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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 residents received adequate supervision to prevent 
accidents for one (#1) of three residents reviewed for accidents out of three sample residents.Resident #1 
was admitted on [DATE] with diagnoses of metabolic encephalopathy (a change in how the brain works), 
weakness, difficulty in walking, heart failure and unspecified dementia.On 6/18/25 a nursing staff member 
documented Resident #1 was wandering, angry and saying he wanted to leave. The facility initiated a care 
plan for wandering on 6/19/25, however, the care plan did not identify the resident was at risk for elopement, 
despite the resident indicating he wanted to leave. The facility did not implement any interventions to prevent 
a potential elopement from the facility for Resident #1. On 6/22/25 Resident #1 was on the phone with a 
family member and said he was going home. When the family member called the facility to check on the 
resident, the facility was unable to locate the resident. Resident #1 was found by the police in a soccer field 
an hour and a half later and transported to the hospital. Resident #1 suffered a laceration (a deep cut) to his 
head, extensive bruising to his upper extremities, left temple and face, and abrasions (scrapes) to both 
knees. The resident was transported to the hospital for treatment prior to returning to the facility.Specifically, 
the facility failed to:- Identify Resident #1 was at risk for elopement; and,-Ensure Resident #1 was provided 
with the supervision necessary to prevent an elopement. Findings include: Record review and interviews 
confirmed the facility corrected the deficient practice prior to the onsite investigation on 7/15/25, resulting in 
the deficiency being cited as past noncompliance with a correction date of 6/26/25. I. Elopement incident on 
6/22/25On 6/22/25 the facility staff received a phone call from Resident#1's family member who said she 
was on the phone with the resident and he said he was going home. The facility was unaware the resident 
had exited the facility. The police found the resident an hour and a half after he was noted as missing. He 
was found in a soccer field and had extensive bruising and a laceration to his head. Police transported the 
resident to the hospital. II. Facility plan of correctionThe corrective action plan the facility implemented in 
response to Resident #1's elopement incident on 6/22/25 was provided by the nursing home administrator 
(NHA) on 7/15/25 at 2:05 p.m. The plan documented the following:A. Immediate action On 6/22/25 all staff 
was educated on the facility's policy and procedure for elopement. The NHA and the regional director of 
operations completed a facility audit on 6/24/25 and reviewed the wander risk assessment to determine 
which residents were high risk for elopement. Once identified, residents' care plans were updated to prevent 
residents from eloping. The binder at the front desk was updated to include pictures and information of 
residents who were high risk for elopement.Signs were placed at the front exit, on visitor elevators and 
displayed at the reception desk to alert visitors not to assist residents outside, unless approved by a staff 
member.B. Identification of other residentsCurrent residents in the facility were reviewed and residents who 
were high risk for elopement were identified. Effective immediately, new admissions to the facility would be 
assessed for elopement risk and interventions would be initiated to prevent elopement.C. Systemic 
changesOn 6/22/25 to 6/26/25 the NHA completed in-services to all staff on the facility's elopement policy to 
include an elopement assessment, updating the care plan and the basics on conducting a search. All new 
admissions were assessed and care planned for elopement risk if the assessment indicated moderate to 
high risk elopement. An elopement drill would be conducted once a month to ensure all staff members were 
aware of what to do when there was an elopement, per the facility policy.D. MonitoringThe NHA or designee 
would review random residents' elopement risk assessments to ensure they were completed and that 
residents who identified as high risk had interventions in place. Monitoring would continue for two weeks and 
then one time a month for three months. The NHA or designee would monitor that elopement drills were 
completed monthly for the following three months. III. Facility policy and procedureThe Elopement policy and 
procedure, revised 3/28/24, was provided by the NHA on 7/14/25 at 1:30 p.m. It read in pertinent part, It is 
the policy of the facility that staff shall investigate and report all cases of missing residents.If an employee 
discovers that a resident is missing from the facility, he/she should determine if the resident was out on an 
authorized leave or pass. If the resident was not authorized to leave, initiate a search of the facility and 
premises. If the resident was not located, notify the NHA and the director of nursing (DON), the resident's 
legal representative, the attending physician and law enforcement officials.IV. Resident #1A. Resident 
statusResident #1, age greater than 65, was admitted on [DATE], readmitted on [DATE] and discharged to 
the hospital on 7/12/25. According to the July 2025 computerized physician orders (CPO), diagnosis included 
metabolic encephalopathy, weakness, difficulty in walking, heart failure and unspecified dementia. The 
5/20/25 minimum data set (MDS) assessment revealed the resident had moderate cognitive impairment with 
a brief interview for mental status (BIMS) score of nine out of 15. The assessment indicated the resident 
used a wheelchair and a walker. He was dependent on staff for transfers. B. Resident #1's representative's 
interviewResident #1's representative was interviewed on 7/15/25 at 10:16 a.m. via phone. The resident's 
representative said she was on the phone with Resident #1 when he said he was going home. She said she 
heard a visitor speaking to the resident asking if he was able to get back in. She said she immediately called 
the facility to check on his status. She said the facility was unable to locate Resident #1 and a search was 
conducted. She said the police found Resident #1 at a soccer field behind the facility and transported him to 
the hospital for treatment of his injuries. C. Record reviewThe wandering care plan, initiated 6/19/25 and 
revised 7/4/25, revealed Resident #1 had an acute history of wandering outside of the facility grounds. The 
interventions included checking the resident for physical comfort needs/pain (initiated 6/19/25), offering 
emotional and psychological support as needed (initiated 6/19/25), providing and involving the resident in 
activities directed at the resident's specific interests (initiated 6/19/25), reorienting and redirecting the 
resident as needed (initiated 6/19/25), providing one-to-one staff as needed (initiated 6/26/25) and posting a 
picture/photo of the resident at the front desk to identify elopement risk (initiated 6/27/25).The elopement 
care plan, initiated 6/23/25 and revised 7/1/25, revealed Resident #1 left the facility unescorted on 6/22/25 
and was at risk for further elopement. Interventions included documenting any attempts at elopement, 
encouraging visits from friends and family, monitoring the resident's whereabouts regularly, offering 
emotional support, orienting the resident to the environment, placing a photo of Resident #1 at the front desk 
to identify the elopement risk and providing a one-to-one staff member for safety. The wandering risk 
assessment, dated 5/13/25, revealed Resident #1 was a low risk for wandering.-However, the facility failed to 
complete another wander risk assessment on 6/18/25 when Resident #1 was noted to be upset, wandering 
in the facility and saying he wanted to leave (see progress note below). A nursing progress note, dated 
6/18/25 at 3:46 p.m. (four days before the elopement), revealed Resident #1 was wandering, angry and 
saying he wanted to leave. The nurse and certified nurse aide (CNA) walked with the resident around the 
nurses station for 40 minutes. The resident was having a hard time maneuvering his walker. The nurse 
spoke to Resident #1's representative who was also unable to redirect him. -The facility failed to identify 
Resident #1's exit seeking behavior prior to his elopement and implement effective interventions to prevent a 
potential elopement.A nursing progress note, dated 6/22/25 at 9:10 p.m., revealed Resident #1 was last seen 
at 8:49 p.m. when he was administered medication. He was calm, sitting in a chair in front of the nurses' 
station and talking on the phone. At 9:10 p.m. Resident #1's representative called the facility to check in and 
the resident was noted to be missing. The representative said she was speaking to him on the phone and he 
told her he was coming home. She said she heard a man asking Resident #1 if he knew how to go back into 
the facility. The entire facility was searched, including outside areas, by the staff. All other residents were 
accounted for. The assistant director of nursing (ADON), the DON and the police were notified.A nursing 
progress note, dated 6/23/25 at 5:56 p.m., revealed Resident #1 had returned from the hospital with 
extensive bruising to both upper extremities, left temple and face. Abrasions were noted to both knees. 
Resident #1 was highly confused and a wanderer. Staff was unable to easily redirect him. He was a high fall 
and elopement risk. He had poor balance and resisted most of his cares and treatments. V. Staff 
interviewsThe facility's receptionist was interviewed on 7/15/25 at 12:10 p.m. The receptionist said the 
facility's front doors automatically locked at 6:30 p.m. She said a visitor needed to ring the door bell at the 
front entrance after 6:00 p.m. However, she said anyone was able to exit the facility at any time. She said a 
receptionist was on duty everyday from 7:00 a.m. to 7:00 p.m. She said at the time of the survey, the facility 
did not have any wandering residents. She said if a resident was identified as a wander or an elopement risk, 
their photo and information was posted at the front desk. She said all the staff attended an in-service on the 
elopement policy following Resident #1's elopement. She said all staff must know where a resident was 
going or the resident must have a staff member with them when leaving the facility. She said there was a 
sign out binder for the residents to sign out on pass. CNA #1 was interviewed on 7/15/25 at 12:58 p.m. CNA 
#1 said Resident #1 always wandered and was exit seeking. She said a CNA was assigned as one-to-one 
supervision for Resident #1, but she said he did not have one-to-one supervision prior to his elopement. She 
said he was in an observation room in front of the nurses' station because he was a high fall risk. She said 
Resident #1 was very fast and he would be sitting in the common area by the elevators and the next moment 
he would be gone. She said she was not working the day of the elopement. Registered nurse (RN) #1 was 
interviewed on 7/15/25 at 1:02 p.m. RN #1 said Resident #1 did not have any wandering or exit seeking 
behavior that he was aware of. He said Resident #1 was admitted as a high fall risk and always had a low 
blood pressure. He said Resident #1 was admitted to an observation room across from the nurses' station 
because he was very forgetful and was always trying to get out of bed. He said after Resident #1's 
elopement, an in-service was provided for all staff. The DON was interviewed on 7/15/25 at 3:40 p.m. The 
DON said she was not aware of the 6/18/25 nurse progress note that indicated Resident #1 was wandering 
and wanted to leave. She said the staff did not identify Resident #1's exit seeking behavior and no 
interventions were put into place as far as she knew. She said she did not know Resident #1 was capable of 
leaving the second floor. She said she was aware that Resident #1 had a lot of behaviors and was a high fall 
risk, but she did not know he was a wandering risk. She said the staff had a morning huddle but it was not 
communicated to her that Resident #1 was exit seeking prior to his elopement from the facility on 6/22/25. 
She said she was not aware that the MDS coordinator had initiated a wandering care plan on 6/19/25. She 
said there must have been a lack of communication. The NHA was interviewed on 7/15/25 at 4:18 p.m. The 
NHA said the staff failed to identify Resident #1's behavior on 6/18/25 as exit seeking. She said the staff 
were more focused on his fall risk and behaviors. She said she did not think Resident #1 knew where the 
elevator was or how to get outside. She said following his elopement, a plan of correction was put into place 
to prevent residents from eloping. She said she believed the facility completed a thorough investigation and 
put measures in place to safeguard residents from elopements. RN #2 was interviewed via phone on 7/15/25 
at 4:43 p.m. RN #2 said Resident #1 was sitting in the lobby next to the elevators and he seemed fine (on 
6/22/25). She said she had other residents to care for and continued to provide care for the other residents. 
She said Resident #1's representative called the facility and asked for Resident #1 to be checked on 
because she was on the phone with him and she thought he may be outside. RN #2 said she did not think 
Resident #1 was outside but she said she looked for him anyway. She said the staff was unable to locate the 
resident and the ADON was notified and she notified the DON and the police. RN #2 said Resident #1 was 
found by the police and transported to the hospital. She said she was not aware of the 6/18/25 nurse 
progress note regarding the resident wandering and wanting to leave and was not aware Resident #1 was 
exit seeking. She said there were only interventions for his fall risk prior to the resident's elopement. She said 
following the elopement, all staff received an in-service training on the elopement policy, as well as 
completing risk assessments.
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