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Based on clinical record review, policy review, family interview and staff interviews the facility failed to 
provide adequate nursing supervision for 1 of 3 residents reviewed with a high risk for elopement (Resident 
#2). The facility reported a census of 40.Findings include:1. The Minimum Data Set (MDS) for Resident #2, 
dated 8/10/25 did not document a Brief Interview for Mental Status (BIMS). Review of Progress Notes dated 
8/10/25 revealed a BIMS evaluation with a BIMS of 7 indicating moderate cognitive impairment documented. 
The MDS also documented diagnosis of unspecified dementia. Review of Risk Assessment: Elopement 
dated 6/10/25 documented Resident #2 was at high risk for elopement. Risk Assessment further 
documented Resident #2 was considered an elopement risk at that time, wore a wander guard and had a 
history of exiting the building. Review of document titled, Self Report for Resident #2 had documented on 
7/3/25 at approximately 2:00 pm the Director of Nursing (DON) became aware that Resident #2 was not 
present at an outdoor supervised activity. At approximately 2:40 pm on 7/3/25 the Executive Director was 
notified by the DON of the incident. Resident #2 had been returned to the facility and had not sustained any 
injuries. On 7/3/25 at approximately 4:45 pm the state was notified via an online portal by the Executive 
Director.The last time Resident #2 was seen by staff before the incident was at approximately 1:45-1:50 pm 
when he pushed his wife out to the front patio for the activity. At approximately 2:00 pm a female resident 
notified the DON that Resident #2 was no longer present at the outdoor supervised activity. Staff immediately 
initiated a head count and started missing resident procedures. The DON notified Resident #2's Power of 
Attorney (POA) at 2:05 pm. On 7/3/25 at 2:06 pm Resident #2's son called the facility to report Resident #2 
walked to the family home and they were returning with Resident #2. Head to toe assessment done on 
Resident #2 on 7/3/25 at 2:30 pm by the DON with no problems noted at this time, vitals assessed and WNL. 
Resident #2 had last eaten at approximately 11:30 am on 7/3/25. All staff (DON, BOM, Activities, nurse 
manager, dietary manager, and multiple CNA's in and out) present during the incident were interviewed and 
it was concluded that the resident was outside attending a supervised group activity. Staff were passing ice 
cream, providing entertainment, and assisting other residents when the DON was alerted by another resident 
of Resident #2's walking away from the group activity. Staff immediately initiated a head count and started 
missing resident procedures and resident was returned to the facility by family approximately 6 minutes after 
the notification to staff. The resident walked to his family home near the facility, returned without incident and 
no injuries observed.Resident #2's Care Plan at the time of the incident stated Independent for 
transfers/ambulation and the resident is an elopement risk/wanderer. The following interventions were listed 
on the plan of care: call family to see if they can take him to the farm as this usually calms him down for a 
period of time; distract resident from wandering by offering pleasant diversions, structured activities, food, 
conversation, television, book; provide structured activities: toileting, walking inside and outside, reorientation 
strategies including signs, pictures and memory boxes; serve me whiskey daily in the evening as ordered by 
my Dr as I have a history of attempts to elope to go home to get m whiskey/alcohol; the resident's triggers for 
wandering/eloping are wanting to go home and behavior is de-escalated by 1:1 or calling the family to come 
visit the resident. These interventions were being followed as stated in his care plan at the time of the 
incident.Review of Resident #2's Orders documented a physician's order with a start date of 10/24/23 for 
wander guard 24/7 and to check placement / function every shift for elopement risk.Review of Resident #2's 
Treatment Administration Record (TAR) for 7/25 documented a physician's order with a start date of 
10/24/23 for wander guard 24/7 and to check placement / function every shift for elopement risk.Review of 
Resident #2's Care Plan related to elopement risk intervention with start date of 1/8/24 and revision on 
6/30/25 documented to distract residents from wandering by offering pleasant diversions, structured 
activities, food, conversation, television and books. Also an intervention with a start date of 1/8/24 and 
revision date of 1/8/24 Resident #2's triggers for wandering / eloping are wanting to go home.On 10/6/26 at 
11:28 Resident #2's Son stated the facility did not call him and he did not call the facility. Resident #2's Son 
stated he was headed to the family house because he helped with yard work at the house. Resident #2's 
Son stated he went into the house because doors were left open and apparently Resident #2 had just gotten 
there. Resident #2's Son stated he asked Resident #2 if the facility knew he was gone. Resident #2's Son 
stated once he pulled out of the driveway the facility staff were within a block of the house. Resident #2's 
Son stated he did not know how long Resident #2 had been away from the facility. Resident #2's Son stated 
the family house was about 3 blocks from the facility. Resident #2's Son stated Resident #2 was not injured. 
Resident #2's Son stated the facility knew Resident #2 was at risk for leaving the facility. Resident #2's Son 
stated Resident #2 wore a wander guard. Resident #2's Son stated Resident #2 had left the facility before.
On 10/6/25 at 2:58 PM Resident #2's POA / Daughter acknowledged the staff at the facility called her. 
Resident #2's POA / Daughter stated the staff were concerned because Resident #2 had left the facility. 
Resident #2's POA / Daughter stated everyone knew that Resident #2 was headed up to the family house. 
Resident #2's POA / Daughter stated he was wearing a wander guard at that time. Resident #2's POA / 
Daughter stated Resident #2 had one on his shoe and one on his wrist. Resident #2's POA / Daughter 
explained Resident #2 was always wearing a wander guard. Resident #2's POA / Daughter stated her 
brother happened to be in town and saw the house open. Resident #2's POA / Daughter stated her brother 
seen the garage door go up and then found Resident #2 inside. Resident #2's POA / Daughter stated her 
brother then took Resident #2 back to the facility. Resident #2's POA / Daughter stated some of the CNA's 
from the facility were already on their way up the hill. Resident #2's POA / Daughter stated Resident #2 was 
not injured from the event. On 10/6/25 at 1:28 PM Staff A, Registered Nurse (RN) stated she was familiar 
with Resident #2. Staff A stated Resident #2 did not exit seek in a traditional sense. Staff A stated Resident 
#2 would get upset and pack his things and say he is going to leave. Staff A stated Resident #2 had left the 
facility in the past. Staff A stated there was an incident where Resident #2 left the facility without staff when 
there was an activity going on outside. Staff A stated Resident #2 left when the staff were not looking. Staff A 
stated Resident #2 had a house that was not far from the facility and when he left that was where he went. 
Staff A acknowledged she was working that day. Staff A stated she was not outside with Resident #2 that 
day. Staff A stated it was the same situation when Resident #2 went to his house to get a bottle of whiskey. 
Staff A stated staff started to head up the hill towards Resident #2's house. Staff A stated one of Resident 
#2's family called the facility and told them Resident #2 was up at the house. Staff A stated the family 
member brought Resident #2 back to the facility. On 10/7/25 at 8:37 AM Staff B, Activities Director 
acknowledged she was working on 7/3/25 during the day. Staff B acknowledged she was lighting fireworks 
off for the residents around 1:45 PM. Staff B stated staff started bringing residents outside around 1:30 PM 
that day. Staff B stated residents were sitting in front of the facility under the covered porch. Staff B stated 
she was to the right of the facility lighting off fireworks. Staff B stated she was lighting fireworks when #2 left. 
Staff B stated the CNA working on Resident #2's hall brought him outside. Staff B stated Resident #2 pushed 
his wife outside that day but a CNA had to help because Resident #2 wore a wander guard. Staff B stated 
she did not know who assisted Resident #2 outside because she was getting water buckets at that time. 
Staff B stated the DON was outside. Staff B stated she was unaware if there was any staff assigned to 
supervise residents outside that day. Staff B stated she was unaware of any residents in particular that wore 
wander guards that were outside that day. Staff B stated when she took a resident with a wander guard to 
the patio she told the staff who was going outside and where they were going. Staff B stated if she personally 
took a resident with a wander guard outside she always stayed with them. Staff B stated she does not take 
multiple residents with wander guards outside at once because she does not think she could help them 
appropriately if a resident fell outside. Staff B stated Resident #2 never tried to leave when she had him 
outside. Staff B stated Resident #2 stated that he hated it at the facility all the time. Staff B stated Resident 
#2 tried to leave when he first arrived at the facility a while ago. Staff B stated in the beginning he had a 
window alarm on the window. Staff B stated he talks about leaving the facility a lot especially now because of 
the fact it was harvest season. Staff B stated Resident #2 left towards the east side of the building because 
that was the fastest way to his old house. On 10/7/25 at 9:07 AM Staff C, Certified Nursing Assistant (CNA) 
acknowledged working 6:00 AM - 2:00 PM on 7/4/25. Staff C stated she was assigned to the North hall that 
day. Staff C stated on 7/4/25 around 1:30 PM the residents were being assisted outside to watch a fireworks 
display put on by the facility. Staff C stated she assisted a couple of residents to go outside but did not 
remember which residents. Staff C stated she did not assist Resident #2 outside that day. Staff C stated 
there were staff members already set up outside to receive the residents as they got outside. Staff C stated 
she did witness Resident #2 push his wife outside. Staff C stated the door was open and there were staff that 
lined the hallway assisting residents out the door and staff outside to receive the residents. Staff C stated 
she did not put the code in the wander guard door alarm to shut it off. Staff C stated she could not remember 
which staff was standing at the door holding the door open and put the code in. Staff C stated she was not 
aware of any change in supervision for any residents with wander guards when outside. Staff C stated she 
thought there had to at least be a staff member present outside with the residents with wander guards. Staff 
C stated after every resident was helped outside there was a lot of management and staff outside. Staff C 
stated it was a shift change and she was giving a report to the oncoming staff. Stated Staff D, CNA was 
sitting outside. Staff C stated Staff D was her partner that day. Staff C stated Staff D was outside with the 
residents. Staff C stated she checked all the residents to determine who was missing. Staff C acknowledged 
Resident #2 was the resident that had eloped. Staff C stated she was inside and did not know how the 
elopement occurred so she did not know how Resident #2 had left. Staff C stated she heard Resident #2 
was around the building but when she went out back Resident #2 was not there. Staff C stated she climbed 
up the hill. Staff C acknowledged Resident #2 had a history of leaving the facility to go home so she started 
walking towards Resident #2's previous address. Staff C stated Resident #2 had a wander guard on that 
day. Staff C explained she got to the top of the hill and Resident #2 was sitting in a truck that might have 
been a family member of Resident #2. Staff C explained that person transported Resident #2 back to the 
facility. Staff C stated Resident #2 did not appear injured. On 10/7/25 at 9:31 AM Staff D, CNA 
acknowledged she was working at the facility 7/3/25. Staff D stated she came in at 2pm as the situation was 
happening. Staff D stated the only staff that she knew that was outside was Staff B. Staff D stated when she 
came in to work that day there were no CNA's that she had seen outside with the residents. Staff D stated 
when residents with wander guards are outside there is usually CNA's outside to monitor the residents but 
she knew for sure there were no CNA's outside that day. Staff D stated she arrived before anyone noticed 
Resident #2 had eloped. Staff D stated she heard over the walkie that Resident #2 had wandered off. Staff D 
stated the administration was upset that Resident #2 had eloped because there was no staff outside 
supervising the residents as they had thought. Staff D stated when she came inside she received a report 
from the AM shift CNAs. Stated Staff E, Staff C, Staff F and Staff G were the am shift CNA's the day of the 
incident. Staff D stated she was assigned the hall that Resident #2 was on that day. Staff D stated she was 
working with Staff H, Licensed Practical Nurse (LPN) currently CNA at the time of the incident. Staff D 
acknowledged that Staff H was inside getting a report with her as well at the time of the incident. Staff D 
stated it was reported over the walkie that Resident #2 was on the move so she thought he was wandering 
around at that time. Staff D stated she headed towards the gas station. Staff D stated Resident #2's son was 
getting ready to bring Resident #2 back from his previous residence when eyes were put on Resident #2. 
Staff D stated the Activities Director was shooting off 4th of July fireworks and was told Resident #2 was one 
of the first residents brought outside that day. Staff D stated residents were sitting under the covered porch 
and Resident #2 left towards the east around the side of the building towards his house. Staff D stated there 
is a sidewalk on the side that he went on. Staff D stated she assumes that he walked up the street but did 
not witness him leave the building. Staff D stated there was usually staff outside with the residents with a 
wander guard. Staff D stated staff should be present to supervise residents when they are outside with a 
wander guard. Staff D stated she did not know why there wasn't that day. Staff D stated Resident #2 was 
fine when he returned. Staff D stated she knew that Resident #2 had eloped before this incident and went 
back to his house then as well. On 10/7/25 at 11:32 AM Staff I, LPN acknowledged she was working 7/3/25. 
Staff I stated a call came over the radio that Resident #2 was missing from the facility. Staff I stated she 
remember thinking to herself that she had not seen Resident #2 walk past the window. Staff I stated about 
1:00 PM the staff started assisting residents outside for the fireworks. Staff I stated she was part of the 
process of residents being assisted outside. Staff I stated she was the staff that was turning the wander 
guard door alarm off when the residents went outside. Staff I stated she observed Resident #2 pushing his 
wife in the wheelchair outside. Staff I stated it was around 1:15 PM or 1:20 PM when she made that 
observation. Staff I stated the incident occurred around 1:45 pm - 2:00 PM. Staff I acknowledged the incident 
happened right about shift change. Staff I stated there were several members of management outside the 
DON, the Administrator and Staff E was outside. On 10/7/25 at 11:42 AM Staff G, Business Office Manager 
stated she was working at the facility on 7/3/25. Staff G stated residents were assisted outside by staff. Staff 
G stated she seen Resident #2 leaving the building with his wife. Staff G stated she was holding the door at 
the time. Staff G stated once he passed by her she did not have eyes on him. Staff G explained she did not 
hold the door the entire time. Staff G stated there was other staff outside with the residents during the 
fireworks. Staff G stated she could not remember who was outside at the time because it was her and Staff B 
that were setting off the fireworks. Staff G stated it was not the expectation of the facility that Staff G or Staff 
B supervised the residents while they were outside. Staff G stated the residents with wander guards typically 
the resident with wander guards had 1:1 supervision while outside. Staff G stated since the elopement it was 
really drilled in that staff will be 1:1 with all residents with wander guards. On 10/7/25 at 12:01 PM Staff F, 
CNA acknowledged she was working 7/3/25 from 6:00 am - 2:00 pm. Staff F stated she did not assist any 
residents outside. Staff F stated she was working the South hall and was toileting residents. Staff F stated 
she heard that Resident #2 had eloped. Staff F stated she was not outside the incident. Staff F stated she 
felt there were CNA's outside but could not remember which ones. Staff F stated the CNA's were just starting 
their shift report at that time. Staff F explained she was giving a report at that time. Staff F stated Staff E and 
Staff C were working on North hall that morning. Staff F stated Staff J, Infection Preventionist came though 
the building and said Resident #2 was missing. Staff F stated Staff E, her and Staff C left. Staff F stated all 
the CNA's were giving shift reports when the elopement happened. Staff F stated Resident #2 was found. 
Staff F explained it came across the walkie that Resident #2 was found. Staff F stated Resident #2 was 
always supposed to be with someone when outside. Staff F stated the DON, Staff B, Staff J and Staff G, 
were outside at the time of the elopement.On 10/7/25 at 12:09 PM Staff E, CNA acknowledged she was 
working 6:00 am - 2:00 pm on 7/3/25. Staff E acknowledged she was working the hall that Resident #2's 
room was on that day. Staff E stated she was taking out the trash when the incident happened. Staff E stated 
management was taking residents out around 1:30 PM. Staff E stated she did not know the residents were 
going out at 1:30 PM. Staff E stated she was working with Staff C and was taking out the trash at the time. 
Staff E stated she turned off her walkie and put it in her locker. Staff E stated she heard a commotion that 
someone had got away. Staff E stated saw the DON walking from north of the building and asked if she 
could take her car to look for Resident #2. Staff E stated she left out the back end of the building and went 
towards the railroad tracks. Staff E stated the rest of the staff were checking at his house. Staff E stated she 
got back to the facility and the staff had found Resident #2. Staff E stated she did not know if there were any 
CNA's outside with the residents. Staff E stated management was actively getting all the residents outside 
prior to the elopement. Staff E stated the CNA's were not quite done with their duties. Staff E stated 
management did not tell the CNA's they were required to be outside with the residents. Staff E stated she did 
not go out front with residents at all on 7/3/25. Staff E stated she took 1 or 2 residents outside but was never 
outside to supervise residents. Staff E stated she had not finished her work duties inside and that was what 
she was doing at the time. Staff E stated Staff C was also working with her and not present outside to 
supervise residents. Staff E stated when a resident with a wander guard goes outside there would be eyes 
on all the residents that were elopement risks. Staff E stated Resident #2 searched frequently for exits but 
was usually easily redirected. Stated it was her understanding that management was outside and the CNA's 
were supposed to be finishing the work inside. On 10/7/25 at 12:26 PM Staff J RN, IP acknowledged she 
was working 7/3/25 during the morning shift. Staff J acknowledged she was present during the incident 
where Resident #2 eloped from the facility. Staff J stated residents were being assisted outside between 
1pm and 1:30 PM. Staff J stated she was inside the building bringing residents outside. Staff J stated Staff 
G, Staff B and the DON were outside the building with the residents. Staff J stated she could not remember a 
CNA present outside the building to supervise the residents. Staff J stated Staff B and Staff G were doing 
fireworks and the DON were outside supervising the residents. Stated Staff I was inside at the time of the 
incident. Staff J stated Resident #2's wife stated her husband was missing to the DON and it was 
broadcasted over the walkie that Resident #2 was missing. Staff J stated that was when the elopement 
process was started. Staff J stated Resident #2 was found. Staff J stated Resident #2 had walked up the hill 
to his previous residence and staff walked straight up to his house. Staff J explained Resident #2's son was 
at the house and Resident #2 was with his son. Staff J stated Resident #2 stated were you looking for 
somebody when staff found him. Staff J stated some residents with wander guards are 1:1 but supervision is 
expected at some level for all residents with a wander guard when outside. Staff J stated he was supervision 
when outside at that time. On 10/7/25 at 2:03 PM Staff H, stated she was working 7/3/25 and was familiar 
with Resident #2. Staff H stated she had just arrived at the facility when the incident occurred. Staff H stated 
she was getting residents up and getting report from day shift CNA's and was told Resident #2 was heading 
away from the facility. Staff H stated she was told to search for Resident #2. Staff H stated she headed to 
Resident #2's previous residence. Staff H stated she was headed that way and when Resident #2 was 
found. Staff H stated she was not outside supervising residents at that time. On 10/7/25 at 12:53 PM the 
DON acknowledged she was working 7/3/25 during the am shift during the time of Resident #2's elopement. 
The DON stated one of the pictures that Staff G that day pictured her looking were Resident #2 should have 
been and did not realize that he was not. The DON stated Staff G and Staff B were outside. The DON stated 
Staff J was outside and was the first to notice that Resident #2 was not present. The DON stated CNA's 
were coming, going and completing tasks inside at the time. The DON stated it was nursing's responsibility 
for supervision outside. The DON stated one of the nursing department staff should have stayed outside with 
the residents. The DON explained during her investigation nobody acknowledged they let Resident #2 
outside. The DON stated she could not determine that there was any staff present outside at the time of the 
incident supervising the residents. The DON explained she did not know why she did not realized that 
Resident #2 was missing. The DON stated one of the residents said to her that Resident #2 had gone 
around the corner a while ago and he never came back. The DON stated immediately they knew Resident 
#2 was headed to his previous residence and that was where they found Resident #2 with his son. The DON 
stated Resident #2 requested for his son to take him back to the nursing home. The DON acknowledged 
there was a lack of supervision during the fireworks activity for Resident #2 that led to his elopement. The 
DON stated Resident #2 was not injured. The DON stated an assessment was completed upon return. The 
DON stated Resident #2's physician and family were notified of the incident. The DON stated Resident #2 is 
currently 1:1 when outside. The DON stated at the time she did not know that there was a lot of thought that 
went into the level of supervision for any residents with a risk for elopement when outside for a group activity. 
Review of policy updated 10/29/24 titled, Missing Resident / Elopement Process documented an elopement 
risk assessment would be completed upon admission, readmission, quarterly, annually and with any 
significant change MDS. The Care plan would be modified as needed based on risk assessment. Residents 
identified at risk for elopement with moderate or high risk would have an alarm bracelet placed on to audibly 
alert the staff of attempts by the resident to exit the facility, the resident's care plan shall address behaviors 
using resident specific goals and / or approaches as assessed by the IDT, and Staff will encourage activities 
which the resident enjoys in order to occupy / distract the resident.
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