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Elk Grove Post Acute 9461 Batey Avenue
Elk Grove, CA 95624

F 0689

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

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

Based on observation, interview and record review the facility failed to ensure safety of residents when they
failed to provide adequate monitoring and supervision for Resident 1 identified as at risk for elopement for a
census of 129 residents. This failure resulted in Resident 1 wandering out of the facility to a coffee shop
unaccompanied by staff. A review of Resident 1's clinical record indicated Resident 1 was admitted in
November 2025 with a diagnosis of end stage renal disease (a condition where waste and fluid buildup in
the body because the kidneys cannot remove them properly). A review of Resident 1's Minimum Data Set
(MDS- an assessment tool) dated 12/1/25 indicated Resident 1 had moderately impaired cognition
(memory or thinking problems). During a review of Resident 1's progress note dated 12/10/26, the progress
note indicated Resident 1 . discussed during IDT (interdisciplinary, group of professionals) due to being
identified as a risk for elopement due to history.During a review of Resident 1's progress note dated 1/3/26,
the note indicated, .Staff saw the resident at the (local coffee shop) . was brought back to facility. verbalized
his persistent desires to go home today. still requesting for discharge.During a review of Resident 1's care
plans, the care plan titled, ' . Resident is at risk of elopement R/T (related to) wanting to go home/leave the
facility.' dated 11/26/2025, indicated, . Continue monitoring for elopement risk behaviors . Reassess
elopement risk as needed.During a concurrent interview and record review on 1/20/26 at 2:44 p.m. with
Licensed Nurse 1 (LN 1), LN 1 stated she was the assigned p.m. shift nurse for Resident 1. LN 1 further
stated during shift report around 3 p.m. a call was received from an off-duty staff member that notified the
facility that Resident 1 was seen at (local coffee shop). LN 1 further stated once the code (facility page
indicating resident is missing) was initiated, Resident 1 was brought back to the facility within 30 minutes.
LN 1 confirmed that there was no documented time of when Resident 1 left the facility without notifying
staff.During a concurrent interview and record review on 1/20/26 at 3 p.m. with Director of Nursing (DON),
the DON stated that Resident 1 returned to the facility within 15 minutes of off duty staff notifying the facility
of the resident's location. The DON confirmed Resident 1 did not have a Leave of Absence order and did
not notify any staff when leaving the facility. The DON could not provide an exact time that Resident 1 left
the facility and acknowledged facility staff did not know when the resident left the facility.During an interview
on 1/20//26 at 4:30 p.m. with Certified Nurse Assistant 1 (CNA 1), CNA 1 stated Resident 1 was found at
(local coffee shop) sitting on the bench. CNA 1 stated Resident 1 stated he walked there. CNA 1 further
acknowledged the walk from the facility to the coffee shop was equivalent to approximately 15 minutes'
walk.During a review of facility Policy and Procedure (P&P) titled, Wandering and Elopements ., dated
March 2019, indicated, . The facility will identify residents who are at risk of unsafe wandering and strive to
prevent harm while maintaining the least restrictive environment . If identified as at risk for wandering,
elopement the resident's care plan will include strategies and interventions to maintain the resident's safety
.
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