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Based on observation, interview and record review, the facility failed to ensure a resident with a diagnosis of
dementia who resided on a secured locked unit and at risk of elopement did not exit the facility unsupervised
for 1 of 3 residents reviewed for accidents. (Resident B) Resident B wandered approximately 0.4 miles away
from the facility and had crossed a two-lane road.The immediate jeopardy began, on 12/23/25, when
Resident B exited the facility unsupervised and without the staff's knowledge while wearing a wanderguard
device (a wearable device used to alert staff when a resident approached restrictive areas/doors). The
resident exited the secured locked unit through an unlocked stairway door, went down the stairwell to the first
floor, and exited the facility through an unlocked but alarmed door. Facility staff reset the door alarm without
being able to determine the cause of the alarm. Resident B was found walking down the road in the grass by
Certified Nursing Assistant (CNA) 2. The Director of Nursing (DON) was notified of the immediate jeopardy
on 12/29/25 at 2:27p.m. Findings include:During an interview, on 12/29/25 at 9:22 a.m., the DON indicated
the stairway door on the secured locked unit was supposed to be locked. It required a key to engage the
door lock. The door should be checked every morning by the Maintenance Director to ensure it was locked,
and it was not checked the morning of the incident. Resident B had ambulated with her walker into the
stairwell, left her walker in the stairwell, and walked down the stairs. The resident then exited the stairwell
into the first-floor hallway and out an exit door. The exit door did sound an alarm however the door was not
locked and it should have been. After the incident, the facility had a company check the function of all the
doors and found the door Resident B went out had been tampered with which caused the door to not lock
when it was closed. A plastic white wristband had been folded up and placed in a location which altered the
door and resulted in the door not working properly.During an observation and interview, on 12/29/25 at 12:20
p.m., the DON played a video of the facility camera footage from the day of the incident. The video started at
1:18 p.m., on 12/23/25. The camera faced down the hallway. Resident B could be seen walking down the
hallway away from the camera and towards the stairwell around 1:20 p.m. At 1:24 p.m., she was observed
on another camera exiting the stairwell into the first-floor hallway and exiting the building to the parking lot. At
1:26 p.m., LPN 7 and LPN 8 responded to the alarm sounding from the door Resident B had used to exit to
the parking lot and at 1:27 p.m., turned off the alarm. The two staff members were observed to look out the
window. They were not observed to open the door or step outside to look around. At 1:33 p.m., the staff on
the resident's secured locked unit were observed to begin searching for the resident. The recorded footage
clip ended around 1:33 p.m. The DON indicated she was not aware the staff members had reset the door
alarm and did not open the door or step outside to assess the surrounding area.A typed facility document,
dated 12/23/25, indicated at 1:41 p.m., a missing resident code was called. At 1:48 p.m., the police were
notified of a missing resident. At 1:52 p.m., the facility staff found Resident B. Resident B was assessed and
found to be without injury.The clinical record for Resident B was reviewed on 12/29/25 at 10:22 a.m. The
diagnoses included, but were not limited to, dementia, hypertension, congestive heart failure, depression,
and glaucoma.A physician's order, dated 6/23/24, indicated Resident B had a wanderguard device.An
elopement assessment, dated 10/14/25, indicated Resident B was at risk for elopement.A quarterly Minimum
Data Set (MDS) assessment, dated 12/12/25 at 4:40 p.m., indicated Resident B was severely cognitively
impaired, had wandering behaviors, and wandering and elopement alarms were utilized daily.A care plan,
dated 6/25/24, indicated Resident B was at risk for elopement. The interventions included, but were not
limited to, distracting the resident from wandering or exit seeking by offering pleasant diversions, calling
daughter on the phone or have daughter come in person to the facility, redirect attention, and place a
wanderguard on the right wrist.A behavior note, dated 11/6/25 at 12:35 p.m., indicated Resident B was noted
to be going out the west end door, staff were able to catch up with Resident B as she reached the curve of
the sidewalk. Staff tried to convince Resident B to come back inside, however she refused. Resident B
started toward the front entrance, a nurse and CNA were walking with her, when Resident B almost fell trying
to get back up on the sidewalk. The nurse was able to catch her. Staff continued to try to get her into the
building and tried calling her daughter. The Social worker came and sat with Resident B for a while and then
brought her back to the unit. The Social worker called Resident B's daughter and was able to get the resident
moved up to the secured unit. Resident B was administered an as needed Ativan (antianxiety medication)
before she went upstairs because she was really agitated.A social service note, dated 11/6/25 at 1:15 a.m.,
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