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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, clinical record review, staff interviews, and facility policy review, the facility failed to provide 
supervision for an ambulatory cognitively impaired resident for 1 of 2 residents identified by the facility as an 
elopement risk (Resident #1). On 10/17/25 around 8:11 PM, Resident #1 went out the B-wing door, walked 
down the facility sidewalk, across the facility graveled parking lot, across a residential street, across a 
hospital parking lot and into the hospital ambulance garage. The Emergency Medical Service (EMS) 
Personal contacted the facility to inform them that the resident was at the emergency room entrance at 8:32 
PM. The facility had been unaware the resident had eloped (ran away) until contacted by the Emergency 
Personal. The resident was identified with cognitive impairment, impaired safety awareness, and wandering 
behaviors. Staff failed to determine the cause of an activated exit door alarm, and assure that all residents 
were safe and accounted for. This failure resulted in Immediate Jeopardy to the health, safety, and security 
of the resident. The facility identified a census of 52 residents.On November 4, 2025 at 2:15 PM, the Iowa 
Department of Inspections, Appeals and Licensing (DIAL) staff contacted to notify them the Department 
determined an Immediate Jeopardy (IJ) situation existed at the facility. The IJ began on October 17, 2025. 
The IJ was removed per past non-compliance on October 20, 2025. The facility staff removed the Immediate 
Jeopardy through the following actions:*Facility wide education and reinforcement completed on 10/20/25, 
-One-on-one and group education provided by Quality Assurance leadership on: door alarm response, 
immediate headcount requirements, documentation expectations,-Staff not present at initial training were 
educated prior to the next shift worked-Education emphasized alarm fatigue risk and requirement to verify 
resident location before silencing alarm-Dual-staff verification for alarm re-implemented and emphasized on 
10/20/25.-Use of the Communication board implemented for documentation after door alarm activation in exit 
attempts events on 10/20/25-Outside motion lights tested and confirmed functional on 10/17/25-Orientation 
revised to include mandatory elopement and alarm-response training on 10/20/25-Weekly audits in place for 
alarm responses, headcounts, and documentation-audits started on 10/24/25The facility implemented their 
plan of correction and removed the immediacy on 10/20/25 and the scope was lowered from a J to a D. 
Findings include:Resident #1's Minimum Data Set (MDS) assessment dated [DATE] documented the 
resident had a Brief Interview for Mental Status (BIMS) score of 00 out of 15, which indicated severely 
impaired cognition. The MDS revealed the resident was able to be understood, rarely/never understood 
others, had wandering behavior that occurred daily and disorganized thinking (rambling, unclear or illogical 
flow of ideas, or switching from subject to subject). The resident was independent with ambulation 
throughout the facility with no assistive devices. The MDS included diagnoses of hypertension, (a condition 
in which the force of blood against the artery walls is consistently too high), Non-Azheimer's Dementia (any 
form of dementia that is not caused by Alzheimer's disease), and anxiety (a common mental health condition 
characterized by excessive worry, fear, and nervousness that can interfere with daily life). The Care Plan 
focus area with no date, indicated Resident #1 was at risk for elopement/wandering related to dementia, 
resident will at times head towards the exit door but is easily redirected and at times will make statements 
about wanting to go home. The Interventions directed the following:a. During my wandering times or my 
increased confusion times, nursing staff will increase supervision with me. I usually will go with staff if they 
hold my hand softly.b. Engage resident in purposeful activities such as folding towels, helping put table 
cloths on dining room tables.c. If you see me packing up my items or wandering around with my purse, 
please intervene offer toileting, offer food or drink, offer purposeful activities.An Elopement Risk Evaluation 
completed on 5/28/25 at 1:41 PM, checked that the resident has a known history of elopement.A Behavior 
Note dated 7/18/25 at 7:40 PM, documented the resident became confused and started to pace the hallway 
immediately after supper and eloped the facility through the main entrance at 7:30 PM while the writer was 
passing medications on the C-hallway and the rest of the staff were helping other residents with cares. 
Redirection and reassurance by the staff. The staff at first tried to redirect the resident back in the building, 
but the resident became more agitated and started walking away from the staff. The staff decided to walk 
with the resident to the hospital, as the resident stated that she was going to the hospital. After walking from 
the facility premises to the hospital, staff were able to convince the resident to come back to the facility. A 
General Progress Note dated 7/20/25 at 4:30 PM, documented the resident eloped from the building through 
D exit door at 4:05 PM. When the door alarm went off, there was a staff member in the hallway at the time. 
Staff followed the resident within eye distance in order not to aggravate the resident. When it was determined 
that the resident was not in distressful status, the staff drew close to the resident and walked along with them 
to the front of the building. The staff convinced the resident that it was too hot to be outside, that they should 
come inside for ice water. the resident is confused, but has not tried to leave the facility since they came 
back inside.An Incident Report (late entry) Note dated 10/17/25 at 8:30 PM, documented door alarm 
sounded on B wing at approximately 8:00 PM. Dietary staff stepped outside and looked both ways but did 
not see anyone and silenced the alarm. At 8:15 PM, hospital staff called to report resident outside of the 
Emergency Department with hospital staff. Our facility staff escorted the resident back to the facility at 8:20 
PM. Resident willingly returned to facility with staff. Resident is unable to describe the situation, why she left. 
Resident able to walk independently without assistance as per her usual. Smiling, jabbering speech as per 
her usual. Redness noted to bilateral anterior palms and 1.0 centimeter by 1.0 centimeter abrasion noted 
below right knee. A Communication with Physician (late entry) Note dated 10/17/25 at 10:00 PM, 
documented resident eloped from facility and walked across the street to the hospital. Hospital staff called 
facility to inform staff of resident arrival there. This facility staff retrieved resident without incident. Bilateral 
anterior palms noted redness and 1.0 centimeter by 1.0 centimeter abrasion notes to below right knee. 
Resident denies pain or discomfort. Alert to person. Range of motion per normal and pleasantly confused.A 
10/17/25 breakdown of video footage document described the following:Resident was walking the hallway 
when an aide assisted resident to shower on C-wing around 6:22 PM until 6:45 PM. At 6:45 PM, an aide and 
resident walked to the resident room, the aide exited the room. At 7:57 PM, resident left her room and 
walked to the front nurse's station where an aide directed the resident to a chair near another resident so 
they could visit. A few minutes later, the other female resident was assisted by an aide to their room for their 
evening routine. At 8:10 PM, resident is seen at the front nurse's station walking towards the nurse. Resident 
then walked down B-wing. Nurse looks down B-wing and walked back to the nurses station. At 8:11 PM, 
resident is seen going out B-wing door.Dietary aide was on B-wing already and responded to the door alarm 
within seconds. He is seen looking outside then walking back to the nurses station around 8:12 PM. Around 
8:32 PM, aide is seen picking up the phone at the front nurses station she then went and got a wheelchair 
right away and went over to the hospital. At 8:46 PM, staff brought resident back into the facility. At 9:35 PM, 
nurse entered the room to check on resident.The Elopement Investigation Updated 10/23/25 described the 
incident, staff reported resident did not exhibit signs of distress during the evening of 10/17/25. She recently 
had a shower and was wearing her red flannel pajama pants and long sleeved top with socks and white 
tennis shoes. On 10/17/25 at approximately 8:00 PM, Resident #1 exited the facility through the B-wing exit 
door, which was alarmed at the time. Staff responded to the alarm; however, the resident was not 
immediately observed nearby. The B-wing exit door was unlocked and could have been reentered from the 
outside at the time of the incident. The resident walked 250 feet toward the local hospital ambulance bay, 
where three Emergency Medical Technicians (EMT) staff members were standing outside under a 
motion-activated exterior light. This area is a waiting location where EMT often remain between calls during 
evening and over night shift. Shortly after the alarm was silenced, the facility was contacted by the hospital 
emergency department, reporting that the resident was present in the ambulance bay area. Facility staff 
immediately retrieved the resident and completed a head to toe assessment upon return at approximately 
8:20 PM. No injuries were identified. The resident BIMS score of 1 indicates severed cognitive impairment 
and poor recall of the event. The resident has a documented history of confusion and exit-seeking when 
anxious or disoriented. Door alarm function was verified and confirmed to be operational. At the time of the 
incident, weather conditions were overcast skies (100% cloud coverage), light wind, and low natural visibility 
due to limited moon illumination at approximately 12%. Construction at the main entrance required temporary 
use of alternate doors, including A-wing and B-wing exits, increasing environmental and traffic variables. 
Resident most likely walked on the sidewalk, through the parking lot that was part gravel and part shaved 
asphalt, then cross the low traffic residential street, to the hospital parking lot and ambulance bay. A total of 
approximately 250 feet. Staff confirmed alarm sounded and was silenced once the area was checked. Staff 
assumed that the alarm was triggered by weather and/or visitor traffic. Staff noted alarm fatigue due to 
frequent non-emergency activations caused by weather and visitor traffic. This door is currently used 
frequently by staff due to the construction on the main entrance door.Observation on 11/3/25 at 11:30 AM 
revealed the facility Director of Nursing went around to all the door alarms and they all sounded and staff 
responded quickly to the alarms.Observation on 11/3/25 at 1:00 PM revealed Resident #1 was ambulating 
down the back hallway to the activity room, resident was independent in ambulation and wearing appropriate 
attire.Interview on 11/3/25 at 4:00 PM, Staff A, Dietary Aide, verified that on 10/17/25 about 8:00 PM, the 
B-wing door alarm was sounding, so he went to the B-wing door, opened door and just poked head out door, 
it was dark out, closed door, and did not see anyone outside. Staff A, proceeded to silence the door alarm 
and went to the nurses station and explained to the nurse he silenced the alarm and did not see anyone 
outside. Staff A, then stated that he came back to the facility about 11:00 PM, and was informed by the 
charge nurse that Resident #1 left the facility unsupervised and went across the street to the hospital. Staff 
A, explained that during the construction of the parking lot, the main entrance was not accessible to come 
into the facility so staff/residents/visitor were using the A and B wing doors and at times alarm fatigue would 
set in. Staff A noted that the door alarms are to remain on until one can verify that it was not a resident. 
Interview on 11/3/25 at 5:10 PM revealed Resident #1 was not able to remember going out of the facility on 
10/17/25.Interview on 11/3/25 at 5:23 PM revealed Staff B, Certified Nursing Assistant (CNA), stated that on 
10/17/25 she got a telephone call that Resident #1 was across the street at the hospital and that Staff B and 
Staff C,CNA needed to take a wheelchair over to the hospital and bring Resident #1 back to the facility. Staff 
B explained that when she walked over to the hospital it was raining out pretty good. Staff B said that she 
had to take a towel and wipe off the seat of the wheelchair. Staff B said that when they brought the resident 
back to the facility it was still raining and they had to walk fast and they were pushing the resident in the 
wheelchair. Staff B verified that the door alarms are to be kept sounding until you can verify that no resident 
has left the facility. Interview on 11/4/25 at 8:00 AM, Staff C, CNA, explained that on 10/17/25 her and Staff 
B, CNA, took a wheelchair and walked across the street to bring Resident #1 back from the hospital, and 
was told that Resident #1 had left the facility by exiting the B-wing door. Staff C stated that when she got to 
the hospital Resident #1 was sitting in a wheelchair with a blanket around her. Staff B and Staff C, did a 
quick head to toe assessment and that the resident had dirt on her pajama bottoms and the palms of her 
hands were red. Staff C, went on to say that it was dark outside and was raining pretty steadily when they 
went to the hospital and when they were returning to the facility. Staff C verified that the expectation from the 
staff is to keep the alarm sounding until you can verify who went out the door.Interview on 11/4/25 at 9:45 
AM revealed Staff D, Chief Executive Officer (CEO) of the hospital, explained the following: On 10/17/25 
about 8:10 PM, the husband of one of the employees from the hospital was waiting outside, and saw a lady 
wandering around in the parking lot of the hospital. The husband approached the lady and guided her into 
the emergency room registration desk, sat her down in a wheelchair and through conversation got her to say 
that she was from the facility across the street. The charge nurse on that shift called the facility to notify them 
that a resident from their facility was in the ER and that they needed to bring a wheelchair and take her back. 
Staff D, explained that the hospital did not due a head to toe assessment or any documentation of the 
incident.During an Interview on 11/4/25 at 3:15 PM, Staff E, Registered Nurse (RN), explained that she was 
at the nurses station and heard the B-wing door alarm sound and noticed that Staff A was already down that 
hallway and went to the door. Staff E stated that she went behind the front nurses station to continue to chart 
and Staff A came up and told her that had poked his head outside and did not see anyone. Staff E did not 
think anymore about it until a phone call came from the hospital across the street that there was a lady that 
was from the facility. Staff E, explained that she did a head to toe assessment on Resident #1 and found her 
anterior palms to be red. Staff E stated that the expectation from the staff is to let the alarm sound until they 
can verify that it was not a resident that had left the facility. Staff E explained that due to the construction of 
the parking lot, the main entrance was closed and staff/residents/visitor were to use the A and B wing doors 
and that alarm fatigue would set in.Interview on 11/3/25 at 1:15 PM, the facility Administrator acknowledged 
that the expectation of the staff are to follow the missing person policy and allow the alarm on the door to 
sound until it is verified that a resident did not leave the facility.Observation on 11/4/25 at 10:05 AM revealed 
the distance from where the resident left the facility through the B-wing door to the area where the resident 
was found by the emergency room staff was approximately 250 feet, for which the resident crossed the 
facility parking lot with gravel, crossed a residential street (speed limit is typically 25 miles per hour), through 
a cement hospital parking lot with curbs, and landscaping with gray rocks.The Channel-Wunderground 
Weather Station for 10/17/25 at 8:15 PM documented the temperature of 62 degrees Fahrenheit with south 
southwest winds at 3 miles per hour and light rain.Review of the Missing Patients dated 1/24, documented 
the Missing Patient Response Plan is intended to provide guidelines for patient accountability, searching for 
missing patients and communicating with outside agencies. This plan supplements the most current clinical 
services information regarding missing patients.*Refer to Missing Patients Actions Table and Missing Patient 
Locator Form to guide and document actions taken during the search.-Whenever a staff member discovers a 
patient missing or hears an alarm that may indicate a patient has left the center, the staff member 
immediately conducts an initial internal or simultaneous external search of the immediate area to locate the 
patient.-The nurse supervisor/designee acts as a search coordinator and coordinates and documents all 
search efforts. -The search coordinator, after confirming that a patient is missing, via the head count, 
immediately notifies the administrator and director of nursing, as well as all other department heads-The 
interior search continues; the search coordinator directs selected individuals to expand exterior search of the 
surrounding neighborhood to within a one-mile radius of the center. All possible hiding areas, out building, 
dense foliage, over growths, ravines, stores, parked cars are to be searched. -The search coordinator 
coordinates an intensive search of center, grounds and community.-Actions when patient is located: examine 
the patient and record findings in the chart, complete incident report, and take immediate actions to prevent 
further wandering, exit seeking and review with quality assurance committee.
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