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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 adequate supervision was provided to 
prevent a resident with a history of exit-seeking/elopement behavior from exiting the facility and leaving the 
property for 1 of 3 residents reviewed for elopement. This deficient practice resulted in an elopement that 
occurred during the morning hours of September 1, 2025. The resident was located with the assistance of 
the local police department, approximately 1.2 miles from the nursing facility, near a previous residence. This 
Immediate Jeopardy began on September 1, 2025, when the facility failed to ensure Resident C did not exit 
the facility property through a doorway on the [NAME] Hall at approximately 5:30 A.M. Resident C was not 
realized to be missing until 7:15 A.M. after staff noticed she was not in her room. A search in and around the 
facility lasted approximately 30 minutes before local law enforcement was notified and arrived to the facility 
at approximately 7:50 P.M. Resident C was located by local law enforcement and returned to the facility at 
approximately 8:30 A.M. The Facility Administrator was notified of the Immediate Jeopardy on 9/15/25 at 
3:45 P.M. (Resident C)Finding includes: During record review on 9/15/25 at 11:00 A.M., Resident C's 
diagnoses included, but were not limited to, early onset Alzheimer's disease, unspecified convulsions, 
anxiety, depression, and chronic obstructive pulmonary disease (COPD). Resident C's most recent 
admission date was 8/24/25. Resident C had previously been discharged from the facility on 11/30/24. A risk 
for elopement assessment, dated 8/24/25 indicated Resident C had a history of or attempted elopement at 
home, had verbally expressed a desire to go home, packed belongings to go home, or stayed near an exit 
door, and was recently admitted to the facility and was not accepting of the situation. The elopement 
assessment indicated a score of 3 or at risk for elopement. ,The most recent admission MDS (Minimum Data 
Set) assessment, dated 8/31/25 indicated the resident had no cognitive impairment and the resident required 
supervision for mobility and transfers. Resident C's care plan included, but was not limited to, Resident has 
sleep issues and takes medication to help sleep with an intervention that included, monitor for abnormal 
sleep patterns (initiated 8/25/25). Resident C's nurse's progress notes included, but were not limited 
to:8/24/25 at 7:30 A.M. - Resident arrived at facility at 6:30 A.M. from home.8/26/25 at 9:10 A.M. - Resident 
ambulated to smoke, staff spoke to her, and she looked at staff in silence then looked away. Staff to monitor 
for mood. Resident exited building to smoke with the smoking group.8/30/25 at 5:22 A.M. - Resident up and 
pacing hallways and asking for a light and wants to smoke. Resident is agitated and upset, short in 
demeanor. Resident reports that someone has wrecked her room but when nursing observed her room, her 
bed was made and her belongings were all in place, as were the roommate's belongings. Resident went 
back to her room. 9/1/25 at 8:55 A.M. - Registered Nurse (RN) entered resident's room at approximately 3:30 
A.M. to administer medication to the resident's roommate. Resident C was awake and watching television. 
RN observed Resident C's Hall (West Hall) at approximately 5:20 A.M. and observed Resident C in her 
room. During shift change at 7:15 A.M, the oncoming RN indicated being unable to locate Resident C in her 
room or bathroom. A search in and around building was initiated. The Facility Administrator was notified of 
an elopement. Law enforcement was notified at 7:45 A.M. after 30 minutes of searching and they arrived at 
the facility at 7:50 A.M. Camera footage showed Resident C walked into the [NAME] hallway, looked up and 
down hall, and then walked to the exit doors at the end of the hall where she entered the passcode on the 
keypad and exited the building around 5:30 A.M. Officers were informed of a previous home address and 
they located Resident C two houses from that address and brought resident back to facility at 8:30 A.M. 
Resident was placed on elopement precautions. During an interview on 9/15/25 at 10:30 A.M., the Facility 
Administrator indicated Resident C was able to open the [NAME] Hall exit doors without staff being made 
aware and without a door alarm sounding by pushing the correct code into the keypad to unlock the door. 
The keypad had a label that indicated the keycode was month/year (star). An observation on 9/15/25 at 
11:10 A.M., included Resident C's room was near the far end of the [NAME] Hall, two doors down from a 
locked exterior exit door that the resident used to exit the facility on 9/1/25. A keypad controlled the locking 
mechanism for the exterior doors and no label that indicated the code was observed. During an interview on 
9/15/25 at 11:15 A.M., Resident C's Power of Attorney (POA) indicated Resident C had trouble with her 
memory and occasionally thought she needed to go home, not realizing that she no longer lived there. 
Resident C had a residence near where she was found on the morning of 9/1/25 around 20 years prior. 
Resident C had not had any wandering or exit seeking behavior prior to the elopement on 9/1/25 since 
admission 8/24/25 that the POA was aware of. Resident C had lived at the facility prior to the most recent 
admission, but the resident did not recall the previous stay. The POA indicated the resident knew the code 
for the keypad to unlock the door at the end of the [NAME] Hall. Resident C had lived with the POA for 9 
months prior to the admission on [DATE]. During the last month while living with the POA, Resident C 
became increasingly agitated, was having increased thoughts that she needed to go home and would forget 
that she was living with her POA. Resident C had not eloped or attempted to elope from the home, but that 
was a concern and part of the reason for the admission to the facility. During an interview on 9/15/25 at 1:30 
P.M., the Facility Administrator indicated the resident could be seen on camera leaving the facility wearing a 
T-shirt, shorts, and tennis shoes. Area weather during the time of elopement on the morning of 9/1/25 was 
recorded as fair with no precipitation and a temperature range between 55 and 60 degrees Fahrenheit. 
During an interview on 9/15/25 at 1:40 P.M., the Social Service Director (SSD) indicated any new 
assessment that indicated a resident was at risk were discussed during daily morning meeting. If a resident 
is assessed to be at risk for elopement, or other safety concerns, the resident's plan of care should be 
updated as soon as possible. During an interview on 9/15/25 at 2:55 P.M., the SSD indicated newly admitted 
residents initially have a baseline care plan that starts off being somewhat generic based on what information 
the facility knows about the resident and should be updated as new behaviors or as new information is 
observed. During an interview and observation on 9/16/25 at 11:55 A.M., Resident C was sitting in her room 
in her recliner dressed in a T-shirt, shorts, and tennis shoes. Resident C indicated she was able to ambulate 
by herself. Resident C recalled taking a walk from the facility the morning of 9/1/25. Resident C could not 
recall the route she took but indicated she thought she was walking home at the time and just wanted to get 
home and that she missed her cat. Resident C made it to a previous address and realized she didn't live 
there anymore. She recalled having to sit down on porch steps along the way as she was tired and short of 
breath. Resident C also recalled hiding in bushes because she figured someone was looking for her. She 
described the incident as just taking a walk and getting her exercise for the day. Resident C then teared up, 
but did not give a specific reason, just that she cried at times. On 9/15/25 at 3:11 P.M., the Facility 
Administrator supplied a facility policy titled, Care Plans - Baseline, dated 1/2/19. The policy included, .1. 
Within 48 hours of admission the facility will develop and implement a baseline care plan for each resident. 2. 
The content of the baseline care plan will include: .Instructions needed to provide effective and 
person-centered care that meets professional standards of quality of care. The resident's immediate health 
and safety needs. On 9/16/25 at 12:00 P.M., the facility administrator supplied undated facility policies titled, 
Wandering and Elopements, and Routine Resident Checks. The Wandering and Elopements policy included, 
The facility will identify residents who are at risk of unsafe wandering and strive to prevent harm while 
maintaining the least restrictive environment for residents. If identified as at risk for wandering, elopement, or 
other safety issues, the resident's care plan will include strategies and interventions to maintain the resident's 
safety . The Routine Resident Checks policy included, Staff shall make routine resident checks to help 
maintain resident safety and well-being. 1. To ensure the safety and well-being of our residents, nursing staff 
shall make a routine resident check on each unit at least every two hours during each shift. 2. Routine 
resident checks involve entering the resident's room and/or identifying the resident elsewhere on the unit to 
determine if the resident's needs are being met, identify any change in the resident's condition, identify 
whether the resident has any concerns, and see fi the resident is sleeping, needs toileting assistance, etc.
Immediate Jeopardy was removed on 9/16/2025 at 2:50 P.M. The deficient practice remained at isolated, no 
actual harm with potential for more than minimal harm that is not Immediate Jeopardy. The facility 
implemented a systemic plan that included the following actions: the facility completed audits of clinical 
records for all residents for all residents at risk for exit-seeking behavior or elopement. Labels that indicated 
keycodes were removed from keypads, and in-service training was provided to all staff on the elopement exit 
seeking policy and establishing interventions for residents who have been assessed to be at risk for 
wandering/elopement. This citation relates to intake 2606761. 3.1-45(a)(2)
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