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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure a resident with a diagnosis of dementia, who resided 
in the secured locked unit, was not allowed to leave the facility unsupervised for 1 of 1 resident reviewed for 
elopement. (Resident B) The deficient practice was corrected on 8/25/25, prior to the start of the survey, and 
was therefore past noncompliance.Findings include:The clinical record for Resident B was reviewed on 
9/8/25 at 2:58 p.m. The diagnoses included, but were not limited to, dementia and Alzheimer's disease.
Resident B admitted to the facility on [DATE] at 11:21 a.m.An admission assessment, dated 8/22/25 at 11:24 
a.m., indicated Resident B was not exit seeking, had no history of elopement, and ambulated without 
assistive devices. In a facility documented interview, dated 8/22/25, CNA 5 indicated she heard the door 
alarm and had directed CNA 2 to check the alarm.In a facility documented interview, dated 8/22/25, CNA 2 
indicated she heard the door alarm on 8/22/25 at 6:30 p.m. She identified the location of the alarm. CNA 2 
observed Resident B had sounded the alarm to the door. She opened the door with the code and reset the 
alarm. Resident B indicated he needed to go outside, she reentered the code and allowed the resident to go 
outside. CNA 2 indicated the resident asked where the [NAME] were located and she directed him toward 
the [NAME]. She then closed the door and reset the alarm. CNA 2 observed Resident B returning to the 
facility at 6:55 p.m. and was then aware of what had occurred.In a facility documented interview, dated 
8/22/25, CNA 4 indicated around 6:45 p.m., she was riding in a car and recognized Resident B walking on 
the sidewalk north from the facility. She engaged Resident B in conversation, and she walked the resident 
back to facility. She indicated CNA 2 thought the resident was a family member and let him outside the 
facility.A nursing progress note, dated 8/23/25 at 12:38 p.m., indicated Resident B was found by CNA 4. The 
resident was found in a field area down from the facility before the intersection. Resident B was found at 6:45 
p.m. The facility was not aware of Resident B's elopement until they were notified by CNA 4. The door alarm 
in the memory care unit did alarm when the resident opened the door.During an interview, on 9/8/25 at 12:50 
p.m., the Executive Director (ED) indicated Resident B was allowed out of the facility by CNA 2 who thought 
the resident was a visitor. The resident had been admitted at 11:21 a.m. on 8/22/25 and left the facility at 
6:30 p.m. Resident B attempted to leave the facility through the back door of the unit. Resident B had asked 
CNA 2 for directions to the independent [NAME]. CNA 2 let Resident B out the back door. The resident was 
found by staff at 6:45 p.m. and escorted back to facility by 6:55 p.m. Resident B was 10 minutes away and 0.
5 miles. Resident B was assessed and had no injuries. The staff had been reeducated, CNA was disciplined, 
and audits were ongoing.During an interview, on 9/8/25 at 4:40 p.m., the Director of Health Service (DOHS) 
indicated CNA 2 should not have allowed Resident B to exit the facility. All staff have been re-educated on 
the elopement policy and procedures. Staff were the only ones allowed to leave the facility through a door 
which was not the front door. The facility had ongoing audits, elopement drills, resident assessments related 
to elopement and exit seeking behaviors.A current facility policy, titled Guideline of Elopement/ Missing 
Resident, dated as revised on 12/17/24 and provided by the ED on 9/8/25 at 4:48 p.m., indicated .It is the 
responsibility of all personnel to report any residents attempting to leave the premises or suspected of being 
missing to the charge nurse as soon as possible The deficient practice was corrected by 8/25/25, after the 
facility implemented a plan which included a thorough investigation, door checks, elopement assessments 
and care plans were updated, all staff members were re-educated on elopement, ongoing elopement drills 
and audits are being conducted, CNA 2 was suspended and disciplined.This citation relates to Intake 
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