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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake # 2642001Based 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 3 residents (Resident #101) reviewed for elopement/supervision, resulting in an Immediate 
Jeopardy when on 10/2/25 between 6:15 AM and 6:30 AM, Resident #101, who was an elopement risk, 
exited the facility, unbeknownst to facility staff, and was found by a Activities Director (AD) E approximately 
50 yards away from the facility, in his wheelchair on the sidewalk of the road. 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, and respond appropriately to an alarming exit door to ensure 
resident safety. Resident #101 eloped from the facility unbeknownst to staff on 10/2/25 between 6:15 
AM-6:30 AM was found by off duty staff at approximately 6:40 AM, 50 yards from the facility on the sidewalk 
of a 25 MPH (miles per hour) road, ambulating in his wheelchair. The Immediate Jeopardy began on 10/2/25 
when Resident #101 eloped from the facility unbeknownst to staff. The Nursing Home Administrator (NHA) A 
was notified of the Immediate Jeopardy on 10/21/25 at 10:20 AM. The surveyor confirmed by observation, 
interview, and record review that the Immediate Jeopardy was removed on 10/2/25, and the deficient 
practice corrected on 10/7/25, prior to the start of the survey and was therefore past noncompliance.Resident 
#101Review of an admission Record revealed Resident #101 was originally admitted to the facility on 
[DATE], with pertinent diagnoses which included: severe depression with psychotic symptoms and anxiety. 
Review of Resident #101's Physician Orders indicated that a wanderguard (a wearable device that alerts 
staff when a resident is near an exit by activating the door alarm) was placed on his left ankle on 4/13/25.
Review of Resident #101's Elopement Care Plan revealed, .at risk for elopement and/or wandering R/T 
(related to): history of attempts to leave facility unattended, impaired safety awareness. Date initiated 4/14/25 
(no revisions). Interventions: Apply wanderguard per order. Check placement, function and expiration date 
per facility protocol. Wanderguard to LLE (left lower extremity) expires on 10/27 and wheelchair expires on 
4/26. Date initiated: 4/14/25 Revision on 10/8/25, Approach in a slow, calm manner and redirect away from 
exit doors as needed. Date initiated: 4/14/25.Distract resident when wandering into inappropriate areas by 
offering pleasant diversions, structured activities, food, conversation etc.Date initiated: 4/14/25.Resident is to 
be 1:1 observation at all times for elopement risk and behaviors. Date initiated: 10/2/25.Review of Resident 
#101's Fall Care Plan revealed, .at risk for fall related injury and falls R/T: history of falling, psychotropic 
medication use, impaired balance, moderate cognitive impairment, impaired vision. Date initiated: 1/21/25. 
Revised 7/29/25.Review of Resident #101's Behavior Note dated 9/16/25 at 10:07 AM revealed, .Stated he 
has a meeting with case manager on 9/18 and case manager is going to help him Get out of here or I'm 
busting out. Either way alive or dead. Stating (hospital) sent him here to the warden because he couldn't get 
his pants off. Reports the warden put the ball and chain on my leg.Review of Resident #101's Progress Note 
dated 9/30/25 at 12:16 PM revealed, Resident observed alarming east exit door.Review of Resident #101's 
Elopement Incident Report dated 10/2/25 at 6:40 AM revealed, Alerted by activity director that resident was 
outside near the (facility) sign. Activity director remained with resident keeping him in sight. Resident in W/C 
(wheelchair). Approached and able to redirect back into building. Resident indicated he wanted to get some 
fresh air.CNA let two residents out front door by putting in door code. Once she opened the door for the 
residents she left the area. (Resident #101) tailgated out the door following behind residents. Alarm did not 
sound off because code was entered to open for the other residents. This report was noted to conflict with 
witness interviews and door alarm observations. In an interview on 10/20/25 at 4:23 PM, Certified Nursing 
Assistant (CNA) M reported that she had been working on the hall on 10/2/25 and heard a door alarming in 
the dining room between 6:10 AM-6:30 AM. CNA M reported that she observed two residents that wore 
wanderguards in the area at the time but was not sure why the door was alarming. Resident #101 was near 
the door and the other resident was being assisted by Physical Therapy Assistant (PTA) H. CNA M reported 
that she peeked out the door, then deactivated the door alarm and went back to the hall. CNA M reported 
that Resident #101 had anger problems but seemed calm that morning. CNA M reported that minutes later 
the door was alarming again and Resident #101's whereabouts were unknown; CNA M assumed the 
resident was in his room. CNA M looked out the dining room windows and when she did not see anyone 
outside, she deactivated the door alarm and went back to the hall. When there was no explanation for the 
door alarming CNA M did not attempt to locate Resident #101 and did not call a code search to ensure that 
all residents were accounted for in the facility. CNA M reported that a few minutes later she opened the same 
door for two independent residents to go outside to smoke, and Resident #101 was not observed in the area 
at that time either. CNA M reported that when she went back to let the residents to back inside, they said 
there was a resident outside. CNA M reported that at that time she exited the building and saw Director of 
Nursing (DON) B and other staff outside with Resident #101.In an interview on 10/20/25 at 10:59 AM, PTA H 
reported that around 6:30 AM he went to the dining room to get a resident for therapy. PTA H reported that 
he saw CNA M in the dining room redirecting Resident #101 so that the door would stop alarming. PTA H 
reported that Resident #101 could walk independently but preferred to use a wheelchair most of the time.In 
an interview on 10/20/25 at 1:31 PM, AD E reported that when she went to pull into the facility parking lot at 
approximately 6:40 AM, she noticed Resident #101 was on the sidewalk, just off the property in his 
wheelchair. AD E stayed in her car, made a phone call to DON B, and kept Resident #101 in her sight until 
other staff arrived a few minutes later with a flashlight to escort Resident #101 back to the facility. AD E 
reported that Resident #101 didn't like being at the facility from day one when he admitted and would push 
on doors which made the alarms sound.In an interview on 10/20/25 at 3:21 PM, DON B reported that on 
10/2/25 she was in her office near the dining room and had heard the door alarm multiple times between 
6:00 AM-6:30 AM. DON B reported that she watched CNA M walk back and forth to deactivate the alarm and 
wanted to check to see what why the door had alarmed so many times, so she walked to the door. DON B 
deactivated the alarm herself and when she did not find an explanation for the door alarming, she returned to 
her office to announce a code search, and ensure all residents were accounted for. DON B reported that 
when she got back to her office to announce the code, she received a call from AD E who reported that 
Resident #101 was outside. DON B reported that she delegated the code search to another staff member 
and went outside to get Resident #101. DON B reported that it was dark outside and chilly that morning. 
DON B reported that when the door was alarming for an unknown reason, she should have walked outside 
first, to ensure that a resident had not exited through the door. In an interview on 10/20/25 at 11:30 AM, CNA 
G reported that Resident #101 was independent with ambulation in his wheelchair and had been observed 
heading to the dining room around 6:15 AM that day. CNA G reported that Resident #101's behaviors had 
been escalating the week prior to his elopement; he was angry, anxious and wanted to leave.In an interview 
on 10/21/25 at 11:21 AM, Licensed Practical Nurse (LPN) P reported that Resident #101 was very angry 
about having to live in the facility.In an interview on 10/20/25 at 4:53 PM, DON B reported that Resident #101 
was declared incapacitated and unable to make his own decisions in March 2025 and a wanderguard was 
placed on his ankle in April 2025 due to concerns about him wanting to leave the facility. DON B reported 
that a second wanderguard was placed on his wheelchair in September 2025 as a precaution. DON B 
reported that Resident #101 had started to ramp up his behaviors in September after finding out that his 
guardian was not going to allow him to discharge from the facility.Review of Resident #101's Statement of 
Capacity dated 3/5/25 indicated that he was declared by two physicians, to be incapable and unable to make 
informed medical decisions.Review of Resident #101's Elopement Risk Assessment dated 4/13/25 and 
7/20/25 both indicated that the resident was not verbalizing a desire to leave and was not at risk for 
elopement. This was noted to be an inaccurate reflection of the resident's status.In an interview on 10/21/25 
at 1:45 PM, NHA A reported that residents don't have to say the words I want to leave, to be considered to 
have verbalized a desire to leave and therefore at risk for elopement. NHA A reported that Resident #101 
was in fact at risk for elopement due to him constantly saying that he didn't want to be in the facility and 
calling the facility a jail. NHA A reported that following Resident #101's elopement on 10/2/25, she completed 
a new elopement risk assessment that indicated Resident #101 had expressed a desire a leave. NHA A 
reported that during their investigation they had discovered that elopement assessments were not being 
completed accurately. During an observation on 10/21/25 at 7:45 AM of the dining room door function, DON 
B opened the door by entering the code on the keypad and when a Wanderguard was near the door and/or 
passed through, the door started to alarm. The alarm continued to sound until the door was completely 
closed, the Wanderguard was approximately 4 feet from the area, and the code was re-entered. This 
observation provided clarity to the original incident report that concluded the door did not alarm when 
Resident #101 exited, because staff had entered the code to open the door. Regardless of the code being 
entered, the door alarm goes off when a Wanderguard is nearby.The Immediate Jeopardy that began on 
10/2/25 was removed on 10/2/25 when the facility took the following actions to remove the immediacy. The 
deficient practice was corrected on 10/7/25 after the facility took the following steps to systemically correct 
the noncompliance prior to start of current survey. 1. Immediately upon notification DON and nurse assessed 
R101 in the parking lot and returned him to the facility. (10/2/2025 6:43 am). He had a Wanderguard in place. 
R101 responsible party was notified 10/2/2025 at 7:00A. On 10/2/25 7:00A, R101 was placed in dining room 
under supervision for breakfast. When he returned to his room placed on a 15-minute check, but within 10 
minutes he broke lock on window and attempted to rip screen out, so he was immediately placed on 1:1 
supervision until he was sent out to (psychiatric facility) on 10/9/25. His elopement risk assessment was 
updated, and his care plan and orders were reviewed. R101 Wanderguard was tested for function and 
placement on 10/2/2025 upon return to building at 6:50A. Verified Elopement books are all updated and in 
proper placement at the front desk and on each nurse's station on 10/2/25. 2. Housekeeping Supervisor and 
Maintenance Director inspected all emergency exits and completed a Wanderguard test on doors on 
10/2/25. Secure Care was notified on 10/2/25 to have our doors validated for proper function. Maintenance 
spoke with (security company) and did an immediate review of main door for proper function. Maintenance 
returned to facility at 8:00P to check function of main entry door for proper alarm function when in alarm 
mode. No deficits noted. Secure Care came to the building on 10/3/25 to validate and cleared system 
functions per conversation with maintenance on 10/2/25, no deficits noted.3. On 10/2/25, all 74 residents 
were assessed for risk of elopement, 41 residents were determined to be at risk, and their care plans were 
reviewed for completeness. 11 of 41 residents determined to be at risk had Wanderguards in place.4. 
Maintenance Director or Housekeeping Supervisor/designee continues our ongoing process to check doors 
and document on a log seven days a week. Maintenance Director or Housekeeping Supervisor/designee 
checks and logs all exit doors for proper function and documents results 7 days a week results on the log. 
Administrator will review logs weekly to validate the process.5. The DON/designee education provided to 
staff in the building on October 2, 2025, regarding Elopement policy, when door alarm sounds staff respond 
immediately, exit building to outside where full view of exit area can be seen, use of light source for 
enhanced visibility during dawn or after dusk, when no one is observed call code search. Staff provided 
education between 10/2/25 and their next shift worked on Elopement policy. When door alarm sounds staff 
respond immediately, exit building to outside where full view of exit area can be seen, use of light source for 
enhanced visibility during dawn or after dusk, when no one is observed call code search. On 10/2/25, 88 out 
of 91 staff were educated, the remainder of employees were called for 1:1 education or educated upon 
arrival to work before reporting to their assignment. 6. Facility staff have been educated on our ongoing 
process regarding the Elopement Policy and procedure including residents who are at risk for exit seeking 
and have a Wanderguard. Resident are in the Missing Guest Book/Residents with Wanderguards kept at 
reception desk and each nursing station. Missing Guest Book/Residents with Wanderguards is updated 
minimally weekly and with any changes by the Interdisciplinary team for further interventions and update as 
needed.7. The DON/Designee reviewed all residents who are at risk for exit seeking and Wanderguards for 
elopement risk on 10/2/25. On 10/2/25 residents at risk for exit seeking were reassessed for elopement risk 
utilizing the evaluation tool in PCC. No deficits in care plan, orders, placement checks, or function checks 
were noted for residents at risk. The Nurses will continue the ongoing process of assessing residents for risk 
of Elopement upon Admission, quarterly and change of condition.8. On 10/2/25 the Administrator reviewed 
the investigation performed by the DON who began the investigation and interviewed all staff that worked the 
night shift and AM shift on 10/2/25. 9. The Administrator and QAPI (Quality Assurance and Performance 
Improvement) committee ad hoc (impromptu meeting) reviewed the missing guest policy and deemed it 
appropriate during the QAPI meeting 10/2/2025.10. Administrator audited the elopement books and deemed 
them to be up to date and accurate on 10/2/25.11. New employee orientation will continue to include the 
Elopement policy and procedure education.12. On 10/2/25 Maintenance Director/Designee checks the 
alarmed doors 7 days a week to ensure functioning properly, which has always been an ongoing aspect of 
the of Preventative Maintenance program. Any concerns will be addressed and findings submitted to QAPI 
committee for review and recommendations. The Administrator will review logs weekly to validate this 
process.13. Code search drills were held on 10/2/25 day shift, 10/7/25 second shift, 10/14/25 third shift. 
Facility will continue with an ongoing process of Code Search Drills performed once per shift weekly for 4 
weeks and monthly thereafter. 14. Medical Director was made aware of the elopements on 10/2/25.15. 
Incident reviewed in an ad hoc QAPI meeting on 10/2/25 and at monthly QAPI on 10/16/25. At the Ad Hoc 
QAPI on 10/2/25 the root cause analysis (RCA) determined the cause of the incident was due to a deficient 
practice of not going outside for complete visualization and not calling a code search immediately when no 
one observed. The QAPI committee decided to complete all education and add a light source to reception 
desk for search. 16. At the Ad Hoc QAPI on 10/2/25, the decision was made to continue the education on 
elopement policy and response to all alarms immediately, complete visualization, and call code search. We 
will complete weekly drills to ensure proper response to alarms and procedure to eliminate alarm fatigue.17. 
The remaining 3 employees who were not completed on 10/2/25 have completed prior to their next shift 
worked.During the onsite survey, past noncompliance (PNC) was cited after the facility implemented actions 
to correct the noncompliance which included education with all staff on proper response to door alarms, 
reviewing all residents at risk for elopement, and continued audits to ensure all residents were accurately 
assessed and monitoring was in place. The facility was able to demonstrate monitoring of the corrective 
action and maintained compliance.
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