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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review and interviews, the facility failed to ensure residents who displayed or were 
diagnosed with dementia received the appropriate treatment and services to attain or maintain their highest 
practical physical, mental, and psychological well-being for one (#4) of four residents reviewed for dementia 
care out of four sample residents. Specifically, the facility failed to develop and implement effective 
person-centered dementia management interventions to prevent Resident #4 from wandering into other 
residents' rooms.Findings include: I. Facility policy and procedure The Dementia Care policy and procedure, 
revised 9/6/24, was provided by the nursing home administrator (NHA) on 10/28/25 at 12:36 p.m. It read in 
pertinent part, This facility will provide dementia treatment and services which may include, but is not limited 
to, ensuring adequate medical care, diagnosis, and supports based on diagnosis, ensuring the necessary 
care and services are person-centered and reflect the resident's goals, while maximizing the resident's 
dignity, autonomy, privacy, socialization, independence, choices, and safety and utilizing individualized, 
non-pharmacological approaches to care. Residents who display or are diagnosed with dementia will receive 
the appropriate treatment and services to attain or maintain his or her highest practicable physical, mental, 
and psychosocial well-being.Identify, address, and/or obtain necessary services for the dementia care needs 
of the residents.Develop and implement person-centered care plans that include and support the dementia 
care needs identified in the comprehensive assessment.Develop individualized interventions related to the 
resident's symptomology and rate of progression.Review and revise care plans that have not been effective 
and/or when the resident has a change in condition.Modify the environment to accommodate resident care 
needs and achieve expected improvements or maintain the expected stable rate of decline.II. Resident #4A. 
Resident status Resident #4, age [AGE], was admitted on [DATE]. According to the October 2025 
computerized physician orders (CPO), diagnoses included wandering in disease classified elsewhere, 
psoriasis (a chronic autoimmune skin condition), unspecified dementia, unspecified severity with other 
behavioral disturbances, and need for assistance with personal care.The 5/28/25 minimum data set (MDS) 
assessment revealed the resident was severely cognitively impaired, with a brief interview for mental status 
(BIMS) score of three out of 15. He required supervision or touch assistance with toileting and personal 
hygiene, and was independent with eating.The MDS assessment revealed the resident wandered one to 
three days during the assessment look-back period and exhibited physical behavioral symptoms, such as 
hitting, kicking, scratching, grabbing, pushing, and sexually abusive behavior toward others.B. 
ObservationsDuring a continuous observation on 10/27/25, beginning at 12:00 p.m. and ending at 1:34 p.m., 
the following observations were made:At 12:15 p.m. Resident #4 was observed leaving his room, heading 
towards the main nurses' station, which was adjacent to the dining room. He diverted to a room close to the 
nurses' station, room [ROOM NUMBER], which occupied two residents. The resident laid on bed A and 
covered himself with the other resident's blanket. Certified nurse aide (CNA) #1 and licensed practical nurse 
(LPN) #1 were at the nurses' station and were not paying attention to where the resident went. The residents 
who resided in room [ROOM NUMBER] were in the dining room eating lunch. At 12:50 p.m., LPN #1 said 
Resident #4 was in his room, asleep. However, upon checking the resident's room, LPN #1 noticed Resident 
#4 was not in his bed. She started searching room by room and eventually found the resident asleep in room 
[ROOM NUMBER], bed A. At 12:54 p.m., LPN #1 was able to redirect Resident #4 out of room [ROOM 
NUMBER] to the dining area.At 12:58 p.m., CNA #1 served Resident #4 his lunch meal. The resident sat at 
the dining table, dozing off. He then got up and attempted to leave the dining area. CNA #1 encouraged him 
to stay and eat his food.During a second continuous observation on 10/27/25, beginning at 3:40 p.m. and 
ending at 4:30 p.m., the following observations were made: At 3:40 p.m., Resident #4 was observed laying 
on bed B in room [ROOM NUMBER]. The staff were not aware where the resident was at that moment. The 
residents who resided in the room were in the dining room, engaging in bingo activities.At 3:50 p.m., CNA #2 
was in the dining room chatting with an activities staff member. LPN #2 was in and out of the nurses' station.
At 4:10 p.m. staff did not attempt to find out where Resident #4 was until prompted. CNA #2 started 
searching room by room, looking for the resident. CNA #2 found the resident asleep in room [ROOM 
NUMBER], bed B. She woke the resident up and redirected him to the dining room. The resident continued 
to fall asleep at the dining table. -Though there were activities going on, the staff failed to encourage the 
resident to participate.C. Record review Resident #4's wandering and elopement care plan, initiated 5/25/23 
and revised 7/5/24, revealed the resident was at risk for wandering and elopement due to his diagnosis of 
unspecified dementia. Resident #4 was often asked to go home and would usually attempt to follow a staff 
and visitors off the unit and attempt to open doors on the unit. The resident would wander into other 
residents' rooms and go to sleep in their beds. The care plan revealed the resident often became aggressive 
with others when they tried to wake him up, and he was found asleep in another resident's bed. Interventions 
included documenting the resident's wandering behavior and attempting diversional interventions, 
encouraging the resident to participate in activities to divert him from exit-seeking behavior, providing 
structured activities, such as toileting, walking inside and outside, and reorientation strategies, including 
signs, pictures, and memory boxes.-Facility staff failed to monitor and engage Resident #4 in meaningful 
activities to minimize his wandering behaviors.The 10/1/25 psychosocial note revealed Resident #4 
wandered in and out of other residents' rooms, exhibited physical and verbal aggression towards staff and 
residents, and destroyed property. The 10/15/25 behavior note, documented at 3:04 p.m., revealed Resident 
#4 was being monitored for an increase in his Depakote medication dosage. The resident was observed 
wandering without his pants, with feces noted on his body and hands. The resident became aggressive 
towards staff when staff attempted to assist him with hygiene and clean clothes. The resident refused staff 
assistance and physically hit the staff.III. Staff interviewsCNA #1 was interviewed on 10/27/25 at 4:11 p.m. 
CNA #1 said she knew Resident #4 had wandered based on her observations and the resident's care plan. 
CNA #1 said that if she saw a resident wandering, she would ensure the resident wandered to a safer area. 
She said she calmly intervened when Resident #4 wandered into unsafe areas by redirecting him. CNA #1 
said Resident #4 often became physically and verbally aggressive towards other residents and sometimes 
towards staff. CNA #1 said the resident required supervision at all times for his safety and the safety of other 
residents. CNA #1 said the resident wandered in and out of other residents' rooms and most of the time slept 
in other residents' beds.LPN #2 was interviewed on 10/27/25 at 4:20 p.m. LPN #2 said she had been 
provided dementia training and was able to provide dementia care. She said wandering into other residents' 
rooms and falling asleep in their beds was not safe. She said Resident #4 wandered into all the rooms, 
urinated on the floor in common areas, and would be in other residents' spaces. LPN #2 said Resident #4 
could be physically and verbally aggressive towards residents and staff when redirected. She said wandering 
into other residents' rooms could result in an altercation with the occupants of the room. LPN #2 said staff 
only documented the resident's aggressive behaviors, but did not document his wandering.CNA #2 was 
interviewed on 10/28/25 at 9:30 a.m. CNA #2 said she was familiar with Resident #4 and able to work with 
him, however, the resident became out of control and exhibited aggression towards staff and other residents 
when redirected. She said the resident wandered through every room on the unit and attempted to urinate on 
the floor in common areas. CNA #2 said the staff were unable to stop Resident #4 from entering other 
residents' rooms. The director of nursing (DON) was interviewed on 10/28/25 at 2:35 p.m. The DON said 
every staff member had been trained on dementia care and should be able to work with Resident #4. The 
DON said staff should monitor and be aware of where the resident was at all times. She said the resident 
entering other residents' rooms and sleeping in their beds with the staff being unaware was unacceptable. 
The DON said she would immediately offer education to the staff to ensure wandering behaviors were 
documented appropriately.The social services director (SSD) was interviewed on 10/28/25 at 4:35 p.m. The 
SSD said she reviewed residents' care plans and behavior notes weekly to identify if there were new 
behaviors, and she would bring them up to the interdisciplinary team to develop appropriate interventions for 
the residents. The SSD said she expected all behaviors to be documented, including wandering to other 
residents' rooms and sleeping in other residents' beds. The SSD said the current behavior tracking was 
standardized and not person-centered. The SSD said nurses should document all wandering behaviors in 
the nursing progress notes. The SSD said she did not know why the staff failed to document Resident #4's 
wandering behavior of entering other residents' and sleeping in another resident's bed. She said such 
behavior could result in resident-to-resident altercation with possible aggression towards one another.
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