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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 Based on record review and interviews during the survey, the facility failed to ensure that each

safety resident received adequate supervision to prevent accidents for one (1) of five (5) residents (Resident
#1) reviewed. Specifically, on 07/14/2024 at 3:36 PM, Resident #1, who had a history of exit seeking

Residents Affected - Few behaviors, was at risk for elopement, and had a wander alert device, exited the facility through the

3rd floor North Hall stairwell door. The resident was found outside by a visitor approximately 15-30
minutes later and brought back into the facility by nursing and security. This resulted in Immediate
Jeopardy, past non-compliance, to Resident #1, and placed them at risk for serious harm serious
injury, serious impairment, and death. Findings include:The facility policy Wandering Residents/Risk
for Elopement and Recovery of Missing Resident, dated 06/01/2021, documented all residents will be
assessed upon admission and on an on-going basis (quarterly, significant change, annually) to
determine if wandering and elopement issues are present. The use of assigned staff to monitor a
resident at times when wandering behavior may intensify (i.e. early morning, late evening, change of
shift) may be necessary. Remote areas such as basements, loading docks, unsupervised stairways,
non-resident areas including corridors and offices will be routinely monitored by staff or if

appropriate, locked to prevent resident access. Resident #1 had diagnoses of Parkinson's Disease
(progressive neurological disorder) and dementia with behavioral disturbances and anxiety. The
04/27/2024 Minimum Data Set (a resident assessment tool) documented the resident had moderately
impaired cognition, used a manual wheelchair, had exit-seeking behaviors and used a
wandering/elopement alarm daily. The Comprehensive Care Plan, initiated 08/16/2023 and revised
04/08/2024, documented the resident was an elopement risk/wanderer related to disorientation to
place. Interventions included wandering device to left ankle. The 02/05/2024 physician order
documented wandering device to right ankle and check for placement every shift. The 07/02/2024
facility maintenance work order documented maintenance disabled the 3rd floor alarm activation and
placed a barricade at the door to prevent access. Nursing was made aware. Security Officer #6
documented they were called by security for assistance with resetting the wandering system alarm
near the North stairwell door. The alarm would not turn off; they removed a screw from the bottom of
the alarm box to lift up the alarm and it stopped alarming. A barricade was placed near the door to
prevent access. Nursing and the nursing supervisor were notified. The 07/14/2024 facility video
footage of the 3rd floor was reviewed and revealed:-at 1:40 PM, Resident #1 was exit-seeking at the
North stairwell door. The resident opened the yellow plastic barrier (an accordion plastic barrier),
wheeled themself around the barrier and closed the barrier behind them.-at 1:41 PM, two unidentified
staff members looked at Resident #1, pushed the yellow plastic accordion-style barrier back open and
walked away. Resident #1 was not redirected away from the door.-at 1:45 PM, Resident #1 attempted
to remove their wander alert bracelet from their right ankle with a hairbrush and left the stairwell door
area.-from 1:46 PM - 2:36 PM, the North Stairwell exit was empty.-at 2:36 PM, Resident #1 returned to
the stairwell door and attempted to exit. The resident was redirected away from the door by an
unidentified staff and returned to the door at 2:37 PM.-from 2:59 PM - 3:05 PM, Resident #1 was at the
North stairwell door and attempted to exit. The resident pushed on the crash bar handle (delayed
(continued on next page)
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egress bar) with their right leg. The resident wheeled away from the exit at 3:05 PM-from 3:05 PM -
3:35 PM, the North Stairwell exit was empty.-at 3:35 PM, Resident #1 appeared at the North stairwell
door and stood from their wheelchair and pushed on the door's crash bar with both hands. The door
opened and the resident (still standing) attempted to pull their wheelchair through the door. -At 3:36
PM, Resident #1 fell backwards into the hall of the stairwell, landing on their buttocks while
attempting to drag their wheelchair through the door. The resident remained sitting on the floor in the
stairwell and pulled their wheelchair and pushed it through the door with their feet. The door was
closed, and the resident was no longer visible.-At 3:46 PM an unidentified staff member approached
the door, looked through the window of the door and approached the hallway and was pointing at the
door. They exited using their badge and an empty wheelchair was seen at the top of the stairwell. The
door closed. Another unidentified staff member came to the door, exited with their badge, and
proceeded down the stairs. Several staff approached the door, and the wheelchair was brought back
onto the unit. On 07/14/2024 at 1:00 AM, Registered Nurse #5 documented Resident #1 was missing
from the unit at 3:30 PM. Staff initiated a search and discovered the resident's wheelchair in the 3rd
floor North stairwell. Resident #1 exited through the 3rd floor North Stairwell door onto the loading
dock and was found out in front of the building on the sidewalk by a visitor. The visitor alerted
security and staff, and security retrieved the resident and brought them inside. An assessment was
completed, and no injuries were noted.On 07/14/2024, the untimed Investigation summary completed
by the Director of Nursing documented the root cause of Resident #1's elopement was the result of
the 3rd floor North stairwell door alarm being disabled by maintenance. The door was broken and the
resident exited through the stairwell door to the outside of the building.On 07/17/2024 at 9:00 AM, the
vendor service receipt documented all door alarms were activated and tested on the 2nd and 3rd
floor.During an interview on 02/05/2026 at 9:07 AM Registered Nurse #5 stated on 07/14/2024 during
the 3:00 PM to 11:00 PM shift, they noticed the 3rd floor high side stairwell door had a yellow
rectangular barricade across the door. They were told by staff on the unit that the door was broken.
They did not know how long it was broken. Resident #1 was at the nursing station, and 15-20 minutes
later, they noticed the resident was no longer at the nursing station. They alerted staff and looked for
the resident. Resident #1 was found outside in front of the building and was brought back to the unit.
They notified the Director of Nursing immediately and was told to place stretchers in front of the
North end doors on both the 2nd and 3rd floors as the alarm systems were linked for both floors and
the doors were broken. Registered Nurse #5 stated they questioned the action due to fire hazards but
placed them per the Director of Nursing's orders. They did not recall when the door alarms were
fixed.During an interview on 02/05/2026 at 2:14 PM Certified Nurse Aide #11 stated Resident #1 was
exit-seeking all day on 07/14/2024. The resident normally wandered near the doors and tried to exit
the facility, and staff re-directed the resident. On 07/14/2024, the resident went missing. The

resident was found outside near the front of the building. After the incident, they placed a stretcher in
front of the broken door to keep the resident from exiting again and they had to monitor the resident
closely so they would not climb over the stretcher.During an interview on 02/05/2026 at 10:00 AM,
Security Officer #6 stated they recalled an issue with the 3rd floor North stairwell door alarm not
working, they went to the unit and assisted maintenance. The alarm was disabled, and they placed a
yellow hard plastic, construction-like barrier against the door and notified nursing. They did not recall
when the door was repaired. If maintenance could not repair an issue, then an outside vendor was
notified.During an interview on 02/05/2026 at 11:17 AM, the Security Supervisor stated maintenance
covered general hardware work orders and the security team covered door and wandering system
concerns. On 07/14/2024, Resident #1 eloped due to the 3rd floor North stairwell door not being
alarmed. The door was broken days prior to the event. Maintenance disabled the door alarm
mistakenly due to a wandering system alarm issue and thought the door alarms were on the same
alarm system. There was a yellow barrier in front of the door to prevent residents from exiting. Door
checks were conducted by staff. On 07/08/2024, a wandering system vendor came in and checked
(continued on next page)
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the wandering system but due to the door alarms being separate, the 3rd floor stairwell door remained
disconnected. The door was not repaired until 07/17/2024, three (3) days after Resident #1 eloped
from the facility.During an interview on 02/05/2026 at 12:07 PM, the Director of Nursing stated on
07/14/2024 they were notified by the 3rd floor charge nurse that Resident #1 eloped from the
building. They instructed Registered Nurse #5 to do an assessment to ensure the resident had no
injuries. The Director of Nursing reviewed the facility video footage and stated the 3rd floor door
alarm did not alarm and Resident #1 was seen kicking the door open and exiting. They did not recall
when they reviewed it, but stated Security gave the footage to them. Resident #1 had exit seeking
behaviors and was assessed as a high risk for elopement. The Director of Nursing stated after the
incident, a stretcher was placed in front of the 3rd floor door in addition to the yellow accordion style
barrier until the door was fixed. They did not know the outside vendor did not repair the door until
07/17/2024. They stated Resident #1 was placed under constant supervision after the incident and
staff were educated on elopement and exit seeking behaviors.During an interview on 02/05/2026 at
2:14 PM, Certified Nurse Aide #11 stated on 07/14/2024 Resident #1 was exit-seeking all day, all of
the time while they were working. Resident #1 constantly wandered in and out of resident rooms, near
the doors, tried to enter the medication rooms, and was constantly trying to exit the facility. The
resident was not on any special watches before the elopement; staff just knew to watch the resident
all the time and redirect them. On 07/14/2024, the resident went missing. Staff were not aware the
stairwell door was broken. Certified Nurse Aide #11 stated they assisted with searching for the
resident, the resident was found outside near the front of the building and was returned to the unit.
After the incident, they placed a stretcher in front of the broken door to keep the resident from exiting
again and they had to monitor the resident closely so they would not climb over the stretcher. They
did not have the staff to do a 1:1 (one to one) with the resident. They were not aware of any repairs to
the door. Security accompanied the resident back to the unit with staff and stated the alarm on the
door did not work. They did not recall when the door was fixed. New York Code Rules & Regulations:
415.12(h)(2). Immediate
Jeopardy past non-compliance was identified, and the Administrator on Record was notified on
02/06/2026 at 2:32 PM. The facility is currently in compliance. The facility provided verification the
following corrective actions were completed:-Resident #1 was immediately placed on 15-minute
safety checks and kept under line-of-sight supervision when outside of their room; continued with use
of a wander alert device; and resided in a room adjacent to the nursing station for frequent
observations.-All staff were educated on the Elopement policy and what measures to take if a
resident went missing. Education included a power point presentation and post-tests. -On
07/17/2024, all exit and stairwell doors in the facility on the 2nd and 3rd floors were repaired by an
outside vendor.
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