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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 20580

Based on record review and interview, the facility failed to ensure adequate supervision was provided to a 
cognitively impaired resident with a history of exit seeking and failed to ensure an alarmed door was 
effectively secured to prevent elopement for 1 of 6 residents reviewed for elopement risk. (Resident M) This 
deficient practice resulted in Resident M exiting the facility and being picked up by a stranger who activated 
911.

The immediate jeopardy began on 5/25/24 when a cognitively impaired male resident, with a history of exit 
seeking and a Wanderguard (door alarm bracelet used to monitor residents who wander) in place, exited the 
facility without staff knowledge and ambulated 0.3 miles away from the facility. The resident was absent from 
the facility for approximately 35 minutes, had just been medicated with an as needed anti-anxiety medication 
(Xanax), and was also at risk for falls. The Administrator, Assistant Director of Nursing (ADON), RN Clinical 
Support Nurse, and the Area Executive Director were notified of the immediate jeopardy at 3:47 p.m. on 
6/3/24. The immediate jeopardy was removed, and the deficient practice corrected, on 5/26/24, prior to the 
start of the survey and was therefore Past Noncompliance.

Finding includes:

An Indiana Department of Health (IDOH) Incident Report, dated 5/26/24 at 6:29 p.m., indicated Resident M 
exited the facility and was returned to the facility without injury on 5/25/24 at 7:30 p.m. The five day follow-up 
report indicated an investigation had been completed and the root cause of the elopement was the exit door 
becoming lodged by a rug in the entryway. The door remained in the opened position and the resident exited 
through the opened door. The facility nurse had not seen the resident on the unit and had begun searching 
for him. Upon arrival to the front exit door, the nurse found a local police officer who had been talking to a 
staff member about the resident. The police officer had indicated a Good Samaritan had seen the resident 
and called 911, who had responded and assisted with the return of the resident. Resident M was assessed, 
and no injury was found. The Wanderguard bracelet was in place and functioning. 
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The EMS (Emergency Medical Services) Run Record, dated 5/25/24, indicated the EMS Unit was notified on 
5/25/24 at 7:01 p.m. and arrived on the scene at 7:07 p.m. on 5/25/24. The narrative indicated upon arrival, 
they found an [AGE] year-old male who was only oriented to self, sitting in the passenger seat of an SUV 
(sport utility vehicle). The driver of the SUV stated she noticed the male walking down the sidewalk and 
leaning against the fence. The resident was confused and not making sense to her. She assisted the 
resident into her vehicle and called 911. The resident was unable to voice where he lived or date of birth. He 
indicated at one time he lived at [Facility Name]. The local police department went to the facility and 
confirmed he currently resided at the facility. The Good Samaritan drove the resident back to the facility and 
the EMS Unit followed behind to ensure the facility did not want any further services from them. The resident 
entered the facility at 7:27 p.m.

The facility Investigation Summary, dated 5/29/24, indicated Resident M exited the facility at 6:47 p.m. 
unattended and was found approximately 0.3 miles from the property by a Good Samaritan, who had 
stopped and notified 911. They stayed with the resident until the police and EMS arrived. The resident 
returned to the facility without injury. The timeline per the facility's camera indicated on 5/25/24 at 6:47 p.m., 
Resident M exited the facility through an open door. At 6:48 p.m., Environmental Services #2 arrived at the 
door, adjusted the rug and closed the door. She then appeared to touch the keypad. The local police officer 
arrived at 7:14 p.m. and left the building at 7:17 p.m. At 7:23 p.m., EMS entered the facility with Resident M. 

The investigation, dated and signed by the Administrator on 5/29/24, included the following staff members' 
statements:

A typed statement, signed and dated on 5/29/24 by LPN 2 (day shift nurse on 5/25/24), indicated on 5/25/24, 
the resident was wanting to go outside. LPN 2 had asked CNA 3 to walk with the resident around the building 
and courtyard. CNA 3 walked with the resident. CNA 3's shift ended at 4 p.m. and the resident was sitting at 
the Nurses' Station. Resident M became restless again and LPN 2 walked him to his room and they 
reminisced about his past. LPN 2 finished his shift at 6:11 p.m. and the resident was sitting in his recliner in 
his room with his feet elevated.

A typed statement, signed and dated on 5/26/24 by CNA 3, indicated at 2:00 p.m. on 5/25/24 Resident M 
had requested to go outside. CNA 3 escorted him to the Healthcare Courtyard and they sat in the Courtyard 
for 30 to 40 minutes. Resident M asked to go back to his room and then began to exhibit exit seeking 
behaviors and started heading near the front entrance. The door alarm sounded when Resident M 
approached the entrance, and CNA 3 successfully redirected him back to his room. CNA 3 provided 
supervision to the resident until her shift ended at 4 p.m., and reported to LPN 2 she was leaving.

A typed statement, signed and dated on 5/26/24 by CNA 11, indicated on 5/25/24, she had seen the resident 
after dinner walking around the Healthcare Dining room about 6 p.m. CNA 11 didn't hear any alarm go off 
and was unaware of the resident leaving the facility.

A typed statement, signed and dated on 5/26/24 by LPN 1, indicated on 5/25/24 at 6:15 p.m., Resident M 
was exit seeking and wandering. LPN 1 administered an as needed Xanax 0.25 mg (milligrams). Resident M 
was wearing a hat, red shirt, black sweatpants, and shoes. LPN 1 was then notified by a CNA and Dietary 
Aide the resident was outside of the building with EMS. The resident was assisted back into the facility and 
an assessment was completed and he was found to have no injuries or psychosocial distress. One-on-one 
care (one staff specifically assigned to the resident) was initiated. After the resident fell asleep, 15-minute 
checks were initiated.
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A second typed statement, signed and dated on 5/29/24 by LPN 1, indicated a follow-up interview was 
completed with LPN 1. LPN 1 indicated on 5/25/24 at 6:40 p.m., Resident M was sitting at the [NAME] 
Nurses' Station. LPN 1 had left the nursing station area to administer medications to other residents and 
when she returned, Resident M was no longer sitting on the couch by the Nurses' Station. LPN 1 went to the 
dining room to see if he was there, as he often sat there, and he was not. LPN 1 stopped and the Eagle 
Nurses' Station and asked RN 1 if she had seen the resident and RN 1 indicated she had not seen him. LPN 
1 then went to the front door and saw two employees talking to a police officer. LPN 1 indicated this was a 
little bit after 7 p.m. The police officer indicated Resident M was in an ambulance and was being assessed by 
EMS. LPN 1 indicated she had not heard the door alarm when the resident left the building. The alarm was 
sounding when the resident returned to the facility.

A typed statement, signed and dated on 5/26/24 by Dietary Aide (DA) 10, indicated the resident was seen at 
6:15 p.m. when he was collecting room supper trays. The resident was ambulating down the [NAME] Hall. 
DA 10 indicated he had not heard any alarms sounding. 

A typed statement, signed and dated on 5/29/24 by Environmental Services (ES) 2, indicated on 5/25/24 at 
approximately 6 p.m., she had exited the Assisted Living Memory Care Unit after delivering clothes and 
observed the front door, stuck open. ES 2 moved the rug the door was stuck on and shut the door. She was 
unable to recall if the alarm was sounding. ES 2 looked around and had not seen a resident, so she 
continued with her work.

A typed statement, signed and dated on 5/26/24 by DA 9, indicated on 5/25/24, she had been setting the 
table in the Assisted Living Dining Room when a police officer entered the front door. The police officer 
asked if the resident resided at the facility, and DA 9 confirmed that he did. DA 9 alerted the nurse. A 
wheelchair was brought to the door and the officer assisted the resident to sit in the wheelchair.

A typed statement, signed and dated on 5/30/24 by CNA 8, indicated on 5/25/24 he was assigned to the 
Eagle Unit. CNA 8 was leaving the facility on break through the front entrance at 7 p.m. when a police officer 
asked if he knew Resident M. CNA 8 informed the officer he would get the nurse. LPN 1 then spoke to the 
officer.

The facility Investigation, dated 5/29/24, indicated the timeline for the event on 5/25/24, as viewed on the 
facility camera, was as follows:

At 6:39 p.m., a visitor was leaving the campus. The inside door was stuck wide open on the rug in the 
vestibule.

At 6:47 p.m., Resident M exited through the open doors.

At 6:48 p.m., Environmental Services 2 arrived at the door, adjusted the rug, and closed the door. She then 
appeared to touch the keypad.

At 7:07 p.m., there were visitors who entered the door and the door closed behind them.

At 7:10 p.m., there were visitors who entered the door and the door again was stuck open.

At 7:17 p.m., the police officer entered through the open door.
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At 7:18 p.m., an Assisted Living resident fixed the rug the door was stuck on and the door closed.

At 7:19 p.m., EMS entered the door and the door closed.

At 7:20 p.m., employees exited the building and the door closed.

At 7:22 p.m., EMS and a staff member exited with the wheelchair and the door closed.

At 7:23 p.m., EMS entered the door with the resident and the door closed. 

Resident M's record was reviewed on 6/3/24 at 9:50 a.m. The diagnoses included, but were not limited to, 
dementia.

An Admission Fall Risk assessment, dated 12/22/23, indicated a moderate risk for falls.

An Elopement Risk assessment, dated 3/1/24, indicated a history of exit seeking, voiced statements of 
leaving, exit seeking alarm bracelet/device was used, monitored for placement and functioning, and the 
resident was an elopement risk.

A Quarterly Minimum Data Set assessment, dated 3/6/24, indicated a severely impaired cognitive status, had 
wandering behaviors one to three days during the assessment period, no upper or lower extremity 
impairments, and required supervision for all activities of daily living which included ambulation. No assistive 
devices were required, and the resident had no falls since the past review.

A Care Plan, dated 7/18/23, indicated the resident was at risk of falling. The interventions, dated 7/18/23, 
included therapy as needed, assist with transfers as needed, and the call light was to be kept within reach.

A Care Plan, dated 7/19/23 and revised 4/30/24, indicated exit-seeking and wandering behaviors were 
present. The interventions included, a Wanderguard bracelet would be placed and checked for placement 
and functioning, encourage contact with family, diversion activities were to be offered, and he was to be 
directed away for the doors/exits as needed. Added on 4/4/24: the staff were to offer to take a walk with the 
resident throughout the facility, they were to reminisce about memorabilia and photos in his room. Added on 
4/30/24: snacks of choice were to be offered. Added on 5/26/24: 15-minute checks were initiated and added 
on 5/30/24: the resident had pet cats in the past and enjoys talking about them. Provide distracting 
conversation. 

The current 5/2024 Physician's Order Summary included, but was not limited to:

- 7/17/23: a Wanderguard bracelet was to be used and changed every month.

- 5/23/24: Xanax 0.25 mg was to be given PRN (as needed) twice a day for anxiety attacks.

The Medication Administration Record (MAR), dated 5/2024, indicated the exit-seeking behaviors were 
monitored every shift. He had exit-seeking behaviors on the evening and night shift on 5/2/24, day shift on 
5/10/24, and evening shift on 5/5/24.
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The MAR, dated 5/2024, indicated the Wanderguard bracelet was checked for functioning every day shift 
and was checked for positioning every shift.

A Nurse's Progress Note, dated 5/25/24 at 6:15 p.m. and signed by LPN 1, indicated the resident had been 
wandering and agitated. The as needed Xanax was administered. He sat at the [NAME] Unit Nurses' Station 
for 15 minutes and began wandering again.

There was no documentation in the record to indicate the interventions of staff walking around the facility 
with the resident or offering a snack was implemented to assist with the exit-seeking behavior or adequate 
supervision was provided by staff on 5/25/24 between 6:15 p.m. and 6:47 p.m. 

A Nurse's Progress Note, dated 5/25/24 at 7:05 p.m. and signed by LPN 1, indicated the resident was no 
longer sitting at the [NAME] Unit Nurses' Station and she began searching for him. When she entered the 
other side of the building (Assisted Living) a police officer was talking to a CNA and Dietary Aide. The police 
officer informed the nurse the resident was found stumbling a few blocks from the facility and was being 
assessed in the ambulance and then would be brought back to the facility.

A Nurse's Progress Note by LPN 1, dated 5/25/24 at 7:30 p.m., indicated the resident returned to the facility 
with EMS and was sitting in a wheelchair and sleeping. A full assessment was completed, and no injuries 
were found. There was no distress and the resident requested to go to bed. He was assisted to bed and 
15-minute checks were initiated.

During an interview on 6/3/24 at 9:38 a.m., the ADON indicated up until 8 p.m., the front door (Assisted 
Living) would only alarm if a Wanderguard went through the door. The resident had his Wanderguard 
bracelet on. The door was stuck on the rug, and it held the door open. Even with the door being open, the 
Wanderguard would have set the alarm off. The staff were all interviewed, and no one heard the alarm. The 
administration looked at the video and Environmental Service 2 was seen adjusting the rug and her hand did 
something to the keypad about a minute after the resident exited the building. When she was interviewed, 
she indicated there had been no alarm activated and she touched the keypad out of habit.

During an interview on 6/3/24 at 10:21 a.m., the Maintenance Director indicated the Wanderguard alarm 
systems were checked with a bracelet every Monday, Wednesday, and Friday. The alarms were functioning 
on 5/24/24. During an investigation after the incident, they had found the annunciator (panel with warning 
lights/alarms) in the Assisted Living Nurses' Station (Nurses' Station closest to the front door) had not been 
wired to the front the door. The door alarm itself still worked, and could be heard in the healthcare area. He 
was unsure how long the annunciator piece had not been working, as the door alarm had not been wired to 
it. The Maintenance Director then activated the door alarm with a Wanderguard bracelet, and the alarm could 
be heard in the Healthcare area. LPN 4, LPN 5, and RN 6 were at the Eagle Nurses' Station, and all 
indicated they were able to hear the front door alarm when it was activated.
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During an interview on 6/3/24 at 11:23 a.m., Environmental Services 2 indicated she could not remember if 
the front door alarm was activated or if she just responded because the door was left open. She indicated the 
door had been caught on the rug. She had not gone outside to look around, though she did look out the door 
and had not seen anyone. She moved the rug and shut the door. She indicated if the alarm had been 
sounding, she would have reset the alarm on the keypad and did not remember doing that. She indicated 
she only remembered the door being wide open because it was caught on the rug. She indicated the alarm 
was activated often with residents going on the bus or out with family, and no one had educated her on what 
she was supposed to do if the alarm was activated.

During an interview on 6/3/24 at 12:35 p.m., LPN 1 indicated she had started work at 6:00 p.m. and received 
in report Resident M had been wandering, agitated, and exit-seeking. He was sitting on the couch near the 
[NAME] Nurses' Station, which is by the back (skilled unit) entry door. LPN 1 heard the Wanderguard 
beeping then, because he was sitting close to the door. The PRN Xanax was administered due to his 
anxiety, then LPN 1 left the nursing station area to administer medications to a few other residents. When 
she returned, the resident was no longer sitting at the Nurses' Station. LPN 1 went to the Dining Room 
because Resident M did like to sit at his table there, and he was not there. LPN 1 asked RN 7 if she had 
seen him, and RN 7 had not seen him. When LPN 1 arrived at the front door area, she saw a police officer 
talking to CNA 8. The police officer informed her a citizen saw the resident stumble while he was walking and 
called 911. The ambulance responded and would be bringing the resident back to the facility. LPN 1 
indicated she had not heard the alarm ring.

During an interview on 6/3/24 at 12:52 p.m., RN 7 indicated she worked 2 p.m. to 10 p.m. on 5/25/24 on the 
Eagle and [NAME] Units. She last saw the resident around 4 p.m. She had not heard the Wanderguard 
alarm ringing. The Wanderguard was in place and was functional when he was brought back to the facility.

During an interview on 6/3/24 at 12:57 p.m., CNA 8 indicated 5/25/24 was his first day of orientation and he 
was assigned to the Eagle Unit. He was exiting the front door to go on break when the police officer came in 
and asked him if the resident resided at the facility. CNA 8 indicated he was just learning the residents and 
was unsure, then LPN 1 arrived and spoke with the officer.

During an interview on 6/4/24 at 8:57 a.m., the Administrator indicated the observation of the video from the 
facility camera indicated the alarm had been sounding. They were able to see Environmental Services 2 
putting the code in on the keyboard. She had thought the alarm was activated by the door being held open 
by the rug. The employee was observed looking out the door, but not going outside to look around. 

A facility policy for elopement/missing resident, dated 12/31/23 and identified as current by the ADON, 
indicated when a door alarm was sounding, the staff were to respond promptly to the sounding door alarm. 
The charge nurse, facility supervisor or Executive Director should call staff to a central area and designate 
staff to perform a head count, have two staff exit the alarming door and go in opposite directions around the 
building perimeter, one staff was to review the sign out log and 24 hours nurse report, one or more staff were 
to search the facility, and if necessary, one or more staff were to expand the search to the facility premises. If 
the resident was not found on the property, the local police department, physician and responsible party was 
to be notified.
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A facility policy titled, Alarm Checks, dated 12/31/23 and received from the Area Executive Director as 
current, indicated the door alarms were to be checked by the Director of Plan Operations or designee daily 
during the typical business days. The Administrator was to be notified immediately if the alarms were 
non-functioning. The individual alarms were to be checked daily for functioning and every shift for placement.

The past noncompliance immediate jeopardy began on 5/25/24. The immediate jeopardy was removed, and 
the deficient practice corrected by 5/26/24 after the facility implemented a systemic plan that included the 
following actions:

- The rug in the vestibule was removed.

- All residents in the facility were reviewed for elopement risk.

- The residents who were assessed as an elopement risk have Wanderguard bracelets initiated.

- All Physician's Orders for the bracelets and checking for functioning and placement were reviewed and 
were up to date. 

- All exit doors have been evaluated to ensure the Wanderguard is functioning. 

- Elopement binders have been updated

- As of 5/26/24, 93 of 122 employees have been educated on the elopement/missing resident policy and all 
remaining staff will be educated upon their return to work. 

- An elopement drill was completed without concerns.

This citation relates to Complaint IN00435373.
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