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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to accurately assess elopement risk assessment, 
ensure exit doors were properly secured, and provide adequate supervision to prevent an elopement from 
the facility for one Resident (#1) of 1 resident reviewed for elopement risk. This deficient practice resulted in 
an Immediate Jeopardy when Resident #1 exited the facility unsupervised for approximately 30 minutes in 53 
degree weather without proper attire and was found in a ditch where Resident #1 fell and was complaining of 
being cold and had head and neck pain, which required transfer to the Emergency Department (ED) for 
evaluation. after 30 minutes being outside in 53 degree weather without proper attire or footwear.This 
deficiency pertains to Intake 2635984.Findings include:Resident #1 (R1)The Immediate Jeopardy (IJ) began 
on 10/6/25 at 5:13 a.m., when R1 eloped from the facility which was undetected by facility staff. R1 was 
subsequently observed by incoming facility staff arriving for day shift. R1 was found laying in a small ditch 
adjacent to the main entrance street on 10/6/25 at approximately 5:45 a.m. The Nursing Home Administrator 
(NHA) was notified of the IJ on 10/7/25 at 3:45 p.m. At that time, a written plan for removal of the immediacy 
was requested from the facility. This Surveyor confirmed by observation, interview, and record review that 
the immediacy was removed on 10/8/25 at 9:23 a.m., however, noncompliance remains at the potential for 
more than minimal harm due to sustained compliance which has not been verified by the State Agency (SA).
Review of a Facility Reported Incident (FRI), submitted to the State Agency (SA) on 10/6/25, revealed the 
following facility reported event: .Incident Summary: DON (Director of Nursing was contacted by SSD (Social 
Services Designee) at 5:56 a.m., that upon arrival to work she (SSD) observed [R1] sitting outside in the 
ditch in front of the gazebo . When did the problem occur? 10/06/2025 05:13 a.m. Review of R1's Minimum 
Data Set (MDS) assessment, dated 8/19/25, revealed readmission to the facility on 2/28/25, with active 
diagnoses that included the following, in part: progressive neurological disease, diabetes mellitus, 
non-Alzheimer's dementia, anxiety disorder, depression, and macular cyst of right eye. R1 scored 7 of 15 on 
the Brief Interview for Mental Status (BIMS) reflective of severe cognitive impairment. Review of R1's 
Unwitnessed Fall Incident Report, dated 10/6/25 at 05:45 (5:45 a.m.), revealed the following, in part: 
Resident found outside of building sitting in grass by curb on her buttock. Wheelchair was off to the side. No 
visible injuries. Resident has been searching for her car all night and has asked if anyone knows where 
[Town Name] is. Resident states hitting her head and that this is not her home and that she does not want to 
be here and was looking for her car . Description: Vital signs initiated no complaints of pain with passive 
range of motion. There are no visible signs of injury at present time when checking resident's skin. Resident 
taken to hospital? N (NO). Injury Type: No Injuries observed at time of incident. Level of Pain: 0 (zero) . 
Mobility: Ambulatory without assistance. Mental Status: Oriented to Person, Oriented to Place . NOTES: 
Resident is confused and has been searching for her car all night. States that she wants to go home and 
does not want to be here. Resident is ambulatory and is unstable on her feet . Other info: Exit seeking. Not 
wanting to be here in facility. Incident report completed by LPN C.Review of the facility's surveillance video 
on 10/6/25 at approximately 8:45 a.m., beginning on 10/6/25 at 3:51 a.m., in the presence of the Nursing 
Home Administrator (NHA) and DON revealed the following wandering and elopement observations, in 
part:3:51 a.m. - R1 enters her room pushing wheelchair.3:54:34 a.m. - R1 exits her room pushing wheelchair 
down the 100 Hall to the nurses' station.4:01:00 a.m. - R1 sitting in wheelchair at nurses' station. Licensed 
Practical Nurse (LPN) C leaves R1 unsupervised and walks to and enters the bathroom with a cellphone in 
her hand.4:10:22 a.m. - R1 self-propels wheelchair down the activity/dining room Hall unsupervised.4:11:16 
a.m. - R1 enters the dining room, unsupervised.4:13:29 a.m. - R1 Stands up from wheelchair, 4:13:36 R1 sits 
down in wheelchair, 4:13:56 R1 stands up from wheelchair. Unsupervised.4:14:16 a.m. - R1 pushes 
wheelchair around the dining room, unsupervised.4:14:42 a.m. - LPN C exits bathroom with cellphone in 
hand. (14 minutes, 42 seconds in bathroom)4:14:56 a.m. - LPN C observed with R1 in the dining room.
4:15:30 a.m. - LPN C observed using personal cell phone at the nurses' station.4:20:20 a.m. - R1 pushes 
wheelchair back toward front exit door; unsupervised.4:26:24 a.m. - R1 walks back toward nurses' station 
pushing wheelchair; unsupervised.4:24:35 a.m. - R1 pushed wheelchair toward nurses' station - 
unsupervised.4:24:46 a.m. - (Certified Nurse Aide) CNA D walks into the break room.4:28:23 a.m. - R1 walks 
down 100 Hall and back up 100 Hall and looks in her room at 4:33:35.4:31:38 a.m. - CNA B goes downstairs 
on the elevator. Returns at 4:49:36 a.m.4:34:02 a.m. - R1 no longer on the 100 Hall. R1 moves to nurses' 
station at 4:34:504:35:12 a.m. - LPN C continues on her personal cell phone observed on her lap at the 
nurses' station.4:36:35 a.m. - R1 walks down the 200 Hall pushing her wheelchair, unsupervised.4:39:56 a.
m. - R1 leaves 200 Hall pushing her wheelchair, unsupervised.4:40:25 a.m. - R1 pushes wheelchair past 
nurses' station. Speaks to CNA E at 4:42:07.4:42:24 a.m. - R1 heads down the 300 Hall pushing wheelchair, 
unsupervised.4:49:34 a.m. - R1 exits 300 Hall pushing her wheelchair, unsupervised.4:50:00 a.m. - R1 
Walks around nurses' station pushing her wheelchair.4:53:08 a.m. - R1 back to the 300 Hall. 4:53:49 a.m. - 
R1 goes down the activity/dining room hallway unsupervised.4:55:25 a.m. - R1 wheeled up to front door 
unsupervised. R1 tried to push the front exit door open. Pushed with her hand and then body. Turns 
wheelchair around.4:56:02 a.m. - R1 heads into the dining room pushing wheelchair - no staff present.
4:56:52 a.m. R1 turns wheelchair around and exits the dining room at 4:57:55 a.m.5:00:23 a.m. - R1 walks 
past nurses' station pushing wheelchair. Down the 100 Hall. Off camera 5:00:545:03:59 a.m. - R1 walks to 
end of 100 Hall pushing wheelchair, unsupervised.5:05:39 a.m. - R1 enters and exits another Residents 
room (confirmed by the NHA and DON).5:06:44 a.m. - CNA B talks to R1 and R1 leaves 100 Hall at 5:07:16.
5:07:41 a.m. - R1 walks past empty nurses station pushing wheelchair, unsupervised.5:08:18 a.m. - R1 
walks down the 200 Hall. Pushing wheelchair unsupervised.5/11/29 a.m. - R1 comes off of 200 Hall and 
goes toward the 300 Hall, unsupervised.5:11:57a.m. - R1 in view on the 300 Hall pushing her wheelchair, 
unsupervised.5:13:20 a.m. - R1 stops at the exit door at the end of 300 Hall, unsupervised.5:13:24 a.m. - R1 
pushed on the 300 Hall exit door bar, supposedly activated with a delayed egress 15-second alarm, for two 
seconds while positioned behind her wheelchair until 5:13:26. R1 repositioned herself closer to the delayed 
exit door bar and pushed the bar again at 5:13:32. The 300 Hall door opened at 5:13:33 and R1 exited from 
the building unsupervised at that time.5:16:44 a.m. - CNA D approached the 300 Hall exit door and appeared 
to reset the 15-second delayed egress alarm on the door bar. She looked out of the 300 Hall exit door 
window but did not open the door. 5:17:44 - CNA D reset the box alarm on the wall to the left of the door, 
with a key. At 5:17:52 CNA D looks out the door window again. The surveillance video showed no staff 
exited the 300 Hall door to look for any elopement resident. During an interview on 10/7/25 at 9:00 a.m., 
when asked what the policy was regarding the use of personal cell phones on the nursing floor, the DON 
stated, They are not to have them (personal cell phones) around residents. When the NHA and DON were 
asked if they had any concerns related to the lack of staff engagement with R1 as she wandered throughout 
the facility, the NHA and DON acknowledged staff did not appear to implement any interventions to engage 
R1 in a task, activity, or supervision of her wandering as observed on the surveillance video. Review of the 
Personal Cell Phones policy, reviewed/revised 7/18/25, revealed the following, in part: Policy: It is the policy 
of this facility to provide quality care to our residents without interruption .1. This facility prohibits employees 
from using personal cell phones for any reason, on the nursing units or in working areas of the facility .4. Cell 
phones may be used by employees while on a scheduled break in break areas only. 4. Employees who 
violate this policy will be subject to disciplinary action up to and including termination of employment .During 
an interview on 10/7/25 at approximately 9:45 a.m., the DON and NHA confirmed they assumed the 
15-second delayed egress alarm was sounding, however the video did not contain sound. They also 
confirmed facility staff only looked out the 300 Hall delayed egress exit door window. They did not open the 
door and move outside to verify all residents remained inside the facility. When asked if all nurses should 
know to do a head count when an exit door alarm sounds, the DON stated, ‘Absolutely.' The DON 
acknowledged no head count was completed following the STOP alarm (on the wall to the left of the door) 
sounding when the door seal was broken. The DON said two CNAs ( B and E) were showering [a Resident] 
on the 100 Hall beginning at 5:11:07. At 5:10:02 CNA D was in a room [with two other Residents on the 200 
Hall) until the time CNA D approached and checked the 300 Hall exit door window and then re-engaged the 
STOP and delayed egress alarms following R1's elopement from the facility. At 5:11 a.m., LPN C was on the 
200 Hall with [another Resident]. When asked what priority level was assigned to responding to an exit door 
alarm, the DON stated, An exit alarm trumps resident care as long as the resident is safe. The DON 
continued, I watched the camera, and nobody drove by (and found R1 laying in the ditch) until 5:44:47 a.m. 
when [Housekeeper I] and [Social Service Designee H) came to work. The DON said it was dark outside in 
the video, and 53 degrees . At 5:48:57 a.m. a wheelchair was brought out of the facility by LPN C. R1 was 
pushed into the facility in a wheelchair at 5:53:29, wearing a blanket (provided by Housekeeper I), and what 
appeared to be pajamas, and socks. No gait belt was observed on R1, nor were there foot pedals observed 
on the wheelchair upon R1 being propelled by staff into the building.Review of R1's Nursing Progress Notes, 
provided by the NHA/DON on 10/7/25 at approximately 11:20 a.m., revealed the following, in part:08/05/25 
08:32 (8:32 a.m.) : Nursing staff reports that resident is not sleeping well at night and is up often.08/28/25 
00:09 (12:09 a.m.) : [ R1] up and ambulating the hallway, states she can't sleep.9/5/25 13:27 (1:27 p.m.) : 
[Physician] was updated that resident continues to not sleep at night.9/10/25 23:21 (11:21 p.m.): [R1] up and 
walking around the unit. unable to reorient.9/11/25 01:25 (1:25 a.m.) : [R1] convinced there are people 
outside making a lot of noise. Attempted to go outside the TV room exit .9/23/25 09:14 (9:14 a.m.) : .MD 
(Physician) was updated that resident (R1) continues to be more confused . No changes made to Cymbalta 
or Melatonin at this time as resident was up walking the halls during the night not sleeping .9/27/25 09:35 
(9:35 a.m.): EMS (emergency medical services) arrived to take resident to [local hospital emergency 
department (ed)] for Eval (evaluation).10/1/25 16:34 (4:34 p.m.): Res (R1) returned to the facility from [local 
hospital] . her son said she was very much disoriented while at the hospital and he had to stay with her to 
make sure she did not get out of bed on her own. He stated that she did have a couple of falls while in the 
hospital . discharge diagnosis was hypertensive encephalopathy.10/3/25 04:52 (4:52 a.m.): Resident (R1) 
has been wandering throughout this shift despite staffs attempts to redirect resident back to bed. Resident 
did not sleep tonight. Resident has set off exit door alarms twice this shift, staff alert and monitoring 
resident's location.10/6/25 06:19 (6:19 a.m.): Resident found outside of building sitting in grass by curb on 
her buttock. Wheelchair was off to the side. No visible injuries. Resident has been searching for her car all 
night and has asked if anyone knows where [town name] is? MD, RP (responsible party), and DON aware. 
Authored by LPN C.10/6/25 06:20 (6:20 a.m.): .Resident complains of neck and shoulder pain - updated 
nurse, and that she is cold. Authored by SSD H.10/6/25 06:55 (6:55 a.m.): SN (skilled nurse) arrived at 0645 
for shift. Heard from staff that a resident was found outside. The resident was to be on the hall I was taken 
(sic) over. SN went to resident that was in social worker room. SN instantly did an assessment and started 
neuro checks. Resident stated, I have neck and back pain. SN start asking questions about how long she 
was outside? Where and how was she found? SN wanted an ER eval and called 911 . EMR arrived and took 
3 assist to get her on stretcher. Authored by Registered Nurse (RN) F.10/6/25 07:36 (7:36 a.m.): Resident 
sent out for further treatment and evaluation since fall this morning. Family and MD notified. V/S (vital signs) 
170/61 (blood pressure), 83 (pulse), 97.6 (temperature), and 18 (respirations), second set (of vitals time 
unknown) 154/73, 79, 97.6, 18, 97% (oxygen saturation) RA (on Room Air). Authored by LPN C. No 
neurological evaluations were found documented for the time between the residents return to the facility and 
the assessment completed by RN F who arrived approximately 1 hour later at 6:45 a.m.10/6/25 07:48 (7:48 a.
m.) : Elopement Evaluation: History of elopement while at home: NO. Wandering behavior a pattern or 
goal-directed: NO. Wanders aimlessly or non-goal-directed: NO. Wandering behavior likely to affect the 
safety or well-being of self/others: NO. Wandering behavior likely to affect the privacy of others: YES. 
Recently re-admitted (within past 30 days) and has not accepted the situation: NO. Completed by RN A.
Review of R1's Pain Assessment, completed on 10/6/25 at 6:32 a.m., by LPN C, following R1's return into 
the building following elopement revealed the following, in part: Should Pain Assessment Interview be 
Conducted: YES. Pain Presence: Ask resident: Have you had pain or hurting at any time in the last 5 days? 
NO documented.During an interview on 10/7/25 at approximately 10:00 a.m., when asked why R1 had not 
been considered an elopement risk with a pattern of wandering and entering other resident rooms, the DON 
said R1 was not observed exit-seeking, and the staff had no idea she had tried to get out the front door the 
same night. Because staff didn't think she was trying to elope, they did not consider her pattern of wandering 
a risk for elopement. The DON agreed, after watching the surveillance video, R1 did wander aimlessly, and 
non-goal oriented, as well as entered other resident rooms posing a risk to their privacy. When asked if the 
DON understood the concern related to elopement risk when a resident is up wandering for hours during the 
night, unsupervised, the DON stated, It is our error for this happening. We are going to have an onboarding 
process (for contract staff), who did not respond to the exit door alarm according to policy. When asked if 
contract staff had access to the Wandering/Elopement policies, the DON and NHA reported they were on the 
'P Drive' on the computer at the nurses' station.Review of R1's Care Plan Report for Risk for 
Wandering/Elopement Identified, Code alert applied to right ankle . Date Initiated: 10/6/25. Revision on: 
10/06/25. The Interventions/Tasks all initiated on 10/6/25 included the following: Clearly identify Residents 
room and bathroom.Engage Resident in purposeful activity.Identify if there is a certain time of day 
wandering/elopement attempts occur.Identify wandering/elopement de-escalation behaviors.Provide care in 
a calm and reassuring manner.Provide clear, simple instructions.Provide reorientation to surroundings, 
environment. No Care Plan to address R1's wandering was present until after R1 exited the building on 
10/6/25 at 5:13:33, although wandering behaviors were documented previously and wandering behaviors 
were clearly visible on the surveillance video prior to R1's elopement. During an interview on 10/7/25 at 
10:30 a.m., R1 was asked if she had left the facility at night recently. R1 said she went outside, because she 
used to live in the woods and she was not afraid of the dark. R1 reported she had fallen into a small ditch 
and said she was cold with head and neck pain, so they took her to the hospital. R1 was pleasant, talkative, 
but could not recall how she exited the building or got into the small ditch.During an observation and 
interview on 10/7/25 at 10:35 a.m., the Environmental Services (EVS) Director G was asked to test the 
functioning of the 300 Hall exit door. EVS Director G stated, If you push the door (bar on door) the alarm 
starts. The door should unlock after 15 seconds. I haven't put a stop watch to it, but we do check these 
monthly I know for a fact you can't push the door open for 15 seconds. When the door bar was pushed the 
alarm began to sound. When the door was pushed again it did not open for 15 seconds, unlike the 
surveillance video observation with the DON and NHA. EVS G was asked to review the surveillance video of 
10/6/25 at the time of R1's elopement from the facility and provide his thoughts regarding R1's exit from the 
building and the timeframe of the 300 delayed egress doors' opening. EVS G observed the surveillance 
video in the presence of the NHA and DON at approximately 10:45 a.m.During an interview/observation on 
10/7/25 at 11:20 a.m., EVS Director G reported he had observed the surveillance video recorded on 10/6/25 
of R1's elopement from the facility. When asked how the 300 Hall delayed egress door could have opened 
so quickly and not be delayed for 15 seconds before opening, EVS Director G stated, The only thing that 
could have been different is the door was unlocked. If the door was unlocked the alarm would not sound - but 
when the door (seal) opens the stop box alarm sounds, and we can go and check the door. The door was 
tested in the presence of this Surveyor and when the 300 Hall delayed egress door alarm was turned off, 
with the key removed in the upward position, but not turned completely to the right to engage the door lock 
alarm, no alarm sounded, and the box alarm only began sounding when the door seal was broken and the 
door was opened. EVS Director G stated, I assume that is what happened. It is the only way the door would 
open that quickly. In the presence of the NHA and DON, EVS Director G confirmed the surveillance video 
showed the 300 Hall delayed egress door opened quickly allowing R1 to exit the building, well before the 15 
seconds during which the alarm should have been sounding. The NHA and DON also agreed. EVS Director 
G said the delayed egress door alarm would not have sounded at all if the door alarm was not engaged but 
left unlocked as he suggested.During an interview on 10/7/25 at 11:47 a.m., SSD H, the first staff member to 
find R1 in the small ditch, was asked to describe her observations and/or actions. SSD H stated, At about 
5:45 a.m., we were coming down past the building (nursing home facility). I had noticed an animal going 
around the building. It was not a deer, I don't know what it was. I saw someone in the ditch. It was [R1]. I 
stayed with the Resident. [Housekeeper I] went (ran) in the building and [LPN C] came out with a wheelchair. 
R1's wheelchair was on the door side of the gazebo. The resident was in the ditch between the gazebo and 
the road (near the road). [R1] said she was going for a walk, and she goes there all the time. [R1] was laying 
on her right side with her elbow propped up - and her feet out in front of her. She said she was cold, and she 
said that her neck and head hurt. She said she hit it (R1's head) on the hard thing behind her. [Housekeeper 
I] got her (R1) a blanket. I didn't want to leave the resident. She had a t-shirt, capris and grippy socks on. 
When asked if she wanders in the building at night, SSD H stated, She does wander safely in the building. 
When asked if she goes into other residents' rooms at night, SSD H stated, She has a specific resident - she 
will go in and peak on her. SSD H continued, RN A did come and put a wander guard on her before she (R1) 
left for the hospital. When asked if a gait belt or wheelchair foot rests were placed on the wheelchair prior to 
R1's transport back into the building, SSD H stated, No, they were not. SSD H said LPN C and another staff 
member lifted her up into the wheelchair.During a telephone interview on 10/7/25 at 2:12 p.m., when asked if 
R1 had a pattern of wandering at night when having difficulty sleeping, RN F stated, This wandering started 
in the last month. I sent her (R1) out last week (to the hospital) and she was talking gibberish with . 
encephalopathy. Starting last week, she (R1) was going into other resident rooms. When asked about the 
10/3/25 progress notes that documented R1's exit-seeking, RN F stated, During the day she is a whole 
nother (sic) person. When asked why RN F sent R1 to the hospital when this occurred on night shift, RN F 
stated, I didn't like the way the travel nurse said to me [R1] was so hard to handle. I instantly sent her out. I 
wasn't even clocked in . I don't understand why no one looked out or went out and looked for her .Telephone 
calls were made on 10/7/25 at 2:19 p.m. and 2:22 p.m., to LPN C and CNA E with no success. LPN C had 
no voicemail set up, and for CNA E a message was left with no return call received.During an interview on 
10/7/24 at 2:26 p.m., RN A was asked about monitoring for changes in condition related to wandering 
behaviors and elopement risk, specifically for R1 and the 10/3/25 progress note that documented 
exit-seeking. RN A stated, I don't always see those progress notes. As soon as I heard she hit the door (on 
10/6/25) I put a wander guard on her. I did not see the 10/3/25 progress note. I am not the only person that 
can put a wander guard on her. I was not informed that she was exit seeking on 10/3/25, and other people 
could have put a wander guard on her as well. I have been really busy, and I just missed it. RN A said that 
she (R1) was different for the last month, and had non-goal directed wandering., and did sometimes go into 
other resident rooms, but RN A said that she did not feel R1 was an elopement risk because she didn't think 
she was exit seeking. During an interview on 10/7/25 at 2:48 p.m., When asked what staff member was 
responsible for updating elopement assessments when the residents' wandering behaviors changed. The 
DON stated, The person who should have been completing the assessment needs to be reading the 
progress notes. Looking back and reading progress notes to see what her (R1's) status is, is important as 
you fill out the Elopement Assessment, not just going by what you think the resident is doing. The DON 
confirmed the RN/MDS Director A would have been responsible for re-evaluating R1's elopement risk. When 
asked if the DON understood my concerns with documentation of NO to wandering and going into other 
resident rooms on R1's elopement assessment, the DON stated, I absolutely do.Review of R1's MDS, dated 
[DATE], Discharge Return Anticipated, showed SSD H completed Section E related to behaviors, which 
documented R1 did not have any wandering behaviors. During an interview at this same time on 10/7/25 at 
3:30 p.m., SSD H said she did not always go back and read the progress notes when completing her 
portions of resident MDS Assessments.Review of an Elopement Risk Evaluation, completed on 9/26/25, 
revealed all questions were answered with NO, with a resulting score of zero (0), indicating R1 had no 
anticipated risk of elopement. Questions included, in part: Wandering behavior, a pattern or 
goal-directed?Wanders aimlessly or non-goal-directed?Wandering behavior likely to affect the safety or 
well-being of self/others?Wandering behavior likely to affect privacy of others?During an interview on 10/7/25 
at 3:36 p.m., When asked if a complete assessment of R1 was performed following her re-entrance into the 
building after her elopement, the DON stated, It was not completed because no neuros were completed 
following the resident's (R1's) fall while outside and complaints of head and neck soreness. The DON 
acknowledge the day shift nurse who came on duty was the nurse who began neuros an hour later.During a 
telephone interview on 10/7/25 at 4:03 p.m., R1's Guardian J was contacted regarding R1's elopement/fall on 
10/6/25. Guardian J stated, They (facility staff) called me at 6:56 a.m. They said that she got out of the 
building . they told me the alarms did go off and she (CNA D) didn't look outside. I was not very happy with 
the nurse (CNA D) who heard the alarm and turned it off but didn't look outside.Review of the Elopement 
policy reviewed/revised 6/12/25 revealed the following, in part: Policy: This facility ensures that residents who 
exhibit wandering behavior and/or are at risk for elopement receive adequate supervision to prevent 
accidents and receive care in accordance with their person-centered plan of care addressing the unique 
factors contributing to wandering or elopement risk. Wandering is random or repetitive locomotion that may 
be goal-directed (e.g., the person appears to be searching for something such as an exit), or non-goal 
directed or aimless. Elopement occurs when a resident leaves the premises or a safe area without 
authorization (i.e., an order for discharge or leave of absence) and/or any necessary supervision to do so .1. 
The facility is equipped with door locks/alarms to help avoid elopements.2. Alarms are not a replacement for 
necessary supervision. Staff are to be vigilant in responding to alarms in a timely manner .3. The facility shall 
establish and utilize a systematic approach to monitoring and managing residents at risk for elopement or 
unsafe wandering, including identification and assessment of risk, evaluation and analysis of hazards and 
risks, implementing interventions to reduce hazards and risks, and monitoring for effectiveness and 
modifying interventions when necessary.4. Interventions to increase staff awareness of the resident's risk, 
modify the resident's behavior, or to minimize risks associated with hazards will be added to the resident's 
care plan and communicated to appropriate staff. d. Adequate supervision will be provided to help prevent 
accidents or elopements .f. Any changes or new interventions will be communicated to relevant staff. 5. 
Procedure for Locating Missing Resident: (Added to Policy on 10/6/25 following R1's elopement from facility): 
a. Any staff member becoming aware of the potential elopement or unwitnessed door stop alarm sounding 
will alert personnel using approved facility protocol (call 6000 - announce Code M. Code M - missing person. 
b. One facility staff member will go outside via alarming door to search for missing resident immediately, 
search will continue until Code M is cleared. c. All other facility staff will complete facility head count and 
search all areas of building until found. If staffing allows, RN will initiate one additional staff to exit through 
front door and search courtyard to basement door .6. Procedure Post-Elopement: a. A nurse will perform a 
physical assessment, document, and report findings to physician . The IJ that began on 10/6/25 at 5:13 a.m. 
was removed on 10/8/25 when the facility took the following actions to remove the immediacy: - Elopement 
and Wandering Residents Policy reviewed and updated on 10/6/25.- All staff were made aware of mandatory 
all staff meeting regarding elopement policy and responsibilities during an elopement. Meeting times 10/6/25 
at 1:30 p.m., 10/7/25 at 6:00 a.m., and 10/7/25 at 10:00 a.m.- Maintenance director inspected and tested 300 
Hall exit door on 10/7/25 at 10:41 a.m., accompanied by Surveyor.- Additional education to all staff regarding 
proper functioning door alarms was initiated (on 10/7/25) at 11:50 a.m. via text and in person at 1:00 p.m.
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