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F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #2581294Based on interview and record review the facility failed to notify the resident's 
responsible parties of an elopement for two residents (R#'s 201 and 202) of three residents reviewed for 
changes of condition. Findings include:A complaint received by the State Agency alleged two resident's 
eloped from the facility and their responsible parties were not notified.On 8/26/25 at 9:30 AM, a review of 
R201's progress notes revealed an Interdisciplinary Team Note entered into the record on 5/16/25 by Nurse 
‘B' that read, (R201) is alert to self and often ambulates throughout the facility.On 5/3/25 and 5/10/25 he did 
exit the facility through the front doors and staff saw him and redirected him into the facility. He was 
visualized by staff the entire time.A review of R201's clinical record revealed they admitted to the facility on 
[DATE] with diagnoses that included Alzheimer's disease, adjustment disorder, mood disorder, and delirium. 
R201's Minimum Data Set (MDS) assessment dated [DATE] was reviewed and revealed R201 had severely 
impaired cognition and was independent with mobility. Documentation in the record did not indicate R201's 
responsible party had been notified of the elopement.On 8/26/25 at 10:25 AM, a review of R202's progress 
notes revealed an Interdisciplinary Team Note entered into the record on 5/16/25 by Nurse ‘B' that read, 
(R202) is alert to self and often ambulates throughout the facility with walker.On 5/3/25 he did exit the facility 
through the front doors and staff saw him and redirected him into the facility.A review of R202's clinical 
record revealed they admitted to the facility on [DATE] with diagnoses that included: dementia, traumatic 
brain injury, falls, and muscle weakness. R202's MDS assessment dated [DATE] revealed R202 had 
severely impaired cognition and was independent with mobility with a walker. Documentation in the record 
did not indicate R202's responsible party had been notified of the elopement.On 8/26/25 at 12:35 PM, an 
interview was conducted with R201's family member/responsible party and they were asked if they had been 
made aware R201 had eloped through the front door of the facility and said they had not been made aware.A 
review of a facility provided policy titled, Wandering Resident Exit Seeking Management was conducted and 
read, .7. Upon return of an eloped resident:.c. The resident's family/legal representative shall be notified of 
the resident's status.
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Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
has two deficient practices.Deficient Practice #1This citation pertains to intake #2581294Based on interview 
and record review the facility failed to prevent an avoidable accident for one resident (R203), of three 
residents reviewed for accident hazards, resulting in injury requiring transfer to the emergency room. 
Findings include:Based on interview and record review the facility failed to prevent an avoidable accident for 
one resident (R203), of three residents reviewed for accident hazards, resulting in injury requiring transfer to 
the emergency room. Findings include:A complaint received by the State Agency alleged R203 was not 
properly secured during a ride in the transport van and sustained a fall from their wheelchair that resulted in 
injury requiring a transfer to the emergency room. On 8/26/25 at 10:41 AM, a review of R203's closed clinical 
record revealed they admitted to the facility on [DATE] and discharged to the emergency room on 3/17/25. 
R203's diagnoses included: heart disease, muscle wasting, abnormal posture, anxiety disorder and 
adjustment disorder. R203's Minimum Data Set assessment dated [DATE] revealed R203 had moderately 
impaired cognition and used a wheelchair for mobility.A review of a note entered into the record by the 
facility's Director of Nursing (DON) dated 3/17/25 at 12:43 PM, was reviewed and read, .Called to lobby by 
administrator who states resident fell out of chair during transport. Daughter at resident side and states that 
while stop &lt;sic&gt; Mom fell forward out of wc (wheelchair). Foot pedals on &lt;sic&gt; and resident fell to 
knees and then fell forward and hit head on seat in front .Assisted resident to bedroom and assisted to bed.
Resident co (complained of) pain to left hip with ROM (range of motion), skin tears to bilateral shins dressed, 
during assessment 02 (oxygen level) declined to 83% and o2 &lt;sic&gt; (oxygen therapy) started and O2 
above 90%. Noted development of hematoma during assessment. 911 called to transport for evaluation.On 
8/26/25 at 12:43 PM, a review of a facility provided incident report dated 3/17/25 was reviewed and read, 
Witnessed fall.Incident Location: Out of Facility/During Transport.Nursing Description: Called to lobby by 
administrator who states resident fell out of chair during transport. Daughter at resident side &lt;sic&gt; and 
states that wat &lt;sic&gt; stop Mom fell forward out of wc (wheelchair).Resident Taken to Hospital? Y (yes). 
The report documented a bruise to the chest, a bruise to the face, a hematoma (localized area of blood 
outside of the blood vessels) to face, and skin tears to the right and left lower legs. Continued review of the 
report read, Notes.Resident expresses pain to mouth and bilateral shins.called out in pain with ROM to left 
hip.Abrasion across nose bridge. Blood from mouth.SPO2 (oxygen saturation) 83% (Normal levels 
95%-100%) .911 called to eval and treat at ED (emergency department).Notes 3/17/25 Staff and daughter 
interview: (Staff Member ‘A') reported that she did not have the seatbelt latched properly and when she 
stopped the van, (R203) fell out of wc. Daughter.reports that they were on way &lt;sic&gt; to schedule 
&lt;sic&gt; doctors appt (appointment) and there was an accident.root cause: Resident was not restrained 
properly in van. When van stopped resident came forward and fell.Conclusion: (R203) had an accident while 
(Facility Name) van was transporting. (Facility Name) admitted that (R203) was not secured properly in the 
van and was sent to the hospital for evaluation of injuries.On 8/26/25 at 2:42 PM, an interview was 
conducted with the facility's Administrator. The Administrator indicated Staff ‘A' admitted they secured the 
wheelchair to the van but while talking to R203's daughter they got distracted and forgot to place a seatbelt 
across R203's waist, and when they stopped R203 fell forward out of the wheelchair.On 8/26/25 at 3:12 PM, 
a request for a policy regarding accidents and providing a safe environment was made and the Administrator 
indicated the facility did not have a policy.Deficient Practice #2This citation pertains to intake 
#2581294Based on observation, interview, and record review, the facility failed to immediately intervene and 
thoroughly investigate the details of an elopement, by two residents (R#'s 201 and 202) resulting in the 
potential for resident elopements in the future. Findings include:A complaint received by the State Agency 
alleged R201 and R202 eloped from the facility and were found in the parking lot by a male staff member.On 
8/26/25 at 9:30 AM, a review of R201's progress notes revealed an Interdisciplinary Team Note entered into 
the record on 5/16/25 by Nurse ‘B' that read, (R201) is alert to self and often ambulates throughout the 
facility.On 5/3/25 and 5/10/25 he did exit the facility through the front doors and staff saw him and redirected 
him into the facility. He was visualized by staff the entire time.A review of R201's clinical record revealed they 
admitted to the facility on [DATE] with diagnoses that included Alzheimer's disease, adjustment disorder, 
mood disorder, and delirium. R201's Minimum Data Set (MDS) assessment dated [DATE] was reviewed and 
revealed R201 had severely impaired cognition and was independent with mobility.It was noted there was no 
progress note in R201's record that documented the elopements on 5/3/25 and 5/10/25.On 8/26/25 at 10:25 
AM, a review of R202's progress notes revealed an Interdisciplinary Team Note entered into the record on 
5/16/25 by Nurse ‘B' that read, (R202) is alert to self and often ambulates throughout the facility with walker.
On 5/3/25 he did exit the facility through the front doors and staff saw him and redirected him into the facility.
A review of R202's clinical record revealed they admitted to the facility on [DATE] with diagnoses that 
included: dementia, traumatic brain injury, falls, and muscle weakness. R202's MDS assessment dated 
[DATE] revealed R202 had severely impaired cognition and was independent with mobility with a walker. It 
was noted there was no progress note in 202's record that documented the elopement on 5/3/25.On 8/26/25 
at 11:10 AM, a request for any incident/accident reports with accompanying investigations were requested 
for R201 and R202. There were no reports or investigations regarding R201's elopements on 5/3/25 and 
5/10/25 or R202's elopement on 5/3/25 provided.On 8/26/25 at 1:45 PM, phone calls were placed to all male 
nursing staff members who worked on 5/3/25 who may have had knowledge of R201 and R202's 
elopements. A voicemail was left for Certified Nurse Aide (CNA) ‘C', and CNA ‘D', and an interview 
conducted with CNA ‘E' who denied any knowledge of the incident.On 8/26/25 at 2:55 PM, an interview was 
conducted with the facility's Administrator, Director of Nursing (DON) and Corporate Nurse ‘J'. They were 
first asked if a progress note should have been entered into R201 and R202's records on the date they 
eloped from the facility and said there should have been a note entered into the records. They were then 
asked why an investigation into the incident(s) was not conducted and the Administrator indicated they had a 
soft file regarding what happened. They were asked if they would provide the file and said they would.A 
review of the file revealed only R201 and R202's face sheets and a typed paragraph summarizing the 
incident. about the incident that read, On 5/3/25 at approximately 3:10 PM CNA ‘K' went to the front door due 
to it alarming and put the code in to turn off the alarm at approximately 3:15 PM, CNA ‘D' was coming in from 
his break and saw (R201) walking in the parking lot.At this same time Nurse ‘L' saw (R202) walking by the 
[NAME] emergency exit door and went out and brought him in.CNA ‘K' received an education that if there is 
no one around the door that you cannot just turn the alarm off, that you must go outside and check the 
surrounding area. On 8/26/25 at 3:00 PM, multiple questions were posed regarding the paragraph 
summarizing the incident. The Administrator and DON were first asked how R201 and R202 exited the 
locked front door. They said they held the egress door for 15 seconds, the door unlocked and they walked 
out. They were then asked about the progress note documented by Nurse ‘B' on 5/16/25 regarding the 
incident on 5/3/25 that read, .he (R201) did exit the facility through the front doors and staff saw him and 
redirected him into the facility. He was visualized by staff the entire time. and how if R201 was visualized the 
entire time, he was found by CNA ‘D' in the parking lot, to which they had no explanation. They were then 
asked what door R202 eloped from since they were observed by Nurse ‘L' outside of the [NAME] hallway 
emergency exit and said they did not know but thought it was the front door. They were asked if they 
reviewed any camera footage from front lobby door to aid their investigation and said they did not. Finally, 
they were asked if they interviewed any involved staff members regarding the incident and said they did not.
On 8/26/25 at 3:20 PM, a review of a facility provided policy titled, Accident/Incident Reports was conducted 
and read, Policy: It is the policy of this facility to complete an accident/incident report for.accidents or 
incidents where there is injury or the potential to result in injury.Purpose: To establish a standard 
accident/incident completion and to ensure the facility meets the responsibility to make every effort to 
decrease the likelihood of a recurrence by investigating incidents, understand how they occur and take 
appropriate preventive action.3. RESPONSE TO A SOUNDING DOOR ALARM.b. Check the exit door for 
any exiting residents by means of a visual check. A visual check means observing the area around the exit 
and may require leaving the building and checking the grounds. c. If an exit door alarm is triggered, the 
cause is evaluated and re-set after the resident is re-directed and their safety is assured.
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