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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, staff interviews, facility documentation and policies and procedures, the facility failed 
to ensure adequate supervision was provided to one resident (#10). The deficient practice resulted in placing 
resident's safety at risk with a non-authorized person. Findings include:Resident #10 was admitted to the 
facility on [DATE], with diagnoses that included Unspecified Dementia, Unspecified Severity with Agitation, 
and Schizoaffective Disorder, Bipolar. Review of a care plan initiated on April 24, 2025 revealed that resident 
#10 had an Activities of Daily Living (ADL) self-care performing deficit related to Dementia diagnosis. The 
goal was the resident will maintain current level of function in (Specify) through the review date. The 
interventions were to encourage the resident to participate to the fullest extent possible with each interaction. 
(with a target date of 4/24/25). Review of a Minimum Data Set (MDS) assessment dated [DATE] revealed the 
resident #10 had moderate severe cognitive impairments with daily decision-making skills. Review of medical 
record revealed that resident #10 had a guardian listed as the responsible party and emergency contact. 
Others listed on the admission record for contacts were resident's sister, a case worker and resident #10 as 
self. Review of the medical record on 8/22/2025 did not reveal any paperwork documenting guardianship and 
did not list any restrictions of visitors for resident #10. Review of the incident report indicated that resident 
#10 was under Court Ordered Treatment residing in the locked memory care unit. Resident #10 was allowed 
to leave the premises on 06/09/2025 with the sister without the permission and awareness of the assigned 
Maricopa County Public Fiduciary. An interview was conducted Admission's (staff #50) on August 22, 2025 
at 12:25pm. When asked about the admission process and who responsible for obtaining the necessary 
paperwork and communicating the information to the staff she stated that typically she does all the admission 
paperwork. Staff #50 stated once paperwork is received it is uploaded into the electronic charting system. 
When asked who is responsible for getting the Power of Attorney, Guardianship or Court orders treatment 
paperwork, staff #50 stated she usually does. When asked where the Court Ordered Treatment and a court 
appointed guardian paperwork for resident #10 was in the medical record, she stated it was an oversight on 
her part and this paperwork was not in resident #10's medical record's chart. Staff #50 then stated she had 
received that paperwork in reference on April 18, 2025 on her phone and forgot to upload to resident #10's 
medical record chart. An interview was conducted with Licensed Practical Nurse (LPN/Staff #70) on August 
22, 2025 at 12:45 pm to discuss contact information on resident's demographic sheet which has who is the 
responsible party. When asked staff #70 how do you know who to communicate and how do you know who 
to contact if you need to inform someone regarding the condition of any changes with a resident. Staff #70 
stated that the resident face sheet has that and that what they go by. When asked what the process is if a 
resident wants to leave the facility, is there a process? Staff #70 stated they would look in the resident's chart 
to see which is the responsible party and make sure there was a Doctors order. Staff #70 also stated there is 
a time frame for fours to being out of building. When asked staff #70 if there is a restriction list she stated she 
would check the chart or ask administration. When asked if there are sign in and sign out sheets for 
residents that are leaving and coming back, staff #70 stated yes that there is a sign in and sheet out sheet. 
An interview was conducted with Licensed Practical Nurse (LPN/Staff #55) on August 22, 2025 at 3:17 pm to 
discuss incident that occurred on June 9, 2025. LPN stated that on June 9, 2025 resident's sister was there 
visiting. She was informed that his sister wanted to take him out to lunch. LPN said she called the Doctor and 
the Doctor gave the order for resident to go out to lunch with his sister. LPN stated she called the sister 
before dinner time to check to see if he would be back for dinner. Resident's sister stated that she had 
dropped the resident off about an hour and a half ago at the front door. LPN stated she called management 
and stated that management then called police. LPN stated that resident was located but not sure on the 
time. LPN stated that this was their first time for her that resident went off premises and did not know 
anything about resident having a guardian or any restrictions regarding the sister taking him out. An interview 
was conducted with Executive Director (ED/Staff #60) on August 22, 2025 at 2:01pm to discuss incident of 
resident leaving the facility with an unauthorized person on June 9, 2025 and not returning to the facility, ED 
stated on June 9, 2025, resident's sister came to visit resident. ED stated that he escorted resident's sister to 
his room and that resident was visibly excited to see his sister. Order was obtained for resident to leave 
facility with sister to go to lunch. Per ED, staff did not check resident #10's information sheet and let resident 
out of the facility with a non-authorized person. Documentation revealed that resident #10 never check back 
in to the facility. Per ED there are no working security cameras that would have captured the area in which 
he may have been dropped off. When asked ED what is your expectation for your staff to ensure that 
resident is signed out with Medical Power of Attorney, Court ordered Treatment or Guardian? ED stated that 
staff should verify the face sheet. Who is responsible for ensuring all the resident information is received and 
in the clinical record? ED stated that the Admissions department is responsible for that. When asked if 
resident that leave on pass, do they need to sign out? ED sated yes, they need to sign out. When presented 
with facility documentation to inquire if resident had signed out on June 9, 2025 documents revealed he did 
not and ED verified resident did not sign out on June 9, 2025. On August 22, 2025 at 2:25 pm a telephone 
interview was conducted with the Residents Listed Guardian that was listed on the resident information 
sheet. Guardian stated that she had visited the facility a few times when and staff knew who she was. 
Guardian stated she was never notified on June 9, 2005 that resident left the facility with his sister. Guardian 
stated that sister came to the facility and he staff did not check his information she and let him go with his 
sister. Guardian stated that the sister dropped him off and he was later found by a nearby gas station and 
emergency medical services were called. A police report obtained by the Scottdale Police Department dated 
June 9, 2025 at 22:19 stated that they were called to the facility in reference to a missing person and met by 
facilty management to inform of the details of missing resident #10. Police report stated that they then 
entered resident #10 into the ACJIS as a missing person and sent out a missing person bulletin to all 
Scottsdale Police employees. An Arizona Department of Public Safety Silver alert was completed with 
resident 10' information. At approximately 2032 hours, Honor Health [NAME] called Scottsdale police and 
reported they had a male matching the description who they identified as resident #10. A review of the 
facility's policy Signing Resident Out each resident leaving the premises must be signed out and signed in 
upon retuen to the facility. It also states that restrictions noted on the resident's chart concerning who may 
not sign resident out must be honored unless otherwise prohibited by the facility or state/federal law 
governing such release.
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