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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted three (3) 

Complaint Investigations (CI) from 2/27/2023 to 

3/3/2023 for CI MS #20856, CI MS #20857, and 

CI MS #20895. During the survey, the facility was 

determined not to be in compliance with the 

requirements of participation for Medicare and 

Medicaid. The SA identified non-compliance and 

cited F656 and F689 for CI MS # 20856 for failure 

to develop and implement a comprehensive care 

plan and failure to provide supervision to prevent 

elopement. No deficiencies were cited for CI MS 

#20857 or CI MS #20895.

On 2/23/2023, at approximately 9:53 PM, the 

local hospital Emergency Room (ER) called the 

charge nurse to inform the facility that Resident 

#1 was in the ER and looked "beat up" with 

lacerations and bruising. The hospital Emergency 

Nurse said he still has his wander guard bracelet 

on. The Certified Nursing Assistant (CNA) and the 

Assistant Director of Nursing (ADON) looked into 

Resident #1's room and noticed that the screen 

had been bent/broken out and his window was 

open enough to allow him to get out of the facility. 

Resident #1 was last observed in the facility 

around 9:00 PM.

The SA identified an Immediate Jeopardy (IJ) and 

Substandard Quality of Care (SQC) that began 

on 1/21/2023 when the facility failed to provide 

supervision to Resident #1 who, was a wandering 

risk and displayed exit seeking behaviors and left 

the facility unnoticed and unsupervised on 

2/23/2023. 

The facility's failure to provide supervision for 

Resident #1 placed this resident and other 
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F 000 Continued From page 1 F 000

resident(s) at risk and in a situation that was likely 

to cause serious harm, injury, impairment, or 

death.

On 3/2/2023 the SA notified the Administrator of 

the IJ and Substandard Quality of Care (SQC) 

and provided the facility with the IJ templates.

The IJ and SQC existed at:

42 CFR(s) 483.25(d)(1)(2) Accidents (F689) 

Scope/Severity "J".

IJ existed at:

42 CFR 483.21 (b)(1) Comprehensive Care Plans 

(F656)- Scope/Severity "J".

The facility submitted an acceptable Removal 

Plan on 3/2/23, in which they alleged all corrective 

actions to remove the IJ were completed on 

3/2/23 and the IJ removed on 3/3/2023.

The SA validated the Removal Plan on 3/3/23 and 

determined the IJ was removed on 3/3/23 prior to 

exit. Therefore, the scope and severity for, 42 

CFR 483.21 (b)(1) Comprehensive Care Plans 

(F656) and 42 CFR(s) 483.25(d)(1)(2) Accidents. 

(F689) was lowered from a "J" to a "D", while the 

facility develops a plan of correction to monitor 

the effectiveness of the systemic changes to 

ensure the facility sustains compliance with 

regulatory requirements.

The census at the time of survey was 88, and the 

facility held a license for  139 beds.

F 656 Develop/Implement Comprehensive Care Plan

CFR(s): 483.21(b)(1)(3)

F 656 3/31/23

SS=J
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F 656 Continued From page 2 F 656

§483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develop and 

implement a comprehensive person-centered 

care plan for each resident, consistent with the 

resident rights set forth at §483.10(c)(2) and 

§483.10(c)(3), that includes measurable 

objectives and timeframes to meet a resident's 

medical, nursing, and mental and psychosocial 

needs that are identified in the comprehensive 

assessment. The comprehensive care plan must 

describe the following -

(i) The services that are to be furnished to attain 

or maintain the resident's highest practicable 

physical, mental, and psychosocial well-being as 

required under §483.24, §483.25 or §483.40; and

(ii) Any services that would otherwise be required 

under §483.24, §483.25 or §483.40 but are not 

provided due to the resident's exercise of rights 

under §483.10, including the right to refuse 

treatment under §483.10(c)(6).

(iii) Any specialized services or specialized 

rehabilitative services the nursing facility will 

provide as a result of PASARR 

recommendations. If a facility disagrees with the 

findings of the PASARR, it must indicate its 

rationale in the resident's medical record.

(iv)In consultation with the resident and the 

resident's representative(s)-

(A) The resident's goals for admission and 

desired outcomes.

(B) The resident's preference and potential for 

future discharge. Facilities must document 

whether the resident's desire to return to the 

community was assessed and any referrals to 

local contact agencies and/or other appropriate 

entities, for this purpose.

(C) Discharge plans in the comprehensive care 

plan, as appropriate, in accordance with the 
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F 656 Continued From page 3 F 656

requirements set forth in paragraph (c) of this 

section.

§483.21(b)(3) The services provided or arranged 

by the facility, as outlined by the comprehensive 

care plan, must-

(iii) Be culturally-competent and trauma-informed.

This REQUIREMENT  is not met as evidenced 

by:

 Based on staff interview, record review, and 

facility policy review, the facility failed to develop 

and implement care plan interventions for a 

resident who displayed exit seeking behaviors 

and eloped from the facility for one (1) of three (3) 

residents reviewed. Resident #1. 

The facility failed to provide supervision to 

prevent elopement for Resident # 1, who was a 

wandering risk. Resident #1 began exhibiting exit 

seeking behaviors on 1/21/23. The facility failed 

to develop a care plan for these behaviors until 

2/8/23. On 2/23/23, the resident left the facility 

through a window unnoticed and unsupervised 

until the resident was in a community 

approximately 236.22 feet away from the facility. 

The Resident was last seen in the facility at 9:00 

PM on 2/23/23. He was not discovered to be 

missing until 9:53 PM on 2/23/23 when the facility 

was notified by the local Hospital Emergency 

Room (ER) that Resident #1 was in the ER.  

The facility's failure to develop the comprehensive 

care plan to provide supervision to a resident who 

was a wandering risk placed Resident #1 and all 

residents who were at risk for wandering in a 

situation that has caused or is likely to cause 

serious harm, injury, impairment, or death.

The SA identified an Immediate Jeopardy (IJ) and 

Substandard Quality of Care (SQC) that began 

 Preparation and submission of the plan of 

correction by Grenada Rehabilitation and 

Healthcare Center, does not constitute an 

admission or agreement to the facts 

alleged or the correctness of the 

conclusions set forth on the statement of 

deficiencies.  This plan of corrections is 

prepared and submitted solely pursuant to 

the requirements under state and federal 

laws.

F 656 Develop/Implement Comprehensive 

Care Plan

1. Root Cause Analysis was conducted 

by the Interdisciplinary Team and based 

on findings Resident #1 physician orders 

and care plans were clarified and updated 

by the Regional Director of Clinical 

Services (RDCS) on 3-2-2023.

2. Quality reviews of current Residents’ 

care plans were conducted on 3-2-2023, 

by the Director of Nursing (DON), 

Minimum Data Set Nurse (MDS), and 

RDCS to ensure comprehensive care plan 

interventions were in compliance for 

residents who displayed exit seeking 

behaviors.  Three residents out of 
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F 656 Continued From page 4 F 656

on 1/21/2023 when the facility failed to provide 

supervision to Resident #1 who, was a wandering 

risk and displayed exit seeking behaviors. 

Resident #1 left the facility unnoticed and 

unsupervised on 2/5/2023. The facility 

Administrator was notified of the IJ on 3/2/2023 at 

10:15 AM. The facility provided an acceptable 

Removal Plan on 3/2/2023, in which the facility 

alleged all corrective actions were completed to 

remove the IJ on 3/2/2023, and the IJ removed 

on 3/2/2023. 

The State Agency (SA) determined the IJ was 

removed on 3/2/2023, prior to exit, and the scope 

and severity for F 656 was lowered to a "D", while 

the facility develops and implements a plan of 

correction and monitors effectiveness of the 

systemic changes to ensure the facility sustains 

compliance with regulatory requirements.

Findings include:

Review of the facility policy titled "Care Plans, 

Comprehensive Person-Centered" Reviewed Jan 

2023 revealed, "Policy Statement: A 

comprehensive, person-centered care plan that 

includes measurable objectives and timetables to 

meet the resident's physical, psychosocial and 

functional needs is developed and implemented 

for each resident...Policy Interpretation and 

Implementation... :8. g. incorporate identified 

problem areas; h. Incorporate risk factors 

associated with identified problems;... 9. Areas of 

concern that are identified during the resident 

assessment will be evaluated before interventions 

are added to the care plan ...13. Assessments of 

residents are ongoing and care plans are revised 

as information about the residents and the 

resident's conditions change..."

eighty-eight had the potential to be 

affected.

3. On 3-2-2023 the Staff Development 

Nurse (SDC) conducted and completed a 

100% all Nursing staff in-service on 

developing Comprehensive Person 

Centered Care Plans to include 

interventions that address wandering and 

or high risk elopement residents.  No 

employee will be allowed to return to work 

without the training and education with 

new hires will be conducted in orientation.

4. Comprehensive Care Plans will be 

monitored starting 3-6-2023 by the 

Minimum Data Set (MDS) Nurse, Director 

of Nursing (DON) or Unit Manager 2 x 

weekly for 4 weeks then monthly for 2 

months to ensure comprehensive care 

plan interventions are in compliance for 

residents who display exit seeking 

behaviors.  Findings will be reported to the 

Quality Assurance and Performance 

Improvement (QAPI) Committee monthly 

starting 3-30-2023.  The monitoring 

schedule will be revised based on 

findings.
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F 656 Continued From page 5 F 656

Review of the facility policy titled "Wander 

Management, Monitoring System & Resident 

Elopement Protocol." Reviewed 01/2023. 

"Purpose: To monitor safety of residents at risk 

for elopement. To provide a system to alert staff 

that a resident may be attempting to leave the 

facility. Policy...All residents, so identified, will 

have these issues addressed in their individual 

care plans. Procedures: A. Identification & 

Prevention of Elopement... 3. All interventions 

should be documented on the individual plan of 

care, with periodic reassessments as 

warranted...4.Residents identified at risk for 

elopement shall be provided one of the following: 

...b. A personal safety device that alerts staff of 

resident effort to leave the facility. C. Signaling 

device to the arm or ankle or as permitted by the 

manufacturer." ..B. Interdisciplinary interventions: 

Residents identified at risk for elopement will be 

reviewed by the interdisciplinary team to identify if 

the causative factors can be eliminated...F. 

Procedures for Missing Residents/Elopement, 3. 

Post Elopement: The interdisciplinary team must 

review the resident's plan of care to determine 

that changes may be warranted." 

Record review of the Care Plan for Resident #1 

revealed, "Focus: Date Initiated 2/8/2023 I HAVE 

BEEN EVALUATED AS A WANDERING RISK 

R/T (related to) Exit seeking behaviors r/t 

Malignant Neoplasm of Brain. 2/23/23: Received 

a call from the ER that (Formal Name of Resident 

#1) was in the ER with several lacerations and 

bruising ...Goal: I WILL REMAIN FREE OF 

INJURIES ASSOCIATED WITH WANDERING 

BEHAVIORS...Interventions: 

Date Initiated 2/24/23 Alarm window and door to 

alert staff for elopement attempts. Date Initiated 

FORM CMS-2567(02-99) Previous Versions Obsolete 7V0G11Event ID: Facility ID: 22CI If continuation sheet Page  6 of 36



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  04/11/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

255156 03/03/2023

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1966 HILL DRIVE
GRENADA REHABILITATION AND HEALTHCARE CENTER

GRENADA, MS  38901

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 656 Continued From page 6 F 656

2/8/23: CHECK MY LOCATION FREQUENTLY 

...ENCOURAGE ME TO PARTICIPATE IN 

ACTIVITIES ...ENGAGE ME IN DIVISIONAL 

ACTIVITIES ...EVALUATE THE NEED FOR ME 

TO UTILIZE A WANDERING BRACELET 

...OBSERVE ME FOR S/S OF AGITATION 

...PROVIDE ME RE-ORIENTATION ..."

A record review of Resident #1's Progress Notes, 

Gen Nurses Notes-narrative for 1/21/2023 at 

12:42 PM revealed, " ...He then started running 

down the hallway to the door outside of the 

beauty shop. When he got to the door, he 

slammed into it trying to open it. He then started 

hitting the door and code keypad ... Resident 

would not cooperate and remained combative 

and exit seeking." 

A record review of Resident #1's Progress Notes, 

Gen Nurses Notes-narrative for 1/21/2023 at 

14:27 revealed, " ...resident made phone calls to 

family members stating for them to come get him 

and took off down the hall running up by the 

beauty shop exit seeking...Resident continued 

pushing door and hitting on glass wanting to get 

out ..." 

A record review of Resident #1's Progress Notes, 

Gen Nurses Notes-narrative for 1/22/23 11:16 AM 

" ...  resident ran down hallway then got against 

the wall and slid himself down to the floor ...He is 

hollering out that he wants to go home ..."

A record review of Resident #1's Progress Notes, 

Gen Nurses Notes-narrative on 2/8/2023, late 

entry for 2/5/2023 1800 " ...the door alarm was 

sounding ... double door exit near therapy dept. 

and the right one was cracked open., (Formal 

Name of Respiratory Therapist) was pulling into 
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the parking lot and called out to me that (Formal 

Name of Resident # 1)  was at the front door. 

Resident brought back into facility." 

A record review of Resident #1's Progress Notes, 

Gen Nurses Notes-narrative on 2/14/2023 at 

06:35 revealed " ...Resident wandering and exit 

seeking as well. Resident was redirected multiple 

times and would become aggressive again 

shortly after."

A record review of Resident #1' Progress Notes, 

Gen Nurses Notes-narrative on 2/21/2023 at 

21:12 revealed, " ... Exit seeking. Resident 

became aggressive with staff. Resident began 

beating on the external glass door to parking lot 

first with hands then with check in device and 

shattered the glass, remains in place.... 

approximately 15 minutes later resident was back 

up with same behaviors. All redirecting attempts 

not successful. DON, NP, Administrator notified. 

RP made aware @8:37pm of resident current 

behaviors and agreed that resident was a danger 

to himself and agreed for resident to be sent to 

ER."

A record review of Resident #1' Progress Notes, 

Gen Nurses Notes-narrative 2/23/2023 21:53 

revealed, "Received a call from the ER that 

(Formal Name of Resident #1) was in the ER with 

several lacerations and bruising. Went to check 

his room and found his window open and the 

screen broken and pushed up. DON and ADM 

informed. RP informed. Went to ER to see 

resident and interview him. He is confused with 

abrasions to abdomen and hands and lacerations 

to head and face. ER MD stated that they would 

send him back once CT was clear with sutures to 

his head."
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A record review of  "NEX-Wander Data Collection 

-V1" , with an effective date of 1/21/2023 revealed 

Resident #1 as High Risk for Wandering with a 

score of 28, and indicated that Resident #1 was 

cognitively impaired with poor decision making 

skills, has wandered,  ...wandering places the 

resident at significant risk of getting to a 

potentially dangerous place (stairs, outside the 

facility),  ...resident has visual, auditory or 

communication deficits,  ...ambulate/perform 

locomotion independently ...,verbally expresses 

desire to go home ...,receives medications that 

may increase restlessness or agitation, ...new 

behavior, or change in functional status/routine 

.... Signed date 2/6/2023. 

Record review of the Physician Orders for 

Resident #1 revealed that on an order for 

"Wandergaurd-check for functioning Daily every 

shift" was started on 02/06/2023. An order for 

"Wander Bracelet r/t wandering/exit seeking 

behaviors 2nd DX Malignant neoplasm of the 

brain ..." was started on 02/27/2023.

An interview with the Activity Director (AD) on 

2/27/23 at 1:00 PM, revealed that Activities had 

not left any kind of activities for staff to use in the 

evening as a diversion for the resident. 

In an interview with the Administrator on 2/27/23 

at 2:00 PM, he revealed that he did not know if 

any interventions were put in place after 

Resident's # 1 attempt to exit the building on 

1/21/23.

During an interview with the Director of Nursing 

(DON) on 2/28/23 at 11:50 AM, she revealed that 

following Resident #1's attempt to exit the facility 
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on 2/5/23, he was placed every 15 min monitoring 

for 24 hours. She stated that a wandergaurd was 

applied. The DON stated that following Resident 

# 1's attempt to exit the facility on 2/5/2023 he 

was sent to the emergency room for evaluation 

and placed on antibiotic for a urinary tract 

infection (UTI) and his medications were 

reviewed, but no other interventions were put in 

place. 

On 3/1/23 at 3:57 PM, an additional interview with 

the DON revealed that the wandergaurd was not 

ordered until the incident where Resident #1 was 

out in the parking lot on 2/6/23.  When he 

attempted to go out the door and became very 

upset on 1/21/23 the DON revealed she tried to 

find a wandergaurd at that time and does not 

know what happened but he did not get one 

ordered at that time.  The DON said they sent him 

to the ER on 1/21/23 for behavior "to get some 

help"; the ER gave him some meds to calm him 

down and he returned to the facility that night.  

She revealed after he returned from the ER she 

does not know of any interventions that were 

developed to address his exit seeking.  She 

revealed she looked and felt he did not need any 

interventions because this was the first time he 

had attempted to leave.  She felt the interventions 

were adequate for his condition but in hindsight 

she should have put on wandergaurd on that 

night.  

On 3/1/23 at 4:15 PM, an interview with Minimum 

Data Set Nurse #1 (MDS) and MDS # 2, The 

MDS Nurses revealed they are the nurses that 

develop and update care plans.  The problem for 

wandering for Resident #1 was not developed 

until 2/6/2023 when the resident was found in the 

parking lot on 2/5/23.  The reason they developed 
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the care plan for wandering at that time was 

because an order was written for the 

wandergaurd, and they review and look at all 

orders written.  They stated the incident on 

1/21/2023 was discussed in the Huddle meeting 

at that time but felt the interventions were 

adequate at that time because that was a new 

behavior.  The care plan developed on 2/6/23 had 

an intervention for frequent monitoring with no 

specific time schedule and the MDS Nurses 

stated that meant every shift.  No new 

interventions were added when the resident 

attempted to exit by busting out the glass to the 

front of the building by beating it with a metal 

pole.  

Record review of the Admission Record for 

Resident #1 revealed that the resident was 

admitted on 1/6/2023. Admitting diagnosis 

included Malignant Neoplasm of Nasopharynx, 

Unspecified, Secondary Malignant Neoplasm of 

Brain, Unspecified Psychosis not due to 

substance or known physiological condition, 

Major Depressive Disorder, Recurrent, 

Unspecified, Unspecified Mood (Affective) 

Disorder, and Unspecified Glaucoma. 

Record review of Resident #1's Section C of the 

Minimum Data Set (MDS) revealed that on 

1/16/2023 the Brief Interview for Mental Status 

(BIMS) score was 14, indicating the resident was 

cognitively intact. 

 Removal Plan

The facility failed to develop/implement a 

wandering/elopement risk care plan for Resident 

#1.  The facility failed to provide supervision to 

prevent the elopement of Resident #1, who had 
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exhibited exit seeking behavior.  This failure 

allowed Resident #1 to be away from the facility 

unnoticed and unsupervised on 2-23-2023 until a 

nearby hospital alerted the facility at 9:53 PM that 

the resident was at the hospital.  This was 

approximately 53 minutes after Resident #1 was 

last observed in the facility.  On 3-2-2023 at 10:15 

AM an immediate jeopardy (IJ) template was 

provided to the Nursing Home Administrator 

(NHA) by the State Agency (SA). 

Immediate Action started on 2-23-2023 at 

approximately 9:50 PM

1. On 2-23-2023 at approximately 9:53 PM, Local 

Hospital Emergency Room (ER) called charge 

nurse phone to inform facility that Resident #1 

was in the ER and looked "beat up" with 

lacerations and bruising.  Local Hospital 

Emergency nurse said he still has his wander 

guard bracelet on.  The Certified Nursing 

Assistant (CNAs) and Assistant Director of 

Nursing (ADON) looked into Resident #1's room 

and noticed that his window was open, and the 

screen had been bent/broken out and up to allow 

him to get out of the facility.

2. On 2-23-2023 at approximately 9:58 PM, the 

Nursing Home Administrator (NHA) notified 

Mississippi Department of Health and Attorney 

General Office.

3. On 2-23-2023 at approximately 9:58 PM an 

investigation was initiated and concluded on 

3-1-2023 in which employee witness statements 

were collected. 

4. On 2-23-2023 at approximately 9:58 PM, 

Assistant Director of Nursing conducted 100% 
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resident audit and ensured all residents were 

accounted for and ensured two (2) residents with 

wander guard bracelets were in place and 

functioning properly.

5. On 2-23-2023 at approximately 10:23 PM, 

Assistant Director of Nursing notified Resident 

#1's Physician and Responsible Party.

6. On 2-23-2023 at approximately 10:40 PM, 

ADON went to the ER to interview Resident #1 

and to assess Resident #1.  

7. On 2-23-2023 at approximately 11:50 PM, the 

ADON initiated all staff members in-services on 

Abuse/Neglect, Resident Rights, Vulnerable 

Adults and Elopement policy and procedures 

which included, but does not limit to: Identification 

& Prevention of elopement, interventions, and 

documentation, at risk for elopement; monitoring, 

interdisciplinary interventions, door alarm sounds, 

procedure for missing residents/elopement, what 

to do when resident is found, and actions post 

elopement.  No employee will be allowed to return 

to work without the training.

8. On 2-24-2023 at approximately 1:45 AM, upon 

return from to the facility Resident #1 was 

assessed and immediately placed on 1 on 1 

observation.  He was placed in room with 1 on 1 

observation until resident was asleep and then 

every (Q)15 minute checks were initiated.

9. On 2-24-2023 at approximately 12:00 PM, 

Wander Guard System/Door were checked by 

Maintenance Department with no areas of 

concern nor malfunctions noted and, window 

alarm devices were added to Resident #1's new 

courtyard room. 
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10. On 2-24-2023 between 8:00 AM and 4:30 PM, 

the Director of Nursing (DON) conducted a 100% 

audit for the risk of wandering for all 88 residents 

to include three residents already at risk for 

wandering. 

      

11. On 2-24-2023 between 8:00 AM and 4:30 PM, 

the DON conducted a 100% audit of all 

wandering/elopement resident care plans. 

12. On 2-24-2023 between 8:00 AM and 4:30 PM, 

the DON reviewed the wandering/elopement 

binders at each nurse's station and no updates 

were necessary.

 

13. On 3-2-2023 between 1:00 PM and 3:30 PM, 

the Regional Director of Clinical Services (RDCS) 

completed a 100% audit for all high risk 

wandering/elopement Residents Care Plans to 

ensure wandering/elopement care plans include 

appropriate interventions; Resident #1's and 

Resident # 3's care plans were updated. 

14. On 3-2-2023 between 10:00 AM and 4:00 PM, 

the Staff Development Nurse (SDC) conducted 

and completed a 100% all Nursing staff in-service 

on developing Comprehensive Person Centered 

Care Plans to include interventions that address 

wandering and or high risk elopement residents.  

No employee will be allowed to return to work 

without the training.

15. On 3-2-2023 at approximately 4:45 PM, the 

Regional Director of Clinical Services (RDCS) 

in-serviced the Nursing Home Administrator 

(NHA) and the Director of Nursing (DON) on 

identifying residents at risk for 

wandering/elopement and that they have the 
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appropriate interventions in place. No employee 

will be allowed to return to work without the 

training.

16. On 3-2-2023 at approximately 6:30 PM, the 

Maintenance Department conducted an 

elopement drill and in-serviced staff members on 

the policy and procedures of elopement which 

included but does not limit to: Identification & 

Prevention of elopement, interventions, and 

documentation, at risk for elopement; monitoring, 

interdisciplinary interventions, door alarm sounds, 

procedure for missing residents/elopement, what 

to do when resident is found, and actions post 

elopement. 

17. On 3-2-23-2023 at 2:00 PM the Ad-Hoc 

Emergency Quality Assurance Performance 

Improvement (QAPI) Committee met to review 

the immediate jeopardy related to F 689 Free of 

Accident/Hazards/Supervision/Devices and F 656 

Develop/Implement Comprehensive Care Plan 

and conduct a Root Cause Analysis (RCA) and 

review policy and procedures for changes.  

Attendees were the Nursing Home Administrator 

(NHA), Director of Nursing (DON), Assistant 

Director of Nursing (ADON), Infection 

Preventionist Nurse (IPN) and Regional Director 

of Clinical Services (RDCS).  The Medical 

Director (MD) attended via phone.  No Policy and 

Procedures changes were made at this time. 

Facility alleges Immediate Jeopardy was 

removed as of 3-2-2023.

State Agency (SA) Validation on 3-3-2023

1.The State Agency (SA) validated through record 

review and interview with the Assistant Director of 
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Nursing (ADON) that on 2-23-2023 at 9:53 PM, 

after they were notified by the local hospital 

Resident #1 was at the hospital, the ADON and 

Certified Nursing Assistant (CNA) assessed 

Resident #1 ' s room and found the window was 

open and the screen was bent and broken.

2. The SA validated through record review and 

interview with the Nursing Home Administrator 

(NHA) and the SA complaint department, the 

elopement of a resident was reported to the State 

Department of Health on 2-23-2023 at 9:58 PM 

by the NHA.

3. The SA validated through record review and 

interview with the ADON that she initiated the 

investigation on 2-23-2023 at 9:58 PM and was 

concluded on 3-1-2023 by obtaining interviews, 

witness statements and observations. 

4. The SA validated through record review and an 

interview with the ADON, a 100% audit of the 

residents, was performed on 2-23-2023 and 

begun at 9:58 PM to ensure they were accounted 

for and the two (2) residents with wander guard 

bracelets were in place and functioning properly. 

5. The SA validated through record review and an 

interview with the ADON that on 2-23-2023 at 

10:23 PM Resident #1 ' s Physician and 

Responsible Party were notified.

6. The SA validated through record review and an 

interview with the ADON on 2-23-2023 at 10:40 

PM a visual assessment of Resident #1 was 

conducted at the local Hospital Emergency Room 

(ER) by the ADON.

7. The SA validated through record review and 
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interviews with the ADON and eight (8) staff 

members on 2-23-2023 from 11:50 AM to 1:00 

PM, an in service was initiated and attended on 

Abuse/Neglect, Resident Rights, Vulnerable 

Adults and Elopement policy and procedures 

which included but is not limited to: Identification 

and Prevention of Elopement: interventions and 

documentation, At Risk For Elopement:, 

monitoring, interdisciplinary interventions, door 

alarm sounds, procedure for missing 

residents/elopement, what to do when resident is 

found, and actions post elopement. No employee 

will be allowed to work without the training.

8. The SA validated through record review and 

interview with the Director of Nursing, nurses and 

staff assigned to observations that on 2-24-2023 

at approximately 1:45 AM, upon Resident #1 ' s 

return to the facility, he was assessed, placed on 

one (1) on 1 observation while awake and every 

15-minute checks while asleep. 

9. The SA validated through record review and 

interview with the Maintenance Department 

Director that on 2-24-2023 at 12:00 PM the 

Maintenance Director checked all Wander Guard 

System door alarmswith no areas of concern nor 

malfunctions noted and, the window alarm was 

added to Resident #1 ' s room.

10. The SA validated through record review, and 

an interview with the DON that on 2-24-2023 

between 8:00 AM and 4:30 PM she initiated a 100 

% resident audit, for wandering, to include three 

(3) at high risk wandering residents. 

11. The SA validated through record review and 

an interview with the DON that on 2-24-2023 at 

8:00 AM and 4:30 PM she initiated an audit on all 

FORM CMS-2567(02-99) Previous Versions Obsolete 7V0G11Event ID: Facility ID: 22CI If continuation sheet Page  17 of 36



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  04/11/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

255156 03/03/2023

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1966 HILL DRIVE
GRENADA REHABILITATION AND HEALTHCARE CENTER

GRENADA, MS  38901

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 656 Continued From page 17 F 656

wandering/elopement resident care plans for 

appropriate interventions. 

12. The SA validated through record review and 

interview with the DON the wander/elopement 

binders at the nurse 's stations were reviewed on 

2-24-2023 at 8:00 AM and 4:30 PM for any 

needed updating. No issues were identified.

13. The SA validated through record review and 

an interview with the Regional Director of Clinical 

Services (RDCS) on 3/2/2023 between 1:00 PM 

and 3:30 PM she conducted an audit for all high 

riskwandering/elopement Residents Care Plans 

to ensure wandering/elopement care plans 

include appropriate interventions. Resident #1 

and Resident #3 care plans were updated.

14. The SA validated through record review and 

interviews with facility staff that the Staff 

Development Nurse (SDC) conducted and 

completed an in service on 3/2/2023 at 10:00 AM 

and 4:00 PM with all nursing staff on developing 

Comprehensive Person Centered Care Plans to 

include interventions that address wandering and 

or high risk elopement resident. 

15. The SA validated through record review and 

an interview with the RDCS that on 3-2-2023 at 

4:45 PM she in serviced the NHA and the DON 

on identifying residents at risk for 

wandering/elopement and that they have the 

appropriate interventions in place. 

16. The SA validated through record review and 

an interviews with staff that the Maintenance 

Department on 3-2-2023 at 6:30 PM conducted a 

facility wide elopement drill and in service to the 

staff on the policy and procedures of elopement 
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which included but does not limit to: Identification 

and Prevention of elopement interventions, door 

alarm sounds, procedure for a missing resident, 

what to do when a resident is found and actions 

post elopement.

17. The SA validated through record review and 

an interview with the Administrator on 3-2-2023 at 

6:30 PM the Quality Assurance Performance 

Improvement (QAPI) committee met to review the 

immediatejeopardy related to elopement, 

elopement interventions and care plans related to 

elopement. The meeting was attended by the 

Nursing Home Administrator (NHA), Director of 

Nursing (DON), Assistant Director of Nursing 

(ADON), Infection Control Preventionist Nurse 

(IPN), and the Regional Director of Clinical 

Services (RDCS). The Medical Director attended 

by phone. No policies were changed.

The SA validated that all corrective actions to 

remove the IJ had been completed as of 

3/2/2023, and the IJ was removed on 3/3/23, prior 

to exit.

F 689 Free of Accident Hazards/Supervision/Devices

CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains 

as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 

supervision and assistance devices to prevent 

accidents.

This REQUIREMENT  is not met as evidenced 

by:

F 689 3/31/23

SS=J

 Based on observation, interview, record review,  F 689 Free of Accident 
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and facility policy review, the facility failed to 

provide supervision to prevent a resident from 

leaving the facility unsupervised for one (1) of 

three (3) residents reviewed. Resident #1.

The facility failed to provide supervision to 

prevent elopement for Resident # 1, who was a 

wandering risk. The resident left the facility 

through a window unnoticed and unsupervised 

until the resident was in a community 

approximately 236.22 feet away from the facility. 

The Resident was last seen in the facility at 9:00 

PM on 2/23/2023. He was not discovered to be 

missing until 9:53 PM on 2/23/2023 when the 

facility was notified by the local hospital 

Emergency Room (ER) that Resident #1 was in 

the ER.  

The facility's failure to provide supervision to a 

resident who was a wandering risk placed 

Resident #1 and all residents who were at risk for 

wandering in a situation that has caused or is 

likely to cause serious harm, injury, impairment, 

or death.

The State Agency (SA) identified an Immediate 

Jeopardy (IJ) and Substandard Quality of Care 

(SQC) that began on 1/21/2023 when the facility 

failed to provide supervision to Resident #1 who 

was a wandering risk and displayed exit seeking 

behaviors. Resident #1 left the facility unnoticed 

and unsupervised on 2/5/2023. The facility 

Administrator was notified of the IJ on 3/2/2023 at 

10:15 AM. The facility provided an acceptable 

Removal Plan on 3/2/2023, in which the facility 

alleged all corrective actions were completed to 

remove the IJ on 3/2/2023.

The SA validated the Removal plan on 3/3/2023 

Hazards/Supervision/Devices

1. On 3-2-2023, Root Cause Analysis 

(RCA) was conducted by the 

Interdisciplinary Team (IDT). 

On 2-24-2023, the Maintenance 

Department checked the Wander Guard 

System/Doors with no areas of concern 

nor malfunctions noted and added window 

alarm devices to Resident #1’s new 

courtyard room. 

2. Quality reviews of current Residents’ 

care plans were conducted on 3-2-2023, 

by the Director of Nursing (DON), 

Minimum Data Set Nurse (MDS), and 

RDCS to ensure appropriate interventions 

were in place for residents who displayed 

exit seeking behaviors.  One resident out 

of eighty-eight had the potential to be 

affected.

3. On 2-23-2023, the Assistant Director 

of Nursing (ADON) initiated all staff 

members in-services on Abuse/Neglect, 

Resident Rights, Vulnerable Adults and 

Elopement policy and procedures which 

included, but does not limit to: 

Identification & Prevention of elopement, 

interventions, and documentation, at risk 

for elopement; monitoring, 

interdisciplinary interventions, door alarm 

sounds, procedure for missing 

residents/elopement, what to do when 

resident is found, and actions post 

elopement.  

On 3-2-2023, the Regional Director of 
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and determined the IJ and SQC was removed on 

3/3/2023, prior to exit, and the scope and severity 

for F689 was lowered from a "J" to a "D", while 

the facility develops and implements a plan of 

correction and monitors effectiveness of the 

systemic changes to ensure the facility sustains 

compliance with regulatory requirements.

Findings include:

Record review of the facility policy titled "Wander 

Management, Monitoring System & Resident 

Elopement Protocol reviewed 01/2023 revealed 

"Purpose: To monitor safety of residents at risk 

for elopement. To provide a system to alert staff 

that a resident may be attempting to leave the 

facility. Policy: It is the policy of this facility that all 

residents are afforded adequate supervision to 

provide the safest environment possible..."

Record review of the facility investigation 

revealed "Resident: (Formal Name of Resident # 

1), BIMS(Brief Interview for Mental Status) score 

of 14, Primary Diagnosis: Malignant Neoplasm of 

Nasopharynx, Unspecified. On 2/23/2023, 

(Formal Name of Resident #1), Resident exited 

the facility via his bedroom window between 

21:00 and 21:53. At approximately 21:00 (Formal 

Name of Certified Nursing Assistant #1 )and 

(Formal Name of Licensed Practical Nurse #1) 

witnessed (Formal Name of Resident #1) walk 

into his private single person bedroom and shut 

the door, both staff members state that (Formal 

Name of Resident #1)'s wander guard bracelet 

was on his ankle when they saw him enter his 

room. At 21:53 (Formal Name of Local Hospital 

Emergency Room) Charge Nurse called the 

facility to report (Formal Name of Resident # 1) 

was at the Emergency Room. (Formal Name of 

Clinical Services (RDCS) in-serviced the 

Nursing Home Administrator (NHA) and 

the Director of Nursing (DON) on 

identifying residents at risk for 

wandering/elopement and that they have 

the appropriate interventions in place.  No 

employee will be allowed to return to work 

without the training and education with 

new hires will be conducted in orientation.

4. The Nursing Home Administrator and 

or Maintenance Director will monitor 

Resident #1 room’s window alarm devices 

and the Wander Guard System/Doors 3 x 

weekly for 1 month, then weekly for 1 

month and then monthly for 2 months 

beginning 3-6-2023 to ensure safety 

devices are in compliance.  Findings will 

be reported to the Quality Assurance and 

Performance Improvement (QAPI) 

Committee monthly starting 3-30-2023.  

The monitoring schedule will be revised 

based on findings.
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Resident # 1) exited his bedroom by sliding open 

the side section of his private room bedroom 

window and bending the window screen open 

wide enough for him to crawl out. (Formal Name 

of Resident # 1)'s wander guard bracelet was in 

place and functioning properly as were the door 

wander guard systems prior to the elopement and 

even after (Formal Name of Resident #1) 

returned from (Formal Name of Local Hospital) 

Emergency Room. Upon his return from (Formal 

Name of Local Hospital) Emergency Room on 

2-24-2023, (Formal Name of Resident #1) was 

placed on one-on-one observation beginning at 

approximately 01:45 until 06:00, and then 

15-minute checks which he remains on it. On 

2-24-2023, (Formal Name of Resident # 1) was 

moved from (Resident #1's previous room) to 

(Resident # 1's new room) (courtyard room), and 

a window alarm device were placed on the 

windows in (Formal Name of Resident #1)'s new 

room (Resident #1's room).On 2-23-2023 (Formal 

Name of State Agency) and the AG (Attorney 

General's) office were notified. Resident's 

Responsible Party and Physician were notified of 

the allegation and informed that an investigation 

was being conducted. Throughout the 

investigation Employee witness statements were 

collected, Resident body audit was conducted, 

one on one resident observation initiated, 100% 

audit of wandering risk residents conducted, 

100% audit residents were assessed for being at 

risk for elopement, Wander Guard System/Door 

were checked by Maintenance Department with 

no areas of concern nor malfunctions noted, and 

window alarm devices were added to (Formal 

Name of Resident # 1)'s new courtyard room... 

Staff members were in-serviced on 

Abuse/Neglect, Resident Rights, Vulnerable 

Adults and Elopement policy and procedures. In 
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conclusion, the allegation of abuse or neglect on 

behalf of the facility is unsubstantiated. I do 

substantiate that (Formal Name of Resident #1) 

(BIMS 14) did exit the facility via his bedroom 

window because he has a strong desire to not be 

in a Nursing Home and wants to go home ..." 

An interview with Registered Nurse (RN) #1 on 

2/27/23 at 2:00 PM, revealed that she was on 

duty as Charge Nurse on 2/23/23 and received a 

call from the local Emergency Room (ER) at 9:53 

PM notifying her that Resident #1 was in the ER 

and that he had been picked up by the 

ambulance in the neighborhood behind the 

facility. She stated that she and Certified Nursing 

Assistant (CNA) #2 went to Resident #1's room 

and noticed that the window was open, and the 

screen was broken. When she went outside to 

the back of the building she saw the resident's 

phone, house shoe, glasses, and jacket. She 

stated that Resident #1 must have gone through 

the fence and creek because his clothing was wet 

when he got to the hospital. She stated that she 

went to the ER to check on Resident #1 and 

noticed a laceration on his head and abdomen.  

RN #1 stated that Resident #1 was last seen by 

the floor nurse and CNA #2 around 9:00 PM 

going into his room. 

In an interview with the Administrator on 2/27/23 

at 2:08 PM, he revealed that the resident 

attempted to exit the building last month. 

Upon interview with the dispatcher for the local 

ambulance service on 2/27/23 at 2:29 PM, she 

stated that Emergency Medical Services (EMS) 

received a call to respond to an address in a local 

neighborhood at 9:12 PM on 2/23/2023.  EMS 

picked up Resident #1 at 9:18 PM and took him 
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to the local ER. 

An interview with LPN #1 on 2/27/23 at 3:15 PM, 

revealed that she was on duty on the 3-11 shift  

on 2/23/23 and last saw Resident #1 during the 

night med pass around 9:00 PM.  She stated that 

he was ambulating up and down the hall and 

went into his room. LPN # 1 also revealed that 

she witnessed an incident on 2/21/23 in which the 

resident became agitated and attempted to get 

out by using the advanced entry check in 

machine to try to break a window near one of the 

exits. She stated that it was obvious that the 

resident was going to get out any way he could 

but did not think that he would go out the window.  

A telephone interview with CNA #1 on 2/27/23 at 

3:57 PM, revealed the resident likes to wander 

and they try to keep him out of the room and in 

visual site as much as possible. She revealed 

that on the night of the 2/23/23 Resident #1 went 

into his room around 9:00 PM. She stated that 

Resident #1 really needs one on one (1:1) care. 

CNA #1 stated that if Resident #1 had 1:1 and 

maybe take him outside to a safe spot so he 

didn't feel like he was trapped, that maybe they 

could have talked him out of going out the 

window. 

An interview with LPN #3 on 2/28/23 at 11:20 AM, 

revealed that she is familiar with the resident and 

that he wanders through the facility and is exit 

seeking. She states that they give him snacks 

and try to monitor and redirect him. She states 

that at times the resident becomes obsessed with 

things until he gets them. 

An interview with Resident #1 on 2/28/23 at 11:30 

AM, revealed that he did not recall how he 
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obtained the laceration to his head or leaving the 

building to go home. Resident #1 stated he had 

$100,000 in the bank and needed some dry 

clothing and began propelling himself down the 

hall in the wheelchair. 

An interview with CNA # 2 on 2/28/23 at 4:00 PM, 

she revealed that she was the CNA assigned to 

Resident #1 on the 3-11 shift on 2/23/23. She 

stated that Resident #1 does wander, and they 

have to monitor him and redirect him. CNA # 2 

stated that she did not look at her watch but that 

she thinks it was around 9:00 PM when she saw 

Resident #1 go into his room and shut the door 

while she was on the way to care for another 

resident. She stated the resident will usually take 

a nap for a couple of hours and then get up 

again. 

On 3/1/23 at 1:45 PM, an interview and 

observation with the Maintenance Supervisor 

revealed that the side window would open at the 

top and the resident bent the top half of the 

screen down enough to climb out. On the outside 

of the building, the window was directly over a 

concrete drain. The Maintenance Supervisor 

revealed there was blood found on the concrete 

drain the morning after the resident eloped.  

Directly across from his window and the building 

there was a chain link fence that still had a torn 

piece of the black T-shirt the resident was 

wearing the night he eloped and approximately 5 

feet down the bank was a house shoe.  The bank 

was very steep and had fallen tree debris and 

large broken pieces of concrete on both sides.  At 

the bottom of the bank was a creek 

approximately 5 (five) feet wide and the bank on 

the other side of the creek was just like the one 

closest to the building.  At the top of the bank 
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were backyards to houses in a subdivision.  The 

Maintenance Supervisor stated the resident 

climbed out of the window, climbed over the chain 

link fence, across the creek, up the bank on the 

other side of the creek and into the backyards of 

those houses. The Maintenance Supervisor 

stated they moved the resident to a room that 

opens onto the courtyard of the facility and has 

alarms on the window. 

On 3/2/23 at 3:00 PM, an interview with RN # 1, 

revealed that when the resident returned from the 

ER on 2/24/23 he was wearing a black T-shirt 

that was torn, wet, and muddy, a pair of black 

slacks that were wet and muddy, and one house 

shoe. He had a laceration on his head with 

staples and about 4 scratches on his abdomen.  

An interview with Officer #1 on 3/1/23 at 7:15 PM, 

who responded to the initial 911 call on 2/23/2023 

revealed, he was unsure of the exact time of the 

call or time of his arrival. He indicated it was after 

9:00 PM. He stated that Resident #1 had been 

knocking on doors in the neighborhood looking 

for help. Officer #1 stated that the resident was 

confused, agitated, and difficult to understand. He 

stated the resident's clothing was wet and he had 

blood on his hands that was coming from his 

head. Officer #1 stated Resident #1 was released 

to EMS when they arrived. 

A record review of the local Emergency Medical 

Services (EMS) report titled "Patient Care 

Report", revealed local EMS responded to a 911 

call, arrived at the given address at 9:18 PM and 

noted that Resident #1 was sitting on the ground 

on the roadside. The Local Police Department 

was present. Resident # 1 had dried blood to the 

left side of his head and abrasions to the 
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abdomen. Resident # 1 had walked up to 

someone's door and tried to enter the house and 

they called 911. 

A record review of the local Hospital Emergency 

Department (ED) report titled "ED Notes" 

revealed on 2/23/2023 at 9:49 PM Resident #1 

arrived at the ED via EMS after police responded 

to him being found in a stranger's yard. Resident 

#1 had a 3 centimeter (cm) laceration to his 

scalp, requiring 4 staples,  and  lacerations down 

and across his abdomen. The ED notified the 

facility that Resident #1 was at the ED. The 

facility was unaware that Resident #1 was not 

present in the facility. 

Record review of "Past Weather in Grenada" 

dated 2/23/2023 revealed that 9:00 PM to 9:53 

PM the temperature was 68 degrees Fahrenheit 

(F) with no precipitation. 

Record review of "Google Maps" revealed that 

the address where Resident #1 was located was 

236.22 feet from the window in Resident #1's 

room. 

Record review of the Admission Record for 

Resident #1 revealed that the resident was 

admitted on 1/6/2023. Admitting diagnosis 

included Malignant Neoplasm of Nasopharynx, 

Unspecified, Secondary Malignant Neoplasm of 

Brain, Unspecified Psychosis not due to 

substance or known physiological condition, 

Major Depressive Disorder, Recurrent, 

Unspecified, Unspecified Mood (Affective) 

Disorder, and Unspecified Glaucoma. 

A record review of  "NEX-Wander Data Collection 

-V1" , with an effective date of 1/21/2023 revealed 
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Resident #1 as High Risk for Wandering with a 

score of 28, and indicated that Resident #1 was 

cognitively impaired with poor decision making 

skills, has wandered,  ...wandering places the 

resident at significant risk of getting to a 

potentially dangerous place (stairs, outside the 

facility),  ...resident has visual, auditory or 

communication deficits,  ...ambulate/perform 

locomotion independently ...,verbally expresses 

desire to go home ...,receives medications that 

may increase restlessness or agitation, ...new 

behavior, or change in functional status/routine 

.... Signed date 2/6/2023. 

A record review of  "NEX-Wander Data Collection 

-V1" , with an effective date of 2/6/2023 revealed 

Resident #1 as High Risk for Wandering with a 

score of 28, and indicated that Resident #1 was 

cognitively impaired with poor decision making 

skills, has wandered,  ...wandering places the 

resident at significant risk of getting to a 

potentially dangerous place (stairs, outside the 

facility),  ...ambulate/perform locomotion 

independently ...,verbally expresses desire to go 

home , ...new behavior, or change in functional 

status/routine .... Signed date 2/6/2023. 

Record review of the Physician Orders for 

Resident #1 revealed that an order for 

"Wandergaurd-check for functioning Daily every 

shift" was started on 02/06/2023.

Record review of a Physician Order for Resident 

#1 dated 2/27/23 revealed the wander guard 

bracelet was placed on Resident #1 for 

wandering/exit seeking behaviors secondary to 

diagnosis of Malignant neoplasm of the brain.

Record review of Resident #1's Minimum Data 
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Set (MDS) with an Assessment Reference Date 

of 1/16/2023,Section C, revealed a Brief Interview 

for Mental Status (BIMS) score of 14 indicating 

Resident #1 was cognitively intact. 

Removal Plan

The facility failed to develop/implement a 

wandering/elopement risk care plan for Resident 

#1.  The facility failed to provide supervision to 

prevent the elopement of Resident #1, who had 

exhibited exit seeking behavior.  This failure 

allowed Resident #1 to be away from the facility 

unnoticed and unsupervised on 2-23-2023 until a 

nearby hospital alerted the facility at 9:53 PM that 

the resident was at the hospital.  This was 

approximately 53 minutes after Resident #1 was 

last observed in the facility.  On 3-2-2023 at 10:15 

AM an immediate jeopardy (IJ) template was 

provided to the Nursing Home Administrator 

(NHA) by the State Agency (SA). 

Immediate Action started on 2-23-2023 at 

approximately 9:50 PM

1. On 2-23-2023 at approximately 9:53 PM, Local 

Hospital Emergency Room (ER) called charge 

nurse phone to inform facility that Resident #1 

was in the ER and looked "beat up" with 

lacerations and bruising.  Local Hospital 

Emergency nurse said he still has his wander 

guard bracelet on.  The Certified Nursing 

Assistant (CNAs) and Assistant Director of 

Nursing (ADON) looked into Resident #1's room 

and noticed that his window was open, and the 

screen had been bent/broken out and up to allow 

him to get out of the facility.

2. On 2-23-2023 at approximately 9:58 PM, the 

Nursing Home Administrator (NHA) notified 
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Mississippi Department of Health and Attorney 

General Office.

3. On 2-23-2023 at approximately 9:58 PM an 

investigation was initiated and concluded on 

3-1-2023 in which employee witness statements 

were collected. 

4. On 2-23-2023 at approximately 9:58 PM, 

Assistant Director of Nursing conducted 100% 

resident audit and ensured all residents were 

accounted for and ensured two (2) residents with 

wander guard bracelets were in place and 

functioning properly.

5. On 2-23-2023 at approximately 10:23 PM, 

Assistant Director of Nursing notified Resident 

#1's Physician and Responsible Party.

6. On 2-23-2023 at approximately 10:40 PM, 

ADON went to the ER to interview Resident #1 

and to assess Resident #1.  

7. On 2-23-2023 at approximately 11:50 PM, the 

ADON initiated all staff members in-services on 

Abuse/Neglect, Resident Rights, Vulnerable 

Adults and Elopement policy and procedures 

which included, but does not limit to: Identification 

& Prevention of elopement, interventions, and 

documentation, at risk for elopement; monitoring, 

interdisciplinary interventions, door alarm sounds, 

procedure for missing residents/elopement, what 

to do when resident is found, and actions post 

elopement.  No employee will be allowed to return 

to work without the training.

8. On 2-24-2023 at approximately 1:45 AM, upon 

return from to the facility Resident #1 was 

assessed and immediately placed on 1 on 1 
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observation.  He was placed in room with 1 on 1 

observation until resident was asleep and then 

every (Q)15 minute checks were initiated.

9. On 2-24-2023 at approximately 12:00 PM, 

Wander Guard System/Door were checked by 

Maintenance Department with no areas of 

concern nor malfunctions noted and, window 

alarm devices were added to Resident #1's new 

courtyard room. 

10. On 2-24-2023 between 8:00 AM and 4:30 PM, 

the Director of Nursing (DON) conducted a 100% 

audit for the risk of wandering for all 88 residents 

to include three residents already at risk for 

wandering. 

      

11. On 2-24-2023 between 8:00 AM and 4:30 PM, 

the DON conducted a 100% audit of all 

wandering/elopement resident care plans. 

12. On 2-24-2023 between 8:00 AM and 4:30 PM, 

the DON reviewed the wandering/elopement 

binders at each nurse's station and no updates 

were necessary.

 

13. On 3-2-2023 between 1:00 PM and 3:30 PM, 

the Regional Director of Clinical Services (RDCS) 

completed a 100% audit for all high risk 

wandering/elopement Residents Care Plans to 

ensure wandering/elopement care plans include 

appropriate interventions; Resident #1's and 

Resident # 3's care plans were updated. 

14. On 3-2-2023 between 10:00 AM and 4:00 PM, 

the Staff Development Nurse (SDC) conducted 

and completed a 100% all Nursing staff in-service 

on developing Comprehensive Person Centered 

Care Plans to include interventions that address 
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wandering and or high risk elopement residents.  

No employee will be allowed to return to work 

without the training.

15. On 3-2-2023 at approximately 4:45 PM, the 

Regional Director of Clinical Services (RDCS) 

in-serviced the Nursing Home Administrator 

(NHA) and the Director of Nursing (DON) on 

identifying residents at risk for 

wandering/elopement and that they have the 

appropriate interventions in place. No employee 

will be allowed to return to work without the 

training.

16. On 3-2-2023 at approximately 6:30 PM, the 

Maintenance Department conducted an 

elopement drill and in-serviced staff members on 

the policy and procedures of elopement which 

included but does not limit to: Identification & 

Prevention of elopement, interventions, and 

documentation, at risk for elopement; monitoring, 

interdisciplinary interventions, door alarm sounds, 

procedure for missing residents/elopement, what 

to do when resident is found, and actions post 

elopement. 

17. On 3-2-23-2023 at 2:00 PM the Ad-Hoc 

Emergency Quality Assurance Performance 

Improvement (QAPI) Committee met to review 

the immediate jeopardy related to F 689 Free of 

Accident/Hazards/Supervision/Devices and F 656 

Develop/Implement Comprehensive Care Plan 

and conduct a Root Cause Analysis (RCA) and 

review policy and procedures for changes.  

Attendees were the Nursing Home Administrator 

(NHA), Director of Nursing (DON), Assistant 

Director of Nursing (ADON), Infection 

Preventionist Nurse (IPN) and Regional Director 

of Clinical Services (RDCS).  The Medical 
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Director (MD) attended via phone.  No Policy and 

Procedures changes were made at this time. 

Facility alleges Immediate Jeopardy was 

removed as of 3-2-2023.

State Agency (SA) Validation on 3-3-2023

1. The State Agency (SA) validated through 

record review and interview with the Assistant 

Director of Nursing (ADON) that on 2-23-2023 at 

9:53 PM, after they were notified by the local 

hospital Resident #1 was at the hospital, the 

ADON and Certified Nursing Assistant (CNA) 

assessed Resident #1 ' s room and found the 

window was open and the screen was bent and 

broken.

2. The SA validated through record review and 

interview with the Nursing Home Administrator 

(NHA) and the SA complaint department, the 

elopement of a resident was reported to the State 

Department of Health on 2-23-2023 at 9:58 PM 

by the NHA.

3. The SA validated through record review and 

interview with the ADON that she initiated the 

investigation on 2-23-2023 at 9:58 PM and was 

concluded on 3-1-2023 by obtaining interviews, 

witness statements and observations. 

4. The SA validated through record review and an 

interview with the ADON, a 100% audit of the 

residents, was performed on 2-23-2023 and 

begun at 9:58 PM to ensure they were accounted 

for and the two (2) residents with wander guard 

bracelets were in place and functioning properly. 

5. The SA validated through record review and an 
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interview with the ADON that on 2-23-2023 at 

10:23 PM Resident #1 ' s Physician and 

Responsible Party were notified.

6. The SA validated through record review and an 

interview with the ADON on 2-23-2023 at 10:40 

PM a visual assessment of Resident #1 was 

conducted at the local Hospital Emergency Room 

(ER) by the ADON.

7. The SA validated through record review and 

interviews with the ADON and eight (8) staff 

members on 2-23-2023 from 11:50 AM to 1:00 

PM, an in service was initiated and attended on 

Abuse/Neglect, Resident Rights, Vulnerable 

Adults and Elopement policy and procedures 

which included but is not limited to: Identification 

and Prevention of Elopement: interventions and 

documentation, At Risk For Elopement:, 

monitoring, interdisciplinary interventions, door 

alarm sounds, procedure for missing 

residents/elopement, what to do when resident is 

found, and actions post elopement. No employee 

will be allowed to work without the training.

8. The SA validated through record review and 

interview with the Director of Nursing, nurses and 

staff assigned to observations that on 2-24-2023 

at approximately 1:45 AM, upon Resident #1 ' s 

return to the facility, he was assessed, placed on 

one (1) on 1 observation while awake and every 

15-minute checks while asleep. 

9. The SA validated through record review and 

interview with the Maintenance Department 

Director that on 2-24-2023 at 12:00 PM the 

Maintenance Director checked all Wander Guard 

System door alarms with no areas of concern nor 

malfunctions noted and, the window alarm was 
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added to Resident #1 ' s room.

10. The SA validated through record review, and 

an interview with the DON that on 2-24-2023 

between 8:00 AM and 4:30 PM she initiated a 100 

% resident audit, for wandering, to include three 

(3) at high risk wandering residents. 

11. The SA validated through record review and 

an interview with the DON that on 2-24-2023 at 

8:00 AM and 4:30 PM she initiated an audit on all 

wandering/elopement resident care plans for 

appropriate interventions. 

12. The SA validated through record review and 

interview with the DON the wander/elopement 

binders at the nurse 's stations were reviewed on 

2-24-2023 at 8:00 AM and 4:30 PM for any 

needed updating. No issues were identified.

13. The SA validated through record review and 

an interview with the Regional Director of Clinical 

Services (RDCS) on 3/2/2023 between 1:00 PM 

and 3:30 PM she conducted an audit for all high 

risk wandering/elopement Residents Care Plans 

to ensure wandering/elopement care plans 

include appropriate interventions. Resident #1 

and Resident #3 care plans were updated.

14. The SA validated through record review and 

interviews with facility staff that the Staff 

Development Nurse (SDC) conducted and 

completed an in service on 3/2/2023 at 10:00 AM 

and 4:00 PM with all nursing staff on developing 

Comprehensive Person Centered Care Plans to 

include interventions that address wandering and 

or high risk elopement resident. 

15. The SA validated through record review and 
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an interview with the RDCS that on 3-2-2023 at 

4:45 PM she in serviced the NHA and the DON 

on identifying residents at risk for 

wandering/elopement and that they have the 

appropriate interventions in place. 

16. The SA validated through record review and 

an interviews with staff that the Maintenance 

Department on 3-2-2023 at 6:30 PM conducted a 

facility wide elopement drill and in service to the 

staff on the policy and procedures of elopement 

which included but does not limit to: Identification 

and Prevention of elopement interventions, door 

alarm sounds, procedure for a missing resident, 

what to do when a resident is found and actions 

post elopement.

17. The SA validated through record review and 

an interview with the Administrator on 3-2-2023 at 

6:30 PM the Quality Assurance Performance 

Improvement (QAPI) committee met to review the 

immediate jeopardy related to elopement, 

elopement interventions and care plans related to 

elopement. The meeting was attended by the 

Nursing Home Administrator (NHA), Director of 

Nursing (DON), Assistant Director of Nursing 

(ADON), Infection Control Preventionist Nurse 

(IPN), and the Regional Director of Clinical 

Services (RDCS). The Medical Director attended 

by phone. No policies were changed.

The SA validated that all corrective actions to 

remove the IJ had been completed as of 

3/2/2023, and the IJ was removed on 3/3/23, prior 

to exit.
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