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Provide care and assistance to perform activities of daily living for any resident who is unable.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake # 2568748.Based on interview, and record review, the facility failed to provide 
showers/baths per resident preference and plan of care in 1 of 3 residents (Resident #102) reviewed for 
Activities of Daily Living (ADL) care, resulting in dissatisfaction with care, and the potential for skin 
complications and infection due to impaired hygiene.Findings include:In an interview on 8/19/25 at 4:18 PM, 
Family Member X reported they initiated a discharge for Resident #102 in May of 2025 due to concerns with 
poor care. Family Member X reported Resident #102 rarely received a shower/bath while at the facility and 
stated Resident #102 would get a shower/bath .maybe once per month .Resident #102Review of an 
admission Record revealed Resident #102 was a female, with pertinent diagnoses which included 
obstructive lung disease, heart failure, anemia, depression, anxiety, venous insufficiency, diabetes, high 
blood pressure, and arthritis. Noted the resident discharged from the facility on 5/23/25.Review of a Minimum 
Data Set (MDS) assessment for Resident #102, with a reference date of 3/11/25, revealed a Brief Interview 
for Mental Status (BIMS) score of 2, out of a total possible score of 15, which indicated severe cognitive 
impairment. Further review of this assessment revealed cognitive symptoms which included inattention, 
disorganized thinking, and altered level of consciousness, and behavioral symptoms which included verbal 
behavioral symptoms directed toward others and rejection of care.Review of a Care Plan for Resident #102 
revealed the focus .(Resident #102) has a functional ability deficit and requires assistance with self 
care/mobility R/T (related to): Fatigue/Weakness, Activity Intolerance, Impaired Balance, Impaired Cognition, 
Impaired Mobility, Pain . with interventions which included .BATH/SHOWER .Resident .requires .
Substantial/maximal assistance . initiated 1/6/25.Review of Resident #102's Shower/Bathing documentation 
for March 2025 revealed shower/bathing documentation on 3/1/25, 3/5/25, 3/8/25 (resident refused), 3/12/25 
(resident refused), 3/15/25, and 3/16/25 which was PRN (as needed). No additional shower/bath 
documentation provided for March 2025 prior to survey exit.Review of Resident #102's Shower/Bathing 
documentation for April 2025 revealed only one shower/bath documented for the entire month, on 4/17/25, 
which was PRN. No additional shower/bath documentation provided for April 2025 prior to survey exit.
Review of Resident #102's Shower/Bathing documentation for May 2025 revealed no shower/bath 
documentation for the entire month prior to the resident's discharge on [DATE]. No additional shower/bath 
documentation provided for May 2025 prior to survey exit.In an interview on 8/20/25 at 2:45 PM, Regional 
Clinical Coordinator (RCC) V reported the documentation provided was the only shower/bath documentation 
available for Resident #102 for March, April, and May 2025.In an interview on 8/21/25 at 11:06 AM, Director 
of Nursing (DON) B reported the master shower schedule was posted on the top of the nursing carts. DON B 
reported there was previously a glitch identified with the electronic medical record system where if a resident 
transferred out of the facility and later returned, the shower schedule/documentation information did not 
re-populate. DON B reported the facility had the IT department (internal team/service responsible for 
managing technical infrastructure/software) address the issue in May/June 2025. DON B reviewed Resident 
#102's shower documentation and reported only one shower/bath was documented as completed in April 
2025, and no showers/baths were documented as completed in May 2025. DON B reported residents should 
be offered showers/baths generally twice per week, per their preference.Review of the policy/procedure 
Routine Resident Care, dated 3/12/25, revealed .Residents receive the necessary assistance to maintain 
good grooming and personal/oral hygiene .Showers, tub baths, and/or shampoos are scheduled according to 
person centered care or state specific guidelines .Additional showers are given as requested .
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safety

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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This citation pertains to intake # 2592873.Based on interview, and record review, the facility failed to provide 
adequate supervision to prevent elopement and respond appropriately to an alarming exit door to ensure 
resident safety in 1 of 5 residents (Resident #101) reviewed for elopement/supervision, resulting in an 
Immediate Jeopardy when on 8/13/25 between 8:30 PM and 8:45 PM, Resident #101, who was an 
elopement risk with a prior recent history of elopement, exited the facility, unbeknownst to facility staff, and 
was found by a Certified Nursing Assistant (CNA) approximately 0.3 miles away from the facility, sitting on 
the front porch of a residential home. This deficient practice placed all residents, identified as at risk for 
elopement, at risk for serious harm, injury, and/or death.Findings include:The facility failed to provide 
adequate supervision to prevent elopement for an exit seeking resident, Resident #101, who was an 
elopement risk with a prior recent history of elopement, and respond appropriately to an alarming exit door to 
ensure resident safety. Resident #101 was found by a Certified Nursing Assistant (CNA) approximately 0.3 
miles away from the facility, down a 35 MPH (miles per hour) road, sitting on the front porch of a residential 
home on the opposite side of the street.The Immediate Jeopardy began on 8/13/25 when the facility failed to 
supervise Resident #101 and he eloped from the facility between 8:30 PM-8:45 PM. The Director of Nursing 
(DON) B and Regional Clinical Coordinator (RCC) V were notified of the Immediate Jeopardy on 8/19/25 at 
3:28 PM. The surveyor confirmed by observation, interview, and record review that the Immediate Jeopardy 
was removed on 8/19/25, but noncompliance remains at a scope of isolated and severity of no actual harm 
with potential for more than minimal harm that is not immediate jeopardy due to sustained compliance has 
not been verified by the State Agency.In an observation on 8/19/25 at 9:25 AM, completed a tour of the 
facility with DON B to review placement/functioning of wander guard devices for current residents identified 
as At Risk for elopement. Noted one resident within the facility wore a Fitbit style wander guard device on 
their right wrist.In an observation and interview on 8/19/25 at 9:42 AM, the front door/main entrance wander 
guard alarm system was tested, accompanied by Environmental Service Director I. Environmental Service 
Director I reported the door alarm/wander guard system was checked daily for appropriate functioning. 
Environmental Service Director I reported the front doors are unlocked during the day (between 7:00 
AM-7:00 PM), however, if a resident wearing a wander guard were to approach the doors they would 
automatically lock. Environmental Service Director I reported an alarm would sound if a resident wearing a 
wander guard device were to attempt to exit the facility through the front doors while the door was ajar, or by 
pushing on the door for 15-seconds. This surveyor tested the front door wander guard locking system while 
holding an active Fitbit style wander guard device. Noted the front doors initially locked when approached 
with the Fitbit style device, however, after 3-4 approaches the automatic lock did not activate and this 
surveyor was able to open the front door without an alarm sounding. Regional Clinical Coordinator (RCC) V 
reported the Fitbit style device was an older device, no longer used by the facility. RCC V provided the newer 
style wander guard device, which appeared much more sensitive during observation and locked down every 
time when approached.In an observation on 8/19/25 at 10:22 AM, the fire exit door within the main dining 
room was observed with Environmental Service Director I. Noted the exit door must be pushed for 
15-seconds to open which would activate an alarm (no code required to open the door by using the 15 
second egress). No wander guard system noted on this exit door. Observed a keypad on the wall to the right 
of the main dining room fire exit door, with a grey flip-open panel labeled CODE FOR EMERGENCY EXIT. 
The box was easily opened and at eye level. Noted the code to exit the door posted within the flip-open 
panel.In an observation and interview on 8/19/25 at 11:26 AM, the fire exit door within the main dining room 
was observed with Environmental Service Director I. Again, noted the flip-open panel which contained the 
code to exit the door, posted on the wall to the right of the door at eye level. Environmental Service Director I 
entered the code and was able to open the door without activating the alarm system. Environmental Service 
Director I reported there was no wander guard system installed on this exit door, and he was unsure why the 
exit code was posted.Resident #101Review of an admission Record revealed Resident #101 was a male, 
with pertinent diagnoses which included cognitive communication deficit (a communication problem resulting 
from difficulties with cognitive function), dementia, depression, anxiety, arthritis, and insomnia. Further review 
of the admission Record revealed Resident #101 was not his own responsible party.Review of a Minimum 
Data Set (MDS) assessment for Resident #101, with a reference date of 7/24/25, revealed a Brief Interview 
for Mental Status (BIMS) score of 2, out of a total possible score of 15, which indicated severe cognitive 
impairment. Further review of this assessment revealed Resident #101 had cognitive symptoms which 
included inattention and disorganized thinking, along with wandering behaviors.Review of a Care Plan for 
Resident #101 revealed the focus (Resident #101) is at risk for elopement R/T (related to): impaired 
cognition d/t (due to) advanced dementia, elopement score of 12 . revised 7/21/25, with interventions which 
included Apply wanderguard per order. Check placement, function and expiration date per facility protocol. 
Wanderguard to: left ankle . initiated 7/18/25 and revised 7/21/25, .Approach in a slow, calm manner and 
redirect away from exit doors as needed . initiated 7/21/25, .Distract resident when wandering into 
inappropriate areas by offering pleasant diversions, structured activities, food, conversation etc . initiated 
7/21/25, .Invite and encourage (Resident #101) to participate in an activity in the day room or a group 
activity. May needs (sic) assistance to and from activities of interest . initiated 8/7/25, and .Provide structured 
activities, toileting, walking inside and outside with supervision as needed . initiated 7/18/25.Review of a Risk 
for Elopement assessment for Resident #101, dated 8/12/25, revealed a score of 13.0 indicating he was At 
Risk for elopement.Review of an Incident Report for Resident #101, dated 8/13/25 at 8:40 PM, revealed .
This writer/RN (Registered Nurse (RN) N) attempted to administer scheduled medication at (8:30 PM). 
Resident was not in room. Had been previously seen walking in halls and sitting in day room. RN and (CNA 
T) checked halls to determine resident's location. Unable to locate resident. Code Search called at (8:40 
PM). (Administration) and police notified. (Three) staff members .searched outside building including wooded 
areas and street. Resident not located, (CNA C) used vehicle to search further down street. Resident located 
by (CNA C), returned to (facility) approximately (9:00 PM). Resident pleasantly confused, assessment 
normal, denies pain or injury .Police reported to facility after resident located .Resident placed on constant 
1:1 observation .Review of a Nurses Note dated 8/13/25 at 9:06 PM, revealed .RN attempted to administer 
medication, was not able to locate resident. Code search called at (8:40 PM), resident located outside the 
building by staff. (RN N) called 911 to report, follow up call to update that resident was located. Police 
reported to facility after resident located .In an interview on 8/19/25 at 11:00 AM, CNA E reported she saw 
Resident #101 walking throughout the facility the evening of 8/13/25, prior to his elopement. CNA E reported 
she heard an alarm sound at the front door at approximately 8:40 PM. CNA E reported she responded to the 
alarm and stated .I didn't go outside but I looked out the window at the doorway. I didn't see anybody there . 
CNA E reported she was unsure how long the alarm was going off prior to responding, as she had just come 
out of a resident's room when she heard the alarm. CNA E reported she had recently received education on 
the elopement policy as Resident #101 had a prior elopement a few weeks before and stated .I was 
supposed to go outside. I didn't remember that I was supposed to go outside and look to see if anybody was 
there . CNA E reported when staff realized Resident #101 was missing, another CNA left the facility in a 
vehicle and found Resident #101 down the road.In an interview on 8/19/25 at 11:08 AM, CNA L reported she 
was working the evening of Resident #101's elopement, on 8/13/25. CNA L reported she saw Resident #101 
about thirty minutes prior to the elopement, in the activity room. CNA L reported she did not hear any alarms, 
and first became aware that Resident #101 was missing when a nurse called a CODE SEARCH and stated .
we started looking for him .In an interview on 8/19/25 at 11:46 AM, CNA H reported she was working on a 
different unit the evening of Resident #101's elopement on 8/13/25. CNA H reported she observed Resident 
#101 wandering throughout the facility prior to the elopement. CNA H stated .I noticed he was wandering and 
wondered why someone wasn't following him or looking after him. When I had him (was assigned to him) I 
would watch him . CNA H reported when she first arrived, she observed Resident #101 near the front 
entrance, and as the night progressed she observed Resident #101 wandering up and down the halls and 
trying to go into other residents' rooms. CNA H reported Resident #101 often made statements about leaving 
the facility and stated staff had to .talk him out of it . or .make up something to get him to stay inside . CNA H 
reported sometime after 8:00 PM, a staff member asked if she had recently observed Resident #101. CNA H 
reported they all acknowledged it .had been a while . since anyone had observed Resident #101 within the 
facility, so staff began a search, and stated .we couldn't find him anywhere . CNA H reported several staff 
members left the facility in vehicles to search down the road, and the resident was ultimately located down 
the street from the facility on the front porch of a residential home.In an interview on 8/19/25 at 2:42 PM, 
Family Member Y reported she was notified of Resident #101's elopement on 8/13/25. Family Member Y 
reported she was told a staff member responded to a door alarm and deactivated the alarm, not thinking it 
was an issue. Family Member Y reported shortly after, staff realized Resident #101 was missing and went 
looking for him. Family Member Y stated .Thank God, they found him .In an interview on 8/20/25 at 8:27 AM, 
RN J reported she was in a resident's room the evening of 8/13/25 at approximately 8:20 PM and thought 
she heard a door alarm sound. RN J reported when she exited the room, she no longer heard the alarm. RN 
J stated .a CNA came around the corner and said she took care of the alarm, and everything was good . RN 
J reported she then continued with medication administration. RN J reported a short time later, another staff 
member came and asked her if she had recently seen Resident #101. RN J reported she recalled the alarm 
sounding earlier and went to clarify with the CNA what had set off the door alarm. RN J reported the CNA 
reported there was no one present at the front entrance when she responded to the door alarm, and 
indicated she had looked out the window, but had not exited the building to look prior to deactivating the front 
door alarm. RN J reported at that point staff called a CODE SEARCH at approximately 8:40 PM and a head 
count was initiated, along with a search for Resident #101 both inside and outside of the facility. RN J 
reported Resident #101 was found approximately fifteen minutes later, down the street from the facility sitting 
on the porch of a residential home.In an interview on 8/20/25 at 8:40 AM, CNA C reported she arrived at the 
facility for her shift on 8/13/25 at approximately 8:00 PM. CNA C reported she was not assigned to Resident 
#101, however, she did observe him walking throughout the halls. CNA C reported she did not hear any door 
alarms but realized there was an issue when a CODE SEARCH was called and staff began searching for 
Resident #101. CNA C reported she and RN N immediately went outside and began searching the 
perimeter. CNA C reported when Resident #101 was not immediately located, she took her car and began a 
search for the resident down the street. CNA C reported she located Resident #101 sitting on the front porch 
of a residential home, across the street from the church (approximately 0.3 miles away), on the opposite side 
of the road from the facility. CNA C reported when she found Resident #101, it was just starting to get dark 
outside.In an interview on 8/21/25 at 8:38 AM, RN N reported she was Resident #101's assigned nurse the 
evening of 8/13/25, at the time of his elopement. RN N reported prior to the elopement, she had observed 
Resident #101 in the activity room and walking throughout the hallways. RN N reported Resident #101 had a 
scheduled medication, which she prepared for administration at 8:25 PM. RN N reported she checked for 
Resident #101 in his room and in the hallway and was unable to locate him. RN N reported she asked RN J 
if she had seen Resident #101, and she had reported he had been in the area not long before. RN N 
reported she continued on and completed a loop around the facility. RN N reported when she approached 
RN J a second time without finding Resident #101, they decided to call a CODE SEARCH and complete a 
head count of the residents/begin a search for Resident #101. RN N reported the CODE SEARCH was 
called at approximately 8:40 PM on 8/13/25. RN N reported RN J recalled hearing the door alarm earlier in 
the evening. RN N reported she exited the facility to search for Resident #101 outside. RN N reported 
Resident #101 was found by CNA C on the porch of a residential home down the street from the facility.In an 
interview on 8/21/25 at 11:06 AM, DON B reported after Resident #101's first elopement in July 2025, he 
was placed on 1:1 observation for a period of time until he adjusted to the environment. DON B reported 
once the 1:1 observation was discontinued, staff were to supervise the resident as necessary and redirect 
Resident #101 away from the doors when exit-seeking. DON B reported Resident #101 wore a wander guard 
device due to elopement risk. DON B reported after Resident #101 was located on 8/13/25 after the second 
elopement, he was immediately placed on 1:1 observation which continued until his discharge from the 
facility on 8/15/25. DON B reported the CNA who responded to the door alarm on 8/13/25 (CNA E) 
acknowledged she should have exited the building to check outside when she responded to the door alarm 
with no one present and called a CODE SEARCH to begin a head count of the residents/ensure all residents 
were accounted for.Review of the policy/procedure Elopement, dated 4/26/22, revealed It is the policy of this 
facility to prevent to the extent reasonably possible, the elopement of guests/residents from the facility .Alarm 
Activation .If an employee hears a door alarm, he or she should .Immediately go (to) the site of the alarm .If 
no guest/resident is found to be exiting the facility, the employee should walk outside; conduct a visual 
observation of the immediate area to ensure that a guest/resident has not already exited the facility. If no 
guest/resident is observed, then the staff member will return into the building .In situations where the alarm 
sounds and a guest/resident is not found to have exited .Notify the licensed nurse immediately, and .Ensure 
that a head count is completed to ensure that all guests/residents are accounted for .The Immediate 
Jeopardy that began on 8/13/25 was removed on 8/19/25 when the facility took the following actions to 
remove the immediacy.1) Resident #101 was returned to the facility at approximately 9:05 PM on 8/13/25. 
Staff confirmed the wander guard was in place and functioning upon return to the facility. Staff were required 
to enter the door code in order for the resident to return to the facility. The door and wander guard were 
checked for functioning when Resident #101 returned on 8/13/25. The POA (Power of Attorney) for Resident 
#101 and the Physician were notified. Resident #101 was assessed with no injury noted on 8/13/25. An 
investigation was initiated, and the State Agency was notified.2) Resident #101 was placed on 1:1 
supervision immediately upon return to the facility on 8/13/25. Social Services met with Resident #101's POA 
to discuss safe discharge for the resident. Discharge was planned for 8/15/25. On 8/15/25, Resident #101 
discharged home with his wife.3) On 8/13/25, all doors were tested and noted to be in working order by the 
Licensed Nurses. The licensed nurse re-educated staff immediately on responding to door alarms and the 
need to exit the facility to observe if any resident is outside the facility that is an elopement risk.4) On 
8/14/25, the Maintenance Director tested the front door and service hall door and alarms are sounding and 
doors lock down appropriately when checked with a wander guard.5) On 8/14/25, DON/designee initiated 
education with staff related to elopement, specifically the risk and expectation that staff will EXIT the facility 
when responding to a door alarm. Staff will walk the grounds and perimeter and observe the driveway to 
ensure no cognitively impaired residents are noted to be outside. Staff will be educated 8/14/25, and any 
staff member not educated on 8/14/25 will be educated prior to working their next shift. Staff were educated 
that failure to follow the policy and exit the building when door alarms are going off will result in disciplinary 
action up to/including termination. The CNA who did not follow policy on 8/13/25 was suspended and 
ultimately terminated for not following procedure. The charge nurse was given a written discipline for not 
ensuring the policy was followed.6) On 8/19/25, residents with wander guards were checked for placement 
and function. The Fitbit style wander guards were removed from the facility. One resident had their Fitbit 
style band replaced on 8/19/25 with the newer style.7) On 8/14/25, staff were educated to provide 1:1 
observation to actively exit-seeking residents and notify the DON/Administrator if staffing needs to be 
adjusted/additional staff need to be provided.8) On 8/14/25, the DON/designee assessed all new admissions 
for elopement risk. No new residents were identified as an elopement risk at that time.9) On 8/14/25, Social 
Services checked the elopement books for accuracy with no concerns noted.10) The receptionist schedule 
was extended until 10:00 PM on 8/14/25. Doors will still lock at 7 PM, and the receptionist will be available to 
watch the door/assist families to exit until 10:00 PM. The front entrance door ONLY is unlocked and does not 
need a code to enter from 7:00 AM-7:00 PM. At 7:00 PM, the doors lock and require a code to be entered by 
staff in order to unlock the door. The door does have a release when the door is pushed for 15-seconds. 
When a wander guard is within 6 feet, the doors will lock down at all times of the day and if the resident is 
attempting to exit and pushing on the door handle, an alarm will sound.11) Beginning 8/14/25, the scheduler 
is to assign on the daily assignment sheet a staff member responsible for 1:1 observation of Resident #101.
12) On 8/19/25, the door code label posted beside the exit door within the main dining room was removed.
13) On 8/14/25, an elopement drill was completed.14) (Alarm Company Name) continues to service (Facility 
Name) regarding service hallway doors. Expectation for service doors to be changed out to new doors within 
6-8 weeks from 7/24/25, and enunciators/strobes to be installed. The facility is waiting for a quote and to be 
put on the service calendar. (Alarm Company Name) is aware of the rush order. The service hall doors are 
also locked at all times and require a code to be entered to go through the doors. These doors have already 
been approved by BFS (Bureau of Fire Services).15) The Administrator/DON reviewed the elopement policy 
and deemed it appropriate on 8/14/25.16) The Administrator/DON initiated education with staff on 8/13/25, 
which included education on the elopement policy with stress on the expectation that staff WILL exit the 
facility when responding to a door alarm and observe for any cognitively impaired residents. The staff will 
walk the perimeter and observe the driveway to ensure no residents have left the facility unattended. Failure 
to do so will result in disciplinary action up to/including termination. Staff are to observe residents in house 
and those who are actively wandering/exit-seeking will be placed on 1:1 observation immediately with a call 
placed to the Administrator/DON. Nurses will ensure proper follow through when door alarms have sounded 
in facility. Staff were educated by 8/15/25, and any staff member not educated by 8/15/25 will be educated 
prior to working their next shift. The facility has educated 94/97 staff members, and the outstanding staff 
have not worked.17) An ad hoc (for a specific purpose) QAPI (Quality Assurance and Performance 
Improvement) meeting was completed on 8/14/25, with the Medical Director.18) The Maintenance 
Director/designee will complete elopement drills weekly x 4 on different shifts, including on the weekend for 
30 days, then monthly per TELS (a system used to manage preventative maintenance and work orders) 
schedule. The Administrator/designee will question 5 staff members per week x 30 days and then monthly x 
60 days on the elopement policy/procedure. The Administrator will review elopement drill findings in QAPI 
monthly x 90 days or until substantial compliance is achieved.
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