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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Immediate

jeopardy to resident health or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34056

safet

Y The facility reported a census of 53 residents with three sampled for elopement (when a resident leaves the

Residents Affected - Few premises or a safe area without authorization and/or any necessary supervision). Based on observation,
interview, and record review, the facility failed to provide adequate supervision to ensure a safe and secure

Note: The nursing home is environment and prevent an elopement for cognitively impaired Resident (R)1, who was at moderate risk for

disputing this citation. elopement. On 03/13/25 at approximately 11:40 AM, R1 left the second floor, went to the first floor, and then

exited the facility. Between 11:45 AM and 12:00 PM, R1's representative called the facility to alert the facility
that she had received a call from a community member who reported they saw R1 outside the facility. Upon
learning this information, staff conducted a search, and staff located R1 outside the facility. R1 returned to
the facility uninjured. The facility's failure to ensure R1 had interventions in place in response to his
elopement risk as well as the failure to provide adequate supervision to prevent an elopement placed R1 in
immediate jeopardy.

Findings included:

- R1's Electronic Medical Record (EMR) documented he had a diagnosis of weakness, insomnia (inability to
sleep), and diabetes mellitus (DM-when the body cannot use glucose, not enough insulin is made, or the
body cannot respond to the insulin).

R1's Entry Tracking Record documented he was admitted on [DATE].

R1's Discharge Assessment noted he was discharged on [DATE].

R1's Admission Minimum Data Set (MDS), dated [DATE], documented the resident had a Brief Interview for
Mental Status (BIMS) score of 10, indicating moderately impaired cognition. He had inattention behaviors
which were continuously present but had no rejection of care or wandering behaviors. The MDS documented

R1 required staff supervision or touching assistance when walking and used a wheelchair for mobility.

The Cognitive Loss/Dementia [a progressive mental disorder characterized by failing memory and confusion]
Care Area Assessment (CAA), dated 03/10/25, documented the resident had cognitive impairment.
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The Functional Abilities CAA, dated 03/10/25, documented the resident had sustained a non-injury fall, after
admission, while attempting to ambulate to the bathroom. The CAA noted he had decreased safety
awareness and remained at risk for falls due to decreased mobility, impaired cognition, and weakness.

R1's EMR revealed a Wandering Risk Assessment, dated 03/04/25, which documented a score of five which
indicated the resident was at a moderate risk for elopement.

R1's Wandering Risk Assessment, dated 03/12/25, documented a score of six which indicated the resident
was at a moderate risk for elopement.

R1's Wandering Risk Assessment, dated 03/13/25 after the elopement incident, documented a score of 11
which indicated the resident was at a high risk for elopement.

R1's Care Plan dated 03/04/25, documented R1 required one staff assistance with locomotion and used a
wheelchair and walker. The plan noted R1 was in a new environment. R1's Care Plan lacked interventions
related to R1's moderate elopement risk.

R1's Care Plan, revised 03/13/25 after the incident, instructed staff the resident had a history of wandering,
was in a new environment and had a BIMS of 10. The plan directed staff to encourage R1 to dress in
sweatpants so he would believe he was in his pajamas and would not attempt to go outside. Staff were to
provide one to one care and involve R1 in activities. The plan directed staff to redirect and reorient R1 as
needed.
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The undated and unsigned [R1] Elopement Report Narrative provided by the facility documented that on
initial admission, R1 was identified with a moderate risk for wandering and was placed in an observation
room near the nurse's station on the second floor. On Thursday, 03/13/25 at approximately 11:45 AM, the
facility was notified by R1's representative that she had been contacted by a citizen who reported seeing R1
outside of the facility. Staff conducted an immediate search and located R1 within minutes on the east end of
the facility property. R1 was not injured. The current temperature was approximately 73 degrees Fahrenheit
(F) with clear, sunny skies. The document noted R1 was dressed appropriately for the weather conditions but
did not know where he was. R1 immediately agreed to return to the building with staff. Staff notified R1's
representative that R1 was safe and had returned to the building. R1's representative later reported that R1
told her he had exited the facility by walking down two flights of stairs. Staff checked all the stairwells in the
building which were secured and could not be accessed without a code being entered on a keypad to unlock
those doors; the doors additionally would sound an alarm when opened and no alarms had sounded. One
staff member, Certified Nurse Aide (CNA) M initially reported she last saw R1 at 11:40 AM, but the next day
(03/14/25) recanted that statement and stated she last saw R1 on 03/13/25 at approximately 10:15 AM when
she checked his blood sugar. CNA M stated that at 11:40 AM on 03/13/25 when she delivered lunch trays,
she noticed R1 was not in his room. Upon learning of what R1 reported to his representative, staff checked
all stairwell doors which were locked; a subsequent test of the door alarms showed that all were functioning
properly. The report noted that earlier in the morning on 03/13/25, at approximately 10:45 AM, there was a
door alarm that sounded at the end of B Hall on the second floor. The report documented that staff
immediately responded to that alarm, secured the door, and conducted a head count to ensure all patients
were present. All residents including R1 were present at that time. The report noted that the maintenance
director regularly tested the door alarms and had not found any malfunctions. The report noted that after the
incident, R1 was assessed as a high risk for wandering and was placed on one-to-one (1:1) care by a staff
member, and R1's Care Plan was updated. In addition, R1's photograph was placed behind the reception
desk so staff could watch for him trying to exit the building. The report noted a later conversation with R1's
representative revealed that she believed that if R1 dressed in sweatpants, he would think he was actually
wearing pajamas and that would help prevent him from wanting to leave the building so sweatpants were
provided to R1 and he continued to wear the sweatpants as tolerated.

According to Wunderground.com. the temperature between 11:45AM and 12:00PM on 03/13/25 in Wichita
was 78 degrees F.

Observation of the area revealed there is a pond on the west end of the building.

On 04/01/25 at 10:23 AM, Licensed Nurse (LN) H stated staff knew which residents were at risk for
elopement by doing elopement and/or wandering risk evaluations and if the resident was in an observation
room. LN H stated the observation rooms were for residents whom staff needed to keep a close eye on. LN
H said if a resident eloped, she would contact the Director of Nursing and the resident's family. She stated
that staff would begin looking for the resident in hallways, rooms, and elevators. LN H said if the resident was
not located in the facility, staff would contact the police.

On 04/01/25 at 11:05 AM, Certified Medication Aide (CMA) R stated staff knew which residents were at risk
for elopement because the resident would go into an observation room. CMA R said to prevent an
elopement, staff would provide close supervision for the resident and/or keep them occupied with an activity
like a game or coloring.

(continued on next page)

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

Event ID: Facility ID:

175564

If continuation sheet
Page 3 of 5




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

Printed: 06/26/2025
Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

COMPLETED
04/02/2025

A. Building

175564 B. Wing

NAME OF PROVIDER OR SUPPLIER
Center at Waterfront LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

1541 North Lindberg Circle
Wichita, KS 67206

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

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0689

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

Note: The nursing home is
disputing this citation.

On 04/01/25 at 12:51 PM, Social Services X said a stranger used R1's phone to call his representative in
California. Social Services X said R1's representative had used an elder service to assist with R1's
placement in the facility and called that service when she received the call from the community member.
Social Services X said the facility received the alert regarding R1's elopement from that service and notified
staff immediately but the resident was already back in his room at that time.

On 04/01/25 at 01:20 PM, Administrative Nurse D stated R1 had a moderate risk of elopement on 03/04/25
and 03/12/25 and verified that the facility did not include staff instruction for R1's elopement on his care plan
until 03/13/25, after his elopement. Administrative Nurse D said the facility investigated the elopement and
believed R1 went on the back elevator from the second floor to the first floor and then exited the building
through the exit door on the east side of the building. Administrative Nurse D said the facility became aware
that R1 was outside when R1's representative called the facility and informed them. Administrative Nurse D
further stated that each of the stairwells had locked doors. She said the door alarms had sounded earlier
before R1's elopement but at that time, all residents were accounted for. Administrative Nurse D stated the
wind, or staff going in and out for breaks may have caused the door to alarm.

On 04/01/25 at 01:03 PM, Administrative Staff A stated that R1's representative, who lived out of state,
called the facility at approximately 12:00 PM and talked with the nurse on duty. Who then alerted staff to
begin looking for R1. Administrative Staff A said staff found R1 in a nearby business parking lot and returned
him to the facility at 12:02 PM. The resident was assessed and found to have no injuries. Administrative Staff
A said staff placed R1 on 1:1 where he remained until his discharge on 03/22/25.

The facility's Elopement or Missing Resident policy documented the definition of elopement as when a
cognitively impaired resident leaves the physical structure of the facility without associate knowledge and/or
supervision and the resident lacks the safety awareness and is unable to distinguish or identify his or her
safety needs. The policy noted that in the case of a door alarm, staff would immediately go to the door
indicated on the enunciator system and check both inside and outside the door to determine who or why the
door alarm sounded. The policy documented that under no circumstance would a door alarm be deactivated
until the source of the activation had been determined. The policy further noted that residents who were
identified as an elopement risk would have an individualized care plan to minimize the risk of elopement.

On 03/31/25, the facility completed corrective actions to address R1's elopement which included:

1. An in-service on 03/13/25 by the Nursing Home Administrator/Designee to all staff who were in the
building to ensure that the facility follows the facility's elopement policy.

2. An in-service on 03/13/25 by the Nursing Home Administrator/Designee to all licensed nursing staff to
ensure that elopement assessment and care plans were updated for all new admissions. Care plans for all
residents identified as high risk for elopement were updated.

3. Elopement drills continued to be conducted quarterly to ensure that staff members were aware of what to
do when there was an elopement.

4. A binder at the front desk was updated on 03/13/25 to include pictures and information of residents who
were at high risk for elopement. This was reviewed and updated daily for new admissions.
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F 0689 5. Wander risk assessments were reviewed on 03/13/25. This was reviewed and updated daily for new
admissions.

Level of Harm - Immediate

jeopardy to resident health or 6. R1 remained on 1:1 until he discharged .

safety

On 04/02/25, the corrective actions were verified during the onsite survey. Since all corrective actions were
Residents Affected - Few completed prior to the surveyor's entrance on 04/01/25, the deficient practice was cited as past

noncompliance and remained at the scope and severity of a J.
Note: The nursing home is

disputing this citation.
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