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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, facility investigation review, medical record review, observation, and interview, the 
facility failed to provide adequate supervision to prevent 1 of 6 (Resident #1) residents reviewed for 
wandering behaviors from exiting the building without staff supervision. Resident #1 was a vulnerable, 
cognitively impaired Resident with a history of wandering behaviors and wore a wander guard on his person 
and on his wheelchair. On 10/28/2024, an order was written to discontinue the wander guard from Resident 
#1's wheelchair. The facility discontinued Resident #1's wander guard from his wheelchair and from his 
person. Resident #1 eloped from the facility on 11/27/2024, 29 days after the wander guard was 
discontinued from his wheelchair and his person. The facility's failure to ensure a safe, secure environment 
resulted in Immediate Jeopardy (IJ) when Resident #1, eloped from the facility on 11/27/2024, and was 
found approximately 0.3 miles from the facility at a discount retail store. Immediate Jeopardy (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) was identified related to the facility's failure to 
provide adequate supervision of a vulnerable, cognitively impaired resident to prevent an incident of 
elopement. The Owner, Administrator, Registered Nurse (RN) Consultant, and Director of Nursing (DON) 
were notified of Immediate Jeopardy on 8/8/2025 at 6:37 PM, in the Conference Room. The facility was cited 
F689 at a scope and severity of J which is substandard quality of care. The IJ began on 11/27/2024 through 
12/5/2024. The IJ was removed on 12/6/2024. The corrective action plan for the IJ was validated onsite by 
surveyor on 8/11/2025. The facility was cited past noncompliance (PNC) for F-689 and is not required to 
submit a Plan of Correction. The finding include: 1. Review of the facility policy titled, Elopement and 
Wandering Residents, dated 4/16/2021, revealed .The facility ensures that residents who exhibit wandering 
behaviors and/or are at risk for elopement receive adequate supervision to prevent accidents, and receive 
care in accordance with their person-centered plan of care addressing the unique factors contributing to 
wandering or elopement risk.'Wandering' is random or repetitive locomotion that may be goal-directed.
'Elopement' occurs when a resident leaves the premises or a safe area without authorization.The facility is 
equipped with door locks/alarms to help avoid elopements.Staff are to be vigilant in responding to alarms in a 
timely manner.The facility shall establish and utilize a systemic approach to monitoring and managing 
residents.Residents will be assessed for risk of elopement and unsafe wandering upon admission and 
throughout their stay by the interdisciplinary care plan team [IDT].when repeated elopement attempts occur, 
after the facility has exhausted possible care.Any staff members becoming aware of a missing resident will 
alert personnel using facility approved protocol. Review of the facility policy titled, Wandering Residents 
dated 12/6/2024, revealed Every effort will be made to prevent wandering episodes while maintaining the 
least restrictive environment for residents who are at risk for elopement .All residents at risk for harm 
because of wandering (elopement) will be assessed by the inter disciplinary care planning team .current 
MDS [ Minimum Data Set] .will be reviewed .The resident's care plan will be modified .All residents at risk for 
harm because of wandering (elopement) will be placed on first floor with [Named] security ankle monitor 
placement. Once a wander guard has been placed on a resident, any removable must be approved by the 
QAPI [Quality Assurance and Performance Improvement] committee.Any resident with a wander guard must 
be accompanied by sitter, nurse, activity staff or family member to go to 2nd floor. Review of undated facility 
policy titled, Missing Resident Policy and Procedure, revealed .It is the policy of this facility, that all residents 
will remain safely contained within the confinement of the building and its perimeter.if a resident is unable to 
be found, and is suspected to be missing, the nurse in charge of that resident will announce over the 
intercom: CODE PURPLE. 2. Review of the medical record revealed Resident #1 was admitted to the facility 
on [DATE], with diagnoses including dementia, Major Depressive Disorder and Diabetes. Review of 
Physician's Telephone Orders dated 7/15/2024, revealed an order Per Recommendation of facility Psych 
[Psychiatric] services may discontinue Wanderguard [Wander Guard]. Review of Physician's Telephone 
Orders dated 8/12/2024, revealed Nurse Practitioner (NP) I had given an order .Wanderguard to wheelchair .
check placement & functionality q [every] Monday . Review of the Intermediate Care Facility (ICF) Behavior 
Progress Note dated 8/12/2024, revealed Resident #1 attempted to exit the facility door and a wander guard 
was applied to his wheelchair. Review of Care Plan dated 8/16/2024, revealed .8/13/2024 Behavioral 
Symptoms.Wander Guard applied for wandering and exit seeking behavior.Re-applied to resident's WC 
[wheelchair], not his person. He is allowed sitting time on front porch when staff is present. He should 
re-enter the facility when staff comes inside. Review of the Resident Progress Notes dated 8/26/2024, 
reviewed NP I documented .Wander guard in place . Review of September 2024 Medication Administration 
Record (MAR) revealed an order to check Resident #1's Wander Guard every week on Monday for Function 
and Placement. Review of Psychiatric Periodic Evaluation for Resident #1 dated 10/15/2024, revealed NP R 
documented, .continue to monitor for wandering and any increase of anxiety. Review of the Annual MDS 
assessment dated [DATE], revealed a Brief Interview for Mental Status score of 7, which indicated Resident 
#1 had severe cognitive impairment. Review of the Physician's Order for Resident #1 dated 10/28/2024, 
revealed NP I had given a verbal order to .DC Wanderguard [wander guard], to wheelchair-no longer 
indicated. Review of the Resident Progress Notes dated 10/28/2024, revealed the MDS Coordinator 
documented .Wander Guard DC'd [discontinued] . The wander guard was DC'd from the Care Plan on 
10/28/2024. Review of the October 2024 MAR for Resident #1 revealed the wander guard was discontinued 
to his wheelchair on 10/28/2024. The wander guard was signed out on the MAR as checked on 10/30/2024. 
Review of the Resident Progress Notes dated 10/30/2024, revealed NP I documented Resident #1 was .
Intrusive and impulsive with behaviors . Review of Resident Progress Notes dated 10/30/2024, revealed the 
MDS Coordinator documented .Wander Guard back in place at time of ARD [Assessment Reference Date] . 
Review of the Progress Notes dated 10/31/2024, revealed a previous note from Psych NP R dated 
10/30/2024, had been edited to reflect Resident #1 was .Intrusive and impulsive with behaviors.Wander 
Guard . Review of November 2024 Medication Record revealed an order to check wander guard every week 
on Mondays for function and placement and Wander Guard to wheelchair. A line was drawn through the 
order on the MAR and .DC'd 10/28/2024 . was documented. Review of the Psychiatric Periodic Evaluation 
for Resident #1 dated 11/12/2024, revealed NP R documented recommendations to monitor due to Resident 
#1 being a risk of elopement. An addendum was added by NP R noting she was unaware that Resident #1's 
wander guard had been removed by another provider (NP I) on 10/28/2024. The addendum was added on 
12/16/2024, and electronically signed by NP R. Review of the facility investigation dated 11/27/2024, 
revealed the Sherriff's Department received a call at 3:48 PM from a community member. The community 
member then went to the facility to notify staff that a suspected Resident (Resident #1) had left the building 
and was walking on the narrow shoulder of the road toward the discount retail store. Certified Nurse 
Assistant (CNA) M notified the Nursing Supervisor then went to search for Resident #1 while the supervisor 
initiated the protocol for a missing resident. On 11/27/2025 at 3:54 PM, law enforcement arrived at the 
discount retail store, which was approximately 0.3 miles from the facility, and returned Resident #1 to the 
facility at 3:58 PM. Review of the (Named) Sheriff Department Call for Service Card dated 11/27/2024 at 
3:48 PM, revealed a deputy was dispatched to the scene at 3:53 PM. Resident #1 was returned to the facility 
by Deputy #1 at 3:58 PM. During a telephone interview on 8/7/2025 at 1:10 PM, the Psychologist stated 
Resident #1 had historically experienced fixed thoughts of going home which caused the Psychologist to 
think Resident #1 was an elopement risk. During an interview on 8/7/2025 at 3:00 PM, NP I was asked what 
the criteria was for removal of an ankle monitor. NP I stated, .If the resident was wandering or exit seeking, 
the Wander guard will remain in place .If the resident has been deemed immobile then we would remove the 
ankle monitor .If the ankle monitor is removed after having been placed for psychiatric reasons, there usually 
would be a discussion amongst the IDT [inter disciplinary team] to see whether it [removal of wander guard] 
was a good idea .I recall writing an order to remove the monitor from the wheelchair and did not recall writing 
an order to remove the monitor from [Resident #1's] person . During an interview on 8/7/2025 at 4:00 PM, 
the MDS Coordinator stated the former DON instructed her to sign off on the order to remove the ankle 
monitor and to take it off of the Care plan and she did so. The MDS coordinator did not physically take the 
wander guard off Resident #1 and did not know who removed the wander guard. During a phone interview 
on 8/11/2025 at 4:15 PM, NP R stated, .I was in the building the day he [Resident #1] eloped. I passed by 
him upstairs and did not think anything about it.The Director of Nursing would allow him upstairs to do things 
[activities and porch time].I observed [Named Resident #1] being brought downstairs by nursing.I asked 
where [Named Resident #1's] ankle monitor was .when I interviewed the resident.he spoke about his wife 
dying and stated he wanted to go home.He [Resident #1] said that he was going to check on his wife and 
that he was going to his old house. During an interview on 8/11/2025 at 5:00 PM, the DON verified the facility 
implemented a policy revision related to the wander guard which stated if there was a reason to discontinue 
a wander guard, it would be brought before the QAPI meeting to collaboratively decide whether the wander 
guard monitor needed to be removed. The Plan of Correction was validated by the surveyor through policy 
review, medical record review, door checks, in-service review, audit review of Door & Gate Keypad Logs, 
Maintenance Check on Exit Door log review, Elopement Drill review, observations of residents with wander 
guards, and interviews on all shifts. Removal Plan of Correction: Resident #1 - (Named Resident #1) 1) What 
corrective action(s) will be accomplished for those residents found to have been affected by the deficient 
practice. Resident #1 was returned to the facility at approximately 4:02 pm by the police (TAB# 2). On 
11/27/2024 a physical assessment was completed by charge nurse including head to toe skin assessment 
and pain assessment (TAB# 5). (Named Resident #1) attire and footwear noted on 11/27/2024by licensed 
nurse to be appropriate for weather- Temperature was 61 degrees, and resident was wearing two shirts, two 
pair of pants, and two pair of socks and shoes (TAB# 9-MDS Statement). On 11/27/24 MD and resident 
representative notified by the Director of Nursing (TAB# 9). On 11/2712024 4:05 (Named Resident #1) 
returned to his room on the 1st floor with wander guard placed on Lt. (left) ankle and was placed on every 1 
hour checks 11/27/24 and continued until 12/16/23 (TAB# 17 & 18). On 11/27/2024 4:30 PM Psych 
evaluation completed by Psych NP (TAB# 4). Psychosocial follow-up completed post event to evaluate for 
psychosocial distress by Psych NP, Medical NP, on 12/2/2024, Director of Nursing on 11/28/2024. (TAB#4 & 
9). NP visit completed on12/5/24 (TAB# 4). Resident #1's Care Plan reviewed and updated by members of 
the Clinical Leadership Team on 11/28/2024 as indicated (TAB# 6). 2) How you will identify other residents 
having the potential to be affected by the same deficient practice and what corrective action will be taken. 
Headcount completed of all residents on 11/27/2024 by clinical staff & Nursing Supervisor post event (TAB# 
15). Front Door assessed by Maintenance Director 11/28/2024 post event- door assessed to be functioning 
properly (TAB# 9). Beginning 11/28/2024 and completed on 11/29/2024, all residents who were assessed for 
elopement their Care Plans were updated as indicated by the MOS Coordinator (TAB# 6). Elopement Risk 
Binder reviewed by Nursing Supervisor on 11/27/2024, to ensure any resident(s) at high risk for elopement 
was in book (TAB #11). Clinical Team, the Director of Nursing, Nursing Supervisor, MDS Nurse and the 
Healthcare Consultant, reviewed the following policies for needed changes on 12/2/2024-1) Elopement & 
Wandering Residents, 2) Protocol-Wandering Resident Management Elopement Prevention, 3) Determining 
resident Placement on admission for Safety and Appropriate Care, and 5) Wandering Residents. Changes 
were made in the policy Wandering Resident -1) Once wander guard is applied can only be removed when 
the request for removeable is approved by QAPI Committee and 2) Any resident with a wander guard must 
be accompanied by sitter, nurse, activity staff or family member to go to 2nd floor (TAB#20). All residents 
considered to be high risk for elopement, either from elopement assessment, prior relevant history and/or 
current behaviors will be placed on 1st floor, unless contraindicated as stated in PoUcy- (Policy) Determining 
Resident Placement on admission for Safety and Appropriate Care (Tab# 20). Maglock system functionality 
is checked on all doors monthly by the Maintenance Director and was checked on front door 11/29/24 and 
verified by the Administrator on 11/29/2024 (TAB# 9). On12/2/2024 the Maintenance Director changed the 
front door code. A sign was placed on the front door by the Administrator on 12/2/2024 concerning the 
change in visiting times and process for entering and exiting the front door. A memo was sent to family 
members and Residents on this change (Tab# 13). On 11/27/24 the Charge nurses and Nursing Supervisor 
conducted Elopement Risk Assessments on residents with a wander guard bracelet and all the other 
residents to ensure all residents have been properly placed within the facility (TAB #12). 3) What measures 
will be put into place or what systematic changes you will make to ensure that the deficient practice does not 
recur. Beginning 11/27/24 and ending12/5/24 the Nursing Supervisor and/or Administrator conducted 
multiple mandatory in-service with all nurses(RN,LPN, CNAs) including Agency staff and facility employee 
concerning resident safety i.e. elopement assessment, prevention, identifying exit seeking behavior, 
monitoring of residents at high risk, what to do if a resident is displaying exit seeking behavior and what to do 
if an elopement occurs, Abuse, and review of the policies-Elopement & Wandering Residents, 2) Protocol­ 
Wandering Resident Management Elopement Prevention, 3) Wandering Residents. These in-services were 
either in-person, in a classroom setting or 1:1 either in person or by telephone. Any staff missing in-services 
will not work until they receive training. Any staff who fail to comply with the points of the in-services will be 
further educated and/or progressively discipline will begin as indicated (Tab# 14). After initial 
orientation121212024, agency staff will receive elopement education via the agency orientation and tracked 
daily Monday-Friday in morning meeting by the Administrator. (Stand-up Minute Book). New hires will 
continue to receive elopement education during new hire orientation. The Administrator will track this 
education (Stand-up Minute Book). Residents with new, continued, worsening wandering/exit seeking 
behavior will be reviewed daily in clinical meeting by the IDT, Monday - Friday x4 weeks. On the weekends, 
this review will be done daily by the clinical leader on call on weekends. This review will include adding care 
planned interventions if indicated to decrease the risk of elopement (TAB IDT Clinical Meetings Book). 
Beginning 11/28/24 the DON &/or Nursing Supervisor will monitor the visits of the assessments are 
conducted by the Psych NP for Resident #1 to ensure treatment and care is provided post elopement (Tab # 
4). Elopement drills were conducted by Administrator and Nursing Supervisor monthly for 3 months 
beginning 12/2/2024 as verified by written reports. (TAB# 16). The Director of Nursing changed the 
monitoring of Wander guard bracelets from weekly to every shift on the Resident's Medication Administration 
Record beginning 12/2/24 (Tab# 19). Beginning 12/2/24 the Administrator will monitor the compliance of 
entering and exit of the front door changes during the Morning Stand-up meeting. Any non-compliance or 
violation of the front door signage or changes will be addressed immediately and document each violation on 
an investigation form (See Stand-up Meeting minutes). Beginning 12/2/24 the Nursing Supervisor will review 
the education delivered to all staff and confirm all staff have been educated, including Agency staff. The 
results of the review will be presented to the full Quality Committee to determine if the issue has been 
resolved or if the initiative should continue. A one hundred percent of all education sign-in sheets will be 
reviewed by nursing supervisor &/or DON to ensure that all staff have been properly educated related to the 
Elopement and Wandering Resident policies and Interventions communicated. The results of the review will 
be presented to the full Quality Committee to determine if the issue has been resolved or if the initiative 
should continue. 4) How the corrective action(s) will be monitored to ensure the deficient practice will not 
recur, i.e., what quality assurance program will be put into place. Ad Hoc QAPI meetings were held weekly 
times 2 weeks beginning 12/3/24 to review the action plan and needed changes and the monthly QAPI 
meeting was conducted the last week of December. At the OAPI meetings the results of all monitoring by the 
DON, nursing managers, and Administrator will be reviewed, however any concerns identified will be 
addressed as discovered, including any needed education and/or progressive discipline. At the December 
meeting the DON, Nursing Managers, and Administrator will report monitoring outcomes of in-services, care 
plans, IDT meetings, and Stand-up meetings, at the monthly OAPI Committee meetings. The Administrator 
will report to the Owner the monitoring outcomes on a monthly basis.
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