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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure a resident with a diagnosis of dementia 
who was at risk of elopement did not exit the facility unsupervised for 1 of 3 residents reviewed for accidents. 
(Resident B) Resident B was found in the community, had fallen, and was transported to the hospital for 
treatment.The immediate jeopardy began, on 10/28/25, 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 was located approximately 0.6 miles away 
from the facility. The resident was found lying face down on the ground by a concerned citizen. The resident 
was transported to the hospital and had sustained a laceration and hematoma to his forehead, preorbital 
edema (swelling around his eye), an abrasion to his left knee and shoulder, and skin tears to the 4th and 5th 
digit on his left hand. The Executive Director, Director of Nursing, and Regional Director of Clinical 
Operations were notified of the immediate jeopardy on 11/12/25 at 3:09 p.m. The immediate jeopardy was 
removed, and the deficient practice corrected on 10/31/25, prior to the start of the survey and was therefore 
past noncompliance.Findings include:The clinical record for Resident B was reviewed on 11/10/25 at 10:22 a.
m. The diagnoses included, but were not limited to, vascular dementia, Alzheimer's dementia, and 
hypertension.A physician's order, dated 7/23/24, indicated to check the wanderguard device for placement 
every shift and for functioning once a day.A care plan, dated 7/23/24, indicated Resident B was at risk for 
elopement and had a wanderguard device. The interventions, initiated on 7/23/24, included, but were not 
limited to, the facility exits were to be secured and a wanderguard device was placed to his right lower 
extremity.A care plan, dated 11/1/24, indicated Resident B was an intrusive wanderer at times. He presented 
with increased confusion and had a diagnosis of Alzheimer's/vascular dementia. The resident's goal was that 
the resident would remain safe in the facility, and he would be free of exit seeking behavior. A quarterly 
Minimum Data Set (MDS) assessment, dated 10/14/25, indicated wander/elopement alarms were used daily 
and Resident B was severely cognitively impaired.An elopement assessment, dated 10/14/25, indicated the 
resident was at risk for elopement.A nursing facility progress note, dated 10/14/25, indicated Resident B had 
asked staff to let him out of the door.The electronic health record or facility progress notes did not indicate 
what time the facility noticed the resident was missing, when the code silver was called, or when staff began 
to search for the resident. A hospital document indicated Resident B arrived at the emergency room on 
[DATE] at 7:32 p.m. The admission note indicated according to the EMS run sheet the patient stated he felt 
dizzy all the sudden and fell face first. The patient was unsure if he lost consciousness. Small lacerations 
were found on the patient's face. The patient was unable to explain why he was multiple miles away from his 
living facility. He reported he was running away from a dog and fell.The hospital records indicated the injuries 
documented were a wound on the right forehead, abrasions to the left forehead and left knee, a left shoulder 
and hand abrasion, a left forehead laceration, a left scalp laceration with surrounding swelling and oozing 
blood, and evidence of a subgleal hematoma (bleeding in the space between the skull and the skin on the 
scalp).A nursing facility progress note, dated 10/29/25 at 5:57 p.m., indicated the resident was assessed 
upon his return from the hospital. He was found to have the following skin issues; a laceration from eye/left 
forehead, a bruised left eye with decreased periorbital edema, a skin tear to the left pinky and the 4th digit on 
left hand and an abrasion to the left shoulder.There were no progress notes in the electronic health record to 
indicate the resident had any of the documented skin issues prior to the elopement, on 10/28/25.There were 
no facility nursing progress notes documented from 10/14/25 until the resident returned from the emergency 
room on [DATE].During an observation, on 11/10/25 at 9:50 a.m., Resident B was on the locked memory 
care unit and was observed to have a healing abrasion to his left shoulder.During an interview, on 11/10/25 
at 11:29 a.m., the Director of Nursing (DON) indicated Resident B left the facility and was found by someone 
who called 911. The resident was picked up by emergency medical services (EMS) and taken to the 
emergency room. The facility knew Resident B exited the facility through the G-hall exit door because there 
was video footage. She indicated the resident was found one block away on Arlington Avenue.During an 
observation, on 11/10/25 at 1:47 p.m., the Executive Director (ED) started a video from the facility cameras. 
The video started at 6:00 p.m., on 10/28/25. The camera faced the G-hall. Resident B was seen walking 
slowly down the G-hall at 6:04 p.m. The angle of the camera did not show the exit door at the end of the hall. 
On the video, a dark shadow could be seen at the end of the hall. The shadow became light and then 
disappeared. The ED played another video of the outside camera. The camera faced the parking lot and 
Resident B was seen walking east at 6:05 p.m. He turned left down the first side street and headed north. 
The facility believed the wanderguard device did not go off when the resident exited the building. This was 
during mealtime, and he believed the aides were looking for Resident B for dinner and noticed him missing. 
He did not know the exact time the staff noticed him missing. During an observation, on11/10/25 at 12:35 p.
m., outside of the facility and to the north was 16th street. It had two (2) lanes of traffic. Arlington Avenue was 
east of the facility and had four (4) lanes of traffic. The posted speed limit was 35.An invoice from a facility 
hired door company, dated 10/30/25, indicated a resident eloped from the facilities G-hall exit. The double 
doors were found to have one antenna. The sensitivity on the antenna was turned up to get approximately 80 
percent coverage for the double door. The door was then tested multiple times, and it was confirmed it was 
properly operating at that time. The door company would need to return to install a second antenna on the 
door for 100 percent coverage.During an interview, on 11/10/25 at 11:38 a.m., Maintenance 2 indicated the 
facility had three doors with the wanderguard device alarm system. The front door, the memory care unit, 
and the G-hall door. During an interview, on 11/10/25 at 3:08 p.m., RN 3, who was working at the time of the 
elopement, indicated she was aware of Resident B's elopement after the code-silver was announced. She 
did not hear a door alarm sound. During an interview, on 11/10/25 at 3:17 p.m., CNA 4, who was working at 
the time of the elopement, indicated she had not heard an alarm go off the evening of Resident B's 
elopement.During an interview, on 11/10/25 at 3:36 a.m., CNA 5, who was working at the time of the 
elopement, indicated he heard an alarm sound and a code silver alert was called about an hour after he had 
heard an alarm.During an interview, on 11/10/25 at 4:01 p.m., QMA 6, who was working at the time of the 
elopement, indicated she was familiar with Resident B. If he was not in his room, then he was in the hall by 
the dining room. It was abnormal for him to not be anywhere. She checked all the rooms and did not find 
him. She knew he was not in the facility and a code-silver was called. She indicated she did not hear any 
door alarms sound.QMA 6 did not indicate the time she had discovered Resident B was missing or the time 
she notified the nurse during her interview.During an interview, on 11/10/25 at 4:38 p.m., Resident B's family 
member indicated she was concerned he was found outside the facility as anything could have happened to 
him.During an observation and interview, beginning on 11/12/25 at 2:24 p.m., the doors were found to have 
keypad entrances. Pressure was applied to the doors to see if they would open and they did not. 
Maintenance 2 opened the G-hall doors and a high pitch loud alarm sounded. Maintenance 2 also 
demonstrated how if the door was not closed properly, the alarm would still sound.During an interview, on 
11/12/25 at 3:26 p.m., the Regional Director of Clinical Service indicated the facility staff were interviewed 
related to the elopement and no one heard an alarm sounding. The facility did not have any more information 
to provide related to the elopement.During an interview, on 11/13/25 at 9:25 a.m., the Executive Director 
indicated he was unsure if the door company which came and inspected the doors after Resident B's 
elopement was the company which originally installed the system on the door due to the age of the system. 
He further indicated the door company only came out if there was an issue and the facility called them out.A 
current facility policy, titled Elopement Prevention and Response Program, dated 10/2020 and received from 
the Director of Nursing on 11/10/25 at 11:24 a.m., indicated .It is the policy of the facility that staff who have 
residents under their care are responsible for knowing the location of those residents, and the case of a 
missing resident, ensuring appropriate action is taken.A current facility policy, titled Abuse Prohibition, 
Reporting, and Investigating, dated 6/2023 and received from the Director of Nursing on 11/12/25 at 11:24 a.
m., indicated .Failure to provide goods and services to a resident(s) necessary to avoid physical harm.
Facility's indifference or disregard for resident care, comfort or safety resulting physical harm, pain, mental 
anguish, or emotional services.The past noncompliance immediate jeopardy began on 12/21/24. The 
immediate jeopardy was removed and corrected by 10/31/25 after the facility implemented a systemic plan 
that included the following actions: the facility completed elopement risks on all residents, elopement drills 
with staff, all staff were educated on the elopement procedure and high-risk behaviors, a second antenna on 
the G-hall double door exit was installed due to only having one antenna, proper operation the system was 
working properly was ensured, the range was increased, and the door codes were changed to prevent 
unauthorized exitsThis citation relates to Intake 2657596.3.1-45(a)(1)3.1-45(a)(2)
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