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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 
11:00 p.m. - 7:00 a.m. shift when Resident #1 eloped from the facility. On 09/23/2025 at 10:09 a.m. 
interviews with S1Administrator and S2ADON confirmed they were unaware that Resident #1 had the code 
to the exit door and they were unaware the staff were not visually checking Resident #1's location as 
ordered. On 09/24/2025 at 10:20 a.m. interview with S4Director of Nursing (DON) revealed she was not 
aware that the resident or any resident had the code to the exit doors and she was unaware that the staff 
were not making every 1 hour visualization rounds on Resident #1 prior to this incident. S4DON further 
confirmed Resident #1 was not monitored every hour as ordered and as stated in the careplan. 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 09/16/2025.1. To establish a complete 
baseline, the ADON did a check for all admitted residents on 09/12/2025 at 7:30 a.m. Fifty-three of the 55 
residents were present. 1 resident was inpatient at the local hospital and 1 eloped but was now with staff 
enroute back to the facility. 2. Resident #1 was placed 1:1 with staff upon return to the facility on [DATE] at 
7:45 a.m. until departure at 11:36 a.m.3. The ADON counseled all CNAs and Nurses on 11p-7a shift for their 
lack of supervision of residents and excessive break time and provided all CNAs and Nurses with a 
disciplinary write up on 09/12/2025. The ADON and Maintenance Supervisor assessed all exit doors of the 
building to ensure they were locked and the codes were functioning properly. Codes to the exit doors were 
updated on 09/12/2025 at approximately 8:00 a.m. 4. The DON inserviced all CNAs and Nurses on 
09/12/2025 - 09/16/2025 (all prior to returning to work). At least one CNA must remain on the hall at all times 
for proper supervision of residents. 5. The DON inserviced all CNAs and Nurses on importance of attentive 
supervision (every 2 hours rounding during assigned shift), as well as required rounding at each shift change 
to ensure all residents are safe and accounted for. Inservicing took place from 09/12/2025 - 09/16/2025. All 
staff was inserviced prior to returning to work. 6. The DON inserviced all staff that door code exits were 
changed at approximately 8:00 a.m. on 09/12/2025 and the new codes must not be given out to residents or 
visitors. Inservice also stated that any resident who wished to go outside must be supervised by staff. 
Inservice took place from 09/12/2025 - 09/16/2025. All staff was inserviced prior to returning to work. 7. To 
verify understanding of all inservices an elopement questionnaire was developed and administered by DON 
and ADON and was completed by all nurses and CNAs between 09/12/2025 - 09/16/2025. (All staff 
inserviced prior to returning to work) 8. On 09/12/2025 all residents were reassessed by MDS and Clinical 
Care Coordinator (CCC) nurse for baseline to determine any other risk for elopement.9. 09/12/2025 all 
residents who require every 1 hour visualization are identified by a task on the computer, ordered on 
Medication Administration Record (MAR), signage above assigned bed, closet care plan and a list posted by 
the time clock. 10. A construction company was notified by the Administrator that the fence needed 
improvements at the facility on 09/12/2025.11. A construction company repaired the fence on 09/16/2025.
Review of the Quality Assurance Performance Improvement (QAPI) records revealed the following:The DON 
or ADON will monitor camera footage 3 times a week at random to ensure that CNAs and nurses are not 
taking excessive break times and that at least one CNA remains on each hall at all times. This monitor will be 
completed at random 3 times a week for 2 weeks and then 1 time a week for 4 weeks or until compliance is 
met. Any noncompliance will be addressed. The CNAs and LPNs will rotate every 2 hour rounds through the 
facility so that all residents have a visual check every 1 hour by staff. CNAs will round on odd hours and 
nurses will round on even hours. These forms will be turned into the DON and ADON to ensure that this 
implementation is being followed. Rounding will be completed every 1 hour on all residents for 2 weeks and 
then will continue on all residents who have a every 1 hour monitor order for 4 weeks but may continue until 
compliance is met. Residents identified for every 1 hour monitoring are identified by signage above their bed, 
listed on closet care plan, order in Kiosk for CNAs, order in the computer for nurses, as well as a list by the 
time clock. Any noncompliance will be addressed. The DON and ADON will visualize rounds with CNAs and 
LPNs at random times throughout the week to ensure compliance either by in person or reviewing camera 
footage. This monitor will be completed 3 times a week at random for no less than 6 weeks but may continue 
weekly until compliance is reached. Any noncompliance will be addressed. An Elopement Questionnaire will 
be completed with 2 CNAs and 1 nurse at random by the DON or ADON 3 times a week for 2 weeks and 
then 1 time a week for 4 weeks or until compliance is met. Any noncompliance will be addressed.Validation 
of Plan of Removal:Review of the Incident log from 05/01/2025 - 09/22/2025 revealed no incidents related to 
elopement. Review of the census sheet revealed on 09/12/2025 all 53 of the 55 residents were located at the 
facility. One resident was in a local hospital and one was Resident #1 whom had eloped. Review of the CNA 
flowsheet dated 09/12/2025 revealed Resident #1 was one on one from 7:45 a.m. until 11:36 a.m.Review of 
the statement written by S2ADON revealed all exit doors were checked for proper functioning. During the 
survey the exit doors were functioning properly and were locked. Review of the elopement risk assessments 
were noted for all residents on 09/12/2025.Review of the disciplinary action forms dated 09/12/2025 the 
CNAs and nurses that worked 09/12/2025 from 11:00 p.m. - 7:00 a.m. were counseled due to the lack of 
supervision of residents. Review of the inservice training records from 09/12/2025 - 09/16/2025 revealed in 
part: -09/12/2025 - 09/16/2025 to CNAs and nurses by S4DON - At least one CNA must remain on the hall at 
all times for proper supervision of residents. - 09/12/2025 - 09/16/2025 to CNAs and nurses by S4DON - On 
the importance of attentive supervision (Every 2 hours rounding during assigned shift), as well as required 
rounding at each shift change to ensure all residents are safe and accounted for. -09/12/2025 - 09/16/2025 
to all staff by S4DON - The door codes exits were changed at approximately 8:00 a.m. on 09/12/2025 and 
the new codes must not be given out to residents or visitors. Inservice also stated that any resident who 
wished to go outside must be supervised by staff. Review of the facility's QA meeting notes revealed a 
meeting was held on 09/12/2025 regarding Resident #1's elopement. Review of the monitoring sheets 
revealed the DON or ADON monitored camera footage 3 times a week at random to ensure that CNAs and 
nurses were not taking excessive break times and that at least one CNA remained on each hall at all times. 
Review of the monitoring sheets revealed the CNAs and LPNs rotated every 2 hour rounds through the 
facility so that all residents have a visual check every 1 hour by staff. CNAs rounded on odd hours and 
nurses rounded on even hours. Signage was noted above their bed, listed on closet care plan, ordered in the 
Kiosk for CNAs, ordered in the computer for nurses, as well as a list by time clock was observed. Review of 
the monitoring sheets revealed the DON and ADON visualized rounds with CNAs and LPNs at random times 
throughout the week to ensure compliance either by in person or reviewing camera footage. Review of the 
Elopement Questionnaires revealed they were completed by CNAs and nurses at random by DON or ADON.
Review of the invoice from the construction company that repaired the fence on 09/16/2025 revealed the 
fence was repaired. During the survey observation of the fence revealed no issues were noted. On 
09/22/2025 at 9:20 a.m. interview with S9Housekeeping and S10Housekeeping revealed they were 
inserviced on not to give the code to the doors to anyone, watch for residents that seem like they are trying 
to get out, no one should be outside without staff. They were aware of the 2 residents that were at risk for 
elopement. On 09/22/2025 from 9:30 a.m. - 2:30 p.m. and on 09/23/2025 from 8:20 a.m. - 3:45 p.m. 
interviews with S6CNA, S11CNA, S12CNA, S13LPN, S14LPN, S15LPN, S16CNA, S17CNA, S19CNA, 
S20CNA, S21CNA, S22CNA, and S23CNA revealed they have recently been inserviced on not giving the 
door codes to anyone and to watch residents closely for elopement. The staff revealed they were aware that 
Resident #1 was at risk for elopement prior to his elopement and they were informed to watch him every 
hour. They document the every 1 hour checks in the computer system and on a form at the nurses station. A 
closet careplan was located in the closet that tells them all of the help each resident needs and what they are 
at risk for. Further interview revealed they were not aware that Resident #1 had the code to the door prior to 
the incident. Observation of the outside fence with S1Administrator on 09/22/2025 at 9:50 a.m. revealed the 
fence was in good repair. Observation on 09/22/2025 at 8:30 a.m. revealed no residents were observed 
outside of the building. Observations on 09/22/2025 at 8:45 a.m. and 12:10 p.m. revealed staff were outside 
in the secured area monitoring the residents. Observations on 09/23/2025 at 8:45 a.m., 12:45 p.m. and at 
2:45 p.m. revealed staff were outside in the secured area monitoring the residents. Observation of 
09/24/2025 at 8:10 a.m. no residents were observed outside of the building.Observation on 09/24/2025 at 
8:45 a.m. revealed staff were outside in the secured area monitoring the residents.
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