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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
observations, interviews, and record review the facility failed to ensure an environment free of
accident hazards for one (#3) of three residents reviewed for accidents/hazards out of 16 sample
residents.Specifically, the facility failed to prevent Resident #3 from eloping from the facility.Findings
include:Record review and interviews confirmed the facility corrected the deficient practice prior to
the onsite investigation on 7/8/26 to 7/9/26, resulting in the deficiency being cited as past
noncompliance with a correction date of 3/23/26.I. Elopement incident on 3/21/26On 3/21/26 at 3:30
p.m. the facility failed to ensure a staff member kept a door alarmed, which resulted in Resident #3,
who had a wander prevention device, eloping from the facility.Resident #3 eloped from the facility and
wandered in the community for approximately a half an hour. The resident was found by a staff
member approximately 0.4 miles away from the facility. The resident had no injuries noted and was
returned to the facility.Video review revealed that a dietary aide used the keypad to unlock the
entryway to the breezeway. Resident #3 followed the dietary aide through the doors and appeared to
be speaking with the dietary aide before exiting the facility. The video revealed that the dietary aide
did not attempt to redirect Resident #3 back into the facility, II. Facility plan of correctionThe
corrective action plan the facility implemented in response to Resident #3's elopement incident on
3/21/26 was provided by the assistant nursing home administrator on 7/8/26 at 11:00 a.m. The plan
documented the following:A. Immediate action to correct the deficient practice for Resident #3On
3/21/26 when Resident #3 returned to the facility, the resident was placed on 15-minute checks by
staff. The staff examined and determined the exit door alarms worked correctly. The staff placed
signage on all six exit doors to remind staff and visitors to be mindful of who might exit with them.
The four residents with wander prevention devices had their devices checked and all devices
functioned correctly.On 3/23/26 at 8:45 a.m. the video footage was reviewed. It was determined that
a dietary aide had used a code to turn the alarm off for an exit door as Resident #3 followed the staff
member through the doors. The resident appeared to speak to the dietary aide before the facility was
exited. The dietary aide did not attempt to redirect Resident #3 back into the building. The dietary aide
did not work in the facility after that day (3/21/26). B. Identification of other residentsOn 3/21/26 the
other three residents in the facility with wander prevention devices had their devices checked and all
devices worked correctly. The exit doors were checked and also worked correctly. Signs were placed
on six exit doors to remind anyone leaving the facility to be mindful of who might be near the exit.On
3/23/26 all facility doors and resident wander prevention devices were assessed and tested by the
assistant nursing home administrator and the director of nursing (DON) for proper device functions.On
3/23/26 the elopement binders were reviewed and updated to ensure that all residents who were at
risk for elopement/wandering were identified. The binders were located at the front reception desk,
(continued on next page)
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and two nurses' stations.C. Systemic changesOn 3/23/26 all staff were educated on the following;1.
The need to check the elopement risk binder located at the front desk prior to allowing any resident to
leave the building.2. Missing residents, elopement, residents who wandered, and one-to-one
monitoring policies.The physician's orders for any resident's wander prevention devices were updated
with the expiration of the device and orders to replace the wander prevention devices at the
expiration in the electronic medical records (EMR).The elopement binder was to be reviewed weekly
to ensure that all identified residents who were assessed to be wander risks were present in the
binder by the assistant nursing home administrator. The DON or designee would check the physician's
orders and date of expiration for residents with wander prevention devices weekly for three
months.The social service director (SSD) and the DON would review wander risk evaluations for new
admissions each week to ensure that if needed resident wander prevention devices were in place and
had proper orders.The exit doors with alarms would be checked and monitored monthly to ensure
proper working order by the maintenance director. D. Plan to Monitor for Sustained ComplianceThe
assistant to the chief executive officer/designee would report findings from audits to the QAPI
(quality assurance and performance improvement) committee's Performance Improvement Project
(PIP) which was implemented to review and interpret all audit findings. All findings would be
discussed at the monthly QAA (quality assessment and assurance) meeting for a minimum of three
months or until the pattern of compliance was maintained. The anticipated completion date would be
documented in the QAPI meeting.III. Facility policy and procedureThe Elopement policy and procedure,
dated 2/29/24, was provided by the assistant nursing home administrator on 7/8/26 at 11:08 a.m. via
email. It read in pertinent part, It is a goal of the facility to provide a safe environment using the least
restrictive measure available in caring for residents who are exhibiting elopement behavior. The
facility defines ?wanderers'as residents who move around the facility in a non-goal directed manner,
but do not make efforts to leave the premises. Elopers' are defined as residents who make an overt or
purposeful attempt to leave the facility and do not have the ability to identify safety risks. A
wander/elopement assessment will be completed on all residents upon admission to the facility. The
outcome is shared with the interdisciplinary team (IDT) during the initial care conference, or earlier if
the elopement risk is of immediate concern. The elopement risk is assessed quarterly or as needed
with change of condition. If the resident is identified as an elopement risk, the following will be
maintained: Elopement Resident Identification form, including the current color photo, physical
description of the resident, as well as approaches for an individualized plan of care will be in the
elopement binder. Implementing and care planning interventions to address safety and decrease risk
of elopement. A physician's order will be required for the use of monitoring the wander prevention
device. The order will include checking placement of device every shift and checking function of
device daily. The care plan will be updated to include that an electronic alarm system is used for
resident's safety.IV. Facility investigationThe facility's investigation revealed that on 3/21/26,
Resident #3 was able to leave the facility with a wander prevention device in place. The investigation
revealed that a nurse reported that Resident #3 was not in the building and reported that the resident
was not in the facility at approximately 3:30 p.m. and a search of the facility grounds and the area and
the surrounding neighborhood was initiated. The investigation revealed that at approximately 4:00
p.m., Resident #3 was seen walking approximately 0.4 miles from the facility. Resident #3 agreed to
return to the facility in a staff member's car. Resident #3 had lived in the neighborhood prior and
stated she was looking for her dog. Resident #3 was placed immediately on 15-minute checks. On
3/21/26 the facility staff thought the alarm system and the safety guards on residents did not
function correctly. Resident #3 along with three other residents had their wander prevention devices
(continued on next page)

52065290

10/09/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

065290 07/09/2026

Crestmoor Care Center 895 S Monaco Pkwy
Denver, CO 80224

F 0689

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

checked, along with the alarm system of the doors. The doors and monitors were assessed to be
working correctly. The video footage of the incident was unable to be assessed by the facility staff
until the following Monday (3/23/26).On 3/23/26 the video footage was reviewed by the assistant
nursing home administrator and it revealed that on 3/21/26, a dietary aide came out of the kitchen,
walked across a hallway, and put a code into a secured door which disabled the alarm and opened the
door. Resident #3 walked immediately behind the employee, who held the door open for Resident #3
and allowed Resident #3 to walk through the unalarmed door. The dietary aide then held another door
open for the Resident #3 who continued to walk outside freely to the sidewalk. Resident #3 walked
0.4 miles and was then found without harm a half an hour later, at approximately 4:00 p.m. V. Resident
#3A. Resident statusResident #3, age [AGE], was admitted on [DATE], and discharged on 3/25/26.
According to the March 2026 computerized physician orders (CPO), diagnoses included vascular
dementia, epilepsy, type 2 diabetes mellitus, a history of falling, and depression. The 1/7/26 minimum
data set (MDS) assessment revealed the resident had severe cognitive impairment with a brief
interview for mental status (BIMS) score of seven out of 15. She was independent with dressing,
toileting, eating, and oral hygiene. She ambulated independently without any assistive devices. Her
preferred language was Korean, and she did speak and understand some English. B. Record
reviewThe 1/9/26 admission elopement wandering risk assessment revealed Resident #3 was
assessed to be a high risk for elopement. The wander/elopement care plan, initiated 7/31/24 and
revised 9/18/24, revealed Resident #3 was an elopement/wander risk due to her dementia. The
resident would look for her previous apartment and dog. Interventions included ensuring every shift
that the wander prevention device used for wandering prevention was located on her left ankle,
distracting the resident from wandering by offering pleasant diversions, structured activities, food,
conversation, television, and books and offering social gatherings and a walk around the building to
the resident after meals. The nursing progress note, dated 3/20/26, revealed Resident #3 had been
exit-seeking more frequently by walking towards doors and attempting to push the door, despite the
alarm. Staff immediately intervened and 15-minute checks were put into place during every event
when the resident was exit-seeking. There had been an increased frequency of exit-seeking. Referrals
were sent to facilities with secure units. The nursing progress note, dated 3/21/26, revealed Resident
#3 was noted to be absent from her usual location during a routine safety check. Resident #3 was
located (off) facility grounds, near the neighborhood by the facility. Resident #3 returned back to the
facility willingly with staff present. No sign of injury was noted and the resident's skin was clear and
intact. The resident's vital signs were stable. Resident #3 was alert to self with no baseline confusion
noted. A safety check was completed to ensure the wander prevention device was guard working and
was on the resident's left ankle. Resident #3 was monitored with 15-minutes checks. The nurse
notified the DON, the NHA and Resident #3's physician. The nursing progress note, dated 3/22/26,
revealed Resident #3 continued on 15-minute checks to prevent an elopement, and in the evening a
companion was provided.The nursing progress note, dated 3/23/26, revealed Resident #3 was
provided with a stuffed dog with success due to looking for her dog when the elopement occurred (on
3/21/26). The resident was currently one-to-one supervision.The nursing progress note, dated
3/25/26, documented Resident #3 was discharged from the facility to another facility with a secured
unit. VI. Staff interviewsRegional clinical resource #2 was interviewed on 7/8/26 at 12:00 p.m.
Regional clinical resource #2 said that on 3/21/26, shortly after 4:00 p.m., she was notified about
Resident #3 and the elopement. Regional clinical resource #2 said the nursing staff immediately, after
Resident #3 was located and returned to the facility, checked all the exit doors to ensure the alarms
were working correctly. She said they also checked all residents who wore wander prevention
(continued on next page)
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devices. Regional clinical resource #2 said everyone thought the alarm system with the devices on
the residents malfunctioned and that was how Resident #3 eloped. Regional clinical resource #2 said
the staff immediately handled the situation correctly with the assumption that the root cause was a
malfunction with the alarm system. She said all the doors, alarms, and residents' alarms worked
during a systems check immediately following Resident #3'selopement. Regional clinical resource #2
said on 3/21/26, after the incident, the staff put signs on the six exit doors reminding staff to be
mindful of those around them when exiting through the door. Regional clinical resource #2 said the
video footage of the facility that day (Saturday 3/21/26) was unable to be viewed until two days later
(on Monday 3/23/26). Regional clinical resource #2 said when the video was reviewed, management
was able to determine what really happened on 3/21/26 when Resident #3 eloped from the facility.
Regional clinical resource #2 said a dietary aide came out of the kitchen, walked across the hall, and
used a code on a keypad to turn off an alarm on a door. The dietary aide opened the unalarmed door
and then another door to the outside. Regional clinical resource #2 said Resident #3 was right behind
the dietary aide. Regional clinical resource #2 said the dietary aide held the door for Resident #3 to
walk into the first room and then the dietary aide held the next door open for Resident #3 to walk
outside. Regional clinical resource #2 said Resident #3 walked straight outside, turned right, and
walked two blocks, to where Resident #3 was found approximately a half hour later (0.4 miles away).
Regional clinical resource #2 said on 3/21/26 at 3:30 p.m., at the same time when Resident #3 eloped,
a nurse was looking for Resident #3 and was unable to find the resident. Regional clinical resource #2
said the nurse immediately initiated a missing person protocol, and staff looked inside the facility,
around the outside property, and then began a search in the close neighborhood for Resident #3.
Regional clinical resource #2 said staff who were looking for Resident #3 in the surrounding
neighborhood saw Resident #3 at 4:00 p.m., a few blocks from the facility. Regional clinical resource
#2 said Resident #3 allowed two staff members to drive her back to the facility. Regional clinical
resource #2 said the resident was not harmed.Regional clinical resource #2 said the day prior to the
elopement (3/20/26), the IDT had sent a few referrals to facilities that had secured units because
Resident #3 had started wandering and pushing on doors more frequently. Regional clinical resource
#2 said on 3/25/26, Resident #3 transferred to a secured unit in another facility. The assistant
nursing home administrator was interviewed on 7/8/26 at 2:00 p.m. The assistant nursing home
administrator provided an observation of how Resident #3's elopement took place. The assistant
nursing home administrator said the dietary aide walked out the kitchen door straight across the
hallway, punched in a code to turn an alarm off to open a door to an employee only area. He said
Resident #3 had walked very closely behind the dietary aide. The assistant nursing home
administrator said the video revealed the dietary aide willingly held the door open for Resident #3 to
walk into the private employee area, and then the dietary aide held the next door open to a small
outside patio which led to the public sidewalk. The assistant nursing home administrator said
Resident #3 turned right on the sidewalk and kept walking until she was found about a half hour later
by staff members who safely brought her back to the facility. The assistant nursing home
administrator said on 3/21/26, the doors, alarms, and wander prevention devices on the residents
worked correctly. The assistant nursing home administrator said the problem was the dietary aide
assumed that Resident #3 was a visitor. The assistant nursing home administrator said the dietary
aide did not work in the facility after 3/21/26. The assistant nursing home administrator said upon
review of the video footage on 3/23/26, the employee was terminated. The assistant nursing home
administrator said all staff, prior to working in the facility again, were required to be trained on
elopements and wandering. The assistant nursing home administrator said she believed the dietary
(continued on next page)
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aide had received the proper training, the aide just decided Resident #3 was a visitor and not a
resident. The assistant nursing home administrator said it took until she viewed the video evidence on
the following Monday (3/23/26) to realize what really happened with Resident #3's elopement. She
said at that time, the plan of correction began and was implemented. The assistant nursing home
administrator said on 3/23/26 all staff were educated on missing persons, one-to-one monitoring,
elopement and wandering, and the location of the elopement binders on each of the two nurses'
stations, and one elopement binder at the front desk by the front entry door. The assistant nursing
home administrator said on 3/23/26 all doors and alarms were tested, and all residents who required
wander prevention devices had their equipment tested. The assistant nursing home administrator said
there had been no elopements or missing persons in the facility since the elopement incident with
Resident #3 on 3/21/26.
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