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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.
Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, staff interviews, record review, and facility policy titled Elopement and Wandering Residents,
Residents Affected - Few the facility failed to follow the care plan for one resident (R) (R1) of three sample residents related to a

non-functioning wander guard bracelet. This deficient practice places residents at risk for elopement and
potential injury or harm.Findings include: A review of the facility policy, Elopement and Wandering Residents,
dated 7/1/2025 documented that residents that exhibit wandering behaviors and/or are at risk for elopement
receive adequate supervision to prevent accidents, and receive care in accordance with their
person-centered plan of care. A review of the Face Sheet for R1 revealed she was admitted on [DATE], with
the diagnoses that included but were not limited to unspecified dementia, anxiety disorder, major depressive
disorder, delusional disorder and cognitive communication deficit.A review of the Quarterly Minimum Data
Set, dated [DATE] for R1 revealed that Section C (Cognitive Pattern) had a Brief Interview Mental Score of
99 indicating severe cognitive impairment. Section GG (Functional Abilities) revealed that R1 required
supervision for self-care.A review of the care plan dated 8/11/2025 for R1 documented that she was at risk
for elopement related to dementia. Documented under interventions, Wander guard bracelet to be worn and
ensure proper functioning.An observation and interview with Unit Manager (UM) on 9/29/2025 at 2:45 pm
revealed that R1 had a wander guard bracelet on her right ankle. When the UM checked the bracelet for
proper functioning, there was no response from the device. UM confirmed the bracelet was not functioning
properly and needed to be replaced. An interview with the Administrator on 10/1/2025 at 7:30 am revealed
that all the exit doors are locked with a keypad in addition to the wander guard system. An interview with the
Chief Operating Officer (COO) on 10/1/2025 at 3:15pm revealed that staff should monitor the residents.An
interview with Unit Manager on 10/2/2025 at 10:16am revealed that wander guards should be checked daily
and wander guard bracelets are replaced when the batteries are low or the bracelet malfunctions. An
interview with Interim Director of Nursing (DON) on 10/2/2025 at 10:45am revealed that wander guard
bracelets should be checked daily for proper functioning.
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