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F 0684

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Based on record review and interview, the facility failed to ensure treatment orders were updated and 
completed as ordered for 1 of 3 residents reviewed for non-pressure related skin conditions. (Resident H) 
Finding includes: Resident H's record was reviewed on 7/31/25 at 11:17 a.m. Diagnoses included, but were 
not limited to, orthopedic aftercare following surgical amputation, chronic osteomyelitis (bone infection) of the 
right ankle and foot, cellulitis (skin infection) of the left and right lower limb, and type 2 diabetes mellitus. The 
admission Minimum Data Set (MDS) assessment, dated 6/27/25, indicated the resident was cognitively intact 
for daily decision making and had 1 unstageable pressure injury. A Care Plan, dated 6/20/25, indicated the 
resident had actual impairment to the skin integrity. Interventions included, but were not limited to, evaluate 
and treat per physician order and wound consult as needed. A Physician's Order, dated 6/21/25, indicated 
cleanse the second toe on the right foot with normal saline, pat dry, apply Xeroform (fine mesh gauze 
occlusive dressing), wrap with Kerlix (medical gauze), and secure with tape, Monday, Wednesday, Friday, 
and as needed. A Physician's Order, dated 6/21/25, indicated cleanse the fourth toe on the right foot with 
normal saline, pat dry, apply Xeroform, wrap with Kerlix, and secure with tape Monday, Wednesday, Friday, 
and as needed. A Physician's Order, dated 6/20/25, indicated cleanse the right lateral foot with normal 
saline, apply skin prep and leave open to area every day and as needed. A Physician's Order, dated 6/21/25, 
indicated cleanse the right medial foot with normal saline, pat dry, apply Xeroform, wrap with Kerlix, and 
secure with tape Monday, Wednesday, Friday, and as needed. The July 2025 Medication and Treatment 
Administration Record indicated the orders for wound care were administered as ordered by the physician. 
An After Visit Summary, dated 7/2/25, indicated, Instructions - Have the facility change dressings to all open 
wounds. On open wounds apply Iodosorb followed by xeroform, gauze roll, and tap. Apply betadine to deep 
tissue injuries/eschar. A Progress Note, dated 7/2/25 at 4:34 p.m., indicated the resident returned from a 
podiatry appointment with new orders for for iodosorb (gel for wound treatment) followed by adaptive 
dressing and rolled gauze and to apply betadine to deep tissue injury. An After Visit Summary, dated 
7/11/25, indicated, Wound Care Discharge Instructions .Dressing Change Instructions: Have nurse at facility 
change dressings every 2-3 days. Keep clean and dry. Right lateral foot - apply betadine to deep tissue 
injuries followed by ABD and gauze roll. All other wounds to bilateral feet - apply xeroform, ABD, and gauze 
roll . A Progress Note, dated 7/11/25 at 12:00 p.m., indicated the resident returned from a wound care 
appointment with new orders for wound care nurse to change dressing every 2-3 days. The right lateral foot 
wound care order was to apply betadine to the deep tissue injury followed by abdominal (ABD) gauze pad 
and gauze roll. All other wounds to the bilateral feet were to apply Xeroform, ABD, and gauze roll. The 
Physician's Orders and Medication Administration Record for July 2025 indicated the wound care orders 
were not updated and implemented after the 7/2 and 7/11/25 wound care visits. During an interview on 
7/31/25 at 4:10 p.m., the Wound Care Nurse indicated she had put in the progress notes for the order 
updates and did not update on the Physician Order Summary. This citation relates to Complaint 2573709. 3.
1-37(a)
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

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

(continued on next page)
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F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review and interview, the facility failed to initiate and update effective resident-specific 
interventions to prevent the elopement from the facility of a resident with a diagnosis of dementia and history 
of exit-seeking behaviors for 1 of 5 residents reviewed as elopement risk. The resident had indicators of 
being an elopement risk and behaviors of wanting to exit the facility. The resident exited the building without 
supervision, through the main front door entrance, and the facility was unaware of the resident's 
whereabouts. The resident ambulated approximately 0.15 miles from the facility on a highly traveled four 
lane road and was returned to the facility by Emergency Services staff. (Resident B)The Immediate Jeopardy 
began on 7/27/25, when the facility was unaware that the resident had exited the facility without supervision. 
The resident walked independently and was found across the street from the facility at approximately 9:03 p.
m. by Emergency Services staff, who assisted the resident back to the facility. The Administrator, Director of 
Nursing (DON), and [NAME] President of Clinical Operations were notified of the immediate jeopardy on 
7/30/25 at 1:30 p.m. The immediate jeopardy was removed on 7/30/25 and the deficient practice corrected 
on 7/28/25, prior to the start of the survey and was therefore Past Noncompliance.Finding includes:Resident 
B's closed record was reviewed on 7/30/25 at 9:06 a.m. Diagnoses included, but were not limited to, 
dementia and abnormalities of gait and mobility. The resident was admitted to the facility on [DATE]. A 
Wander/Elopement Risk Evaluation, dated 7/9/25, indicated the resident was not an elopement risk. The 
Initial/Baseline Care Plan, dated 7/9/25, indicated the resident had cognitive impairment, was at risk for falls, 
and was not an elopement risk. A Fall Risk Evaluation, dated 7/9/25, indicated the resident was at high risk 
for falls. A Social Service Note, dated 7/10/25 at 7:10 p.m., indicated the resident was currently exit-seeking. 
The resident's daughter was notified and informed the resident would need alternate placement. Education 
was provided on facilities with a memory care unit. The resident's daughter indicated the family was 
exploring other facilities.There was no documentation to indicate any interventions were implemented by the 
facility to address the resident's exit-seeking behavior identified by Social Services to the family on 7/10/25. 
An Initial Psychiatric Evaluation, dated 7/10/25, indicated given acuity of cognitive symptoms, she is not a 
good candidate for psychotherapy at this time. Will only follow-up in the future if requested by medical team 
or family. A Physician Note, dated 7/11/25 at 9:04 a.m., indicated the resident had profound dementia. Found 
to be wandering in the hall on 9 occasions yesterday and set off the door alarms on several occasions. This 
will be reviewed with psych services to determine if any therapy is needed. There was no documentation to 
indicate any new interventions were attempted for the wandering behaviors on 7/11/25. A Progress Note, 
dated 7/12/25 at 7:16 p.m., indicated the resident was actively trying to elope. She had tried to get out the 
emergency exits on both doors on the unit. She was difficult to redirect. A Behavior Progress Note, dated 
7/12/25 at 8:23 p.m., indicated the resident was attempting to leave the unit again and indicated she wanted 
to go outside. She was redirected multiple times and continued to wander. A Behavior Progress Note, dated 
7/12/25 at 9:13 p.m., indicated the resident was attempting to go out the emergency exit door on the unit and 
asking to go outside. A Behavior Progress Note, dated 7/12/25 at 9:28 p.m., indicated the resident was 
attempting to exit the building through the emergency exit. A Behavior Progress Note, dated 7/12/25 at 9:41 
p.m., indicated the resident was wandering the halls asking to go outside. She was not easily redirected and 
did not understand why she was at the facility. A Behavior Progress Note, dated 7/12/25 at 9:57 p.m., 
indicated the resident was exit seeking and the door alarm was sounding as the resident was attempting to 
leave the building. The resident's daughter was notified and indicated the resident's family had been at the 
facility visiting most of the day and had taken the resident outside for much of that time. The resident lived on 
her own prior to being hospitalized and was accustomed to going outside whenever she wanted to. There 
was no documentation to indicate new resident-specific interventions were implemented to address the 
continued exit-seeking on 7/12/25 or the resident's previous lifestyle and routine to go outside with 
supervision. A new Elopement Risk Screening, dated 7/12/25, indicated the resident was at risk for 
elopement. The admission Minimum Data Set (MDS) assessment, dated 7/13/25, indicated the resident was 
severely cognitively impaired, had wandering behaviors 1 to 3 days, and wandering placed her at significant 
risk of getting to a potentially dangerous place. A Progress Note, dated 7/14/25 at 10:50 a.m., indicated the 
resident was observed ambulating toward the exit and was redirected by staff. There was no documentation 
to indicate any new interventions were attempted for the wandering/exit-seeking behaviors on 7/14/25. A 
Care Plan, dated 7/15/25, indicated the resident was at risk for elopement and had a history of attempts to 
leave the facility unattended. The interventions included frequent monitoring and to distract resident from 
wandering by offering pleasant diversions, structured activities, food, conversation, television, or a book. A 
Physician Progress Note, dated 7/15/25 at 11:13 a.m., indicated the resident had advanced dementia and 
was a wanderer. The resident was not safe to return home, and family was making alternative plans. A 
Progress Note, dated 7/16/25 at 6:32 p.m., indicated the resident continued to exit-seek and her daughter 
was notified. There was no documentation to indicate any new interventions were attempted for the 
exit-seeking behaviors on 7/16/25. There was no documentation assessing the effectiveness of interventions 
put into place on the 7/15/25 care plan. A Physician's Order, dated 7/17/25, indicated to monitor the 
placement of wander guard (wearable device that alarms when exiting facility doors) to left ankle every shift 
for elopement risk. The Medication Administration Record, dated 7/2025, indicated the wander guard was 
monitored for placement every shift. A Physician Progress Note, dated 7/18/25 at 2:15 p.m., indicated the 
resident had advanced dementia, was a wanderer, and continued to exit-seek. There was no documentation 
from 7/18 - 7/27/25 indicating the effectiveness of current interventions for the exit-seeking behaviors or any 
new interventions implemented. A Progress Note, dated 7/27/25 at 9:00 p.m., indicated at approximately 
8:45 p.m. the resident was no longer be sitting at the Nurse's Station where she was previously observed. A 
code was called, and a search of the entire facility was initiated including all indoor and exterior areas. 
Emergency Services was called at approximately 9:00 p.m. and the resident was located a few minutes later 
outside the facility by the local police. The resident was returned to the facility at 9:16 p.m. and placed on 1:1 
care. An assessment was completed and there were no injuries noted. The resident's daughter and 
Physician were notified. An Indiana Department of Health Reportable Incident, dated 7/28/25, indicated on 
7/27/25 at 8:35 p.m. Resident B stood up from the Nurse's Station where she had been sitting and walked to 
the front entrance of the facility and out the door. At 8:46 p.m. staff realized the resident was no longer sitting 
at the Nurse's Station and began searching for the resident in the immediate area. Staff was unable to find 
the resident and called a code orange (missing resident) alert. At 8:49 p.m. multiple staff members went 
outside the facility and searched the property and surrounding area but were unable to find the resident. At 
9:00 p.m. staff called the Administrator, the resident's Physician, the resident's daughter, and Emergency 
Services, to report the resident missing. At 9:03 p.m. the local police department called the facility to notify 
them that the resident had been located down the street. The resident was returned to the facility at 9:16 p.
m. by Emergency Services staff. During an interview on 7/30/25 at 9:55 a.m., LPN 1 indicated she was 
working the night of 7/27/25. She was passing medications, and the CNAs were doing rounds. The resident 
was seated at the Nurse's Station and the next time she looked; the resident was gone. Staff were unable to 
locate the resident and LPN 1 called a code orange. Staff searched the entire building and outside the facility 
and were unable to find the resident. LPN 1 then called Emergency Services. While on the phone with 
Emergency Services they indicated the resident had already been found across the street. EMTs 
(Emergency Medical Technicians) were called to assess the resident and there were no injuries. The Police 
returned the resident to the facility, and she was put on 1:1 care. The resident had a history of exit seeking 
and did have a wander guard in place. LPN 1 had not heard the wander guard sound when the resident left 
the building nor when the Police had brought her back in the building. During an interview on 7/30/25 at 
10:15 a.m., the Administrator indicated the resident did have a wander guard in place on 7/27/25 and it was 
functioning. The wander guard alarm sound was the same sound as a call light going off. Staff would have to 
look at the call light box at the Nurse's Station to see that the wander guard was alarming. If staff were on the 
floor doing care they would not have seen the box to know wander guard alarm was going off. The resident 
was observed on the facility camera walking from the Nurse's Station to the front entrance of the facility and 
exiting the main entrance at 8:35 p.m. At 8:46 p.m. staff realized the resident was no longer sitting at the 
Nurse's Station and began searching for the resident. They were unable to locate the resident and called 
Emergency Services. The resident was found across the street near where the bridge begins to go uphill and 
was brought back to the facility by Emergency Services. Upon admission to the facility, the resident wanted 
to go home but she was not exit seeking. She had multiple episodes of exit seeking on 7/12/25 and staff 
were educated to keep the resident in their view. An elopement drill was completed with the resident on 
7/16/25. She had never previously gone out of the facility unattended. The resident was reviewed for exit 
seeking behaviors in the At Risk Meeting on 7/17/25 and the wander guard was put in place at that time. 
During an interview on 7/30/25 at 10:32 a.m., LPN 2 indicated she was working the night of 7/27/25. She had 
received notice of a code orange and assisted with searching for the resident in the facility going room to 
room. She then searched the back parking lot and grass areas outside the facility but could not locate the 
resident. During an interview on 7/30/25 at 11:00 a.m., CNA 1 indicated she was working the night of 
7/27/25. Around 8:30 p.m. to 8:45 p.m. she was doing rounds, and the resident had been sitting at the table 
at the Nurse's Station. She came out of a resident room and noticed the resident was no longer sitting there. 
She immediately started looking for the resident but was unable to find her. She reported this to LPN 1 who 
called a code orange. On 7/30/25 at 11:30 a.m., the pathway from the front door to the approximate area, 
across the street, where the resident was found, was walked. Once across the street, there was a sidewalk 
that led uphill toward an overpass bridge. The distance was measured with a sports watch and registered at 
0.15 mile. The road had four lanes and there were multiple cars observed driving on the road. During an 
interview on 7/30/25 at 11:47 a.m., CNA 2 indicated she was working the night of 7/27/25. She had been 
doing her rounds and answering call lights. She noticed the resident was no longer sitting at the table where 
she had been and the CNAs started looking for her. They were unable to locate her and notified the nurse 
who called a code orange. They searched outside the building but could not find the resident. She got in her 
car to continue searching and saw an ambulance with its lights on across the street towards the top of the 
bridge. It was dark outside, and the resident was on the sidewalk. She had already been found by 
Emergency Services. The facility elopement policy, updated 11/2024 and received from the Administrator as 
current, indicated The facility wishes to ensure the safety of those residents who have been identified as 
being at risk for elopement. It is the policy of this facility to identify those residents at risk for elopement and 
take precautions to ensure their safety and well-being. The past noncompliance immediate jeopardy began 
on 7/27/25. The immediate jeopardy was removed on 7/30/25 and the deficient practice corrected by 7/28/25 
after the facility implemented a systemic plan that included the following: staff members were inserviced on 
residents at risk for elopement, elopement, and the elopement policy and procedures, further elopement 
drills were conducted, the exit doors were all tested and the service company changed the exit door alarm 
sounds. Staff were interviewed and indicated residents who exhibited signs of possible elopement would be 
reported to the Charge Nurse, DON, and Administrator. Care Plans would be implemented and interventions 
followed. If a resident was unable to be found, a code orange would be called and an immediate search of 
the building and surrounding area would be completed. The Administrator would be notified immediately and 
Emergency Services would be contacted. The facility will continue to inservice all new staff and remaining 
staff who have not yet been educated prior to working. An audit was initiated for all residents in the facility 
and elopement risk assessments were updated. Care plans of all residents who were identified as at risk 
were reviewed and revised as needed. All exit doors were checked for proper functioning. Wander guard 
bracelets were checked every shift for placement and the wander guard alarm system was updated. This 
citation relates to Complaint 2573709. 3.1-45 (a)(2)
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F 0695

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide safe and appropriate respiratory care for a resident when needed.

Based on observation, record review and interview, the facility failed to ensure oxygen was available on the 
crash cart (mobile unit with life-saving equipment used in medical emergencies) for 1 of 2 crash carts 
reviewed. (A Wing) Finding includes:On 7/31/25 at 1:25 p.m., the A wing crash cart near Room A160 was 
observed with the A Wing Unit Manager. The oxygen tank on the cart were empty. During an interview at that 
time, the A Wing Unit Manager indicated the oxygen tank was empty and she would replace it. She was 
unsure how often the oxygen tank level was checked but the crash cart supplies were checked daily. During 
an interview on 7/31/25 at 2:08 p.m., the Director of Nursing (DON) indicated the crash cart oxygen should 
be checked daily. A facility policy, titled Oxygen Storage and received from the DON as current, indicated, .
Check oxygen nightly on crash cart. This citation relates to Complaint 2573709. 3.1-47(a)(6)
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