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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review and interviews, the facility failed to ensure an environment free of accident 
hazards for one (#1) of three residents reviewed for accidents/hazards out of three sample residents.
Specifically, the facility failed to prevent an elopement for Resident #1 on 9/16/25.Findings include:Record 
review and interviews confirmed the facility corrected the deficient practice prior to the onsite investigation on 
12/8/25, resulting in the deficiency being cited as past noncompliance with a corrective action date of 10/1/25.
I. Elopement incident on 9/16/25Resident #1 who was at risk for elopement, required distractions from 
wandering and structured activities.On 9/16/25 at 12:45 p.m. Resident #1 was observed at the nurses' 
station. At approximately 1:00 p.m. a certified nurse aide (CNA) noticed Resident #1 had received a room 
tray for lunch but the CNA was unable to locate the resident in his bedroom. At approximately 1:13 p.m. the 
nurse manager notified the interdisciplinary team (IDT) of a potential missing resident. At 1:15 p.m. an 
overhead page was made regarding the potential elopement of Resident #1. A search was initiated of the 
building, which included the common areas, rooms, closets, bathrooms, locked areas, the basement, outside 
areas, storage units, sheds and nearby vicinity around the facility.At approximately 2:25 p.m. the police 
department was notified of the missing resident. Resident #1 was located on 9/18/25 at approximately 2:00 p.
m. He was found within a mile of the facility and had been missing for 49 hours. He was sent to the hospital, 
where it was noted he had abrasions and needed intravenous (IV) fluids.II. Facility's plan of correctionThe 
corrective action plan implemented by the facility in response to Resident #1's elopement on 9/16/25 was 
provided by the nursing home administrator (NHA) on 12/8/25 at 12:00 p.m. It revealed in pertinent part:A. 
Action to correct the deficient practice for Resident #1On 9/16/25, a full house audit of all elopement 
assessments was reviewed to ensure accuracy and to identify any other high-risk residents who needed 
additional interventions for safety. The nurse clinical resource educated the IDT on the following: 
-Completing documentation and ensuring that a resolution was clear and documented in the resident's 
electronic medical record (EMR); -How to pull progress note reports to be reviewed during the facility's 
morning meeting to address any concerns with resolution, and care plans were updated at the time of review 
that were resident-specific, which included triggers to identify behaviors before it escalated; 
-Non-pharmalogical interventions for the residents; -How to review new admission elopement/wander 
assessments to ensure assessments were completed correctly and that high risk residents had a care plan 
that was resident-specific;-New admission elopement/wander assessments were to be completed upon 
admission, quarterly and with a change of condition; and,-Care plans were reviewed and updated if there 
was a change to the elopement/wander score. All staff education on the elopement policy and procedure 
was initiated. A contract for a new wander guard system to be installed at the facility on 10/1/25. Once 
Resident #1 was located and returned to the facility he was going to be placed in the secured unit. B. Identify 
others at riskThe facility reviewed all other residents at risk for elopement and identified any resident with a 
high-risk score who was at risk for the alleged deficient practice. C. Systemic changesThe facility completed 
staff education on 9/19/25 in preventing resident elopement, emergency procedures for a missing resident 
and wandering and elopement policies and procedures.The staff development coordinator (SDC)/designee 
educated all staff on the presence of the door alarms, using the alarms and needing to check or investigate 
the doors and surrounding area outside if the door alarm sounds. An elopement drill was conducted on 
9/19/25 for staff on all shifts and education was provided with any identified concerns.D. Ongoing 
monitoringThe NHA/designee was to monitor all admissions for elopement risk via reviewing their elopement 
wander user defined assessment during the daily clinical meetings Monday through Fridays, as well as the 
resident's care plan to ensure the resident-specific interventions were in place. The audits were documented 
via a spreadsheet and conducted for 12 weeks or until substantial compliance was achieved. The 
NHA/designee interviewed five staff members a week to identify residents that were at high risk for 
elopement or wandering. Any identified residents had their care plans reviewed to ensure resident-specific 
interventions were in place. Audits were documented via a spreadsheet and conducted for 12 weeks or until 
substantial compliance was achieved. The IDT reviewed daily progress notes for instances of exit-seeking 
and ensured appropriate interventions were put in place. Audits were documented via a spreadsheet and 
conducted for 12 weeks or until substantial compliance was achieved. All audits were reviewed in the 
facility's monthly quality assurance and improvement process (QAPI) meetings until substantial compliance 
was achieved. III. Facility policy and procedureThe Elopement policy and assessment, revised October 
2024, was provided by the NHA on 12/8/25 at 4:00 p.m. It read in pertinent part, It is the policy of this facility 
to provide a safe environment for all residents. The facility will properly assess residents and plan their care 
to prevent accidents related to wandering behaviors or elopement. Wandering is defined as movement about 
the area without a fixed goal and elopement is defined as slipping away secretly, running away, leaving 
without accompaniment or knowledge of the staff. When an alarm is activated, and it is determined a 
resident is missing, the following will occur:-Alert the unit nurse and all shift personnel to search the facility. If 
the resident is not located, institute a grounds search;-If the resident is unaccounted for after a thorough 
search of the building and grounds, the following will be immediately notified: administrator, director of 
nursing (DON), family or legal representative, attending physician and police; and,-A complete description of 
the resident will be given to the police along with a current photo of the resident. When the resident is 
located, the following procedures will be followed:-An assessment of the resident will be completed to 
determine if medical attention is required;-After assessment is completed, the attending physician will be 
notified and results of assessment reported. The physician's plan of care will be documented in the resident's 
record;-The resident's family/legal representative shall be notified of the resident's condition;-The resident's 
condition will be monitored every shift for forty-eight (48) hours; -A detailed incident report will be completed 
and submitted to administration;-The incident will be logged in the Elopement Incident Log. Incidents for the 
month shall be reviewed at the monthly Safety Committee Meeting and again at each quarter with the Quality 
Assurance Committee;-The facility will notify the appropriate State Agency;-Notification of the appropriate 
State Agency will be made in twenty-four (24) hours; and, -All staff will be educated on proper identification, 
assessment and treatment of residents identified as an exit-seeking risk. This education will occur during 
orientation and annually thereafter.IV. Resident #1A. Resident statusResident #1, age [AGE], was admitted 
on [DATE]. According to the December 2025 computerized physician orders (CPO), diagnoses included 
Alzheimer's disease (abnormal memory), severe dementia (abnormal memory), cognitive communication 
deficit and the need for assistance with personal care.The 10/14/25 minimum data set (MDS) assessment 
revealed the resident had severe cognitive impairments with a brief interview for mental status (BIMS) score 
of zero out of 15. The MDS assessment identified the resident had wandering behaviors almost daily. B. 
Record reviewResident #1's care plan, initiated 5/27/25, revealed the resident was at risk for elopement and 
wandering. Pertinent interventions included documenting wandering behavior and attempted diversional 
interventions and providing structured activities such as toileting, walking inside and outside and 
reorientation strategies including signs, pictures and memory boxes.V. Staff interviewsThe NHA was 
interviewed on 12/9/25 at 10:20 a.m. The NHA said Resident #1 was not a typical dementia patient. She said 
he wandered aimlessly and asked repetitive questions. She said his representative wanted Resident #1 to 
stay in the general population as long as possible. The NHA said the facility attempted to place Resident #1 
on the secured unit before he eloped and it triggered him to become involved in a physical altercation. She 
said Resident #1 was missing for 49 hours when he eloped on 9/16/25, but when he was found, he only had 
a couple of abrasions and needed IV fluids. She said they found Resident #1 within a mile of the facility at a 
little camp with a bunch of bottles of Ensure (nutritional drink) that he drank while he was missing. The NHA 
said when the facility acquired the building in September 2024 the agreement was that the wanderguard 
system would be updated by the former managing company but it did not happen until Resident #1 went 
missing.

22065243

02/25/2026


