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Based on clinical record review, review of facility documentation, and staff interview, it was determined that
the facility failed to implement interventions to decrease the potential for resident elopements for one of four
residents reviewed (Resident 1). Findings include: Clinical record review for Resident 1 revealed a progress
note date August 1, 2025, at 6:19 PM that indicated she was exit seeking twice during the shift. Clinical
record review for Resident 1 revealed a nursing progress note dated August 17, 2025, at 10:11 PM that
indicated Resident 1 was anxious and exit seeking. The physician was notified and a one time dose of
Seroquel (a medication used to treat psychosis) 25 milligrams was ordered. A nursing progress note dated
August 21, 2025, at 12:08 AM revealed that Resident 1 was pacing in the hallway and set off the wander
guard system at the elevators once. A nursing progress note dated August 21, 2025, at 6:22 PM revealed
that Resident 1 was restless and wandering. She wanted to leave. She was on the elevator twice and
activated the alarm. Clinical record review for Resident 1 revealed a progress dated August 22, 2025, at
12:06 PM that indicated Resident 1 had eloped and walked out the front door of the building. Resident 1 was
followed by staff and was on the grass at the right of the facility on the corner at the redlight near the
highway. Staff redirected Resident 1 back into the facility. The note indicated that Resident 1's wander guard
(a wearable bracelet that works with a wander guard system sounding an alarm to assist with elopement
prevention) was working and sounded the alarm when she was brought back into the facility, and when she
got off the elevator back onto the nursing unit. The note also indicated that Resident 1's physician was
notified of the incident and new orders were received for lab work, an abdominal ultrasound, and urinalysis
with culture and sensitivity. Review of the facility's investigation into Resident 1's elopement dated August
22, 2025, at 10:34 AM revealed that the facility initiated 15-minute checks on Resident 1 that would
progressively lengthen in time over the weekend until they were hourly checks and then would remain in
effect for 72 hours. Further clinical record review for Resident 1 revealed a progress note dated August 23,
2025, at 10:00 PM that indicated the alarm by the elevators activated and noted that Resident 1 was on the
elevator as the elevator door closed. The nurse took the other elevator to the first floor and found Resident 1
near the front door with the wander guard alarm on that floor activated. Resident 1 was safely returned to her
unit. The facility discontinued every one hours checks and initiated checks every 15-minutes. A nursing
progress note dated September 1, 2025, at 9:49 PM revealed that Resident 1 attempted to leave the unit but
was easily redirected. A nursing progress note dated September 3, 2025, at 2:29 PM revealed that Resident
1 attempted to get on the elevator one time that morning. A nursing progress note dated September 4, 2025,
at 5:53 PM revealed that Resident 1 was exit seeking three times that shift. A nursing progress note dated
September 6, 2025, at 3:23 PM revealed that Resident 1 was at the elevator with an arm full of clothes and
pushed the elevator button and the alarm sounded, but the nurse intervened. A nursing progress note dated
September 8, 2025, at 2:31 PM revealed that Resident 1 was walking down the hallway with some of her
clothes towards the elevator and she was redirected by staff. A nursing progress note dated September 8,
2025, at 4:57 PM indicated that Resident 1 entered the elevator with visitors. The wander guard alarm
activated. Resident 1 continued in the elevator and got off on the first floor where staff intervened as she was
exiting the front of the building. Resident 1 was returned to the nursing unit and one-to-one was initiated. A
progress note dated September 11, 2025, at 10:04 AM revealed that Resident 1 continued on 15-minute
checks and she is also on one to one; however, that was discontinued at 10:00 AM. On September 11, 2025,
at 9:00 AM the surveyor entered the facility and there was no receptionist at the front desk. The office doors
in the general area were all closed. The surveyor waited from until 9:06 AM and then went to find staff. When
the surveyor arrived back to the lobby area, there was still no receptionist. As the surveyor walked towards
the front doors of the facility, they opened up allowing an exit from the facility without the assistance of staff.
An interview with the Nursing Home Administrator on September 11, 2025, at 11:30 AM revealed that the
wander guard system is not tied into the doors or the elevator. The NHA indicated that when a resident
wearing a wander guard are near the wander guard system, it sets the alarm off but does not lock the
elevator or doors. The NHA also indicated that the front doors of the facility are locked from 8:00 PM until
8:00 AM. He confirmed that if a resident with or without a wander guard bracelet came down in the elevator
and staff were not there to intervene, that the resident could walk right out the front doors between the hours
of 8:00 AM and 8:00 PM. The NHA also confirmed that if Resident 1 entered the elevator the alarm would go
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