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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43367

Based on observation, interview and document review, the facility failed to provide adequate supervision to 
prevent an elopement for 1 of 3 resident (R1) reviewed for supervision. R1 was assessed at risk for 
elopement and left the facility in the dark, freezing temperatures, and located outside approximately 25 
minutes later. 

The immediate jeopardy began on 1/6/25, at 6:44 a.m. when R1 set off roam alert, exited the facility through 
the south door, in the dark in below zero temperature with her walker, and went missing. At 7:10 a.m. 
approximately two blocks away from the facility R1 was located. The administrator and DON were notified of 
the immediate jeopardy on 1/10/25 at 1:30 p.m. The facility immediately implemented corrective action and 
was corrected on 1/7/25, prior to survey and was issued at past noncompliance.

Findings include: 

According to time and date past weather conditions for Minneapolis weather History for January 6, 2025, the 
temperature at 5:53 a.m. was three degrees Fahrenheit retrieved from Weather in January 2025 in 
Minneapolis, Minnesota, USA.

R1's St. Louis University Mental Status Exam (SLUMS) (an assessment tool for mild cognitive impairment 
and dementia) dated 11/9/23, identified a total score of 9 out of 30 and indicated dementia (27-30 was 
normal, 21-26 suggested mild neurogenic disorder, and 0-20 suggested major neurocognitive disorder).

R1's annual Minimum Data Set (MDS) assessment dated [DATE], identified severely impaired cognition, was 
able to communicate but had difficulty with some words or thoughts without prompting and given time. She 
felt down, depressed, and hopeless several days (2 to 6 days out of the 7 days during the look back period). 
She required partial to moderate assistance with personal and toileting hygiene, bath/shower, dressing, and 
was able to transfer/ambulate up to 150 feet in corridor independently. Her diagnoses included: diabetes 
mellitus (DM)/insulin dependent, dementia, psychiatric disorder, and required the use of a wander/elopement 
alarm daily. 
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R1's elopement risk evaluation dated 10/17/24, identified she had a habit/history of wandering or attempts to 
leave the unit/building, ambulatory, exhibits pacing or agitated behavior, had a cognitive deficit diagnosis, 
and currently taking opioid or psychotropic medications which may cause confusion. R1's elopement risk 
score was a 5 (a score of 4 or greater indicates potential for elopement) and care plan goal was identified as 
resident will not leave the building alone.

R1's fall risk assessment date 10/17/24, identified she has had one to two falls in the past six months. 
Medications used and diagnoses that may have contributed to falls: Hypoglycemic agents (used for low 
blood sugars), antihypertensives, psychotropics, and peripheral neuropathy (nerves outside the brain and 
spinal cord are damaged causing weakness, numbness, and pain in the hands or), a diabetes type I, heart 
disease, and Alzheimer's. Agitation occurred less than daily. Gait analysis: used an assistive device (e.g., 
cane, walker, etc.) and wore poorly fitting shoes. 

R1's care plan date 10/29/24, identified she was at risk for elopement, wandering, had a diagnosis of 
dementia with psychosis with a goal she will not leave the building alone. Staff were instructed to redirect her 
during attempts to leave the building using calm language, calling her son, offering a snack and/or 
wheelchair to bring her back to her room, answer door alarms promptly, and monitor wander guard for proper 
functioning. She was at risk for alteration in mobility with a history of falls and staff were directed to follow 
physical therapy (PT) orders, and independently transfer and ambulate in hallway with walker. Additionally 
she was at risk for falls due to encephalopathy (brain dysfunction and can appear as confusion, memory 
loss, personality changes and/or coma in the most server form), history of falls, left foot drop (difficulty lifting 
the front part of the foot to help clear the floor), lumbar stenosis (narrowing of the spinal cannel can cause 
pressure on the spinal cord or nerves that go from spinal cord to your muscles), and diabetes. Staff were 
directed to follow PT and occupational therapy (OT) instructions for mobility function. She had an alteration in 
psychosocial well-being and was to be monitored for safety concerns such as elopement. 

R1's progress note dated 11/5/24 at 6:33 a.m. Resident walked the halls before midnight with her coat on. 
Approached doors and talked about getting a kid on the bus. Redirected back to the nurse's station. She 
eventually fell asleep in the recliner at the nurse's station until 2:00 a.m. 

R1's electronic medication administration record dated December 2024, identified the roam alert on her 
walker was documented as checked every night shift at 11:30 p.m. 12/1/24 through 12/31/24.

R1's PT evaluation dated 12/10/24, identified she had dementia with anxiety, history of falls, generalized 
muscle weakness, and other abnormalities of gait and mobility. She felt unsteady when walking and worried 
about falling. Walking 10 feet on uneven surfaces was not attempted due to medical conditions or safety 
concerns and curb/steps (1 step/curb) not applicable. She had decreased (3 out of 5) musculoskeletal 
strength identified in left lower extremity (hip, knee, and ankle). Assessment summary identified decreased 
dynamic balance, motor control deficits, postural alignment/control, and strength impairments. 

R1's progress notes from 1/6/24 through 1/7/25 identified: 

(continued on next page)
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-On 1/6/25 at 8:22 a.m. Late Entry: at 6:44 a.m. she set off roam alert and exited the building through the 
south facing door of facility. She left wearing a coat, shoes, and walker with intentions of finding two boys. 
Writer responded to door alarm, was unable to locate resident immediately after turning off alarm. Other staff 
were asked for assistance in locating resident in and outside building, and a code white was called. Director 
of nursing (DON) and all staff assisted at this time. Resident was found by facility staff one block away 
ambulating with walker, directed to staff vehicle, and brought back to her room at the facility without incident. 
A skin check was immediately performed with nursing and medical doctor (MD). Her skin was intact without 
injury and was provided a warm blanket that was changed out once it cooled down. Her roam alert was 
functioning and on her walker. An additional roam alert was added to her ankle. MD updated to incident and 
delusions reported during incident. Medications reviewed and nursing requested a lab check and urinalysis 
(UA) for possible infection. Every 15-minute checks were initiated for 24 hours. Staff education provided on 
elopement policy. If resident wandered to an exit she would be redirected to her room or nurse's station. She 
will remain in line of sight while in hallways. Her son was notified and updated at 11:10 a.m. today. 

-On 1/6/25 at 3:02 p.m. orders for urinalysis/urine culture (UA/UC) and basic metabolic panel (BMP) due to 
increased confusion and possible urinary tract infection (UTI). 

-On 1/6/25 at 6:34 p.m. orders regarding resident leaving building. Observe face, hands, feet for any cold 
related injury times 48 hours. 

Review of facility's Vulnerable Adult Maltreatment Report identified on 1/6/25 at 6:44 a.m. R1 set off the 
roam alert and exited the building through the south facing door of the facility. She left wearing a winter coat, 
socks, shoes, pants with her walker and intentions of finding two boys. She was located approximately one 
block away ambulating with her walker and hood up. She was standing with two other individuals who were 
neighbors to the facility. She was directed to staff vehicle and brought back to her room without incident. 
Upon immediate return to the facility MD and staff assessed her for injury. No injuries or sin alterations were 
observed. She denied injury, maltreatment, or falling while out of the facility.

R1's electronic medication administration record dated December 2024, identified the roam alert on her 
walker was documented as checked every night shift at 11:30 p.m. 1/1/25 through 1/6/25. 

Facility Device Activity Report dated 1/6/25, identified: 

-1/6/25 at 6:44 a.m. alarm on south entrance door two. 

-1/6/25 at 6:48 a.m. (4 minutes 14 seconds) user cleared alarm on south entrance door two. 
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R1's medical doctor (MD)-B assessment dated [DATE], identified she was seen today at the request of the 
nursing supervisor to evaluate for possible injury related to elopement. She had a history of dementia and 
elopement. With an alert device in place, exited the building through the south facing door having navigated 
steps to get there. She reported left the facility with the intention of finding two boys. She wore a coat, shoes, 
no mittens/gloves, and used her walker. She the facility for approximately 30 minutes [sic]. There was 
reference to her seeing wheels on the walls of her room. She returned to the facility at the time of my visit 
and stated, well that was stupid, regarding her leaving the building. Her main complaint was cold hands and 
denied fall, injury, or maltreatment. Her temperature was 97.3 degrees Fahrenheit and physical exam 
identified she was alert, cheerful, hands cool to the touch with no evidence of frost nip or frostbite with 
adequate capillary refill, and normal sensation. She did not appear to have suffered any ill effects from her 
elopement. Nursing staff will closely monitor her for skin changes. 

R1's progress noted dated 1/7/25 at 9:39 a.m. Follow up note from elopement episode on 1/6/24. Resident 
skin is intact, denies pain., and made no mention of elopement except that it was cold yesterday. 
Conversation was nonsensical per baseline. No exit seeking noted. Resident has a wander guard on right 
ankle and walker. Will continue to monitor for changes. 

Memo dated 1/7/25, written by DON provided to staff identified: The wanderguard or Roam Alert system 
requires and emergency response when it is alarming. The alarm cannot be disarmed unless you visualize 
and account for all residents with a wander guard or roam alert. Remember a thorough search is indicated by 
searching inside and out the facility. We have created a new elopement binders for each station. They have 
face sheets for those residents that have a wander guard or roam alert currently in house. Please use these 
binders as reference to who you should account for when a roam alert is sounding. 

R1's MD-A 60-day medical review visit 1/8/25 at 8:00 a.m. unfortunately two days ago she had an elopement 
episode. She was confused and did not really have any intentions of eloping. She went outside looking for 
someone. She has had hourly checks since that day and expressed no further desire to exit seek. 
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During an interview on 1/9/25 at 11:30 a.m. PT stated she had arrived at work on 1/6/25 at 7:05 a.m., parked 
her car on the street (11th street) by the facility south exit/entrance door. PT stated she was approached by a 
registered nurse (RN)-A, informed R1 was missing, and was asked for help to locate her. She stated it was 
dark outside and cold with the temperature somewhere around zero. She got back in her car and drove west 
down 11th street, past the side street located at the west side of the facility building where the side walk 
ended with an egress ramp for easy exit onto the street, down a hill past four houses past another side street 
to the right and where the fifth house was located on the right side of the road. PT stated at approximately 
7:10 a.m. she observed R1 as she stood with her walker on the side of the road with a neighbor 
(approximately two blocks away from facility). R1 was fully dressed in pants, shirt, shoes, socks, and a black 
coat with the hood placed over her head, and nothing on her hands. She approached R1, she knew who she 
was, but seemed confused/forgetful, unsure as to why she was outside, and said her hands were cold. She 
walked R1 around to the passenger side of the car, assisted her inside, and placed the walker in the car. She 
drove her to the front of the facility building and assisted her inside, and back to her room. She stated R1 
was able to walk on flat surfaces with her walker, had foot drop, and made an extra effort to pick that foot 
when walking so that she did not trip. PT stated the ground outside was uneven and placed her at a higher 
risk for a fall. She was unsure as to how R1 managed to go outside and down two steps with her walker from 
the facility south exit door to get to the sidewalk. 

During an observation on 1/9/25 at 12:20 p.m. located on the inside of the south exit door at eye level was a 
printed sign: CAUTION this door leads to stairs without an egress ramp. For safe transition to the outside, 
please use either the east or west doors located approximately 50' away to the left and right. Additionally 
located off to the right of that sign was a red stop sign at waist level, underneath the sign was a horizontal 
metal bar used to push door open and below the bar was another red stop sign posted. Off to the right side 
of the door at eye level located on the wall was wall pad with numbered buttons on it used to unlock the door 
with an entered code. PT entered the code and opened the inside exit door and observation showed an entry 
way that had an outside glass door with long vertical glass windows on each side of the door where outside 
could be seen. She pushed open the outside door and there was a cement platform that led to two long 
horizontal step that spanned the length of the south entry/exit door with a black railing located on each side 
and one in the middle between the steps. There was a sidewalk from the steps that extended out to the main 
public sidewalk which was horizontal from the facility building running both east and west the sidewalk going 
west ended prior to reaching the side road on the west side of the building with an egress ramp. The road 
continued down the street without a sidewalk. 
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During an interview on 1/9/25 at 12:40 p.m. RN-A stated R1 walked independently with her walker, was 
confused and forgetful, unable to make any of her own decisions, and would have not been safe out in the 
community by herself. She had seen a decline in R1's dementia and confusion were severe. R1 frequently 
mixed up her days with her nights, did not sleep well and up a lot during the night. She stated R1 for the 
most part was usually up by 6:15 a.m., fully dressed herself in shirt, pants and shoes but also wore gripper 
socks and sometimes her jacket. R1 made her appearance in hallways with her walker about every 30 
minutes unless she was sleeping, came to dining room for meals but if not there 15 minutes prior to the meal 
staff would go get her. R1's ambulation had worsened since admission, did not understand the concept of 
her foot drop and front end of foot drug on the floor, which made her a high risk for falls. She stated a roam 
alert was attached to R1's walker and had not tried to open an exit door prior to 1/6/25, of which she was 
aware. She arrived at work on 1/6/25 at 6:15 a.m., report started at 6:30 a.m. at the medication cart located 
by the nurse's station. She had seen R1 last during the middle of the report when R1 came out of her room 
and turned to the left, headed south down the hallway (away from where report was) with her walker, fully 
dressed in shoes and jacket on. She stated she did not attempt to redirect R1, continued with report until 
right before 6:45 a.m., walked through the dining room, grabbed water for medication pass, unlocked 
medication room, grabbed apple sauce and nebulizer treatments out of the refrigerator then heard the exit 
door alarm go off. She left her walkie on the medication cart, walked down to the south end of the hallway 
where one exit door was located, looked outside through the window, then realized it was the south door 
alarm down the south hallway to the left that had alarmed. She approached the south end door, unable to 
hear anything, so turned off the door alarm. RN-A stated staff were expected to respond the door alarm 
immediately and should have been left on until R1 was found. She opened the inside exit door and walked 
into the entry way, looked out the widows and thought how could R1, an elderly woman, maneuver herself 
down those steps with a walker without falling and was no evidence she exited that door. She opened the 
outside door, was dark outside and looked around. RN-A stated she did not step outside, it was cold, near 
zero temperature, no coat or phone, and had not processed yet if R1 was inside or outside the building. She 
walked from the entry and back into the facility building, combed through sitting areas inside the building, 
went down to east/west hallway and asked NA-C for assistance to help locate R1, then called director of 
nursing (DON) and a Code [NAME] (missing resident). She went outside through the west door for about two 
to three minutes, walked down the sidewalk, between vehicles in the parking lot, was still dark out and relied 
on the street for light. RN-A stated staff would have been expected to go outside and check the surrounding 
areas right away, but her point of view was she had no sight of her, there was only one streetlamp, and did 
not see anyone. PT found R1 outside by the side of the road with her walker approximately 20 minutes after 
she exited the facility. Once R1 was brought back to the tacitly she completed an assessment along with the 
provider on site, no injuries were noted. She initiated every 15-minute checks for 24 hours, applied another 
roam alert to R1's ankle and education was provided to all staff that same day. 

During an interview on 1/9/25 at 2:40 p.m. maintenance director (MD) stated once a resident with a roam 
alert approached and exit door a warning beep would sound. When the exit door was breached (opened) the 
alarm beeped faster, and alerted staff on their walkie's. He stated the staff were expected to respond to the 
alarm immediately and go to exit door, and complete outside and inside building.

following the policy guidelines. There were only two residents in the facility that had roam alerts on. The door 
alarm log indicated the south entrance/exit door alarm on 1/6/25 went off at 6:44 a.m. and was cleared at 
6:48 a.m. (4 minutes). He was unsure of the temperature that morning, the snow had pretty much melted, 
and the road was clean. 
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During an interview on 1/9/25 at 3:39 p.m. nursing assistant (NA)-B stated she had worked the night shift on 
1/5/25 through 1/6/25 morning. R1 would walk around the facility with her walker fully clothed with either 
gripper socks or tennis shoes on. Occasionally, R1 would walk in hallway with her coat which occurred about 
every two months. She last saw R1 at 6:25 a.m. laid in bed, sleeping, fully clothed with gripper socks on, no 
agitation noted during the shift, and when shift ended at 6:30 a.m. went home. NA-B stated R1's cognition 
was very forgetful, confusion went in spirits but was never totally clear, refused cares at times, would not 
have been safe outside in the community by herself. NA-B stated R1 was unable to find her way back to the 
facility. 

During an interview on 1/9/25 at 4:24 p.m. floor manager RN-C stated R1's had progressive Alzheimer's, 
significant cognition impairment, and would have not been safe out in the community by herself. R1 had 
limited mobility, transferred, and ambulated independently but at risk for a fall. RN-C stated R1 refused 
cares, had psychosis, delusional thinking patterns, hallucinations, and could be verbally and physically 
aggressive at times. She said R1 had vascular dementia, made for a behavioral pattern, and was at risk for 
elopement. R1 walked the hallways with her walker with roam alert attached to it, fully dressed and not 
uncommon for her to wear her coat. She stated RN-A was giving shift to shift report, saw R1 in hallway with 
her coat on, ambulating with her walker and had not verbally expressed she wanted to leave. She expected 
staff to respond to an exit door alarm immediately, it was an emergency, and the alarm should have been left 
on until resident was found and all clear was sounded. She also expected staff to go outside immediately 
and searched right away for the resident. RN-C stated when the exit door alarm was triggered on 1/6/25 it 
was dark and cold out and would have been important to see the physical environment and at least walked 
out to the sidewalk and important to find the resident as soon as possible. She stated R1 was outside 
approximately 20 minutes before she was found. There was a lack of supervision for R1, staff should have 
initiated an outside search sooner and staff failed to follow the care plan, R1 should have not been outside 
alone. 

During an interview on 1/10/25 at 11:05 a.m. occupational health and learning RN-B stated once the exit 
door alarm went off staff were expected to go to the door that alarmed, and the alarm should have remained 
on until resident was found. Staff were expected to go outside and look for the resident immediately because 
it was cold outside, could have gotten hurt, and needed to get R1 back into the building. RN-B stated that 
information was provided in the facility policy and wanted to prevent residents from leaving the facility 
unassisted such as elopement. She stated all staff education was provided on 1/6/25, and a facility drill was 
completed on 1/7/25 at two separate times after the elopement so that staff could take part in it and 
re-educated. R1 had told staff she was looking for the boys and had a purpose to go outside. Previous to the 
elopement on 1/6/25 R1 had not verbalized she wanted to leave the facility nor pushed open an exit door.

During an interview on 1/10/25 at 11:16 a.m. family member (FM) stated R1 had a history of falls at home 
prior to her admission and one at the nursing home. He had talked to the staff, and they had asked R1 why 
she went out of the building, she told them she saw a little boy out there. He said she most likely thought it 
was her grandson and wanted to go out there after him. FM stated R1 wore a black Vikings jacket with a 
hood, refused to wear a cap/hat, and had no gloves or mittens. He had not noticed any change in behaviors 
recently except when R1's blood sugars dropped too low in the morning, she became moody. FM stated on 
the morning she left the building it was very cold and right around zero outside, and she was not safe to be 
outside alone with her dementia. 

(continued on next page)
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During an interview on 1/10/25 at 12:08 p.m. DON stated R1 required cues, did not make safe choices and 
was not safe out in the community by herself. She had not seen R1 in the hallways ambulating with her 
jacket on, the night shift indicated they had seen her at times in the hallway with her jacket on. She identified 
R1's elopement risk had slowly increased, in November 2024, R1 had talked about looking for some children 
with her coat on, care plan interventions were updated in July 2024, staff were expected to redirect R1 from 
exits due to her risk for elopement. She was notified on 1/6/25 at 7:02 a.m. by RN-A via phone R1 was 
missing and had not been found yet. She asked RN-A if she had checked outside and was told yes, then 
RN-A informed her she felt that R1 could have not made it down the steps and did not think she was outside. 
She instructed RN-A to call a Code [NAME] and focus search efforts outside immediately due to the possibly 
of her being out there was pretty good since it was an exit door that alarmed. DON stated the facility policy 
was not followed, the exit door alarm should have been left on until the R1 was found and most likely why 
other staff did not respond to assist with the search. Additionally, when staff look through the glass 
door/windows it would have been super reflective in the dark and if she would have physically immediately 
gone outside and taken five steps R1 would have been right there. she was on her way into work from home 
when the call came through and showed a temperature between zero to one above. She estimated the time 
R1 was outside was 20 to 25 minutes, walked down the south west sidewalk, crossed a street intersection at 
the end of the side walk then walked down the road past four houses, crossed another street intersection, 
and found in front of the fifth house off the side of the road with two neighbors located nearby. Every 
15-minute checks were initiated times 24 hours and supervision required when out in hallways ambulating. 
She expected staff to have intervened and redirected R1 when they saw her with her jacket on in the hallway 
early that morning. She completed staff interviews, and some felt that if they saw R1 with her coat on in 
hallway would have intervened and other staff indicated it was normal for her. Most of the staff were 
educated on 1/6/25. 

During a follow up interview on 1/10/25 at 12:15 p.m. PT stated the wording on the PT evaluation form dated 
12/10/24, curb/steps (1 step/curb) not applicable, was the language used to complete an evaluation. She 
stated R1 was not tested for the steps, not something she did in her routine but by reviewing her evaluation 
that day the results confirmed if she had tested her, she would have been dependent and not able to do it 
safely on her own. 

During an interview on 1/10/25 at 12:45 p.m. NA-B stated she worked the morning shift 1/6/25 and had not 
seen R1, assisted another resident at 6:30 a.m. She stated her walkie alerted her an exit door alarm had 
been set off after 6:30 a.m., unsure exactly what time it was at. NA-B stated she finished up transferring 
another resident then spoke to RN-A and was asked if she had seen R1. She started looking inside the 
facility then went outside without a coat on along with another staff to search the facility grounds, it was dark 
and cold out. She went back inside the facility, unsure of time, was notified R1 had been found. She kept a 
close eye of R1 especially when in the hallway ambulating the rest of her shift. NA-B stated R1 had a history 
of forgetfulness, easily distracted, and turned around, and confused. We were expected to respond to those 
alarms immediately and the alarm was to be left on until the resident was found. 

(continued on next page)
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During an observation on 1/10/25 at 1:10 p.m. R1 ambulated in hallway, pushed her four wheeled walker 
from the north end of the hallway towards the south end where her room was located. In the middle of the 
hallway, R1 stopped and let go of her walker, grabbed her waist band on her pants and with both hands and 
pulled them up which revealed a roam alert located on her right ankle. An additional roam alert was located 
on the left upper side of her walker. R1 was fully dressed in shirt, pants, socks, shoes and did not have her 
jacket on. R1 ambulated by raising her left thigh up high in order to lift her left foot off the ground so that her 
left foot toes hung down, and barely cleared the floor with each step. R1 ambulated past her room doorway 
and was almost at the end of the hallway when an unidentified staff intervened and redirected her. R1 was 
cooperative. 

During an interview on 1/10/25 at 1:16 p.m. MD-A stated R1 had a history of wandering would have not been 
safe outside by herself in the community and expected staff to monitor her to keep her safe.

During an interview on 1/13/25 at 3:02 p.m. licensed practical nurse (LPN)-A stated she was in a resident's 
room, came out of the room, heard the exit door alarm, walked towards the south end of the building and 
alarm had been shut off when she was only 1/2 way down the hallway. She was approached by RN-A 
between 6:45 a.m. and 7:15 a.m. and was told RN-A had lost R1. She asked RN-A if she had looked outside 
and was told yes. RN-A walked away and then came back and stated to her, really, I cannot find R1 while 
she talked on the phone. She called a Code [NAME] and we started to search all over the facility inside and 
outside. She crossed the street by her car and looked through the school parking lot around six cars, 
southwest corner, down the block to the north and the southwest corner and was unable to locate R1. LPN-A 
stated staff were expected to respond to an exit door alarm right away, checked to see if there was a 
resident by the door, and go outside to the end of the block and if how far they may have gotten. She stated 
it was dark and cold out, unsure of the temperature, and no snow on the ground. She was unsure as to how 
R1 had been able to go down two steps with a walker. 

Facility Elopement policy date 6/2023, identified a safe environment will be provided for all residents. Assure 
that each resident is properly assessed on an ongoing basis and has appropriate safety precautions in place. 
Only the administrator or designee may authorize the disabling of the alarm system and is responsible for 
monitoring for resident safety and resetting the alarm. Documentation should include Entries that are time 
specific to reflect the responsiveness and timeliness of actions taken to locate and assess the resident. 

Facility policy Wander Guard/Roam Alert dated 11/2023, identified the roam alert system was designed to 
secure perimeter that helps detect residents from leaving the protected areas of the facility. All staff is 
required to respond to the roam alert and ensure the safety of our residents. When responding to the alert 
always open the door at the exit site and look for any resident that may have left the building. Walk around 
the building to see if resident was on the sidewalk, property, or surrounding area. Once you have checked 
outside and the resident located and returned inside the facility you can clear the alarm. It should not be 
cleared prior to locating the resident. Staff need to continue responding to the alert and assist with the 
search. 
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Facility policy Code [NAME] - Missing Residents dated 1/2025, identified all personnel must investigate and 
report all cases of missing residents. If a resident's whereabouts are not discovered the nurse caring for the 
resident will page overhead by pressing the page button on the phone: Code [NAME] (name of resident) 
please return to your room. Staff, please turn walkies to channel one. Repeat this three times. All staff will 
begin a thorough search for resident. Searching outside maybe an option as the search area is expanded. 
Staff can utilize their vehicles to search the perimeter of the building, searching outside maybe needed 
earlier in the search, depending on the situation. An outside search should take no longer than 15 minutes. 
When resident is located page overhead Code [NAME] Canceled repeat this three times. 

The past noncompliance immediate jeopardy began on 1/6/25. The immediate jeopardy was removed and 
the deficient practice corrected by 1/7/25, after the facility implemented a systemic plan that included the 
following actions: began immediate investigation, reviewed policy and procedures, placed a roam alert on 
R1's right ankle, initiated all staff education the DON provided a memo to staff identifying the wanderguard or 
Roam Alert system requires and emergency response when it is alarming, conducted audits and drills with 
staff, tested all current roam alerts for functional use, updated R1's plan of care, provided corrective action 
and education regarding missing resident and elopement to RN, created a missing resident check list and 
elopement binder that identified residents in the facility at risk for elopement with roam alerts, and ongoing 
staff education and audits will be provided. 
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