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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on staff 
and resident interview and record review, the facility did not ensure adequate supervision was provided for 1 
resident (R) (R28) of 2 residents reviewed for elopement.R28's care plan indicated R28 was at risk for 
wandering/elopement after an episode of confusion while outside on 10/7/24. A WanderGuard (a security 
device that triggers an alarm if the wearer exits the facility) was placed on R28's left ankle. On 5/20/25 at 
3:36 AM, the local police department notified the facility that R28 was found two and a half blocks from the 
facility. Staff were unaware R28 had left the facility. An assessment indicated R28 had no injuries. An 
investigation determined R28 exited the facility through the front door which had an alarm that sounded, 
however, staff did not follow the facility's procedure to conduct a search of the perimeter outside or complete 
a head count when the alarm sounded.The facility's failure to provide adequate supervision for a resident 
assessed to be at risk for elopement and staffs' failure to follow the facility's elopement procedure created a 
finding of immediate jeopardy that began on 5/20/25. Nursing Home Administrator (NHA)-A was notified of 
the immediate jeopardy on 6/10/25 at 1:45 PM. The immediate jeopardy was removed on 5/20/25 and 
corrected on 5/26/25. The deficiency is being cited as past non-compliance.Findings include:The facility's 
Elopement/Unsafe Wandering policy, with a review date of 6/2/22, indicates: Door Alarm: Procedure on How 
to Respond When an Armed Door Alarms: 1. All stuff must respond immediately to any door alarm. 2. Staff 
must identify which door was triggered. 3. Notify the Administrator (NHA) and Director of Nursing (DON) that 
an exit door alarm was triggered. 3. Staff responding to a door alarm must open the alarming door, check the 
outside of the building and the immediate surrounding area to make sure no resident exited the building 
through that door. 4. Unit nurse must immediately conduct a head count of all residents on the unit to make 
sure everyone is accounted for. Report the final count to the DON/designee. 5. If a resident is identified as 
missing (a resident who has left the facility without signing themselves out of the facility or has wandered 
away from the facility), initiate the following steps: a. Notify the Administrator and DON immediately b. Notify 
the charge nurse c. Call a Code Yellow (missing resident).On 6/9/25, Surveyor reviewed R28's medical 
record. R28 was admitted to the facility on [DATE] and had diagnoses including Parkinson's disease, 
diabetes, insomnia, anxiety, and depression. R28's Minimum Data Set (MDS) assessment, dated 4/3/25, had 
a Brief Interview for Mental Status (BIMS) score of 10 out of 15 which indicated R28 had moderately 
impaired cognition. R28 had a court-appointed Guardian.R28's care plan, revised on 4/7/25, indicated R28 
was at risk for elopement/wandering/leaving the facility without notice. R28 had a WanderGuard because it 
was unsafe for R28 to go outside and ambulate on R28's own due to a large hill that put R28 at risk (for 
falls). R28's care plan also indicated R28 was at high risk for falls due to Parkinson's disease with a history of 
a fall and fracture while outside the facility in October 2024.A skilled nursing note, dated 12/1/24, indicated 
R28 attempted to exit the facility but was redirected by staff.On 6/9/25, Surveyor reviewed the facility's 
investigation which indicated on 5/20/25 at approximately 3:20 AM, staff were alerted to the front door alarm. 
Certified Nursing Assistant (CNA)-E had difficulty disarming the alarm box and requested assistance from 
Med Tech (MT)-F who silenced the alarm using a system-wide override code. Staff did not complete a check 
of the area outside the facility, did not conduct a head count of residents, and did not notify Registered Nurse 
(RN)-G of the alarm. Approximately ten to fifteen minutes later, the facility was notified by the local police 
department that they had R28 in their custody approximately two blocks from the facility. R28 was last been 
seen by staff walking up and down the unit at approximately 2:30 AM.The police report indicated the police 
department received a call at 3:26 AM of an elderly male walking in the street wearing a dark coat and a tan 
hat. The police called the facility at 3:36 AM and returned R28 to the facility at 3:44 AM.R28's statement 
indicated R28 was not sure if R28 was going to be able to get out but R28 wanted to test the fortress and 
see how far R28 could get. R28 indicated R28 was gone for approximately forty five minutes and had left 
R28's walker behind in R28's room on purpose.CNA-E's statement, dated 5/20/25, indicated CNA-E was in 
the bathroom when CNA-E heard the front door alarm sounding. CNA-E was unable to disarm the system by 
using the door alarm code and asked MT-F for assistance. CNA-E did not notify RN-G that the door alarm 
sounded or conduct a check outside the facility to see if any residents had exited through the front door. 
CNA-E then returned to CNA-E's duties.MT-F's statement, dated 5/20/25, indicated MT-F disarmed the door 
alarm by using the WanderGuard override code and returned to MT-F's assigned unit. MT-F stated MT-F did 
not think to ask CNA-E if CNA-E checked outside for residents. MT-F stated MT-F was not aware that R28 
was missing until the police called.RN-G's statement, dated 5/20/25, indicated RN-G was in a resident's 
room at the time R28 eloped from the facility and did not hear the alarm sounding. RN-G stated RN-G wasn't 
aware R28 was missing until after MT-F stated the police called and had R28 in their custody. At that time, 
RN-G notified NHA-A and DON-B and completed a head count of all residents.According to 
weatherunderground.com, the temperature at the time R28 left the facility was approximately 48 degrees 
with wind gusts around 12 miles per hour.On 6/10/25, Surveyor reviewed a map of the city and noted Lake 
Winnebago was approximately three miles from the facility. Surveyor noted R28 walked down a steep 
driveway, through a busy four-way stop, and across a bridge over a creek before being found by police.The 
facility's investigation summary indicated staff did not know R28 had left the facility until the police called 
because staff did not check the area outside the facility, did not complete a head count of residents, and did 
not notify the appropriate people when the alarm sounded. Upon re-enactment of the event, the facility 
determined the WanderGuard alarm did not trigger the door lock appropriately if a WanderGuard bracelet 
was on a resident's ankle due to the bracelet's distance from the receiver. The facility received a quote on 
6/3/25 for a new WanderGuard system. The investigation included statements from R28 and staff and door 
alarm audits.On 6/9/25 and 6/10/25, Surveyor observed R28 multiple times during the AM and PM shifts and 
observed a functioning WanderGuard on R28's right wrist. Surveyor also noted the facility's WanderGuard 
and door alarm systems were armed and functioning.On 6/9/25 at 9:42 AM and 6/10/25 at 11:23 AM, 
Surveyor observed staff respond appropriately to door alarms.On 6/10/25 at 10:14 AM, Surveyor interviewed 
MT-F regarding door alarms. MT-F verified staff are supposed to respond immediately to door alarms and 
look outside in the immediate vicinity for any residents.The facility's failure to follow their elopement 
procedure when a door alarm sounded on the night shift created a reasonable likelihood for serious harm 
which led to a finding of immediate jeopardy. The facility removed the immediate jeopardy on 5/20/25 and 
corrected it on 5/26/25 when it completed the following:1. Initiated fifteen minute checks for R28 and other at 
risk residents2. Set doors to alarm at all hours3. Moved all WanderGuard bracelets to residents' wrists2. 
Interviewed and assessed residents for elopement risk3. Educated all staff on elopement and the facility's 
door alarm system4. Completed elopement drills and tested both alarm systems weekly
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