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Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews, clinical record review, and review of facility policies and procedures, the facility failed to
protect the rights of one (#75) of eleven sampled residents by failing to ensure the resident was free
from abuse by another resident (#74). The census was 43 residents. The deficient practice resulted in
resident-to-resident sexual abuse and had the potential to result in ongoing abuse and further harm to
other residents.Findings include:Resident #75 (alleged victim) was admitted to the facility on
[DATE], with diagnoses including metabolic encephalopathy, hemiplegia and hemiparesis following
cerebral infarction affecting the left non-dominant side, hyperosmolality and hypernatremia, acute
kidney failure, morbid obesity due to excess calories, obstructive sleep apnea, essential hypertension,
hyperlipidemia, and benign prostatic hyperplasia without lower urinary tract symptoms.A care plan
focus for Resident #75, initiated [DATE], revealed that Resident #75 was at risk for an activities of
daily living (ADL) self-care performance deficit. Interventions included encouraging the resident to
use the call light for assistance.Resident #75's Medicare 5-Day Minimum Data Set (MDS), dated
[DATE], revealed a Brief Interview for Mental Status (BIMS) score of 15, indicating the resident was
cognitively intact. The MDS further revealed that Resident #75 required the assistance of two staff
members for dressing, personal hygiene, and toilet use and utilized a wheelchair for mobility.Resident
#74 (alleged perpetrator) was readmitted to the facility on [DATE], with diagnoses including chronic
obstructive pulmonary disease, chronic kidney disease, dysphagia, cognitive communication deficit,
major depressive disorder, anxiety disorder, and insomnia.Resident #74's admission MDS, dated
[DATE], revealed a BIMS score of 14, indicating that the resident was cognitively intact. The MDS
further indicated that Resident #74 displayed no behaviors directed toward others and exhibited no
evidence of psychosis during the assessment period.A census review for Residents #74 and #75
revealed that the residents began sharing a semi-private room on [DATE].Regarding the [DATE]
incident:On [DATE], at 9:30 p.m., an alert progress note was entered into the clinical record for
Resident #75. The note indicated that a Licensed Practical Nurse (LPN), Staff #105, entered the room
to attend to the needs of Resident #75. Staff #105 documented observing Resident #74 inappropriately
touching Resident #75's genital area. Staff #105 shouted for Resident #74 to remove his hands from
Resident #75. The note further indicated that Resident #75 was asked whether Resident #74 had been
touching him inappropriately, and he responded, yes. The note indicated that Resident #74 was
transferred to another room and a report was provided to facility management.On [DATE], a skin
assessment was entered into the clinical record for Resident #75, indicating that no new skin issues
or injuries were noted.On [DATE], at 9:46 p.m., an alert charting progress note was entered into the
clinical record for Resident #74. The note indicated that Staff #105 entered the room shared by
Residents #74 and #75 and observed Resident #74 inappropriately touching his roommate in the
genital area. Staff #105 documented that she shouted for Resident #74 to stop. Resident #74 stopped
and appeared confused and unaware of what had occurred. Resident #74 was immediately moved to a
private room, and the appropriate parties were notified.On [DATE], at 11:15 p.m., a progress note was
entered into the clinical record for Resident #75. The note documented that at 9:15 p.m., Resident #75
(continued on next page)
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was found unresponsive, without a pulse or respirations. Emergency medical services were
contacted, and cardiopulmonary resuscitation (CPR) was initiated. Resident #75 was pronounced
deceased at 9:43 p.m.On [DATE], at 3:07 p.m., an alert charting progress note was entered into the
clinical record for Resident #74. The note revealed that a urine specimen had been sent to the
laboratory and that an order for Macrobid had been initiated due to symptoms consistent with a
urinary tract infection (UTI).Review of the facility's 5-Day Investigation Report, dated [DATE],
indicated that the allegation of resident-to-resident abuse was substantiated. An interview conducted
with a facility [NAME] (Staff #107), who witnessed the incident, revealed that on [DATE], he entered
the room shared by Residents #74 and #75 in response to a call light. He observed Resident #74
attempting to get into his wheelchair and was concerned regarding the amount of medication the
resident had received. Staff #107 reported that he went to retrieve the nurse and returned to the room
with her. Upon returning, he observed Resident #74 seated in his wheelchair next to Resident #75's
bed and touching Resident #75 underneath the blanket. Staff #107 further stated that the room was
dark, limiting his ability to observe all details of the incident.The investigation also included an
interview with Staff #105. Staff #105 stated that she entered the room with Staff #107 to assess
concerns involving Resident #74. Upon entering the room, she observed Resident #74's hand inside
Resident #75's brief. She instructed Resident #74 to stop, and Resident #74 appeared confused and
unaware of what had occurred. Staff #105 stated that Resident #74 was subsequently relocated to a
private room.Interviews were conducted with Resident #75, who stated that he did not ask Resident
#74 to touch him and did not want to be touched. Resident #75 further stated that he was too
embarrassed to tell his wife and requested that staff notify her on his behalf. Resident #74 was also
interviewed and stated that he had no recollection of the event.On [DATE], at 6:57 a.m., a psychiatric
progress note was entered into the clinical record for Resident #74. The note indicated that Resident
#74 stated he was being framed and had done nothing wrong. He further stated that he knew what
was happening and was being used as an experiment. The note also documented that Resident #74
tested positive for a urinary tract infection.On [DATE], at 8:26 p.m., a behavior progress note was
entered into the clinical record for Resident #74. The note indicated that a Certified Nursing Assistant
(CNA) reported that Resident #74 slapped her buttocks during the evening shift.On [DATE], at 11:20
a.m., an alert progress note was entered into the clinical record for Resident #74. The note indicated
that the resident was transferred to the emergency department for evaluation and treatment of
altered mental status.On [DATE], at 6:49 a.m., an infection progress note indicated that Resident #74
had returned to the facility and continued oral antibiotic treatment for a urinary tract infection.On
[DATE], at 8:40 a.m., an alert charting progress note indicated that on [DATE], a student instructor
at the facility reported that Resident #74 stated, he needed to get out of here so he could molest more
people.Review of the care plan for Resident #74 revealed a focus initiated on [DATE]. The focus
identified an alteration in neurological status related to sexual behaviors. Interventions included
providing care in pairs when rendering resident care.Attempts were made to interview Resident #74
by telephone on [DATE]. No return call was received.Requests were made for contact information for
former facility employee Staff #105; however, no contact information was available.On [DATE], at
12:29 p.m., an interview was conducted with the Director of Nursing (DON), Staff #86. Staff #86
stated that one resident touching another resident inappropriately would meet the definition of abuse
and would not meet her expectations for resident safety and care.On [DATE], at 12:53 p.m., an
interview was conducted with the facility Administrator, Staff #84. Staff #84 stated that the incident
involving Residents #74 and #75 on [DATE], constituted abuse and could result in physical harm and
emotional distress to the victim. Staff #84 further stated that such abuse would not meet her
expectations for the facility.Review of the facility policy titled, Resident Rights/Dignity: Abuse and
Neglect - Clinical Protocol, effective [DATE], defined abuse as the willful infliction of injury,
unreasonable confinement, intimidation, or punishment resulting in physical harm, pain, or mental
anguish. The policy further defined sexual abuse as non-consensual sexual contact of any type with a
resident.
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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** Based on
observation, interview, and record review, the facility failed to ensure adequate assessment,
monitoring, and supervision to prevent elopement for two of the four sampled residents. The deficient
practice could result in injury to residents. Findings Include:About Resident #77:Resident #77 was
admitted to the facility on [DATE], with diagnoses including unspecified dementia without behavioral,
psychotic, or mood disturbance; anxiety; type 2 diabetes mellitus with diabetic neuropathy and foot
ulcer; alcohol abuse; and acquired absence of another left toe.An admission Minimum Data Set (MDS)
assessment completed on January 13, 2023, indicated that Resident #77 had a Brief Interview for
Mental Status (BIMS) score of 12, reflecting moderate cognitive impairment.Review of a Progress
Note (Alert Note) dated January 16, 2023, at 1:22 p.m., documented that Resident #77 remained at risk
for elopement. The note indicated that a functioning Wander Guard was in place and that staff
continued to closely monitor the resident due to ongoing exit-seeking behaviors.A subsequent
Progress Note (Health Status Note) dated January 18, 2023, at 1:24 p.m., documented that Resident
#77 continued to exhibit exit-seeking behaviors. The Wander Guard remained in place and operational,
and staff were providing frequent redirection. The resident's son had been notified of the resident's
behaviors and noncompliance.According to a Progress Note (Alert Charting) dated January 24, 2023,
Resident #77 was discovered missing from the facility and was later found on the side of Route 260
across from a gas station. The note documented that the resident was wearing a Wander Guard;
however, no alarm sounded when the resident exited the facility. The resident was located by a
Certified Nursing Assistant (CNA). Upon return to the facility, a head-to-toe assessment was
completed and revealed no new injuries. The resident's family and facility administration were
notified of the incident and the resident's continued exit-seeking behaviors.A skin assessment for
Resident # 77 completed on January 29, 2023, revealed no new injuries related to the elopement
incident were noted.Resident's (#77) care plan related to wandering and exit-seeking behaviors
following the elopement incident was updated.The care plan interventions included administering
medications as ordered, anticipating and addressing the resident's needs, implementing interventions
necessary to protect the resident and others, and approaching the resident in a calm manner while
redirecting and diverting attention to alternative locations as needed.Resident # 71 Resident #71 was
re-admitted to the facility on [DATE], with diagnoses including Insomnia, encounter for palliative
care, alzheimer's disease, dementia in other diseases classified elsewhere, unspecified severity,
without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety, hypertensive
chronic kidney disease with stage 1 through stage 4 chronic kidney disease, or unspecified chronic
kidney disease(, chronic kidney disease, stage 3, unspecified urinary incontinence, history of
falling.An admission Minimum Data Set (MDS) assessment completed on May 31, 2023, indicated that
Resident #71 had a Brief Interview for Mental Status (BIMS) score of 3, reflecting severe cognitive
impairment.According to the Elopement Risk Evaluation completed in April,2023 the resident was
identified as being at risk for elopement, with a score of 12. The resident's care plan (#71) addresses
exit-seeking behaviors and includes orders for a Wander Guard. Interventions include notifying the
family, responsible party, physician, and social services of any changes in the resident's condition, as
well as monitoring and observing for changes in behavior. Review of a Progress Note (Alert Charting)
dated May 29, 2023, at 1:13 p.m., documented that at approximately 3:32 p.m., a community member
contacted the facility to report seeing a tall, thin, confused woman walking along Salt Mine Road and
believed she might be a resident of the facility. Staff immediately checked to determine whether any
residents were missing and discovered that Resident # 71 was not present on the unit. Facility staff
conducted a search of the building and surrounding grounds and dispatched a staff member to drive
along Salt Mine Road. Resident # 71 was located at approximately 3:32 p.m. and returned to the
(continued on next page)
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facility. Upon the return, the Unit Manager and the nurse completed a comprehensive assessment and
skin check. No injuries or skin impairments were identified. The resident's (#71) temperature was 98.8
F, mucous membranes were moist and pink, and skin turgor was noted to be normal. The resident's
Wander Guard was observed to be in place and functioning on her ankle. Hospice services were
notified of the incident and indicated they would contact the resident's family. The Unit Manager and
Administrator were also notified.Resident's (#71) care plan related to wandering and exit-seeking
behaviors following the elopement incident was updated The care plan interventions included
administering medications as ordered, anticipating and addressing the resident's needs.A skin
assessment completed for Resident # 71 on May 29, 2023, revealed no new injuries related to the
elopement incident were noted.An interview was conducted on May 28, 2026, at 10:16 a.m. with a
Registered Nurse (RN/Staff #74). The RN (Staff # 74) stated that residents at risk for wandering or
elopement are identified through information received from hospitals or prior facilities, admission
assessments, or observed exit-seeking behaviors. Assessments are typically completed within 24
hours of admission, and residents identified as at risk should be care planned with appropriate
interventions, such as a Wander Guard, implemented based on behavior. The RN confirmed that a
physician's order is required prior to using a Wander Guard and that staff are educated regarding
residents identified as being at risk. The RN further explained that Wander Guards only activate
alarms at the facility's front entrance and do not alert at other exits, and that all staff share
responsibility for monitoring residents and facility exits. The RN (Staff # 74) also stated that if a
resident at risk for wandering leaves the facility unsupervised, the potential consequences may range
from minor injury to serious harm, including being struck by a vehicle or death, emphasizing that
wandering and elopement risks are taken seriously due to the significant safety concerns involved.
Regarding Resident #71, the RN (Staff # 74) recalled that the resident was very confused, ambulatory,
and exhibited wandering behaviors. The RN stated that Resident #71 typically wore a Wander Guard
during respite stays and believed the resident had been identified as a wandering risk, with
interventions that included placement near the nurses' station and supervision during meals. The RN
(Staff # 74) was unable to recall Resident #77 or provide information regarding his wandering risk
status or related interventions.An interview was conducted on May 28, 2026, at 9:15 AM with the
Director of Nursing (DON/Staff #86), who stated that residents are assessed for wandering and
elopement risk upon admission, with the results documented in both the resident's physical chart and
PointClickCare (PCC). Residents identified as high risk for elopement require a physician's order and
consent from the resident or their Power of Attorney (POA) before a Wander Guard can be applied.
These residents are also added to a wander-risk binder maintained at the front desk. Staff are
informed of residents who are at risk for wandering and are provided photographs to assist with
identification and monitoring. Wander Guards are typically used for residents identified as high risk
through assessment or those demonstrating repeated exit-seeking behaviors. The DON (Staff #86)
confirmed that a physician's order is required prior to applying a Wander Guard and acknowledged that
applying one without an order is not accepted. The DON (Staff #86) further stated that Wander Guards
activate alarms only at the front entrance, while two rear exits near the kitchen are not connected to
the Wander Guard alarm system. The facility has approximately eight exits, and all staff members
share responsibility for monitoring wandering-risk residents and facility exits. The DON (Staff #86)
further stated that if a resident at risk for wandering leaves the facility unsupervised, potential
consequences include the possibility of injury or harm, inability to locate the resident, and potentially
death, particularly given the facility's proximity to a highway. The DON (Staff #86) further indicated
that such an event would represent a failure to meet facility expectations. Residents leaving the
facility without staff knowledge, particularly when identified as high risk for wandering, would be
considered as an elopement.The DON (Staff #86) further stated that she was not working at the
facility at the time of the incidents.The DON (Staff #86) reviewed the records for Residents #71 and
#77 and acknowledged that an elopement occurred at the facility. The DON (Staff #86) further stated
(continued on next page)
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that this did not reflect good practice. An interview was conducted on May 28, 2026, at 1:55 PM with
the executive director (ED / Staff #84) who stated that residents at risk for elopement or wandering
are identified through assessments and communicated to all staff. Monitoring varies based on the
resident's condition, and Wander Guards may be used depending on assessment findings. The ED
(Staff # 84) stated that a physician's order is required prior to application, but also indicated a Wander
Guard may not be placed without an order. Wander Guards are not easily removed by residents and
typically require cutting to remove. She explained that alarms activate only at the front exit, while
other exits are locked and alarmed but not linked to the Wander Guard system; the facility has
approximately ten exits. The ED (Staff # 84) further stated that unsupervised elopement can result in
serious harm, including falls, dehydration, or being struck by a vehicle, and confirmed that a resident
leaving without staff knowledge while at risk for wandering is considered elopement. A review of the
facility policy titled N007 - Behavior/Mood/Cognition: Wandering and Elopements, revised January 1,
2024, indicates that the facility is responsible for identifying residents at risk for unsafe wandering
and implementing measures to prevent harm while maintaining the least restrictive environment
possible for each resident.
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