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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 one (#4) of three residents reviewed 
for elopement out of three sample residents and other residents residing in the facility remained as free from 
accidents/hazards as possible.Specifically, the facility failed to:-Ensure Resident #4 received adequate 
supervision to prevent the resident from eloping from the facility; and,-Ensure there was an effective 
evacuation plan in place and that staff were trained on the plan and provided with the necessary equipment 
to evacuate residents from the facility in the case of an emergency, which had the potential to affect the 
safety of all 72 residents residing in the facility.ELOPEMENT INCIDENT FAILURE FOR RESIDENT 
#4Resident #4, who had diagnoses of bipolar disorder, cognitive communication deficit, chronic heart failure, 
presence of automatic implanted cardiac defibrillator and traumatic subarachnoid hemorrhage (bleeding 
between the brain and the protective layer of the brain), was admitted to the facility on [DATE].Upon 
admission, Resident #4 was assessed to be at high risk for elopement due to exit seeking behaviors and 
verbalizing the desire to leave the facility.The facility implemented a care plan on 6/26/25 of the resident's 
impulsive behavior problem, which included behaviors such as a history of eloping, threatening to elope, 
refusing care and throwing his plate of food. However, the facility failed to implement appropriate 
resident-specific interventions to provide adequate supervision and monitoring to meet the resident's 
individual needs when Resident #4, who resided on the secured unit, was distressed/upset and voiced desire 
to leave the facility, refused/threw his plate of food.On 9/20/25 at 4:30 p.m. threw his dinner meal when he 
was agitated. The resident tried to reach out to his family via phone but they did not answer and his agitation 
grew.The facility failed to adequately respond to the resident's distress and did not provide increased safety 
oversight, including frequent checks, monitoring or behavioral support. Staff failed to provide consistent 
monitoring of the resident for approximately four hours after he was noted to have escalating agitation (see 
facility investigation below). Resident #4 was officially designated as missing from the facility on 9/20/25 at 
8:30 p.m.Per the facility investigation conducted after the resident's elopement, the facility believed that 
Resident #4 eloped the facility through his window by overriding the safety mechanism and then climbed 
over a gate in the secured courtyard. The facility was not aware that he was missing for four hours.Resident 
#4 was not found until two days later at a homeless shelter and was missing for approximately 46 hours (see 
facility investigation below). Resident #4 did not return to the facility.The facility's failure to provide adequate 
supervision, implement the elopement care plan, monitoring the resident after a behavioral event created a 
situation where serious adverse outcome was likely. The resident had acute health concerns that went 
unaddressed as a result of his elopement.SAFE AND EFFECTIVE EVACUATION ROUTE PLAN 
FAILUREDuring the investigation of Resident #4's elopement, staff interviews revealed the facility failed to 
have a plan that ensured the safe evacuation of residents from the facility in the event of an emergency. 
Observations revealed the facility was on one level and was divided into two unsecured nurse units (Castle 
Rock and Red Rocks) and one secured unit (Rocky Mountain). Fifty-five residents resided on the two 
unsecured units and seventeen residents resided on the secured unit. There were no evacuation floor plans 
or maps posted on any of the walls in the facility. There were no maps or floor plans posted with directional 
arrows that demonstrated the path staff and residents should follow in the event of an evacuation. Interviews 
with staff revealed they were not aware of the routes to take to evacuate residents from the building in the 
event of an emergency.Observations revealed the gate in the secured unit courtyard, which was the primary 
emergency egress/evacuation route for the Rocky Mountain unit and the Castle Rock unit, was padlocked, 
preventing staff and residents from exiting the courtyard. Additionally, staff was unaware of where the key for 
the padlock was located.The facility's failure to have a plan that ensured the safe evacuation of residents and 
to ensure the primary egress route for emergency exits for the secured unit remained unlocked and 
accessible created a hazardous environment that made serious harm likely.The facility failed to provide 
Resident #4 with the supervision necessary to prevent an elopement. Furthermore, there was a padlock 
placed on the primary evacuation/egress route from the secured unit via the courtyard through the outdoor 
fenced storage area. The facility's failures created a situation for the likelihood of serious harm to residents' 
health and safety if the situation was not immediately corrected.Findings include:I. Immediate JeopardyA. 
Findings of immediate jeopardy ELOPEMENTUpon admission, Resident #4 was assessed to be at high risk 
for elopement due to exit seeking behaviors and verbalizing the desire to leave the facility.The facility 
implemented a care plan on 6/26/25 of the resident's impulsive behavior problem, which included behaviors 
such as a history of eloping, threatening to elope, refusing care and throwing his plate of food. However, the 
facility failed to implement appropriate resident-specific interventions to provide adequate supervision and 
monitoring to meet the resident's individual needs when Resident #4, who resided on the secured unit, was 
distressed/upset and voiced desire to leave the facility, refused/threw his plate of food.On 9/20/25 at 4:30 p.
m. threw his dinner meal when he was agitated. The resident tried to reach out to his family via phone but 
they did not answer and his agitation grew.The facility failed to adequately respond to the resident's distress 
and did not provide increased safety oversight, including frequent checks, monitoring or behavioral support. 
Staff failed to provide consistent monitoring of the resident for approximately four hours after he was noted to 
have escalating agitation (see facility investigation below). Resident #4 was officially designated as missing 
from the facility on 9/20/25 at 8:30 p.m.Per the facility investigation conducted after the resident's elopement, 
the facility believed that Resident #4 eloped the facility through his window by overriding the safety 
mechanism and then climbed over a gate in the secured courtyard. The facility was not aware that he was 
missing for four hours.Resident #4 was not found until two days later at a homeless shelter and was missing 
for approximately 46 hours.The facility's failure to provide adequate supervision, implement the elopement 
care plan and monitoring the resident after a behavioral event created a situation where serious adverse 
outcome was likely. The resident had acute health concerns that went unaddressed and unmonitored as a 
result of his elopement.EVACUATION ROUTE PLAN Observations revealed the facility was on one level and 
was divided into two unsecured nurse units (Castle Rock and Red Rocks) and one secured unit (Rocky 
Mountain). Fifty-five residents resided on the two unsecured units and seventeen residents resided on the 
secured unit. There were no evacuation floor plans or maps posted on any of the walls in the facility. There 
were no maps or floor plans posted with directional arrows that demonstrated the path staff and residents 
should follow in the event of an evacuation.Upon inquiry during the survey, the maintenance director (MTD) 
hand-drew the evacuation route/plan on a facility map. Review of the facility evacuation plans/map, 
observations and interview revealed the secured Rocky Mountain unit had an emergency evacuation route 
that led to the secured fenced courtyard and then exited out the courtyard gate (secured by a door alarm 
push bar) to a fenced storage area that had a gate. The fenced storage area had a padlock on the gate, 
preventing an accessible egress route out and away from the building. The staff interviewed during the 
survey were unaware of the process to evacuate residents and reported they did not have access to the key 
to unlock the padlock on the gate. The unsecured Castle Rock unit had an emergency evacuation route that 
led to the supervised smoking patio, which was fenced and then exited out the gate (secured by a door alarm 
push bar) to a fenced storage area that had a gate. The fenced storage area had a padlock on the gate and 
was the same fenced storage area that the secured unit shared and evacuated to, and therefore prevented 
an accessible egress route out and away from the building. The unsecured Red Rocks unit had an 
emergency evacuation route that led out the main entrance and was secured by only a door alarm push bar.
Staff interviews demonstrated a lack of understanding and training with the plan for evacuation and 
observations revealed the presence of a physical barrier (padlock) that prevented staff and residents from 
evacuating the premises. The facility's failure to have a plan that ensured the safe evacuation of residents 
created a hazardous environment with the potential for serious harm, affecting all 72 facility residents.The 
facility needed to immediately develop and implement an effective system to proactively identify 
environmental hazards (windows, gates) and evaluate the resident's need for safety checks, supervision and 
monitoring during a behavioral episode to prevent further occurrences. The facility needed to immediately 
ensure all staff were adequately trained and educated on performing adequate supervision, monitoring and 
meeting the individual needs according to their care plan and include training in emergency preparedness for 
safe egress.Additionally, the facility needed to take immediate actions to ensure all egress routes in the 
facility were unlocked and available in case of emergency. The facility needed to implement a systematic 
approach that enables the facility to evaluate safety throughout its environment and among all staff, and 
make appropriate adjustments in training and competency testing as required.B. Facility notice of immediate 
jeopardyOn 10/8/25 at 7:15 p.m. nursing home administrator (NHA) #1 was notified that the facility's failure 
to provide residents with a safe environment and adequate supervision to avoid preventable accidents 
created an immediate jeopardy situation for the likelihood of serious harm. C. Facility plan to remove 
immediate jeopardy On 10/9/25 at 9:40 a.m. NHA #1 provided a plan to remove the immediate jeopardy 
situation. The removal plan read:The padlock and the latch on the outdoor fenced storage areas were 
removed by the NHA on 10/7/25 at 4:50 p.m. The facility map of the egress routes were posted by the life 
safety/maintenance resource on 10/9/25 at 11:00 a.m. for all halls. Resident #4 was no longer a resident at 
the facility.Identification of others - All residents had the potential to be affected. The facility was toured by 
the life safety resource on 10/8/25 to identify and ensure all egress exits were unlocked and accessible. All 
residents were reviewed by the director of nursing (DON) and clinical resource for elopement risk and care 
plans were updated as needed on 10/8/25. Education with the NHA and the IDT (interdisciplinary team) 
initiated on 10/7/25 by clinical resource on keeping facility egress routes unlocked and accessible.Immediate 
interventions for evacuation - All staff education initiated on 10/8/25 by DON/designee on specific evacuation 
routes, keeping egress exit for emergency exits for the secured unit unlocked and accessible, the codes for 
the exit doors and the facility evacuation map postings. Education on the emergency operations procedure 
quick reference guide initiated on 10/9/25 which showed initial employee expectations and responsibilities. 
Window security devices will continue to be monitored until window alarms are in place. Window alarm 
installation to be initiated on 10/9/25 for the secured unit. Moving forward, all staff were to be educated on 
evacuation procedures during orientation.Immediate interventions for precipitating events regarding 
elopement - Staff education initiated on 10/8/25 by the DON/designee on the need for safety checks and 
monitoring during a behavioral episode to prevent further occurrences and where to locate resident 
elopement care plans. Staff were educated that although residents may request to be left alone or to have 
their door closed, it does not eliminate the facility's obligation to ensure the safety of the resident; staff needs 
to verify that the resident was safe and present. Increased monitoring will be completed on a case by case 
basis dependent upon situation and if warranted the resident will be placed on 15-minute checks. Behavioral 
episodes could include verbal outbursts, physical aggression, increased exit-seeking behaviors, tearfulness, 
statements about leaving/going home and pacing. Education initiated 10/8/25 and those staff that could not 
be educated in person will be educated prior to the start of their next scheduled shift. The facility will be 
completing a headcount on the secured unit every two hours by floor nurse, nursing management, or 
designee. Headcount to be completed on paper audit form for a minimum of 12 weeks or until substantial 
compliance has been achieved.The DON, or designee, will complete random audits three times per week for 
12 consecutive weeks. The audit will include: Staff interview: Does staff member know evacuation route? 
Observation: All egress routes are unlocked and available in case of emergency? Staff interview: Does staff 
know to provide safety checks and increased monitoring during a resident behavioral episode? Increased 
monitoring will be completed on a case by case basis dependent upon situation and if warranted the resident 
will be placed on 15-minute checks. Behavioral episodes can include verbal outbursts, physical aggression, 
increased exit-seeking behaviors, tearfulness, statements about leaving/going home and pacing. Staff 
interview: Does staff know how to access the resident's elopement care plan? Staff interview: Does staff 
know the codes to the exit doors? Additional comments and/or interventions if issues noted on audit form. 
This will be recorded on an audit form. Audit records will be reviewed by the risk management/quality 
assurance committee monthly until such time consistent substantial compliance has been achieved as 
determined by the committee.D. Removal of immediate jeopardyNHA #1 was notified the immediate 
jeopardy was removed on 10/9/25 at 3:10 p.m. based on the facility's removal plan (see above). However, 
deficient practice remained at a F level, with a potential for more than minimal harm that was widespread.II. 
Failed to prevent an elopement for Resident #4A. Facility policy and procedureThe Elopement/Unsafe 
Wandering policy and procedure, revised June 2018, was provided by NHA #1 on 10/8/25 at 3:01 p.m. It 
read in pertinent part, The facility is committed to promoting resident autonomy by providing an environment 
that remains as free of accident hazards as possible. Each resident is assisted in attaining or maintaining 
their highest practicable level of function through providing the resident adequate supervision and diversional 
programs to prevent unsafe wandering while maintaining the least restrictive environment for those at risk for 
elopement. It is the policy of this facility to provide a safe environment for all residents through appropriate 
assessment and interventions to prevent accidents related to unsafe wandering or elopement. Wandering is 
defined as random or repetitive locomotion and can be either goal directed or non-goal directed/aimless. 
Elopement is when a resident leaves the facility premises or a safe area without authorization (an order for 
discharge or leave of absence) and/or any necessary supervision to do so. Residents with capabilities of 
ambulation and/or mobility in wheelchair will have an elopement/wandering evaluation completed to 
determine risks for elopement and unsafe wandering on admission and with observed behaviors of 
wandering or attempting to elope. Residents with high risk factors identified on an elopement/wandering 
evaluation are considered at risk and will have an individualized care plan developed that includes 
measurable objectives and timeframes. The care plan interventions will consider the particular elements of 
the evaluation that put the resident at risk and the observations of wandering behavior. These interventions 
will address the individualized level of supervision needed to prevent elopement/unsafe wandering.B. 
Resident #41. Resident status Resident #4, age less than 65, was admitted on [DATE]. According to the 
September 2025 computerized physician orders (CPO), diagnoses included traumatic subdural and 
subarachnoid hemorrhage with loss of consciousness, encephalopathy, chronic systolic (congestive) heart 
failure, hemiplegia and hemiparesis following cerebral infarction affecting right dominant side, cognitive 
communication deficit, aphasia (A language disorder affecting a person's ability to communicate), presence 
of automatic implantable cardiac defibrillator (AICD), presence of prosthetic heart valve and bipolar disorder.
The 9/18/25 minimum data set (MDS) assessment revealed the resident had severe cognitive impairment 
with a brief interview for mental status (BIMS) score of seven out of 15. He required substantial/maximal 
assistance with shower/bathing. He required partial/moderate assistance with personal hygiene and shower 
transfers. He required supervision/touching assistance with eating, oral hygiene, upper/lower body dressing, 
walking with a cane, sit to stand transfers and bed to chair transfers. 2. Resident representative 
interviewResident #4's representative was interviewed on 10/7/25 at 3:54 p.m. The resident's representative 
said he was sad that Resident #4 had eloped and was now at the homeless shelter and felt Resident #4's 
health was in jeopardy and that Resident #4 did not make good decisions for himself. The representative 
said the facility had not done a good job in meeting the resident's mental health needs. The representative 
said Resident #4 did not want to return to the facility after he eloped, although the family had encouraged 
him to do so. The resident's representative said he and the family were upset that the facility did not protect 
Resident #4 from eloping. 3. Facility investigationOn 10/7/25 at 2:48 p.m. NHA #1 provided the facility's 
investigation of Resident #4's elopement on 9/20/25. The investigation included the following timeline: -On 
6/11/25 Resident #4 admitted to the facility from the hospital; -On 6/14/25 Resident #4 had an incident where 
he exited the facility with supervision (see progress note below);-On 6/30/25 Resident #4 moved to the 
secured unit after being assessed to be a high risk for elopement due to exit seeking behaviors and 
verbalizing the desire to leave the facility;-On 9/20/25 Resident #4 eloped from the facility;-On 9/20/25 at 
4:42 p.m. staff attempted to give the resident his dinner and he had a behavioral episode by refusing and 
throwing his meal at the staff; -On 9/20/25 at 5:27 p.m. a nurse attempted to give medication to the resident 
but Resident #4 not in his room; -On 9/20/25 at 8:08 p.m. a nurse returned to Resident #4's room to give the 
resident medication but Resident #4 was not in his room; -On 9/20/25 at 8:30 p.m. Resident #4 was 
designated as officially missing by the facility; -On 9/20/25 at 9:43 p.m. Resident #4 was reported as missing 
to the police;-On 9/20/25 at 11:35 p.m. the police arrived on scene at the facility to respond to a report of a 
missing person; and,-On 9/20/25 after 11:35 p.m. police viewed video footage from the facility and 
discovered the resident left from the facility via the north side of the building on 9/20/25 at 5:27 p.m. 
According to the police report, the DON said Resident #4 was last seen on 9/20/25 at 4:30 p.m. when staff 
attempted to give the resident his dinner. -The facility left Resident #4 alone for four hours without 
appropriately checking on him from approximately 4:30 p.m. to 8:30 p.m.The investigation indicated that on 
9/22/25 NHA #1 located Resident #4 at the homeless shelter. NHA #1 asked Resident #4 what happened 
and the resident said he did not belong there (at the facility) and everyone was just so loud and when he 
tried to make a joke with someone they did not laugh. The resident said that his sister stole his money with 
her boyfriend and that he had to get it back but she would not answer him. The resident said he opened the 
window to his bedroom (at the facility) and closed it back with the screens and used his cane to get over the 
wall. He said he was not sure how to get down so he just went for it and jumped down and then he stepped 
on the wood to get through the gate. He said he wanted to go with a friend but he did not have the money to 
get to where he wanted to go so he ended up at the homeless shelter. -Resident #4 was not found until two 
days later at a homeless shelter and was missing for approximately 46 hours.4. Record review Review of 
Resident #4's impulsive behavior care plan, initiated 6/26/25 and revised 10/2/25), revealed the resident had 
the potential for impulsive behavior problems, including a history of eloping, threatening to elope, refusing 
care and medication, calling out, barricading himself in his room, verbal aggression towards staff, cursing, 
aggression towards family, throwing his plate of food and paranoia. Interventions included anticipating and 
meeting the resident's needs, approaching the resident in a calm manner, assisting the resident to develop 
more appropriate methods of coping and interacting, encouraging the resident to express feelings 
appropriately, documenting behaviors and the resident's response to interventions and monitoring behavior 
episodes and attempting to determine underlying cause, while considering location, time of day, persons 
involved and situations.-The care plan failed to include specific interventions to address the resident's 
potential for elopement.Review of Resident #4's elopement risk care plan, initiated 7/1/25, revealed the 
resident had the potential for elopement related to history of attempts to leave the facility unattended and 
impaired safety awareness. The resident resided in a secured unit. Interventions included distracting the 
resident from wandering by offering pleasant diversions, structured activities, food, conversation, television 
and books, documenting wandering behavior and attempted diversional interventions, identifying patterns of 
wandering, including was the wandering purposeful, aimless, or escapist, was the resident looking for 
something and did the wandering indicate the need for more exercise, intervening as appropriate and 
providing structured activities, such as toileting, walking inside and outside and reorientation strategies 
including signs, pictures and memory boxes.-However the facility failed to implement the elopement care 
plan.Review of Resident #4's electronic medical record (EMR), from 6/11/25 to 9/20/25, revealed the 
following progress notes:The 6/14/25 at 12:43 p.m. nurse note revealed Resident #4 had come to the nurses' 
station and stated that he wanted to leave the facility. Resident #4 said he did not like it at the facility and 
wanted to leave. The nurse called his sister and she said Resident #4 always did that and the sister talked to 
him on the phone. Resident #4 became calm for a few minutes after talking with his sister but after a few 
minutes he forcefully unlocked the door and started to walk outside. The nurse followed the resident and 
called the sister and brother-in-law again. They said they were coming to get him on Monday so he came 
back to the facility. The DON was notified. The 6/15/25 at 12:46 p.m. nurse note revealed the nurse spoke 
with Resident #4 regarding his reason for wanting to leave the day before. Resident #4 said that he would 
rather be at the coalition because he was older than his siblings and they were not his parents. Resident #4 
also said he did not like his room. The nurse acknowledged Resident #4's comments and discussed a 
possible room move and was waiting to discuss leaving the facility with family members and the care team in 
the morning and Resident #4 agreed. Resident #4 was educated on concerns for safety, medication 
compliance and medical needs should he abruptly attempt to leave without facility or family coordination. 
Resident #4 reported understanding. Resident #4 was then assisted to tour an alternate room. Resident #4 
agreed to stay overnight and agreed to a new room. The resident was introduced to his new roommate and 
given a room orientation. Resident #4 and the nurse moved all of his belongings to the new room and 
Resident #4 was in good spirits. Resident #4 proceeded to follow up with eating his lunch. Resident #4 
remained at baseline at the time. Resident #4 was encouraged to talk to family or facility staff regarding any 
frustrations or issues when they came up and Resident #4 agreed. Staff continued to monitor.The 6/17/25 at 
6:55 p.m. nurse note revealed Resident #4 was on 15-minute checks during the shift and Resident #4 stayed 
in his room the whole time watching television (TV). He exhibited no behaviors of leaving the facility. The 
6/25/25 at 12:48 p.m. nurse note revealed Resident #4 refused all morning medications and made 
statements about calling the police and threats of elopement. Resident #4 was visited by family/friend and 
his affect improved and Resident #4 took all his afternoon medications.The 6/26/25 at 9:32 a.m. nurse note 
revealed follow up on the resident's behaviors of refusing medications, threatening to elope and calling the 
police. The staff utilized the resident's family for support and a behavioral health services referral was sent 
and in progress. Resident #4 had a history of impulsiveness and making threats of leaving the facility and 
was to be assessed for secure unit placement.The 7/15/25 at 12:00 p.m. psychological evaluation note 
documented the behavioral health services nurse practitioner discussed Resident #4's difficulty transitioning 
into the facility with the resident. The resident expressed difficulty adjusting to the facility and said he was 
having a hard time overall being in the facility.The 7/28/25 at 9:00 a.m. change of condition note revealed the 
resident was sent to the hospital per nurse observations, evaluation and recommendations due to seeming 
agitated, frustrated, and transferred out to ER (emergency room) immediately. The care provider responded 
with the following feedback to transfer the resident out to ER for further evaluation and care including testing 
for an EKG (electrocardiogram).The 7/30/25 at 4:50 p.m. nurse note revealed the resident had just returned 
back from the hospital.The 7/30/25 at 6:29 p.m. admission note revealed that, after dinner, Resident #4 
started resisting his roommate from entering the room, he yelled at everyone that tried to calm him down and 
threatened to call the police three times. The nurse tried to separate the two roommates, and informed the 
oncoming nurse to monitor and follow up with the new readmit.The 7/31/25 at 5:15 a.m. nurse note revealed 
Resident #4 had called the police because another resident had picked up his phone. The nurse took the 
phone back and gave it to the owner. The resident was verbally abusive to the staff and said he wanted to go 
home.The 8/5/25 at 11:59 a.m. nurse note revealed the resident was repeatedly offered medication but 
refused them and continued to yell at the staff that he had to leave to go to his family this morning. Education 
was provided about the importance of his medications and staff continued to redirect him. The 8/6/25 at 
11:40 a.m. nurse note revealed that social services informed Resident #4's family about the resident 
experiencing behaviors and they reported that it helped when they took him out and spent time with him and 
they would continue to do that with him. The resident also asked them about leaving the facility and they 
continued to let him know that this was the safest plan for him at this time. Behavioral health services were 
notified.The 8/12/25 at 10:50 a.m. nurse note revealed that staff notified the physician's assistant of Resident 
#4's refusal of all his medication as well as his vital signs the morning of 8/12/25. The nurse made a second 
attempt to administer the medication but the resident repeatedly refused and seemed upset and started to 
act impulsively. The resident stated he needed to get out of the facility. The nurse left a voice message for 
the emergency contact. The 8/21/25 at 3:16 p.m. activities note revealed an activities staff member visited 
Resident #4 and offered art supplies but the resident refused. The resident was very upset and said that he 
did not want anything from activities because he was not staying there and was going to go home. He also 
refused any one-on-one activities for conversing or listening to music.The 8/22/25 at 5:46 p.m. nurse note 
revealed the resident was exhibiting aggressive behavior toward staff. He stated I don't belong here. I want 
to get out of here. Redirection was attempted but was unsuccessful. The resident refused all of his 
medications.The 8/25/25 at 10:22 a.m. nurse note revealed the resident had refused all of his medications in 
the morning and had placed the bed as a barrier behind his room door entrance preventing the staff from 
getting into his room. Staff had to go through the bathroom from the room next door to offer breakfast to the 
resident and the resident got up and said expletives aggressively. The resident continued to state I don't 
belong here. I want to get out of here! Redirection was attempted but was unsuccessful. The 8/26/25 at 
12:00 p.m. psychiatric follow-up note, documented by a physician's assistant, revealed that Resident #4 
shared that he had had thoughts in the past about trying to leave the unit by breaking a window, but stated 
he would have turned himself in afterward.The 9/9/25 at 9:52 a.m. nurse note revealed Resident #4 had 
refused his breakfast and all his medications. Later the resident requested his breakfast be replaced. The 
nurse staff went to the kitchen to obtain a new plate and upon delivery the resident threw the plate across the 
dining room and stated that the nursing staff was trying to poison him with his medications and were trying to 
give him food from another resident. The resident then called 911. Police officers responded and the resident 
was stating that he wanted to leave and return to the homeless shelter and that he did not belong there. The 
resident was also displaying paranoia related to his sister. The police officer, the NHA and nursing staff 
reoriented the resident and explained cares and the process needed to be able to discharge safely. The 
resident verbalized understanding.The 9/20/25 at 12:09 p.m. nurse note, written by registered nurse (RN) #2, 
revealed Resident #4 did not want the nurse to touch his AICD monitor. The nurse observed the monitor was 
unplugged and the resident was agitated.The 9/20/25 at 12:10 p.m. medication administration note revealed 
the resident refused his skin assessment. RN #2 had attempted the assessment three times.The 9/20/25 at 
9:00 p.m. nurse note, written as a late entry by the DON, revealed the executive director (ED), family, 
ombudsman, police department and medical doctor were all notified. -However, the note did not specify what 
the notification was regarding. -Review of Resident #4's EMR revealed there were no other progress notes 
documented on 9/20/25.The 9/21/25 at 3:06 a.m. nurse note, written by licensed practical nurse (LPN) #1 
revealed that at 8:30 p.m. on 9/20/25 she entered Resident #4's room to give him his medications and 
Resident #4 was not sitting on his bed and the door to his bathroom was locked. LPN #1 returned a few 
minutes later and Resident #4 was still not visible in his room. LPN #1 knocked on the bathroom door with no 
answer. LPN #1 opened the door and Resident #4 was not there. LPN #1 asked the certified nurse aide 
(CNA) #2 if he was aware that Resident #4 was not in his room. CNA #2 stated that the last time he saw 
Resident #4 was at dinner time and Resident #4 had refused hi
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Based on interviews and record review, the facility failed to ensure an effective quality assurance program to 
identify and address facility compliance concerns was implemented, in order to facilitate improvement in the 
lives of nursing home residents, through continuous attention to quality of care, quality of life and resident 
safety.Specifically, the quality assurance performance improvement (QAPI) program committee failed to 
identify and address concerns related to: -Accident/hazards in which the facility failed to provide Residents 
#4 the supervision necessary to prevent elopement that rose to the level of immediate jeopardy and created 
a situation that a serious adverse outcome was likely; and, -Accident/hazards in which the facility failed to 
have a system in place to ensure the staff followed the facility emergency plan regarding evacuation 
procedures and physical barriers (padlock) in place that prevented staff and residents from evacuating the 
premises which rose to the level of immediate jeopardy and created a situation that a serious adverse 
outcome was likely.Findings include:I. Facility policy and procedureThe Quality Assurance and Performance 
Improvement (QAPI) policy and procedure, revised December 2024, was provided by nursing home 
administrator (NHA) #1 on 10/9/25 at 3:55 p.m. It read in pertinent part, The facility will establish and 
implement a quality assessment and assurance committee, develop a written QAPI plan, which will be used 
to continually assess the facility's performance using a systematic, interdisciplinary, comprehensive, and 
data-driven approach to maintaining and improving safety and quality. The plan will be reviewed and updated 
annually. QAPI is the coordinated application of two mutually reinforcing aspects of a quality management 
system. QAPI takes a systematic, interdisciplinary, comprehensive, and data-driven approach to maintaining 
and improving safety and quality in nursing homes. Quality Assurance (QA) is the specification of standards 
for quality of service and outcomes, and systems. QA is on-going, both anticipatory and retrospective in its 
efforts to identify how the organization is performing, including where and why facility performance is at risk 
or has failed to meet standards. Performance Improvement (PI) is the continuous study and improvement of 
processes with the intent to improve services or outcomes, and prevent or decrease the likelihood of 
problems, by identifying areas of opportunity and testing new approaches to fix underlying causes of 
persistent/systemic problems or barriers to improvement. PI in nursing homes aims to improve processes 
involved in health care delivery and resident quality of life. Procedure: Quality Assessment and Assurance 
Committee (QAA): Members of the committee will include: director of nursing (DON), medical director, 
administrator, Infection preventionist, at least two other members: Staff with responsibilities for direct resident 
care and services (CNAs (certified nurse aides), therapists, staff nurses, social workers, activities staff). Staff 
with responsibilities for the physical plant (maintenance, housekeeping, laundry). The committee will meet at 
least quarterly or more often as the facility deems necessary. The committee will maintain a record of the 
dates of all meetings and the names/titles of those attending each meeting. Committee functions include: 
QAPI plan, identifying and prioritizing Process Improvement Plans (PIPs), implementing actions to correct 
quality issues, and monitoring to ensure the corrective action implemented is being sustained. QAPI plan 
components: The plan will include:. Design and scope to include: Address all systems of care and 
management practices; Include clinical care, quality of life and resident choice; Utilize the best available 
evidence to assist in defining goals and desired outcomes; and Reflect the care and services provided by the 
facility. Establishing goals and thresholds for performance measurement. Feedback, data systems, and 
monitoring demonstrating evidence of identification, reporting, investigating, analysis, and prevention of 
adverse events. Performance improvement projects (PIPs or QITSs) to demonstrate corrective actions 
and/or improvement activities. At least one project annually must focus on high-risk or problem-prone areas, 
identified by the facility through data collection and analysis. Systematic analysis and systemic action of 
identified quality deficiencies. Identification of, and prioritizing of, PIPs through: Open-door policy for staff 
reporting of quality problems; Staff meetings; Resident council; Grievances; Systematic review of facility 
data, data sources, and comparative data, from market, state, and national sources. Prioritizing through 
identification of high-risk, high volume, or problem-prone issues. Education and information sharing: Staff will 
be educated on QAPI (Committee, Plan, and PIPs) at the time of hire, as needed, and annually thereafter. 
QAPI plans and activities will be shared through resident council. QAPI plans and activities may be shared 
through staff meetings, bulletin boards. Governance and leadership: a. The governing board and 
administrator will promote and create a fair and open culture where staff are comfortable identifying quality 
problems and opportunities. The administrator will provide support for staff time, space, and resources to 
carry out QAPI activities. The administrator will share QAPI plans and activities periodically to the governing 
board. Governance and leadership that is sustainable through transitions. QAPI tools to support performance 
improvement activities: The facility may utilize the following established performance improvement 
tools/processes: Plan-Do-Study-Act (PDSA cycles); The Five Why's to identify the root cause; The Fishbone.
II. Review of the facility's regulatory record revealed it failed to operate a QA program in a manner to prevent 
repeat deficiencies and initiate a plan to correctDuring the recertification survey on 12/14/23, F689 (or free 
from accident/hazards) was cited at a D scope and severity, a potential for more than minimal harm, isolated, 
related to falls.During the recertification survey on 1/29/2019, F689 (or free from accident/hazards) was cited 
at a IJ/J scope and severity, immediate jeopardy to resident health or safety, isolated, related to elopement 
and smoking.III. Cross-reference citationsCross-reference F689: The facility failed to prevent elopement and 
failed to have a safe and clear egress route that was free from blockage. The facility's failure to prevent 
elopement and failure to have a safe and clear egress route that was free from blockage put residents in a 
situation where a serious outcome was likely to occur and created an immediate jeopardy situation.IV. Staff 
interviewsThe medical director (MD) was interviewed on 10/9/25 at 11:40 a.m. He said he was in the facility 
at least once a month. The MD said he provided roles such as attending psychological pharmacy meetings, 
QAPI meetings, chart reviews and provided education as needed. The MD said he had not provided any 
education to the staff recently. The MD said he received and reviewed pharmacy and QAPI reports. The MD 
said he provided oversight and follow up with the NHA when appropriate. The MD said he reviewed resident 
records when there was an occurrence such as a fall or a hospitalization. The MD said he would review 
policies and make changes to policies annually, but had not done so yet. The MD said he had been the 
medical director at the facility for five years since February or March of 2020. The MD said the facility had 
informed him that morning that the survey team had identified immediate jeopardy for F689 accident/hazards 
related to elopement and safe egress routes. The MD said his understanding and thoughts about the nature 
of the immediate jeopardy situation seemed pretty straight forward. The MD said his recommendations for 
the facility's next steps were to make sure there was a safe egress route and that resident behaviors were 
attended to and resident supervision. The MD said a lot of education was needed and the facility had started 
the education but he had not seen the performance improvement plan (PIP) yet. NHA #1 and the director of 
nursing (DON) were interviewed together on 10/9/25 at 4:00 p.m. NHA #1 said the last QAPI meeting was on 
9/16/25 and they met monthly. NHA #1 said the QAPI committee included all of the required members. NHA 
#1 said the committee discussed all identified issues that the committee was aware of and went over slides 
for each department. NHA #1 said they had standard issues that they worked on and addressed reportable 
incidents, falls, infections, hospitalization, weight loss, diet changes, admission, discharges, resident council, 
grievances and trends.NHA #1 said the QAPI committee identified issues and how they were improving with 
any corrective actions. NHA #1 said the QAPI committee put forth a good faith attempt to identify and correct 
its own quality deficiencies and it was a team effort. NHA #1 said the facility had at least one process 
improvement plan going and most recently it was regarding glucometer calibration. NHA #1 said that 
elopement and emergency preparedness with safe evacuation/egress had not been identified as a QAPI 
concern but it would now be added.
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