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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure the safety of two of three residents
(Resident 45 and Resident 20) who were at risk for elopement (the unauthorized, unsupervised departure
of a patient/resident from a healthcare facility when their condition puts them at risk for injury or death)
when:1a. The facility failed to complete Resident 45's Elopement Evaluation Assessment (a formal
assessment conducted by healthcare staff to determine the likelihood of a resident or patient leaving the
premises without supervision or authorization) as ordered on [DATE].1b. The activity staff did not develop
and implement Resident 45's care plan on his preference to have garden time independently who was at
risk for elopement if left unsupervised.1c. The facility did not implement their Leave of Absence (LOA)
policy and procedures (PnP) for Resident 45 when nurses did not complete and document Resident 45's
mental, physical, and functional assessment prior to leaving and upon returning to the facility.1d. The facility
staff failed to check Resident 45's whereabout when he was not seen in the skilled nursing unit on [DATE]
for about four hours (from 1:36 p.m. - 5:20 p.m.).These failures resulted in Resident 45's elopement on
[DATE] at 1:36 p.m., resulting to a motor vehicle accident on [DATE] at 5:20 p.m. outside the facility's
premises, and eventually death on [DATE].2.The facility failed to complete Resident 20's Elopement
Evaluation Assessment upon admission; he was allowed to have garden time, unassisted and did not
implement the facility's LOA PnP when nurses did not complete and document Resident 20's mental,
physical, and functional assessment prior to leaving and upon returning to the facility.These failures had the
potential to contribute to Resident 20's elopement given with diagnosis of alcoholism, with moderately
impaired cognition, and wheelchair bound.3. The facility failed to complete an Elopement Evaluation
Assessment for 39 of 40 facility residents (Residents 12,13,15,16,19, 23, 26, 27, 28, 29, 32, 33, 35, 36, 37,
41, 1, 2, 3, 5, 6, 7, 9, 10, 11, 14, 17, 18, 20, 21, 22, 24, 25, 30, 31, 34, 38, 39, and 40) upon admission.The
facility's failure to complete the Elopement Evaluation Assessments for 39 residents could result in not
identifying resident's elopement risk level (whether high risk, or low risk) and not able to implement resident
centered plan of care which had the potential to result in harm/injury/death to those residents identified as
high risk of elopement.All the above failures required immediate correction to prevent similar occurrence of
elopement which resulted on death of Resident 45.On [DATE] at 4:35 p.m., an immediate jeopardy (IJ, a
situation in which the facility's non-compliance with one or more requirements of participation has caused,
or is likely to cause, serious injury, harm, impairment or death to a resident) was identified and declared, in
the presence of the skilled nursing facility's nurse manager (SNF NM), SNF assistant manager/minimum
data set nurse (SNF AM/MDSN), director of quality (DOQ), assistant social worker (ASW), director of staff
development (DSD), quality nurse coordinator (QNC), dietary manager (DM), director of nursing (DON) -
virtually and administrator (ADM) - virtually related to the failures mentioned above.On [DATE] at 11:17
a.m., the IJ was lifted
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(removed) after the facility's DOQ submitted an acceptable IJ Removal Plan (IJRP, a plan with interventions
to immediately correct the deficient practices), and after the survey team verified and confirmed the
corrective actions while onsite.Findings:1a. Review of Resident 45's face sheet (front page of the chart that
contains a summary of basic information about the resident) indicated Resident 45 was admitted to the
facility on [DATE] with diagnoses including alcoholic cirrhosis (the permanent scarring of the liver, where
healthy tissue is replaced by scar tissue, making it hard for the liver to function properly, leading to potential
liver failure), alcohol dependence (also known as alcoholism, is the most serious form of drinking problem
and describes a strong, often uncontrollable desire to drink), ascites of liver (abnormal buildup of fluid in the
abdominal (belly) cavity, causing swelling, discomfort, and rapid weight gain) and hepatic encephalopathy
(brain dysfunction caused by a failing liver that can't filter toxins leading to confusion, personality changes,
memory issues, and in severe cases, coma or death).Review of Resident 45's quarterly minimum data set
(MDS - a federally mandated resident assessment tool) dated [DATE], it indicated Resident 45's brief
summary for mental status (BIMS - an assessment tool used by facilities to screen and identify memory,
orientation, and judgement status of the resident) score was 15 (a score of 0 to 7 indicates severe cognitive
impairment, 8-12 moderate impairment, 13-15 patient is cognitively intact). Further review of Resident 45's
quarterly MDS revealed he was independent in transfers and walking.Review of Resident 45's clinical
records indicated there was no Elopement Evaluation Assessment completed for Resident 45 upon
admission.During an interview with the SNF AM/MDSN on [DATE] at 11:21 a.m., the SNF AM/MDSN
stated, Resident 45 loved to walk and stayed at the facility's garden.During a concurrent observation and
interview with the DOQ on [DATE] at 1:18 p.m., at the facility's rose garden, located at the ground level
outside the facility, near the hospital's laboratory, there was fence and two newly built gates around the rose
garden area. The DOQ confirmed Resident 45 eloped on [DATE].During an interview with licensed
vocational nurse A (LVN A) on [DATE] at 1:34 p.m., LVN A stated she was assigned as Resident 45's nurse
before, but she could not recall the date. LVN A stated Resident 45 was at risk for elopement because there
was one time, he left the facility at 8:00 a.m., came back intoxicated, between 6:00 - 7:00 p.m. LVN A could
not recall the date when this incident happened. LVN A stated the incident should have been reported to
the management. LVN A further stated, it was hard to make sure Resident 45 was in the garden since
nobody checked on him because he was responsible for himself. LVN A confirmed that Resident 45 was
independent, but they (the facility) were still responsible for his safety.During an interview with licensed
vocational nurse B (LVN B) on [DATE] at 9:57 a.m., LVN B stated they did not have a tool to assess if a
resident was at risk of elopement and confirmed they did not complete the Elopement Evaluation
Assessment for Resident 45. LVN B stated they never followed Resident 45 to the garden whenever he
signed himself out. LVN B confirmed there were some access areas towards the exit doors on the way to
the garden where Resident 45 could walk away from the facility without them knowing.During a follow up
interview with LVN A on [DATE] at 2:45 p.m., LVN A stated, she did not witness the incident when Resident
45 returned from LOA intoxicated, but one of the nurses told her about it. LVN A also stated, the scheduling
coordinator (SC) had mentioned to her that when Resident 45 was sent to the emergency room on [DATE],
she (SC) found some bottles of alcohol inside his backpack. LVN A confirmed the bottles of alcohol were
small and they called them, shooters. During an interview with SNF NM on [DATE] at 1:41 p.m., the SNF
NM confirmed the Elopement Evaluation Assessment was not conducted for Resident 45 because he was
alert, oriented and independent. He confirmed Resident 45 eloped on [DATE] because he did not sign out
when he left the facility after 1:00 p.m. The SNF NM stated the nurse should have signed him back when he
came back for
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lunch. He further stated, I know there should be some changes.During an interview with the medical
director (MD) on [DATE] at 3:09 p.m., he stated that either his team or himself visited Resident 45 once a
month or as needed. He ordered Resident 45 to go out on pass only with a responsible party (RP, a person
empowered to make decisions for the resident/ person legally responsible and liable for a decision or an
action) for his safety. He stated Resident 45 was alert and oriented and had the free will to decide if he
wanted to go out of the hospital premises or not. The MD confirmed he was called once in the past when
Resident 45 came back from leave of absence and he was intoxicated but could not recall the date.Review
of Resident 45's physician order dated [DATE], it indicated an order, Elopement Evaluation. Further review
indicated a detailed order, Leave of Absence.Constant order, resident can only leave SNF (hospital
property) with responsible party [RP, a person empowered to make decisions for the resident/ person
legally responsible and liable for a decision or an action]. NOT BY HIMSELF, Standard Precautions.Review
of Resident 45's Release of Responsibility for Leave of Absence, dated [DATE], indicated Resident 45
signed himself out at 10:28 a.m. to go to the Garden.During a review of the facility's policy and procedure
titled, Code [NAME] - Elopement, date revised 12/2022, indicated, High-Risk Patient for Elopement /
Patient Elopement: A patient who fits the following criteria or who leaves the patient care unit without
permission who is:Confused, disoriented or otherwise appearing to lack mental capacity.1b. Review of
Resident 45's list of preferred activities dated [DATE], indicated, patient prefers to sign out for garden
time.Garden time 5-7x [times]/ [per]week.A review of Resident 45's list of care plans, indicated there was
no activity care plan related to Resident 45's preferred activity of garden time that should have indicated the
supervision required and the frequency of identifying his whereabouts.During a concurrent interview and
record review with LVN A on [DATE] at 1:40 p.m., LVN A reviewed Resident 45's list of activity preferences
dated [DATE], LVN A confirmed Resident 45 preferred to spend time in the garden as indicated in Resident
45's preferred activity list. LVN A stated Resident 45's preference should have been care planned. LVN A
further stated, a care plan should have goals and interventions. During a concurrent interview and record
review with activities coordinator (AC) on [DATE] at 9:41 a.m., the AC reviewed Resident 45's list of care
plans and she confirmed the care plan that was developed was not considered a care plan. She stated
Resident 45's preference regarding garden time did not include the objectives and interventions specific for
Resident 45. She stated a care plan should have objectives and interventions. The AC also stated there
was no constant monitoring of Resident 45's whereabouts during garden time and this should have been
one of the interventions if the care plan was developed.During an interview with LVN B on [DATE] at 9:57
a.m., LVN B stated there should have been a care plan about Resident 45's preference of garden time and
how to keep him safe.During a review of the facility's policy and procedure titled, Interdisciplinary Plan for
Care, date revised 11/2019, indicated, It is the policy of [NAME] Memorial Hospital Skilled Nursing Facility
that the interdisciplinary team develop a comprehensive assessment and Care Plan for each resident.The
assessment and Care Plan are developed by an interdisciplinary team which includes, but is not
necessarily limited to:.5. Activities Coordinator.1c. Review of Resident 45's clinical record titled, Release of
Responsibility for Leave of Absence, dated:[DATE] - indicated Resident 45 signed himself out to go to the
garden at 12:48 p.m., no documented Time in;[DATE] - indicated Resident 45 signed himself out to go to
the garden at 1:35 p.m., no documented Time in, and had no nurse initials;[DATE] - indicated Resident 45
signed himself out to go to the garden at 2:20 p.m., and no documented Time in;[DATE] - indicated
Resident 45 signed himself out to go to the garden at 1:30 p.m., and no documented Time in;[DATE] -
indicated Resident 45 was signed out by a friend at 8:50 a.m., the destination was left blank and there was
no
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documented Time in;[DATE] - indicated Resident 45 was signed out by a friend at 9:30 a.m., the destination
indicated, out, there was no documented Time in, and no nurse initials;[DATE] - indicated Resident 45
signed himself out at 1:36 p.m., the destination indicated, out and there was no documented Time in;[DATE]
- indicated Resident 45 signed himself out at 1:00 p.m., Time in indicated 5:35 p.m., the destination was
out, and no nurse initials;[DATE] - indicated Resident 45 signed himself out at 2:54 p.m., no Time in
documented, and the destination was out;[DATE] - indicated Resident 45 signed himself out to go to the
Garden, at 12:33 p.m., and no documented Time in;[DATE] - indicated Resident 45 signed himself out to go
to the Garden, at 12:43 p.m., and he was back at 5:25 p.m.;[DATE] - indicated Resident 45 signed himself
out to go, outside, at 1:56 p.m., and he was back 5:21 p.m.;[DATE] - indicated Resident 45 signed himself
out to go, outside, at 12:21 p.m., and he was back at 5:33 p.m.;[DATE] - indicated Resident 45 signed
himself out to go to the garden, at 2:00 p.m., and there was no documented Time in;[DATE] - indicated
Resident 45 signed himself out to go Downstairs, at 10:53 a.m., and there was no documented Time
in;[DATE] - indicated Resident 45 was signed out by a friend to go to town, at 11:19 a.m. and with Time in at
5:50 p.m.;[DATE] - indicated Resident 45 signed himself out at 1:20 p.m., the documented destination was
not legible, and there was no documented, Time in;[DATE] - indicated Resident 45 was signed out by a
friend at 8:40 a.m., no documented destination, no Time in, and no nurse initials;[DATE] - indicated
Resident 45 signed himself out to go to the Garden, at 12:30 p.m., and no documented Time in; and[DATE]
- indicated, Time out, 1028; Time in LOA - 1740 (military time for 5:40 p.m.), Destination: Garden, signed by
Resident 45.During an interview with SNF NM on [DATE] at 4:44 p.m., the SNF NM stated he did not get
any report when Resident 45 came back intoxicated. The SNF NM stated the receptionist seated at the
first-floor lobby, near the elevator (access to go to SNF - second floor) was just temporary. The SNF NM
further stated they never checked who was leaving the SNF.During a concurrent interview and record
review with SNF NM on [DATE] at 1:34 p.m., SNF NM reviewed Resident 45's [DATE] nurse's notes, the
SNF NM confirmed nurses did not complete and document Resident 45's assessment prior to leaving and
upon returning to the facility. The SNF NM stated nurses should assess Resident 45 first before he left and
when he came back to the facility. He confirmed that when Resident 45 signed out to the garden, it was
considered LOA and he had a choice to leave the facility premises while he was at the garden. The SNF
NM stated it was his understanding that when Resident 45 signed himself out, it would release them (the
facility) of their responsibilities to Resident 45. The SNF NM further stated that when Resident 45 went out
of the facility's premises, he needed to have an RP to sign him out because Resident 45 had a history
when he associated himself with some undesirable people. The SNF NM confirmed nurse's [DATE]
progress notes did not indicate assessments were completed before Resident 45 left and when he came
back to the facility on the following dates: [DATE] to [DATE], 12/6, 12/7, 12/9, 12/10, 12/11, 12/12, 12/13,
[DATE] to [DATE].During a review of the facility's policy and procedure titled, Patient Leave of Absence,
date revised 8/2022, indicated, Leave of Absence (LOA): Any absence from the facility. If the patient is not
present for the midnight census count, he/she is placed on a bedhold.For all patients going on a Leave of
Absence (LOA) the criteria below must be met:An order must be in the medical record, from the physician
for LOA.The licensed nurse must do a complete mental, physical, and functional assessment immediately
prior to (within 30 minutes) leaving and upon returning to the facility.Document assessment in the nursing
progress notes in the EHR [Electronic Health Record].1d. During an interview with the social worker (SW)
on [DATE] at 10:59 a.m., the SW stated Resident 45 was present in his care conference which was held on
[DATE] after 1:00 p.m. The social worker could not recall the time when the care conference was completed
on [DATE]. The SW further stated
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Resident 45 was happy during the care conference and verbalized that he was grateful for the holiday. The
SW confirmed she was one of the staff who identified Resident 45 when he was involved in the motor
vehicle accident after 5:00 p.m. on [DATE]. She stated she saw Resident 45 on the pavement outside the
hospital's parking lot. The SW stated Resident 45 did not look in distress, he tried to get up, and she told
him to relax.During an interview with the DOQ on [DATE] at 12:01 p.m., the DOQ stated, she watched the
facility's surveillance video the following day on [DATE] to obtain the accident timeframe for the police. She
stated there was a figure she saw in the video and the truck stopped at 5:20 p.m. on [DATE], on the street
in front of the hospital. She confirmed that Resident 45 signed out at 10:28 a.m. on [DATE] to go to the
garden. She stated she reviewed Resident 45's locations on [DATE] as follows:At 10:35 a.m., Resident 45
went to the lobby downstairs.At 10:36 a.m., he was in front of the double doors, before the kitchen, he
stopped walking; and turned around.At 10:37 a.m., he stepped out of the entrance door.At 10:39 a.m., he
looked like he crossed [NAME] Steet (not a real street. They named it after their doctor) and she was
unable to see where he went after that.At 10:53 a.m., he came back to the building, headed to the front
door.At 10:54 a.m., he was at the front door; he went to the lobby's restroom.At 10:57 a.m., he left the
restroom and headed to the elevator and stayed at the SNF.At 1:36 p.m., he stepped out at the lobby's front
door.At 1:38 p.m. he was seen in the parking lot headed to [NAME] St and was not seen anymore.At 5:20
p.m. she stated it was already dark at time, and she saw a figure and the truck stopped at the street in front
of the hospital.At 5:24 p.m. the police were at the scene of the accident.The DOQ confirmed that Resident
45 never signed himself back in on [DATE] at around 10:57 a.m. and did not sign out when he left the facility
around 1:36 p.m. as required in their policy.During a concurrent interview with the SNF NM and record
review of Resident 45's medication administration record (MAR) on [DATE] at 1:34 p.m., he confirmed
Resident 45 took his medication at 1:13 p.m. on [DATE]. The SNF NM stated the nurse, or the CNA
(certified nursing assistant) should have done their rounds to know Resident 45's whereabouts since the
nurse knew he was back from LOA.During an interview with certified nursing assistant C (CNA C) on
[DATE] at 11:24 a.m., CNA C stated she was assigned to Resident 45 on [DATE], morning shift. CNA C
confirmed she did her rounds on [DATE], every 2 hours and her last round was between 1:00 - 1:30 p.m.
CNA C stated Resident 45 was present at lunchtime, and he ate his lunch inside his room. She further
stated she could not remember if Resident 45 went out to the garden in the morning, but she was sure that
he left in the afternoon on [DATE]. CNA C stated when Resident 45 stepped out of the facility, they (the
staff) should sign him out and when he came back, Resident 45 should let the nurse or the CNAs know for
them to sign him back in. She stated they (the staff) never checked their residents when they were out in
the garden. She further stated, I personally did not check my residents when they were out in the
garden.During an interview with licensed vocational nurse D (LVN D) on [DATE] at 11:49 a.m., LVN D
stated she was the assigned nurse to Resident 45 on [DATE]. LVN D further stated Resident 45 woke up
early on [DATE], he had breakfast and after he took his morning medications, he signed himself out to have
his garden time. She stated she did not document her assessment before he signed out. LVN D confirmed
they never signed him back even when he came back for his medication at 1:00 p.m. because he would
step out again and that was how they were taught. LVN D stated, I never checked him if he was in the
garden because I have 14 other residents to take care of. LVN D further stated she did not do her rounds,
they (nurses) would just see their residents when they were due for their medications, and wound
care.During an interview with the scheduling coordinator (SC) on [DATE] at 1:53 p.m., the SC stated she
was outside the hospital at the time of Resident 45's car accident. The SC further stated she recognized
Resident 45 and identified him when he was found
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lying on the pavement after he was hit by a truck. The SC stated the police handed her Resident 45's
backpack, and she was asked by the paramedics (a person trained to provide emergency medical care) to
translate for Resident 45. The SC stated Resident 45 denied being hit by the truck, that he felt dizzy and
fainted. The SC further stated Resident 45 complained of back and hips pain, and his phone was found at
the hospital's parking lot cracked. The SC also confirmed upon checking Resident 45's backpack, she found
some clothes and two little bottles of empty alcohol like vodka. She stated, I know it's alcohol but it's
empty.Review of Resident 45's medical record from the acute hospital titled, Trauma Critical Care Progress
Note, dated [DATE], indicated one of Resident 45's problems upon admission on [DATE] was an elevated
ETOH (clinical abbreviation for ethanol or ethyl alcohol, the intoxicating agent found in alcoholic beverages)
level: 130 mg/dl (milligram per deciliter - a unit of measure used to report the concentration of a substance
within a specific volume of liquid, typically blood) or equivalent to 0.13%.Review of Blood Alcohol
Concentration (BAC) Levels and How They Affect the Body, updated on [DATE], indicated, Understanding
BAC Levels & Effects.0.10%: At this BAC, reaction time and control will be reduced, speech will be slurred,
thinking and reasoning are slower, and the ability to coordinate your arms and legs is poor.0.15%: This BAC
is very high. You will have much less control over your balance and voluntary muscles, so walking and
talking are difficult. You may fall and hurt yourself.
https://alcohol.org/health-effects/blood-alcohol-concentration/Review of Resident 45's medical record from
the acute hospital titled, Death Summary, dated [DATE], indicated, the date and time of admission was
[DATE] at 19:39 (military time for 7:39 p.m.) and date of death : [DATE], Time of Death: 14:13. Further
review indicated, Hospital Course: The patient.with significant past medical history of alcohol use disorder
complicated by cirrhosis.and hepatic encephalopathy who presented on [DATE], at 18:50 [military time for
6:50 p.m.] as a code trauma following an auto versus pedestrian accident. He was struck in a crosswalk by
a vehicle.with reported loss of consciousness [a partial or complete loss of the perception of yourself and
all that around you] and sustained extensive polytrauma [suffered multiple traumatic injuries to different
parts or organ systems in the same incident], including right intraparenchymal hemorrhage [bleeding that
occurs directly within the brain's functional tissue (parenchyma) from a ruptured blood vessel], flail chest
[fractures (broken) of three or more consecutive ribs in at least two places, creating a floating segment of
the chest wall that moves inward during inhalation, outward during exhalation] with right rib fractures (1-11)
and hemopneumothorax [a serious medical condition where both blood and air collect in the area between
the lung and chest wall, preventing the lung from fully inflating, leading to difficulty breathing], sternal
fracture [break in breastbone] with retrosternal hematoma [a collection of blood that accumulates in the
space directly behind the breastbone and in front of the heart], unstable T8 Chance fracture [a horizontal
break through the middle back bone (spine) caused by the back bone bending violently forward], grade II
liver laceration [a tear in the liver], lumbar transverse process fractures [break in one of the small, wing-like
bony projections on the sides of the lower spine vertebrae], right proximal humerus [break in the top part of
the right upper arm bone, located close to the shoulder joint] and ulna fractures [break in one of the two
long bones in the forearm located on the pinky-finger side, which runs from the elbow to the wrist], lactic
acidosis [a buildup of the chemicals in the body when cells break down carbohydrates for energy (lactic
acid) in the bloodstream, acute kidney injury (when kidneys suddenly lose their ability to filter waste and
balance fluids], and acute alcohol intoxication [a potentially life-threatening emergency caused by drinking a
large amount of alcohol in a short time].He expired on [DATE], at 14:13. Immediate Cause of DeathFlail
chestHemopneumothorax on rightPneumoperitoneum [a free air or gas trapped in the peritoneal
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cavity (the space around the abdominal organs)]Traumatic intracerebral hemorrhage [a severe, often fatal,
brain injury resulting from bleeding within the brain parenchyma due to trauma]Ribs, multiple
fracturesPedestrian injured in motor vehicle collisionChance fracture of vertebraPedestrian injured in traffic
accidentRespiratory failure [a critical condition where the lungs cannot properly oxygenate the blood
causing severe shortness of breath, confusion, and bluish skin] (10)Liver Hematoma, grade II [collection of
blood in or around the liver, often from trauma] (11)Alcoholic cirrhosisContributing ConditionsAlcohol
intoxication Sternal fractureElevated troponin I levelRight humeral fractureChance fracture of
vertebraAlcoholic cirrhosisLiver hematoma, grade IIFracture of lumbar spineAKI (acute kidney
injury)(10)Thoracic spine fracture(11)Intraparenchymal hematoma of brain(12)Proximal humerus
fracture(13)Ulnar shaft fracture(14)Fracture of humerus, proximal, right, closedSecondary
DiagnosesAlcoholic cirrhosisAlcohol intoxication 2. During a review of Resident 20's face sheet, indicated
Resident 20 was admitted to the facility on [DATE] and had a diagnoses of Alcoholism( persistent excessive
consumption of alcohol resulting in impairment of health) , Diabetes mellitus (a chronic metabolic condition
where the body has high blood sugar), Hemiplegia(paralysis of one side of the body) due to old stroke (
medical condition in which poor blood flow to a part of the brain causes cell death), History of completed
stroke , Hypercholesteremia (an excess of cholesterol in the bloodstream), Hypertension ( a condition that
affects the body's arteries), Wheelchair bound (people who is confined in a wheelchair ).Review of Resident
20's quarterly Brief Interview for Mental Status (BIMS- a standardized cognitive screening tool used
primarily in long-term care facilities to assess a resident's cognitive function) dated [DATE] indicated the
score was 06 (a score of 0-7 indicates severe cognitive impairment, 8-12 moderate impairment, 13-15
patient is cognitively intact).Review of Resident 20's clinical records indicated there was no Elopement
Evaluation Assessment completed for Resident 20 upon admission on [DATE].During a concurrent
interview and record review with the SNF NM on [DATE] at 11:30 a.m., the SNF NM reviewed Resident 20's
clinical records on Elopement Risk Evaluation and he confirmed the Elopement Evaluation Assessment
was not conducted upon Resident 20's admission. The SNF NM stated that the Elopement Evaluation
Assessment is not done unless the resident was triggered, like when there were initial incidents of
elopement and a change in condition that warranted an assessment. The SNF NM confirmed Resident 20
signed the LOA form every time he went out of the skilled nursing facility or went to the garden. The SNF
NM also stated residents that are alert /oriented, mobile, even on wheelchair and decide to sign the LOA
form can go out, and for those residents who have their responsible party they can go out with the RP for
LOA.During an interview with Certified Nurse Assistant (CNA) E on [DATE] at 11:54 a.m., CNA E stated
Resident 20 had a stroke, right-sided weakness, and used wheelchair for mobility, and he preferred going
out to stores to purchase scratcher tickets (a form of instant -win lottery game) by himself. CNA E also
stated Resident 20 signed the LOA form whenever he goes out of the facility by propelling his wheelchair
with the use of his left arm and left leg. CNA E further stated staff did not take Resident 20's vital signs
(measurable body functions used to detect or monitor medical problems, including heart rate, blood
pressure, respiratory rate, and body temperature) every time he came back from LOA.Review of Resident
20's clinical record titled, Skilled Nursing Facility release of responsibility for leave of absence, dated:[DATE]
- indicated Resident 20's signed himself out to go to the outside, at 5:50 a.m., no documented time
in,[DATE] - indicated Resident 20's signed himself out to go to the outside, at 5:38 a.m., no documented
time in,[DATE] - indicated Resident 20's signed himself out to go to the outside, at 12:55 p.m., and Resident
20 was back at 17:23 p.mXXX[DATE] - indicated Resident 20's signed himself out to go to the downstair, at
05:10 a.m., no documented time in, and no nurse initials[DATE] -

(continued on next page)

87056443

04/02/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

056443 01/30/2026

George L Mee Memorial Hospital D/P Snf 300 Canal Street
King City, CA 93930

F 0689

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Some

indicated Resident 20's signed himself out to go to the outside, at 6:00 a.m., and Resident 20 was back at
16:53 (military time for 4:53 p.m.)[DATE] - indicated Resident 20's signed himself out to go to the bakery, at
6:00 a.m., no documented time in, [DATE] - indicated Resident 20's signed himself out to go to the outside,
at 8:55 a.m., no documented time in, [DATE] - indicated Resident 20's signed himself out to go to the
outside, at 8:20 a.m., no documented time in, [DATE] - indicated Resident 20's signed himself out to go to
the outside, at 04:45 a.m., no documented time in, [DATE] - indicated Resident 20's signed himself out to
go to the downstair, at 4:15 a.m., no documented time in, [DATE] - indicated Resident 20's signed himself
out to go to the outside, at 6:25 a.m., and Resident 20 was back at 16:15 p.m., no documented
relationship[DATE] - indicated Resident 20's signed himself out to go to the outside, at 8:23 a.m., no
documented time in, [DATE] - indicated Resident 20's signed himself out to go to the downstair, at 4:25
a.m., no documented time in, [DATE] - indicated Resident 20's signed himself out to go to the store, at 5:45
a.m., no documented time in,[DATE] - indicated Resident 20's signed himself out to go to the downstair, at
5:45 a.m., no documented time in,[DATE] - indicated Resident 20's signed himself out to go to the
outside(bakery), at 6:00 a.m., no documented time in, [DATE] - indicated Resident 20's signed himself out
to go to the outside(bakery), at 5:45 a.m., no documented time in,[DATE] - indicated Resident 20's signed
himself out to go to the downstair, at 5:00 a.m., no documented time in, and no nurse initial[DATE] -
indicated Resident 20's signed himself out to go to the downstair, at 6:51 a.m., no documented time
in,[DATE] - indicated Resident 20's signed himself out to go to the downstair, at 5:00a.m., and Resident 20
was back at 7:00 a.mXXX[DATE] - indicated Resident 20's signed himself out to go to the outside, at 6:00
a.m., no documented time in,[DATE] - indicated Resident 20's signed himself out to go to the street market,
at 8:50 a.m., no documented time in, relationship, and no nurse initialXXX[DATE] - indicated Resident 20's
signed himself out to go to the outside, at 5:00 a.m., no documented time in, and no nurse initialXXX[DATE]
- indicated Resident 20's signed himself out to go to the
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