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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and record review, the facility failed to ensure an environment free of accidents or 
hazards for two of four sampled residents (Resident 3 and Resident 4) when:Resident 3 did not have 
Wander Gard device (a wearable device that tracks movement and triggers automated security responses 
when a resident nears a restricted area) placement and functioning checks documented every shift daily per 
physician order after an elopement (when a resident leaves a healthcare facility against medical advice when 
doing so poses an imminent threat to the resident's health or safety) episode; andResident 4 did not have a 
Wander Gard device placed upon admission to the facility despite a recent history of elopement and 
according to facility policy.These failures put Resident 3 at increased risk of elopement and resulted in 
Resident 4 eloping (leaving the facility without staff knowledge) on 10/6/25, with the potential to lead to 
severe harm like falls, a serious injury, and/or deathFindings:1. A review of Resident 3's admission 
RECORD, indicated that Resident 3 was admitted to the facility with diagnoses which included Dementia (a 
general term for loss of memory, language, problem-solving and other thinking abilities that are severe 
enough to interfere with daily life).A review of Resident 3's Elopement Evaluation, dated 4/13/25, the 
evaluation indicated, .Does the resident have a history of elopement or an attempted elopement while at 
home: Yes.Does the resident have a history of attempting to leave the facility without informing staff: Yes.
Has the resident expressed the desire to go home, packed belongings to go home or stayed near an exit 
door: Yes.Does the resident wander: Yes.During a review of Resident 3's SBAR [Situation, Background, 
Assessment and Recommendation, a healthcare communication tool] Communication Form and Progress 
Note, dated 4/13/25, the document indicated, .Summarize your observations and evaluation: .Resident 
[Resident 3] exited the main door of the building. Able to get redirected inside. No c/o [complaint of] pain or 
discomfort noted.Asked where she is going. Resident didn't say anything.Ensured all exits are secured with 
alarms. Whereabouts monitored.Primary Care Clinician Notified: Yes Date: 04/13/2025 Time: 11:00 AM.
Recommendations of Primary Clinicians.Wander guard.During an interview on 10/24/25 at 3:30 p.m. with a 
Certified Nursing Assistant (CNA), the CNA stated that the Licensed Nurses checked the functioning of the 
Wander Guard devices, and the CNAs checked to make sure the devices were on the residents. During an 
interview on 10/24/25 at 3:30 p.m. with Licensed Nurse (LN) 2, LN 2 stated that the LNs checked the function 
of the Wander Gard devices every shift. LN 2 stated that the functioning of the Wander Guard devices was 
documented in the residents' EMR (Electronic Medical Record) either in the MAR (Medication Administration 
Record, a document listing medications and monitoring parameters) or the TAR (Treatment Administration 
Record, a list of prescribed treatments) each shift. During an observation and concurrent interview on 
10/24/25 at 3:32 p.m. with Resident 3 in her room, Resident 3 sat in a wheelchair near her door with a 
Wander Guard device on her wrist. Resident 3 stated that she did not remember going outside of the facility 
in April of 2025. A review of Resident 3's TAR, dated 12/25, indicated that Resident 3's Wander Guard 
device placement and function was not checked every shift daily on 8/5/25, 8/27/25 and 8/30/25.A review of 
Resident 3's TAR, dated 9/25, indicated that Resident 3's Wander Guard device placement and function was 
not checked every shift daily on 9/1/25, 9/5/25, 9/11/25, 9/28/25, and 9/29/25.A review of Resident 3's TAR, 
dated 10/25, indicated that Resident 3's Wander Guard device placement and function was not checked 
every shift daily on 10/11/25. A review of Resident 3's Care Plan Report, indicated, .Focus.Wander gard [sp] 
Elopement Device Due to poor safety awareness.Date Initiated: 04/14/2025.Goal.The resident will remain 
safe from any harm.Target Date: 12/08/2025.Interventions.Check for proper fitting.The nurse will monitor 
resident's whereabouts.ensure wander gard [sp] is functioning properly. During a concurrent interview and 
record review of Resident 3's TARs, with the DON on 11/14/25 at 9:45 a.m., the DON stated that her 
expectation was that residents deemed at risk for wandering would have a Wander Guard device placed and 
would be monitored frequently. The DON stated that the staff checked the placement and function of the 
Wander Guard device every shift each day and documented the placement and function of the Wander 
Guard device in the residents' medical record. The DON confirmed that Resident 3 had a Wander Guard 
device. The DON stated that Resident 3 had a prior history of elopement in April of 2025. The DON 
confirmed that Resident 3 had a Wander Guard placed in April of 2025 after the elopement. The DON 
confirmed that Resident 3's Wander Guard placement and function were not documented in her TARs every 
day each shift on 8/5/25, 8/27/25, 8/30/25, 9/1/25, 9/5/25, 9/11/25, 9/28/25, 9/29/25 and 10/11/25. The DON 
stated that the risk was elopement. The DON confirmed that the facility policy was not followed.2. A review of 
Resident 4's admission RECORD, indicated that Resident 4 was admitted to the facility with diagnoses which 
included but not limited to, dementia (a general term for loss of memory, language, problem-solving and 
other thinking abilities that are severe enough to interfere with daily life), muscle weakness, unsteadiness on 
feet, and history of falling.A review of Resident 4's Physician Narrative H&P [history and physical], dated 
10/3/25, the document indicated, .LATE ENTRY.was recently hospitalized after being found wandering by 
police from his previous facility.during hospitalization, CT [computed tomography, a diagnostic imaging test 
that combines x-rays with computer processing to create detailed pictures of the inside of the body] was 
negative for trauma [injury]. [Resident 4] has now been discharged to skilled nursing facility for close 
monitoring. A conservator [when a judge appoints another person to act or make decisions for the person 
who needs help] has been appointed following psychiatric evaluation due to [Resident 4's] incapacity [lacking 
the physical, mental, or legal ability to manage personal affairs, make decisions, or perform functions] to 
make independent decisions.Since admission to the facility, [Resident 4] has had ongoing issues with 
elopement, most recently being found wandering on the street after leaving his room, though no falls or injury 
occurred.Assessment/Plan.now requiring close monitoring due to ongoing elopement risk and safety 
concerns.Implement close monitoring and safety measures to prevent elopement.A review of Resident 4's 
Elopement Evaluation, dated 10/3/25, the evaluation indicated, .1. Does the resident have a history of 
elopement.No.Does the resident wander.Yes.A review of Resident 4's SBAR Communication Form and 
Progress Note, dated 10/6/25 indicated, .the resident was noted with wandering behavior and had actual 
elopement incident.Code [NAME] (facility emergency response) was activated, room and facility ground 
physical check was done per protocol. At 1350H [1:30 PM], he was found walking in [sp] the sidewalk along 
the traffic light.he then came willingly with DON [Director of Nursing] and facility driver.Full head to toe 
assessment done.Primary Care Clinician Notified: Yes.Date: 10/06/2025.Time: 1:55 PM.ordered to put 
wander guard [sp].continuously monitor the resident.A review of Resident 4's Progress Note, dated 10/6/25, 
the documents indicated, .was seen wandering.teaching given on risk of wandering and elopement given to 
pt [patient; Resident 4], pt has history of dementia.wander guard explained to pt and pt verbalized agreement 
of device.md [medical doctor] notified of behaviors and order was given for device.During an interview on 
10/24/25 at 1:04 p.m. with Licensed Nurse (LN) 1, LN 1 stated that she remembered Resident 4. LN 1 stated 
that she was not assigned to care for Resident 4 but was on duty the day of the incident (elopement). LN 1 
stated that she saw Resident 4 earlier in the day sitting in a wheelchair. LN 1 stated that later, a coworker 
told her that Resident 4 was missing. LN 1 stated that the staff looked for Resident 4 but could not find him. 
LN 1 stated that she notified the Administrator (ADM) and the DON that Resident 4 was missing. LN 1 stated 
that the staff announced the Code Green which indicated that everyone was needed to find the resident as 
instructed by the ADM. LN 1 stated that staff looked both inside the facility and outside in the parking lot and 
surrounding areas but could not find Resident 4. LN 1 stated that the DON and another staff member got in 
the facility van and drove around to look for Resident 4. LN 1 stated that they found Resident 4 down the 
block at the stop light. LN 1 stated that Resident 4 was brought back to the facility by the DON and another 
staff member. LN 1 stated that Resident 4 was assessed from head to toe and was not harmed. LN 1 stated 
that the staff helped each other to complete paperwork regarding the incident. LN 1 stated that she did the 
Change in Condition form (CIC) and the SBAR Progress Note to help. LN 1 confirmed that Resident 4 was 
not wearing a Wander Guard device prior to the elopement. LN 1 stated that a Wander Guard device was 
placed on Resident 4 when he returned to the facility. LN 1 stated that staff checked the Wander Guard 
devices every shift and documented the checks in the electronic medical record (EMR). LN 1 stated that if a 
resident with a Wander Guard device got too close to the exit doors an alarm would sound. LN 1 stated that 
the frequent visual checks on residents after elopement were documented on paper forms. LN 1 stated that 
staff received in-service education on dementia, elopement and exit-seeking behaviors every time an 
incident occurred and periodically during the year. During an interview and concurrent record review of 
Resident 4's EMR with the DON on 11/14/25 at 9:45 a.m., the DON stated that her expectation was that 
residents deemed at risk for wandering would have a Wander Guard placed and would be monitored 
frequently. The DON acknowledged that Resident 4's Elopement Evaluation, dated 10/3/25, indicated that 
Resident 4 did not have a history of elopement. The DON confirmed that Resident 4's Physician Narrative 
H&P, dated 10/3/25, indicated that Resident 4 had a prior history of wandering and elopement. The DON 
confirmed that Resident 4's Physician Narrative H&P further indicated that Resident 4 required close 
monitoring and safety measures to prevent elopement. The DON confirmed that Resident 4 eloped from the 
facility on 10/6/25. The DON confirmed that Resident 4 did not have a Wander Guard device prior to his 
elopement from the facility. The DON acknowledged that Resident 4 should have had a Wander Guard 
device placed when he was admitted to the facility. The DON stated that the risk for Resident 4 not having a 
Wander Guard device was elopement and that he fortunately was not injured when he eloped on 10/6/25. 
The DON acknowledged that the facility policy was not followed.A review of a facility policy and procedure 
(P&P) titled, Tab Alarms, Bed Alarms, Wanderguard System, revised 12/12/24, the P&P indicated, .Policy 
Statement.The Wanderguard would be used for residents at risk for elopement.Procedure.1. Nursing 
Assessment of each resident must be done on admission and change in status to evaluate if he/she is at risk 
for.elopement.5. The Wanderguard bracelet will be applied to the resident's wrist or ankle and not removed 
until replacement is needed.7. The Wanderguard bracelets are checked daily.A review of an undated facility 
P&P titled, Wandering and Elopements, the P&P indicated, .Policy statement.The facility will identify 
residents who are at risk of unsafe wandering and strive to prevent harm while maintaining the least 
restrictive environment for residents.A review of a facility P&P titled, Safety and Supervision of Residents, 
revised 7/17, the P&P indicated, .Policy Statement.Our facility strives to make the environment as free from 
accident hazards as possible.Policy Interpretation and Implementation.Individualized, Resident-Centered 
Approach to Safety.4. Implementing interventions to reduce accident risks and hazards shall include the 
following.d. Ensuring that interventions are implemented.e. Documenting interventions.Resident Risks and 
Environmental Hazards.e. Unsafe wandering.
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

(continued on next page)

43555387

02/25/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

555387 11/14/2025

Creekside Center 9107 N. Davis Road
Stockton, CA 95209

F 0842

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interviews and record review, the facility failed to ensure medical records were complete and 
accurate in accordance with professional standards for one of four sampled residents (Resident 4) when 
Resident 4's Visual Checks (a document detailing staff observations of Resident 4's activity in timed 
increments), dated 10/06/25 indicated that Resident 4 was in the facility during the time that he had eloped 
from the facility.This failure resulted in inaccurate documentation in Resident 4's medical record for twenty 
minutes, with staff documenting safety observations that they did not perform.Findings:A review of Resident 
4's admission RECORD, indicated that Resident 4 was admitted to the facility in 2025 with diagnoses which 
included dementia (a general term for loss of memory, language, problem-solving and other thinking abilities 
that are severe enough to interfere with daily life).A review of Resident 4's SBAR [Situation, Background, 
Assessment and Recommendation, a healthcare communication tool] Communication Form and Progress 
Note, dated 10/6/25 indicated, .the resident was noted with wandering behavior and had actual elopement 
incident.Code [NAME] (facility emergency response) was activated, room and facility ground physical check 
was done per protocol. At 1350H (hours), he was found walking in [sp] the sidewalk along the traffic light.he 
then came willingly with DON [Director of Nursing] and facility driver.During an interview on 10/24/25 at 1:04 
p.m. with Licensed Nurse (LN) 1, LN 1 stated that she remembered Resident 4. LN 1 stated that she was not 
assigned to care for Resident 4 but was on duty the day of the incident. LN 1 stated that she saw the 
resident earlier in the day sitting in a wheelchair. LN 1 stated that later, a coworker told her that Resident 4 
was missing. LN 1 stated that the staff looked for the resident but could not find him. LN 1 stated that she 
notified the Administrator (ADM) and the DON that the resident was missing. LN 1 stated that the staff 
announced the Code Green indicated that everyone was needed to find the resident as instructed by the 
ADM. LN 1 stated that staff looked both inside the facility and outside in the parking lot and surrounding 
areas but could not find the resident. LN 1 stated that the DON and another staff member got in the facility 
van and drove around to look for the resident. LN 1 stated that they found Resident 4 down the block at the 
stop light and brought him back to the facility. LN 1 stated that frequent visual checks were done on residents 
after elopement by the staff. LN 1 stated that the frequent visual checks on residents after elopement were 
documented on paper forms. A review of Resident 4's Visual Checks, form dated 10/6/25 indicated that 
Resident 4 was observed in location L2 which indicated Bedroom Awake every fifteen minutes from 1300 (1 
PM) to 1345 (1:45 PM) on 10/6/25. During an interview and concurrent review of Resident 4's Visual Checks 
form and Electronic Medical Record [EMR], on 11/14/25 at 9:45 a.m. with the DON, the DON stated that her 
expectation was that staff documented accurately in the residents' medical records. The DON acknowledged 
that the entries on Resident 4's Visual Checks form dated 10/6/25 indicated that Resident 4 was in his room 
at 1:30 PM and at 1:45 PM on 10/6/25, and Resident 4's SBAR Communication Form and Progress Note, 
dated 10/6/25 indicated that Resident 4 was located down the street from the facility at a stop light at 1:50 
PM on 10/6/25. The DON confirmed that the documentation on the Visual Checks form and the SBAR 
Communication Form and Progress Note were inconsistent, as staff noticed that Resident 4 was missing at 
1:30 PM on 10/6/25. The DON stated that the documentation on Resident 4's Visual Checks form dated 
10/6/25 should have been accurate. The DON acknowledged that the facility policy was not followed. A 
review of a facility policy and procedure (P&P) titled, Nursing Documentation, effective date 6/27/22, the P&P 
indicated, .Purpose.To communicate patient's status and provide complete, comprehensive, and accessible 
accounting of care and monitoring provided.Policy.Nursing documentation will follow the guidelines of good 
communication and be concise, clear, pertinent, and accurate based on the resident's/patient's (hereinafter 
patient) condition, situation, and complexity.Nursing documentation will follow.policy and procedure and 
federal and state regulations.Procedure.b. Timely entry of documentation must occur as soon as possible 
after the provision of care and in conformance with time frames for completion.c. The patient's record 
specifies what nursing interventions were performed by whom, when, and where.d. All patient information will 
be documented, scanned, or entered in the appropriate section of the clinical record following established 
guidelines.
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