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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.

47790

Based on interview and document review, the facility failed to provide adequate supervision for 1 of 3 
residents (R1) who was at risk for elopement. This resulted in an immediate jeopardy (IJ) for R1 when he 
eloped from the facility, was not identified as missing for 1.25 hours and found 2 miles away from the facility. 

The IJ began on 4/15/24 at 6:37 a.m. when nursing assistant (NA)-A saw R1 outside of the facility on the 
sidewalk in front of the building, mistook him for a visitor, and cleared the wanderguard door alarm without 
searching for a missing resident. The administrator and director of nursing (DON) were informed of the IJ on 
4/18/24 at 4:30 p.m. The facility had implemented corrective action on 4/16/24, prior to the start of the survey 
and was therefore Past Noncompliance. 

Findings include: 

R1's Face Sheet undated indicated R1 had diagnoses of bipolar disorder and metabolic encephalopathy.

R1's Elopement Risk Evaluation dated 4/10/24, indicated R1 had a history of exit seeking and attempting to 
leave the building which put him at risk for elopement.

R1's Brief Interview for Mental Status (BIMS) dated 4/16/24, indicated R1 had moderate cognitive 
impairment. 

R1's Medication Administration Record dated 4/18/24, indicated R1 had a wanderguard on his right wrist 
from 4/11/24 at 10:00 p.m. to 4/15/25 at 9:48 a.m.

R1's care plan dated 4/20/24, indicated R1 was at high risk for elopement and wandering. 

R1's progress note dated 4/15/24 at 9:49 a.m., indicated at around 8:00 a.m. staff where unable to locate R1. 
R1's guardian and management were notified, and a code 99 (missing resident) was called. The facility staff 
were unable to locate R1 and the police where called. Administrator reviewed cameras and saw R1 walking 
out the front doors of the building at 6:37 a.m. Family (F)-A received a call from R1 stated he needed a ride 
from the Government Building, two miles away, to request a ride back to the facility after checking his food 
stamp balance. R1's F-A returned R1 to the facility at 9:37 a.m. 

(continued on next page)
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On 4/18/24 at 10:43 a.m., nursing assistant (NA)-A stated on 4/15/24 she was walking into the building 
around 6:30 a.m. and heard the Wanderguard alarm going off. She stated she saw a man outside that 
looked like a visitor. She had never seen him before but did not see anyone else. She asked the 
maintenance man to turn off the alarm. It was not until the code for a missing person (code 99) was called 
which included a description of what the missing resident was wearing. She realized it was the man (R1) she 
mistakenly thought was a visitor she had seen outside when she was walking into the building.

On 4/18/24 at 11:04 a.m., maintenance worker (MW)-A stated on 4/15/24 at around 6:30 a.m., the 
Wanderguard alarm was going off. NA-A told him the man outside was going to smoke and he did it all 
weekend, and to turn off the alarm. MW-A stated he had never seen the man outside before. So he turned 
off the alarm.

On 4/18/24 at 12:27 p.m., registered nurse (RN)-A stated she was unable to locate R1 on 4/15/24 and she 
did not hear an alarm going off that she could recall. RN-A updated the nurse manager on not being able to 
find R1. 

On 4/18/24 at 12:47 p.m., RN-B stated on 4/15/24, RN-A came to her at around 7:45 a.m. and stated she 
could not find R1. RN-B called a code 99 and started looking for R1 (approximately 1.25 hours after R1 was 
last seen outside) . While talking to staff she found out NA-A heard the alarm going off when she arrived to 
work and had MW-A assist her with turning off the alarm but they did not look to see if anyone was missing.

On 4/18/24 at 1:02 p.m., the director of nursing (DON) stated on 4/15/24 RN-A and RN-B where the ones 
who came and told her R1 was missing. When the Wanderguard alarm was going off, she would expect staff 
to find the resident, and if they couldn't, they were to check to make sure everyone is in house.

On 4/18/24 at 1:29 p.m., the administrator stated if the alarms go off at any door, staff should go to the alarm 
and find the person. If they were unable to find anyone, they should do a house sweep to make sure 
everyone is in house. 

The facility Elopement Policy reviewed 4/16/24 directed if an employee discovers an alarm going off without 
a resident present, he/she should: Search the immediate vicinity inside and outside the building for a resident 
with a wanderguard. If no resident is found, notify charge nurse and director of nursing services and ensure 
all residents with wanderguard are accounted for.

The past noncompliance immediate jeopardy began on 4/15/24. The immediate jeopardy was removed, and 
the deficient practice was corrected by 4/16/24, after the facility implemented a systemic plan that included 
the following actions: Elopement policy and process education for all staff, audits being completed to ensure 
staff understand Elopement Policy and process 3 times weekly for one week then 1 time weekly for a month 
and then they will review in QAPI. R1 is currently located in a secured unit. Verification of corrective action 
was confirmed by observation, interview, and document review on 4/18/24.
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