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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of the clinical record review, facility documentation, and facility policy, and interviews for one of three 
residents (Resident #1) reviewed for wandering, the facility failed to ensure adequate supervision for a 
resident with known wandering behaviors to ensure Resident #1 could not leave the unit without staff 
knowledge resulting in a fall outside the building (last seen 2 hours prior to observed outside). These failures 
resulted in a finding of immediate jeopardy. The findings include: Based on review of the clinical record 
review, facility documentation, and facility policy, and interviews for one of three residents (Resident #1) 
reviewed for wandering, the facility failed to ensure adequate supervision for a resident with known 
wandering behaviors to ensure Resident #1 could not leave the unit without staff knowledge resulting in a fall 
outside the building (last seen 2 hours prior to observed outside). These failures resulted in a finding of 
immediate jeopardy. The findings include: Resident #1 had a history of dementia, muscle weakness, legally 
blind, and disorder of bone density. The annual Minimum Data Set (MDS) assessment dated [DATE] 
identified Resident # 1 had a Brief Interview for Mental Status (BIMS) score of 0 (was severely cognitively 
impaired), and was independent with transfers and ambulation. The Resident Care Plan (RCP) dated 
9/2/2025 identified Resident #1 was at risk for wandering and/or elopement due to a history of wandering. 
Interventions directed independent walking, increased staff supervision with intensity, elopement assessment 
quarterly, place photo of Resident at the reception desk and if exit alarm was activated, staff should take 
care to be sure that only one (1) resident triggered the exit alarm and return the resident to unit. A facility 
incident report dated 9/25/2025 at 4:00 AM identified Resident #1 had a fall outside the building, at the end of 
his/her unit exit door with injury to both elbows, knees and a hematoma (bruise/clotted blood within the 
tissue) to the right eye. Online search for local news weather report identified a slight chance of rain on 
9/25/2025 with temperatures between 63- and 67-degrees Fahrenheit between 3 AM and 7 AM. Nursing 
note dated 9/25/2025 at 9:15 AM identified that LPN #1/charge nurse notified RN#1/supervisor at 4:00 AM 
that Resident #1 had fallen outside. Assessment identified Resident #1 was sitting in a chair by the exit door, 
after a Nurse's Aide (NA) had put him/her in the chair. Resident #1 was alert, confused per baseline and 
could not say why he/she had gone outside. Abrasions were noted on the bilateral elbows, forearms and 
knees, and a hematoma was noted on the right upper eyelid. Denied pain and was able to ambulate back to 
his/her room, was assisted back to bed and the APRN was notified. Plan to have APRN in-house see the 
resident in the morning. Nursing note dated 9/25/2025 at 11:33 identified Resident #1 complained of pain in 
the right hip and had a reddened area on the right hip. The APRN was notified, and new orders were 
obtained for hip x-ray. Nursing note dated 1:24 PM identified Resident #1 was seen by the APRN with new 
orders to transfer to the hospital. APRN note dated 9/26/2025 at 4:19 PM (late entry for 9/25/2025) identified 
Resident #1 was evaluated on 9/25/2025 after a fall outside near the building. Resident #1 continued with 
wandering behaviors related to dementia, had abnormalities of gait and mobility, and was unsteady on 
his/her feet. Resident #1 denied pain, was jittery, reported feeling tired and cold, and was in bed holding a 
blanket tight to his/her chest with knees moved towards the abdomen in an apparent fetal position. Multiple 
red abrasions and bruises were noted on the bilateral elbows, forearms and knees, with no bleeding. A 
hematoma was noted above the right upper lid including the eyebrow, measured six (6) centimeters (cm) by 
five (5) cm. Resident #1 complained of right hip pain and was transferred to the hospital for evaluation and 
head CT scan. Nursing note dated 9/25/2025 at 11:01 PM identified Resident #1 returned to the facility at 
9:17 PM with a diagnosis of a urinary tract infection and new orders for antibiotics. Hospital CT scan and 
x-ray results identified no injuries. Observations during the survey identified Resident #1 resided on a 
secured unit that required staff to enter a code in a keypad to be able to open any of the doors on the unit. 
Further, documentation review identified the unit had a census of 46 and had two (2) other residents 
identified at risk for elopement (included in the facility elopement book). Interview and observations with the 
ADNS/unit manager on 9/30/2025 at 11:20 AM identified Resident #1 had a history of ambulating 
independently throughout the unit, into other resident rooms and the snack room. The ADNS further stated 
Resident #1 would walk back and forth all the time looking for his/her mother/father or to cook dinner. 
Interview with NA #1 on 9/30/2025 at 9:48 AM identified Resident #1 walked independently with no assistive 
device, rarely wandered at times during the night shift, and stated when he/she was in bed, he/she was in 
bed. NA #1 stated if Resident #1 wandered, she would offer toileting or redirect Resident #1 back to bed. NA 
#1 stated on 9/25/2025 she had assisted Resident #1 to the bathroom about 2:00 AM and then assisted 
Resident #1 back to bed. NA #1 stated she then finished her rounds at 3:00 AM and sat at the nurse's station 
to complete her documentation. NA #1 stated it was a quiet night, and she could see down the Resident #1's 
hallway from the nurse's station. About 4:00 AM she left the nurse's station to start rounds and she heard 
yelling from the end of the hall. When she got to the end of Resident #1's hallway, she observed Resident #1 
sitting on the ground outside the exit door that led onto the courtyard, with his/her back against the closed 
exit door. Resident #1 was wearing night clothes (top and pants) and gripper socks, and NA #1 stated when 
she opened the door, and she did not hear the door alarm sound. Resident #1 had no complaints of pain and 
stated he/she was going downstairs. NA #1 propped the door open with a chair and called the nurse. NA #1 
stated prior to finding Resident #1 on the ground outside at 4:00 AM, she had last seen Resident #1 at 2:00 
AM (2 hours prior). NA #1 stated if the door alarm had sounded when Resident #1 exited the facility, she 
would have heard the alarm from the nurse's desk. Interview with LPN #1 on 9/30/2025 11: 55AM identified 
he worked day shift and night shift, and although Resident #1 wandered frequently during the day shift, 
he/she rarely wandered at night. LPN #1 stated Resident #1 was always redirectable and he would distract 
the resident by offering toileting, snacks or an activity. LPN #1 stated on 9/25/2025 NA #1 reported that 
Resident #1 had fallen, and he observed Resident #1 at the end of the hallway sitting in a chair with the exit 
door ajar. LPN #1 stated the exit door alarm was not sounding (there was no alarm ringing to alert staff that 
the door was open). LPN #1 stated the exit door had an alarm that was supposed to sound if the door was 
opened, and it could only be deactivated with a key by LPN #1. LPN #1 stated Resident #1 was known to 
wander throughout the unit when he/she was awake, and he/she had been up that night. Interview and 
observation with the ADNS and the Maintenance Supervisor on 9/30/2025 at 11:25 AM identified exit door 
alarms were tested daily by facility security staff. Interview identified Resident #1 was found outside the exit 
door at the end of his/her hallway (Resident #1's room was 5 rooms away from the exit door). Observation of 
the door identified two full panel glass doors that opened easily, without resistance when pushed on. A large 
red box was attached to where the two glass (2) doors met (about 4 feet above the floor) that alarmed loudly 
when the door was opened, and required a key to silence the alarm. The ADNS identified the red box was 
attached to the door after Resident #1's fall on 9/25/2025. Observation identified a second alarm box on the 
wall to the left of the door, that alarmed loudly when the door was opened and also required a key to silence 
it. The ADNS stated the wall alarm box was in place at the time Resident #1 exited the facility. Observation 
of the exterior of the building identified the exit door led to an enclosed (fenced in) courtyard. The courtyard 
had an uneven black paved area with a large bump in the ground to the left of the door. To the left of the 
paved area was a stone wall approximately half the length of the courtyard, approximately two (2) feet high, 
with the top stones not cemented in place, and the stones had sharp edges. Additional observation beyond 
the stone wall identified loose round rocks that could be walked on leading up a hill to the fence, and a drop 
off area in the corner near the building, approximately four (4) feet high, and piles of round rocks and stones 
on the walkway that created a tripping hazard. Observation of the far area of the fence identified a double 
gate with a latch that lifted upward to open the door. The latch opened easily (had no lock) and led to a black 
paved curved pathway. Following the slightly declined pathway through the woods identified a broken fence 
to the left, that led to a steep embankment and the main road (4 lanes) and then led to the parking lot and 
two (2) lane road leading to the facility. The ADNS stated any resident was allowed to open the unit door, but 
a resident would not be able to open the gate latch. Interview and facility documentation review with the DON 
and Administrator on 9/30/2025 at 2:10 PM identified although exit door alarms were tested daily by facility 
security staff, the exit door alarm was not active (did not alarm) on 9/25/2025 when NA #1 found Resident #1 
outside. Although Resident #1 was last observed by staff at 2:00 AM, and was found outside at 4:00 AM, the 
DON and Administrator were unable to identify how long Resident #1 was outside the building. The 
Administrator stated facility maintenance staff tested the door on 9/25/2025 after the incident, and the alarm 
was functioning at that time; the Administrator was unable to identify why the alarm was not functioning at 
4:00 AM on 9/25/2025. Although requested, the DON indicted the facility did not have a policy for residents 
with wandering behaviors. Review of facility undated Missing Residents, directed to report any missing 
resident, if a resident was observed leaving the facility to attempt to prevent the departure, and to examine 
for any injuries. The facility Fall policy dated 10/31/2005 directed in part that the facility will ensure adequate 
safeguards are in place to promote resident safety. Based on observations and interviews for the 
environment, the facility failed to ensure the courtyard adjacent to a unit secured with keypad locked doors 
was free from hazards. The findings include: Observations during the survey identified a secured unit that 
required staff to enter a code in a keypad to be able to open any of the doors to enter/exit the unit had an 
enclosed courtyard at the end of one of the hallways. The courtyard was included with a vinyl-type picket 
style fence. Facility documentation review identified the unit had a census of 46 and had six (6) residents 
identified at risk for elopement (included in the facility elopement book). Interview and observation with the 
ADNS and the Maintenance Supervisor on 9/30/2025 at 11:25 AM identified exit door alarms were tested 
daily by facility security staff. Observation of the door that led into the courtyard identified two full panel glass 
doors that opened easily, without resistance when pushed on. A large red box was attached to where the two 
glass (2) doors met (about 4 feet above the floor) that alarmed loudly when the door was opened, and 
required a key to silence the alarm. The ADNS identified the red box was attached to the door after a 
resident was found on the ground outside the door on 9/25/2025. Observation identified a second alarm box 
on the wall to the left of the door, that alarmed loudly when the door was opened and also required a key to 
silence it. Observation of the exterior of the building identified the exit door led to an enclosed (fenced in) 
courtyard. The courtyard had an uneven black paved area with a large bump in the ground to the left of the 
door. To the left of the paved area was a stone wall approximately half the length of the courtyard, 
approximately two (2) feet high, with the wall stones cemented into place, the top layer of stones were not 
cemented in place, and the top layer stones had sharp edges. Additional observation identified on the other 
side of the stone wall, a large upwardly slopped area with large loose round landscaping rocks that could be 
walked on leading up a hill to the fence. The rocks were loose and moved when stepped on, and the ADNS 
cautioned walking on the loose stone. At the top left of the landscaped rock area, a steep drop-off area was 
noted in the corner near the building, approximately four (4) feet high. Piles of round rocks and stones were 
observed on the walkway, that created a tripping hazard. Observation of the far area of the fence identified a 
double gate with a latch that lifted upward to open the gate. The latch had no lock, opened easily with one 
finger lifting the latch upward and led to a black paved curved pathway. Following the slightly declined 
pathway through the woods identified a broken fence to the left with cut brush and tree branches lining the 
pathway, that led to a steep embankment and the main road below (4 lane road). The pathway curved 
toward the parking lot and the two (2) lane road leading to the facility. There were no signs or other notices 
that would have prevented any residents, visitors or staff members from accessing the pathway from the 
enclosed courtyard or the parking lot. The ADNS stated residents are not allowed into the courtyard from the 
unit without supervision. Further, the ADNS stated any resident could, and can, open the unit door, but a 
resident would not be able to open the gate latch. The ADNS continued that residents are outside in the 
courtyard area during recreational activities as well as with family visits when the weather permits. Interview 
and facility documentation review with the DON and Administrator on 9/30/2025 at 2:10 PM failed to identify 
why the wall rocks were not secured/cemented to the top of the stone wall, why there were rocks in the 
uneven pathway, and why the double gates were not secured to prevent egress. The facility undated 
Resident [NAME] of Rights Policy directed in part, the residents have the right to a safe environment, and to 
ensure that the physical environment maximizes independence and does not pose a safety risk.
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