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Hempstead Park Nursing Home 800 Front Street
Hempstead, NY 11550

F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Note: The nursing home is 
disputing this citation.

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** 33316

Based on observation, record review and interviews during an abbreviated survey (Case #NY00321006) the 
facility failed to ensure that a resident identified as an elopement risk received adequate supervision to 
prevent elopement from the facility. This was evident in 1 out of 3 residents reviewed for elopement 
(Resident #1). Specifically, Resident #1 who was cognitively impaired, was initially assessed as an 
elopement risk on 07/07/2022. At that time, the resident was placed on 15-minute monitoring, and a wander 
alert device was placed on the left ankle. Subsequently, on 02/19/2024 at 4:54 PM, Resident #1 walked 
through the front door undetected, and was returned to the facility by relatives and local police on 02/20/2024 
at 12:57 PM.

This resulted in Immediate Jeopardy with the likelihood for a serious adverse outcome to Resident #1 and 31 
other residents who were at risk for elopement.

The findings include.

Resident #1 was admitted to the facility on [DATE] with a diagnosis of non-Alzheimer's dementia (defined as 
dementia associated with cerebrovascular disease, dementia associated with extrapyramidal features, and 
the frontotemporal dementias). The Minimum Data Set (MDS) dated [DATE] quarterly assessment 
documented a Brief Interview for Mental Score (BIMS) of 5/15, representing impaired cognition. The MDS 
further documented resident walked in corridor on and off unit, and the use of wander/elopement alarm.

The policy titled Elopement Prevention/Wandering Behavior Management dated 08/12/2022 documented it is 
the policy of the facility to utilize all possible measures to maintain the safety and wellbeing of all residents. 
To have a system and tools in place to do all that is reasonable to identify and prevent unsafe wandering 
and/or elopement and to act quickly and prudently should either occur.

The Comprehensive care plan updated 12/27/2023 titled Elopement documented Resident is at risk for 
elopement secondary to dementia. Interventions included: monitor whereabouts and document in the visual 
observation logbook, check function of secure bracelet every night. 

The physician order was renewed on 02/12/2024 and documented visual check every 15 minutes for safety.
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Note: The nursing home is 
disputing this citation.

The visual monitoring sheet documented Resident #1 was last seen on unit 3-hallway on 02/19/2024 at 4:45 
PM by Certified Nursing Assistant #3. There were no further entries on the monitoring sheet for this resident. 

The review of the video surveillance revealed that on 02/19/2024 at 4:54 PM, Resident #1 was seen walking 
from the double doors which separate the lobby from the resident elevator, passing the main security desk 
and exiting the building. The security guard was seen disarming the system with a brief exchange with 
Resident #1, a male, and female visitor and then returned to the desk.

The facility investigation dated 02/19/2024 included a statement from Security Guard #1 and documented 
Resident #1 walked past the security desk with 2 visitors. Security Guard #1 stated they had never seen 
Resident #1 before and did not know they were a resident. Security Guard #1's statement further 
documented the alarm went off and they turned off the alarm.

 The Timeline of events was as follows:

4:45 PM Resident #1 was last seen on seen on unit.

4:54 PM Resident #1 was seen leaving the facility via video surveillance.

6:15 PM Dinner tray was served, Resident #1 was noted to be missing, unit was searched. 

6:30 PM Code Honeymoon (the facilities overhead code word for elopement) was called.

6:40 PM Facility administration notified.

6:45 PM local Police department notified.

6:50 PM Resident Representative notified.

The temperature reading on 02/19/2024 for [NAME] New York, from the [NAME] F [NAME] international 
airport station, was 41 degrees at 4:51 PM. The facility is located on a main street with 2-way traffic.

During an interview conducted on 03/13/2024 at 11:30 AM with Resident #1 they stated they walked to see 
mom. They further stated they had a sweater on because it was cold outside.

During an Interview conducted on 03/13/2024 at 4:00 PM, Certified Nursing Assistant #3 stated that all 
Nursing Assistants are responsible for monitoring the residents and completing the visual monitoring 
logbook. They further stated that on 02/19/2024 at approximately 6:00 PM, they noticed Resident #1 was not 
in their room when they went in with the dinner tray. They notified the nurse. Certified Nursing Assistant #3 
stated Resident #1 visual check was not completed after 4:45pm because the unit was busy that night.
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During an interview conducted on 03/12/2024 at 3:30 PM, Licensed Practical Nurse #2 stated they were 
notified by Certified Nursing Assistant #3 that Resident #1 was not in the room during dinner. Licensed 
Practical Nurse #2 stated they initiated a search on the unit, as well as on the floor above and below the 
resident's unit. Licensed Practical Nurse #2 stated when they were unable to locate Resident #1, they 
notified the supervisor, and a code was called. Licensed Practical Nurse #2 stated they went to the first floor 
and Security Guard #1 told them the alarm sounded earlier. They stated when they reviewed the camera, 
they identified Resident #1 left the facility. Licensed Practical Nurse #2 stated they also drove around looking 
for Resident #1 but could not find them. 

Security Guard #1 was unavailable for interview despite multiple attempts. 

During a phone interview on 03/12/2024 at 5:26 PM the Director of Nursing stated, Residents are free to 
leave the unit and wander around the building. The Director of Nursing stated all staff are responsible for the 
safety of all residents. They further stated that Residents who are on 15- minute monitoring can leave the 
unit and their assigned Certified Nursing Assistant will call either security or go to other floors to locate the 
patient and ensure their safety. The Director of Nursing stated the security guard should have checked with 
the nursing supervisor prior to disarming the alarm. The Director of Nursing further stated there is a binder in 
place at the security desk with pictures of residents at risk for elopement. The Director of Nursing further 
stated the Security Guard should have stopped everyone and notified the supervisor to identify the cause of 
the alarm.

During an interview on 03/12/2024 at 6:00 pm the former Facility Administrator (Administrator #1) stated the 
doors automatically open when someone approaches. The alarm will sound if a wander guard is detected. 
Administrator #1 stated there is no mechanism in place to identify if a resident is off the unit other than staff 
observation. Administrator #1 stated the security guard should have notified the supervisor immediately 
when the alarm sounded to identify who triggered the alarm. 

During an interview conducted with the Maintenance Director on 03/12/2024 at 4:25 PM, they stated there 
are 5 exit doors leading to outside. They further stated the alarm sounds; however, it does not impede the 
door from opening or closing. The Maintenance Director further stated there is no mechanism on the elevator 
to detect a wander guard.

During an interview on 03/12/2024 at 6:20 PM, the Medical Director stated they were made aware of the 
incident by the Director of Nursing. Resident #1 had dementia and was wandering. The Medical Director 
stated Residents on every 15-minute monitoring should be visualized by staff. The Medical Director stated 
they do not know how Resident #1 was able to get out.
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