facility building. Staff were taking accountability of the unit when the visitor reported the 
missing resident outside. No harm came to the resident.During an interview on 10/24/2025 at 3:02 PM, 
Registered Nurse Unit Manager #17 stated Resident #1 was a high risk for elopement and had a wander 
detection device in place both times they eloped from the building. They expected staff to respond to a door 
alarm by running to the door and checking the stairwell prior to silencing an alarm. They should check the 
area first, clear the stairwell or exit door prior to turning off the alarm, do a unit resident accountability, notify 
the supervisor if the resident was not found on the unit, and immediately expand the search if the resident 
was not found. If they found the alarming door ajar, they should look in all directions and immediately notify 
the supervisor and security. If staff were occupied performing care for resident, they should notify the unit 
nurse so the unit could be monitored. They stated staff should have immediately notified the supervisor and 
not have turned off the door alarms until they were told to do so.During an interview on 10/27/2025 at 4:13 
PM, Certified Nurse Aide #20 stated they worked on Resident #1's unit on 10/25/2025. They and Certified 
Nurse Aide #21 were assisting another resident to bed via mechanical lift with the room door closed. 
Resident #1 entered the room and was directed to leave for resident privacy. While transferring the resident, 
they heard the unit stairwell door alarming. Certified Nurse Aide #21 stated once the resident was safe, they 
left the room to investigate. The alarm was still sounding when they left the room. The unit phone was ringing 
when staff were responding to the alarm. The unit nurse was on another unit when the event occurred. 
Shortly after they left the room, Certified Nurse Aide #21 returned to the unit with Resident #1. Resident #1 
was not on 1:1 monitoring at the time of the incident but did have a wander detection device.During an 
interview on 10/27/2025 at 4:32 PM, Certified Nurse Aide #22 stated they heard a door alarming sounding on 
10/25/2025, looked out the hallway window and exit door and did not see a resident. As they were going to 
the unit phone, it rang, and the receptionist informed them Resident #1 had sounded the door alarm. They 
stated they went out the exit door and saw the resident sitting on the grassy area near the closest parking lot 
to the building. When they reached the resident, Certified Nurse Aide #23 was coming out the front lobby 
doors towards them, along with another aide and security.During an interview on 10/28/2025 at 12:05 PM, 
the Medical Director stated Resident #1 had severely impaired cognition, and there were concerns about 
staff response and supervisor notification with the 09/03/2025 incident. The system worked well when the 
resident got out of the building on 10/25/2025, but the resident still got out of the building. The resident only 
sustained some minor abrasions on 10/25/2025 but otherwise there was no harm. 2) Resident #3 had 
diagnoses including repeated falls, polyneuropathy (damaged nerves in the hands or feet), diabetes, 
congestive heart failure, poor circulation in the extremities, and chronic kidney disease. The 06/23/2025 
quarterly Minimum Data Set documented the resident had severely impaired cognition, utilized a walker or 
wheelchair, required supervision with transfers and walking 10 to 50 feet, used a motorized 
wheelchair/scooter independently at least 150 feet, was always incontinent of urine, and received 
anticoagulant (blood thinner), diuretic (water pill), and hypoglycemic (diabetic) medications daily.The 
06/28/2024 Occupational Therapist #46 progress note documented the resident received a new motorized 
scooter, was trained on its use, and was able to independently utilize it.The 01/02/2025 Comprehensive Care 
Plan documented the resident was independent with motorized scooter use throughout the facility and on the 
campus. There was no documented evidence of a plan to account for the resident's whereabouts when they 
left the building in their motorized scooter. The 03/27/2025 and 06/20/2025 Resident #3 elopement risk 
screens documented the resident was a low risk for elopement.The 07/25/2025 incident report completed by 
Registered Nurse #11 documented at 7:30 PM, Resident #3's family called the facility and notified them the 
resident had wandered via motorized scooter to a [fast food restaurant] about four (4) miles from the facility 
and they would return the resident to the facility. The resident arrived back at the facility at approximately 
9:00 PM. The resident had no injuries. The resident stated they were just riding around and was going to 
return to the facility. The resident stated they believed the battery on their scooter was dying so they went to 
the fast-food restaurant and someone at the restaurant called the police who then called their daughter. The 
Certified Nurse Aide #27 witness statement documented the resident was last seen eating supper at a unit 
dining room table (no time documented). The Licensed Practical Nurse #10 witness statement documented 
the resident normally rode the scooter around the facility building and campus, returned to the unit when 
ready, and there were no restrictions in place. The resident was last seen at 5:00 PM in the unit dining room. 
The resident did not have a wander detection device at the time of the incident.During an observation on 
10/24/2025 at 9:30 AM, Resident #3 was sitting in their room in a manual wheelchair. There was a red 
motorized scooter near the foot of their bed plugged into the wall charging. During an interview on 
10/24/2025 at 1:55 PM, Registered Nurse Manager #16 stated unit managers were responsible for 
completing elopement risk screens quarterly, annually, and as needed. Therapy performed the motorized 
scooter assessments and training. Any resident allowed a motorized scooter also had to sign a contract with 
the rules of use. Resident #3 understood the rules of their scooter use and was expected to let staff know 
when they left the unit and where they were going. Registered Nurse Manager #16 did not know what the 
staff monitoring expectations were when the resident was off the unit. The facility was responsible for 
resident well-being and safety at all times. Unit staff were expected to check scooter battery levels prior to 
the resident leaving the unit. The resident had never made attempts or voiced they were going to leave the 
facility property in the past. The facility grounds were about 400 acres with ponds and wildlife. Any resident 
that was cleared for scooter use should have it included it in their care plan. During an interview on 
10/24/2025 at 10:02 AM, the Director of Nursing stated Resident #3 had a cognition level of moderate 
impairment but when talking to them, the resident was more alert and oriented than scored. The resident was 
assessed and trained for independent motorized scooter use throughout the building and on facility grounds. 
The resident exercised that independence without concern prior to the 07/25/2025 incident and always 
carried a cell phone with them. The facility had no specific monitoring plan for independent residents 
throughout the grounds. The facility determined incident reporting by using the New York State Department 
of Health Incident Reporting Guidelines manual. The resident was low risk for elopement, knew where they 
were going, and had intentions of returning to the building and therefore, the facility determined it was not 
elopement. The resident did not tell any staff member they were going to leave facility grounds. During an 
interview on 10/24/2025 at 11:03 AM, the Administrator stated Resident #3 was assessed to be independent 
on facility grounds with a motorized scooter for primary means of mobility. There were no set monitoring 
timeframes as the resident never expressed a desire to leave the grounds and always returned to the unit 
within an appropriate period. The resident usually carried a cell phone, and informed staff when they were 
leaving the unit and where they were going. The facility used the New York State Department of Health 
Incident Reporting Guidelines manual to determine if an incident needed to be reported. The resident was 
not a risk for elopement, was cognizant to make their own decisions, and had the intent to return to the 
facility. The facility decided they did not elope as the resident did not meet that criteria. The resident did not 
follow the policy for being out-on-pass as Resident #3 decided to leave facility grounds spontaneously. The 
resident was assessed upon return and sustained no harm.During an interview on 10/28/2025 at 12:05 PM, 
the Medical Director stated Resident #3 had mild to moderate cognitive deficits but was functional and safe 
to make their own decisions. They felt the resident was not unsafe to be independent in their motorized 
scooter on facility grounds. The resident had a higher potential for harm leaving the facility grounds. The 
facility had no indication the resident would decide to do so. The resident carried a cell phone with them. 
They stated no harm had come to the resident when they were off facility grounds. During an interview on 
10/28/2025 at 12:57 PM, Resident #3 stated they did not remember notifying staff that they were going 
outside on 07/25/2025, did not have to sign out, and did not remember what made them go off-campus. The 
resident stated they thought they were still on facility grounds, realized they were not, and went into the 
fast-food restaurant for directions to return to the facility.During an interview on 10/28/2025 at 1:00 PM, 
Certified Nurse Aide #27 stated they were working the unit on 07/25/2025 when Resident #3 left facility 
grounds. The resident did not have to notify staff or sign off the unit at the time, as they were independent 
with their motorized scooter mobility on facility grounds. The resident left the unit many times in the past 
without issues. They stated they were made aware the resident left grounds when staff received a call the 
resident was found off campus. The resident told them when they returned, they just went out for a ride.10 
NYCRR 415.12(h)(1)(2)An Immediate Jeopardy in F-689 was issued to the Administrator and Corporate 
Administrator on 10/28/2025 at 3:45 PM. The facility performed the following steps to lift the Immediate 
Jeopardy in F-689, issued 10/28/2025 at 3:45 PM:- As of 10/28/2025 at 8:44 PM the facility's immediate plan 
was reviewed and accepted.-As of 10/30/2025 at 12:50 PM, 85% of staff had been educated on elopement 
risk and wander detection device door alarm response. The remaining staff will be educated prior to the start 
of their next shift or upon return from their leave.-Staff education was verified onsite during interviews on 
10/30/2025. Multiple staff including nursing, maintenance, housekeeping, and activities were interviewed. 
-Staff were able to report content of education, confirmed the day they received the education, and the 
facility staff who presented the education
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