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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, facility documentation, facility policies and interviews for one (1) of three (3) sampled 
residents (Resident #1), reviewed for accidents, the facility failed to adequately supervise a resident with a 
known history of wandering who ambulated independently, during a period with a higher than usual volume 
of visitors, to ensure the resident remained on the secured memory care unit when visitors were entering and 
exiting. Subsequently, the resident exited the secured memory care unit, ambulated through two facility 
hallways, exited the main facility entrance without staff knowledge, and was located by police 0.4 miles away 
from the facility. This failure resulted in the finding of Immediate Jeopardy. The findings include: Resident 
#1's diagnoses included dementia, anxiety, and depression. The quarterly Minimum Data Set assessment 
dated [DATE] identified Resident #1 was severely cognitively impaired (Brief Interview for Mental Status 
(BIMS) score of 3) had short and long-term memory recall deficits and was independent with transfers and 
ambulation. The Resident Care Plan (RCP) dated 8/27/25 identified Resident #1 had a self-care deficit and a 
history of wandering throughout the unit in and out of other resident's rooms while self-ambulating. 
Interventions directed to provide a structured routine and redirect when wandering or exit seeking.The 
Psychiatric note dated 11/13/25 identified the Advanced Practice Registered Nurse (APRN) saw Resident #1 
due to an increase in agitation and increase in wandering in other residents' rooms. The APRN prescribed 
additional Trazadone 25 mg two times per day as needed for increased agitation/restlessness. The Facility 
Reported Incident form dated 11/19/25 at 1:10 PM identified Resident #1 left the unit unsupervised and was 
last seen by staff at 1:10 PM. The Nurse's note dated 11/19/25 at 4:27 PM identified Resident #1 left the unit 
without staff knowledge and upon return, stated he/she went for a walk. The APRN was notified and ordered 
labs and visual monitoring.Review of the undated facility's summary report indicated that at approximately 
1:40 PM on 11/19/25, the police department notified the facility that Resident #1 was found 0.4 miles away 
from the facility and Resident #1 was returned to the facility by a police officer and two facility staff members. 
The facility was unaware Resident #1 left the facility unsupervised. Resident #1 was last seen by NA #1 at 
1:10 PM in the lounge and was seen ambulating in the hall. Based on staff interviews, there were many 
visitors on the unit during the time Resident #1 exited the unit. The summary report indicated Resident #1 
may have inadvertently walked out alongside visitors as they left the unit and that during the post-event 
interview, Resident #1 was able to demonstrate to staff that he/she exited the building by the main facility 
door. The summary report identified that an Elopement Risk assessment conducted on 8/27/25 identified 
Resident #1 had a history of wandering and the RCP was updated to reflect wandering behaviors with 
interventions to redirect when wandering or exit seeking and encourage recreation activities.A written 
statement dated 11/19/25 by the receptionist identified she did not see Resident #1 exit the building on 
11/19/25. Interview with RN #1 on 12/18/25 at 11 AM identified on 11/19/25 the facility received a phone call 
from the police inquiring if a resident was missing from the facility. RN #1 identified Resident #1 was not on 
the secured memory care unit and then went with a police officer to assist the resident back to the facility. 
RN #1 identified Resident #1 had a history of wandering throughout the secured memory care unit and 
walked up and down the halls. RN #1 identified that on 11/19/25 from 7 AM to 3 PM, there were several 
out-of-state visitors, unfamiliar with the facility, who were entering and exiting the secured memory care unit 
in groups of six (6) to eight (8) at a time. RN #1 further identified Resident #1 likely walked off the unit with 
exiting visitors. In addition to the visitors, a Social Worker was visiting the unit and construction was 
occurring in the building. RN #1 identified secure door codes should not be given to visitors. Interview with 
NA #2 on 12/18/25 at 11:10 AM identified he/she worked the 7 AM to 3 PM shift on 11/19/25. NA #2 
identified she did not give the secure door code to visitors and that staff were responsible for escorting 
visitors in and out of the secured memory care unit and ensuring the door shuts and locks once visitors pass 
through the door. NA #2 further identified the secured memory care unit was busier than usual on 11/19/25 
due to several visitors entering and exiting. NA #2 saw Resident #1 ambulating in the hallway around 1 PM 
and did not recall assisting any visitors out of the secured memory care unit. Observation of the secured 
memory care unit and interview with the DON on 12/18/25 at 2 PM identified that when visitors enter and exit 
the secured memory care unit, staff should enter the secured door code to assist visitors in and out. The 
DON identified staff should stay at the door as visitors pass through the doorway, then close the door and 
ensure the door is secured, which is indicated by a light illuminating red above the door. Staff should not give 
the door security code to visitors or residents. On 11/19/25 Resident #1 was last seen seated in the lounge 
area adjacent to the locked exit door. The DON identified the facility investigation revealed Resident #1 likely 
exited the secured unit when visitors entered/exited and further identified there were multiple unfamiliar 
visitors on the secured memory care unit on 11/19/25. The facility was unable to identify which staff member 
assisted the visitors in or out when Resident #1 exited. The DON indicated that the staff member who 
entered the secure door code must not have remained at the door to ensure no residents exited and that 
after exiting the secured memory care unit, Resident #1 proceeded to exit the facility's main entrance unseen 
by the receptionist. The facility Elopement Prevention and Door Safety Policy identified residents with a 
history of dementia and wandering were at increased risk of elopement. The policy further identified large 
groups of visitors presented a risk for unnoticed residents to exit the locked unit and staff should monitor exit 
doors more closely during peak visitor times and to ensure residents do not exit with visitors. Review of 
facility documentation identified that a Plan of Correction was initiated immediately to include:Staff training 
was completed and included review of the Elopement Prevention and Door Safety Policy, rounding 
expectations, visual oversight of residents, alarm response and visitor monitoring.Random audits were 
completed daily for two (2) weeks, then three (3) times weekly for two (2) weeks, then weekly for one (1) 
month to ensure Wader Guard devices were in place and functional, door alarms were operational, care 
plans were accurate, and staff followed visitor exit-monitoring procedures to ensure no residents exited 
unsupervised and the door was secured before leaving/entering the area.Audits will be reviewed at the 
monthly QAPI meetings.The Administrator and DON were responsible for the Plan of Correction with a 
compliance date of 11/22/25. The Plan of Correction was reviewed by the State Agency during an on-site 
visit on 12/19/25 and the facility met all components for past non-compliance.
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