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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of facility policy, resident records, and interviews, the facility failed to provide adequate supervision to 
prevent Resident (R)1 from eloping. Specifically, on 10/13/25 R1 had a successful elopement from the facility 
where he was found across the street, placing the resident at serious risk for injury or harm.On 10/15/25 at 
2:15 PM the State Agency (SA) determined that the facility's non-compliance with one or more federal 
health, safety, and/or quality regulations has caused or was likely to cause serious injury, serious harm, 
serious impairment, or death.On 10/15/25 at 2:15 PM, the Facility Administrator was notified that the failure 
to protect R1 from having a successful elopement from the facility constituted Immediate Jeopardy (IJ) at 
F689.On 10/15/25 at 2:15 PM, the survey team provided the Facility Administrator with a copy of the 
Immediate Jeopardy (IJ) Template and informed the facility IJ existed as of 10/13/25. The IJ was related to 
S483.25 Quality of Care at F689: Free of Accident Hazards/Supervision/Devices.On 10/15/25 at 2:30 PM, 
the facility provided an acceptable IJ Removal Plan.On 10/15/25, the survey team validated the facility's 
corrective actions and determined the facility made good faith attempts at correcting the non-compliance. 
The IJ is considered at Past Non-Compliance as of 10/14/25. The survey team concluded all corrective 
actions were put in place prior to arrival onsite.An extended survey was conducted in conjunction with the 
Complaint survey for non-compliance at F689, constituting substandard quality of care.Review of the facility 
policy titled, Elopements and Wandering Residents, last revised 10/13/25 revealed, This facility ensures that 
residents who exhibit wandering behavior and/or are at risk for elopement receive adequate supervision to 
prevent accidents and receive care in accordance with their person-centered plan of care addressing the 
unique factors contributing to wandering or elopement risk.Review of R1's Face Sheet revealed R1 was 
admitted to the facility on [DATE] with diagnoses including but not limited to vascular dementia with 
behavioral disturbance, psychotic disorder with hallucinations due to a known physiological condition, 
delusional disorder, psychophysiologic insomnia, and auditory hallucinations. Review of R1's Annual 
Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 09/02/25 revealed R1 had a Brief 
Interview of Mental Status (BIMS) score of 5 out of 15, indicating R1 was severely cognitively impaired. 
Further review revealed R1 wears a wander/elopement alarm daily.Review of R1's Elopement Risk 
Evaluation dated, 12/04/24, revealed a score of three indicating R1 was at risk for elopement. Review of the 
facility's statement dated 10/13/25 revealed, 0530 AM Resident was changed by CNA in his room. 0543 AM 
Resident went out of the building from the service hall doorway. 0615 AM It was noted that the resident was 
missing and a search began immediately of the entire building. During a second outdoor search the nurse 
noted the resident across (facility) at the school. After talking to him for a few minutes he agreed to come 
back to the facility (he said he had to go to work). She returned with him at 0645 AM (no injury was noted). 
The investigation indicates that Mr. [NAME] exited through the service hall door, with video evidence 
supporting this claim.Review of a progress note dated 10/13/25 by Licensed Practical Nurse (LPN) 1 
revealed, Resident was noted to not be pacing the hallway by his nurse. She then began to look down her 
hallway. When she did not see him, she called the back to check if he was in the back lobby. When he was 
not noted there, staff began searching the building. While available staff did a triple check of the building, 
another nurse started an exterior perimeter check. After the perimeter check she then began walking further 
down the street. She then observed resident across the street, attempting to go in the door of the school. 
When asked what he was doing, he stated I'm going to work. He was easily redirected and assisted back 
into the building. MD aware. Attempted to call RP, it went to voicemail and the voicemail was full. Email was 
to be sent. Resident was then placed on one on one.Interview with LPN 1 on 10/15/25 at 12:24 PM revealed, 
R1 is known to pace and frequently walks up and down the facility hallways. He exhibits confusion and 
decreased safety awareness due to his dementia and other disease processes. R1 has demonstrated some 
inadvertent exit-seeking behaviors, such as attempting to open closed doors, which staff attribute to his 
curious nature. However, there were no prior elopement incidents before the current event. Staff report that 
R1 has consistently worn a functioning WanderGuard for as long as they can recall. On the day of the 
incident, LPN 1 was informed by another nurse that R1 could not be located and was due for his morning 
blood sugar check. Nursing staff immediately initiated a search using the facility's triple-check method, 
inspecting all hallways and resident rooms. R1 was not found inside the facility. LPN 3 expanded the search 
perimeter and located R1 across the street on high school grounds. When asked why he left the building, R1 
stated that he had to go to work. A skin assessment was completed with no injuries noted. At the time of the 
incident, R1's Wander Guard was functioning properly. Investigation determined that R1 exited through the 
service door, which was equipped with an alarm sensor. Further inspection of the alarm revealed frayed 
wiring that rendered the alarm ineffective.Interview with LPN 3 on 10/15/25 at 12:59 PM, revealed, that Early 
in the morning, another nurse approached LPN 3 and inquired whether she had seen R1. LPN 3 reported 
that she had seen R1 a few minutes earlier when he asked for assistance with toileting. LPN 3 directed R1 to 
the CNA on duty, who completed the task. When questioned, the CNA confirmed she had recently taken R1 
to the bathroom, after which he got dressed and continued to self-ambulate throughout the facility. Staff then 
began searching the building when R1 could not be located. Before leaving the facility to search outside, 
LPN 3 verified the functionality of all alarmed exterior doors. She stated that, to the best of her knowledge, 
R1's WanderGuard was also functioning at the time. After confirming all alarms were operational, LPN 3 
proceeded to check the outside perimeter as a precaution. When R1 was not found immediately outside the 
facility, LPN 3 extended the search and, due to limited visibility in the early morning darkness, walked 
beyond facility grounds. R1 was located near the rear entrance of the high school across the street. No 
injuries were noted. When asked why he left, R1 told LPN 3 he was just trying to go to work. LPN 3 
successfully re-directed R1 back to the facility.Interview with the Licensed Nursing Home Administrator 
(LNHA) and Director of Nursing (DON) on 10/15/25 at 1:12 PM, revealed, that elopement risk assessments 
are conducted upon admission, with any change in condition, and when behavioral changes occur. 
Residents identified as high risk are care planned accordingly and provided with a WanderGuard device 
worn on the wrist or ankle. All exit doors are equipped with alarms that emit a loud sound when a 
WanderGuard-wearing resident approaches. Clinical staff are responsible for monitoring the devices, while 
maintenance is responsible for door alarm functionality. The LNHA stated that R1 frequently ambulated 
throughout the facility but had never shown clear exit-seeking behavior. According to the DON, when 
residents approach exit doors and trigger alarms, they typically turn away without attempting to exit. Facility 
investigation determined R1 exited through the service door, an area primarily used by dietary, maintenance, 
and laundry staff, which was not a typical route for him. Inspection revealed damaged wiring in the door 
alarm system, rendering it ineffective. The LNHA stated the damage may have been accidental due to the 
high volume of equipment and personnel using the door. R1 was later found across the street on high school 
grounds and told staff he was going to work. No injuries were noted. Facility leadership expects high-risk 
residents to be rounded on more frequently, staff to respond promptly to door alarms, and all elopement 
prevention equipment to be maintained in proper working condition.Attempted Interview with Resident 
representative (RP) on 10/15/25 at 12:18PM and12:53PM. Unable to leave voicemail as voicemail box is full. 
Text message left. The facility's Immediate Jeopardy Removal Plan included the following:1. Actions Taken 
for the Affected Resident:On October 12, 2024, on the 7 pm/7 am shift, the wander guard for Resident DC 
was checked and found to be fully operational.Upon Resident DC's return to the facility on October 13, 2025, 
at 6:45 AM, a subsequent check of the wander guard revealed it was still functional.A comprehensive 
assessment of Resident DC was conducted, and it was documented that there were no injuries or any signs 
of distress.To enhance safety, Resident DC was placed under 1-on-1 supervision for close observation and 
monitoring.A detailed inspection of the wander guard system at the facility's service hall exit uncovered that a 
wire had come loose, which directly impacted the alarm functionality of the door. This issue was promptly 
addressed, with the maintenance supervisor completing the necessary repairs. To further bolster safety 
protocols, a backup alarm was installed on the interior door leading to the service area2. Identifying Other 
Residents at [NAME] comprehensive check was performed on all other residents utilizing wander guards to 
verify their integrity and functionality, ensuring that no other residents were at risk of elopement. This was 
done at 6:45 AM on October 13, 2025An accurate headcount of all residents was conducted to confirm that 
everyone was present and accounted for within the facility, ensuring the safety of all our residents. This was 
completed on October 13, 2025, at 6:45 AM.All exits were thoroughly inspected to verify that backup alarms 
were present and operational. This meticulous check confirmed the effective functioning of all backup 
alarms, adding another layer of security. This was done by the Maintenance Supervisor.An audit was carried 
out to identify residents who had undergone risk assessments related to potential elopement. This included a 
review of care plans to ascertain that interventions, such as the use of wander guards, were adequately 
addressed and implemented. This was completed by the MDS nurse.Resident DC's care plan was updated 
to reflect the new risks associated with elopement incorporating specific interventions tailored to ensure his 
safety. This was done by the MDS/care plan nurse. 3. Actions to Prevent Future OccurrencesThe 
maintenance supervisor will perform daily inspections of the entire wander guard system and all backup 
alarms for every door to ensure they are functioning correctly. The wander guard alarm on 60 hall does not 
function, but the backup alarm functions and a stop sign has been placed over this door.All nursing staff 
across all shifts received extensive training on resident safety protocols, specifically focused on checking 
alarms and monitoring wander guards. Any staff members on leave will receive this educational briefing upon 
their return to work. Additionally, agency staff will undergo training on these protocols before commencing 
their shifts. New hires will receive targeted training during their orientation regarding wander guard 
monitoring, alarm response procedures, and general resident safety.The Minimum Data Set (MDS) nurse will 
conduct thorough audits of new admissions for elopement risk and ensure that appropriate safety 
interventions are put in place without delay.The maintenance supervisor will monitor alarm functionality daily 
for two consecutive months, moving to a weekly schedule thereafter. The results of this ongoing observation 
will be meticulously reviewed weekly by the facility administrator to ensure consistent compliance. Newly 
hired staff will receive dedicated training on topics related to wandering, elopement, and overall resident 
safety from the in-service coordinator during orientation.4.What practices will be put in place to ensure the 
deficient practice does not recur:A Quality Assurance Performance Improvement (QAPI) Performance 
Improvement Project (PIP) has been implemented to systematically review and analyze all audit findings. 
Initial findings indicated that the root cause of the incident was related to a loose wire in the wander guard 
alarm system at the service hall back door, which subsequently prevented the alarm from sounding 
appropriately on the morning of October 13, 2025.The results of the alarm monitoring will be reviewed in the 
QA meetings monthly for three months, then quarterly, until it is determined that the deficient practice is not 
likely to recur.The facility alleges compliance on 10/14/25.
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