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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interviews, resident interview and facility policy review, the facility failed to self 
report an incident between two residents to the State Agency for 2 out of 2 residents reviewed (Resident #10 
and Resident #11). The facility reported a census of 32 residents. Findings include:1) The Minimum Data Set 
(MDS) dated [DATE] for Resident #11 documented a Brief Interview for Mental Status (BIMS) score of 5 
indicating cognitive impairment. The MDS documented no behaviors. The MDS documented a diagnosis of 
Alzheimer's Disease. Interview on 10/14/25 at 10:45 a.m. with Resident #5 revealed she witnessed Resident 
#10 and Resident #11 have an altercation in the dining room. Resident #5 stated that Resident #11 called 
Resident #10 a retard and then Resident #10 reached and pulled Resident #11's hair. Resident #5 stated 
that she asked the staff members to intervene. Resident #5 stated that after that Resident #11 went to sit by 
her. Resident #5 stated that she reported this to Staff A, Social Worker. Interview on 10/14/25 at 11:30 a.m. 
with Staff A stated that Resident #5 reported to her that Resident #10 pulled Resident #11's hair. Staff A 
stated that she didn't witness this incident. Staff A stated she called and reported this to the Administrator. 
Staff A stated that this incident happened around supper time. 2) The Minimum Data Set (MDS) dated 
[DATE] for Resident #10 documented a Brief Interview for Mental Status score of 15 indicating intact 
cognition. The MDS documented no behaviors.Interview on 10/14/25 at 1:00 p.m. with the Administrator, 
stated she received a phone call from Staff A around supper time, stating Resident #5 reported that Resident 
#10 grabbed Resident #11's hair to get her attention. The Administrator stated she asked Staff A how 
Resident #5 reported it to her and Staff A stated that Resident #5 was laughing about it. The Administrator 
asked Staff A how Resident #10 and Resident #11 were, Staff A stated they were fine. The Administrator 
stated that she interviewed Resident #10 and Resident #11 and neither could remember the incident or had 
knowledge of what happened. The Administrator stated that she is unsure if Resident #10 grabbed Resident 
#11's hair or put her hand through it to get her attention. The Administrator stated that she made a couple 
calls to the staff on the floor and they didn't have any knowledge of the incident between the two residents. 
The Administrator stated that she was going to interview Resident #5, but she had been having fluctuations 
in her anxiety and didn't want to get her anxiety worked up. The Administrator stated that Resident #5 is 
someone that keeps her abreast of everything that is going on in the dining room from residents to staff.Per 
the facility policy with an effective date of 8/2025 titled F607 F609 Abuse Program:Training, Reporting and 
Response, Covered Individual Responsibilities stated the policy is upon hire and annually, covered 
individuals will be notified of their obligations to report suspicion of crimes per above. The facility, through the 
Administrator or their designee, will report alleged violations related to mistreatment, exploitation, neglect, or 
abuse, including injuries of unknown source, and misappropriation of resident property the results of all 
investigations to the proper authorities within prescribed time frames.Alleged violation is a situation or 
occurrence that is observed or reported by staff, resident, relative, visitor, another health care provider, or 
others but has not yet been investigated and, if verified, could be noncompliance with the Federal 
requirements related to mistreatment, exploitation, neglect, abuse, including injuries of unknown source, and 
misappropriation of resident property.Should a suspected violation or a reasonable suspicion or 
substantiated incident of mistreatment, neglect, injuries of an unknown source, or abuse (including resident 
to resident abuse, or suspected crimes, or suspected evidence of humiliating or demeaning photographs or 
recordings), all covered individuals have the responsibility to report such immediately to the facility 
Administrator, or his/her designee in their absence. Any covered individuals are free to report directly to law 
enforcement and or the state agency.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interviews, and facility policy review, the facility failed to provide adequate nursing 
supervision to prevent elopement for 1 of 1 residents reviewed (Resident #1). Resident #1's fall risk 
assessment identified the resident at high risk for falls due to taking psychotropic medications. Resident #1 
eloped from the facility on 7/19/25. The facility reported a total census of 32 residents. Findings include:The 
Minimum Data Set (MDS) assessment dated [DATE] for Resident #1 documented diagnoses of traumatic 
brain injury, psychotic disorder, schizophrenia and bipolar disorder. The MDS showed the Brief Interview for 
Mental Status (BIMS) scored a 15 indicating intact cognition. The MDS showed Resident #1 ambulates and 
transfers independently. The Care Plan with a cancellation date of 8/1/25 showed Resident #1 transferred 
and ambulated independently without adaptive devices. Review of Elopement Evaluation on 5/29/25 
revealed Resident #1 was not at risk of elopement. Score: 0.0Review of Resident #1's progress notes on 
7/5/25 at 11:30 p.m. revealed Resident #1 attempted to go out the front door following a CNA. This was 
witnessed by staff, that Resident #1 did go out the door, but was followed by a staff member. The alarm did 
go off. Resident #1 did return to the facility. Review of Resident #1's progress notes on 7/6/25 at 1:47 p.m. 
revealed Resident #1 went out the side door of the building then went out the front door. Resident #1 stated 
she wants to go to Nebraska due to missing family. Staff was able to witness Resident #1 going out of the 
building and assisted her back into the building. Review of Resident #1's progress notes on 7/19/25 at 3:20 a.
m.revealed Resident #1 was at the nurses station demanding a cigarette and insisted that this nurse, Staff D, 
Registered Nurse (RN) give her one. Resident #1 demanded a cigarette, when she was told she didn't have 
any left, Resident #1 became combative with the certified nursing assistant (CNA), Staff C, and attempted to 
leave the building several times. Staff C blocked the door to try to keep Resident #1 in the facility. Resident 
#1 went out the door to the south east patio. Staff D went to help Staff C, after assisting another resident but 
the resident wasn't found on the patio. The perimeter of the building was searched by this nurse and 
Resident #1 was not found. The Administrator and Director of Nursing (DON) were called several times by 
this nurse and CNA, but no answer. The CNA called and left a message with the Administrator with no 
response. 911 was then called at 3:30 a.m. by this nurse and gave an update on the situation. At 3:40 a.m., 
the County Sheriff was here and given an update.On 7/19/25 at 5:27 a.m. Police notified Staff C that 
Resident #1 was found in someone's home. The Police told Staff C that they will do their part and reach out 
to the facility for the next steps to take. Review of the Police Report dated 7/19/25 at 3:33 a.m revealed Staff 
D called in and stated Resient #1 ran away from the facility. Staff D gave a description of white female, curly 
short hair, wearing pajamas and no shoes. Staff D also stated the female had schizoaffective disorder. 
Officers responded. After searching for a while, another officer arrived with a drone to assist, while the drone 
was being deployed, the officers received a call stating that Resident #1 was inside her house. Officers 
responded and located Resident #1. Emergency Medical Services were dispatched and transported 
Resident #1 to the hospital. After arriving at the hospital Resident #1 agreed to go back to the facility. The 
hospital will contact the facility when it is time to release Resident #1. On 10/9/25 at 11:08 a.m. interview with 
Staff C, stated that at night sometimes people do not come in to work. Staff C stated that it was only her and 
the nurse that night. Staff C stated Staff D had never worked the overnight shift before. Staff C stated 
Resident #1 had been throwing a big nicotine fit because she had no cigarettes. Staff C stated Resident #1 
kept trying to leave the facility. Staff C stated Resident #1 would not listen and kept saying I know there's a 
store around here. Staff C stated we tried to get her to calm down. Staff C stated we tried to get her to calm 
down, we tried to get her to color, watch TV and go back to her room, we tried to reassure and redirect her. 
Resident #1 refused to do all those things. Resident #1 wanted us to give her cigarettes and we explained 
that we don't smoke so we had no cigarettes. Staff C stated that another resident needed her assistant, she 
stated that she went to help that resident and realized that she was going to need the nurse's help also. Staff 
C stated that when she went to go get Staff D's assistance, Resident #1 was sitting at the dining room table, 
next to the south east patio door. Staff C stated that when Staff D was done assisting her, he left the room. 
Staff C stated that she assumed he went back out to the dining room. Staff C stated that when she was 
finished, she went back out into the dining room and Resident #1 was not sitting at the table. Staff C had 
asked Staff D where Resident #1 was at and Staff D stated I think she went back to her room. Staff C stated 
when they checked her room she was not in her room, so they came back out to the dining room and she 
noticed the key was in the alarm box that unlocks the door and shuts the alarm off when she went out to the 
patio Resident #1 was nowhere to be found. Staff C thinks she escaped through the fence. Staff C stated 
that she did not hear the alarm go off, but she was also in a room with the door shut assisting another 
resident. Staff C stated that she came back into the facility and called the Administrator, and the Director of 
Nursing (DON) and they did not answer. Staff C stated that Staff D also tried calling them. Staff C stated they 
ended up calling the cops. Staff C stated she was not at the facility when they brought Resident #1 back to 
the facility. Staff C stated she does not know where the keys are at, she stated she thought Staff D had the 
keys to the alarm. Staff C stated earlier in the night Staff D went outside with Resident #1 because she 
wanted to get some fresh air and seemed okay, but then when she came back in she wanted to go right back 
outside. Staff C stated she thinks Resident #1 found the keys and was able to unlock the door and get out. 
Staff C stated that she was fast, she was actually running throughout the facility. Staff C stated she has 
never seen her like this before, they were trying to keep her safe, reassuring, and redirect her. Staff C stated 
that Resident #1 has been uncooperative before but nothing like this. An interview with Staff D, RN, on 
10/9/25 at 12:11 p.m. revealed Staff D stated that they kept Resident #1's cigarettes and lighter in the 
medication room. Staff D stated it was pretty normal for Resident #1 to go out by herself. Staff D stated that 
she didn't have any cigarettes left and she kept insisting on going outside. Staff D stated that Resident #1 is 
known for smoking cigarette butts from the ashtray. Staff D stated that Staff C let Resident #1 out the side 
door (west door) of the patio. Staff D stated Staff C stood and monitored her. Staff D stated that previously 
Resident #1 tried to get out the side door to the patio and Staff C stood in front of her and tried to block the 
door. Staff D stated that they tried to get her to sit down with them and she refused. Staff D stated that he 
was at the computer to chart and looked over to the door and Staff C had left. Staff C stated he assumed 
Staff C went to answer a call light. Staff D stated Staff C never told him where she was going and what she 
was going to do. Staff D stated that when he looked over to the patio door it was closed and Staff D was 
gone. Staff D stated that when Staff C came back, Staff C looked for Resident #1 outside and she was gone. 
Staff D stated that they quickly called the DON three times and the Administrator two times and neither one 
of them answered so he called 911. Staff D stated that he looked around the perimeter of the building. He 
stated that he doesn't remember hearing the alarm go off. Staff D stated that the key hangs in the nurses 
station and anyone could get a hold of it. Staff D stated the resident families see us grab the key and he 
stated he knows Staff C let her out, Staff C was standing there monitoring her at that time. Staff D stated he 
knew the fence was around the patio, but that he was fairly new to the facility so didn't know there was a 
gate to get out of. Staff D stated he thought it was secured. Staff D stated there was no communication to the 
staff regarding when or if Resident #1 would get agitated or anxious. Staff D stated no the alarm was not 
going off, he didn't hear it. Staff D stated the door was already open and the alarm was not going off. Staff D 
stated the door was already unlocked. Staff D stated that they would lock it after Resident #1 came in 
because she would have to give her lighter back to us. Staff D stated he was never told anything about a 
policy. Staff D stated that this was the first night that she became so aggressive.Interview on 10/9/25 at 1:54 
p.m. with Staff B, RN reported that she received a phone call from the staff at the facility stating Resident #1 
had gone out the front door and side door, she stated the staff discovered she wasn't in the building or 
around the perimeter and called 911, the administrator and myself. Staff B did verify that there was only one 
nurse and one CNA scheduled, she stated that they would normally try to schedule two CNA's and a nurse. 
Staff B stated that there were discrepancies between the staff statements. Staff B stated I don't think the 
alarm went off. Staff B stated that Resident #1 had been known to go behind the nurse's station and take 
things and open cupboards. Staff B stated that Resident #1 wasn't smoking when she was admitted to the 
facility, but a family member started giving her money, she started smoking again and then got very 
behavioral when she started running out of cigarettes. Staff B stated that Resident #1 thinks it is a possibility 
that Resident #1 grabbed the key and let herself out of the facility. Interview on 10/13/25 at 1:15 p.m. with 
Staff E, Scheduler, reported that Staff C and Staff D did call/text Staff E regarding a call in for the next 
morning around midnight, but did not let her know regarding the escalated behaviors of Resident #1. 
Interview on 10/8/25 at 3:30 p.m. with the Administrator reported Resident #1 had left the facility through the 
west door which leads out into the fenced in patio. The Administrator stated Resident #1 was able to undo 
the chain and get out of the patio. Observation on 10/8/25 at 3:30 p.m. with Administrator. Observed the 
Administrator open the door, and an alarm sounded. The Administrator used a key to shut off the alarm. 
Observations of the patio completed. The area is fenced in with a chain link fence and has a gate with a 
chain around the gait. The Administrator stated that she did not apply the wander guard to Resident #1 
because she had a BIMS of 15 and she made the conscious decision to leave the facility.Review of facility 
policy with an effective date 10/2024 named Emergency Strategy: Missing Resident revealed based upon 
the All Hazard Risk Assessment, the facility may have this identified risk. Resident elopement resulting in a 
missing resident is considered a facility emergency. A. Staff shall promptly report any resident who tries to 
leave the premises or is suspected of being missing to the Charge Nurse or Director of Nursing. B. If an 
employee observes a resident leaving the premises, he/she should:Attempt to prevent the departure in a 
courteous manner and stay with the resident;Get help from other staff members in the immediate vicinity, if 
necessary; andInstruct another staff member to inform the Charge Nurse or Director of Nursing Services that 
a resident has left the premises. C. Policy indicates that physician and family need to be notified. This is only 
if they were out of sight and not with a staff person the full time.When a departing individual returns to the 
facility, the Director of Nursing Services or Charge Nurse shall:Examine the resident for injuries;Notify the 
Attending Physician;Notify the resident's legal representative (sponsor) of the incident;Complete the file 
Accident/Incident Report; andDocument the event in the resident's medical record.If an employee discovers 
that a resident is missing from the facility, he/she shall;Determine if the resident is out on an authorized leave 
or pass;If the resident was not authorized to leave, initiate a search of the building(s) and premises;Notify the 
Administrator and the Director of Nursing Services, the resident's legal representative (sponsor), the 
Attending Physician, law enforcement officials, and (as necessary) volunteer agencies (i.e., Emergency 
Management, Rescue Squads, etc);Provide search teams with resident identification information; andInitiate 
an extensive search of the surrounding area.When the resident returns to the facility, the Director of Nursing 
Services or Charge Nurse shall:Examine the resident for injuries;Contact the Attending Physician and report 
findings and conditions of the resident;Notify the resident's legal representative (sponsor);Notify search 
teams that the resident has been located;Complete and file an incident report;Complete a new Wandering 
and Elopement Evaluation,Update care plan, Treatment Administration Record (TAR) / Medication 
Administration Record (MAR) and Plan of Care (POC) with updated monitoring interventions as appropriate, 
andDocument relevant information in the resident's medical record. On 10/9/25 at 3:45 p.m. The 
Administrator stated that the expectation would be for the staff to notify/alert administration/management so 
they could have had someone come in and help them out with supervision.
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