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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility documentation review, facility policy review, and interviews for one resident 
(Resident #1) reviewed for elopement, the facility failed to ensure supervision to prevent a resident with 
dementia from leaving the building without staff knowledge. The failure resulted in staff being unaware 
Resident 1 was missing from the facility until notified by the local police. The findings include: Resident #1 
was admitted to the facility with diagnoses that included dementia, cardiomyopathy (enlarged heart), nicotine 
dependence, and chronic kidney disease. Record review identified Resident #1 had a court appointed 
Conservator of Person. The Resident Care Plan (RCP) dated 10/15/2025 identified Resident #1 had 
dementia, required assistance with ADLs, and had poor judgement and decision making. Interventions 
directed to assist with care as needed. Record review identified Resident #1 had no physician orders for any 
Leave of Absence from the facility. The admission Minimum Data Set (MDS) assessment dated [DATE] 
identified Resident #1 had a diagnosis of dementia, had a Brief Interview for Mental Status (BIMS) score of 
10, indicating moderate cognitive impairment and was independent for transfers and mobility. A police call 
summary report dated 12/27/2025 identified the police received a call at 6:31 PM regarding a male observed 
lying in the snow and the caller did not think individual was ok. Police welfare check found Resident #1 had 
fallen face first in the snow, could not talk and was missing a shoe. An ambulance was called and Resident 
#1 was transferred to the hospital. The ambulance run report dated 12/27/2025 identified Emergency 
Medical Services (EMS) responded at 6:41 PM to an address (0.5 miles from the facility) to a cold snowbank 
in a residential area at the request of local police. On arrival, they found Resident #1 with the police, 
confused, covered in snow and wet clothing, and missing one (1) shoe. The police reported finding Resident 
#1 face down in snowbank, disoriented and agitated on their arrival. Skin was pink/cold/wet from the snow. 
Resident #1 was assisted into ambulance where top layer of wet clothing was removed, heat in passenger 
compartment turned all the way up and Resident #1 was wrapped in dry blankets. Vital signs were stable. 
Resident #1 reported he/she left the facility to buy cigarettes, could not recall when he/she left the facility, 
was cold, could not recall when he/she left the facility, or how long he/she had been walking. Resident #1 
was found approximately half a mile from facility. A hospital emergency department note dated 12/27/2025 
identified Resident #1 arrived by ambulance at 7:20 PM after he/she was found in a snowbank by police with 
altered mental status and was wearing only one (1) shoe. Resident #1 reported he/she had snuck out of 
facility to get cigarettes and had slipped in the snow and fell twice, denying head strike. Resident #1 was 
able to wiggle his/her toes, with bilateral feet very cold to touch. Resident #1 was diagnosed with fall and 
frostnip. Hospital Discharge summary dated [DATE] identified Resident #1 was placed on observation for 
case management after being found outside in the cold with one (1) shoe. Conservator was contacted and 
agreed with plan for discharge. A facility Reportable Event form dated 12/27/2025 identified Resident #1 was 
independent for transfers and ambulation without any assistive device. The Report identified Resident #1 
intentionally exited the facility for a brief time frame to obtain cigarettes, was located approximately half a 
mile away by police and sustained no injury. Resident #1 was transported to the hospital for evaluation. A 
review of the local weather identified the outside temperature was 13 degrees Fahrenheit (F) from 5:54 PM 
to 6:54 PM with light snow. Sunset was at 4:28 PM. Review of area map identified that main road to be a 
2-lane road with a sidewalk and posted speed limit of 45 miles per hour. Review of written statement dated 
12/27/2025 by NA #2 identified she last saw Resident #1 in the dining room at 5:40 PM. Nursing note dated 
12/27/2025 at 10:18 PM identified the facility was notified by the local police that Resident #1 was found in 
town at about 6 PM and transferred to the hospital. Resident #1 left the building without permission or 
signing out, and was last seen during and after dinner. Nursing note dated 12/29/2025 at 1:34 PM identified 
Resident #1 returned to the facility at 12:45 PM. Interview with RN #1 (nursing supervisor on 12/27/2025) on 
12/31/2025 at 1:30 PM identified that at approximately 8:15 PM she received a phone call from the local 
police department that Resident #1 had been found outside the facility about a half (1/2) mile away from the 
facility and was transported to the hospital for evaluation. RN #1 stated she immediately went to the lobby 
and checked the front door to make sure it was locked as the door automatically locked at 8:00 PM. The door 
was secure, and she notified the DON. The DON directed RN #1 to do an immediate bed check to account 
for the remaining residents. RN #1 stated Resident #1 was not an elopement risk but ambulated 
independently and walked around the facility. RN #1 stated she had last seen Resident #1 at the 4:00 PM 
smoke break where he/she had actively participated in having at least two (2) cigarettes without any 
comments made by Resident #1 during the smoking; she stated the smoke breaks usually last approximately 
30 to 45 minutes. There was another smoke break at 7:00 PM that Resident #1 did not attend. RN #1 stated 
Resident #1 regularly attended all the smoke breaks on her shift, she did not think it was odd that he/she had 
not attended as Resident #1 was independent. Review of the facility videotape with the Administrator on 
12/31/2025 at 1:00 PM identified Resident #1 walked out the front door fully clothed, wearing a black puffy 
jacket and shoes at 5:36 PM on 12/27/2025. The Administrator stated a receptionist was scheduled until 4:00 
PM on 12/27/2025, and the front door automatically locks at 8:00 PM. A review of the NA documentation 
identified there lacked documentation of completion for any activity of daily living tasks that included 
ambulation, bladder/bowel elimination, hygiene, or nutrition intake completed for Resident #1 for 12/27/2025 
for the 3:00 PM to 11:00 PM shift. Interview and record review with NA #2 on 12/31/2025 at 12:50 PM 
identified she was in the dining room for the dinner meal on 12/27/2025. NA #2 stated she saw Resident #1 
enter the dining room during the meal, and she asked Resident #1 if he/she wanted anything to eat. Resident 
#1 was wearing two (2) coats, and did not answer NA #2's question and left the dining room. NA #2 stated 
she thought Resident #1 was going back to his/her room to eat his/her meal and she did not call the unit to 
notify them that he/she had come to the dining room and left without eating. Interview with NA #1 on 
12/31/2025 at 2:33 PM identified she regularly cared for Resident #1 and was assigned to care for Resident 
#1 on 12/27/2025 from 2:30 PM to 10:30 PM. She last saw Resident #1 at 5:40 PM at the nurse's station on 
the unit asking for juice. Resident #1 routinely eats in his/her room, usually eats all of the meals, and NA #1 
delivered the dinner tray around 5:30 PM. NA #1 stated Resident #1 was alert, confused at times, likes to 
walk around the facility independently and frequently eats later than when the meal tray arrived. NA #1 
stated Resident #1 would visit a friend on another unit and would often come back to the unit later in the shift 
to eat his/her meal. NA #1 recalled checking Resident #1's tray around 7:00 PM, noting it was untouched 
and she left it in the room believing Resident #1 would return at some point to eat (Resident #1 would ask to 
have things reheated or NA #1 would get something fresh if needed). NA #1 stated Resident #1 was usually 
back on the unit by 8:00 PM and if he/she ate a meal in the dining room, Resident #1 would let NA #1 know 
that - she stated the NA in the dining room does not share that information with the unit. When she was 
notified at around 8:15 PM that Resident #1 had left the unit, she checked the tray, and it was still in the 
room untouched. Interview with LPN #1 on 12/31/2025 at 2:52 PM identified he was the regular charge nurse 
for Resident #1 and was assigned to care for Resident #1 on 12/27/2025 during the 3:00 to 11:00 PM shift. 
LPN #1 stated Resident #1 ambulated independently around the facility, like to wear his/her coat when inside 
the facility, and he administered Resident #1's 5:00 PM medications and recalled seeing Resident #1 in 
his/her room between about 5:30 PM in bed wearing a jacket and the dinner tray was on the bedside table. 
Resident #1 had no complaints or reported concerns, and attended smoke breaks. LPN #1 stated NAs were 
responsible to pick up the dinner trays and document meal consumption, but stated Resident #1 ate when 
he/she wanted to and would bring his/her meal trays out of the room when finished because it was usually 
later in the shift. LPN #1 stated he was notified about 8:15 by the supervisor that Resident #1 was not in the 
building, and he was not aware prior to that time. Interview and review of facility documentation with the DON 
on 12/31/2025 at 2:17 PM identified she was notified at 8:15 PM that RN #1 had received a call from the 
local police that Resident #1 had been found outside of the facility and had been transported to the hospital 
for evaluation. NA #3 had last seen Resident #1 in the lobby, fully dressed with shoes and a jacket at 5:40 
PM. The DON stated although Resident #1 had dementia and was confused at times, she did not expect 
staff to be aware of Resident #1's location as he/she was not considered an elopement risk and he/she 
ambulated independently; she expected staff to monitor those as risk for elopement not someone who was 
independent. Resident #1's dining habits were such that he/she ate when he/she wanted to, often around 
6:30 or 7:00 PM. RN #1 was busy after the 7:00 PM smoke break and the DON stated she did not expect RN 
#1 to check to see why Resident #1 did not attend the 7:00 PM smoke break as per his/her usual routine 
since he/she ambulated independently. NAs are expected to monitor food consumed at each meal and notify 
the nurse if the resident fails to eat a meal or has had a change in consumption. Interview failed to identify 
why the NA in the dining room did not communicate with the staff on the unit, and why Resident #1's 
whereabouts were not verified at least every two (2) hours as the video recorded Resident #1 left the facility 
at 5:36 PM and the facility was not aware of Resident #1's where abouts until the local police notified them at 
8:15 PM (2 hours and 39 minutes). Resident #1 was not monitored for meal consumption, was reported last 
seen in the lobby wearing a coat about 5:40 PM, and location was not monitored after video stamp recorded 
left the facility at 5:36 PM. Staff were unaware he/she had left the facility for 2 hours and 39 minutes until 
notified by police at 8:15 PM. Although requested, the facility was unable to provide a policy in regard to 
routine monitoring of residents for safety.
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