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Based on interview and record review, the facility failed to provide sufficient monitoring and supervision to 
one of two sampled residents (Resident 1) who eloped (the act of leaving a facility premises or a safe area 
without notifying anyone) from the facility. 

The facility found out that Resident 1 was missing on 4/20/24 at around 8 PM when a family member (FAM 
1) called the facility to inform a staff that the resident went home. 

This deficient practice had the potential for Resident 1 and other residents who are at risk for elopement to 
be exposed to danger or harm that could lead to injury or death. 

Findings: 

A review of Resident 1 ' s Admission Record indicated the facility initially admitted the resident on 3/27/24 
with diagnoses that included metabolic encephalopathy (a problem in the brain caused by a chemical 
imbalance in the blood, not because of a head injury) and chronic obstructive pulmonary disease (COPD, a 
group of diseases that cause airflow blockage and breathing-related problems). 

A review of Resident 1 ' s History and Physical assessment, dated 3/28/24, indicated the resident did not 
have the capacity to understand and make decisions for himself. 

A review of Resident 1 ' s Minimum Data Set (MDS - a standardized assessment and screening tool), dated 
3/31/24, indicated the resident ' s cognition (mental action or process of acquiring knowledge and 
understanding through thought, experience, and senses) indicated that he needed substantial assistance 
(helper does more than half the effort) from a person when he needs to walk. 

A review of Resident 1 ' s Progress Notes, dated 4/20/24 at 10:13 PM, indicated that Resident 1 went home 
without asking permission from the staff. 

During a telephone interview on 4/23/24 at 9:05 AM, a family member (FAM 1) of Resident 1 stated that on 
4/20/24, at approximately 8 PM, a family member of Resident 1 found him at their doorstep. FAM 1 stated 
they contacted the facility to inform them that the resident went home by himself. FAM 1 stated that the 
facility had no idea that the resident left the facility or that the resident was missing. FAM 1 stated that 
Resident 1 refused to go back to the facility and will stay home. 
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During a telephone interview on 4/23/24 at 12:33 PM, Certified Nurse Assistant 1 (CNA 1) stated that she 
was the CNA caring for Resident 1 on 4/20/24 during the 3-11 PM shift. She stated during her shift, Resident 
1 told Licensed Vocational Nurse 1 (LVN 1) that he wanted to go home but LVN 1 told him he could not leave 
the facility. At around 8 PM, CNA 1 stated that Registered Nurse 1 (RN 1) informed her that Resident 1 was 
missing. 

During a telephone interview on 4/23/24 at 1:15 PM, LVN 1, stated that she worked on 4/20/24 during the 
3-11 PM shift. LVN 1 stated that at around 6:30 PM, Resident 1 came up to her and told her that he wanted 
to go home. LVN 1 stated that she told the resident that he could not go home without a physician ' s order. 
LVN 1 stated that the resident replied, I got you, I got you. I will not go home. LVN 1 stated that she and CNA 
1 escorted the resident back to his room. She stated she did her rounds a little after 7 PM and saw him in his 
room. LVN 1 stated she does not know how the resident left the building without a staff seeing him leave. 

During a telephone interview of on 4/23/24 at 1:35 PM, RN 1 stated that she saw Resident 1 in his room 
when she made her rounds at 5:30 PM. She stated that at around 8 PM, LVN 1 informed her that that the 
resident was not in his room and was missing. 

During an interview on 4/23/24 at 11:34 AM, the Director of Nursing (DON) stated that on 4/20/24, Resident 
1 left the facility without notifying the staff. She stated that FAM 1 called the facility to inform the facility that 
the resident went home. The DON stated that she does not know how the resident left the building without 
being seen by a staff. 

A review of the facility ' s policy titled, Elopements and Wander Residents, dated 12/19/22, indicated that the 
facility ensures residents who exhibit wandering behavior and/or at risk for elopement receive adequate 
supervision and have preventive measures (installing door locks/alarms) in placer to help avoid elopements 
and prevent accidents. 
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