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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, record reviews and interviews the facility failed to have an adequate system in place to ensure
residents at risk for elopement are supervised to prevent elopement from the facility for 1 (#1) of 2 (#1 and
#2) residents at risk for elopement. This deficient practice resulted in an Immediate Jeopardy for Resident #1
on 9/12/2025 at 2:15a.m. Resident #1 was last observed in the facility on 09/12/2025 at 1:55 a.m. The facility
was notified by S3Maintenance Supervisor on 09/12/2025 at 7:30 a.m. when Resident #1 was observed at a
gas station approximately 5 miles from the facility via a four lane highway. The local sheriff's office returned
Resident #1 to the facility at 7:45 a.m. without injury. Resident #1 exited the building through a coded locked
door after entering the code himself at 2:15a.m.The facility implemented corrective actions which were
completed prior to the State Agency's investigation entry on 09/22/2025. It was determined to be a Past
Noncompliance Citation. Findings:Review of the medical record for Resident #1 revealed an admission date
of 09/04/2025 with diagnoses that included schizoaffective disorder, bipolar disorder and schizophrenia.
Further review of the record revealed Resident #1 was court committed to the facility. Review of the
admission Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #1 had a Brief Interview
for Mental Status (BIMS) score of 15 which indicated Resident #1 had intact cognition for daily decision
making. Review of the care plan dated 09/04/2025 revealed Resident #1 had a potential for elopement.
Further review of the care plan revealed interventions for visual checks for resident's location every 1 hour,
provide diversional activities as needed and to redirect resident as needed. Review of the Wander Data
Collection Tool dated 09/05/2025 revealed Resident #1 wandered about the facility and he voiced that he
wanted to go home. Resident #1 was placed on every hour census and Resident #1 was assessed as a
wander/elopement risk. Review of the Incident/Accident Report dated 09/12/2025 at 7:30 a.m. revealed
S3Maintenance Supervisor called the facility and informed S5Licensed Practical Nurse (LPN) that Resident
#1 was sitting in between a gas station and the local sheriff's office. Resident #1 reported he threw his
belongings over the fence, then climbed over the fence and walked to a local store. S5LPN and S6Certified
Nursing Assistant (CNA) immediately went to retrieve Resident #1 in the facility van. Resident #1 was
unwilling to be transported in the facility van, but allowed the local Sherriff's officer to transport him back to
the facility. Resident #1 did not have any injuries. On 09/22/2025 at 9:00 a.m. observation of the video
surveillance with S1Administrator and S2Assistant Director of Nurses (ADON) revealed on 09/12/2025 at
1:55 a.m. S8LPN opened Resident #1's door. Further review of the video surveillance revealed on
09/12/2025 at 2:15 a.m. Resident #1 came out of his room, closed the door behind him entered the code to
the exit door and left the building. S1Administator and S2ADON confirmed the last time a staff member saw
Resident #1 was on 09/12/2025 at 1:55 a.m. On 09/22/2025 at 9:00 a.m. during observation of the video
surveillance, S1Administrator and S2ADON confirmed on 09/12/2025 at 1:55 a.m. was the last time a staff
member saw Resident #1. Further interview with S1Administrator and S2ADON confirmed Resident #1 was
not monitored every hour for elopement as ordered.Review of the nurses notes dated 09/12/2025 revealed at
approximately 7:30 a.m. S3Maintenance Supervisor called the facility to report that a resident was at a gas
station. S5LPN and S6CNA left the facility in the van to pick up the resident. Resident #1 refused to get into
the facility van so the local Sheriff's department transported Resident #1 back to the facility. Resident #1
arrived back to the facility at approximately 7:45 a.m.On 09/22/2025 at 10:10 a.m. interview with S13LPN
revealed she worked on 09/12/2025 from 7:00 a.m. - 7:00 p.m. and received report from S7LPN. S13LPN
further revealed when she received report from S7LPN she was not aware that Resident #1 was not in the
building. On 09/22/2025 at 2:10 p.m. phone interview with S3Maintenance Supervisor revealed he was at a
gas about 5 miles from the facility and saw Resident #1 sitting and smoking a cigarette. S3Maintenance
Supervisor revealed he called the facility and told S5LPN that Resident #1 was at the gas station. On
09/23/2025 at 9:00 a.m. a phone interview with S7LPN that was responsible for Resident #1's care on
09/11/2025 from 7:00 p.m. - 7:00 a.m. revealed Resident #1 took his nighttime medications about 7:15 p.m.
S7LPN revealed she got busy with other residents and didn't monitor Resident #1's location every hour as
ordered. Multiple attempts were made by the surveyor during the survey to contact S24CNA on 09/22/2025
at 2:35 p.m. and 5:30 p.m., 09/23/2025 at 3:26 p.m., and 09/24/2025 at 9:55 a.m. All attempts to call

S24CNA were unsuccessful. S24CNA was responsible for the care of Resident #1 on 09/11/2025 on the
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