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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, resident interview, staff interviews, clinical record review, and facility documentation review, the 
facility staff failed to provide adequate supervision and ensure the environment was free of accident hazards 
to prevent residents from exiting the facility without staff knowledge and resulted resulting in one resident 
(Resident #3- R3) having eloped the facility for an undetermined amount of time. The deficient practice had 
the potential to affect residents identified at risk for elopement residing on two of the three occupied units, 
which resulted in the identification of Immediate Jeopardy (IJ) and substandard quality of care. Immediate 
jeopardy began on 1/17/25 and when removed on 12/4/25, the scope and severity was lowered to a level 
two, isolated (D). The findings included: On 12/3/25 at 11:45 AM, R3 was observed in the hallway outside of 
his room and was observed to self-propel his wheelchair without any staff assistance. R3 propelled himself 
into his room to converse with the surveyor. When asked about a known elopement that occurred in January 
2025, R3 said, That was a long time ago. R3's recall of the events from that incident were not limited and the 
resident was unable to state where he went, who found him, how long he was gone, the purpose of leaving, 
or how he returned to the facility. On 12/3/25, a clinical record review was conducted of R3's medical record. 
This review revealed that R3 had been admitted to the facility on [DATE]. R3's diagnosis included, but were 
not limited to alcohol abuse, disorientation, anxiety disorder, personal history of nicotine dependence, and 
other symptoms and signs involving cognitive functions and awareness. According to the assessment 
completed by nursing on R3's admission, the resident was not identified to be at risk for wandering. On 
11/15/24 an Elopement Observation assessment was completed by the director of nursing (DON) for R3. 
The entry on the assessment read, Wander guard placed d/t [due to] exit seeking behaviors without safety 
awareness. MD/RP [medical doctor and responsible party] aware. A physician order was entered on 
11/19/24, which remained an active order at the time of survey for R3 and read, Safety/Wanderguard: 
Electronic bracelet for safety-check functioning daily, Special Instructions: Check bracelet functioning daily. 
On 1/3/25, a nursing note entry in R3's chart read, Wanderguard in place d/t [due to] exit seeking 
behaviors/wandering. IDT [interdisciplinary] Team. On 1/16/25 at 9:10 PM, a nursing note entry read, alerted 
by staff of inability to locate resident in either room, on unit or on frequently visited unit, code green called , 
staffed [sic] stated last visualization was between 1900- 2100 [7PM-9PM], head of count of all active 
residents, all were accounted for except current resident, code green initiated per policy, after 15 minutes 
search both within facility and outside grounds, police notified to aid in search and recovery, at this time RP 
[responsible party] was also notified of resident elopement, RP stated she was on the way to the facility to 
aid and recovery. Wanderguard to remain in place. IDT Team. According to a nursing note entry dated 
1/16/25 at 10:17 PM, it read, Notified by police department at 2217 resident was located behind Tractor 
Supply, noted to be wearing Navy blue zipped up hoodie, shirt, flannel pajamas pants, socks, green 
sneakers, black beanie, stated he comes out here all time with his friends and the doctor to told him to get 
his exercise, voiced no c/o [complaint of] pain or discomfort, alert and orient, able to follow simple 
commands, shoes and wheelchair wheels covered in dirt, refused to return to facility with police escort, staff 
and sister left facility to recover resident. On 1/16/25 at 10:30 PM, the nursing staff recorded the following, 
2230: resident returned to facility without incident. family present at bedside, VS 98.2 
126-22-140/98Larm-95%RA. Thorough head to toe assessment completed with bilateral lower extremities 
cold to the touch, pulse palpated, pulses strong bounding. No s/sx [signs or symptoms] of hypothermia. Alert 
and verbal to name. Remains able to follow simple commands with no complaints of pain/discomfort. Staff 
notified that resident is one on one while awake and 15 minute checks while sleeping. MD [medical doctor] 
aware of elopement and return to facility. Order received to send to ER [emergency room] for eval and treat. 
According to a follow-up progress note entry on 1/18/25, the doctor noted, Pt [patient] was missing for an 
undisclosed amount of time- not specifically 4 hours. Follow-up notes indicate that the resident refused to go 
to the ER for evaluation. According to additional progress notes following the elopement of R3 on 1/16/25, 
there was evidence that the facility was attempting to find alternate placement in a secured facility. On 
1/17/25, there was a social services progress note that indicated R3 had left on 1/7/25 for a doctor 
appointment and no alarm went off. On 1/17/25 On 1/17/25, R3 had another Elopement Observation 
assessment conducted, R3 scored eight, which noted they were at continued risk for elopement. No further 
Elopement Observations had been conducted at the time of survey since 1/17/25. On 12/4/25 at 8:45 AM, 
during interviews with the facility staff, two certified nursing assistants (CNA's) who did not want to be 
identified, verbalized that as recent as Thanksgiving, R3 had gone out of the facility on leave of absence and 
did not have a wander guard on at that time. They were very vocal and convinced about R3 not having a 
wander guard and said they knew because the family just took the resident out of the door without any staff 
having to silence the alarm or put in a code. On 12/3/25 at 8:50 AM, the surveyor visited R3 in the activity 
room and observed a wander guard on his right ankle. On 12/3/25 at 4:10 PM, an interview was conducted 
with the facility's maintenance director. When asked about the wander guard system and door locks, the 
maintenance director explained that the door from unit two going to the therapy gym used to have an alarm 
but when the facility re-opened the building official said they had to disable it, which they did. Then he went 
on to explain that the exit door by the therapy gym leading outside did not have any type of alarm at the time 
of the elopement. On 12/3/25-12/4/25, the facility submitted a binder to include evidence of their response 
and implemented plan of correction following R3's incident of elopement. According to the facility's submitted 
evidence they conducted a head-to-toe assessment of R3 and placed him on 1:1 monitoring while awake 
and 15-minute checks when asleep. A 100% head count of all residents was conducted to ensure all 
residents were accounted for. Elopement assessments were reviewed to ensure accuracy and All exit doors 
checked to ensure that alarm system on doors with system are working correctly on 1/17/25. Systemic 
change: Maintenance to order on 1/17/25 and place scream alarm to be placed on double doors going to 
therapy gym wing to alert staff that resident going to an unsupervised area of the building. Facility staff were 
educated on the elopement policy. Education was also provided to nursing to not remove residents' wander 
guards when the residents goes on a leave of absence. Elopement drills were conducted. Within the facility 
submitted binder of their investigation was data of the weather in the area on the day of the elopement. The 
maximum temperature for the day was 39 degrees Fahrenheit, and the low was 13 degrees. The 
temperature according to the facility submitted documentation at the time R3 was found and the hours prior 
was 25 degrees. Within the facility's documents of the incident was a release of responsibility which 
indicated R3 most recent leave of absence prior to the elopement was on 1/2/25. According to the facility's 
Root Cause Analysis Results (RCA), it read, Wander guard was not in place and not noticed by nurse 
checks for placement. Resident exit seek during day and staff not on put on high alert that was exit seeking 
[sic]. Door he believed went out does not have any type of alarm on the door and is out of the visual path of 
staff. Staff member had removed his wander guard when went on a LOA [leave of absence] and new one not 
placed on return. On 12/3/25-12/4/25, interviews were conducted with multiple nursing staff to include 
licensed nurses and certified nursing assistants. The facility staff were unable to identify which residents 
were at risk for elopement and had wander guards. On 12/4/25, at 9:25 AM, a follow-up interview was 
conducted with the facility's maintenance director. The maintenance director explained that following R3's 
elopement they were able to determine which door the resident exited from because they followed the 
wheelchair's tire marks. He explained that they did not have alarms on the doors and therefore no one knew 
the resident had exited the facility. The maintenance director explained that the following day he ordered and 
once arrived installed Screamer alarms on the doors that would give a loud auditory alarm if the doors were 
opened, until the company [contractor] came and installed the magnetic locks on the doors. The magnetic 
locks were installed on 3/26/25. On 12/4/25 at 9:45 AM, the facility's maintenance director and surveyor 
conducted a tour of the facility to ensure that the door locks and/or alarms were operating properly to alert 
staff if a resident identified to be at risk for elopement and with a wander guard would be able to exit the 
facility. During the tour it was noted that two exit doors (a door in the corridor between the 300 and 400/500 
units and a door in the living room area on the 500 unit) which both lead to a courtyard were identified to 
have no lock, alarm, or other device to alert staff if someone exited into the courtyard. During the tour, it was 
observed that from the courtyard there was an exterior gate that led to a side parking lot. The gate had a 
locking system, but it was not operational, which would allow residents to exit directly into the parking lot with 
no system of alerting staff. In response to this finding, the maintenance director reported that after the fire the 
facility had over two years ago, the lock was not re-installed when they reopened. On 12/4/25 at 10:55 am, 
the above concern regarding the facility having two exit points into a courtyard that was not secured nor 
supervised was discussed with the administrator. The administrator stated, During the elopement we just 
looked at this area [the area near therapy gym where R3 was thought to have exit from]. The administrator 
provided the surveyor with a quote where they had contacted a contractor about repairing the lock on the 
courtyard gate but had no anticipated time of when the work will be initiated or completed. The facility's 
policy titled, Elopement/Unauthorized Absence Policy, with a review date of 7/2/25, was reviewed. According 
to the policy, it read in part, The facility will identify residents with potential and/or actual risk factors for 
elopement and protect the resident through development and implementation of safety interventions. 
Assessment: 1. All residents will be assessed for the risk of elopement using the Elopement Observation on 
admission, quarterly, and as needed. According to R3's clinical record, an elopement observation on 
assessment was conducted on admission and on 1/17/25. R3 had no evidence of quarterly assessments 
being conducted following the assessment on 1/17/25. At the time of survey, R3 had only had two elopement 
observations conducted. On 12/4/25 at 1:30 PM, the survey team determined the facility was in immediate 
jeopardy (IJ) and immediate action by the facility was needed to protect residents from accident hazards. 
The facility administrator and director of nursing were made aware of the IJ findings and provided with a copy 
of the IJ template. The identification of IJ also identified a substandard quality of care. The facility's 
non-compliance at an IJ level began on 1/17/25. The facility staff failed to maintain the facility in a manner to 
prevent accident hazards/elopement of residents by having a means of egress that was not secured or 
enabled to notify staff when someone exited. The facility had one resident (R3) with cognitive impairments 
successfully elope from the facility, which jeopardized serious adverse outcomes. The facility has 
self-identified five residents as being at risk for elopement. At the time of survey there remained a means of 
egress where any resident, particularly those who have already been identified as an elopement risk, could 
exit without staff knowledge or supervision. This puts all residents at risk for elopement, thereby serious 
injury, serious harm, serious impairment or death. On 12/4/25 at 3 PM, the facility provided an acceptable IJ 
removal plan. The facility's removal plan read, The immediate action by [facility name redacted] to ensure the 
safety of all the residents, as well as those who have been identified as risk for elopement, to ensure that 
none are able to exit the facility without staff knowledge or supervision. The facility has installed 2 screamer 
door alarms to the Unit 5 living room area door and the breezeway exit door to the courtyard. The doors will 
alarm when opened to alert staff of exiting. These door alarms were installed on 12/4/25 by maintenance 
director at 2:08 PM. Education completed with all on duty staff on 12/4/25 and off duty staff on 12/4/25 via 
phone calls and will have all staff that unable to reach via phone be in-serviced before they come on duty. 
Anticipated time of completion for education with all on duty staff is 3:30 PM. On 12/4/25 at 3:30 PM, 
Surveyor verified all residents had a current elopement risk assessment and those identified at risk had 
wander guards in place. Surveyor verified that the two identified doors had an alarm installed that would 
provide an auditory alarm to notify staff when the doors were opened. Surveyor verified and reviewed that 
the facility staff currently on duty had been educated regarding the installation of the door alarms on the two 
doors. Staff interviews were conducted with ten staff members to verify receipt of education and knowledge 
of the door alarms and how to respond when an alarm is activated as well as the elopement protocol. The 
immediacy was removed at 3:45 PM on 12/4/25, at which time the scope and severity was lowered to a level 
two isolated. No additional information was provided.
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