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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to provide an environment free from accidents 
and hazards that were within the facility's control, when the facility did not provide supervision to prevent one 
of three residents sampled for elopement (to leave a health care facility without permission or authorization), 
from leaving the facility without staff awareness and wandered in their wheelchair toward a busy street. Staff 
had not noticed Resident 1 missing until a staff member saw him on the street in his wheelchair on her way 
to work.This failure had the potential to result in physical harm, getting ran over by a car, and exposure to the 
elements (weather) for all residents who wander and/or have the potential to elope. This could have serious 
negative impacts on their safety, physical and emotional well-being.During a review of the facility policy and 
procedure titled, Wandering/Elopement, dated 4/17/24, indicated, It is the policy of this facility to protect 
residents from wandering away from the facility and to begin an immediate search if resident is found 
missing.A review of Resident 1's medical record indicated that Resident 1 was admitted on [DATE] with 
diagnoses that included, Neurocognitive Disorder with Lewy Bodies (progressive brain disorder that leads to 
decline in thinking, reasoning, and independent function), Chronic Obstructive Pulmonary Disease (COPD, a 
group of lung diseases that block airflow and make it difficult to breathe), and Diabetes Mellitus (DM). A 
review of Resident 1's Minimum Data Set (MDS, Tool for evaluating and implementing a standardized 
assessment) Brief Interview for Mental Status (BIMS, Section C assessing cognitive function) score dated 
05/07/2025, indicated Resident 1 rated 6/15, which equates to severe cognitive impairment. Resident 1 was 
not their own representative (RP), and did not make their own medical decisions, but is able to verbalize 
needs and preferences.During an interview on 7/3/25 at 09:30 am, with Kitchen Staff (KS) in their office, KS 
stated, I am aware of the incident where Resident 1 escaped. I found them halfway up the steep ramp close 
to a busy street in their wheelchair. I was headed to work; it was early and hard to see them. I returned them 
to unit 1 and was informed no staff was aware that they were gone. The charge nurse looked mortified 
because they had no idea Resident 1 was not in the building.During an interview on 7/3/25 at 11:00 am, with 
Licensed Nurse (LN) 4 at Nursing Station 1, LN 4 stated, I heard of the incident regarding Resident 1's 
elopement. Resident 1 was found by kitchen staff on the driveway ramp headed to the street.During a record 
review of the current resident assessment, Wandering Risk Scale (tool to determine the level of risk for a 
resident to potentially wander or elope), dated 4/29/25 at 12:58 am, indicated Resident 1 scored 11 which 
equates to being a High Risk for wandering/elopement.During a record review of Resident 1's, Progress 
Notes, N-Alert Charting, dated 5/5/25 at 5:45 am, indicated, Resident was found outside of building in 
wheelchair at top of driveway. Returned by kitchen staff member. No indication of any injury or harm 
resulting from adventure. Returned to [Station] Stn 1. without further incidents.During a concurrent interview 
and record review on 7/3/25 at 2:00 pm, with Director of Nursing (DON) and Administrator (Admin) in the 
facility conference room, Resident 1 Progress Notes and medical chart were reviewed. DON and Admin 
concurred and confirmed that Resident 1 was a confused resident that required supervision and permission 
to be outside the facility, regularly demonstrated active exit seeking behaviors, did exit the facility building on 
5/5/25, was found in a wheelchair propelling it up the driveway incline to the street, staff was unaware of the 
resident's exit and location, and that this incident had a potential to have been a seriously dangerous and 
hazardous incident.
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