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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure one (#1) of three residents at risk for elopement out 
of three sample residents received adequate supervision and were kept free from elopement.Specifically, the 
facility failed to provide Resident #1 with the supervision necessary to prevent elopement.Findings 
include:Record review and interviews confirmed the facility corrected the deficient practice prior to the onsite 
investigation on 9/10/25 to 9/11/25, resulting in the deficiency being cited as past noncompliance with a 
correction date of 9/8/25.I. Facility policy and procedure The Elopement and Wandering policy, dated 
2/29/25, was received from the nursing home administrator (NHA) on 9/12/25 at 2:05 p.m. It revealed in 
pertinent part, To ensure the safety and well being of all residents with potential elopement risk. The goal of 
the facility is to provide a safe environment using least restrictive measures available in caring for residents 
who were exhibiting elopement behaviors. The facility defined wanderers as residents who moved around 
the facility in a non-goal directed manner, but did not make efforts to leave the premises. Elopers are defined 
as residents who make an overt or purposeful attempt to leave the facility and do not have the ability to 
identify safety risks. The elopement policy and procedure shall be explained to the resident or the 
responsible party as needed by a facility staff member. A Wander/Elopement assessment will be completed 
on all residents upon admission to the facility. The outcome is shared with the interdisciplinary team during 
the initial care conference, or earlier if the elopement risk is of immediate concern. The elopement risk is 
assessed quarterly or as needed with change of condition. Nursing staff will address initial elopement risk 
concerns in the baseline care plan. If the resident is identified as an elopement risk, the following will be 
maintained: Elopement Resident Identification form, including the current color photo, physical description of 
the resident, as well as approaches for an individualized plan of care will be in the elopement binder.
Implementing and care planning interventions to address safety and decrease risk of elopement. The care 
plan will be updated to include that an electronic alarm system is used for resident's safety.II. Resident #1A. 
Resident statusResident #1, age less than 65, was admitted on [DATE]. According to the September 2025 
computerized physician orders (CPO), the diagnoses included traumatic brain injury (sudden injury to the 
brain caused by an external force, such as a blow, bump, or jolt to the head), psychotic disorder with 
delusions (presence of delusions, which are false beliefs that persist despite evidence to the contrary), 
alcohol dependence with alcohol induced dementia (abnormal memory), mental disorder due to unknown 
psychological disorder (conditions that affect a person's thoughts, feelings, and behaviors) and mood 
disorder due to unknown physiological condition (conditions that affect a person's emotional state).The 
8/24/25 minimum data set (MDS) assessment revealed the resident had moderate cognitive impairment with 
a brief interview for mental status (BIMS) score of eight out of 15. He was independent with eating, toileting, 
dressing, personal hygiene, transfers and ambulating without any devices.The MDS assessment indicated 
the resident wandered.B. Resident #1's representative interviewResident #1's guardian was interviewed on 
9/11/25 at 10:39 a.m. She said Resident #1 had a history of behaviors and eloping from other facilities after 
speaking with his mother. The guardian said the facility called her when Resident #1 eloped from the facility 
on 9/5/25. The guardian said that the resident enjoyed being outside. The guardian said the facility had 
outside space available for him to enjoy versus other locations he had been at prior. The guardian said when 
Resident #1 interacted with his mother, she felt this led to him wanting to leave and actually leaving the 
facility.C. ObservationsOn 9/10/25 at 10:15 a.m. the facility was observed to be a totally secure building 
specializing in serving residents with severe mental illness, dementia and behavioral health issues. The 
entire campus had a six-foot high security fence around the whole campus with a wired overhang in the 
unrestricted front resident space to discourage anyone from climbing over the fence. Staff and visitors had to 
be keyed in and out of the front gate. On 9/10/25 at 10:48 a.m. Resident #1 was in his room with a 
one-to-one staff member in the hallway. On 9/10/25 at 12:55 p.m. Resident #1 was sitting on a bench in the 
front patio with a staff member nearby with a clip board documenting the resident's location. On 9/11/25 at 
8:02 a.m. Resident #1 was outside in the front courtyard in line of sight of a staff member.D. Record 
reviewThe elopement care plan, dated 8/19/25, revealed the resident was identified as an elopement risk. 
Pertinent interventions included placing the resident's identification information in the facilities development 
binder (initiated 8/19/25). The secure placement care plan, dated 8/19/25, documented Resident #1 required 
a secure unit placement related to impaired cognition, history of alcohol dependence, neurological conditions 
and high risk of elopement. The care plan documented Resident #1 had a documented history of attempting 
to leave previous facilities without regard for safety and continued to verbalize a desire to leave the current 
facility. Due to Resident #1's impaired cognition, combined with his primary language being Mongolian, his 
ability to fully understand care instructions, consequences and safety risk if he were to leave unsupervised 
were limited. Pertinent interventions included placing the resident's information in the elopement 
identification binder (initiated 8/19/25), accompanying the resident when he was off the unit (initiated 
8/19/25), monitoring exit seeking behaviors by redirecting away from doors (initiated 8/19/25), engaging the 
resident in meaningful activities (initiated 8/19/25), keeping eyes on the resident (initiated 9/6/25), keeping 
the resident in line of sight when awake (initiated on 9/6/25), monitoring the resident's hours of sleep 
(initiated 9/6/25), placing the resident on one-to-one supervision (initiated 9/8/25), assessing and 
documenting the resident's patterns of wandering (9/8/25) and monitoring the resident's desire for family 
contact and alcohol (initiated 9/8/25).On 9/10/25 the elopement care plan was updated (during the survey). 
The updated care plan documented Resident #1 had recently left the facility wearing a backpack, the staff 
were to increase monitoring of residents if seen with a backpack. The care plan documented the back pack 
could be a trigger that Resident #1 wanted to leave the facility. A behavior note, dated 8/28/25 at 3:43 p.m., 
documented Resident #1 spoke to his mother via telephone and the resident became increasingly agitated 
and ended up hanging up on his mother and walked away. A behavior note, dated 9/4/25 at 3:28 p.m., 
documented Resident #1's mother called the facility wishing to speak to the nurse. Resident #1's mother 
asked staff if the fence was electrified as Resident #1 told her he touched the fence and got shocked. The 
staff informed the caller the fence was not electrified and never had been.A progress note, dated 9/5/25 at 
10:58 p.m., documented while completing building rounds at 9:45 p.m., Resident #1 was noted to be 
missing. A full building and perimeter search was completed. The DON, the NHA, the physician and the local 
police were notified that Resident #1 was missing. At 10:30 p.m. the resident was found by staff walking up 
the street. Resident #1 was noted to have a strong smell of alcohol. Resident #1 returned to the facility at 
10:45 p.m. A skin check was done and the resident was placed on one-to-one supervision. A psychosocial 
services note, dated 9/8/25 at 11:01 a.m., documented that the social services director (SSD) met with 
Resident #1 post elopement on 9/5/25. Resident #1 continued to report his desire to relocate to his home 
country and his belief he did not need placement in the facility. Resident #1 reported his mother told him she 
was coming for him because he did not belong there. He reported it was coming soon when he was asked 
when this was going to happen.III. Facility investigation of Resident #1's elopement on 9/5/25On 9/10/25 at 
2:54 p.m. the NHA provided the facility's investigation of Resident #1's elopement from the facility on 9/5/25. 
The investigation revealed Resident #1 was last seen on 9/5/25 at 9:30 p.m. during routine building rounds. 
During routine building rounds at 9:45 p.m., Resident #1 was not able to be found. The facility staff 
commenced a full building and perimeter search immediately after identifying Resident #1 was missing. The 
facility staff notified the NHA, the director of nursing (DON), the attending physician and the local police 
department. At 10:30 p.m. Resident #1 was located by facility staff a couple blocks away from the facility. 
Resident #1 was noted to have a strong odor of alcohol. Resident #1 willingly re-entered the facility at 10:45 
p.m. with staff assistance. Resident #1 reported he got disoriented and did not know how to get back to the 
facility. Upon Resident #1's return, he was assessed by the nurse and placed on one-to-one monitoring by 
facility staff.The DON interviewed Resident #1 on 9/8/25 and Resident #1 reported he left the facility grounds 
by climbing the corner section of the perimeter fence. Resident #1 explained the tension wires were installed 
on the interior side of the fence and served as foot holds, allowing him to climb and propel himself over the 
fence. Resident #1 indicated that climbing the fence was easy for him to accomplish due to his physical 
fitness. The investigation documented there were no staff or other resident witnesses. The facility's security 
cameras did not capture the elopement, identifying a blind spot in coverage. Resident #1 was placed on 
one-to-one monitoring from staff and monitored for alcohol intoxication. IV. Staff interviewsLicensed practical 
nurse (LPN #2) was interviewed on 9/10/25 at 5:25 p.m. LPN #2 said she was assigned to be Resident #1's 
one-on-one for monitoring his whereabouts for elopement concerns. LPN #2 said Resident #1 had voiced in 
the past his desire to leave the facility to go to his home country. LPN #2 said she normally worked night shift 
and was on shift the night Resident #1 eloped from the facility. LPN #2 said Resident #1 had seemed 
baseline, completing normal routines with smoking and spending time outside, taking his medications and 
conversing with her. LPN #2 said the resident became agitated after a call from his mother on the day of the 
elopement. LPN #2 said the facility completed 15-minute checks on residents to ensure all residents were 
accounted for. She said Resident #1 was last seen outside in the front courtyard, prior to him eloping. LPN 
#2 said that once he was not located in the facility, the staff started a building and grounds search then 
began notifying appropriate parties. The SSD, the DON, the NHA and the regional nurse consultant were 
interviewed on 9/11/25 at 9:03 a.m. The SSD said Resident #1 had been a resident at the facility prior to his 
admission on [DATE]. The SSD said when the resident was previously admitted to the facility, Resident #1 
was independent and appropriate on outings. The SSD said the resident had always expressed the want to 
go to his home country. The SSD said Resident #1's mother no longer had guardianship of Resident #1 and 
the facility was contacted by the appointed guardian to see if Resident #1 could return to the facility. The 
SSD said the facility received a call from the resident's mother with questions about the fence being 
electrified, which the fence was not electrified. The SSD said she reviewed the security cameras one to two 
times a week or more if needed. She said she reviewed them to observe for behaviors or as part of an 
investigation to reveal what occurred.
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