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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review and interviews, the facility to ensure residents were free from accidents or 
hazards for one (#1) of three residents reviewed for accidents out of three sample residents. Specifically, the 
facility failed to implement interventions to prevent an elopement for Resident #1, despite identifying the 
resident at high risk for elopement.Findings include:I. Facility policy and procedureThe Wandering and 
Elopement Policy and Procedure revised November 2016, was provided by the nursing home administrator 
(NHA) on 10/30/25 at 12:05 p.m. It revealed in pertinent part, This facility promotes the least restrictive 
environment for all residents while recognizing the potential of residents wandering. This facility will utilize 
monitoring and alarm systems; sign in and out books on all units and maintain pictures of all residents on 
their units. This facility will maintain a response plan for implementation in the event of a missing resident. 
Social services or designee will complete an admission Assessment and an Elopement Risk Assessment 
prior to admission to the secured unit, and prior to placement of a wander guard. Elopement Risk 
Assessments will also be completed annually, with significant changes and as needed. Wandering or 
elopement risk will be identified pre-admission or on admission and on going. II. Incident of elopement for 
Resident #1 on 8/31/25A. Facility investigationThe NHA provided the facility investigation of the 8/31/25 
elopement event on 10/30/25 at approximately 10:40 a.m. The investigation revealed the following: The 
investigation summary documented that on 8/31/25 at approximately 3:15 p.m. Resident #1 was found in a 
supermarket parking lot approximately 0.2 miles from the facility by certified nurse aide (CNA) #4. The 
investigation summary documented Resident #1 was last known to be in the facility at approximately 2:00 p.
m. The facility was not aware Resident #1 had eloped from the facility until CNA #4 found Resident #1 while 
the CNA was on break. When CNA #4 found Resident #1, he was talking with two unidentified citizens who 
were on the phone with the police to report a missing person. CNA #4 called the facility from the supermarket 
parking lot to inform them of the elopement. CNA #4 stayed with Resident #1 until the police arrived and 
provided escort back to the facility. The investigation summary documented Resident #1 was assessed to be 
at his baseline cognition and without injury after the event. The investigation summary documented Resident 
#1 was placed on one-to-one observation in the short term to keep Resident #1 safe. The facility 
investigation documented the interventions implemented after the event included audits of the alarm system 
to ensure door alarms were functioning properly as well as education to nursing staff. The investigation 
summary documented the resident eloped from the front door of the facility and it was missed because no 
staff member was present to monitor the front door at the time of the resident's elopement. The investigation 
documented an interview with CNA #4 on 8/31/25 at 3:45 p.m. CNA #4 said she was driving to the gas 
station on her break when she spotted a familiar face in the supermarket parking lot. CNA #4 said Resident 
#1 was talking with a gentleman in the parking lot who was on the phone. When CNA #4 introduced herself, 
the gentleman told her he was talking with the police dispatcher and the dispatcher wanted to talk with her. 
CNA #4 said she gave her the information she had and the dispatcher told her to stay with Resident #1 until 
the police arrived. CNA #4 said she called the facility to inform them about Resident #1 immediately after 
talking with the dispatcher. When Resident #1 and CNA #4 returned to the facility, CNA #2 assisted with 
returning Resident #1 to his room so CNA #4 could talk to the nurse assigned to his unit. The investigation 
documented the last time Resident #1 was seen in the facility prior to the elopement event was by CNA #3 at 
approximately 1:50 p.m. The investigation documented an interview with CNA #3 on 8/31/25. CNA #3 said 
she briefly saw Resident #1 in the hallway while approaching the kitchen to pick up a lunch order for the 
memory care unit. CNA #3 said she did not remember anything unusual about the interaction, she only 
remembered briefly seeing him in the hallway. The investigation documented CNA #2 was the CNA assigned 
to Resident #1's hall on the day the elopement event occurred (8/31/25). The facility investigation 
documented an interview with CNA #2 on 8/31/25. CNA #2 said she remembered she was bathing a resident 
at the time of Resident #1's elopement. CNA #2 said when the bath was complete, she found out Resident 
#1 was missing and possibly at the theater next to the local supermarket. CNA #2 said she walked out of the 
facility to walk to the supermarket when she saw Resident #1 and CNA #4 walking back to the facility with a 
police officer. The facility investigation did not include a written statement or documented interview with the 
nurse assigned to Resident #1's hall on the day the elopement event occurred. B. Resident #11. Resident 
statusResident #1, age greater than 65, was admitted on [DATE]. According to the October 2025 
computerized physician orders (CPO), diagnoses included unspecified dementia with behavioral 
disturbances, macular degeneration, hearing loss to the right ear, obesity and recurrent pneumonia. The 
10/9/25 minimum data set (MDS) assessment revealed Resident #1 had severe cognitive impairment with a 
brief interview for mental status (BIMS) score of five out of 15. Resident #1 required set up assistance with 
dressing, footwear, and hygiene. Resident #1 required moderate assistance with bathing. Resident #1 had 
behaviors of wandering with exit seeking and intruding into the space of others on one to three days during 
the assessment look-back period. Resident #1 required cues with ambulation and used a wheelchair 
independently for mobility. The MDS assessment revealed the resident was at risk of endangering himself or 
intruding on others' personal space and exhibited wandering behaviors on one to three days during the 
assessment look-back period.2. ObservationsOn 10/30/25, from 11:36 a.m. until 12:10 p.m., during a 
walkthrough of the facility's alarm system with the maintenance director (MTD), the audio alarm to a door in 
the dining room was noted to be deactivated. The NHA approached the MTD and told him she deactivated 
the alarm a few minutes ago because a family was visiting a resident and the family was frequently going 
outside to eat in the courtyard next to the dining room (setting off the alarm). The NHA said she planned to 
reactivate the alarm when the visit was over. During the walkthrough, the alarm system also sent pager 
alerts to the floor nurses when a door was opened. However, the pager system only alerted staff the front 
door was opened instead of paging the nurse with which specific door was opened. The MTD contacted the 
alarm company at the end of the walkthrough in order to have a representative fix the pager system. On 
10/30/25 at 12:57 p.m. the alarm to the door in the dining area was checked The audio alarm remained 
deactivated and no staff members responded when the door was opened. No visiting family members were 
in the dining room or courtyard, but the alarm had not been reactivated. On 10/30/25 at 1:27 p.m. the alarm 
to the door in the dining area was checked again. The audio alarm remained deactivated and no staff 
members responded when the door was opened. On 10/30/25 at 2:21 p.m. the alarm to the door in the 
dining room was checked a third time. The audio alarm had been reactivated and was functioning at that 
time. 3. Record reviewResident #1's comprehensive care plan, revised 9/22/25, documented a care plan 
focus for behaviors related to dementia, including making racial comments towards staff and physical and 
verbal aggression toward staff. However, the interventions documented in the care plan did not address 
Resident #1's exit-seeking behavior.The elopement risk assessment, dated 8/1/25, documented Resident #1 
was at risk for elopement. The assessment documented Resident #1 had wandering and exit seeking 
behaviors with increased confusion in the afternoon. The elopement risk assessment documented a 
wandering and elopement care plan was initiated with the assessment. Interventions included engaging 
Resident #1 in simple, structured activities that avoided overly demanding tasks, if Resident #1 was 
exit-seeking or showing signs/verbalizations of wanting to leave the facility, staff were to provide redirection 
to another meaningful activity.-However, review of Resident #1's comprehensive care plan did not reveal a 
care plan focus for elopement risk.The hospice interdisciplinary team (IDT) note, dated 8/20/25, revealed 
documentation acknowledging Resident #1 had exit-seeking behaviors prior to the elopement event on 
8/31/25. The IDT note documented the resident was frequently looking for his spouse and for his car. The 
progress note, dated 9/15/25, documented Resident #1 continued to have exit-seeking behaviors and 
making statements about finding his car or wanting to leave the facility to go home. The progress note 
documented Resident #1 saw the facility's nurse practitioner to rule out medical causes for increased 
agitation and exit-seeking and none were found. The progress note documented a physician's order was 
given for Resident #1's placement on the secure memory care unit after consent was received from the 
resident's representative. III. Staff interviewsCNA #5 was interviewed on 10/30/25 at 11:32 a.m. CNA #5 said 
Resident #1 was in her hall assignment for a short time before he was moved to the secured unit. She said 
Resident #1 would often go to activities, sit in the common area to visit and go to the front area and sit near 
the front door. She said staff on another hall would either bring him back to his hall or radio her and his other 
CNAs to bring him back to his hall. CNA #5 said the resident frequently wandered but his wandering would 
increase in the afternoons after 2:00 p.m. She said Resident #1's representative would visit him three to four 
times a week. CNA #5 said his behaviors would increase after the representative left. CNA #5 said the front 
door was alarmed from 7:00 a.m. to 7:00 p.m. and all the other doors were alarmed 24 hours a day.The 
receptionist was interviewed on 10/30/25 at 11:50 a.m. The receptionist said she worked weekdays from 
8:00 p.m. to 5:00 p.m. She said the only time she left the front desk was to deliver messages for staff on 
lunch break. She said the front desk was covered by another staff member when she went on break. She 
said she made sure she notified the night nurse when she left the facility at 5:00 p.m. She said the front 
doors automatically locked at 7:00 p.m. The receptionist said she had a list of residents who could sit outside 
in front of the building. She said she could not see the outside area near the bench in front of the building but 
would check on the residents every 15 minutes. She said she would be able to see a resident start to go 
down the sidewalk from her position. The MTD was interviewed on 10/30/25 at 12:10 p.m. The MTD said 
each door besides the front door to the facility was armed with both an audio alarm and a pager alarm 
system 24 hours a day. The MTD said the front door had a pager alarm 24 hours a day but only used an 
audio alarm from 7:00 p.m. to 7:00 a.m. The MTD said the facility was contacting companies to install a 
wanderguard system but had not accepted a bid from an installation company yet. The MTD said the 
purpose of the pager system was to alert the floor nurses as to which door was opened. The MTD said 
because the pager system had always alarmed front door during the testing walkthrough (on 10/30/25), the 
nurse would not know which door to check. The MTD said he was not sure how long the pager alarm system 
was not sending accurate messages, but he planned to contact the current alarm company immediately to 
have the pager alarm system fixed. Licensed practical nurse (LPN) #1 was interviewed on 10/30/25 at 12:10 
p.m. LPN #1 said she was new to the facility and had only worked at the facility for approximately three 
weeks. LPN #1 said since she started at the facility, the pager system had only ever said front door and she 
had not seen other locations come through the pager. LPN #1 said she typically ignored the pager because it 
only said front door and she assumed the staff member at the front desk would be there. CNA #1 was 
interviewed on 10/30/25 at 12:53 p.m. CNA #1 said she was assisting residents with eating in the dining 
room on the day of Resident #1's elopement. CNA #1 said nobody informed her of the audio alarm for the 
door from the dining room to the courtyard outside. CNA #1 said she was able to see the door from where 
she was seated, so she could see if someone walked out the door, but if her back was turned because she 
was helping another resident, she would not have the cue from the audio alarm to inform her someone left.
The NHA was interviewed on 10/30/25 at 2:21 p.m. The NHA said the audio alarm to the door in the dining 
room was only deactivated for approximately ten minutes on 10/30/25. The NHA said she told the MTD to 
reactivate the alarm at approximately 12:30 p.m.The MTD was interviewed again on 10/30/25 at 3:45 p.m. 
The MTD said he did not recall that the NHA requested he reactivate the audio alarm to the door in the 
dining room. The MTD said he remembered he did reactivate the alarm, but it was when the employee from 
the alarm system company arrived at the facility between 1:30 p.m and 2:00 p.m.The receptionist was 
interviewed a second time on 10/30/25 at 2:50 p.m. The receptionist said she had heard that Resident #1 
went out the front door but it was on a Sunday when she was not working. She said there was another 
receptionist who worked on weekends until 1:00 p.m. The NHA was interviewed a second time on 11/3/25 at 
11:11 a.m. She said after Resident #1 eloped, she increased facility education and frequently checked on 
Resident #1. She said the facility was in the process of updating their elopement policy and waiting for a final 
approval from their corporate office to install a wander guard system. The NHA said the main focus to 
prevent the recurrence of another elopement was increasing staff education, assessing resident's risk and 
knowing where the residents were at all times. She said the staff needed to know where their residents were 
and not just rely on the paging system connected to the doors. She said the facility had four pagers in 
circulation with two more available if needed. The NHA said a nurse or a designee should go to the door if 
their pager went off to make sure a resident was not going out the door without staff knowledge. She said a 
CNA or an activities assistant could also check the doors. She said the facility had enough pagers to make 
sure the designated person on each hall had a pager. The NHA said Resident #1 left the facility without 
someone noticing because no one responded to the door when the pager went off. She said she felt the 
situation was isolated. She said since Resident #1's elopement, the facility was much better at identifying a 
resident's risk, paying more attention to when the pagers signaled an alert and understanding the importance 
of checking the doors. The NHA said the facility's investigation of Resident #1's 8/31/25 elopement incident 
identified a need for more oversight at the front door due to gaps in the schedule when no one was at the 
front desk when the elopement occurred. The NHA said the front door locked at 7:00 p.m. She said there 
was no one at the front desk from 5:00 p.m. to 7:00 p.m. on weeknights and from 1:00 p.m. to 7:00 p.m. on 
weekends. She said since Resident #1's elopement, she had encouraged the weekend receptionist to stay 
until 3:00 p.m. She said there was usually a manager or the nurse practitioner working near the front desk 
from 5:00 p.m. to 7:00 p.m. but not someone directly watching the front door. The NHA said that was what 
the pager system was for. The NHA said when a resident was admitted to the facility, the nurses reviewed 
the resident's risk for elopement and then reported the risk to the social services director (SSD). She said the 
SSD would complete the risk assessment and create an elopement risk care plan. The SSD was interviewed 
on 11/3/25 at 11:50 a.m. The SSD said if a resident was determined to be at risk for elopement, she would 
be informed in the morning interdisciplinary team (IDT) meeting. She said she would complete the risk 
assessment and create an elopement risk care plan. The SSD said when Resident #1 was admitted , his 
BIMs identified he had moderate impairment with dementia, attended activities, expressed no desire to leave 
the facility and did not have wandering behavior. The SSD said over the course of a couple weeks at the 
facility, Resident #1's behaviors worsened and he became more confused. She said the resident started to 
exit-seek. The SSD said he would look for his car and/or his wife. She said there was not much 
documentation identifying the behavior, but it was reported to her so she did a new elopement risk 
assessment. The SSD said she discussed her concerns of Resident #1's increased behaviors with IDT about 
moving to another room further away from the front door on another hall and encouraged him to participate in 
more activities. She said she created a care plan on 8/1/25 for his increased risk for wandering/elopement 
but there was a glitch in the computer system. The SSD said the care plan she created was marked resolved 
by mistake and it did not show in the system as an active care plan. The SSD said Resident #1's wandering 
behaviors would increase after the resident's representative would leave the facility after visiting him. She 
said she spoke to the resident's representative about moving him to another hall further away from the front 
door on 8/13/25 and she agreed. She said hospice was also working with the resident's representative to 
identify other interventions that could improve his behaviors. The SSD said the resident's medications were 
reviewed by hospice but not increased until 9/15/25 by the nurse practitioner (NP).The SSD said she created 
another elopement risk care plan on 9/2/25 but it was resolved once Resident #1 went to the memory care 
unit on 9/16/25 and a new care plan for the secured unit was created. The SSD said Resident #1 was 
exit-seeking and yelling when he was first placed on the memory care unit but his behaviors had since 
improved and he had been easier to redirect in a smaller environment. The regional consultant was 
interviewed on 11/3/25 at approximately 12:20 p.m. The regional consultant said the facility was in the 
process of creating a risk assessment for elopement that would better identify a resident's risk for elopement. 
The regional consultant said there were no current residents in the facility that were at high risk for 
elopement other than residents already on the memory care unit. She said behaviors however could change 
so the facility would continue to evaluate residents' risks.
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