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Mesa Glen Care Center 638 E Colorado Avenue
Glendora, CA 91740

F 0689

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

Based on interview and record review, the facility failed to provide adequate supervision to one of three 
sampled residents (Resident 1) when Resident 1 exited the building without the facility's knowledge on 
10/22/2025.This failure placed Resident 1 at risk of an accidental injury while outside the facility's premises 
without staff supervision.Findings:During a review of Resident 1's admission Record (AR), the AR indicated 
the facility admitted Resident 1 on 4/3/2025, with diagnoses including seizures (a sudden, uncontrolled 
electrical disturbance in the brain) and depression (a mental health condition characterized with persistent 
feelings of sadness, loss of interest in activities, and a decrease in energy that affects a person's daily 
functioning). During a review of Resident 1's provider's Progress Note, dated 4/16/2025, the provider's 
Progress Note indicated Resident 1 had fluctuating capacity to make medical decisions. During a review of 
Resident 1's Minimum Data Set (MDS, a federally mandated resident assessment tool), dated 10/7/2025, the 
MDS indicated the cognitive (the ability to think and process information) skills for daily decisions making 
was cognitively intact. The MDS indicated Resident 1 required limited assistance of one-person physical 
assist for activities of daily living. During a review of Resident 1's Progress Note, dated 4/4/2025 (upon 
admission), the Progress note Elopement Evaluation section indicated: History of elopement at home: Yes. 
Wandering behavior a pattern or goal-directed: Yes, . Wandering behavior likely to affect the safety or 
well-being of self/others: Yes, . Recently admitted or readmitted (within past 30 days) and has not accepted 
the situation: Yes. Elopement Score: 6.0. During an interview on 10/24/2025 at 1:13 PM with Licensed 
Vocational Nurse (LVN 1), LVN 1 stated Resident 1 was last observed in bed at approximately 4:30 AM on 
10/22/2025. LVN 1 stated she searched for the resident in the hallway and in the unit and could not locate 
Resident 1. LVN 1 stated a code was initiated and staff searched the premises. LVN 1 stated Resident 1 was 
ambulatory and frequently walked around the facility. During an interview conducted on 10/24/2025, at 3:30 
PM, the Director of Nursing (DON) stated that the elopement of Resident 1 was unexpected, as the resident 
had not shown any prior signs of wanting to leave the facility. During a review of the facility's policy and 
procedure (P&P) titled, Safety and Supervision of Residents, revised on July 2017, the P&P indicated, Our 
facility strives to make the environment as free from accident hazards as possible. Resident safety and 
supervision and assistance to prevent accidents are facility-wide priorities. The P&P indicated, The care 
team shall target interventions to reduce individual risks related to hazards in the environment, including 
adequate supervision and assistive devices.
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