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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, staff interviews, facility documentation, and facility policy, the facility failed to ensure 
one resident was free from preventable accidents including elopement. This deficient practice could result in 
life-threatening injuries. Findings include: -Resident #100 was admitted to the facility on [DATE] with 
diagnoses that include diabetes mellitus type 2, lupus, vascular dementia, chronic kidney disease, 
depression, and hypertension. An admission Minimum Data Set (MDS) assessment dated [DATE] indicated 
that the resident had a Brief Interview for Mental Status (BIMS) score of 11, indicating mild cognitive 
impairment. A care-plan initiated April 29, 2025 revealed the resident is at risk for falls related to multiple 
diagnoses, including a history of 7 falls from May 6, 2025, to August 22, 2025. There are noted interventions 
of 1:1 as staffing allows, continue wander guard, and resident in room with high traffic area near nurse's 
station. This indicating the resident is high risk for falls. A care-plan initiated August 22, 2025 revealed the 
resident had an elopement episode and was an elopement risk / wanderer, with a goal of safety will be 
maintained and noted interventions of document wandering behavior, attempt diversional interventions, and 
one to one as staffing allows. This indicates the resident is high risk for elopement. An elopement 
assessment risk evaluation dated April 29, 2025 revealed the resident was assessed with a score of 3, 
indicating very low risk for elopement. An elopement assessment risk evaluation dated August 18, 2025 
revealed the resident had dementia, and was given an elopement score of 11, indicating high elopement risk. 
A progress note dated July 30, 2025 at 6:30 a.m. revealed that a CNA heard a noise from resident #100's 
room and rushed to the room, found resident #100 on the floor, got patient up with 2-assist (two staff 
members required), started neuro checks (an assessment to check the mentation of the resident), and that 
resident #100's vital signs were within normal range. A progress notes date August 22, at 6:00 p.m. revealed 
the fire department arrived at the facility and notified a licensed nurse that resident #100 was found outside 
of the facility and as being transported to the local hospital as a precaution. The note further states that the 
son was made aware, and that the local police department called related to the incident, as well as the 
provider was made aware. A progress note dated August 22, 2025 at 10:30 p.m. revealed staff received 
report from nurse the local hospital, and assessments were largely negative except that the resident had a 
left knee skin tear. An IDT progress note dated August 25, 2025 at 10:07 a.m. revealed review of incident on 
August 22, 2025 that resident #100 was found outside of the facility, had a reported fall and was transferred 
to the emergency room. It further states the resident was returned to the facility with a negative CT scan to 
head, and negative x-rays to neck and face, and also noted the resident had some edema to arms, with a 
pending x-ray. It also noted that a new wander guard was in place as a precaution. A progress note dated 
august 25, 2025 at 6:05 p.m. revealed resident #100 left the facility for a right arm fracture via wheelchair 
with transport and accompanied by staff. A progress note dated August 25, 2025 at 7:00 p.m. revealed that 
transportation was set up for the resident to see an orthopedic surgeon, and that the son was at the 
appointment with resident #100. A progress note dated August 25, 2025 at 9:15 p.m. revealed that resident 
#100 returned to the facility accompanied by staff/CNA. A provider progress note, signed August 29, 2025 at 
10:10 a.m. revealed staff reported to provider recent incident of patient elopement. Resident #100 left the 
facility through the front door, and states she sneaked out and walked off property believing a casino was 
right there. It states resident #100 asked a passerby for directions and continued walking. Resident #100 
was found by paramedics near a different nursing facility. It further states the resident fell and sustained an 
upper extremity injury, and that the initial evaluation at the local hospital missed the fracture, and increasing 
pain and swelling prompted transfer to different local hospital where x-rays confirmed the fracture. It further 
stated that orthopedic surgery is scheduled for repair and rotator cuff. The note concludes that resident #100 
continues to have delusional behavior, and that the delusions contributed to resident #100's elopement and 
subsequent injury. A review of therapy notes dated September 26, 2025 revealed the resident was on 
precautions for falls, non-weight bearing for right upper extremity, right shoulder periprosthetic fracture, a 
sling for comfort, and a history of dementia. A review of hospital records for resident #100 dated August 22, 
2025 at 5:43 p.m. revealed resident #100, with an unknown medical history, dementia, and on blood 
thinners, was found down. It further stated the resident was a memory care patient, found on the street. The 
note continues that resident #100 has pain in her face, blood around her nose, and denies other recent 
illness or injury. It states resident #100 highly endorses some pain, and that she does not recall why she fell. 
The summary concludes that at this time, symptoms consistent with patient wandered off and tripped, and 
that the resident was being sent back to the facility. Review of information received from the SA complaint 
tracking system on August 26, 2025 at 2:15 p.m. revealed that resident #100 had left the care facility and 
was never reported missing. The fire department located her an hour after she was last seen at the facility 
following a fall. The report concludes that the facility is neglecting resident #100 and not doing their job. An 
interview was conducted with a Certified Nursing Assistant (CNA staff/#20) on September 26, 2025 at 12:07 
p.m. The CNA stated she has been a CNA for 25 years. The CNA stated that resident #100 doesn't like her 
because I remind her of the woman her husband cheated on him with. The CNA stated that resident #100 is 
not alert and oriented at all, and very demented. An interview was conducted with a Licensed Practical Nurse 
(LPN staff/#30) on September 26, 2025 at 12:50 p.m. The LPN stated resident #100 is in and out, and that 
she knows my name and remembers people she likes, and that she is not alert and oriented, at best alert 
and oriented 1-2(to person and place). The LPN stated that the resident can walk, and is doing restorative 
with restorative aids that can walk the patient. The LPN states that she does walk, but usually it's with 
someone. When asked about the incident the LPN states that she went out the door, and that's why she's on 
a 1 to 1. The LPN stated that the last time she saw resident #100 that day was on her way to bingo, and that 
resident #100 is constantly delusional, with resident #100 telling people she is pregnant, and stated she said 
don't worry, these are tears of joy I found my husband at the casino. The LPN stated that in the event of an 
elopement they are supposed to call a code yellow and announce it on the intercom. An interview was 
conducted with a Registered Nurse (RN staff/#40) on September 26, 2025 at 1:17 p.m. The RN stated she 
has been here for a year, and had heard of the incident. She stated that resident #100 is not alert and 
oriented, alert and oriented a 2 on a good day. She states that resident #100 gets better and worse. She 
stated that I can go into her room in the morning and be normal, and in the evening she's back to confusion. 
The RN further stated that the resident states delusional things like she is pregnant, and has a lot of 
behaviors. The RN stated that she thinks all the doors have wander guards, and that the door on the 100 hall 
has a wander guard that didn't work before. The RN further stated that the patio door on 100 wander guard 
doesn't work. The RN stated that she was told that resident #100 got out, and was found down the street 
with bruises. The RN stated that the resident fell in front of a store, and stated she said she was going to the 
casino. The RN stated that when a resident elopes they are supposed to notify everyone, start a code yellow 
and announce the room number and check outside. An interview was conducted with the Assistant 
Maintenance Director (staff/#45) on September 26, 2025 at 1:37 p.m. Staff #45 stated that the facility uses a 
ticket system where staff can submit tickets to fix broken things in the facility. He further stated that he 
doesn't fix all things, mostly things like doors and smaller things, the bigger repairs are handled by the 
Director, including wander guards. Staff #45 further stated that most doors in the facility have stop alarms on 
doors and not wander guards. He stated the only door that has a working wander guard was the front door, 
and that the rest have generic alarms. He concluded that they have a test wander guard at the reception 
desk and it is tested regularly. An interview was conducted with a Certified nursing assistant (CNA staff/#50) 
on September 26, 2025 at 1:55 p.m. The CNA stated that here the day the incident occurred. The CNA 
stated she remembers seeing resident #100 in the morning, and that she is always all over the place. The 
CNA stated that she walks around a lot, wanders, and has a walker and can walk around. The CNA stated 
that she was always trying to go out at night to the casino with her cousin. She stated they would redirect her 
and tell resident #100 her cousin was coming in the morning. The CNA further stated that there was never a 
code yellow called while she was in the facility, and that she heard about everything that happened after she 
came back. The CNA concluded that she remembers it being short staffed that day, that she doesn't think 
there was a CNA on that unit where resident #100 resides for evening shift, and stated I just remember they 
were really panicked about CNA's. An interview was conducted with a Registered Nurse (RN staff/#60) on 
September 26, 2025 at 2:40 p.m. The RN stated that nobody knew resident #100 was gone. The RN stated 
that EMS took her to the hospital and that the police came to the facility to inform us that she was found. The 
RN stated resident #100 was last seen in the activities room, but that she moves around a lot. The RN stated 
that resident #100 often states I wanted to go to the casino, and that they had no idea how resident #100 got 
out of the facility. The RN stated that after the incident occurred and the police reported to us that she was 
found, that they checked all the doors to see how she got out. The RN concluded that the resident gets 
confused easily and moves around just fine with a walker. An interview was conducted with the Director of 
Nursing (DON staff/#75) on September 26, 2025 at 3:23 p.m. The DON stated she was aware of the incident 
with resident #100, and that the resident walks up and down the units, and was not exit seeking. The DON 
stated that she didn't have a change of condition prior to the incident, and that sometimes she has delusions, 
says she's pregnant, and usually has these behaviors when she has retention so that's when they go to 
check on her. The DON stated resident #100 hasn't had exit seeking behavior since the incident. The DON 
stated that the fire department showed up and told them resident #100 was found, and stated yeah we didn't 
even know she was gone. The DON stated that they were not short staffed, and the resident was found at 
cross streets a few blocks away. The DON stated that resident #100 stated she was going to the casino. The 
DON stated there are no cameras in the hallways of the facility, so there was no way to see which way the 
resident exited. The DON concluded that nobody called a code yellow because nobody knew resident #100 
was gone. A review of facility policy titled ‘Resident Assessment' revised August 2024, revealed that it is the 
policy of this facility that services provided by the facility meet professional standards of quality and be 
provided by qualified persons in accordance with each resident's care plan.A review of facility policy titled 
‘Elopement / Unsafe Wandering' revised December 2024, revealed that it is the policy of this facility to 
provide a safe environment, as free of accidents as possible for all residents through appropriate 
assessment, interventions, and adequate supervision to prevent accidents related to unsafe wandering or 
elopement while maintaining the least restrictive manner for those at risk for elopement.
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