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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility did not ensure each resident receives adequate 
supervision to prevent accidents for 1 of 3 residents (R1) reviewed for accidents/supervision. The facility did 
not correctly assess R1's risk for elopement and, thus, did not implement interventions to monitor and 
supervise R1 to prevent R1 from eloping from the facility. The facility had gaps in the monitoring of the main 
entrance of the building once the alarm system was turned off and before the area was staffed for the day, 
allowing R1 to leave the facility unnoticed by staff. R1 was returned to the facility 8 hours later when his 
family found him 20 miles away from the facility. The facility's failure to provide adequate supervision allowed 
for R1 to elope from the facility, which created a finding of immediate jeopardy that began on 8/25/25. 
Surveyor notified Director of Nursing (DON)-B, Nursing Home Administrator (NHA)-A, Regional Chief 
Innovations Officer-C, Regional Director of Quality Assurance-E, and Regional Director of Operations-D of 
the immediate jeopardy on 10/9/25 at 12:15 pm. The immediate jeopardy was removed on 9/26/25. The 
deficient practice continues at a scope and severity of D as the facility continues to implement its action plan. 
Findings include:The facility's policy and procedure titled Elopement Prevention and Missing Resident Policy 
last revised 8/8/2025, documents in part: Procedure:A. Elopement PreventionThe following section outlines 
the facility approach for elopement risk assessments, strategies for the prevention of elopement, staff 
training and education, and the Quality Assurance process:Assessments and Plan of Care:-Upon admission 
or re-admission, all residents will be assessed for elopement risk utilizing the Elopement Risk Assessment 
form.-A comprehensive elopement prevention plan of care will be developed for each resident identified as at 
risk for elopement.-Residents at risk for elopement will be reassessed quarterly and with a significant change 
of condition in conjunction with the MDS (Minimum Data Set) schedule.Routine Procedures: .-Should an exit 
alarm sound, staff shall immediately respond and determine the cause of the alarm. If no reason can be 
found, the Supervisor shall be notified, and an account of all residents identified to be at risk for elopement 
shall be performed.R1 was admitted to the facility on [DATE] with diagnoses that include:Encephalopathy (a 
group of conditions that cause brain dysfunction. Brain dysfunction can appear as confusion, memory loss, 
personality changes and/or coma in the most severe form), cognitive communication deficit (difficulty with 
communication that stems from impaired thinking skills, such as memory, attention, and problem-solving, 
rather than from physical speech problems), Vascular dementia (a type of cognitive decline caused by 
damage to the blood vessels in the brain), and Psychotic disturbance, mood disturbance, and anxiety 
(distinct but often co-occurring mental health issues that can include a loss of reality, emotional 
dysregulation, and excessive worry.)R1's 5-day Minimum Data Set (MDS) with an assessment reference 
date of 6/9/25, documents a Brief Interview for Mental Status (BIMS) score of 11, indicating moderate 
cognitive impairment. The MDS documents R1 was assessed to have no behavioral concerns exhibited 
during the look back period.R1's hospital admission paperwork dated 5/29/25, documents: PMH (Primary 
Medical History) of multi-infarct dementia, . has been living with his daughter for the last few months. Here 
with encephalopathy, was found crawling on the floor. Per ED (Emergency Department) Daughter cannot 
care for him anymore asking for higher level of care. Called patient's ex-wife to corroborate history: stated 
daughter was taking care of patient. Patient had a stroke around Christmas and has dementia now. Daughter 
is POA. Ex-wife stated patient had been yelling, falling off the bed, wanted to leave home, said it was difficult 
to work with patient. Called daughter (POA): patient has been acting up, had not been taking medication. 
Had been agitating, yelling at the door, jumps off the bed, broke the bed guard, bruises from crawling, worse 
at night. Tantrum every morning. This has started about March. Argues with daughter and family. At baseline 
is disoriented, fluctuating.Surveyor notes R1 was agitated while living in the community and wanted to leave 
home. This information was provided to the facility upon R1's admission and demonstrated R1's potential for 
increased agitation and elopement risk when transferred to a new environment at the facility.On 6/2/25, upon 
admission, R1's Elopement Risk Evaluation was completed. The facility form documents a score of 4 or more 
requires action unless the resident is not ambulatory.R1 was assessed to receive a score of 2.0, indicating 
not at risk for elopement. Two points were assessed related to: Relevant diagnosis/impaired cognition - 
Alzheimer's, Dementia, Schizophrenia, Traumatic Brain Injury, short-term or long-term memory problems, 
impaired decision-making skills.Surveyor notes R1 should have also been marked yes for Mobility Status - 
independently mobile via ambulation, w/c (wheelchair) or with assistive device which would be one point, as 
well as yes to New to Facility - admitted to facility within 60 days. This would have given R1 an assessed risk 
score of 4 which would indicate R1 is at risk for elopement and more action from the facility would have been 
required.Surveyor notes R1's initial care plan does not address concern for elopement risk. R1 did not have 
a Wanderguard bracelet.R1's care plan dated 6/2/25 documents: R1 would like to discharge home or 
community.Interventions include: -Encourage resident to discuss feelings and concerns with impending 
discharge. Monitor for and address episode of anxiety, fear, distress. Dated initiated: 6/2/2025. -Evaluate the 
resident's motivation and ability to safely return to the community. Dated initiated: 6/2/2025.-Evaluate/record 
[R1's] abilities and strength, with family/caregivers/IDT (interdisciplinary team). Determine gaps in abilities 
which will affect discharge. Address gaps by making community referral, pre-discharge PT (physical 
therapy)/OT (occupational therapy)/ or internal referral. Date initiated: 6/2/25, Revision on 6/13/25. On 
6/6/25, Activity Director-J documented: Resident is alert and oriented. Resident makes needs known. 
Resident is ready to discharge.On 6/10/25, R1 was seen by the MD (Medical Doctor), who documented: 
Improved over course of hospitalization remained weak decondition now transferred to [name of skilled 
nursing facility] for ongoing care. Was very restless and tremulous. Very weak, monitoring to know when he 
can go home, no other nursing concerns.On 6/18/25, R1's MD progress notes document: Up in w/c 
(wheelchair) asking do I go home today?On 7/31/25, R1's MD progress notes document: seen up in w/c 
propelling self in hall, asking about discharge plan and when can I get out of here? Spoke with SS (Social 
Services) who confirmed patient will be LTC (Long Term Care) resident at facility. Patient confused at 
baseline. Surveyor notes R1's care plan was not revised to address R1's continued desire to discharge vs. 
Social Services' understanding R1 is going to be staying long term at the facility.On 8/6/25, R1 had a 
psychiatric consultation via Telehealth which documents the HPI (history of present illness): The resident 
presents with chronic moderate-to-severe depressed mood and hopelessness, impairing motivation, future 
planning, and daily functioning. He demonstrates persistent decreased motivation and low energy, which 
affects his ability to initiate and complete activities. Cognitive deficits involving concentration and short-term 
memory are noted, moderately compromising recall and following instructions, thus impairing daily 
functioning. The patient experiences episodic irritability, anger and occasional agitation/restlessness, 
primarily impacting interpersonal interactions. [RH1] [SM2] Surveyor notes R1's care plan does not address 
R1's irritability, anger, agitation, restlessness, hopelessness, impaired motivation, low energy, or depression 
or the recommendation by psychiatric services to start escitalopram. On 10/9/25 at 9:02 AM, Surveyor 
interviewed DON-B. Surveyor asked about the elopement risk assessment being completed incorrectly upon 
R1's admission to the facility. DON-B stated R1 should have been assessed as an elopement risk and had a 
Wanderguard ordered. On 8/24/25, R1's medical record documents: res (resident) siblings here and wanting 
information regarding a plan for discharge closer to their home, directed to reattempt to contact social worker 
for this information and or administrator and they will call during business day, res is alert and oriented to 
self, is very forgetful and is not completely aware of surroundings.Surveyor notes R1 has expressed desire to 
leave the facility and R1's extended family was at the facility requesting information related to R1's discharge 
plans and a desire to move R1 closer to their home. The next morning R1 could not be located at the facility. 
Surveyor notes the facility's investigation into R1's elopement from the facility documents R1's son stated he 
and his brother are going to speak with the Resident's siblings about being cautious when it comes to what 
they discuss with the Resident during their visits with him at the facility. Son stated he has attempted to 
provide these family members with updates on the Resident's status and plan of care on several occasions 
but despite this they continue to ask the Resident about leaving the facility and they feel the Resident's 
siblings discussing this with the Resident or in front of him likely causes him increased confusion.On 8/25/25, 
R1 eloped from the facility, and a silver alert was initiated. R1 was found 20 miles away from the facility by 
his family who were assisting in the search. Timeline of R1's Elopement on 8/25/25:R1 was last seen at 6:50 
AM by a CNA (Certified Nursing Assistant) who stated R1 was sitting in his w/c holding a red pair of shoes.At 
7:50 AM, a CNA attempted to locate R1 for breakfast and noted he was not in his room and was not present 
on the unit; a facility search began.At 7:45 AM, a police officer was flagged down by R1 on Cleveland and 
[NAME] Avenue and R1 asked for directions to Waukesha Hope Center.At 8:00 AM, NHA-A was alerted of 
resident missing, an internal code silver was communicated, and another facility sweep was conducted.At 
8:20 AM, staff dispersed and searched the neighborhood.At 8:30 AM, NHA-A placed calls to daughter and 
second contact in medical record, there was no answer.At 9:07 AM, 911 dispatch was called by NHA-A.At 
10:05 AM, police reported R1 was spotted on 95th and Bluemound and had been on a city bus. (Per NHA-A 
bus driver gave R1 ride for free.)At 1:45 PM, a Silver Alert was officially issued for R1.At 3:00 PM, R1's sons 
found R1 on 49th and [NAME] in Milwaukee, R1 was self-propelling down the sidewalk.At 4:00 PM, R1's 
sons returned R1 to the facility.At 4:05 PM, a body check was performed by facility staff and R1 had 
superficial abrasions to back of left forearm. R1 was sent to emergency room (ED) as seems to have fallen. 
ED report states: medical workup to evaluate for any toxic metabolic or traumatic injuries. CT head negative. 
Metabolic workup unremarkable. No signs of infection. [NAME] count normal, no significant anemia. 
Electrolytes normal. Urine Negative. Patient at Baseline.Surveyor noted R1 was found 8 hours after last seen 
at the facility and was located 20 miles away.On 10/6/25 at 11:06 AM, Surveyor interviewed Receptionist-F. 
Surveyor asked how Receptionist-F knows which residents are at risk for wandering/elopement. 
Receptionist-F stated, there is a binder located at the receptionist desk with information on all residents who 
have a Wanderguard. Receptionist-F stated they have a personal relationship with all the residents and 
watches out for all the residents when leaving the building. Receptionist-F makes sure each resident leaves 
with a responsible party or is scheduled to be picked up by medical transport. If not, Receptionist-F stops the 
resident trying to leave and redirects. Surveyor asked how often it occurs that a resident is trying to leave 
unsupervised and/or with a Wanderguard. Receptionist-F stated, rarely, only a couple of times and each time 
residents were redirected. Receptionist-F stated the alarm by the front door lobby will sound if residents 
wearing a Wanderguard attempt to leave. Receptionist-F stated residents who have a Wanderguard cannot 
even be outside in the front of the building without supervision.Surveyor asked Receptionist-F, what are the 
hours the reception area is supervised/manned. Receptionist-F stated, during the week the reception area is 
covered first shift, 7:30 AM to 4:00 PM and a second shift, 4:00 PM to 8:00 PM, weekends the reception area 
is covered 8:00 AM to 4:00 PM. Surveyor asked a clarifying question to Receptionist-F, so there is no 
receptionist monitoring the front area after 8:00 PM and until 7:30 AM during the weekdays and no 
receptionist monitoring the front area on weekends from 4:00 PM to 8:00 AM and Receptionist-F stated, 
Correct, the doors automatically lock between 7:30 PM and 8:00 PM and automatically unlock between 5:30 
AM and 6:00 AM every day. Receptionist-F stated a code must be entered in order to get outside during the 
times the doors are locked.Surveyor noted the doors are unlocked between 5:30-6:30 AM daily and there is 
no receptionist coverage until 7:30 AM during the weekdays and until 8:00 AM on weekends, leaving no 
active or passive monitoring (code to enter) to open doors as doors are unlocked during this time.On 10/8/25 
at 2:09 PM, Surveyor interviewed Licensed Practical Nurse (LPN)-G who stated night shift got R1 up before 
6 AM on 8/25/25. A CNA reported R1 missing so staff went to look. R1 left before reception arrived for the 
day. At 6 AM the doors unlock, before that you need a code to open the doors.On 10/9/25 at 6:10 AM, 
Surveyor walked into the facility, the front doors were unlocked. No one was working at the reception desk. 
Surveyor observed NHA-A walking around the reception area.On 10/9/25 at 6:15 AM, Surveyor observed 
NHA-A standing by the reception desk while housekeeping cleaned the area. On 10/9/25 at 6:27AM, 
Surveyor observed the reception area empty of facility staff. Surveyor walked out the front doors and no 
alarms sounded, no one witnessed Surveyor exit. Surveyor noted there is no way for staff to be aware of 
residents exiting the building unsupervised once the front entrance doors are unalarmed prior to the 
receptionist starting their shift.On 10/9/25 at 6:28 AM, Surveyor interviewed CNA-H who stated getting R1 up 
on NOC (night) shift was not the regular routine. R1 was restless so they got R1 up early and R1 wanted to 
remain in his room and watch TV. Later R1 came out and talked to CNA-H while they were charting at the 
desk, then went to talk to the nurse passing meds. When asked if R1 expressed a desire to leave, CNA-H 
stated R1 was talking about shoes and a haircut that morning. CNA-H stated R1 was only up that early a 
couple of times and never expressed a desire to leave.On 10/9/25 at 6:28 AM, Surveyor observed R1 in bed 
sleeping.On 10/9/25 at 6:29 AM, Surveyor interviewed Registered Nurse (RN)-I who stated R1 was always 
looking for the Social Worker and talking to him.On 10/9/25 at 6:36 AM, Surveyor observed NHA-A and a 
housekeeper talking in the reception area.On 10/9/25 at 7:24 AM, Surveyor interviewed Activities Director-J 
who stated R1 stated being ready to discharge from the beginning, giving all the answers that R1 is ready to 
go home. Over time R1 was withdrawing and not coming to activities that R1 used to go and watch.On 
10/9/25 at 7:27 AM, Surveyor interviewed Social Services Director-K who has been at the facility 3 months. 
Social Service Director-K stated R1 stops by the office every day and tells Social Services Director-K R1 is 
here temporarily for a cousin. In actuality, R1 is here because family could no longer care for R1. Social 
Services Director-K felt R1 was content and only expressed wanting to leave after family visited. The POA 
wants R1 placed in a facility, other family wants R1 closer to their homes.On 10/9/25 at 9:01 AM, Surveyor 
interviewed NHA-A and DON-B. Surveyor asked how the front entrance to the facility is monitored. DON-B 
stated there are two alarm systems. One alarm is for the Wanderguard system and if a resident is wearing a 
Wanderguard and tries to exit the front of the building, an alarm will sound 24/7. The second alarm is 
sounded when the doors are locked, and anyone opens the doors without disarming the alarm with a code. 
Surveyor asked when the doors are locked. DON-B stated, the doors are locked at 8:00 PM, and unlocked at 
6:30 AM, seven days a week. Surveyor asked what the receptionist coverage is. DON-B stated the reception 
area is staffed 7:30 AM to 8:00 PM during the week and 8:00 AM to 4:00 PM on the weekends. Surveyor 
asked if residents without Wanderguards would be able to leave the facility without an alarm sounding 
between the hours of 6:30 AM and 7:30 AM during the week or 6:30 AM and 8:00 AM on the weekends or 
between 4:00 PM and 8:00 PM and weekends. DON-B stated, This is not a prison and residents who have 
not been identified of having risk for elopement have the right to leave when they want to. Surveyor 
acknowledged understanding but questioned how the facility would know if residents who are not at risk were 
leaving without an alarm nor anyone at the reception area to observe. DON-B stated, the residents will sign 
in and out. DON-B stated, the facility installed cameras following R1's elopement on 9/26/25 and both 
DON-B and NHA-A receive notifications on their cell phone whenever anyone enters or leaves the facility.On 
10/9/25 at 9:25 AM, Surveyor informed DON-B and NHA-A of the serious concern related to R1 eloping and 
the need for adequate supervision for all residents including R1.On 10/9/25 at 11:09 AM, NHA-A followed up 
with Surveyor and stated due to concerns brought up during survey, doors will now lock at 8pm and unlock at 
8am.The facility's failure to provide adequate supervision for R1 allowed R1 to elope from the facility; R1 was 
found 20 miles away by his family. The failure created a reasonable likelihood for serious harm or injury thus 
leading to a finding of immediate jeopardy. The facility removed the immediate jeopardy on 9/26/25 when the 
facility implemented the following: -All facility residents were re-assessed to identify risk for elopement and 
ensure proper interventions were implemented.-Identified residents at risk for elopement and ensure person 
centered care plans are in place with preventative measures to include the specified level of supervision for 
residents at risk for elopement.-Reviewed elopement/missing resident policy to address the timing of 
searching for/reporting a missing resident to help ensure an expedited search.-Education was provided to all 
staff on following the facility's updated elopement policy, accuracy of elopement assessments, monitoring 
resident's at risk for elopement and timely response to door alarms.-Elopement risk assessments completed 
will be reviewed during clinical meeting to verify accuracy and ensure appropriate interventions were put in 
place.-New elopement risk assessments were completed for all facility residents.-Facility implemented 
cameras at facility entrance.-Reviewed updated facility policy and procedure on elopement and coordination 
with medical director. Including updated elopement assessments, and addition of cameras at the facility 
entrance to ensure adequate resident supervision is in place to identify residents exiting the facility and to 
ensure facility policy and procedure meets current standard of practice.-Facility Maintenance will complete 
audits to ensure door alarms are properly functioning. Audits will be completed weekly on all shifts.-IDT will 
review daily in clinical meeting any new admissions elopement assessments, incidents regarding changes in 
residents' behaviors, and document on eagle board to ensure proper assessments have been obtained and 
appropriate interventions have been implemented. Audits will be conducted twice a week for 3 weeks, 
weekly for 3 weeks, every 2 weeks and x2 monthly x3. (sic) Results will be reviewed by QAPI Committee to 
determine compliance or additional follow up required.-An Ad Hoc QAPI completed 08/29/25.
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