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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 Based on observation, interview, and record review, the facility failed to ensure adequate supervision for one
of four sampled residents (Resident 1) when resident 1 was found in the parking lot of the apartment

Residents Affected - Few complex next to the facility at approximately 10:00 p.m., on 6/17/25.This failure resulted in two skin tears to

Resident 1's right knee and had the potential of serious injury and harm.A review of Resident 1's clinical
record, titled, admission RECORD (a document that contains the resident's demographic information)
indicated, Resident 1 was admitted to the facility with diagnoses of but not limited to malignant neoplasm of
unspecified kidney (a cancerous tumor that forms in the kidney), anxiety disorder (a mental health condition
characterized by excessive and persistent worry, fear, and nervousness that can interfere with daily life),
failure to thrive (a condition where an adult experiences unintentional weight loss, decreased appetite, and
muscle wasting that can lead to health complications).A review of Resident 1's clinical record titled, SBAR
Communication Form, dated 6/17/25, written by Licensed Nurse (LN) 1, indicated on 6/17/25 at 9:30 p.m.,
Resident 1 was not found in her room and the building was searched and resident was found outside around
9:45 p.m.During a concurrent interview and record review on 9/11/25, at 4:01 p.m., a review of Resident 1's
clinical record titled, Progress Notes, dated 6/17/25, at 11:45 p.m., written by LN 2, indicated Resident 1 was
found in the parking lot of an apartment complex next to the facility. LN 2 stated Resident 1 had was
assessed for injuries and two skin tears to the right knee were noted and Resident 1 was not able to recall
what happened. LN 2 further stated that Resident could have potentially gotten lost and was at risk of serious
injury.During an interview on 9/12/25, at 11:40 a.m., with LN 3. LN 3 stated in the event of an elopement
(when a person under supervised care leaves the healthcare facility without permission or anyone noticing)
staff was not able to ensure safety and monitor a residents if they were not in the building or accounted for.
During an interview on 9/12/25, at 12:30 p.m., with the Administrator (ADM), the ADM stated Resident 1
eloped on 6/17/25 and was assessed and treated for skin tears to the right knee. The ADM further stated
there was potential for worse injury when the resident was not monitored while outside of the facility.
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