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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure a cognitively impaired resident, who 
was assessed by the facility as an elopement risk, did not exit the facility unsupervised, for 1 of 3 residents 
reviewed for elopement and elopement risk (Resident B). The resident was able to exit the secured memory 
care unit through a bathroom window without the knowledge of staff. The resident was found at a local gas 
station, located in a busy intersection, and later sent to a local hospital after involvement with local police and 
emergency medical services (EMS).The Immediate Jeopardy began on October 1, 2025, when a cognitively 
impaired resident with dementia exited the secured memory care unit through a bathroom window 
unsupervised into a potentially dangerous area, including a multiple lane, busy intersection, that the resident 
had to cross to get to the local gas station located approximately 0.3 miles away from the facility. The 
Executive Director, Director of Nursing, and the Corporate Nurse were notified of the Immediate Jeopardy on 
10/6/25 at 4:27 p.m.Findings include:The clinical record for Resident B was reviewed on 10/6/25 at 10:15 a.
m. The diagnoses included, but were not limited to, dementia with agitation and behavioral disturbances, 
sleep disorder, and diabetes. He was admitted to the facility's secured memory care unit on 8/7/25. An 
admission Minimum Data Set (MDS) assessment, completed 8/14/25, indicated Resident B had severely 
impaired cognition. He displayed wandering behaviors for one to three days during the assessment period. 
The wandering behaviors placed him at a significant risk for potential danger. An elopement risk assessment, 
dated 8/15/25, indicated Resident B had a history of elopement and/or attempted elopement while at home. 
He had a history of attempted leaving the facility without informing staff. He had verbally expressed the 
desire to go home, packed belongings to go home or stayed near an exit door. He had wandered with a 
goal-directed specific destination. His wandering behavior was likely to affect the safety and well-being of 
himself or others. He had been recently admitted or re-admitted (within the past 30 days) and was not 
accepting of the situation.A care plan, dated 8/15/25, indicated he was at risk for elopement from the facility 
related to attempts to leave the facility unattended and impaired safety awareness. The goal was for his 
safety to be maintained, and he would not leave the facility unattended. The interventions included 
distracting him from wandering by offering pleasant diversions, structured activities, food, conversation, 
television, and books. Identify patterns of wandering and intervene as appropriate. Leave of absences with 
supervision. Place his picture in the elopement binder. Provide structured activities, toileting, walking inside 
and outside, reorientation strategies including signs, pictures, and memory boxes. Resident resided on a 
secured unit. A care plan, dated 8/26/25, indicated he had the potential to be verbally or physically 
aggressive related to dementia with agitation, with recent episodes observed. The goal was for him to have 
no new episodes of physical aggression toward peers. The interventions included administering medications 
as ordered, assessing and anticipating his needs, provide physical and verbal cues to alleviate anxiety; give 
positive feedback, assisting with verbalization of source of agitation, assisting to set goals formore pleasant 
behavior, encourage seeking out of staff member when agitated, and psychiatric/psychogeriatric consult as 
indicated.A care plan, dated 8/26/25, indicated he was at risk for sleep pattern disturbance. The resident had 
an order or had used sleep medication and had periods of staying awake at night due to being a truck driver 
in the past. The goal was for him to exhibit no sleep related behavioral symptoms, such as restlessness, 
irritability, lethargy, or disorientation. The interventions included administering sleep medications as ordered 
by the physician, assessing for adverse side effects, and assisting him in establishing a daily routine with 
periods of rest and activity. Also, to maintain an environment conducive to sleep (quiet, comfortable 
temperature, dimmed lights). A Behavioral Health Diagnostic Assessment, dated 9/2/25, indicated the reason 
for Resident B's referral for treatment was anxiety disorders, agitation, neurocognitive disorders, 
feeding/eating or sleep/wake disorders. The clinical assessment indicated Resident B was alert and 
conversational but not oriented. He was only oriented to person. He thought [NAME] was the president and 
stated he was in his older 20s when asked about his age. Resident B reported some anxiety. He can be 
physically aggressive with others on the Memory Care Unit. A General Note, dated 10/1/25 at 2:15 a.m., 
indicated at the start of the shift, at 10:00 p.m., Resident B was in his bedroom in bed sleeping. At around 
2:15 a.m., during rounding, Resident B was awake in his bedroom with no noted anxiety at that time. 
Resident B walked out of his bedroom and into the hallway, and then went back into the bedroom and closed 
the door. At 4:15 a.m., writer (writer of the General Note) was notified by CNA (Certified Nurse Aide) that 
resident was not in the room. A search was initiated at that time, and a chair was in place under the window 
in the resident's bathroom and the window was open. At 4:15 a.m., the writer called code silver, and a search 
of the premises inside and outside was initiated. The Executive Director (ED), physician, and family were 
notified. The writer was notified that resident was at an acute care hospital at 4:45 a.m. The physician, ED, 
and family were notified.An SBAR (Situation, Background, Assessment, and Recommendation) Change of 
Condition note, dated 10/1/25 at 11:02 a.m., indicated Resident B had reported to the acute care hospital 
that he had fallen during the time he had left the building. An observation was conducted of the male memory 
care unit with the Maintenance Supervisor (MS) on 10/6/25 at 10:06 a.m. Resident B's room was observed 
with windows in the bed area and bathroom. The MS indicated the resident had moved a chair to the 
bathroom and climbed out of the bathroom window. The bathroom was observed with a wood block screwed 
inside the window. The MS indicated the wood block was placed after the resident had eloped out of the 
window. He indicated the two plastic pieces that were on the window, that were to prevent the window from 
opening all the way, were broken off. He believed it was the resident that night who had broken the two 
plastic pieces on the window but was unsure. He indicated he had put a wood block in other residents' 
bathroom windows prior to the incident but had not gotten to Resident B's bathroom window yet. All the 
resident rooms regardless of whether a resident resides in memory care have a wood block placed in the 
bedroom area windows for prevention of the windows from opening all the way. The male memory care unit ,
since the incident, now had all the residents' bathroom windows with wood blocks applied as well. During an 
interview on 10/6/25 at 10:25 a.m., the ED indicated the male memory care unit was opened in July of 2025. 
She received a call from the facility staff that reported Resident B had eloped out the bathroom window. The 
resident was appropriately dressed in a hooded sweatshirt, pants, socks, and shoes. She was aware he did 
have a history of attempting to elope out of the doors but was not aware he could climb out of windows. 
During the silver alert, the facility staff had contacted hospitals, and they were able to find the resident at an 
acute care hospital. The ED drove to the hospital to speak with Resident B. He reported to her he moved a 
chair in the bathroom and climbed out the window. He had fallen climbing out of the window to the ground. 
The resident was observed with an abrasion on his arm. After he hit the ground, he couldn't recall what 
happened, but he stated, I ran the h*** out of there. He did end up at the gas station across the street from a 
local fast-food place. He had taken a candy bar and some gum from the gas station. The gas station staff 
had contacted the emergency medical services (EMS), and he was taken to an acute care hospital. The 
resident's cognitive baseline fluctuates; at times he was more cognitively intact than other times. The 
resident had reported the purpose of the elopement was that he needed to get to the bank. After the incident, 
the ED spoke to the resident's Power of Attorney (POA), and she reported the resident does get anxious 
about his money after a certain family member visits.An interview was conducted with Family Member (FM) 2 
on 10/6/25 at 10:58 a.m. FM 2 indicated Resident B had a history of attempting to escape through windows. 
FM 2 had visited the facility, in the past, and had seen the bathroom window open. FM 2 had told a staff 
member that if Resident B realized the windows were opened, he would try to use the window to get out. FM 
2 did not see any alarms or safety devices on the windows to keep them from opening. An interview was 
conducted with FM 3 on 10/6/25 at 12:33 p.m. FM 3 indicated she had seen the bathroom window open and 
expressed concern about Resident B eloping through the window. FM 3 had been told by the staff that there 
was nothing to worry about. FM 3 had informed the staff that Resident B would try to get out of the facility 
any way he could. FM 3 had told a staff member of the facility that Resident B would try to get out of the 
window. An interview was conducted with CNA 4 on 10/6/25 at 12:50 p.m. CNA 4 indicated she worked the 
6:00 p.m. to 6:00 a.m. shift. She had worked the night of Resident B's elopement. She worked often on the 
memory care unit. Resident B had been pacing that night and appeared to be anxious. He normally would be 
sleeping. She had checked on him at 10:00 p.m., 12:00 a.m., and 2:00 a.m. At approximately 4:00 a.m.- 4:15 
a.m., she had checked on the resident. The resident's bathroom door was locked. After opening the door, a 
chair was found in the bathroom with the window opened. Resident B was not in the bathroom. CNA 4 then 
alerted the nurse that Resident B was unable to be found. She had never opened nor seen the bathroom 
window open prior to the incident. CNA 4 didn't even know the residents' windows in the bathrooms were 
able to be opened.An interview was conducted with CNA 5, Unit Manager (UM) 6, Qualified Medication Aide 
(QMA) 7, and Licensed Practical Nurse (LPN) 8 on 10/6/25 at 2:08 p.m. They indicated Resident B was 
pleasant and easily redirected when he was agitated. The resident had been attempting to exit through the 
door for about 48-72 hours after he was admitted to the facility. He did adjust and had not been attempting 
since. The resident's family had attempted to care for him at home but had to admit him to the facility. He 
had become more aggressive towards the family. They have not observed the residents' windows open on 
the memory care unit nor do they open the residents' windows. QMA 7 indicated she had gone out to an 
appointment with Resident B, on the morning of 9/30/25, and he was not observed to be having any 
behaviors during that appointment and did not mind having to return back to the unit that day. An interview 
was conducted with LPN 8 on 10/6/25 at 2:55 p.m. She indicated she worked night shift approximately two to 
three times a month on the male memory care unit. LPN 8 had worked the night of 10/1/25, when Resident B 
eloped. Resident B can be agitated at times. He will voice about family stealing his money and needing to go 
to the bank. The resident did not appear to be anxious to her that night nor did she receive report he had 
been anxious that day. The resident was dressed that night but normally went to bed that way. If he was not 
sleeping, he normally would come into the dining room and talk with her at night. That night, he had walked 
in the hallway but had not come into the dining room to speak with her. From approximately 4:00 a.m. to 4:15 
a.m., CNA 4 had reported Resident B was unable to be located. LPN 8 had gone into the resident's room 
and found a chair in the bathroom with the screen and window open. A silver alert was immediately called. 
LPN 8 had never observed the residents' bathroom windows opened by staff nor residents.An interview was 
conducted with the ED on 10/6/25 at 4:23 p.m. She indicated she had not had any conversations with 
Resident B's Power of Attorney (POA) regarding the elopement risk of the windows in the residents' 
bathrooms. The ED had spoken with the facility's admission staff member and case manager. They also had 
no conversations with the POA about the elopement risks involving the windows in the residents' bathrooms.
On 10/6/25 at 4:01 p.m., an interview was conducted with the Memory Care Director (MCD). The MCD 
indicated she had spoken with Resident B's family when he was admitted to the facility. The family had 
informed the MCD that Resident B was an elopement risk but had not told her that Resident B had a history 
of trying to leave through windows. When Resident B was first admitted to the facility, he displayed exit 
seeking behaviors. The exit seeking behaviors had subsided after he had been at the facility for a while. 
Resident B could become agitated and was not always easily redirected. His cognition varied from day to 
day. The MCD indicated she believed the bathroom windows should have been locked and had not noticed 
they were not. FM 3 had informed the MCD of the family's concerns about the windows after Resident B had 
eloped on 10/1/25. The MCD had not seen any of the bathroom windows on the secured unit open. On 
10/6/25 at 2:46 p.m., the Executive Director provided the current Elopement and Wandering Residents policy 
that indicated .This facility ensures that residents who exhibit wandering behavior and/or are at risk for 
elopement receive adequate supervision to prevent accidents, and receive care in accordance with their 
person-centered plan of care addressing the unique factors contributing to wandering or elopement risk .
Policy Explanation and Compliance Guidelines: 1. The facility is equipped with door locks/ alarms to help 
avoid elopement . 3. The facility shall establish and utilize a systematic approach to monitoring and 
managing residents at risk for elopement or unsafe wandering, including identification and assessment of 
risk, evaluation and analysis of hazards and risks, implementing interventions to reduce hazards and risks, 
and monitoring for effectiveness and modifying interventions when necessary .The past noncompliance 
Immediate Jeopardy began on October 1, 2025. The immediate jeopardy was removed and the deficient 
practice corrected, on October 1, 2025, after the facility implemented a systemic plan that included the 
following actions: an audit of all residents was completed and elopement assessments were updated, 
education was given to all staff on elopement protocol, elopement drills were conducted on every shift, and 
all windows in the facility were audited to ensure safety blocks were in place. All identified windows missing 
safety blocks were installed. This citation is related to Intake 2633368 and Intake 2632780.3.1-45(a)(1)3.
1-45(a)(2)

22155076

02/05/2026


