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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation
pertains to intake 2735896.Based on interview and record review the facility failed to implement adequate
supervision for one cognitively intact resident (R903) from three residents reviewed for safety resulting in
R903 exiting the building with family unbeknownst to the facility and unknown whereabouts. Findings
include: The State Agency received an anonymous complaint that a resident had eloped from the facility.On
2/18/26 at 11:15 AM, the Director of Nursing (DON) was asked if a resident had eloped from the facility. The
DON stated, It was not an elopement. That person was cognitively intact and thought they were going on a
Leave of Absence (LOA) with friends and family. The resident was safe with family in their home. The
resident said they did not know they were supposed to get permission to leave the building or they would
have done that. The staff did not follow the facility's LOA process. The nurse thought the resident was on a
LOA but there was no order for it. There was no information on who the resident went out with or for how
long the resident would be out of the facility. On 2/2/26 during morning meeting it was reported the resident
did not return to the facility from their LOA. We viewed the facility's front door camera and saw the resident
was properly dressed and walked out of the facility with several family members on 2/1/26 at approximately
6:00 PM. The resident and the family member were contacted on the phone. The resident said they were
returning to the facility to pick up their belongings and then wanted to be discharged . The resident was
discharged Against Medical Advice.According to R903's Electronic Health Record (EHR) the resident
admitted to the facility on [DATE] with diagnoses of leukemia and pneumonia. The Minimum Data Set
(MDS) dated [DATE] indicated R903 had intact cognition and was independent with Activities of Daily Living
including ambulation. On 1/29/26 an ‘elopement risk' assessment indicated that R903 was not at risk for
elopement. A progress note written by Licensed Practical Nurse (LPN) A on 2/2/26 at 4:00 AM documented
that the resident had not returned from LOA. There was no order, no care plan, and no additional
documentation regarding R903 going on a LOA. On 2/19/25 at 3:40 PM, Licensed Practical Nurse (LPN) A
was asked about R903. LPN A said a CNA (certified nursing assistant) told her that R903 went on a LOA
with her family. LPN A stated, That's what I was told. The resident was on a LOA. LPN A could not recall the
name of the CNA who told her R903 went on a LOA. LPN A said she did not look to see if R903 had an
order for an LOA, or if there was any documentation regarding who the resident was with. LPN A said she
did not report R903 was out of the facility until the end of the shift. LPN A said she had received an
in-service from the DON on the LOA process and would go about it differently next time.On 2/19/26 at 1:34
PM Certified Nursing Assistant (CNA) B was interviewed regarding R903 and said, I noticed the resident
wasn't in her room when I picked up her dinner tray around 5:30 PM- 6:00 PM. She had been with several
visitors in her room earlier. When she wasn't there, I figured she went somewhere with them. I didn't even
know she had not returned to her room until end of my shift when I did rounds. I asked the nurse when she
would be coming back. The nurse said she had
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until midnight to return. I wasn't worried because she was with her people. I didn't take it as an elopement,
or I'd have called a code green. I thought it was a LOA. CNA B acknowledged that R903 had not been seen
since early in the shift when the dinner tray was served around 5:00 PM. On 2/19/26 at 12:15 PM
Receptionist (RE) D was interviewed regarding R903 and said, I don't recall anything being off that evening.
I don't remember seeing that resident leave. We get a lot of visitors on Sunday. I have an elopement book
with pictures of to review, but that resident wasn't on it. We now have a LOA book and are asking all visitors
to sign out before they leave. There has always been that sign at the door that reminds visitors to sign out it
they leave with a resident. A black sign with white lettering at the exit door asks that visitors sign out the
resident at the desk if they are leaving the facility.R903 was unable to be interviewed prior to end of
survey.According to the facility's Leave of Absence Policy last revised 11/16/2022 in part
reads:IDENTIFICATIONS, AND CARE PLANS. Based upon the evaluation(s) completed above, the
Resident's attending physician shall issue an applicable order addressing the Resident's leave
classification, such as leave not permitted without approved supervision due to lack of competency or
capacity; no concerns with leave; leave not recommended without-approved supervision; and/or leave not
recommended with or without supervision. Additional recommendations may also be made, such as leaves
not to exceed a certain number of hours or leaves at certain hours. A corresponding care plan shall also be
developed and initiated. The care plan shall address any applicable clinical issues such as the Resident's
possible need for medication(s) during leaves, education related to the administration of such medication,
and possible dietary issues during leaves. Any other potential concerns or problems should also be
addressed. Finally, the Facility shall provide a means for identifying the Resident's leave classification in the
medical record, and educate staff regarding such classification. If staff are not aware of a Resident's leave
classification, they shall seek clarification prior to permitting the Resident to leave the Facility.IV. LEAVE
PROCEDURE1. If a Resident lacks legal competency or capacity as described above, he/she shall not be
permitted to leave the Facility without approved supervision.2. If the Resident has been approved for a
Leave of Absence or is Leaving the Facility Against Medical Advice, the Resident and/or Responsible Party
shall make an effort to notify the Facility in advance regarding the date, time location and expected length
of a planned leave of absence from the Facility.3. Residents and/or Responsible Parties shall Sign Out
before leaving the Facility for a Leave of Absence by indicating the time of the leave, any family or friends
accompanying the Resident during the leave, applicable contact information and the proposed location and
estimated length for the leave. Residents or Responsible Parties shall also 'Sign in upon returning to the
Facility following a Leave of Absence. If the Resident refuses or fails to Sign In or Out relative to a Leave of
Absence, Facility staff should document such information, if known, in the medical record.4. If a Resident
leaves the Facility without the Facility's knowledge and the Facility is unable to identify the whereabouts of
the Resident, the leave shall be treated as an unavoidable elopement, and the Facility should implement its
elopement protocol procedures.5. Staff shall document any pertinent information or concerns regarding a
Resident's Leave of Absence in the medical record
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