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The facility identified a census of 33 residents. The sample included three residents. Based on observation, 
record review, and interview, the facility failed to provide adequate supervision to prevent an elopement for 
Resident (R) 1, who was independently mobile, at risk for falls, and had impaired cognition. On 07/28/25 at 
approximately 06:45 AM, Certified Nurse Aide (CNA) N let R1 out of the facility doors after R1 had requested 
to go outside. Staff reported they were unable to locate R1 in the facility and began searching for him at 
approximately 08:20 AM. Consultant HH thought R1 may have tried to return to his apartment at the Assisted 
Living (AL), across the street, and went to look for him. R1 was found in his electric wheelchair, sitting under 
a gazebo, in front of his previous apartment building. R1 drove his electric wheelchair several blocks down 
the road, into the surrounding neighborhood, after he was asked to return to the facility by staff. Staff 
followed R1 and got him to return to the facility. The facility's documentation recorded R1 was let out of the 
facility at approximately 6:45 AM and was returned to the facility at approximately 08:50 AM. This deficient 
practice placed R1 at risk for avoidable injuries.Findings Included:- R1's Electronic Medical Record (EMR) 
documented diagnoses of cerebral infarction (stroke - sudden death of brain cells due to lack of oxygen 
caused by impaired blood flow to the brain by blockage or rupture of an artery to the brain), hemiplegia 
affecting right dominant side (paralysis of one side of the body), chronic obstructive pulmonary disease 
(COPD- progressive and irreversible condition characterized by diminished lung capacity and difficulty or 
discomfort in breathing), respiratory failure (inadequate gas exchange by the respiratory system resulting in 
not enough oxygen or too much carbon dioxide in your body), need for assistance with personal care, and 
unsteadiness of feet. R1's Entry Minimum Data Set (MDS) dated 07/19/25 documented when R1 was 
admitted to the facility. R1's admission MDS dated 07/25/25, had a status of in progress. An Assessment 
Outcomes document with a description of Brief Interview for Mental Status (BIMS) dated 07/22/25, 
documented R1 had a BIMS score of seven, which indicated severe cognitive impairment.R1's Care Plan 
with an initiated date of 09/22/19, documented R1 was at risk for falls. R1's Care Plan with an initiated date 
of 07/19/25, documented R1 had an altered respiratory status or difficulty breathing related to respiratory 
failure. An intervention, with an initiated date of 07/19/25, directed staff to monitor for signs and symptoms of 
respiratory distress and monitor, document, and report abnormal breath patterns. R1's Care Plan with an 
initiated date of 09/22/29 documented R1 had limited physical mobility related to stroke with right-sided 
hemiplegia.R1's Care Plan lacked evidence of elopement concerns or interventions prior to 07/28/25.R1's 
EMR under the Assessment tab recorded two Elopement Evaluation assessments, both dated 07/28/25. One 
elopement assessment was listed as type admission with a score of seven, and one was listed as type other 
with a score of four.An Elopement Risk Screen dated 07/28/25 at 09:16 AM, and a score of seven, recorded 
R1 had a history of elopement while at home, and a history of elopement or attempted leaving the facility 
without informing staff. The assessment further recorded R1 had verbally expressed the desire to go home, 
exhibited wandering behavior, and the wandering was a pattern or goal directed. The assessment further 
recorded R1's wandering behavior was likely to affect the safety or well-being of himself or others. R1 had 
been recently admitted and was not accepting the situation.An Elopement Risk Screen dated 07/28/25 at 
11:29 AM documented a score of four, and R1 did not have a history of elopement or attempted elopement 
while at home. The assessment recorded R1 had a history of elopement or attempted leaving the facility 
without informing staff. The assessment further recorded R1 had verbally expressed the desire to go home 
and had wandering behavior. The assessment recorded R1's wandering behavior was not a pattern and not 
goal directed. The assessment recorded R1's wandering behavior was not likely to affect the safety of 
himself or others. The assessment recorded R1 had been recently admitted and was not accepting the 
situation.R1's EMR lacked evidence of other elopement evaluation assessments completed prior to 07/28/25.
An Assessment Outcomes dated 07/21/25 document with a description of Fall Risk Evaluation recorded R1 
had a fall score of 20 and was at risk for falls.A Fall Risk Evaluation dated 07/21/25, documented R1 had 
three or more falls in the past three months, had a change in condition in the last 14 days, and had a recent 
hospitalization in the last 30 days.The untitled and undated investigation documents, provided by the facility, 
recorded R1 had been in the facility for nine days, and R1 had left the facility to go across the street to the 
AL where he came from. The documents recorded the root cause as R1 wanted to return to his apartment. 
The documents recorded CNA N as the staff member involved in the incident. The documents recorded, 
under the conclusion section, the incident was substantiated, the facility did not follow policies and 
procedures, and the incident was preventable. The documents further recorded, under the conclusion 
section, staff did not do everything they could to prevent and provide safety for the resident, and R1 should 
not have gone outside alone.CNA N's notarized Witness Statement dated 07/28/25, documented R1 had 
rung his light to get up, and she assisted R1 with getting his shoes on. CNA N documented R1 was already 
dressed and up in his electric wheelchair. CNA N documented R1 asked her to open the door for him. CNA 
N documented she had not been told that R1 was unable to be outside alone. CNA N documented R1, then 
sat outside the door, and she went on with her morning as there were other call lights going off. CNA N 
documented she had let R1 outside at approximately 06:45 AM. Licensed Nurse (LN) G's notarized Witness 
Statement dated 07/28/25 documented at 08:20 AM he was alerted by staff that R1 was not in the building. 
LN G documented Consultant HH walked over to R1's previous AL apartment and saw R1 in his motorized 
wheelchair. LN G documented R1, then drove away from Consultant HH in his motorized wheelchair. LN G 
documented R1 was returned to the facility at 08:49 AM.Consultant HH's notarized Witness Statement dated 
07/28/25, documented she had exited her office, and Certified Medication Aide (CMA) R asked if R1 was in 
therapy. Consultant HH documented R1 was not in therapy, and she went to his room. Consultant HH 
documented two other CNAs had told her R1 was not in his room, and she thought R1 may have been 
across the street at the AL. Consultant HH documented she went across the street and found R1 in his 
powered wheelchair under a gazebo. Consultant HH documented she asked R1 to return to the facility, and 
he refused. She further documented after R1 refused to return, he then took his powered wheelchair down 
the street and around the community center. Consultant HH documented she called Administrative Staff A 
and informed her to call 911. Consultant HH documented she followed R1 up and down the streets through 
the town. Consultant HH documented two CNAs caught up to them and assisted in getting R1 to return to the 
facility. She further documented, once R1 was ack at the facility, he had refused to go inside the buildings 
and instead insisted on returning to his AL apartment. Consultant HH documented R1 returned to the facility 
at 08:50 AM.CNA M's notarized Witness Statement dated 07/28/25, documented that around 08:26 AM she 
was outside in the front of the facility when she noticed R1 in his wheelchair going toward the Senior Center 
with Consultant HH following him. CNA M documented she went to see if she could help R1, but he refused 
to return to the facility or talk with CNA M. CNA M documented R1 just kept going down the road. CNA M 
documented CNA O caught up to them, and they were able to convince R1 to return to the facility.An 
Incident Note dated 07/28/25 at 10:33 AM documented R1 was placed on one-to-one monitoring due to 
leaving facility grounds without staff supervision.On 07/31/25 at 11:10 AM, an observation was made outside 
the facility along the route R1 took to exit the facility. Consultant HH accompanied to show the path R1 took 
through the neighborhood on the day of the incident. The facility was located in a neighborhood of 
single-family homes. Single lane roads throughout the area with 20 miles per hour (MPH) posted speeds. A 
small bridge across the street from the facility crossed a deep ditch with some water noted at the bottom. 
R1's previous apartment was a single-story with a gazebo out front and connecting sidewalks. R1 used his 
electric wheelchair to leave the area when staff asked him to return to the facility. R1 took his electric 
wheelchair onto a side road and traveled South two blocks, though two intersections with stop signs. R1 then 
traveled Southeast one block, then went South one block, crossing another intersection with a stop sign. R1 
then went Southeast again one block, then South one block, passed another stop sign. R1 then crossed a 
road onto a gravel driveway where a family member had previously lived. Staff had told R1 that his family no 
longer lived at that house. R1 then went back onto the road and went Northwest one block to a family 
member's house. Per staff interviews, R1's cousin was there and told R1 to return to the facility with the staff. 
Staff escorted R1 back to the facility four blocks North. The surrounding area was mostly flat or slightly 
inclined, with no sidewalks or curbs in the neighborhood.On 07/31/25 at 11:10 AM, Consultant HH stated she 
thought R1 would be at the AL as he was recently admitted to the facility and wanted to return to his 
apartment. She stated R1 was recently hospitalized . She stated the doctor told R1, on 07/28/25, he would 
not be safe to return to the apartment alone and would have to stay in the facility. Consultant HH stated that 
when she crossed the road, R1 sat in his electric wheelchair, under a gazebo, in front of his previous 
apartment. Consultant HH stated that when she asked R1 to return to the facility with her, he took off in his 
wheelchair. She stated she followed him through the neighborhood and always had eyes on him. She stated 
she was unable to keep up with him directly because the scooter moved faster than she could walk. She 
stated that other staff had come out to help follow him, and after he tried to go to some relative's homes in 
the area, they were able to convince R1 to return to the facility with a staff escort. On 07/31/25 at 02:00 PM, 
CNA M stated that around 08:26 AM, she went to the front door of the facility because the charge nurse and 
another staff, were outside. CNA M stated that the charge nurse and other staff had reported they could not 
find R1. CNA M stated Consultant HH went to check the AL across the street. CNA M stated she observed 
R1 in his electric wheelchair going out from the side of the AL property and down the road, away from the 
facility. She stated Consultant HH was following R1. CNA M stated she ran across the street and was able to 
catch up to him. CNA M stated she asked R1 where he was going and if something was wrong, but R1 just 
laughed under his breath and kept going. CNA M confirmed the directions R1 traveled through the 
neighborhood during the interview. She stated R1 stopped at the stop signs to look briefly before he 
continued. She reported that R1 went to a house several blocks away where his sister used to live. CNA M 
stated that once she convinced R1 that his sister no longer lived there, R1 continued another block down the 
road to his cousin's house. She stated R1's cousin was home and came out to help convince R1 to return. 
CNA M stated that other staff had caught up with them, and they were able to escort R1 back to the facility. 
CNA M stated it was hot outside, but reported R1 did not appear to be in distress as he was in an electric 
Wheelchair. She stated that once R1 was back in the facility, they took him to the dining room to get him a 
drink. She stated she stepped into the break room, and CNA N was in the break room, and CNA N told CNA 
M she had let R1 outside that morning. CNA M stated R1 should not be outside without supervision. She 
stated R1 goes outside with other smokers but should not be outside alone.On 07/31/25 at 02:26 PM, 
Administrative Staff A stated R1 had recently moved into the facility from the AL across the street. 
Administrative Staff A stated R1 recently went to the hospital, and when he returned, he wanted to go back 
to the AL. Administrative Staff A stated that the doctor told R1 on Monday that R1 would not be able to return 
to his apartment. She stated R1 asked CNA N if he could go out to get fresh air and was let outside. She 
stated the CNA N was a newer employee and did not know R1 could not be outside alone. Administrative 
Staff A stated R1 was still able to carry on conversations and appeared to know what was going on, so it 
normally would not have been a problem. She stated that when staff realized R1 was not in the building, they 
began searching for him and found him across the street in front of his previous apartment. Administrative 
Staff A stated she believed staff were unaware of where he was for about 15-30 minutes. She stated R1 
probably should not be outside alone due to his low BIMS score. Administrative Staff A stated the facility 
completed education for CNA N and informed her to ask nurses and check the care plan, prior to letting 
residents out, if she did not know. Administrative Staff A stated that all staff education was provided; 
however, not all staff had been given the education, and she believed they still had weekend staff to 
complete the education with. Administrative Staff A stated R1's care plan was updated with elopement risk, 
and R1 was placed on a one-to-one until dinner to monitor for further exit-seeking behaviors. Administrative 
Staff A stated R1 did not try to get out after, so they discontinued the one-to-one. Administrative Staff A 
stated R1 had no previous elopement attempts that she was aware of and has not tried again after the 
incident. On 07/31/25 at 03:59 PM, Consultant GG stated she was unable to locate any elopement 
assessments completed by staff prior to the incident. Consultant GG stated that the one elopement 
assessment listed under the type of admission was done after the fact. Consultant GG stated CNAs should 
check with the charge nurse before letting a resident outside by themselves to ensure they are able to be 
outside unsupervised. Consultant GG stated staff should always check with a nurse, especially if the resident 
has had a recent change in condition.The facility's Elopements and Wandering Residents policy, with an 
origination date of 04/06/17, documented elopement occurs when a resident leaves the premises or safe 
area without authorization and or any necessary supervision to do so. The policy documented residents 
would be assessed for risk of elopement and unsafe wandering upon admission and throughout their stay by 
the interdisciplinary care plan team. The policy documented adequate supervision would be provided to help 
prevent accidents or elopements.
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