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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews the facility failed to ensure residents received adequate supervision to prevent 
elopement for 1 (#1) of 3 (#1, #2, #3) sampled residents at risk for elopement. The facility implemented 
corrective actions which were completed prior to the State Agency's investigation entry on 12/09/2025. It was 
determined to be a Past noncompliance Citation. Findings: Review of Resident #1's record revealed an 
admission date of 10/27/2025 and a discharge to a behavioral hospital on [DATE]. Diagnoses included, in 
part, Parkinson's disease without dyskinesia without mention of fluctuations, dementia, depression, 
Alzheimer's disease unspecified, essential hypertension, atherosclerotic heart disease, and delusional 
disorders. Review of Resident #1's 11/03/2025 admission MDS (Minimum Data Set) revealed Resident #1 
had a BIMS (Brief Interview Mental Status) score of 06, indicating a severe cognitive impairment. Review of 
Resident #1's Care Plan revealed Resident #1 was care planned for security bracelet which was initiated on 
11/11/2025 and an actual elopement on 11/30/2025 when Resident #1 left the facility through a window in an 
office that had a malfunctioning door lock. Interventions included an admission to ___ _____ Behavioral on 
12/01/2025, a change in lock codes of offices with window access, one on one supervision, and resident was 
moved to the secure memory care unit on 12/01/2025. Review of Resident #1's progress notes 
revealed:-11/30/2025 at 2:51 p.m. - . Resident was not in her room, CNA (unspecified Certified Nursing 
Assistant) states that she just walked with her about 10-15 minutes ago down the hall. Writer walked to Hall 
E to see if resident was on Hall B or Hall E hall and she was not. CNA's found resident's walker on Hall E 
smoking patio. Writer reviewed the cameras and at 1:21 p.m. writer noted resident going into the MDS office 
then 5-10 minutes later the CNA checked in the office for the resident and did not see her. Writer never seen 
resident come back out of the MDS office. CNA was driving searching for resident and found resident at 
_______ (convenience store) at 2:07 p.m. on _________ Rd. CNA brought resident back. Full head to toe 
assessment complete and only skin tear noted to right arm with steri strips in place and another skin tear to 
right arm with bandage in place, these were old skin tears. Writer asked resident how she got out and she 
began smiling and stated I'm not going to tell you my secret. Resident was placed on the Memory care unit 
for safety.-12/01/2025 at 1:56 p.m. - New order to send resident to ___ _____ Behavior.-12/01/2025 at 4:42 
p.m. - Left facility ambulating with walker, left in ___ ____ Behavior van at 2:15 p.m. Review of 11/30/2025 
facility video footage with S2 ADON (Assistant Director of Nursing) revealed:From Hall A hall camera:-1:19 p.
m. - Resident #1 was initially seen on Hall A near the staff breakroom hugging S12 CNA and S12 CNA and 
Resident #1 proceeded to walk away from the camera, all the way down to the far end of Hall A door which 
led to door that entered Hall E where MDS office was located. S12 CNA seen going into a room on the left at 
the end of the Hall A while Resident #1 continued on down the hallway.-1:20 p.m. - Resident #1 seen going 
through door at the far end of Hall A to Hall E where the MDS office was located. From Hall E camera:-1:20 p.
m. - Resident #1 was seen coming through door from Hall A to Hall E and attempted to open the door to 
outside across from the Hall A door without success, then attempted to open mechanical closet door next to 
the outside door and it was locked, then attempted to open the door to outside again, but was unable to open 
it. -1:21 p.m. - Resident #1 proceeded past 3 windows and turned toward the MDS office and was able to 
open the door, without any difficulty, and entered the office. Resident #1 did not exit the MDS office door. 
During an interview on 12/10/2025 at 9:55 a.m. S3 DON (Director of Nursing) reviewed Resident #1's record 
and confirmed Resident #1's wanderguard was initiated on 11/11/2025. During an interview on 12/10/2025 at 
10:43 a.m. S3 DON confirmed the windows in offices with windows leading outside the facility and the 
windows in therapy gym did not have stops to limit how far the windows would open before the 11/30/2025 
incident. Further reported she had worked the day of the 11/30/2025 incident and upon check of the MDS 
office lock right after the incident, the keypad door lock was found to be unlocked. During an interview on 
12/10/2025 at 11:53 a.m. S2 ADON reported when she went to give Resident #1's medications on 
11/30/2025 at 1:30pm, Resident #1 was not in her room and upon review of video footage, Resident #1 was 
seen entering the MDS office at 1:21 p.m. S2 ADON further confirmed Resident #1 was found and returned 
to the facility on [DATE] at 2:07 p.m During an interview on 12/11/2025 at 12:50 p.m. S1 Administrator 
confirmed she had been made aware on 11/30/2025 that Resident #1 had exited the building through a 
window in the MDS office on a Sunday when the office would have been locked and the MDS nurse reported 
she had locked the door. S1 Administrator further reported a system was already in place that had been 
followed upon Resident #1's elopement and actions had been put in place since the 11/30/2025 incident for 
correction with a completion date of 12/02/2025. During the survey, it was determined the facility had 
implemented the following corrective actions to correct the deficient practice prior to entering the facility as 
evidenced by onsite observations, interviews and record reviews. The facility implemented the following 
actions with a completion date of 12/02/20251. Corrective actions for the resident affected include:a. 
Immediate elopement procedures were enacted to locate Resident #1. Facility conducted a facility-wide 
search to include inside/outside, facility grounds and the immediate surrounding area.b. Staff member 
located Resident #1 at a convenience store, which was 0.9 miles (per google maps) down the road on the 
same side of road as the facility. Staff member called and informed ward clerk and drove Resident #1 back 
to the facility.c. Camera footage was reviewed and Resident #1 was observed walking the hall and seen 
opening an unlocked office, went in and was not seen leaving the office. Upon return, Resident #1 had 
reported she exited through a window in that office, then closed the window behind her. d. MD (Medical 
Doctor) and Resident #1's RP (Responsible Party) were notified.e. Resident #1 was assessed and no 
negative outcome was found.f. Resident #1 was placed under 1:1 supervision until it was determined SCU 
(Secure Care Unit) was appropriate at this time for Resident #1.g. Resident #1 was sent out to a behavioral 
hospital the day after the incident and had not returned to the facility. 2. Residents at risk to be affected 
include residents assessed as an elopement risk and/or any resident who has been assessed for need of a 
security bracelet. Corrective actions for those residents include: Staff with offices were in-serviced about 
making sure office doors are closed and locked when unoccupied. All staff were educated on elopement 
policy beginning 11/30/2025 and continued until all staff were educated. Wandering drills completed to 
include all staff across all shift beginning on 11/30/2025. Wanderguard system was checked by maintenance.
3. The system changes the facility plans to put into place to prevent recurrence include: An audit was 
conducted of all windows and doors to ensure windows do not open past 6 inches and doors are locking 
properly on 12/01/2025. Office doors with coded (keypad) locks that have a window that has access to 
non-fenced-in areas were changed to keyed locks on 11/30/2025.4. The facility plans to monitor its 
performance to ensure the results are sustained by: Follow-up tools for locked unoccupied office doors and 
monitoring residents for exit seeking behaviors were developed and implemented on 12/01/2025. QA 
(Quality Assurance) meeting to meet weekly to discuss findings. Validation of Plan of Correction:Review of 
Correction Binder provided by the facility revealed wanderguard system checks had been conducted, 
resident rooms had been checked for window stops, and wandering drills were being conducted. Further 
monitoring of doors for being locked, monitoring for window door stops, and monitoring for exit seeking 
behaviors was being conducted as per the plan. Correction Binder further revealed QA meetings have been 
conducted on 12/01/2025 and 12/08/2025 thus far and included discussion of monitoring findings. 
Observation of office doors with windows to the outside were noted to have keyed entry. Observation on 
12/09/2025 at 8:45 a.m. revealed the memory care unit had keypad entry and common areas had strip of 
wood screwed inside of each window to limit how far the windows would open. During an interview on 
12/09/2025 at 2:55 p.m. S4 CNA and S5 CNA reported they had received training in regard to elopement 
and completed a test after the training that had to be passed. Observations conducted on 12/09/2025 from 
3:30 p.m. to 3:45 p.m. revealed multiple windows were noted to have hex screws inserted which, when 
opened limited the window opening; windows in the MDS office, hallway outside MDS office, therapy, and 
the dining area on rehab hall had stops in place on them so the windows would only open approximately 6 
inches. During an interview on 12/10/2025 at 8:56 a.m. S10 Housekeeping reported she had received 
training in regard to residents who wander/elope recently after a resident had recently had eloped. Further 
reported appropriate action to take if a resident was found to be missing. During an interview on 12/10/2025 
at 10:10 a.m. S6 CNA reported she had received an in-service in regard to elopement after the incident and 
had to pass a test after the in-service. During an interview on 12/10/2025 at 10:49 a.m. S7 RN/MDS and S8 
MDS reported they had been in-serviced regarding locking office doors and elopement of residents and had 
taken a test regarding elopement of residents after the in-service. Further reported anytime they leave the 
office, they made sure the office door was locked. Further added a screw had been put in their windows to 
limit how far the windows could open. During an interview on 12/10/2025 at 11:05 a.m. S9 Maintenance 
reported after a recent elopement incident in which a resident went out the window, he had changed all the 
keypad office locks with windows to the outside of the building to keyed locks and had put screws in windows 
of every office with windows leading outside the building so the windows could not be opened more than 6 
inches. S9 Maintenance further reported he had recently received training in regard to resident elopements 
that included a test.Observations of the following rooms were conducted on 12/11/2025 between 8:57 a.m. 
and 9:15 a.m. and windows were noted to have stops in place that limited the window opening to 
approximately 6 inches:-Rooms 103, 111, 117, 204, 207, 206, 308, 313, 316, 402, 408, 410, 411, 501, 503, 
and 511.-Windows in hallway on Hall E-Therapy on Hall E-Dining room on Hall E During an interview on 
12/11/2025 at 9:15 a.m. S11 LPN (Licensed Practical Nurse) reported she worked in the memory care unit 
and had recently received training in regard to wandering/elopement policy and reported appropriate action 
to take if a resident could not be found.
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