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F 0600

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 
facility policy review, behavioral hospital record review, medical record review, hospital record review, and 
interview, the facility failed to protect the resident's right to be free from neglect for 1 of 4 (Resident #2) 
sampled residents reviewed. The facility failed to provide the necessary structure and processes to meet the 
care needs of Resident #2 when staff failed to effectively supervise and monitor for potential accident 
hazards, and provide a safe environment, which resulted in bodily injury. Resident #2 was admitted to the 
facility on [DATE] from a Behavioral Health Hospital where she had exhibited behaviors of eating non-food 
items which included items large enough to pose suffocation hazards. The facility had documentation which 
identified Resident #2's unusual behaviors of eating non-food items and failed to develop a person-centered 
plan of care which addressed and monitored the resident for continuing behaviors. According to 
documentation in the medical record on 6/25/2024, Resident #2 began to complain of difficulty swallowing 
with pain in her throat and chest (symptoms of adverse conditions caused from ingesting non-food items) 
and was not transferred to the hospital until 7/2/2024, 8 days later. Resident #2 was admitted to the hospital 
with multiple non-food items identified in her stomach and damage to her digestive tract and died on 
7/9/2024. The facility's failure to provide the structure and processes to meet the care needs of Resident #2 
resulted in an Immediate Jeopardy. Immediate Jeopardy (IJ), a situation in which the provider's 
noncompliance with one or more requirements of participation has caused, or is likely to cause, serious 
injury, harm, serious impairment, or death to a resident. The Administrator, Director of Nursing (DON), 
[NAME] President of Clinical Services (VPCS), and Regional Regulatory Compliance Officer (RRCO) were 
notified of the Immediate Jeopardy at F-600 during the complaint investigation on 10/3/2023 at 2:40 PM. The 
facility was cited Immediate Jeopardy at F-600 at a scope and severity of J, which is substandard quality of 
care. The Immediate Jeopardy began on 1/12/2024 through 10/8/2025 and was removed on 10/9/2025. An 
acceptable Removal Plan which removed the immediacy of the Jeopardy was received on 10/7/2025 and 
was validated onsite by the surveyor on 10/7/2025 through 10/8/2025 by medical record reviews, 
observations, review of education records, and staff interviews. A partial extended survey was conducted on 
10/3/2025 through 10/9/2025. Noncompliance at F-600 continues at the scope and severity of D for 
monitoring the effectiveness of the corrective actions. The facility is required to submit a Plan of Correction. 
The findings include: 1. Review of the undated facility policy titled, Abuse, Neglect and Exploitation, revealed, 
.It is the policy of this facility to provide protections for the health, welfare and rights of each resident by 
developing and implementing written policies and procedures that prohibit and prevent abuse, neglect. 
Abuse also includes the deprivation by an individual, including a caretaker, of goods or services that are 
necessary to attain or maintain physical, mental, and psychosocial well-being. Neglect means failure of the 
facility, its employees, or service providers to provide goods and services to a resident that are necessary to 
avoid physical harm, pain, mental anguish, or emotional distress.The facility will provide ongoing oversight 
and supervision of staff in order to assure that its policies are implemented as written.assure that staff 
assigned have knowledge of the individual residents' care needs and behavioral symptoms.The 
identification, ongoing assessment, care planning for appropriate interventions, and monitoring of residents 
with needs and behaviors which might lead to conflict or neglect.Addressing features of the physical 
environment that may make abuse, neglect.of a resident.more likely to occur.Sudden or unexplained 
changes in behaviors and/or activities such as fear of a person or place, or feelings of guilt or shame. 2. 
Review of the medical record revealed Resident #4 was admitted to the Behavioral Health hospital on 
[DATE] for further evaluation related to being a danger to herself. Review of the Behavioral Health Hospital's 
Progress Note dated 11/22/2023, revealed .No foreign body identified in stomach (she [Resident #2] 
apparently had reported to nursing that she had swallowed a fork) . Review of the Behavioral Health 
Hospital's Progress Note dated 11/24/2023, revealed .Patient [Resident #2] was placed on one-to-one level 
of observation last night due to attempting to choke herself with a toothpaste tube. Review of the Behavioral 
Health Hospital's Progress Note dated 11/25/2023, revealed .pt [Resident #2] attempted to put crackers up 
her nose and gauze in her mouth. Review of the Behavioral Health Hospital's Progress Note dated 
11/28/2023, revealed .Patient [Resident #2] exhibits ongoing behaviors and attempted to put sugar in her 
ears this morning.she requires frequent re-direction to maintain her safety. Review of the Behavioral Health 
Hospital's Progress Note dated 11/30/2023, revealed . [Resident #2] attempts to place items in her ears and 
mouth.insight and judgement are poor. Review of the Behavioral Health Hospital's Progress Note dated 
12/1/2023, revealed .Staff noted she [Resident #2] was attempting to drink water from the toilet. Review of 
the Behavioral Health Hospital's Progress Note dated 12/11/2023, revealed . [Resident #2] reportedly drank 
her own urine out of a cup last night. Review of the Behavioral Health Hospital's Progress Note dated 
12/20/2023, revealed .Nursing staff reports patient [Resident #2] ate her own feces this morning.[Resident 
#2] denies attempting to eat it [feces] and cannot explain how feces got into her mouth.repeated pattern of 
eating non-food items. Review of the Client Uploaded Files revealed the Behavioral Health Hospital Progress 
Notes were uploaded to Resident #2's electronic health record on 1/12/2024. 3. Review of the medical 
record revealed Resident #2 was admitted to the facility on [DATE], with diagnoses including Chronic 
Obstructive Pulmonary Disease (COPD), Deficiency of Other Vitamins, Dementia, Schizoaffective Disorder, 
and Anxiety Disorder. Review of the Weights and Vitals Summary revealed Resident #2's weight was 181.7 
pounds (lbs) on 1/12/2024. Review of the Care Plan Report dated 1/12/2024 through 9/29/2025 revealed 
there was no implemented focus with interventions for behavior related to eating non-food items. Review of 
Order Summary Report revealed, .Ipratropium-Albuterol Inhalation Solution [inhalation therapy used to treat 
difficult breathing, wheezing and shortness of breath] 0.5-2.3 (3) MG [milligram]/3 ML [milliliters].1 inhalation 
inhale orally every 6 hours as needed for 1 treatment QID [4 times per day].Order Date 01/14/2024. Review 
of the admission Minimum Data Set (MDS) assessment dated [DATE], revealed Resident #2 had a Brief 
Interview for Mental Status (BIMS) score of 11, which indicated moderate cognitive impairment. Review of 
the CT (Computed Tomography) Chest w (with) Contrast dated 1/26/2024, revealed .Evaluation of the upper 
abdomen demonstrates multiple indeterminate [unknown or uncertain] foreign bodies within the lumen 
[interior space of the stomach] of the stomach. There is a centrally lucent [an area that appears dark] 
longitudinal [elongated or lengthwise] structures seen within the gastric fundus [upper, rounded portion of the 
stomach]. An additional longitudinal metallic structure also seen within the gastric body with additional 
structures noted in the gastric [NAME] [lower part of the stomach] .Impression.Indeterminate radiolucent 
[appear dark] and metallic foreign bodies within the gastric body and fundus. At least 2 [of] the structures 
were not present on the prior study [12/7/2023]. Review of a CT scan report transcribed on 1/29/2024, 
revealed .Evaluation of the upper abdomen demonstrates multiple indeterminate foreign bodies within the 
lumen of the stomach. The CT scan results were uploaded to Resident #2's electronic health record on 
1/29/2024. Review of the Weights and Vitals Summary revealed Resident #2's weight was 169.3 lbs. on 
4/3/2024. Resident #2 lost 12.4 lbs., (6.85%) in 3 months. Review of a Progress Note dated 6/12/2024, 
revealed .Follow up with [Medical Doctor- MD #2] regarding results of CT of chest done on 01/26/2024 noting 
a Left posterior lung lesion and resident's recent complaint of pain. Per [MD #2] there was no follow up 
needed regarding CT of chest results. The note was entered by the Nursing Supervisor (NS). Review of a 
Progress Note dated 6/25/2024, revealed .[Resident #2] continue asking to go to the hospital, calling for 
husband and telling him to come and taking [take] her to the hospital.She also complained of unable to 
swallow whole pills, medication crushed, and she is able to take it without difficulty. Will continue to monitor. 
Review of a Progress Note dated 6/26/2024, revealed .[Resident#2] continue complains [complaints] of SOB 
[shortness of breath] and want to go to the hospital due to the SOB and sore throat.She complains of 
swallowing problems during med pass and ask [asked] her medication to be crushed, crush medication with 
pudding without difficulties. Review of a Progress Note dated 6/27/2024, revealed .[Resident#2] continues to 
complains [complain] of swallowing issues. Review of a Progress Note dated 6/28/2024 at 3:05 PM, revealed 
. [Resident #2] continued to complaint [complain] with swallowing issues. Review of a Progress Note dated 
6/28/2024 at 11:14 PM, revealed . [Resident #2] continues to complaint [complain] with swallowing issues. 
Review of a Progress Note dated 6/29/2024 at 11:48 AM, revealed .[Resident#2] continues to complain with 
swallowing issues. Review of the Speech Therapy Evaluation (Speech Language Pathology (SLP) & (and) 
Plan of Treatment note revealed, .6/30/2024.Pt [Resident #2] exhibiting difficulty with A-P [anterior 
posterior-throat to stomach] movement of meals [moving food through the digestive track from the throat to 
the stomach] and excessive difficulty swallowing with mech [mechanical - foods easy to chew and swallow] 
soft and regular texture. Pt describes what sounds as if a stricture and coughing gagging on viscous [thick] 
foods.Severe . Clinical S/S [signs and symptoms] Dysphagia: per nsg [nursing], pt has had swallow 
downgraded to grounded and crush meds.Risk Factors.the patient is at risk for anxiety and malnutrition. 
Review of the Progress Note dated 7/1/2024 at 11:15 AM, revealed . [Resident #2] continues to complain 
with swallowing issues. Review of the Progress Note dated 7/1/2024 at 11:30 PM, revealed . [Resident #2] 
continue [to] complains [complain] of swallowing issues. Review of the Progress Note dated 7/2/2024 at 
11:19 AM, revealed . [Resident #2's] husband.called wanting to know why his wife was not being sent to the 
hospital for treatment. He stated that she reported to him she was not able to swallow and having chest pain.
resident was assessed and verified what husband had stated.some SOB noted. Review of the Progress Note 
dated 7/2/2024 at 11:58 AM, revealed .Patient [Resident #2] was sent to ER [Emergency Room] via [by way 
of] 911 at husbands request r/t [related to] .her complaint of chest pain and not being able to swallow. 
Review of the Progress Note dated 7/2/2024 at 3:56 PM, revealed .Review of labs for 07/02/2024 with critical 
values of Carbon Dioxide level 41 [normal range 21.9 - 28.1].resident currently at.ED [emergency 
department]. Continued review of the lab work dated 7/2/2024 revealed an elevated white blood count of 12.
7 (normal range of 4.9-11.1) which would be indicative of an infection. Review of the Progress Note dated 
7/2/2024 at 10:01 PM, revealed . [Resident #2] in hospital per her request. Review of the Weights and Vitals 
Summary revealed Resident #2's weight was 157.2 lbs. on 7/3/2024 [7/2/2024]. Resident #2 lost 24.5 lbs., 
(13.5%) in 6 months, which was considered severe weight loss. 4. Review Hospital #2's History of Present 
Illness dated 7/3/2024, revealed .a transfer from [Named Hospital #1] ED [emergency department] for 
evaluation of foreign metallic object in esophagus as well as concern for necrotizing pneumonia [rare and 
severe bacterial lung infection] vs. [versus] pulmonary abscess [pus filled cavity on the lung often caused by 
aspiration-the accidental inhalation of foreign materials into the airway] on CT imaging. She initially present 
[presents].with complaint of chest pain and shortness of breath that started yesterday morning. She 
reportedly was experiencing dysphagia [difficulty swallowing] with a pureed [foods with pudding like 
consistency] diet at her care facility [Facility #1] as well.Repeat KUB [type of abdominal X-ray].this morning 
revealed A spoon is seen in the stomach. A [NAME] pin overlies [appears on top of] the RIGHT upper 
quadrant [upper part of the abdomen]. Additional radiopaque [appears white or light because it blocks the 
radiation for example metal, bone, glass] foreign bodies appear present adjacent [close] to.the spoon.Patient 
has been complaining of a sore throat and sharp pain in her chest.Does have some wheezing. Review of 
Upper Gastrointestinal endoscopy [procedure to examine your digestive system] report dated 7/3/2024, 
revealed .There is a large clam shell that is wedged just below the UES [upper esophageal 
sphincter-muscles that separate the throat from the esophagus-tube that connects the throat to the stomach]. 
There is a large ulceration with a mucosal tear [laceration in the lining] already present upon entry in the 
esophagus. There is a straw adjacent to the area. I attempted.to remove the clam shell but was unable to 
after multiple attempts. I was able to traverse [move/navigate] around the shell into the remainder of the 
esophagus. There is some trauma noted in the distal [lower end that connects to the stomach] esophagus 
from foreign body ingestion. In the stomach, there are multiple objects as outlined below. I used multiple 
types of equipment to remove all foreign bodies.A clam shell, two plastic straws (whole), a corrugated [with 
ridges and grooves] straw (whole), toothbrush, 4 [named cotton swab], a spoon, a [named hair] pin, 3 
ampules [sealed plastic tube] of albuterol, an oxygen mask string, and a beaded bracelet.A couple of [named 
cotton swabs] were left behind in the stomach.Impression.THIS IS AN EXTENDED PROCEDURE THAT 
TOOK 1.5 HOURS TO COMPLETE. IT WAS VERY CHALLENGING AND TECHNICALLY DIFFICULT. 
Recommendation.transfer.Obtain stat [done immediately] CXR [Chest Xray] - I am uncertain if she has a 
perforation in the proximal esophagus [upper part of the chest behind the windpipe] . Review of Hospital #2's 
Discharge Summary Report revealed Resident #2 experienced a cardiac or respiratory arrest was 
resuscitated and experienced arrest a second time in the Intensive Care Unit and was pronounced deceased 
on 7/9/2024. During a telephone interview on 9/26/2025 at 3:06 PM, Licensed Practical Nurse (LPN) L stated 
Resident #2 complained of feeling like she had something in her throat and was having trouble swallowing. 
LPN L stated Resident #2 had taken her medication whole without having trouble swallowing, then started 
having problems swallowing and had to be given medications crushed. LPN L stated Resident #2 
complained of a sore throat and began to clear her throat constantly. LPN L stated she had reported 
Resident #2's complaints of painful swallowing and throat clearing to the Nurse Supervisor(NS). LPN L 
confirmed she was not aware of Resident #2's behavior history of swallowing non-food items. During an 
interview on 9/30/2025 at 9:26 AM, Restorative Nursing Assistant (RNA) H stated Resident #2 was 
monitored during meals in the dining room with all residents. RNA H stated she recalls Resident #2 had to 
use plastic utensils for some reason, though she wasn't sure why. During an interview on 9/30/2025 at 4:17 
PM, the Former Director of Nursing (DON) CC stated Resident #2 had complained to staff about having 
trouble swallowing, was constantly requesting water, and began to have repetitive behaviors of trying to clear 
her throat. Former DON CC concluded she spoke with Medical Doctor (MD) #2 and suggested evaluation 
with the Speech Therapist. The Speech Therapist recommended a swallow study (test to assess for 
abnormalities in swallowing function). Former DON CC stated she was not aware of Resident #2's prior 
behaviors related to eating non-food items and does not recall discussing her behaviors in the clinical 
meetings. Former DON CC alleges the only thing she recalled being told about Resident #2's mental health 
history was that she was stable for discharge to the facility. During a telephone interview on 9/30/2025 at 
5:01 PM, the Radiologist reviewed Resident #2's CT scan dated 1/26/2024 and confirmed there were two 
longitudinal (lengthwise) foreign bodies, 1 metallic and 1 nonmetallic, present in Resident #2's stomach that 
were not present on a CT scan completed on 12/7/2023. The Radiologist stated he expected the ordering 
provider would order a follow-up study to be completed. The Radiologist stated the report was sent to MD #2. 
During an interview on 10/2/2025 at 11:09 AM, the Medical Director (MD #1) stated she could not recall the 
Quality Assurance Performance Improvement (QAPI) Committee meeting to discuss Resident #2's 
hospitalization related to eating non-food items. MD #1 stated Resident #2's medical history provided by the 
Behavioral Health Hospital during admission should have been considered when developing a care plan. MD 
#1 reviewed the Radiology report for Resident #2 dated 1/29/2025. MD #1 confirmed the report indicated the 
presence of two foreign bodies in Resident #2's abdomen and should have triggered evaluation and 
monitoring for behaviors. During a telephone interview on 10/2/2025 at 7:00 PM, MD #2 confirmed Resident 
#2 was his patient during her stay at the facility from 1/12/2024-7/2/2024. MD #2 was asked if he had been 
aware of Resident #2's history of behavior related to eating non-food items. MD #2 stated, .If it [Resident #2's 
behavior history] was in her chart, yes, I would have her history . MD #2 stated he had not read Resident 
#2's history in detail, though he knew Resident #2 had swallowed a spoon and was sent to the hospital. MD 
#2 stated he did not recall if the hospital had removed the spoon from Resident #2's stomach or if she had 
passed the spoon. MD #2 stated he was aware Resident #2 had passed away due to complications during a 
biopsy procedure performed on her pulmonary nodules and not during the procedure to remove items from 
her stomach. MD #2 was again asked if he had reviewed Resident #2's behaviors noted in her progress 
notes sent from the Behavioral Hospital and had he ordered monitoring for those behaviors. MD #2 
concluded he was sure he had reviewed Resident #2's history and stated he obviously did not recall seeing 
any behaviors that impressed him. MD #2 was asked if he had concerns related to the results of the CT scan 
completed on 1/26/2024, which included two foreign bodies noted in Resident #2's stomach. MD #2 stated 
his concern was to follow up on the pulmonary nodules that had been identified prior to Resident #2's 
admission to the facility. MD #2 stated he had not ordered monitoring for Resident #2 ingesting non-food 
items, and he wasn't sure the facility would be able to provide monitoring for those behaviors. MD #2 stated 
Resident #2 should not have been admitted to the facility if she required that type of monitoring. MD #2 
confirmed the ingestion of foreign bodies by Resident #2 could likely lead to harm or death. During an 
interview on 10/7/2025 at 3:14 PM, the admission Coordinator (AC) stated she retrieved the referrals from an 
admissions portal, and the Admissions Team reviewed the referral. The AC stated the Admissions Team 
consisted of the admission Coordinator, the DON, the Administrator, the Rehab Director, and the Business 
Office Manager. The AC confirmed the Admissions Team talked about Resident #2, and she (AC) had 
reservations because Resident #2 was coming from the Behavioral Hospital. The AC stated the referral 
indicated Resident #2 had received treatment for behaviors and was stable for discharge. The AC stated 
once the resident was accepted, the MD would be notified and given the resident's history with diagnoses 
and their list of medications. The AC was asked if there was a process for reviewing a resident's records 
from the discharge facility prior to admission to Facility #1. The AC replied, .No, before now, we basically just 
discussed the report we got from the facility with the referral. During an interview on 10/7/2025 at 3:54 PM, 
the NS was asked if he had reviewed the result of Resident #2's CT completed on 1/26/2024. The NS 
replied, .No, the results would go directly to [Named MD #2]'s office for review. The NS was asked if he had 
discussed the results of the CT with MD #2 when speaking with him on 6/12/2024 related to a follow-up CT 
scan. The NS replied, .I don't recall talking with [MD #2] about any of the results. The NS was given the 
progress note to review that was entered by him on 6/12/2024 related to Resident #2's CT results. The NS 
responded, .I just can't recall seeing any results on her CT scan. The NS was asked if he had reviewed 
Resident #2's admission history from the Behavioral Hospital. The NS responded, .I usually do not attend the 
clinical meetings because I have so many responsibilities.A resident's history and physical information would 
be up to the admitting nurse to obtain, and if not, we eventually find out what behaviors they have or build a 
history based on their behavior in the facility.I wasn't aware of any problems [Named Resident #2] was 
having with swallowing until the day she was sent to the hospital [7/2/2024].I do know that [Resident #2] was 
very manipulative and might have been using her sore throat problem to cut a deal with the nurse to go 
outside to smoke.she did that a lot.I think if she complained with swallowing difficulty, the nurse would have 
assessed her and followed up with the physician. During an interview on 10/8/2025 at 10:19 AM, the 
Registered Dietician (RD) stated she was aware of Resident #2's weight loss and had determined the weight 
loss was not significant until before she went to the hospital and most likely was caused by her COPD. The 
RD concluded interventions were implemented which included large portions and supplements. During an 
interview on 10/8/2025 at 11:19 AM, the Licensed Psychologist (LP) stated she had provided mental health 
visits to Resident #2 related to her diagnosis of severe mental illness and treated anxiety type behaviors. The 
LP confirmed she was unaware of Resident #2's history related to behaviors of eating non-food items. The 
LP stated she would expect to receive information provided to the facility related to the residents' mental 
health history with a referral for services. The LP stated she did see paperwork from the referring facility and 
did not recall reading anything about behaviors related to eating non-food items. The LP stated, . [Named 
Resident #2] could be very dramatic during interactions. During a telephone interview on 10/8/2025 at 12:14 
PM, the SLP stated, .I received a referral to see [Named Resident #2] because she kept complaining about 
difficulty swallowing and feeling like something was stuck in her throat.she described a feeling of pressure 
when she would eat.The symptoms described were the same as patients describe when they have a 
narrowing in the esophagus and I ordered a swallow study [imaging exam that examines the swallowing 
process] and changed her diet to a pureed texture .I didn't know about her [Resident #2] history of eating 
non-food items or that would have been a huge red flag to send her out to the hospital for evaluation 
immediately.I didn't hear anything obvious.I can only hear something above the esophagus. During an 
interview on 10/8/2025 at 4:16 PM, the Social Services Director (SSD) stated Resident #2's history from 
Behavioral Hospital #1 had not been discussed in the care plan meetings or the Interdisciplinary Team (IDT) 
meetings. The SSD stated she was not aware of Resident #2's history of eating non-food items. During a 
telephone interview on 10/8/2025 at 5:36 PM, the Psychiatric Services Nurse Practitioner (PNP) stated she 
would expect to receive a referral for a resident with behaviors related to eating non-food items. The PNP 
stated she was not aware of Resident #2's prior history of eating non-food items. The PNP concluded there 
had been a problem with the facility getting accurate paperwork with a resident's history prior to them being 
admitted to the facility. During a telephone interview on 10/9/2025 at 11:34 AM, LPN U stated Resident #2 
was anxious and often made repetitive requests to go to the hospital due to multiple symptoms and to go 
outside and smoke. LPN U stated she was not aware of Resident #2's history of eating non-food items. 
During a telephone interview on 10/9/2025 at 11:40 AM, LPN T stated Resident #2 was frequently awake 
and anxious during the 10:30 PM to 6:30 AM shift. LPN T stated Resident #2 would often complain of being 
hungry or thirsty at night and would eat snacks constantly. LPN T stated about a month before she went to 
the hospital (7/2/2024), Resident #2 complained of trouble swallowing and stopped eating her snacks at 
night. LPN T stated she reported Resident #2's complaints of trouble swallowing to a nurse manager (LPN T 
could not recall to whom she had reported the complaints of difficult swallowing to in June 2024). LPN T 
concluded if she had been aware of Resident #2's history of swallowing non-food items, she would have 
obtained an order to send her for evaluation in the emergency room. An acceptable Removal Plan which 
removed the immediacy of the Jeopardy was received on 10/7/2025 and was validated onsite by the 
surveyor on 10/7/2025 through 10/8/2025 by medical record reviews, observations, review of education 
records, and staff interviews. F 600 A. Immediate action to address the residents affected or likely to be 
affected: There were no additional residents identified during screening. There were no additional residents 
with abuse/neglect concerns identified. The skin assessments did not identify additional concerns. Staff who 
were not available during the training will be trained before being allowed to work. In addition, the staff 
should attain a 100% score and be retrained by the DON, VP of Clinical Services, SDC (staff development 
coordinator) or Unit Manager if the score is less than 100%. From 10/2/25 - 10/3/25, the DON, VP of Clinical 
Services, SDC (staff development coordinator) and Unit Manager reviewed the current residents' assessed 
history of pertinent/related behaviors. In addition, all potential admissions/patient referrals were also 
reviewed by the admission director, DON/Unit Manager/MDS (minimum data set) Nurse prior to admission to 
the facility. If any relevant behavior is identified, a care plan will be developed upon admission to address the 
behavior identified. The DON will follow-up pertinent radiology results within 24 hours. In the absence of the 
DON, the ADON will follow-up radiology results. The results will be relayed to the attending physician; a care 
plan will be developed to address the radiology results as needed. 1. Resident 2 no longer resides in the 
facility. The resident was discharged to another facility on 7/2/24. 2. The DON (director of nursing) conducted 
a huddle meeting on 9/29/25 with the nursing staff to identify any resident who may have similar behavior like 
Resident #2, a vulnerable, cognitively impaired resident with a behavioral history of eating non-food items 
including the ingestion of metal objects. 3. To identify residents who are likely to be affected by the alleged 
deficiency, on 10/2/25 to 10/3/25, the clinical leadership team (DON, UM - unit manager, SDC - staff 
development coordinator, MDS - minimum data set Nurse) SSD (social services director), VPCS (vice 
president of clinical services) and RRCO (regional regulatory compliance officer) completed a screening of 
all residents for aggressive behavior and screening for risk for abuse of all residents. 4. Identified concerns 
from the completed screenings were care planned on 10/2/25 to 10/3/25 by clinical leadership team (DON, 
UM - unit manager, SDC - staff development coordinator, MDS - minimum data set Nurse) SSD (social 
services director), VPCS (vice president of clinical services) and RRCO (regional regulatory compliance 
officer). 5. The DON (director of nursing), UM (unit manager), SSD (social services director), and SDC (staff 
development coordinator) also conducted resident abuse interviews or skin assessments. The residents who 
are able to participate were interviewed to ensure that they feel safe in the facility. The results of the 
interviews will be documented in the Resident Abuse Interview. The residents who are unable to participate 
in interviews due to cognitive deficit were assessed by the nurses to identify signs of abuse/neglect. These 
action items were completed on 10/05/25. B. Immediate Actions to Prevent Occurrence/Recurrence: 1. 
Ad-Hoc QAPI Meeting: Ad-Hoc QAPI meeting was completed on 9/29/25 which was participated by the 
leadership team which includes the Administrator, Director of Nursing (DON), Unit Manager (UM), RD 
(registered dietician), Social services Director (SSD), Minimum Data Set (MDS) Coordinators, Business 
office Manager (BOM), Medical Records, Rehabilitation Manager, and Nursing Scheduler. This was also 
participated by the VP of Clinical Services, Chief of Operations and Regional Regulatory Compliance Officer. 
The QAPI team discussed the reason Resident #2 was transferred to the hospital on 7/2/24 and the 
admission reports of foreign bodies found within her abdomen. The leadership team also discussed the 
facility actions and systemic changes which were implemented to prevent the recurrence of similar incidents. 
The facility actions as specified in the plans of removal which includes but are not limited to: a) Review of 
potential admissions (referrals) by the admission staff, DON or her designee prior to admissions b) 
Development of care plan upon admission to address any identified risk from review of documents, such as 
hospital records and other documents which provided information about the potential admissions medical 
and psychiatric history c) Care plan review of all current residents to ensure that any identified behaviors are 
addressed with person-centered interventions 2. Huddle Meeting: The DON (director of nursing) conducted a 
huddle meeting on 9/29/25 with the nursing staff to identify any resident who may have similar behavior like 
Resident #2, a vulnerable, cognitively impaired resident with a behavioral history of eating non-food items 
including the ingestion of metal objects. The DON will review the clinical huddle meeting records daily to 
identify any concern related to resident's behavior to ensure that the behaviors are care planned with 
person-centered interventions. 3. Care Plan review: The clinical leadership team (DON, UM - Unit Manager, 
SDC - staff development coordinator, MDS - minimum data set Nurse), SSD (social service director, VPCS 
(Vice President of Clinical Services), and VPBM (Vice President of Behavior Management & Resident 
Quality of Life) reviewed all care plans of current residents to ensure that all behaviors are care planned with 
person-centered interventions. This action item will be completed on or before 10/06/2
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, medical record review, facility incident report review, staffing agency timeslip review, 
Metropolitan Police Department Public Record Request Response review, and interviews, the facility failed to 
conduct a thorough investigation for allegations of sexual abuse for 1 of 4 (Resident #4) sampled residents 
reviewed for abuse. On 3/6/2024, Resident #4 reported she was sexually assaulted by a man fitting the 
description of an agency employee working in the facility. Resident #4 reported the male entered her room, 
pulled his penis out, turned her over and stuck his penis in her rectum. The facility's failure to thoroughly 
investigate allegations of sexual abuse to determine if necessary actions were needed to ensure the 
protection of all residents from abuse resulted in Immediate Jeopardy (IJ) for Resident #4. Immediate 
Jeopardy is a situation in which the provider's noncompliance with one or more requirements of participation 
has caused, or is likely to cause, serious injury, harm, impairment, or death to a resident. The Administrator, 
the Director of Nursing (DON), the [NAME] President of Clinical Services (VPCS), and the Regional 
Regulatory Compliance Officer (RRCO), were notified of the Immediate Jeopardy (IJ) at F-610 during the 
complaint investigation on 10/3/2023 at 2:42 PM. The facility was cited at F-610 at a scope and severity of J, 
which is Substandard Quality of Care. A partial extended survey was conducted from 10/3/2025 through 
10/9/2025. An acceptable Removal Plan, which removed the immediacy of the Jeopardy for F-610 was 
received on 10/7/2025. The Removal Plan was validated onsite by the surveyor on 10/7/2025-10/8/2025 
through medical record review, observation, review of education records, and staff interviews. The IJ began 
on 3/6/2024 - 10/8/2025 and was removed on 10/9/2025. Noncompliance at F-610 continues at the scope 
and severity of E for monitoring the effectiveness of the corrective actions. The facility is required to submit a 
Plan of Correction.The findings include: Review of the undated facility policy titled, Abuse, Neglect and 
Exploitation, revealed, .It is the policy of this facility to provide protections for the health, welfare and rights of 
each resident by developing and implementing written policies and procedures that prohibit and prevent 
abuse, neglect.Sexual Abuse is non-consensual sexual contact of any type with a resident .Alleged Violation 
is a situation or occurrence that is observed or reported by staff, resident.visitors or others but has not yet 
been investigated.mental faculty; requiring medical intervention as surgery, hospitalization, or physical 
rehabilitation; or an injury resulting from criminal sexual abuse.Criminal sexual abuse is serious bodily 
injury/harm shall be considered to have occurred if the conduct causing the injury is conduct described.
relating to aggravated sexual abuse.The facility will follow the State and federal guidelines for investigating 
and reporting.An immediate investigation is warranted when suspicion of abuse, neglect.or reports of abuse, 
neglect.occur.Identifying staff responsible for the investigation.Identifying and interviewing all involved 
persons, including the alleged victim, alleged perpetrator, witnesses, and others who might have knowledge 
of the allegations.Focusing the investigation on determining if abuse, neglect.mistreatment has occurred, the 
extent, and cause.Providing complete and thorough documentation of the investigation.The facility will make 
efforts to ensure all residents are protected from physical and psychosocial harm.Responding immediately to 
protect the alleged victim and integrity of the investigation.Taking all necessary actions as a result if the 
investigation, which may include.Analyzing the occurrence(s) to determine why abuse, neglect.of resident.
and what changes are needed to prevent further occurrences.Training of staff on changes made, and 
demonstration of staff competency after training is implemented .Identification of staff responsible for 
implementation of corrective actions.The expected date for implementation.Identification of staff responsible 
for monitoring the implementation of the plan.The Administrator will follow up with government agencies, 
during business hours, to confirm the initial report was received, and to report the results of the investigation 
when final within 5 working days of the incident, as required by state agencies. Review of the medical record 
revealed Resident #4 was admitted to the facility on [DATE], with diagnoses which included Peripheral 
Vascular Disease, Anxiety Disorder, Acquired Absence of Right Leg Above Knee, and Acquired Absence of 
Left Leg Above Knee. Review of the admission Minimum Data Set (MDS) assessment dated [DATE], 
revealed Resident #4 had a Brief Interview for Mental Status (BIMS) score of 11, which indicated moderate 
cognitive impairment. Resident #4 was dependent on staff for toileting hygiene, lower body dressing, and 
transfers, and was incontinent of bowel and bladder. Review of the Temporary Staffing Agency's signed time 
slips provided by the facility revealed Certified Nursing Technician (CNT) Z worked in the facility assigned to 
the 200 Hall where Resident #4 resided. On 3/4/2024, CNT Z was assigned to the 200 Hall during the 6:30 
AM to 2:30 PM and the 2:30 PM to 10:30 PM shift. On 3/5/2024 CNT Z was assigned to the 200 Hall during 
the 6:30 AM to 2:30 PM shift. On 3/6/2024, CNT Z was assigned to the 200 Hall during the 6:30 AM to 2:30 
PM shift. Review of the Facility's Incident/Accident Report dated 3/6/2024, revealed .Date of 
incident/accident 3/5/24 [2024].Time of incident/accident 1:05 PM.[Named Resident #4] reported she was 
sexually assaulted on Tues. [Tuesday] 3/5/24 during the night.could not recall the time.stated a black man 
dressed in blue top + [and] bottom with a bald head. Review of the Progress Note dated 3/6/2024, revealed, .
[Named Resident #4] reported that she was sexually assaulted on Tuesday March 5, 2024 doing [during] the 
night, she could not recall the time of the incident.stated that a black man dressed in Blue top and bottom 
with a bald head enter [entered] her room pulled his private out and turned her over in bed and stuck his 
private part in her rectum, she told him to stop he was hurting her, he would not stop. Review of the Incident 
Reporting System (IRS) report dated 3/6/2024, revealed the Facility reported Sexual abuse allegations made 
by Resident #4 to the State Agency (SA). The report revealed Resident #4 alleged on 3/5/2024, a black man 
with a bald head and wearing blue scrubs came into her room and put his private part in her behind (anus) 
and hurt her. The report revealed the facility alleges Resident #4 reported a white man came into her room 
and licked her from behind to her front to ambulance employees. The Facility reported no serious bodily 
injury or abuse occurred. The report revealed the Facility concluded .The reason why no investigation is 
because resident had changed her story from a Black man to a [NAME] Man. Review of a Metropolitan 
Police Department Public Record Request Response Form dated 9/30/2025, regarding the surveyor's 
request for the police report related to Resident #4's allegations of sexual assault revealed, .request is 
denied.the following state, federal, or other applicable law prohibits disclosure of the requested records: This 
is still an open investigation, and is not releasable at this time. The facility failed to provide an investigation 
for Resident #4's allegation of sexual assault. During an interview on 9/30/2025 at 4:41 PM, the Business 
Office Manager (BOM) stated she turned in the report related to Resident #4's allegations of sexual assault 
on the IRS system on 3/6/2024. The BOM stated she viewed the video footage dated 3/5/2024 and 
confirmed CNT Z went into Resident #4's room approximately 3 times on 3/5/2024. The BOM stated CNT Z 
did not stay in the room long. The BOM was asked to describe CNT Z. The BOM stated, .[Named CNT Z] 
was a black man with a bald head, a salt and pepper [black and white] beard wearing blue scrubs.Just like 
[Resident #4] described. The BOM concluded, .I think he [CNT Z] worked a double [6:30 AM to 2:30 PM and 
2:30 PM to 10:30 PM] shift that day [3/5/2024].I don't think he [CNT Z] worked again after the day [3/6/2024] 
she [Resident #4] reported the incident. During an interview on 10/2/2025 at 10:45 AM, the Administrator 
stated he had not been back to the facility as Administrator very long when Resident #4 made the allegations 
of sexual abuse. The Administrator concluded the Interim Administrator had received the allegations from 
staff on 3/6/2024 and had determined the alleged perpetrator was not in the building at the time Resident #4 
alleged the assault occurred on 3/5/2024. The Administrator was asked if the facility conducted a thorough 
investigation to determine whether sexual abuse occurred, which included assessment of other residents 
residing in the facility. The Administrator stated, .We notified the police and her [Resident #4] conservator.
she [Resident #4] changed her story about the color [race] of the staff member, once she said he was black 
and then she said he was white.There were 2 males working in the building, I don't think they went into the 
room without a witness.No other investigation was completed after [Resident #4] was transferred to the 
hospital. The Administrator was asked if other residents should have been assessed to rule out additional 
victims of sexual abuse. The Administrator stated, .The Interim Administrator did not feel the need to 
question anyone else.I know now we should have done more investigating. During an interview on 10/2/2025 
at 11:09 AM, the Medical Director (MD) stated she had attended a Quality Assurance Performance 
Improvement (QAPI) meeting and discussed Resident #4's allegation of sexual assault. The MD was asked if 
the committee had determined whether there had been abuse and if interventions had been put in place. The 
MD stated the facility couldn't complete an investigation due to Resident #4 not returning to the facility. The 
MD was asked if the facility had completed an investigation, including interviewing residents to ensure there 
were no other residents sexually abused. The MD replied, No, I don't believe so. During an interview on 
10/2/2025 at 4:33 PM, a Staffing Coordinator (SC) with the Temporary Staffing Agency confirmed CNT Z 
worked on assignment in Facility from 3/1/2024 through 3/6/2024. The SC concluded there had been no 
communication from Facility #related to any type of incidents or allegations. During an interview on 
10/8/2025 at 4:16 PM, the Social Services Director (SSD) stated the Former Activity Director reported 
allegations of sexual abuse voiced by Resident #4. The SSD stated she reported the allegation immediately 
to [Named Interim Administrator]. The SSD stated she usually participates in abuse investigations by 
interviewing residents with a high BIMS score and confirmed she was not asked to interview other residents 
regarding sexual abuse allegations made by Resident #4. The SSD stated CNT Z's appearance was 
consistent with the description of the perpetrator provided by Resident #4 and was told not to return to the 
facility to work. The SSD confirmed she was not aware of any investigation conducted in the facility after 
Resident #4 was sent out to the hospital on 3/6/2024. Multiple attempts to contact the Interim Administrator 
and CNT Z for interview were made during the investigation without success. During a telephone interview 
on 10/9/2025 at 10:11 AM, Resident #2's Conservator stated the facility had reported the alleged perpetrator 
was not in the building at the time of the alleged sexual assault. The Conservator stated the Tennessee 
Bureau of Investigations (TBI) said they were not going to pursue the investigation due to Resident #4's 
cognitive level and the knowledge of the perpetrator not working during the night of 3/5/2024. Resident #2's 
Conservator stated he felt that it was too risky to allow Resident #2 to return to the facility. Resident #2's 
Conservator stated she passed away 9 months after the incident. During a telephone interview on 10/9/2025 
at 11:34 AM, Licensed Practical Nurse (LPN) U stated she was not aware of an investigation related to 
Resident #4's allegations of sexual assault on 3/6/2024. During a telephone interview on 10/9/2027 at 12:20 
PM, Former Director of Nursing (DON) V was asked if she had assisted with an investigation related to 
allegations of sexual assault made by Resident #4 on 3/6/2024. Former DON V stated, .I do not recall an 
investigation related to [Resident #4]'s allegation of sexual assault by a staff member. During a telephone 
call on 10/14/2025 at 3:53 PM, the Administrator stated he had found a binder with an investigation related to 
Resident #4's allegations of sexual assault, 5 days after the survey exit on 10/9/2025. An acceptable 
Removal Plan which removed the immediacy of the Jeopardy for F-610 was received on 10/7/2025, and the 
Removal Plan was validated on-site by the surveyor on 10/7/2025-10/8/2025 by medical record review, 
observation, review of education records, and staff interviews. A. Immediate action to address the residents 
affected or likely to be affected: Staff who were not available during the training will be trained before being 
allowed to work. In addition, the staff should attain a 100% score and be retrained by the DON, VP of Clinical 
Services, SDC (staff development coordinator) or Unit Manager if the score is less than 100%. On 10/06/25, 
the DON, VP of Clinical Services, SDC (staff development coordinator)/ Unit Manager provided staff with 
education/re-education & competency verification on sexual abuse and evidence protection. Staff who were 
not available during the training will receive the training & competency verification prior to being allowed to 
work. Besides documenting staff interviews, any concern which are identified during the interviews will be 
addressed by the DON/Administrator. Facility actions include but are not limited to: a) providing additional 
training, b) conducting additional interviews as part of the investigation, c) conducting root cause analysis of 
any concern identified, and d) reporting to QAPI committee any patterns and trends identified. The QAPI 
team developed an abuse/neglect quality assurance tool which will be used to review all incidents and 
allegations of abuse/neglect daily. Daily, the QAPI team will review all allegations and incidents to ensure the 
following action items are completed, a) the incident/ allegation of abuse/Neglect or injury of unknown origin 
are investigated thoroughly, b) the alleged perpetrator is removed from resident contact immediately, c) the 
incident/ allegation is reported to the Administrator and state agency promptly, d) to ensure that law 
enforcement is notified of suspicion of a crime, e) the policy of the facility's abuse/ neglect protocol is 
followed, and f) intervention(s) implemented to ensure protection of the resident(s). The QAPI team will 
discuss patterns/trends identified during Ad-Hoc QAPI meetings and scheduled monthly QAPI meetings. The 
QAPI team will also include members of the governing body and executive management team when 
investigating any allegation of abuse/neglect. 1. Resident 4 no longer resides in the facility. The resident was 
discharged to another facility on 3/6/24. 2. To identify other residents who may be affected by the alleged 
deficiency, the DON (director of nursing), UM (unit manager), SSD (social services director), and SDC (staff 
development coordinator) conducted resident abuse interviews or skin assessments. The residents who are 
able to participate were interviewed to ensure that they feel safe in the facility. The results of the interviews 
will be documented in the Resident Abuse Interview. The residents who are unable to participate in 
interviews due to cognitive deficit were assessed by the nurses to identify signs of abuse/neglect. These 
action items were completed on 10/05/25. B. Immediate Actions to Prevent Occurrence/Recurrence: 1. 
Ad-Hoc QAPI Meeting: An Ad-Hoc QAPI meeting was completed on 10/03/25 which were participated by the 
leadership team which includes the Administrator, Director of Nursing (DON), Unit Manager (UM), Social 
services Director (SSD), Minimum Data Set (MDS) Coordinator, SDC (staff development coordinator), VPCS 
(Vice President of Clinical Services), and RRCO (Regional Regulatory Compliance Officer). During the 
Ad-Hoc QAPI meeting, the leadership team discussed the alleged deficiency related to failure to thoroughly 
investigate a sexual allegation and the corrective actions which are described in this plan of removal. 2. 
Review of policies: The policies and procedures related to investigation of allegations of abuse/neglect were 
reviewed by the DON, Administrator, VP of Clinical Services and VP of Regulatory Compliance and QAPI on 
10/03/25. There was no revision needed. 3. Investigation process & leadership training: To identify and 
investigate future allegations of abuse/neglect that has the potential or likelihood to cause serious injury, 
harm, impairment, or death, the leadership team which includes the Administrator, Director of Nursing 
(DON), Unit Manager (UM), Social services Director (SSD), Minimum Data Set (MDS) Coordinator, SDC 
(staff development coordinator) were provided with training by the Regional Regulatory Compliance Officer 
on 10/03/25: a) After receiving the initial notification from the staff about any allegation of abuse or neglect, 
the NHA (Administrator)/DON will initiate the investigation. b) While investigation is in progress, the 
NHA/DON will ensure residents are protected from potential abuse. c) The NHA/DON will complete the 
investigation of all allegations of abuse/neglect. d) The VP of Operations/VP of Operations will monitor 
compliance related to investigation of all allegations of abuse/neglect. A Significant Event Call or SEC call 
will be conducted to review the allegation of abuse/neglect. The SEC call is participated by the facility's 
Administrator and DON, a member of the governing body and other members of the executive management 
(which includes COO - chief of operations, CRCO - chief of regulatory compliance officer, [NAME] President 
of Behavior Management and Resident Quality of Life). During these calls, the leadership team will be 
provided with recommendations to ensure residents are protected during investigation of the allegations of 
abuse/neglect. 4. Staff education: Staff will be provided with training about their responsibility to participate/ 
cooperate with the administration when conducting an investigation of abuse/neglect, policy on abuse, and 
the responsibility of all staff to prevent resident abuse/neglect. The training was completed on 10/3/25 by the 
DON/SDC/ unit manager. For any staff members who were on vacation, or were not available at that time, 
training will be completed upon return to work. The training included posttests, and the acceptable score is 
100%. Any staff who did not achieve 100% test results was provided with additional retraining from a trained 
department head, DON, Unit Manager, SDC or Administrator. The facility is not using agency staff at this 
time. If agency staff are used in the future, the facility will utilize the same process of providing the education 
to ensure that they (agency staff) will receive the same training as the facility staff. 5. Clinical Meetings: The 
DON/NHA and other members of the IDT (interdisciplinary team) which includes but not limited to activity 
director, MDS (minimum data set) nurse, and unit manager, will conduct clinical meetings daily (Mondays - 
Fridays). During the clinical meeting, the above-mentioned team members will discuss residents who have 
new or worsening behavior or cognition to ensure that a care plan was developed to address the behavior 
and worsening cognitive function. Any concern will be addressed immediately to prevent abuse and to 
ensure any potential abuse is reported timely and investigation is initiated immediately. During the 
weekends, the DON/NHA/Charge nurse/MOD (manager on duty) will review residents who have worsening 
behavior and cognition to ensure that a care plan was developed to address the behavior and worsening 
cognition. Any concern will be addressed immediately to prevent future abuse and to ensure any potential 
abuse is reported timely and investigation is initiated immediately. 6. Review of all allegations and incidents: 
The DON/ Administrator will review/audit all incidents/potential abuse daily to ensure compliance with 
investigation of allegations of abuse. This action item will be initiated on 10/4/25. 7. Weekly Ad-Hoc QAPI 
meetings: An Ad-Hoc QAPI meeting will be held weekly to review results of observations and other 
monitoring activities related to prevention of elopement. The meeting will be attended by the QAPI team 
members which includes but are not limited to the Facility Medical Director, Administrator, DON, ADON, UM 
(unit manager), Social Services Director, MDS Nurse, Maintenance Director, Dietary Manager, Infection 
Control/SDC, Activities Director, Rehab Manager, RD (registered dietician) and Business office Manager. 
During the Ad-Hoc QAPI meetings, the QAPI will report any concern identified from observations, interviews, 
record reviews, and monitoring activities. If any concern is identified, the QAPI team will determine additional 
items to be implemented to achieve compliance and ensure resident safety. The QAPI team will continue to 
review results of audits, observation, and record reviews during Ad-Hoc QAPI weekly meetings for a 
minimum of three (3) months. 8. Monthly QAPI meetings: Monthly QAPI will also be held. The meeting will be 
attended by the QAPI team members which includes but are not limited to the Facility Medical Director, 
Administrator, DON, ADON, UM (unit manager), Social Services Director, MDS Nurse, Maintenance 
Director, Dietary Manager, Infection Control/SDC, Activities Director, Rehab Manager, RD (registered 
dietician) and Business office Manager. The QAPI team will meet monthly and discuss facility actions related 
to investigation of abuse or neglect which has the likelihood to cause serious injury, serious harm, serious 
impairment or death. During QAPI meetings, the QAPI team will determine the need for additional 
interventions or corrective actions, based on the results of observation, and other monitoring activities. Date 
Facility Asserts Likelihood for Serious Harm No Longer Exists: 10/06/25
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, employee file review, National Weather Service statistics review, Grievance Log review, 
Hospital documentation review, medical record review, police report review, and interview, the facility failed 
to ensure a safe environment and provide adequate supervision to prevent elopement for 1 of 5 (Resident 
#3) sampled residents reviewed. Resident #3, a severely cognitively impaired resident with known exit 
seeking behaviors, who was incontinent and dependent for toileting hygiene and supervision for eating, left 
the facility through a window in his room. The facility was unaware Resident #3 was missing, alone and 
unattended from the facility for an undetermined length of time. The last known time Resident #3 was seen in 
the facility was approximately 10:30 PM on 3/29/2024, 18 hours before being located at approximately 4:00 
PM on 3/30/2024, 5.1 miles away from the facility beside a busy 5 lane, high traffic street which resulted in 
Immediate Jeopardy for Resident #3. � Immediate Jeopardy (IJ) is a situation in which the provider's 
noncompliance with one or more requirements of participation has caused, or is likely to cause, serious 
injury, harm, serious impairment, or death to a resident.�� � The Administrator, Director of Nursing 
(DON), [NAME] President of Clinical Services (VPCS), and Regional Regulatory Compliance Officer (RRCO) 
were notified of the Immediate Jeopardy at F-689 during the complaint investigation on 10/3/2023 at 2:43 PM 
in the Administrators office.� � The facility was cited Immediate Jeopardy at F-689 at a scope and severity 
of J, which is substandard quality of care.� � The Immediate Jeopardy began on 3/30/2024 through 
10/8/2025 and was removed on 10/9/2025.� � An acceptable Removal Plan which removed the immediacy 
of the Jeopardy was received on 10/7/2025 and was validated onsite by the surveyor on 10/7/2025 through 
10/8/2025 by medical record reviews, observations, review of education records, and staff interviews.� � A 
partial extended survey was conducted on 10/3/2025 through 10/9/2025.� � Noncompliance at F-689 
continues at the scope and severity of D for monitoring the effectiveness of the corrective actions.� � The 
facility is required to submit a Plan of Correction.� The findings include:� � 1. Review of the facility policy 
titled, Elopement/Wandering, Unsafe Resident, dated 3/30/2024, revealed .The facility will strive to prevent 
unsafe wandering while maintaining the least restrictive environment for residents who are at risk for 
elopement.staff will identify residents who are at risk for harm because of unsafe wandering.staff will assess 
at-risk individuals for potentially correctible risk factors related to unsafe wandering.resident's care plan will 
indicate the resident is at risk for elopement.Interventions to try to maintain safety will be included in the 
resident's care plan. Nursing staff will document.wandering, by a resident.Staff will institute a detailed 
monitoring plan.� � 2. Review of the employee file for Certified Nursing Technician (CNT) X revealed 
multiple disciplinary progressive action forms and statements of verbal warnings to include failure to provide 
care and services to residents during the 10:30 PM to 6:30 AM shift.�CNT X's progressive discipline notes 
included failure to provide assigned showers, sitting in a resident's room talking on the cell phone, failure to 
turn and reposition a resident until 4:00 AM during the 10:30 PM to 6:30 AM shift, and failure to answer call 
lights.� � 3. Review of the National Weather Service statistics revealed the recorded low temperature 
during the night of 3/29/2024 through the morning of 3/30/2024, the time of the elopement, was 54 degrees 
Fahrenheit. The high temperature on 3/30/2024 was 79 degrees Fahrenheit.� � 4. Review of the facility's 
Grievance Logs dated 5/2024 through 7/2025, revealed 22 complaints within 15 months related to staff not 
coming into resident rooms to provide care during the 10:30 PM to 6:30 AM shift, incontinent residents 
waiting hours for call lights to be answered, and staff turning off the call lights without providing care. 
Resolutions for these complaints was education provided to staff. � 5. Review of the medical record 
revealed Resident #3 was admitted to the facility on [DATE], with diagnoses which included Metabolic 
Encephalopathy, History of Falling, Cocaine Abuse, Dementia, Viral Hepatitis B and C, Alcohol Abuse, 
Altered Mental Status, Restlessness and Agitation, and Needs Assistance with Personal Care.� � Review 
of a Progress Notes dated 1/23/2024, revealed .[Family Member-FM BB].stated that [Named Resident #3] 
had a Wander Guard [sensor that alarms when resident nears an exit to prevent elopement] on at [Named 
Facility #2] and he would need one here.She said when the weather is better, he will really want to go 
outside and enjoy the sunshine. A Wander Guard was placed on R [Right].Ankle.� � Review of the 
Wandering/Elopement Risk assessment dated [DATE], revealed Resident #3 ambulated independently, was 
cognitively impaired, expressed the desire to leave the facility, wandered aimlessly and sat next to exit doors. 
Resident #3 scored as high risk with 10 or more risk factors for an elopement from the facility.�� � Review 
of the comprehensive care plan dated 1/23/2024, revealed .Focus.(WANDERING) The resident is at risk for 
Elopement or Wandering r/t [related to].Disoriented to place.Impaired safety awareness.Resident wanders 
aimlessly, requires wander guard.Interventions/Tasks.Distract resident from wandering by offering pleasant 
diversion.Functional Wanderguard [Wander Guard] attached to resident's right ankle.Make sure all staff are 
aware of elopement risk.��� � Review of the admission Minimum Data Set (MDS) assessment dated 
[DATE], revealed Resident #3 had a Brief Interview for Mental Status (BIMS) score of 7, which indicated 
severe cognitive impairment. Resident #3 was dependent on staff for toileting hygiene, lower body dressing, 
putting on and taking off footwear, required supervision or touching assistance from staff for eating, and 
required substantial/maximal assistance from staff with sit to stand and toilet transfers. Resident #3 was 
incontinent of bowel and bladder, had a fall prior to admission, experienced shortness of breath (SOB) with 
exertion and sitting at rest. Mobility devices used in the last 7 days were a walker and wheelchair.� � 
Review of the Progress Note dated 2/17/2024, revealed . [Resident #3] has been walking all over the 
building all night. He need [needs] continue monitor [monitoring].�� � Review of the Progress Note dated 
3/8/2024, revealed .[Resident #3] had to be redirected a few times because he was trying to exit the back 
door said he needed to go see someone.�� Resident #3's care plan was not revised for actual exit seeking 
behaviors noted on 3/8/2024.� � Review of the Progress Note dated 3/14/2024, revealed .[Resident #3] 
removed his battery/disk off his Wander Guard, he left the bracelet on. A new Wander [NAME] [Guard] was 
placed on his right ankle.�� � Review of the comprehensive care plan dated 3/14/2024, revealed .
Resident [#3] with non-compliant behavior and resistive to care.Removes Wander Guard/Wanders.Continue 
to check wander guard placement every shift, check to see if he has pulled off square alarm device and left 
the bracelet. Replace wander guard (new ones located in med room).Redirect resident when he wanders.�
�� Review of the Progress Note dated 3/17/2024, revealed .[Resident #3] has been wandering into 600 
halls [Hall]. He had verbally aggressive behavior with nurse.� � Review of the Progress Note dated 
3/21/2024, revealed .[Resident #3] would not allow this nurse to check his wander guard. He has a history of 
removing it. His nurse was notified of this refusal of care.�� � Review of the Progress Note dated 
3/21/2024 at 8:24 PM, revealed .[Resident #3] refused this nurse to check his wanderguard [wander guard] 
placement and active status. Will pass on to following nurse to attempt over night [overnight].�� � Review 
of the Progress Note dated 3/24/2024 at 3:56 AM, revealed .[Resident #3] was awake most of the night. All 
attempts to redirect him was futile. Resident went to be [bed] at 0320 [3:20 AM].�� � Review of the 
Progress Note dated 3/24/2024 at 3:59 AM, revealed .[Resident #3] is up again, roaming around.�� � 
Review of the Progress Note dated 3/30/2024 at 6:20 AM, revealed .[Resident #3] was noted missing from 
his room by [CNT X] assigned to his hallway. [CNT X] alerted this writer and a search was donein [done in] 
all the rooms and bathrooms on this hallway. Also noted was an open window in his room and what appears 
to be a footprint on the windowframe [window frame]. Code gray [code elopement] was activated without 
success.this [success. This] writer went outside of [Named room number] and noted the fence had been 
broken in 3 places. 911 was called.More [called. More] search was done by staff around the facility and other 
staff drove around the neighborhood with no success.Adminisrator [success. Administrator], family was 
made aware.�� Review of a written statement dated 3/30/2024, revealed .0600 [6:00 AM] Came into work 
thru [through] front door for work shift. As I came onto the front desk (nursing station) verbally was told 
[Resident #3] was gone - absent from building cannot locate. The statement was signed by Registered Nurse 
(RN) Y.�� 6. Review of the Metropolitan Police Department's Missing Person, Runaway, Escapee, 
Kidnapping Report, dated 3/30/2024, revealed police were dispatched to Facility #1 on 3/30/2024 at 8:18 
AM, approximately 2-3 hours after staff discovered Resident #3 was missing from his room. The report 
indicated staff reported Resident #3 was last seen between 4:00 AM - 5:00 AM on 3/30/2024 (Per interview, 
video footage indicated no one had seen Resident #3 since approximately 10:30 PM on 3/29/2024). The 
report indicated Facility #1's staff reported Resident #3 had verbalized plans to go to a location where he 
grew up. Staff reported Resident #3 had opened his window and climbed a fence to leave the facility 
grounds. Facility #1's staff reported Resident #3 left the facility with his clothes on and no shoes. The report 
noted Family Member (FM) BB confirmed Resident #3 had Dementia and could not understand where he is 
going or how to navigate successfully. The report stated Resident #3 might be attracted to gas stations, 
liquor stores, and fast-food businesses. Police received a tip from the Tennessee Bureau of Investigations 
(TBI) Silver Alert System indicating Resident #3 had been located 5.1 miles from the facility on the side of a 
5-lane street with heavy traffic.�� � 7. Review of Hospital #3's Emergency Department Clinical Notes for 
Resident #3 dated 3/30/2024, revealed Resident #3 was transferred to the emergency room for evaluation 
following an elopement from Facility #1.�� During a telephone interview on 9/25/2025 at 1:30 PM, the 
Ombudsman stated she had received multiple complaints related to care needs not being met, particularly on 
the 10:30 PM to 6:30 AM shift.� � During an interview on 9/30/2025 at 11:36 PM, the Maintenance 
Assistant (MA) stated he received a phone call from the facility requesting him to come in due to the 
elopement on 3/30/2024 around 6:30 AM. The MA stated he came to the facility immediately and went to 
Resident #3's room. The MA concluded the window was open all the way and the screen was pushed out. 
The MA was asked if the window had a mechanism to prevent opening past a certain point. The MA stated, .
The stop [small metal part used to prevent window from opening past a specified point] was not in place.I did 
not see the stop or screws to secure it [the stop] anywhere in the room. The MA stated he wasn't sure if the 
window had a stop or when the stop had been removed. The MA concluded at that time the staff checked the 
doors routinely and did not check the windows. The MA was asked if a window monitoring requirement was 
put in place after the elopement. The MA replied, .We did check the windows daily for 1 month, then 1 time a 
month for 4 or 5 months, then we stopped. The MA confirmed the facility recently started checking the 
windows again.� � During an interview on 9/30/2025 at 2:59 PM, the Business Office Manager (BOM) 
stated she viewed the video footage starting at approximately 10:30 PM on 3/29/2024 and ending 
approximately 7:00 AM on 3/30/2025. The BOM stated the video did not show anyone enter Resident #3's 
room after 10:30 PM on 3/29/2024 until approximately 5:30 AM on 3/30/2024 when CNT X looked into 
Resident #3's room then walked down the hall and came back with the nurse to the room. The BOM 
confirmed the video footage revealed Resident #3's door was closed all night, and no one went in or came 
out of the room during the hours of 10:30 PM to around 5:30 AM.�� � During an interview on 9/30/2025 at 
3:12 PM, the Activities Assistant (AA) stated Resident #3 did not participate in all activities. The AA stated 
Resident #3 would often come to activities, sit for a few minutes and then get up and walk away. The AA 
confirmed she had not been asked to monitor Resident #3 or to provide extra activities due to wandering 
behaviors.� � During a telephone interview on 10/1/2025 at 6:40 PM, FM BB stated she was not aware 
Resident #3 had been taking off his wander guard bracelet and refusing to allow staff to put it back on him. 
FM BB stated, .[Named Facility #1] called me and said he [Resident #3] had left the building and they 
thought it might have been dark when he left but they were not sure what time he had actually left the 
property.the nurse said he had his clothes on but left his shoes.When the police brought him back, he looked 
exhausted and he was hungry.�� � During an interview on 10/2/2025 at 11:09 AM, the Medical Director 
(MD) stated she expected staff to monitor residents with exit seeking behavior closely, including making 
rounds during the 10:30 PM to 6:30 AM regardless of whether incontinent care was required.� � During an 
interview on 10/7/2025 at 3:45 PM, the Nurse Supervisor (NS) acknowledged Resident #3 frequently made 
statements about needing to go home because family needed his help and that increased his risk of 
elopement. The NS stated, .I'm not sure how he [Resident #3] was able to get out of the window in his room.
We did not determine when he actually left. The NS was asked if Resident #3 was likely to encounter unsafe 
conditions outside of the facility. The NS replied, .He [Resident #3] was unsteady when getting up or walking.
He was confused.He traveled quite a way [5.1 miles from the facility] most likely through suspicious [high 
crime] neighborhoods, crossing streets, major intersections.I'd say the chances were pretty high for him to 
get hurt.He came back and wasn't hurt thankfully. The NS was asked if the facility had addressed the cause 
of Resident #3's elopement. The NS concluded prior to this survey, staff did not address checking the 
window stops. The NS was asked if video footage confirmed staff had not been in Resident #3's room after 
10:30 PM on 3/29/2024 and if lack of care or monitoring for an exit seeking resident had been addressed. 
The NS responded, .I didn't view the video footage for that time [3/29/2024-3/30/2024] so I can't answer that 
question. The NS was asked if residents had complained about staff not coming into rooms at night to check 
on them. The NS replied, .Not answering call lights is always a problem .�� � During an interview on 
10/7/2025 at 5:15 PM, CNT X stated on 3/29/2024 she worked two shifts, the 2:30 PM to 10:30 PM shift and 
the 10:30 PM to 6:30 AM shift. CNT X stated during the 10:30 PM to 6:30 AM� shift her assignment 
included Resident #3. CNT X stated she wasn't sure how many times she went into Resident #3's room 
during the shift.� CNT X was asked how often she makes rounds during the 10:30 PM to 6:30 AM shift. 
CNT X stated, .If they wet themselves, I go in every two hours.CNT X was asked if Resident #3 was in bed 
when she made her rounds to check. CNT X responded, .Yes.the tech [CNT] on prior shift got him 
undressed and ready for bed. (photographs provided by the facility revealed Resident #3 was dressed with 
his shoes on when he returned the afternoon of 3/30/2024. Resident #3's MDS assessment indicates he was 
dependent on staff for lower body dressing and putting on shoes. Photographs taken the morning of 
3/30/2024 also revealed Resident #3's bed undisturbed.) CNT X confirmed some time that morning 
(3/30/2024) she entered Resident #3's room and found the window open with the screen out, a blanket 
laying on the ground outside of the window and the resident was gone. CNT X stated she cannot recall 
seeing a window stop in place on the window in Resident #3's room.� � During an interview on 10/8/2025 
at 3:37 PM, the Director of Nursing (DON) stated she was aware of the complaints from residents about long 
wait times for call lights to be answered. The DON stated nurse managers had conducted call light audits 
and provided education to staff regarding answering call lights timely. The DON was asked if audits were 
conducted during the 10:30 PM to 6:30 AM shift. The DON replied, .Yes, [Named NS] and [Named SDC] 
come in early at times.5 or 6 [5:00 AM to 6:00 AM] . The DON was asked if nurse management had been in 
the facility during the 10:30 PM to 6:30 AM shift to investigate concerns voiced by residents related to care 
not being provided during the shift. The DON replied, .Not before 5 or 6 [5:00 or 6:00 AM] when [Named 
SDC] comes in early. The DON was asked for documentation of call light audits for the 10:30 PM to 6:30 AM 
and was unable to provide documentation of audits occurring before 5:00 AM. The DON stated staff had 
received in-services on answering call lights timely and confirmed she did not know of anyone counseled 
individually for not providing care overnight.� � During a telephone interview on 10/9/2025 at 11:34 AM, 
Licensed Practical Nurse (LPN) U stated Resident #3 frequently wandered in the facility and made 
statements about being ready to go home. LPN U confirmed Resident #3 wore a Wander Guard bracelet�
and often took it off, refusing to allow staff to put the device back on him. LPN U stated she did not recall 
increased monitoring of Resident #3 after he returned to the facility on 3/30/2025.�� � During a telephone 
interview on 10/9/2025 at 11:40 AM, LPN T confirmed she was the nurse assigned to Resident #3 on 
3/29/2024. LPN T stated, .I remember he [Resident #3] disappeared out the window.I am not sure when or 
how often the tech [CNT X] checked on him.I know he was gone and the window was open when she 
checked on him the next morning. LPN T stated she did not remember seeing a window stop on Resident 
#3's window. LPN T was asked if she had been required to check resident's windows before Resident #3's 
elopement on 3/29/2024-3/30/2024. LPN T replied, No. LPN T was asked if she was required to increase 
monitoring for Resident #3 once he returned to the facility. LPN T stated, .I am not sure about being told to 
increase monitoring, I do not recall documenting on monitoring.but I am sure we did.� � During a telephone 
interview on 10/9/2025 at 12:27 PM, Former DON V stated Resident #3 wandered in the building and 
frequently made comments about needing to leave and get home. Former DON V stated Resident #3 had to 
be redirected when found pushing on the door to exit a few days before he eloped from the building. Former 
DON V stated she had viewed the video footage for 3/29/2025 to 3/30/2025, which confirmed no one entered 
or left Resident #3's room after approximately 10:30 PM until approximately 5:30 AM. Former DON V was 
asked what was done about CNT X not providing care and monitoring for Resident #3. Former DON V 
replied she wasn't sure if there had been a consequence for the staff.� � During an interview on 10/9/2025 
at 1:45 PM, the Administrator was asked if Resident #3 had been monitored during the 10:30 PM to 6:30 AM 
shift on 3/29/2024-3/30/2024. The Administrator replied, .Yes, there was always staff present on that hall . 
When asked if Resident #3's door should have been closed during the night and if staff had checked on 
Resident #3 during the shift. The Administrator was asked if the video footage on 3/29/2024 to 3/30/2024 
revealed no one had entered or left Resident #3's room during the 10:30 PM to 6:30 AM shift on 
3/29/2024-3/30/2024. The Administrator stated the video footage showed LPN T in the room before 10:30 
PM on 3/29/2024 and then CNT X at approximately 5:00 AM on 3/30/2024.� An acceptable Removal Plan 
which removed the immediacy of the Jeopardy was received on 10/7/2025 and was validated onsite by the 
surveyor on 10/7/2025 through 10/8/2025 by medical record reviews, observations, review of education 
records, and staff interviews.� A. Immediate action to address the residents affected or likely to be 
affected:� � Staff who were not available during the training will be trained before being allowed to work. In 
addition, the staff should attain a 100% score and be retrained by the DON, VP of Clinical Services, SDC 
(staff development coordinator) or Unit Manager if the score is less than 100%.� On 10/06/25, the DON, VP 
of Clinical Services, SDC (staff development coordinator)/ Unit Manager provided staff with 
education/re-education related to frequency of monitoring of residents, especially with wandering and exit 
seeking behaviors. The training includes notifying the DON/Administrator if a resident is noted with new or 
worsening behavior of wandering and/or exit seeking, notifying and obtaining order from the physician to 
implement enhance supervision which includes one-to-one supervision, every 15-minute, every 30-minute, or 
hourly supervision. The training also includes having an IDT (interdisciplinary team) when implemented 
interventions fail to work, to discuss additional, new intervention if necessary to protect the resident.� � To 
alert staff about a resident who have been identified as high risk for elopement, the DON/Administrator will 
ensure that the resident is added to Elopement Binder and is also discussed in the staff huddle meetings.�
 � � The high risk for elopement residents are being monitored by nurses and nursing assistants. To 
ensure interventions are being implemented, the DON and other clinical managers (MDS Nurse, SDC, Unit 
Managers), SSD (social service director), Administrator will conduct unit rounds daily (Mondays - Fridays). In 
the weekends, the Nurse Supervisor and/or MOD (manager on duty) will also conduct the unit rounds to 
ensure compliance with the interventions. The residents who are at high risk for elopements will also be 
reviewed during clinical meetings daily which is attended by the DON and other clinical managers (MDS 
Nurse, SDC, Unit Managers), SSD (social service director). During the weekends, the MOD/Nurse 
Supervisor will also conduct a clinical meeting to discuss the residents who are at high risk for elopements.�
 � 1. Resident #3 no longer resides in the facility. The resident was discharged to another facility on 
4/5/24.� � 2. Elopement risk reassessments were completed for all residents. This was completed by the 
DON - director of nursing, unit manager, MDS - minimum data set Nurse) and [NAME] President of Clinical 
Services (VPCS) on 10/03/2025.� � 3. The care plans of the residents who were identified as high risk for 
elopement� �� were also reviewed and updated by the DON - director of nursing, unit manager, MDS - 
minimum data set Nurse) and [NAME] President of Clinical Services (VPCS) on 10/03/25.� � B. Immediate 
Actions to Prevent Occurrence/Recurrence:� � 1. Ad-Hoc QAPI Meeting:� � Ad-Hoc QAPI meeting was 
completed on 9/25/25 which were participated by the leadership team which includes the Administrator, 
Director of Nursing (DON), Unit Manager (UM), RD (registered dietician), Social services Director (SSD), 
Minimum Data Set (MDS) Coordinators, Business office Manager (BOM), Medical Records, Rehabilitation 
Manager, and Nursing Scheduler. This was also participated by the VP of Clinical Services, Chief of 
Operations and Regional Regulatory Compliance Officer.� � The QAPI team discussed the incident which 
happened on 3/30/24 and facility actions as specified in the plans of removal which includes but is not limited 
to:� � a) Elopement drills� � b) Signs asking visitors not to assist residents outside the door� � c) 
Window and door checks� � d) Staff education� � e) Review of policies� � f) Care plan review� � g) 
Review of elopement risks� � h) Unit observation for new or worsening exit seeking/wandering behavior 
during weekdays and weekends� � i) Assessment for risk for elopement of new admissions and re- 
admissions� � j) Review of elopement binders� � k) Review of 24-hour reports and nurses' notes daily to 
identify new and/or worsening wandering and/or exit seeking behaviors� � l) Employee elopement post 
tests� m) Ad-Hoc QAPI meetings weekly to review results of observations and monitoring activities� � n) 
Monthly QAPI meetings� � o) Governing body facility oversight� � The medical director was unable to 
attend the Ad-Hoc QAPI meeting but was notified by the DON about the 9/25/25 QAPI meeting minutes on 
9/26/25.� � The medical director did not have additional recommendations at that time.� � 2. Elopement 
Binders:� �� The elopement binders were reviewed by the DON and VP of Clinical Services (VPCS) on 
10/3/25. The elopement binders are up to date.� � The DON checks the elopement binders weekly to 
ensure that the information in the binder is up to date.� � The elopement binders are located in all nursing 
stations, and another binder is in the receptionist area, laundry and kitchen.� � The staff will utilize the 
elopement binder in the following areas/situations:� � a) It serves as the notification tool to provide 
information to the staff of the residents who are at risk for elopement� � b) It is used during orientation of 
new staff in the facility� � c) It is used to orient new staff in the unit� � d) It is used during elopement 
drills� � e) It is used to provide information to the staff about the residents who are at risk for elopement� 
� 3. Elopement Drill:� The Elopement drills were conducted on 9/24/25, 9/29/25, 10/2/25 and 10/3/25. The 
elopement drills were facilitated by the Staff Development Coordinator (SDC), Maintenance 
Director/Maintenance staff and/or Administrator.� � The drills will be performed on different shifts and 
weekends by the Maintenance Director/Maintenance staff, MOD, SDC (staff development coordinator), DON 
or the Administrator. Elopement drills being conducted will ensure that staff are following the Missing 
Resident guidelines, actions to take when door alarms sound, which include, responding to active door 
alarms, walking outside perimeter by the alarming door to ensure no resident is observed outside of resident 
care area unattended. Reporting to charge nurse and initiating headcount is included in the drill.� � To 
ensure compliance, elopement drills will be completed daily for seven (7) days, then weekly for three (3) 
months, then start completing monthly thereafter. The elopement drills will be conducted monthly, by the 
Administrator, DON or Maintenance Director.� � 4. Elopement Prevention Posting:� � Signs were posted 
on the lobby doors on yellow paper asking visitors to not assist residents outside the door on 9/25/25. This 
was completed by the Administrator.� �� 5. Door and window checks:� � All doors in the facility were 
checked by the Maintenance Director/ Maintenance Staff/ Administrator on 9/26/25 to ensure all doors were 
locked and secure and that delayed egress was functioning properly. There are no concerns identified.� � 
All windows in the facility were checked by the Maintenance Director/ Maintenance staff/ Administrator on 
9/24/25 to ensure all windows were secured. There are no concerns identified.� � All exit stopper door 
alarms which were in place were functioning properly.� � If the checks reveal a problem, the Maintenance 
Director/ Maintenance Staff will notify the Administrator/DON, and a staff member will be assigned to monitor 
the door/window until the problem is fixed.� � To ensure that this is being completed, the administrator 
does a spot check (of doing door checks) and is also reviewing and signing the monitoring tool after review.�
 � Maintenance Director/ Maintenance staff/ Administrator/ MOD (manager on duty)/ Charge Nurse will 
perform daily checks of doors and windows for daily for three (3) months, including weekends. After three (3) 
months, the QAPI team will review the results of the door and window checks to determine if additional 
checks are necessary or frequency of checks can be downgraded.� � 6. Review of policies:� � The 
Administrator, DON, VP of Clinical Services and Regional Regulatory Compliance Officer reviewed the 
policies which include but are not limited to:� � a) exit-seeking behaviors, b) elopement and wandering 
care plan, c) missing resident, responding to alarms and resident safety and supervision on 9/25/25. There 
was no revision needed.� � 7. Staff education and Posttests:� � The DON/ SDC/ Administrator/ Unit 
Manager provided the staff with training on items which includes but not limited to:� � a) exit-seeking 
behaviors,� b) elopement and wandering care plan,� c) missing resident,� d) redirecting residents, 
especially residents with cognitive deficit� e) responding to alarms and� �� f) resident safety and 
supervision� � The training was completed on 9/25/25. For any staff members who were on vacation, or 
were not available at that time, training will be completed upon return to work.� � The training included 
posttests, and the acceptable score is 100%. Any staff who did not achieve 100% test results was provided 
with additional retraining from a trained department head, DON, Unit Manager, SDC or Administrator.� � 
The facility is not using agency staff. If agency staff are used in the future, the facility will utilize the same 
process of providing the education to ensure that they (agency staff) will receive the same training as the 
facility staff.� � 8. Monitoring for new and/or worsening behavior:� � The DON, SDC, Unit Manager will 
monitor nursing documentation during daily clinical (Mondays to Fridays) meetings and conduct unit 
observation rounds to identify new or worsening exit seeking/wandering behaviors of residents and to ensure 
care plans are followed.� � The documentation which are being reviewed includes but is not limited to:� 
� a) Nurses Notes� � b) Incidents� � c) New physician orders� � d) Events/Incidents in the electronic 
health records� � e) Review of new admissions for elopement risk assessments and ensure appropriate 
care plan interventions have been implemented and the elopement books have been updated as 
applicable.� � f) Nurses' notes for the previous 24 hours to ensure if any new/worsening exit seeking 
behaviors was noted and if so, the behaviors are care planned, and interventions are implemented as 
applicable� � During unit observation rounds, the DON/ SDC/ Unit Manager/ Administrator will also 
observe for any new or worsening exit seeking/wandering behaviors and to ensure care plans interventions 
are being followed. This will be completed during the week (Mondays - Fridays).� During the weekends, the 
nurse supervisor and/or MOD (manager on duty) will complete the review of the above-mentioned 
documents and will also conduct unit observations to observe for any new or worsening exit 
seeking/wandering behaviors and to ensure care plans interventions are being followed.� �� Any concern 
identified will be addressed immediately. The DON or Administrator will also be notified of the concern. 
Additional interventions will be implemented, if necessary, by the direction of the DON or the Administrator.�
 � 9. Review of new admissions & re-admissions:� � New admissions will be reviewed by the SSD/ DON/ 
Unit Manager, SDC (staff development coordinator) or MDS Nurse for elopement risk. Any new admission/ 
re-admission who are identified as being at risk fo
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