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Magnolia Manor - Greenwood 1415 Parkway Drive
Greenwood, SC 29646

F 0657

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of the facility policy, record review, and interviews, the facility failed to ensure appropriate post-fall 
interventions were developed and implemented through care plan revision for 1 of 3 residents reviewed for 
falls Resident (R)2. This failure had the potential to place the resident at risk for additional falls and injury.
Findings include:Review of the facility's policy titled, Care Plan Process, Person Centered Care with a 
revision date of 05/05/23 revealed, Policy: The facility will develop and implement a baseline and 
comprehensive care plan for each resident that includes the instructions needed to provide effective and 
person-centered care of the resident that meet professional standards and quality care. The facility will 
coordinate the development of the person-centered care plan within the required timeframes. Procedures: 9. 
Thru ongoing assessment, the facility will initiate person-centered care plans when the resident's clinical 
status or change of condition dictates the need such as but not limited to falls and pressure ulcer 
development.Review of R2's Electronic Medical Record (EMR) Face sheet revealed R2 was admitted to the 
facility on [DATE] with diagnoses including, but not limited to, fracture of the neck of the right femur, 
encephalopathy, other disorders of bone density and structure, rhabdomyolysis, dysphagia and cognitive 
communication deficit. Review of R2's significant change Minimum Data Set (MDS) dated [DATE] revealed 
R2 has severe cognitive impairment and scored a 06 on the Brief Interview for Mental Status (BIMS) 
assessment, indicating R2 was not cognitively intact.Review of the facility's incident documentation indicated 
that R2 experienced a fall on 08/27/25 at approximately 06:00 PM in his room. Post-fall documentation 
indicated that the resident was assessed, and no serious injury was identified.Review of R2's EMR 
comprehensive Care Plan revealed the care plan was not updated to include new or revised interventions 
related to the fall, identification of causative or contributing factors, enhanced supervision or environmental 
modifications, or any evidence of individualized fall-prevention strategies implemented following the 
resident's fall with fracture on 08/27/25. During an interview on 12/30/25 at 11:26 AM with the Registered 
Nurse (RN)/MDS Coordinator, revealed, The resident has had two fractures. We may have resolved the one 
for August. Let me look. The MDS Coordinator revealed,I ran the history from 09/01/25 until today,12/30/25, 
but I don't see the care plan for the fracture in August 2025. There is nothing in August because he went out 
to the hospital on [DATE] and returned on 09/02/25. We did a significant change on 09/07/25. That should 
have alerted us to update the care plan, but I do not see any care plan updates for August or September 
2025.During an interview on 12/30/25 at 12:20 PM with the Director of Nursing revealed, My expectation is 
that the care plans are updated with a significant change in a resident. Upon readmission to the facility from 
the hospital, the care plan should be updated.
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Magnolia Manor - Greenwood 1415 Parkway Drive
Greenwood, SC 29646

F 0689

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.

(continued on next page)
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Magnolia Manor - Greenwood 1415 Parkway Drive
Greenwood, SC 29646

F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of facility policy, record review, and staff interviews, the facility failed to ensure that Resident (R)1 was 
adequately supervised to prevent elopement. R1 was noted to have eloped on 12/13/2025. R1 was last seen 
by facility staff in the facility at approximately 5:30 PM. Facility was made aware that R1 was found outside 
the facility at 6:06 PM by first responders. According to weather.com, the weather in [NAME], SC on 
12/13/25 was a high of 65 degrees Fahrenheit (F) and a low of 49F with sunset at 5:19 PM.As a result of 
Complaint #2697173, on 12/30/2025 at 2:40 PM, the State Agency (SA) determined that the facility's 
non-compliance with one or more federal health, safety, and/or quality regulations could cause psychosocial 
harm.On 12/30/2025 at 3:08 PM, the survey team provided the Administrator with a copy of the Centers for 
Medicare and Medicaid Services (CMS) Immediate Jeopardy (IJ) Template, informing the facility IJ existed 
as of 12/13/2025. The IJ was related to F689 Free of Accident Hazards/Supervision/Devices.On 12/30/25 at 
6:20 PM, the facility provided an acceptable IJ Removal Plan. On 12/30/25 at 6:35 PM, the survey team 
validated the facility's corrective actions and determined the facility put forth due diligence in correcting their 
deficiencies, determining the IJ to exist at Past noncompliance with a completion date of 12/14/25. The 
survey team validated completion as of 12/14/25An extended survey was conducted in conjunction with the 
Complaint Survey for non-compliance at F689, constituting substandard quality of care.Findings 
include:Review of the facility policy titled, Elopement, revealed it is the facilities goal to, safely and timely 
redirect patients/residents to a safe environment. Review of R1's face sheet revealed documented diagnoses 
indicate a history that includes but is not limited to: Wandering, psychosis not due to a substance or known 
physiological condition, anxiety disorder, paranoid schizophrenia, schizoaffective disorder (bipolar type), and 
epilepsy.Review of R1's care plan reveals resident was care planned for elopement risk on 05/30/2021. 
Interventions include, Approach: R1 has a wander guard, Approach: When R1 begins to wander, provide 
comfort measures for basic needs (e.g., pain, hunger, toileting, too hot/cold, etc.). Approach: Maintain a calm 
environment and approach to the R1. Approach: Approach from the front. Walk in step with R1 first before 
redirecting. Approach: Avoid over-stimulation (e.g., noise, crowding, other physically aggressive residents).
Review of R1's Annual Minimum Data Set (MDS) completed on 12/4/2025 indicates R1 has a Brief Interview 
for Mental Status (BIMS) score of 9, consistent with some cognitive impairment. The MDS section E0900 
(Wandering - Presence and Frequency) reflects a score of 3, indicating wandering behavior occurs daily.
Review of R1's orders identified R1 as being at risk for falls, elopement, and wandering since 7/16/2020. 
Further review of R1's physician orders reveal an active order for a wander guard bracelet applied to the 
right wrist. Review of R1's Treatment Administration Record (TAR), for 12/13/25 revealed R1 was identified 
to have a fully functioning wander guard during time of elopement. Review of nursing progress note by 
Licensed Practical Nurse (LPN)1 dated 12/13/2025 at reveals, This nurse was notified by the Aide on 
12/13/25 that the 911 officer called the facility and spoke to other staff nurse inquiring about a missing 
resident. This resident was unaccounted for. Code white procedure initiated, and facility administration 
notified. During the external search by staff, it was verified that resident was located and with EMS/Police in 
attendance. The Administrator/Director of Nursing (DON) arrived on premises and to notify MD/RP. 1048pm, 
call received from SRHC ER and reported that the resident with no injuries and would be returning to facility 
when transport available.Review of nursing progress note by DON dated 12/13/2025 reveals, 12/13/2025 at 
621pm-Received pc from Administrator that resident had left the facility without staff supervision. During 
transit to facility, received call from Administrator, at 627pm that resident had been located and was safe. 
Upon arrival at facility, at 645pm, ADM present and report received from staff that the CODE WHITE process 
had been initiated. Resident had been transported by EMS to SRHC ER for eval and treatment. Attempted to 
notify RP with no answer and could not leave VM r/t had not been set up per automated response. Medical 
Doctor (MD)1 notified of events.Review of Nurse Practitioner progress note 12/15/25 revealed, Chief 
Complaint / Nature of Presenting Problem:Seen today for exit seeking .Staff reports patient exited the facility 
last night, was found quickly.Patient is seen today walking around the unit, redirected him back to his room 
for exam. He is alert, confused at his baseline per staff. Patient has wander guard bracelet on right wrist. 
Discussed exit seeking with staff, recommend increased rounding on patient and monitor closely. Continue 
wander guard. VSS. No other concerns expressed by patient or nursing staff at this time. MAR reviewed.
Review of social service progress note on 12/18/2025 reveals, RESIDENT ELOPED FROM BUILDING ON 
DECEMBER 13TH FOR APPROXIMATELY THIRTY MINUTES. SSD HAS HAD DAILY INTERACTION 
WITH RESIDENT FROM DECEMBER 14TH - DECEMBER 18TH. BASED ON SSD'S OBSERVATIONS 
AND INTERACTIONS WITH RESIDENT, NO NEGATIVE EFFECTS RELATED TO THE ELOPEMENT 
HAVE BEEN OBSERVED. HE ALSO WAS SEEN BY PSYCH SERVICES ON DECEMBER 17TH.Review of 
facility document titled, TIMELINE, dated 12/13/2025 revealed: 12/13/20255:00 pm - R1 at B-Wing nurse's 
station speaking to assigned nurse. Nurse accompanied to his room and took BP and 02 sats related to him 
stating not feeling well.5:30 pm - Assigned nurse exited room [ROOM NUMBER] on R1's hall. She passed 
R1 in the hall walking toward his room.6:06 pm- Per Officer 1-911 received call6:08 pm- Per Officer 1-911 
called facility6:16 pm- Administrator received notification of elopement from facility nurse6:16 pm- Facility 
staff arrived at resident's location. EMS and Police response team present.6:19 pm- Facility staff on scene 
informed on call nurse who spoke with EMS per telephone giving pertinent resident information (name, DOB, 
diagnoses)6:22 pm- On call nurse notified administrator of resident's location and condition. Stated EMS 
taking to hospital per protocol.6:39 pm- Administrator spoke with Officer to gather/confirm information6:42 
pm- Administrator and DON spoke with family member, facility visitor who recognized resident in route to 
facility6:50 pm- Administrator and DON initiated meeting with staff on duty individually to obtain statements 
regarding the incident7:59 pm- Administrator reported incident via telephone to DPH @ 803 545 42818:10 
pm- DON notified physician. Notification of RP initiated- no answer and no voice mail set up.10:48 pm- Staff 
nurse received call from ER stating resident had no injury and would be returning to facility when transport 
available4:35 am- Resident returned to facility via EMS. Per licensed staff nurse wander guard bracelet on 
right wrist. Tested and functioning properly. Licensed nurse performed body audit with no injury observed 
and initiated q[every]30 minute visual checks of resident.12/14/2511:51 am - Administrator attempted to 
reach RP unsuccessfully on cell and at work11:56 am - Administrator texted RP to call her on cell4:06 pm- 
RP returned call and was informed of incident and no injury12/15/20257:00 am- q30 minute visual checks of 
resident concluded.Review of Emergency Department Provider note by Nurse Practitioner (NP)1, dated 
12/13/25-12/14/25 reveals: Resident presented to the ED with Pain with breathing. Note further states, Pt 
resident of Mag Manor found walking near hospital parking lot. States right sided pain to upper chest all day. 
Arrived with EMS. Resident had imaging and laboratory test completed. Chest pain is musculoskeletal in 
nature likely from recurrent coughing. Naproxen prescribed and Robitussin for cough. First doses given at 
the ED. Telephone interview conducted with LPN1 on 12/30/25 at 12:00 PM reveals, LPN1 stated she was 
the nurse assigned to R1 on the day in question. LPN1 reported that at approximately 5:00 PM, the resident 
requested that 911 be called, stating he did not feel well, R1 was assisted back to his room, assessed, and 
found to have stable vital signs with no signs of acute distress, and Tylenol was administered per R1's 
request. LPN1 further reported that at approximately 5:30 PM, she observed R1 ambulating in the hallway, 
smiling, and not exhibiting exit-seeking behaviors. At approximately 6:00 PM, LPN1 was informed by a 
Certified Nursing Assistant (CNA) that police had contacted the facility to inquire about a missing resident, at 
which time a Code White/elopement was initiated, all residents were accounted for except R1, a search was 
immediately initiated, and the LNHA was notified. Staff searched the facility grounds and surrounding area. 
Some staff members even searched by car and observed police and EMS presence at a nearby Subway 
parking lot, where it was confirmed R1 was being evaluated by emergency services. R1 was transported to 
the emergency room. LPN1 reveals that R1 had a functioning wander guard during the day in question. 
LPN1 reveals she did not hear any alarms go off between 5 PM and 6 PM and states that she may have 
been in a resident room providing care if one did go off. LPN1 later received notification from the hospital that 
the resident had no injuries and no abnormal test results, with only a cough noted and a prescription will be 
sent for the cough, the hospital further reported they were awaiting transportation availability for R1's return 
to the facility, LPN1 reveals R1 did not come back during her shift.Interview with R1 on 12/30/2025 at 12:20 
PM revealed R1 somewhat recalls the incident in question and reported that he left the facility because he 
wanted to go shopping. He stated that he did not inform anyone of his departure and was outside for 
approximately one hour until stopped by the police and ambulance. R1 reported requesting transport to the 
hospital because he thinks he had chest discomfort and indicated that he does not remember additional 
details from that day. The resident denied any current concerns.Interview with Licensed Nursing Home 
Administrator (LNHA) and DON on 12/30/25 at 1:00 PM indicates the resident exhibits multiple behaviors 
related to documented psychiatric diagnoses, including frequent wandering, ambulating throughout the 
facility, and limited ability to be redirected at times. Per the LNHA, prior to the elopement event, R1 had an 
active care plan addressing exit-seeking behaviors, an order for a wander guard device, and ongoing 
psychiatric follow-up with the facility's psychiatric provider. The LNHA further reported that, due to the 
complexity of the resident's behaviors and continued exit-seeking despite interventions in place, the facility 
made multiple attempts to transfer the resident to a facility with a secured/locked unit, as the current facility 
does not have such a unit; however, one potential receiving facility declined acceptance after reviewing the 
resident's medical history, and the transfer did not proceed due to his diagnosis. During the incident in 
question, the LNHA's investigation it was determined that R1 ambulated approximately 700 feet from the 
facility to a nearby parking area. A family member of another resident, who also volunteers at the facility, 
observed R1 away from the facility while driving in and stopped to check on him. Per the LNHA, a nurse from 
a neighboring facility also observed the interaction and stopped to assess the situation, at which time 
followed their own protocol to call emergency services for R1. Emergency services were contacted by the 
nurse from the other facility, and emergency personnel subsequently contacted the facility to inquire about a 
missing resident, at which time a Code White/elopement was initiated and R1 was identified as unaccounted 
for. Facility staff were informed that the resident had been transported to the hospital for further evaluation, 
and nursing staff notified the Administrator and Director of Nursing. Per the LNHA's investigation, the 
resident was unaccounted for approximately 30 minutes. R1 later returned from the hospital with no 
documented injuries and no acute findings from tests. R1 had a new order related to congestion; a 
post-return body audit was completed with no injuries noted, and the resident was placed on every 30-minute 
observations for the days immediately following the elopement. The LNHA reported that on the day in 
question, the door alarm was activated at approximately 5:15 PM, and a CNA responded. The CNA 
observed another resident with a wander guard near the door and assumed that resident triggered the alarm. 
The CNA reported looking out the door and scanning the immediate area but did not observe any residents 
in her line of sight. R1 was wearing a wander guard upon his return from the hospital and set off the alarm as 
he was brought back into the facility.Attempts were made to contact the CNA with no success.Attempts were 
made to conduct an interview with the facility visitor, who initially identified R1 to be outside facility grounds, 
with no success. Interview with [NAME] Police Department Records Employee (GPD) on 12/30/25 at 2:18 
PM reveals that the police officer who responded to the incident in question was not on duty during time of 
interview. GPD reveals that company policy prohibits them from sharing personal telephone numbers to the 
public. GDP was able to provide police officer's email. Email was sent officer to inquire about the incident in 
question on 12/30/25 at 2:35 PM. Interview with Police Officer (PO) on 12/30/25 at 3:16 PM reveals he 
remembers being dispatched to respond to a situation where a volunteer recognized a patient outside of a 
facility who seemed a little out of it. When PO arrived at the seen he saw R1 with no apparent injuries and 
appeared to be well kempt. PO denies seeing any obvious signs of neglect. PO also reveals that a nurse 
from [NAME] Regional Rehab was at the scene with the patient. R1 told PO he has some chest pain. Facility 
staffers from Magnolia Manor [NAME] arrived at the scene and stated the resident is known to fabricate 
things. Per protocol, PO reveals resident was sent to the hospital for further evaluation. PLAN OF 
CORRECTION REVIEWPOC MM [NAME] 12-13-25Resident #1 transported to hospital ER per EMS 
12/13/25. Per EMS verbal report via telephone to facility on call nurse, resident without injury. Resident #1 
returned to facility from ER [DATE] at 4:35 am. Upon reentry assigned nurse verified resident #1 wander 
guard bracelet was in place, intact and functioning on right wrist. Assigned nurse performed body audit with 
no injury noted and documented body audit results in residents medical record 12/14/25 at 5:02am. Review 
of Emergency Department Provider note by Nurse Practitioner (NP) 1, dated 12/13/25-12/14/25 reveals: 
Resident presented to the ED with Pain with breathing. Note further states, Pt resident of Mag Manor found 
walking near hospital parking lot. States right sided pain to upper chest all day. Arrived with EMS. Resident 
had imaging and laboratory test completed. Chest pain is musculoskeletal in nature likely from recurrent 
coughing. Naproxen prescribed and Robitussin for cough. First doses given at the ED. 12/14/25 body audit 
reviewed. No acute changes injury or concerns noted. Observation of R1 on 12/30/2025 at 12:20PM, 
resident observed to be in taking a nap. Resident easily arousable to voice. Resident appeared well kempt 
and dressed in clean and unstained and non-odorous clothing. Resident observed to have a wander guard 
on his right wrist. No distress, negative behaviors, or exit seeking tendencies exhibited. 12/14/2025 04:57 
AM Resident returned from ER at 4:35 am on 12/13/25. Resident returned with wander guard in place on his 
right wrist. Residents wander guard is functioning. Resident is resting in bed watching tv. Resident does not 
complain of pain or discomfort at this time. Call light is within reach and bed is in lowest position. LPN 
Elopement Risk Observation repeated on 12-18-25. 12/18/25 Elopement Observation completed by RN 
reveals, Intervention WANDER GUARD BRACELET TO WRIST AND CHECKED WEEKLY. R1 EXIT 
SEEKS DAILY AND IS FREQUENTLY REDIRECTED BY STAFF. Maintenance Director/Designee 
performed an audit on 12-18-25 to ensure facility exits alarms were functioning. No concerns identified at this 
time. Review of maintenance director calendar log reveals wander guard audits were completed on 12/18/25, 
12/22/25, 12/23/25, 12/24/25, 12/29/25 and 12/30/25. Observation of maintenance director on 12/30/2025 
between 1-3PM reveals maintenance director completing wander guard audit by placing spare wander guard 
within proximity of exit doors. No concerns noted. A Residents at risk of elopement have the potential to be 
affected. Eight residents with wander guard intervention identified. Placement and function verified by DON 
for each 12/13/25 at 9:50pm. Elopement Risk Observations done in the past 90 days on current residents in 
facility reviewed by nursing managers for accuracy. Residents identified at risk will be reviewed for 
appropriate interventions. Educate facility staff regarding Wander guard System with emphasis on 
determining cause of alarm if sounding. Any member of target audience not receiving this by this date will 
receive prior to next scheduled New admissions will be reviewed in morning meeting daily Monday thru 
Friday as part of the clinical morning meeting process. Elopement Risk Observations will be reviewed for 
accuracy and interventions validated if indicated. Quarterly assessments will be reviewed as part of the 
MDS/Care planning process. New admission documentation reviewed from 12/23/25 to 12/30/2025 reveals 
facility had 2 new admissions, assessment reveals both residents did not exhibit any exit behaviors, no 
further interventions required as no risk noted. The Director of Nursing will randomly audit a minimum of 5 
Elopement Risk Observations weekly for 4 weeks then monthly for 2 additional months to validate accuracy. 
Review of facility document titled, Wander Guard Monitoring, on 12/13/2025, 12/17/25 and 12/24/25 by DON 
reviewed. 9 Residents identified with wander guard, no concerns noted. The Maintenance Director/designee 
will inspect facility doors with wander guard system 3 times weekly for 4 weeks then weekly for 2 additional 
months. Review of maintenance director calendar log reveals wander guard audits were completed on 
12/18/25, 12/22/25, 12/23/25, 12/24/25, 12/29/25 and 12/30/25. Audit completed with LNHA for each date. 
Observation of maintenance director on 12/30/2025 between 1-3 PM reveals maintenance director 
completing wander guard audit by placing spare wander guard within proximity of exit doors. No concerns 
noted. The Facility Administrator will make rounds weekly for 4 weeks then monthly for 2 additional months 
with maintenance director to validate that doors are functioning properly. Review of maintenance director 
calendar log reveals wander guard audits were completed on 12/18/25, 12/22/25, 12/23/25, 12/24/25, 
12/29/25 and 12/30/25. Audit completed with LNHA for each date. Ad hoc QAPI held on 12-15-25. Review of 
ADHOC QAPI on 12/15/25 reveals meeting was attended by Medical director, LNHA, DON, ADON, SDC, IP, 
Housekeeping supervisor, Activities Director, Maintenance supervisor, Social services, Nurse assessments 
coordinator, Dietary Manager, Medical Records, and other staff members. Subject discussed involved the 
resident elopement. Medical Director was notified of the incident and plan for improvement on 12-13-25 ( 
MD1) and 12-18-25(MD2). 12/13/2025 06:45 PM [Recorded as Late Entry on 12/14/2025 04:20 PM] 
12/13/2025 at 621pm-Received pc from Administrator that resident had left the facility without staff 
supervision. During transit to facility, received call from Administrator, at 627pm that resident had been 
located and was safe. Upon arrival at facility, at 645pm, ADM present and report received from staff that the 
CODE WHITE process had been initiated. Resident had been transported by EMS to SRHC ER for eval and 
treatment. Attempted to notify RP with no answer and could not leave VM r/t had not been set up per 
automated response. MD1 notified of events. This process will be reviewed in QAPI for a minimum of 3 
months. Only been 2 weeks since last QAPI meeting, interventions will be discussed on the next QAPI 
meeting in January. Observation of exit doors completed with DON on 12/30/25 at 5:30PM. Alarms are 
functioning and send off loud alarms when in proximity of a wander guard. Doors are locked.

33425172

02/25/2026


