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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way 
that maximizes each resident's well being.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40241

Based on observation, interview and record review, the facility failed to ensure employees were trained in 
and knowledgeable of the facility elopement policy and protocol, resulting in a cognitively impaired resident 
being unsupervised outdoors for 17 minutes (QMA 16).

Findings include: 

Resident B's clinical record was reviewed on 3/5/24 at 10:23 a.m. Diagnoses included unspecified dementia, 
unspecified severity, without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety.

Her physician orders included check placement of the wanderguard to her left ankle twice daily and check 
motion sensor for placement by her door and to make sure it was on and worked properly. 

An admission Minimum Data Set (MDS) assessment, dated 1/10/24, indicated she was severely cognitively 
impaired. 

She had a current care plan for psychosocial well-being, as she had the potential to exhibit wandering and 
exit seeking behaviors (1/12/24). Her interventions included document in the progress notes the intensity, 
duration or frequency of behavior, complete a behavior event when she wandered/exit sought (1/12/24), 
provide redirection or distraction to minimize frequency of behavior, identify pattern of behavior and behavior 
triggers (1/12/24), wanderguard in place and staff to check for placement each shift (1/12/24), and when she 
began to wander, provide comfort measures for basic needs (pain, hunger, toileting, too hot/cold, etc.) 
(1/12/24). 

(continued on next page)
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A nurses note, dated 2/17/24 at 6:45 p.m., indicated at 6:11 p.m., the door 6 alarm on the Bristol Unit 
sounded at the same time the wanderguard system alerted at the nurses station. Per QMA 16, she saw the 
door 6 alarm alerting and switched it off. The alert light was still on, but the sound was turned off. She saw 
Resident B's name on the monitor of the wanderguard system. She went to Resident B's room and did not 
see her in there, then she went to the Bristol Unit's entrance and looked down the halls for Resident B. She 
asked the nurse on the [NAME] Unit if she had seen Resident B and was told no. The Unit Manager met 
QMA 16 in the hallway by the health center dining room and asked her about Resident B and what had 
happened. QMA 16 told her that she said she had heard the alarm but was not able to locate Resident B. 
The Unit Manager told her that Resident B was outside, but was inside now, and she was walking back with 
staff to the Bristol unit. From 6:20 p.m. to 6:23 p.m., a facility nurse was driving in front of the building and 
saw a person that could had possibly been a resident walking on the east side of the building by the 
Coopervista side doors. As he drove up closer to the building, he saw the resident fall to her knees in the 
snow. He was able to help her to her feet and assist her inside the Coopervista doors. At 6:28 p.m. the 
[NAME] Unit wanderguard alarm sounded as staff walked Resident B back to the Bristol Unit. Fifteen minute 
checks and one on one observations for Resident B were started at 6:45 p.m. There was a 17-minute 
difference between the door 6 alarm sounding and her being assisted back to the Bristol Unit. 

During an interview with QMA 16, on 3/5/24 at 2:21 p.m., she indicated prior to the elopement, she assisted 
Resident B to the bathroom and gave her medications. Resident B sat on her bed playing with a babydoll. 
The QMA heard a noise and went to another resident's room. She then heard an alarm going off and went to 
the wanderguard system monitor and saw Resident B's name across the monitor screen. She went to the 
[NAME] Unit, and they had not seen Resident B. She headed towards the Coopervista Unit, but didn't go all 
the way to the unit because she didn't think she could had gotten that far. She went back to the Bristol Unit 
and the alarm was still going off and still indicated Resident B's name. She headed back towards 
Coopervista Unit, and she met the Unit Manager in the hallway. The Unit Manager told her to go back to the 
Bristol Unit. QMA 16 didn't know the exit doors opened. She thought that was why the keypad was located 
on the wall at the exit doors. She had not really been educated on what to do when there was an elopement 
or who to call. Resident B was an exit seeker, and they kept her with staff, in the lounge, or occupied with 
activities. She was the only staff on the unit due to shift change and waiting for a CNA to come from another 
unit. 

During an observation of door 6, accompanied by the Bristol Unit Manager on 3/5/24 at 3:28 p.m., she had a 
wanderguard unit in her hand. As she approached the door, the keypad on the wall to the left of the door 
began to make a chirping sound and the small red light flashed. She opened door 6 and an alarm began to 
sound. At the back corner of the nurses station, there was a monitor for the wanderguard system with a map 
of the Bristol Unit on the screen. The wanderguard system was making a chiming sound and the door alarm 
was sounding, and she silenced the door alarm. The wanderguard monitor screen had a red dot on it where 
the wanderguard alarm was triggered and at the top of the screen showed the name of whom the 
wanderguard belonged to. 

During an interview with CNA 21, on 3/6/24 at 9:14 a.m., she indicated if a resident's wanderguard was 
alarming, she would go find and see where the resident was or where the alarm was going off at. She 
wouldn't know who was eloping, but she could find if any residents were going off the unit. She pointed 
towards the wanderguard monitor, but looked at the other CNA that was present during the interview for 
guidance. The other CNA then explained how the wanderguard system worked. 
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During an interview with Housekeeper 18, on 3/6/24 at 1:51 p.m., she indicated she didn't know what to do if 
a resident eloped and she would need to ask her supervisor. At 2:20 p.m., she indicated she would alert the 
nurse and the front desk. 

During a review of the video footage (without audio) from the camera located at the Bristol Unit nurses 
station, on 3/6/24 at 2:25 p.m., with the Maintenance Director, the DON and Administrator 2 present, the 
Maintenance Director indicated the times to the video footage were not the same as the video footage from 
the Coopervista camera due to being on different Digital Video Recorders (DVRs). At 6:24 p.m., Resident B 
walked into the camera view from the vicinity of her room, passed the nurses station, and walked to the hall 
with door 6. At 6:25 p.m., QMA 16 walked from a medication cart located beyond the nurses station 
(opposite the hall of Resident B's room), towards Resident B's room and then to the nurses station. She 
walked towards the back corner of the nurses station where the wanderguard monitor system and the door 
alarm panel were located. (The wanderguard monitor and the door alarm panel were out of the camera view.
) She walked out of the nurses station and towards Resident B's room. At 6:28 p.m., QMA 16 walked back 
into the nurses station to the back corner and back out of the nurses station towards Resident B's room. At 
6:32 p.m., QMA 16 came into the camera view and walked towards the exit door 3, located in the lounge 
area across from the nurses station, then walked towards the nurses station and then to her cart at 6:33 p.m. 
At 6:35 p.m., QMA 16 walked towards the nurses station then towards exit door 5, then exit door 4 (located 
beyond her medication cart, at the end of the hallway). At 6:36 p.m., QMA 16 walked into the nurses station 
towards the back corner, then walked towards the hall where resident eloped from. At 6:37 p.m., RN 7 
walked into the camera view, and QMA 16 came back into the camera view and walked in the direction of 
Resident B's room. At 6:38 p.m. QMA 16 walked towards her cart, and RN 7 walked in the direction of the 
hall from where Resident B eloped from. 

During an interview, after reviewing the video footage with Administrator 2 and the DON, with the 
Maintenance Director present, on 3/6/24 at 2:50 p.m., the DON indicated QMA 16 acknowledged Resident B 
was missing and Administrator 2 indicated QMA 16 knew what she was doing, but there was opportunity for 
education. 

During an interview with RN 7, on 3/6/24 at 3:06 p.m., she indicated she was alerted by the door alarm on 
Coopervista Unit where she was working. A family member opened the door for both the Resident B and the 
nurse who had found her outside back into the building. RN 7 took the wanderguard off Resident B to test it 
to make sure it was working properly. She checked it at the doors of the [NAME] Unit, then she went to the 
Bristol Unit. As she went onto the Bristol Unit, she was unable to find staff. The wanderguard system alarm 
and the door alarm were sounding simultaneously. She was not sure what door she exited from, because the 
Velcro stop signs to the exit doors were in place. In her opinion, QMA 16 didn't know the difference between 
the sounds of the door alarm and the wanderguard system alarm. QMA 16 was the only one on the Bristol 
Unit at the time of the incident, the CNA had already left, and the CNA from the Coopervista Unit was to 
replace the Bristol Unit CNA. Normally, the CNA was to wait until their replacement arrived on the unit before 
they were to leave. 
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A current facility policy, titled ELOPEMENT/MISSING RESIDENT POLICY AND PROCEDURE PROGRAM 
FOR SKILLED FACILTY, dated 10/1/13, and provided by the DON, on 3/5/24 at 2:19 p.m., indicated the 
following: .IN THE EVENT OF A MISSSING RESIDENT .1. With occurrence of a Missing 
Resident/Elopement a call will be placed to the Front Desk to initiate an all call FREE BIRD over the 
intercom. 2. All areas/rooms checked will have a Yellow Door Tag placed to verify that area is cleared .3. An 
organized facility and grounds search will be initiated by all available staff including Maintenance and 
Security. The Front Desk and Administrator will be notified 

This citation relates to complaint IN00428793.
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