
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

155358 11/03/2025

Majestic Care of Deming Park 3300 Poplar St
Terre Haute, IN 47803

F 0600

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to protect the resident's right to be free from neglect, when staff 
failed to visualize a confused resident during their shift resulting in the resident eloping from the facility for 1 
of 3 residents reviewed for neglect (Resident B). The immediate jeopardy began on 10/11/25 when the 
facility failed to protect the resident's right to be free from neglect when a resident with a traumatic brain 
injury and at risk of elopement was able to exit the facility sometime after 9:30 p.m., on 10/11/25, or early 
morning, on 10/12/25, despite wearing a WanderGuard (a type of wander management system used in 
senior living communities and healthcare facilities to prevent residents at risk of wandering from leaving the 
premises unsupervised) bracelet. The facility alarm system failed to alert staff of the resident exiting with a 
WanderGuard. The night shift nurse and night shift Certified Nurse Aide (CNA), on 10/11/25, failed to 
visualize the resident during their eight hour shift. On 10/12/25, around 7:00 a.m., the day shift staff were 
unable to locate the resident and started the elopement process. The resident was located approximately 0.6 
miles away from the facility. She had a temperature of 95 degrees Fahrenheit and abnormal vitals. The 
Administrator was notified of the immediate jeopardy on 10/30/25 at 11:39 a.m. The immediate jeopardy was 
removed on 10/31/25, but noncompliance remained at the lower scope and severity level of isolated, no 
actual harm with potential for more than minimal harm that is not immediate jeopardy. Findings include:A 
facility reported incident form, dated 10/12/25, indicated the Administrator was notified Resident B could not 
be located at 7:11 a.m. The elopement procedure was initiated, and the resident was brought back to the 
facility. The resident's WanderGuard bracelet was checked and found functional and intact. An incident file 
included the following documents: -A document titled, Nursing Education/Expectations to Prevent 
Elopements, indicated, You are expected to lay eyes on all your residents that are under your direct care at 
minimum of 1-2 times per shift. For safety concerns. The goal is to check on them every 2 hours as you are 
making rounds to change/medicate them. After you get report for your shift, it is best practice to round your 
assignment and look in and lay eyes on all the residents and make sure they are accounted for. -A statement 
from CNA 20 indicated, .When I worked over the weekend I did not go into [Resident B's] room, as she was 
not on my assignment. I worked 6p [p.m.] to 6a [a.m.] that day and did not see [Resident B] out of her room 
or see anyone go in there. -A statement from RN 21 indicated, .On 10/11 to 10/12 I worked [unit name]. I 
didn't see anyone wandering halls. No alarms sounded on the entire shift. I left at 6:30 a.m., arrived at 2200 
[10:00 p.m.] on the 11th. -A statement from RN 19 indicated, .I.was [Resident B's] nurse from 10p [10:00 p.m.
] to 6a [a.m.].I did not see [Resident B] on my shift, nor did I enter her room at any time during my shift. -A 
statement from CNA 14 indicated, I.had put [Resident B] to bed on 10/11/25 at 9:30 p.m. The last time I have 
seen her was 9:40 p.m. when I walked the halls to check on the residents. -A statement from CNA 7 
indicated, .I.received a verbal report on [Resident B] when coming on shift for night shift. I did not lay eyes on 
the resident during report and no call light was used from resident's room during the night. -A statement from 
CNA 22 indicated I.did not hear any alarms nor did I see [Resident B] the night/morning in questioning [sic]. 
During an interview, on 10/29/25 at 11:43 a.m., Resident B's family member indicated the facility called him 
around 8:00 a.m., on 10/12/25, and notified him of the incident. The family member went to the facility, and 
the resident seemed confused when he arrived. It was cold in the 40's that morning. The resident was found 
by the school down the road, about a half mile from the facility. The family member was not sure how the 
resident was able to get out of the facility. The family member was not sure how long the resident was out of 
the facility. During an interview, on 10/29/25 at 1:24 p.m., Registered Nurse (RN) 4 indicated she was the 
nurse, on 10/12/25, day shift. She received report from the night shift nurse and was reviewing information 
for the day. The night shift nurse reported Resident B was fine. RN 4 indicated she went to Resident B's 
room to check her blood sugar, and her wheelchair was gone and just a sheet was on the bed. She went out 
into the hallway and asked the aide if she had seen Resident B, but she had not. The staff completed a room 
to room check of the facility. When they did not find Resident B, RN 4 called the Administrator and sent staff 
outside to look for the resident. One of the staff members went into a nearby business, and an employee 
reported seeing someone who fit the resident's description on a bench near the school. The staff found the 
resident and brought her back to the facility. RN 4 indicated she thought the resident had on long pants and 
a sweater with tennis shoes, but she was not sure. The resident had her wheelchair full of stuff with her. 
Residents should have been checked on at least every two hours. RN 4 was not sure how long Resident B 
was out of the building. When the resident returned to the facility she had been incontinent of urine and had 
a low body temperature. The resident complained of back and leg pain but stated she had not fallen. The 
resident reported she was trying to go to her house. During an interview, on 10/29/25 at 1:30 p.m., CNA 5 
indicated she worked day shift on 10/12/25, but she was not directly assigned to Resident B. When she did 
shift-to-shift report she usually tried to go room to room and see each resident, but she had not done that on 
10/12/25. She was not sure what time Resident B got out of the facility. Residents should have been 
checked on at least every two hours, especially if they were confused. CNA 5 indicated staff was not really 
made aware of which residents were at risk for elopement, and she was not sure how they would find out. 
The staff had assignment sheets, but elopement risk was not included on the assignment sheet. CNA 5 
indicated she thought if a resident with a WanderGuard got too close to an exit door an alarm would sound, 
however the noise of the alarm was not loud enough to hear throughout the building. The night shift aide told 
CNA 5 they had not seen the resident during their shift. During an interview, on 10/29/25 at 1:40 p.m., 
Qualified Medication Aide (QMA) 6 indicated they normally walked up and down the hall during shift-to-shift 
report. Residents should have been checked on at least every two hours, especially if they were confused. 
QMA 6 arrived for her shift at 6:00 a.m., on 10/12/25. They realized the resident was missing around 7:00 a.
m., and they found her around 7:50 a.m. Staff was not really notified which residents were an elopement risk, 
and she was not sure how they would find out. Elopement risks were not included on their assignment 
sheets. They received training after the elopement, but it only included what to do when a resident eloped, 
but not how to manage residents who were elopement risks. If a resident's WanderGuard set off the door 
alarm, then the door alarm was not able to be turned off until someone put in the override code. If the 
pharmacy staff member knew the door code they would have been able to open the front door without staff. 
The functionality of the WanderGuards was checked regularly. Night shift staff had not seen Resident B all 
night, so she was not sure how long the resident was out of the facility. During an interview, on 10/29/25 at 
2:04 p.m., CNA 7 indicated he was assigned to Resident B, on 10/12/25, night shift. He worked 10:00 p.m. to 
6:00 a.m. CNA 7 indicated he did not remember seeing Resident B during his shift. Residents were normally 
checked on every two hours. CNA 7 indicated he had not heard any alarms that shift, and he had not seen 
the resident go sit in the lobby. During an interview, on 10/29/25 at 3:04 p.m., the Administrator indicated the 
staff called her early on the morning of 10/12/25 and told her Resident B was missing. The Administrator 
instructed the staff to check every room in the facility, and she immediately went to the facility. When she 
arrived at the facility, the resident was still missing. The Administrator sent the staff out in the community in 
pairs to search for the resident. The staff called in every two blocks and stayed in communication with her 
throughout the search. A staff member found the resident near the school. The resident reported she wanted 
to go feed her cat and was looking for her grandchildren. When the resident returned to the facility, she had a 
low body temperature, got in bed, and went to sleep. She expected staff to check on residents every two 
hours, and the aides to do a walking shift-to-shift report where they visualized residents at shift change. The 
last time staff saw the resident, as far as she found through the investigation, was the night before, on 
10/11/25. During the investigation, they were unable to determine exactly how the resident left the facility. 
There had been a pharmacy delivery that night but no other visitors entering or exiting through the front door. 
The resident should not have been able to open the door because she had a WanderGuard. The 
WanderGuard forced the door to stay locked when the resident was nearby. They were working on getting 
annunciators throughout the facility to make the door alarm audible in all areas. She had the company 
inspect the door and WanderGuard system. They found an issue with the latch at the top of the door, and it 
was not always latching effectively. The mag-lock was not functioning appropriately, and repairs were 
completed. As a result, it was possible the door alarm had not activated effectively. They re-set everything, 
and now it was set up so that the door alarm sounded after being left open for 74 seconds. The Administrator 
was not sure if the pharmacy staff had the front door override code, but they should not have known it. They 
changed the code after the incident. If a resident received a new WanderGuard, there was a communication 
form sent out. The WanderGuard/elopement risk should have been noted on the point of care tasks so the 
aides were aware of which residents were elopement risks. During an interview, on 10/31/25 at 1:36 p.m., 
LPN 25 indicated residents should have been checked on every two hours regardless of how much care they 
required. Staff should have checked on residents whether or not they turned their call light on. During an 
interview, on 10/31/25 at 1:38 p.m., CNA 16 indicated all residents should have been checked every two 
hours regardless of how much physical care they required. They should be checking on all residents whether 
or not the residents turned on their call lights. During an interview, on 10/31/25 at 1:40 p.m., Restorative Aide 
16 indicated all residents should have been checked on every two hours, not just when they turned on their 
call light. All residents should have been checked on even if they did not require very much physical 
assistance. Resident B's record was reviewed on 10/29/25 at 10:30 a.m. Census information indicated the 
resident was admitted to the facility on [DATE]. Diagnoses on the resident's profile included, but were not 
limited to, diffuse traumatic brain injury) an injury to the brain caused by an external physical force, such as a 
blow, hit, fall, or blast), attention and concentration deficit following other cerebrovascular disease (a group of 
conditions that affect the blood vessels in the brain), and Parkinson's disease (a progressive 
neurodegenerative disorder that affects movement). A quarterly Minimum Data Set (MDS) assessment, 
dated 8/4/25, indicated the resident had a severe cognitive impairment, required supervision/touching 
assistance for toileting hygiene, and was occasionally incontinent of bladder. A care plan, initiated 3/15/25, 
indicated the resident was at risk for falls and fall related injury due to impaired cognition, impaired mobility, 
visual impairment, urinary incontinence, traumatic brain injury, subdural hematoma (a collection of blood that 
accumulates between the brain and the outer layer of tissue covering the brain), and seizure activity. 
Interventions included, but were not limited to, assist with toileting and transfers as needed. A personal 
preferences care plan, initiated on 3/17/23, indicated the resident wanted to be dressed and in bed between 
8:00 p.m. and 9:00 p.m. and preferred to crawl on the floor at times for mobility. A care plan, initiated on 
3/28/25 and last revised on 10/12/25, indicated the resident was an elopement risk due to exit seeking 
behaviors, impulsivity, impaired safety awareness, and diagnosis of traumatic brain injury. Interventions, 
dated 3/28/25, indicated assess the resident for unmet needs when wandering/exit seeking such as needing 
to toilet, pain, hunger, thirst, and intervene as needed, elopement risk assessment quarterly and as needed, 
place the resident's profile in the elopement book, and redirect the resident when she was wandering or exit 
seeking by providing a diversional activity such as playing games on her phone, providing a snack or 
beverage, or visits with cats. Interventions, dated 10/12/25, indicated check the WanderGuard placement 
every shift and the function daily. A care plan, initiated on 5/8/24, indicated the resident had a severe 
cognitive impairment and traumatic brain injury. A progress note, dated 9/4/25, indicated the resident was 
found wandering aimlessly outside. Staff intervened and walked her back into the building. The resident 
stated she was looking for her keys and car to leave. The resident was offered snacks, fluids, and re-oriented 
to her surroundings but continued to exit seek and stated she wanted to leave. The Director of Nursing 
(DON) and Administrator instructed the staff to place a WanderGuard on the resident for safety. The resident 
verbalized understanding and was educated on the importance and need for WanderGuard for safety. An 
elopement risk assessment, dated 9/4/25, indicated the resident's elopement risk factors included the 
resident made statements to staff, family, or other residents that they planned to leave the facility in an 
unsafe manner, wandered aimlessly, and had a history of or was currently exit seeking. The assessment 
indicated the resident did not have a history of elopement. A physician's order, dated 9/4/25, indicated check 
WanderGuard placement to the resident's left ankle every shift. A physician's order, dated 9/5/25 and 
discontinued 10/14/25, indicated check the function of the WanderGuard every day shift. A nursing progress 
note, dated 10/12/25 at 8:30 a.m., indicated the nurse assisted the resident from the vehicle after she was 
located by staff. The resident stated her back was hurting, and she was cold. The WanderGuard was in 
place on the resident's left ankle and was functioning. The WanderGuard alarmed with the resident was 
brought back in through the ambulance entrance. Upon assessment, the resident's temperature was 95.7 
degrees Fahrenheit (normal range between 97 and 99 degrees Fahrenheit), heart rate 115 beats per minute 
(bpm) (normal range between 60 and 100 bpm), blood pressure 188/111 (normal 120/80 or below). The 
resident was unable to answer any questions regarding her back but stated it, really hurts. A nonverbal pain 
scale assessment six out of a maximum of ten. The resident was administered acetaminophen, gabapentin 
(nerve pain medication), and cyclobenzaprine (muscle relaxant). A full skin assessment was completed, and 
the resident had blanchable erythema (a temporary reddening of the skin that disappears when pressure is 
applied that can be caused by heat or cold exposure) to the tips of toes, fingers, nose, and ears. The 
resident was changed into warm clothing, covered with blankets, and given hot chocolate and coffee. Fifteen 
minutes later the resident's temperature was 98.0 degrees Fahrenheit, pulse 101 bpm, and blood pressure 
120/93. According to the article, Vital Signs, dated 1/1/2025, was retrieved on 10/31/25 from MedlinePlus's 
medical encyclopedia website at https://medlineplus.gov/ency/article/002341.html. The guidance indicated, . 
vital sign ranges for the average healthy adult while resting are.Blood pressure: between 90/60 mmHg and 
120/80 mmHg.Pulse: 60 to 100 beats per minute.Temperature: 97.7 F to 99.1 F . average 98.6 F. A nursing 
progress note, dated 10/12/25 at 8:32 a.m., indicated the nurse went to the resident's room to check her 
blood sugar. Upon entrance, the resident was not in the room, the bed was made, and the wheelchair was 
gone. The nurse checked the resident's bathroom and immediately notified staff to search the building for the 
resident. The Administrator was notified at 7:11 a.m. of the possible elopement. The DON was notified at 
7:18 a.m. The building search was completed at 7:20 a.m., and staff were sent out in pairs to search for the 
resident going north, south, east, and west. The resident's family member was notified at 7:26 a.m. Staff 
checked in at 7:30 a.m. and had not found the resident yet. A staff member checked in at 7:53 a.m. and 
stated they found the resident. The resident stated she was walking to her mom's and needed to see her 
family. A head to toe assessment was completed with no negative outcome. Pain medication was given for 
complaints of back pain. One-on-one observation was initiated for 72 hours. The Nurse Practitioner (NP) 
planned to evaluate the resident later in the day. A social services progress note, dated 10/12/25 at 10:20 a.
m., indicated at 7:11 a.m., the Administrator was notified the resident was not in the facility. The facility staff 
had started a ground search, including all rooms and the outside property. A staff member went into a nearby 
business, and one of the business staff member's stated they saw someone fitting the resident's description 
walking down the street, towards the facility. The staff went down that street immediately and found the 
resident by a school. The resident got into the staff member's vehicle without incident and was returned to 
the facility. The resident stated she was looking for her ex-husband and kids and wanted to feed her cat. The 
WanderGuard was in place on the resident's left ankle and was functioning. A social services progress note, 
dated 10/12/25 at 3:22 p.m., indicated the Social Services Director (SSD) added an elopement task to the 
resident's point of care (POC). A physician's order, dated 10/15/25, indicated check the function of the 
WanderGuard everyday shift for safety. The order included the serial number and expiration date of the 
WanderGuard. The facility's website at https://www.majesticcare.com/location/[NAME]-park/, retrieved on 
10/31/25, indicated, .[NAME] Care of [NAME] Park provides a warm, welcoming environment and highly 
individualized skilled nursing care. Specializing in short-term rehabilitation and long-term care, we provide a 
full range of care services. The [NAME] Care website at https://www.majesticcare.
com/care-services/long-term-care/, retrieved on 10/31/25, indicated, .Long-Term Care is offered at all 
locations for any needs that our residents may have. We design individual care plans for each resident to 
address their needs and our compassionate caregivers provide 24-hour nursing care. An Article titled, Abuse 
& Neglect, from the National Consumer Voice for Quality Long-Term Care was retrieved on 10/31/25 from 
the Indiana Department of Health website at https://www.in.gov/health/files/abuse-and-neglect.pdf. The 
article indicated: .Neglect is the failure to care for a person in a manner, which would avoid harm and pain, or 
the failure to react to a situation which may be harmful. Neglect may or may not be intentional . Nursing 
homes are required by federal law to have intervention strategies and regular monitoring to prevent neglect 
and abuse. The nursing home must reevaluate these measures on a regular basis. On 10/30/25 at 8:18 a.m., 
the Administrator provided a document, titled, Abuse, Mistreatment, Neglect, Exploitation and 
Misappropriation, dated 6/5/2025, and indicated it was the policy currently being used by the facility. The 
policy indicated, .3. Definitions.Neglect is the failure of the facility, its Care Team Members, or facility service 
providers to provide goods and services to a resident/patient necessary to avoid physical harm, pain, mental 
anguish, or emotional distress. On 10/30/25 at 8:18 a.m., the Administrator provided a document titled, 
Incidents, Accidents, and Supervision, dated 1/2/24, and indicated it was the policy currently being used by 
the facility. The policy indicated, .DEFINITIONS: ‘Accident' refers to any unexpected unintentional incident, 
which results or may result in injury or illness to a resident.'Hazards' refers to elements of the resident 
environment that have the potential to cause injury or illness.PROCEDURE.6. In the event of an incident or 
accident, immediate assistance will be provided to ensure the safety and environment are secured for 
anyone with the potential to be affected.SUPERVISION: The resident environment will remain as free of 
accident hazards as is possible. Each resident will receive adequate supervision and assistive devices to 
prevent accidents. This includes.4. Monitoring for effectiveness and modifying interventions when necessary. 
1. Supervision-Supervision is an intervention and a means if mitigating risk. The facility will provide adequate 
or increased supervision to prevent accidents. Adequacy of supervision: a. Defined by type and frequency. b. 
Based on the individual resident's assessed needs and identified hazards in the resident environment. The 
immediate jeopardy that began on 10/11/25 was removed on 10/31/25, when the facility ensured a systemic 
plan to include education and monitoring of staff to ensure staff provided supervision and required care to all 
residents residing at the facility. The noncompliance remained at the lower scope and severity level of no 
actual harm with the potential for more than minimal harm that is not immediate jeopardy because of the 
facility's need for continued monitoring. This citation relates to Intake 2642220. 3.1-27(a)(3)
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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 
record reviews, interviews, and observation, the facility failed to supervise and prevent a confused resident at 
risk of elopement from eloping from the facility sometime after 9:30 pm on 10/11/25 into the early morning of 
10/12/25 (Resident B). A resident with a traumatic brain injury and at risk of elopement was able to exit the 
facility sometime after 9:30 p.m. on 10/11/25 or early morning on 10/12/25 despite wearing a WanderGuard 
bracelet (a type of wander management system used in senior living communities and healthcare and 
healthcare facilities to prevent residents at risk of wandering from leaving the premises unsupervised). The 
facility alarm system failed to alert staff of the resident exiting with a WanderGuard. The night shift nurse and 
night shift CNA on 10/11/25 failed to visualize the resident during their 8-hour shift. On 10/12/25 around 7 a.
m. the dayshift staff were unable to locate the resident and started the elopement process. The resident was 
located approximately 0.6 miles away from the facility. She had a temperature of 95-degree Fahrenheit and 
abnormal vitals. The Administrator was notified of the immediate jeopardy on 10/30/25 at 11:39 a.m. The 
immediate jeopardy was removed on 10/31/25, but noncompliance remained at the lower scope and severity 
level of isolated, no actual harm with potential for more than minimal harm that is not immediate jeopardy.
Findings include: Review of a reported facility incident, dated 10/12/25 indicated Resident B was found to be 
missing when the dayshift nurse could not locate her the morning of 10/12/25 at 7:11 a.m. The Administrator 
was notified at 7:11 a.m. on 10/12/25 and initiated the elopement protocol. Resident B was located and 
brought back to the facility. Upon returning to the facility the resident had an intact functioning WanderGuard 
on. On 10/30/25 at 8:45 a.m., Resident B's medical record was reviewed, her diagnosis included, but were 
not limited to, traumatic brain injury (an injury to the brain caused by an external force, such as fall, car 
accident, or assault), Parkinson's disease, (a progressive neurological disorder that affects movement) and 
type 2 diabetes (a chronic condition where the body does not use insulin effectively or does not produce 
enough insulin). Census information indicated the resident admitted the facility on 3/15/23. A quarterly 
Minimum Data Set (MDS) assessment, dated 8/4/25, indicated Resident B had severe cognitive impairment, 
was occasionally incontinent of urine, and required supervision/touching assistance with toileting. The 
resident was coded as having one fall since the previous MDS assessment. A care plan, dated 3/28/23 and 
revised on 4/3/23, indicated Resident B was at risk for elopement due to exit seeking behaviors, 
impulsiveness, and impaired safety awareness due to diagnosis of traumatic brain injury. Interventions 
included, but were not limited to, redirect the resident when wandering or was exit seeking by providing a 
diversional activity, WanderGuard to left ankle, and check placement of WanderGuard every shift and 
functionality daily. A care plan, dated 3/25/23 with a revised date of 10/12/25, indicated Resident B was at 
risk for falls or fall related injury due to impaired cognition, impaired mobility, and visual impairment related to 
diagnosis of traumatic brain injury. Interventions included, but were not limited to, encourage the resident to 
wear appropriate nonskid footwear, keep call light and frequently used personal items within reach, assist 
with toileting as needed, and assist with transfers as needed. Review of Morse Fall Scale (a tool used to 
assess a resident's risk of falling) documentation, dated 9/30/25 at 2:25 p.m., indicated Resident B was a 
high risk for falls with a score of 65. A score over 45 indicated a resident was a high risk. Review of an 
elopement risk assessment, dated 9/4/25 at 5:00 p.m., indicated Resident B was at risk for elopement with a 
score of 3. The resident had a history of or currently exiting seeking and was wandering aimlessly. A 
progress note, dated 9/4/25 at 5:15 p.m., the note indicated Resident B was wandering aimlessly outside. 
Staff intervened and walked with her back into the building. The resident indicated she was looking for her 
keys and the car so that she could leave. The resident was settled into her room and re-oriented to 
surroundings, but she proceeded to exit seek and indicated she wanted to leave. A WanderGuard was 
placed on the resident's left lower extremity. A progress note, 10/12/25 at 8:30 a.m., the note indicated 
Resident B was located outside of the facility and brought back in a facility employee vehicle. The 
WanderGuard was noted on her left ankle and was functioning properly. The alarm sounded when the 
resident was brought back into the building through the ambulance bay. The resident was assessed, and the 
following vitals were obtained: Oral temperature 95.7 degrees Fahrenheit, heart rate 115, respirations 20, 
blood pressure 188/111, and oxygen saturation 97% on room air. Nonverbal pain scale of 6 out of 10 for 
back pain. The resident was changed into warm clothing and was given a blanket, hot chocolate and coffee 
to drink. Repeat vitals were obtained 15 minutes later and the resident had a oral temperature of 98 degrees 
Fahrenheit, heart rate 101, respirations 18, blood pressure 128/93, and oxygen saturation 98% on room air. 
A late entry progress note, 10/12/25 at 8:32 a.m., the note indicated Resident B's nurse went to her room to 
check her blood glucose (sugar) level and the resident was not in her room. The resident's bed was made, 
and her wheelchair was gone. The nurse checked the bathroom and immediately notified staff to start 
searching the building for the resident. The Administrator was notified at 7:11 a.m. and the Director of 
Nursing (DON) was notified at 7:18 a.m. of a possible elopement. The building search was completed at 7:20 
a.m. and pairs of two staff were sent to search the north, south, east, and west neighboring blocks. The 
Resident's family member was notified at 7:26 a.m. of possible elopement. Staff members checked in at 7:53 
a.m. and indicated they had found the resident. The resident indicated she was walking to her mom's house. 
A head-to-toe assessment was completed and no negative outcomes noted to the resident. A blood glucose 
level was checked and insulin given to the resident, along with pain medication for complaints of back pain. 
The facility initiated 1:1 supervision for the resident for the next 72 hours. The nurse practitioner would be in 
the facility to assess the resident. A social service note, dated 10/12/25 at 10:20 a.m., the note indicated the 
Administrator was notified at 7:11 a.m. that Resident B was not in the facility. The administrator arrived at the 
facility at 7:14 a.m. and instructed them to begin elopement procedure and search the surrounding area. The 
Registered Nurse called the resident's family member and the DON. The family member indicated that his 
mom was not with him. A laundry staff member indicated they had seen someone fitting the resident's 
description walking down the street. The resident was found by a middle school. The resident was brought 
back to the facility via a facility employee's vehicle. The WanderGuard was in place and functioning on the 
resident's left ankle. Resident's son was at the facility when she arrived. He was aware his mom was an 
elopement risk and indicated she would sit with his mom for a while. Review of nurse practitioner progress 
note, dated 10/13/25 at 12:59 a.m., the note indicated Resident B was seen for routine monthly visit as well 
as an elopement. The resident was noted to be missing on morning rounds. The facilities security cameras 
were not working due to power outage; the resident was wearing the WanderGuard that did work when she 
re-entered the building. The facility thinks the resident must have exited the building sometime after the 
pharmacy staff left the facility approximately around 3-3:30 a.m. The facility staff thought the door just did not 
get shut all the way, therefore did not set off the alarm. Pharmacy staff denied seeing any residents in the 
lobby when they left. Resident B was found several blocks from the facility. An Interdisciplinary Team (IDT) 
note, dated 10/13/25 at 2:42 p.m., indicated the team had met to discuss the elopement that occurred on 
10/12/25. Resident B continued to be at risk for elopement per follow up assessment related to decrease 
safety awareness and pain/discomfort. Resident continued to be 1:1 at that time and exhibited no further exit 
seeking behaviors thus far. IDT team reviewed and updated care plan with new interventions for diversional 
activities. Will continue current plan of care. A physician order, dated 5/30/24, indicated to monitor for the 
following behaviors: .elopement.every shift. A physician order, dated 9/4/25, indicated to check placement of 
WanderGuard to left ankle every shift. A physician order, dated 10/14/25, indicated to check under skin of left 
ankle where WanderGuard is placed every shift for prevention. A physician order, dated 10/15/25 indicated 
to check function of WanderGuard every day on dayshift for safety. During an interview, on 10/29/25 at 1:30 
p.m., CNA 5 indicated that when she gets report from the night shift CNA and they would go room to room 
and should lay eyes on each resident. On the day of the elopement, she was not assigned to the hall that 
Resident B's room was on. She indicated residents were checked on depending on how much care they 
need, and if they were confused. Staff should check on residents every 2 hours, especially if they were 
confused residents. CNA 5 was not sure how to find if a resident was an elopement risk and indicated it was 
not on the CNA assignment sheet. Resident B told CNA 5 that she had gone to bed around 10:00 p.m. the 
night of 10/11/25 but had gotten up at 1:00 a.m. and went to front lobby to sit. CNA 5 was told by others at 
the facility that the medication delivery person had entered the facility and left around 4:00 a.m., but the door 
was not latched completely closed. CNA 5 doesn't think the WanderGuard alarm was loud enough for 
everyone to hear it even if the alarm had sounded. During an interview, on 10/29/25 at 1:40 p.m., QMA 6 
indicated residents should be checked on every 2 hours especially if they are confused. She was not aware 
of where to find out who was all an elopement risk in the building, it was not on the CNA assignment sheet. 
QMA 6 worked the dayshift at the facility and was not assigned to the unit Resident B resides on, but she 
was one of the staff members that helped bring her back to the facility on [DATE]. Resident B doesn't walk 
well and had a lot of pain, QMA 6 was concerned the resident could have fallen while out of the facility. 
Resident B had taken her rollator walker (a walker that had a seat to sit on if needed) with her, and it was full 
of bags that had various personal items in them. The resident could not sit on the seat of the walker because 
she had so much stuff with her. The resident was found down the road on a bench by a middle school. She 
indicated the resident was wearing a sweater, pants that were wet, and shoes, she also had a blanket, but 
she felt cold when they found her outside. She believed the outside temperature was in 40's that morning. 
Review of a verbal statement, dated 10/12/25, indicated employee 18 did not see Resident B ambulating in 
the halls during her shift from 10:00 p.m. to 6:00 a.m. She also indicated she did not hear any alarms 
sounding on the west wing during her shift. She did hear a buzzer when the pharmacy staff arrived, but no 
other alarms were turned off. She thought the pharmacy staff member was at the facility for about 20-30 
minutes. Review of a verbal statement, dated 10/12/25, indicated Certified Nurse's Assistant (CNA) 7 
received a verbal report on Resident B at the start of his shift at 10:00 p.m. on 10/11/25. He did not lay eyes 
on the resident during report, and no call light was used in the resident's room during the night. Review of a 
verbal statement, dated 10/12/25, indicated Registered Nurse (RN) 19 was the nurse for the night shift on 
10/11/25 until the morning of 10/25/25. She did not see Resident B during her shift, nor did she enter her 
room at any time during her shift. Review of a verbal statement, dated 10/12/25, indicated CNA 14 had 
placed Resident B in bed at 9:30 p.m. and the last time she laid eyes on her would have been 9:40 p.m. the 
evening of 10/11/25. Review of a verbal statement, undated, indicated CNA 3 worked the dayshift on 
10/12/25 and was told in report from nightshift the resident was in her room at 6:00 a.m., but she did not lay 
eyes on the resident at that time. Review of verbal statement, dated 10/12/25, indicated the DON had 
spoken to the lead pharmacist and he indicated the pharmacy driver had arrived at the facility on 10/12/25 at 
2:30 a.m. to 3:00 a.m. and was at the facility for roughly 30 minutes. The driver exited the facility through the 
front door per self. Review of a verbal statement, indicated RN 21 she arrived at the facility on 10/11/25 at 
11:00 p.m. and left at 6:30 a.m. on 10/12/25. During her shift she did not see anyone wandering the halls and 
no alarms sounded the entire shift. Review of a verbal statement, dated 10/14/25, indicated CNA 20 
indicated she had worked 6:00 p.m. on 10/11/25 until 6:00 a.m. on 10/12/25, during her shift she did not see 
Resident B out of her room, and she did not see any other staff enter the room. She was not assigned to the 
hall that Resident B resides in. During an interview, on 10/29/25 at 1:20 p.m., the DON indicated the facility 
did have cameras, but the backup battery pack had malfunctioned and caused the cameras to all go down. 
They were only able to see a black screen and no recordings were able to be viewed. She was not aware of 
how long the cameras were not functioning properly since the video was in the Administrator's office and she 
had been out with an injury at that time. If the cameras had been functioning, they would have been able to 
view the halls and the doorways. During an interview, on 10/29/25 at 2:04 p.m., CNA 7 indicated he doesn't 
remember seeing Resident B during his night shift on 10/11/25. He was not aware the resident was not at 
the facility until he received a call saying that she was missing. He did not hear any alarms during his shift 
that night either. During an observation, on 10/29/25 at 3:00 p.m., the front door to the facility had an alarm 
that was activated and the alarm sounded for 74 seconds when the door was held open. An unused 
WanderGuard was placed by the front door to simulate a resident getting by the door and it prevented the 
front door from opening. The Maintenance Director used an override code to open the door. While the alarm 
was sounding, a visitor walked to the 200 hall and could not hear the alarm, and 2 other visitors were unable 
to hear the alarm while in the service hallway, the alarm was heard down the 100 hall, but only at 
approximately 25 feet down the hall. The Maintenance Director indicated the facility had investigated 
ordering enunciators to ensure the alarm could be heard throughout the facility. During the observation the 
Maintenance Director opened and closed the front door and was noted to be closing completely and latched 
closed. The Administrator indicated the mag locks had been re-drilled to ensure the door would close 
properly. During an interview, on 10/29/25 at 3:01 p.m., the DON indicated that during the night shift the are 
no lights in the front lobby and it would be dark. If a resident was sitting in a chair with a WanderGuard in the 
front lobby they would not be close enough to the door to sound the alarm. It would also be difficult to see the 
residents sitting in the dark, especially if you weren't really paying attention or expecting someone to be 
there. During an interview, on 10/29/25 at 3:05 p.m., the Administrator indicated she was not aware if the 
pharmacy driver had the bypass code for the door alarm to get out the front door, but there was a possibility 
that driver had the code since no staff indicated they had helped her out of the building. The Administrator 
and Maintenance Director are the only two employees that now know the bypass code to the door alarm. 
The visitors and vendors would no longer have access to the codes. The facility was unable to verify that any 
staff members had entered Resident B's room during the night shift of 10/11/25 into the morning of 10/12/25. 
It was the administrator's expectation that staff would check on residents at least every 2 hours during their 
shift. The facility could only speculate on how Resident B got out of the building and they had no idea how 
long she was out of the building. During an interview, on 10/30/25 at 9:20 a.m., The Maintenance Director 
indicated before the elopement incident he was doing each exterior door check and courtyard door weekly. 
Since the elopement he had been doing them daily. He tried over 30 times to recreate the instance of the 
elopement and could not re-create it. The front door was latching correctly during his weekly and daily 
checks. The facility did have a company come out and run different tests and they were not able to recreate 
it either. The magnet lock at the top of the door was the only thing they could come up with that was even a 
possibility that may not have latched completely. The only thing the Maintenance Director noticed was if 
there was any pressure placed on the top part of the door when it was opened, there was sometime a tiny 
gap at the top. The facility had the mag lock repaired just to ensure it could not happen again. Review of 
exterior and courtyard door check logs, dated 8/15/25 until 10/30/35, it was logged by the Maintenance 
Director that all the doors were functioning as they should. During an interview, on 10/30/25 at 2:08 p.m., RN 
17 indicated that when she checks the WanderGuard, she would have a resident who was wearing one go 
close to a door and see if the alarm goes off. If the alarms sound, then she would document in the Treatment 
Administration Record (TAR) that it was functioning. During an interview, on 10/30/25 at 2:10 p.m., CNA 14 
indicated she was told if a resident had a WanderGuard and they walked up to a door a different alarm would 
sound. She was educated on the alarms, but she was not sure when but thought it may have been during 
her orientation. During an interview, on 10/30/25 at 2:13 p.m., Qualified Medication Aide (QMA) 12 indicated 
she was not aware if it was within her scope of practice to check the WanderGuard functioning. During an 
interview, on 10/30/25 at 2:14 p.m., Licensed Practical Nurse (LPN) 11 indicated she would check the 
WanderGuard by verifying it was in place. If Resident B tried to open a door it would sound an alarm and she 
also thought it would sound if she got too close to the door. During an interview, on 10/30/25 at 2:15 p.m., 
CNA 13 indicated she had been told about the WanderGuard and the alarm recently, but she was unsure 
when. During an interview, on 10/30/25 at 2:16 p.m., CNA 16 indicated she did not know if the elopement 
information was on the point of care tasks in the medical record or not.Reviewed a list of resident's who were 
identified as being an elopement risk from the facility, the list identified Residents B, C, D, and E were at risk. 
Review of the point of care tasks in the medical record on 10/29/25 at 3:30 p.m., lacked documentation of 
Residents C, D, and E were an elopement risk. On 10/30/25 at 8:18 a.m., the Administrator provided a 
document, titled, Alarm Use, dated 12/12/23, and indicated it was the policy currently being used by the 
facility. The policy indicated, .Procedure.1.e. Wander/elopement alarms - includes devices such as bracelets, 
pins/buttons worn on the resident's clothing, sensors in shoes, or building/unit exit sensors worn/attached to 
the resident that alert staff when the resident nears or exits an area or building. This includes devices that 
are attached to the residents' assistive device (e.g., walker, wheelchair, cane) or other belongings.3. 
Identification of risk. A. Each resident shall be assessed for fall are elopement risk upon admission and 
periodically thereafter as part of the comprehensive assessment process.5. Implementation of interventions.
d. Interventions shall be communicated to all relevant staff, including frequency/time frames and 
responsibility. 6. Monitoring and modification.b.ii. Verifying alarms are working properly.On 10/30/25 at 8:18 
a.m., the Administrator provided a document, titled, Elopement and Wandering, dated1/2/2024, and indicated 
it was the policy currently being used by the facility. The policy indicated, .This facility ensures that the 
residents who exhibit wandering behavior and/or are at risk for elopement receive adequate supervision to 
prevent accidents.Procedure 1. The facility is equipped with door locks/alarms to help avoid elopements.3. 
The facility shall establish and utilize a systematic approach to monitoring and managing residents at risk for 
elopement or unsafe wandering.implementing interventions to reduce hazards and risks, and monitoring for 
effectiveness.4. Monitoring and Managing Residents at Risk for Elopement or Unsafe wandering.c. 
Interventions to increase staff awareness of the resident's risk, modify the residents' behavior, or to minimize 
risks associated with hazards will be added to the resident's care plan and communicated to appropriate staff.
d. Adequate supervision will be provided to help prevent accidents or elopements.5. Procedure for Locating 
Missing Resident.c. If the resident is not located in the building or the grounds, Administrator or designee will 
notify the police department and serve as the designated liaison between the facility and the police 
department.On 10/30/25 at 8:18 a.m., the Administrator provided a document, titled, Incidents Accidents and 
Supervision, dated 2/2/24, and indicated it was the policy currently being used by the facility. The policy 
indicated, .Definitions.Accident refers to any unexpected or unintentional incident, which results or may result 
in injury or illness to a resident.Hazards refers to elements of the resident environment that have the 
potential to cause injury or illness.6. IN the event of an incident or accident, immediate assistance will be 
provided to ensure the ensure the safety and environment are secured for anyone with the potential to be 
affected.Supervision.The resident environment will remain as free of accident hazards as is possible. Each 
resident will receive adequate supervision and assistive devices to prevent accidents. This includes.4. 
Monitoring for effectiveness and modifying interventions when necessary.1. Supervision-Supervision is an 
intervention and a means of mitigating accident risk. The facility will provide adequate or increased 
supervision to prevent accidents.The immediate jeopardy that began on 10/11/25 was removed on 10/31/25, 
when the facility ensured a systemic plan to include education and monitoring of staff to ensure staff 
provided supervision and required care to all residents residing at the facility. The noncompliance remained 
at the lower scope and severity level of no actual harm with the potential for more than minimal harm that is 
not immediate jeopardy because of the facility's need for continued monitoring.3.1-45(a)
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