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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #2614156.Based on interview and record review the facility failed to adequately supervise, 
ensure safety and prevent an elopement of 1 (Resident #100) of 3 residents who were assessed to be at risk 
for elopement, resulting in an Immediate Jeopardy when Resident #100 left the premises on 8/30/25, alone, 
unbeknownst to staff and was returned on 8/31/25 after being missing for approximately 17 hours. The 
deficient practice placed all 17 residents a risk for elopement at risk for serious harm, serious injury, and/or 
death.Findings include:The Immediate Jeopardy began on 8/30/25 and was identified on 9/22/25 due to the 
facility's failure to adequately supervise, ensure safety, and prevent an elopement resulting in Resident #100 
eloping from the building and was subsequently missing for approximately 17 hours.On 9/22/25 at 2:55 PM, 
the Nursing Home Administrator was verbally notified and received written notification of the Immediate 
Jeopardy. The surveyor confirmed by observation, interview, and record review that the Immediate Jeopardy 
was removed on 8/31/25, and the deficient practice corrected on 9/16/25 prior to the start of the survey and 
was therefore past noncompliance.Review of Incident Summary revealed On 8/30/25, around lunch time the 
facility staff were unable to locate Resident #100. A code 7 was paged overhead to initiate missing person 
drill. He was last seen in the facility with a navy blue shirt, blue jeans, and blue tennis shoes. The 
Administrator, Director of Nursing, Regional Director of Operations, guardian, and police were notified of the 
missing person. The police arrived at the facility to help initiate a missing person search. They combed 
through neighborhoods and added the missing person to local news stations. All areas of business, wooded 
areas, apartments were searched by staff and local police. Flyers were handed out to local businesses and 
the bus lines. The police called the local hotels. Facility called a local homeless shelter. The resident's room 
was searched. The police started using a drone to search & posted the missing person alert on their 
Facebook page. The sign out book was checked. The police were able to make visits to previous addresses 
with no success. At 4:40 am the resident entered a local hotel and told the front desk he just arrived. He did 
have brush & burs on him and they thought that was odd and notified the local police. The resident was 
located by the local police department and taken to the hospital for evaluation. The patient returned to the 
facility around 5:45 am. The patient was assessed and no significant injuries were noted. The patient was 
immediately placed on 1:1. A full head-to-toe assessment was conducted on-site who found no acute injuries 
or medical concerns.In an interview on 9/22/25 at 12:02 PM, Maintenance Director (MD) SS reported all exit 
doors to the outside have an alarm system and/or the wander guard system; most doors have both systems. 
The doors at the end of the 600 hall had a coded alarm, but no wander guard system. MD SS reported the 
wander guard system was installed on the 600 hall doors and the entire wander guard system was upgraded 
in the facility on 9/3/25, after Resident #100 eloped. MD SS reported he reviewed the report for the wander 
guard system from 8/30/25 and the report indicated that no wander guard alarm had occurred when Resident 
#100 was suspected of exiting the building.In an interview on 9/22/25 at 11:18 AM, Housekeeper (H) AA 
reported Resident #100 was always trying find a way out of the building. H AA reported on 8/30/25 Resident 
#100 asked her how to get to the motel to get his wife. H AA reported she notified Licensed Practical Nurse 
(LPN) HH that Resident #100 was exit seeking.Review of Social Service Note for Resident #100 dated 
8/30/2025 at 8:03 AM, revealed .patient asked if he could be let out of the facility so that he could go back to 
the hotel that he was at last night . Patient stated that he has been trying to go and pick up his wife.Review of 
Social Service Note for Resident #100 dated 8/30/2025 at 8:47 AM, revealed .Patient observed going out of 
the courtyard doors.went (sic) to make sure the patient knew how to get back inside when he was ready. The 
patient cut across the courtyard and re-entered the facility at the 200 hall entrance (from the courtyard). 
Approx 10 mins (minutes) later patient was on the 500 hall asking for help to open the doors.In an interview 
on 9/22/25 at 1:31 PM, Social Work Director (SWD) S reported Resident #100 was admitted to the facility for 
sub-acute rehab (rehabilitation outside of an acute care hospital or following a hospitalization) and shortly 
after he admitted he was at the doors, in other resident's rooms, very confused, and it was obvious he was 
not appropriate for the setting. SWD S reported on 8/30/25 Resident #100 asked her during breakfast for 
directions to the hotel so he could get his wife. SWD S reported on 8/30/25 at about 8:45 AM, she observed 
Resident #100 go out the door into the courtyard and the door alarm sounded. SWD S reported the doors to 
the courtyard were not locked and the alarm would sound unless the code was entered before the door was 
opened. SWD S reported on 8/30/25 after breakfast she heard Resident #100 make a few laps around the 
facility and several times overheard him asking staff for directions to the hotel so he could pick up his wife. 
SWD S reported on 8/30/25 she was assisting with lunch service at approximately 11 to 11:30 am when she 
heard staff could not locate Resident #100 in the building. SWD S reported Resident #100 was located in the 
community the next day at about 4 AM and returned to the facility at approximately 5:45 AM.In an interview 
on 9/22/25 at 11:38 AM, Certified Nurse Assistant (CNA) DD reported Resident #100 was very hard to keep 
track of. CNA DD reported on 8/30/25 Resident #100 was messing with the door and set off the alarm. In a 
telephone interview on 9/22/2025 at 2:38 PM, LPN HH reported on 8/30/25 she was Resident #100's 
assigned nurse. LPN HH reported Resident #100 was all over the place and was exit seeking, and someone 
was always bringing him back to the unit that morning. LPN HH reported Resident #100 had previously been 
on one-to-one supervision because he was going into other resident's rooms. When queried regarding 
Resident #100's one-to-one supervision, LPN HH reported Resident #100 was not on one-to-one supervision 
on 8/30/25 and she was not able to implement one-to-one supervision. LPN HH reported either someone in 
management or the RN (Registered Nurse) charge nurse implemented any needed one-to-one supervision 
interventions.In an interview on 9/23/25 at 11:45 CNA GG reported on 8/30/25 she was assigned to Resident 
#100, and she recalled that he was out of his room and walking around the whole morning. CNA GG 
reported on 8/30/25 she last observed Resident #100 at approximately 10:15 AM and when she began 
passing lunch trays on the hall, she was unable to locate Resident #100. CNA GG reported she walked a lap 
of the building and was unable to locate Resident #100, then notified the other CNA on the unit with her and 
they both walked a couple of laps looking for Resident #100 and still couldn't locate him. They then informed 
LPN HH, and a Code 7 missing resident was called overhead and all the staff started looking for Resident 
#100. In an interview on 9/23/25 at 1:39 PM, CNA Q reported on 8/30/25 Resident #100 appeared anxious 
and was standing at the door to the service hall, watching.In an interview on 9/23/25 at 1:42 PM, CNA XX 
reported on 8/30/25 at about 10 AM, Resident #100 was on the 300 hall and asked her if he could go home. 
CNA XX reported she escorted Resident #100 back to the 600 hall.In an interview on 9/23/25 at 1:48 PM, 
CNA T reported on 8/30/25 she observed Resident #100 trying to exit the facility through a door to the 
courtyard on the 200 hall.In an interview on 9/22/25 at 9:41 AM, Director of Nursing (DON) B reported 
Resident #100 was pleasant and notably confused and had walked the facility since he had admitted . DON 
B reported Resident #100 looked like a visitor but he was a resident with a room on the 600 Hall. DON B 
reported she believed Resident #100 exited through the doors at the end of the 600 hall when a visitor 
entered the code to disarm the door alarm and held the door for Resident #100.In an interview on 9/22/25 at 
11:29 AM, LPN W reported Resident #100 would just get up and go and he wandered around the facility 
often.In an interview on 9/22/25 at 11:50 AM, LPN K reported Resident #100 looked like a visitor that 
someone would hold the door for when exiting the building.In an interview on 9/22/25 at 11:32 AM, Social 
Work (SW) GGG reported Resident #100 was admitted to the facility with a guardian in place and the need 
for placement in long term care. SW GGG reported Resident #100's discharge plan after completing rehab 
was to transfer a long-term memory care/secure unit. In an interview on 9/22/25 at 11:46 AM, Director of 
Infection Control (DIC) O reported Resident #100 had significant dementia, did lots of wandering, exit 
seeking, and was frequently looking for home and his wife. In an interview on 9/24/258 at 12:25 PM, DON B 
reported her expectations were that staff redirected a resident who was exit seeking, assist them to activities, 
address any needs such as thirst or hunger, or the need for a bathroom. DON B reported the staff could 
implement a one to one, you can always do more, you cannot do less. DON B reported the staff did not 
implement one to one supervision for Resident #100 on 8/30/25 because he was not leaving or pulling on 
doors, he wasn't looking for anything or anyone, he was just wandering.In an interview on 9/24/25 at 12:50 
PM, Nursing Home Administrator (NHA) A reported her expectations were that staff redirect a resident who 
was exit seeking, implement activities or other interventions, even a one to one supervision. NHA A reported 
on 8/30/25 the staff should have implemented one to one supervision for Resident #100 and they did not. 
NHA A reported there was more we could have done on the preventative side before Resident #100 eloped, 
and we didn't.In an interview on 9/22/25 at 3:05 PM, Clinical Care Coordinator/Registered Nurse (CCC/RN) 
BB reported Resident #100 had really nice clothes and looked like a visitor. CCC/RN BB reported Resident 
#100 could have been mistaken for a visitor and someone just held the door for him. CCC/RN BB reported 
she recalled that on the evening of 8/29/25 Resident #100 was agitated and looking for his [AGE] year-old 
son. CCC/RN BB stated I have no idea how he got out of the building, but I know he got out. I have no idea 
what else we could have done to prevent it.In an interview on 9/22/25 at 3:15 PM, [NAME] President of 
Operations (VPO) BBB stated It's an unfortunate situation, thankfully Resident #100 was safe and 
unharmed; there was nothing else the facility could have done to prevent this situation.Review of an 
admission Record revealed Resident #100 was a male who was originally admitted to the facility on [DATE] 
and had pertinent diagnoses which included: anoxic brain damage (brain injury that occurs when the brain is 
deprived of oxygen), dementia (a loss of cognitive functioning), cognitive communication deficit 
(communication disorder due to a brain injury), anxiety, and alcohol abuse.Review of a Minimum Data Set 
(MDS) assessment for Resident #100, with a reference date of 8/13/25 revealed a Brief Interview for Mental 
Status (BIMS) score of 3/15 which indicated Resident #100 was severely cognitively impaired. (BIMS score 
0-7 indicates severe cognitive impairment). 3Review of the Elopement Assessment dated 8/7/25 revealed 
Resident #100 was at risk for elopement. The Assessment indicated Resident #100 showed indications of 
exit seeking behavior at time of assessment that included asking where to go and the need to locate family 
members or go to work.Review of the Elopement Care Plan dated 8/12/25 revealed Resident #100 was at 
risk for elopement. Interventions included: On 8/12/25.check wander guard bracelet for placement q (every) 
shift.initiate wander alert system, initiate wander guard book, reassure if resident feels lost, abandoned or 
disoriented. Added on 8/13/25: . 1:1 (one to one) as deemed necessary by NHA/DON (nursing home 
administrator/director of nursing) for increased exiting attempts.Resident #100 was discharged from the 
facility on 9/4/25. An effort to contact Resident #100's guardian was made on 9/22/25 at 11:00 AM. A 
message was left on voicemail, and no return call was received by the time of survey exit. Review of 
Elopement: Assessment and Safety Essentials by [NAME] Struck, RN, published 5/1/13, Provider Magazine 
revealed While wandering in a facility can present harmful situations.the opportunities for injury multiply after 
a resident elopes from the nursing facility. Additional risk assessment should be performed after there is any 
change in the resident's condition.(assessment) should include physical, psychological and historical factors.
a resident's history is of paramount importance in the assessment process.factors that signal concern 
include.problem with adjustment to the facility.stating a desire to go home or feeling imprisoned.hovering 
near exits.The Immediate Jeopardy that began on 8/30/25 was removed on 8/31/25 when the facility 
completed the following steps in the written plan for removal for the Immediate Jeopardy that was received 
on 9/23/25 at 12:29 PM and was verified on 9/23/25: On 8/30/25 - Code 7 was paged overhead indicating 
missing resident. Staff began completing a head count and searching for missing resident inside and outside 
the facility. Administration was notified. Police were notified. All doors, alarms, and wander guard system 
were tested, and all functional. All wander guards were verified for placement and function.A facility wide 
audit of elopement risks was completed to ensure all residents at risk had been identified and had care plans 
in place. Elopement book was reviewed to ensure all residents at risk had pictures and information in place. 
Facility elopement and missing person policy were reviewed.All staff present in the facility on 8/30/25 were 
educated on the elopement policy and the missing person policy. A plan was put in place to educate every 
staff member prior to their next working shift.Facility confirmed all door alarms and wander guard system 
were operating properly and were monitored for functionality daily. The code to the 600 hall door was 
changed by the maintenance director.A sign was placed on the 600 hall door indicating it was not an exit, 
and visitors should enter and exit through the main entrance.Facility ensured signs were posted to educate 
visitors on the need to avoid assisting any residents through a door.Resident #100 was placed on one to one 
after returning to the facility until he discharged from the facility.Facility ensured elopement drills were 
conducted daily for 3 days.Facility ensured elopement drills were conducted weekly The deficient practice 
was corrected on 9/16/25 after the facility completed the following that included education of all staff by 
9/16/25:All wander guards were verified for placement and function.A facility wide audit of elopement risks 
was completed to ensure all residents at risk had been identified.Facility confirmed all at risk residents had a 
care plan to address their needs related to their risk of elopement.A total of 17 residents were identified as at 
risk for elopement. 4 residents with wander guard placement and 13 were on the secure unit.The facility 
elopement books were reviewed to ensure all at risk residents had pictures and information located in the 
books.The facility policy for elopement and/or exit seeking management and missing person policy were 
reviewed and deemed appropriate. All staff present in the facility on 8/30/25 were educated on policy, 
warning signs of elopement, how to identify an at risk resident, what to do if a resident is exit seeking, how to 
redirect an exit seeking resident, who to notify if a resident is exit seeking, and each staff member was given 
a laminated check list related to missing resident to attach to their name badge. Education of all staff 
members was completed 9/16/25, except for 22 staff members who were on approved leave. The 22 staff 
members on leave would be educated upon their return to work. Facility confirmed all at risk residents had a 
care plan to address their needs related to their risk of elopement.Facility confirmed all door alarms and 
wander guard system were operating properly and were monitored for functionality daily. The code to the 
600 hall door was changed by the maintenance director. Daily door alarm checks continued.A sign was 
placed on the 600 hall door indicating it was not an exit.Facility ensured signs were posted to educate 
visitors on the need to avoid assisting any residents through a door.Resident #100 was placed on one to one 
until resident discharged from the facility.Facility ensured elopement drills were conducted daily for 3 days.
Facility ensured elopement drills were conducted weeklyElopement policies, procedures, educations, 
assessments and root cause were reviewed in QAPI.
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