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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Complaint #1337621.Based on observation, interview, and record review, the facility failed to 
protect the resident's right to be free from neglect for one (R801) of three residents reviewed for accidents 
and supervision, resulting in the resident being hospitalized for alcoholic ketosis due to alcohol ingestion and 
lactic acidosis due to walking in 94 degree Fahrenheit (F) temperatures after staff allowed him to go on a 
leave of absence (LOA) with an unknown individual without consent from the legal guardian and did not 
identify he had not returned for approximately 30 hours. Findings include: A review of a complaint submitted 
to the State Agency revealed an allegation that noted the following, .two days ago a male resident left the 
facility and no one knew where he was at for 1.5 days .Someone signed him out but they can't read who it 
was. The police were contacted. The resident was found at (hospital name) and is still there at this time .On 
9/9/25 to 9/10/25, an unannounced onsite investigation was conducted.A review of R801's clinical record 
revealed R801 was admitted into the facility on [DATE] and readmitted on [DATE] with diagnoses that 
included: hemiplegia and hemiparesis following a stroke, alcohol dependence with withdrawal (as of 
6/30/25), type 2 diabetes mellitus, and schizoaffective disorder bipolar type. It was indicated on R801's face 
sheet that he had a legal guardian. A review of R801's Minimum Data Set (MDS) assessment dated [DATE] 
revealed R801 had intact cognition. A review of a Letters of Guardianship form revealed R801 was appointed 
a legal guardian with an expiration date of 11/10/25. The letter noted, Having filed an acceptance of 
appointment, you have the care, custody, and control of that individual .as to the following powers and 
responsibilities only: MEDICAL, PHYSICAL & PLACEMENT .A review of a Physician's Statement Attesting to 
Decision making Capacity revealed two physicians signed the form on 10/25/24 and 11/4/24 and indicated 
Resident does not have the capacity to make informed medical decisions and had a legal guardian.A review 
of R801's hospital records revealed the following:A review of an Emergency Documentation note revealed 
R801 was admitted to the emergency room (ER) on 6/23/25 at 1:57 PM (21.5 hours after R801 was signed 
out of the facility by an unknown person saying he was going to a restaurant). The following was 
documented in the note, .presents to (hospital) Emergency Department (ED) via EMS (Emergency Medical 
Services) due to chest pain, pain all over his body, heat exposure (It was a high of 94 degrees F on 6/23/25). 
EMS reports they were called for chest pain and when they got to the scene the patient seemed to have 
been drinking and was complaining of pain all over his body. Patient does have a significant cardiac history 
with CABG (coronary artery bypass surgery) and MI (myocardial infarction - heart attack) .Patient 
reassessed numerous time throughout his ED stay. he continued to complain of chest pain and pain all over 
his body .troponin only mildly elevated, likely type II MI due to acidosis and dehydration. Patient was given 
Versed push for alcohol withdrawal and copious IV (intravenous) fluids .Lab derangements likely due to 
dehydration and alcohol use disorder .Due to significant lactic acidosis and need for CIWA (Clinical Institute 
Withdrawal Assessment of Alcohol Scale) protocol patient will be admitted to the stepdown unit for further 
evaluation and treatment .A History and Physical Report dated 6/23/25 that read, .presents with chest pain, 
generalized pain, heat exposure .He endorses prolonged heat exposure while being outside and walking as 
well as feeling dehydrated from multiple episodes of vomiting. Patient is concerned for alcohol withdrawal 
symptoms as well .admitted to stepdown unit for alcoholic ketosis (A condition that can occur when a person 
consumes alcohol and does not consume enough food or water to compensate for the alcohol intake and 
lactic acidosis/a buildup of lactic acid in your bloodstream when your body produces too much lactic acid 
and/or cannot metabolize the lactic acid it produces) .2/2 (secondary to) starvation and heat exposure .A 
review of a Consultation Note from the hospital dated 6/24/25 at 2:16 AM revealed, .complaining of chest 
pain, pain all over his body, heat exposure. He is having difficulty answering questions. Endorses having 
multiple episodes of emesis (vomiting) today after being outside and walking. He indicates he had 3 beers 
today. He is requesting medication for alcohol withdrawal .On 9/9/25 at 12:01 PM, an interview was 
conducted with Unit Clerk 'A'. When queried about the procedures when a resident went on a LOA, Unit 
Clerk 'A' reported there was a log book that the resident signed out in. If the residents sign themselves out, a 
contact number was requested. If someone else signed the resident out and they were not recognized, they 
ask who they are and request a contact number. When queried about the process when a resident had a 
legal guardian, Unit Clerk 'A' reported residents with legal guardians were permitted to leave with the 
guardian or others approved by the guardian. Unit Clerk 'A' reported any restrictions on who a resident was 
permitted to leave with would be indicated on the face sheet.On 9/9/25 at 12:50 PM, R801 was observed 
seated on the side of the bed. R801 was pleasant and able to participate in an interview. When queried 
about his hospitalization in June 2025, R801 said a buddy named (R801's friend's name) came to the facility 
to pick him up, he went to the person's house in (a local city approximately 10 to 12 miles away from the 
facility). R801 explained he was left with no ride back to the facility, walked to a store, realized it was very hot 
outside, tried walking back to his friend's house to see if he could get a ride, but got overheated and passed 
out on the street. According to R801, a bystander saw him and called an ambulance, and he was taken to 
the hospital. When queried about whether the staff knew that he left the facility, R801 reported his friend 
arrived at the facility and said he got me a ride so I went with him. We had to go back upstairs, and the nurse 
told him to sign me out. R801 reported he had a legal guardian and a brother that he was in contact with. 
R801 did not reveal any additional information. A review of a Release of Responsibility for Leave of Absence 
form that noted, Authorization must be signed by the patient or by the nearest relative when a patient is 
physically or mentally incompetent. An entry dated 6/22/25 at 4:30 PM revealed R801 was signed out by an 
unknown person (signature was illegible). The address and phone number of the destination was only the 
name of a restaurant with no address or phone number.A review of a progress note dated 6/23/25 at 9:19 
PM, written by Registered Nurse (RN) 'B', noted, 2 North nurse assigned to work the 2nd shift informed the 
other supervisor part that resident (R801) hasn't returned from going on LOA yesterday .preceded to start 
trying to get in contact with residents family and guardian .the DON (Director of Nursing) and another arrived 
and preceded to contact the police and gave report regarding the resident being missing since yesterday .
Further review of R801's progress notes revealed the following Nursing notes entered as late entries:On 
6/22/25 at 7:30 PM (Recorded as a late entry on 6/23/25 at 9:11 PM), Licensed Practical Nurse (LPN) 'C' 
wrote a note that read, Oncoming nurse was notified about resident going out to (restaurant name).On 
6/22/25 at 9:05 PM (Recorded as a late entry on 6/23/25 at 9:09 PM), LPN 'C' wrote a note that read, 
Resident left to go out to (restaurant name). Resident was signed out in sign out book at the nurses station.
On 6/23/25 at 6:35 AM (Recorded as a late entry on 6/23/25 at 8:37 PM), LPN 'D' wrote a note that read, 
Received report from dayshift Nurse that resident was on LOA with family. Resident did not return to facility 
during shift. It should be noted that nurses worked 12 hour shifts at the facility. A review of nursing staff 
assignment sheets for 6/22/25 and 6/23/25 revealed LPN 'E' was R801's assigned nurse on the first shift 
(7:00 AM to 7:00 PM) on 6/23/25. There were no progress notes regarding R801 not yet returning to the 
facility during that shift. A review of a progress note dated 6/24/25 at 2:14 AM revealed a police officer 
returned to the facility and reported R801 was admitted into the hospital.A review of a progress note dated 
6/24/25 at 11:18 AM revealed a note written by LPN 'E' that read, Resident's brother called and informed 
writer that no one besides himself .his brother (name redacted), or his guardian should be able to pick 
resident up saying 'Anyone else who comes to take him is up to no good'.On 9/9/25 at 1:05 PM, a telephone 
interview was conducted with LPN 'C', who was assigned to R801 on first shift on 6/22/25. When queried 
about R801's LOA, LPN 'C' reported R801 was alert and oriented and had been leaving the facility with 
unknown people in the past. On 6/22/25, LPN 'C' explained R801 asked to leave so she told him to go see 
the receptionist and sign out before leaving. R801 came back to the unit and LPN 'C' stated, I was really 
busy so I just told the person to sign him out. LPN 'C' reported it was around 4:30 PM when R801 left the 
building and the person who picked him up said they were going to a restaurant. LPN 'C' reported she had 
not recognized the person, but because she knew he had gone out before and she was very busy, she just 
asked him to sign R801 out before leaving. LPN 'C' further reported she was unaware of any facility policy at 
that time and did not know she should have also obtained a contact number of the person who picked R801 
up and did not ask when he would be expected back. When queried about whether R801's legal guardian 
permitted R801 to go out with unknown individuals, LPN 'C' said at the time she was not aware of a LOA 
policy so she did not contact the guardian. LPN 'C' reported R801 did not return before she left from her shift 
around 7:00 PM so she notified the incoming nurse that R801 was on LOA and had not returned yet. On 
9/9/25 at 2:00 PM, a telephone interview was conducted with LPN 'B' who was the second shift (7:00 PM to 
7:00 AM) nurse supervisor on 6/23/25. When queried about what happened with R801, LPN 'B' reported a 
nurse came to them and another nurse supervisor and said she could not find R801. LPN 'B' reported they 
looked around the whole facility and could not find him. They looked in the LOA logbook and saw that there 
was something in the log from the previous day at 4:30 PM, but could not read the signature of who signed 
him out. LPN 'B' explained it was not reported to second shift that R801 was on LOA or that he was not in the 
building. LPN 'B' further reported it was discovered R801 was admitted to the hospital. When queried about 
R801 and whether he was safe to be out on LOA with an unknown individual, LPN 'B' stated, All I will say is 
that he is very lucky! LPN 'B' reported it was known that at least one other time R801 went on LOA with a 
friend. LPN 'B' reported they felt R801 required more supervision related to going on LOA and did not feel it 
was in his best interest for unknown friends to pick him up. LPN 'B' said he contacted R801's legal guardian 
but she did not answer. A review of an investigation conducted by the facility revealed the following:A Quality 
Improvement Communication and Education Documentation .Staff Education/In-Service Documentation form 
for LPN 'C' indicated they were in-serviced on LOA Documentation and Assessment. The form noted, It is 
imperative that nurses document the activity of our residents. In the case of a LOA the documentation must 
include who the resident is leaving with, where, and when do we expect the residents return. The nurse must 
also assess if the person can leave with the party. Does the resident have a legal guardian? Does the 
guardian give their permission for the LOA? The form was signed by LPN 'C' and LPN 'B' (nurse supervisor) 
on 6/23/25.A copy of an e-mail sent to the DON by LPN 'D' on 6/23/25 documented, Received report from 
dayshift Nurse that resident (R801) was on LOA with family. Resident did not return to facility during shift.A 
handwritten statement by LPN 'E' on 6/24/25 documented, I was told that he was not here, family took him 
out and he hasn't come back yet. The report sheet said LOA. I didn't write a note because I was told he was 
gone with family. I assumed the nurse whose shift he left on would have reported/made a note about it. I've 
never wrote a progress note about someone who was already gone with family before I arrived.An In Service 
document regarding LOA documented, It is imperative that nurses document the activity of our residents. In 
the case of LOA, the documentation must include: Resident name and room number .Who the resident is 
leaving with (The name on the log must be legible and with a WORKING phone number) .Where is the 
resident going and when do we expect them to return .Dose &lt;sic&lt; the resident have a legal guardian? If 
so, did the guardian give permission? .There must be a doctor's order if the LOA is overnight to leave the 
facility .Documentation should be in the logbook at the nurses station and a progress note should be written. 
LOA need to be reported to the oncoming shift and nurses need to notify supervisors if the resident has not 
returned at the expected time.On 9/9/25 at 3:37 PM, an interview was conducted with the DON, who was the 
person the Administrator said conducted the investigation into R801's extended LOA. When queried about 
the facility's protocol for residents going on LOA, the DON reported there should be a doctor's order that 
says they are allowed to go out. The resident should alert the nurse if they wanted to go on LOA and the 
nurse should have the resident or the person signing them out sign the log with their name, a contact number 
for the person taking them out, where they were going, and the time they were expected back. When queried 
about how the nurses would know who the residents were permitted to leave with if they had a legal guardian 
who made decisions for them, the DON reported they would not know unless they contacted the guardian or 
if something was flagged in the medical record. The DON said if a resident had a legal guardian, the nurse 
needed to obtain consent prior to allowing the resident to leave. When queried about what staff should do if 
the resident did not return to the facility, the DON reported they should call the resident, the family, the 
guardian if they were not back by midnight.At that time, the DON was queried about the investigation into 
R801's LOA. The DON reported she received a call from one of the nurses around 11:00 PM on Monday 
night (6/23/25) and they said R801 had not returned from LOA since Sunday afternoon, 6/22/25. The DON 
asked if R801 was signed out on the LOA log and they said he was signed out in the afternoon on 6/22/25, 
but it was unknown who signed him out. They started calling family and the guardian and neither picked up 
the phone. They tried to call the resident and he did not answer. The DON explained the police were called 
to report R801 as a missing person. The DON contacted the nurse who worked on 6/22/25 when R801 left 
the building on LOA (LPN 'C') and asked her who he left with and when was he expected to return and she 
did not know and notified the nurse on the second shift that he had not yet returned from LOA. The DON said 
she called the second shift nurse (LPN 'D') from 6/22/25 and she said LPN 'C' told her he was on LOA, but 
she did not do anything further on her shift (from 7:00 PM to 7:00 AM) to check to see where the resident 
was. The DON said she called the first shift nurse from 6/23/25 (LPN 'E') and she told her she did not see 
R801 during her shift and did not notify anyone. The DON reported both LPN 'D' and LPN 'E' who were 
contracted through a staffing agency were no longer scheduled to work at the facility because they did not 
continue to check for R801's return or notify anyone when he had not returned. When queried about whether 
she interviewed the resident to determine where he had gone and what happened, the DON stated, No. I just 
left him alone. When queried about what the legal guardian's response was and what additional interventions 
were put in place for R801 were, the DON said the legal guardian did not call back. When queried about 
whether any attempts were made other than the night when LPN 'B' realized he had not returned, the DON 
did not know and said that guardian was difficult to get a hold of. When queried about whether the guardian 
was unable to be contacted for almost three months, the DON did not offer a response. The DON said no 
additional interventions were put in place for R801 and there was nothing in place to prevent him from 
leaving with an unknown person again, other than staff were educated in general on the LOA policy and the 
form in the logbook were updated to get a contact number. When queried about whether R801 could leave 
with the unknown person he left with before, the DON stated, Technically he can.A review of R801's 
Physician's Orders revealed an order since 4/16/25 that noted, MAY LEAVE ON FACILITY SPONSORED 
TRIPS IF DEEMED MEDICALLY STABLE. There were no other orders regarding LOA. On 9/9/25 at 4:14 
PM, an interview was conducted with Social Worker (SW) 'G'. When queried about R801's legal guardian 
and whether she was able to get in contact with her, SW 'G' said sometimes, but is not too bad to work with. 
SW 'G' reported she last talked to her a few weeks ago but never discussed anything regarding LOA with 
her. On 9/10/25 at 9:36 AM, a telephone interview was attempted with LPN 'D'. LPN 'D' was not available for 
interview prior to the end of the survey.On 9/10/25 at 9:37 AM, a telephone interview was conducted with 
R801's legal guardian. When queried about R801's LOA and hospitalization in June 2025, the legal guardian 
said nobody called her and she was unaware that he went on LOA or was in the hospital. The legal guardian 
explained that anyone other than his brothers would require getting consent from her before allowing R801 to 
leave the facility. On 9/10/25 at 9:48 AM, an interview was conducted with R801's brother. R801's brother 
was aware of R801's hospitalization and when asked if he knew what happened said R801 had a bunch of 
friends in (city name) and if he was with them they will not be doing anything good. R801's brother said the 
friends find out R801 has some money and they will pick him up and take him out. He said, Nothing good will 
ever come of it, if he goes with those friends. R801's brother said he let a nurse at the facility know R801 
should only go out with him, his other brother, or the guardian.On 9/10/25 at 1:45 PM, an interview was 
conducted with the Administrator. The Administrator reported it was her first week working in the facility when 
the incident with R801's LOA occurred. The Administrator reported the DON was responsible to do the 
investigation. When queried about why no additional interventions were put in place for R801 after he went 
on LOA with an unknown person and did not come back to the facility and ended up in the stepdown unit at 
the hospital, the Administrator reported R801 did not have limitations on who he could go out with. When 
queried about any discussions with the legal guardian about LOAs since R801 returned to the facility on 
6/30/25, the Administrator reported the guardian did not call back. When queried about any monitoring that 
was put in place to ensure the staff followed the policy they were educated on and what was done to ensure 
other residents did not experience the same type of incident, the Administrator said the staff were educated 
and that was it. The Administrator said R801 still goes out all the time. A review of a facility policy titled 
Signing Out Residents, revised 3/15/14, revealed, in part, the following, Each resident leaving the premises 
must be signed out .If necessary, medications that must be administered while the resident is out will be 
given to the resident or the person signing the resident out .Restrictions noted on the resident's chart 
concerning who may not sign the resident out must be honored. Such restrictions may only be placed on the 
medical record of each resident declared 'medically incapable' by his or her attending physician, and will be 
designated by the resident's legal representative .Residents must be signed in by a nurse upon return to the 
facility .
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Ensure each resident must receive and the facility must provide necessary behavioral health care and 
services.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to Complaint #1337621.Based on interview and record review, the facility failed to ensure a resident 
with a substance abuse disorder was assessed and interventions put in place for one (R801) of one resident 
reviewed for behavioral health services, after it was discovered he went on a leave of absence (LOA), 
consumed alcohol, and was treated for alcoholic ketosis and withdrawal in the hospital. Findings include: A 
review of a complaint submitted to the State Agency revealed an allegation that noted the following, .two 
days ago a male resident left the facility and no one knew where he was at for 1.5 days .The resident was 
found at (hospital name) .On 9/9/25 to 9/10/25, an unannounced onsite investigation was conducted.A 
review of R801's clinical record revealed R801 was admitted into the facility on [DATE] and readmitted on 
[DATE] with diagnoses that included: alcohol dependence with withdrawal (as of 6/30/25). It was indicated on 
R801's face sheet that he had a legal guardian. A review of R801's Minimum Data Set (MDS) assessment 
dated [DATE] revealed R801 had intact cognition. A review of a Letters of Guardianship form revealed R801 
was appointed a legal guardian with an expiration date of 11/10/25. The letter noted, Having filed an 
acceptance of appointment, you have the care, custody, and control of that individual .as to the following 
powers and responsibilities only: MEDICAL, PHYSICAL & PLACEMENT .A review of a Physician's 
Statement Attesting to Decision making Capacity revealed two physicians signed the form on 10/25/24 and 
11/4/24 and indicated Resident does not have the capacity to make informed medical decisions and had a 
legal guardian.A review of R801's hospital records revealed the following:A review of an Emergency 
Documentation note revealed R801 was admitted to the emergency room (ER) on 6/23/25 at 1:57 PM (21.5 
hours after R801 was signed out of the facility by an unknown person saying he was going to a restaurant). 
The following was documented in the note, .presents to (hospital) Emergency Department (ED) via EMS 
(Emergency Medical Services) due to chest pain, pain all over his body, heat exposure (It was a high of 94 
degrees F on 6/23/25). EMS reports they were called for chest pain and when they got to the scene the 
patient seemed to have been drinking and was complaining of pain all over his body .Patient reassessed 
numerous times throughout his ED stay .Patient was given Versed push for alcohol withdrawal and copious 
IV (intravenous) fluids .Lab derangements likely due to dehydration and alcohol use disorder .Due to 
significant lactic acidosis and need for CIWA (Clinical Institute Withdrawal Assessment of Alcohol Scale) 
protocol patient will be admitted to the stepdown unit for further evaluation and treatment .A History and 
Physical Report dated 6/23/25 that read, .presents with chest pain, generalized pain, heat exposure .He 
endorses prolonged heat exposure while being outside and walking as well as feeling dehydrated from 
multiple episodes of vomiting. Patient is concerned for alcohol withdrawal symptoms as well .admitted to 
stepdown unit for alcoholic ketosis (A condition that can occur when a person consumes alcohol and does 
not consume enough food or water to compensate for the alcohol intake and lactic acidosis (a buildup of 
lactic acid in your bloodstream when your body produces too much lactic acid and/or cannot metabolize the 
lactic acid it produces) .2/2 (secondary to) starvation and heat exposure .A review of a Consultation Note 
from the hospital dated 6/24/25 at 2:16 AM revealed, .complaining of chest pain, pain all over his body, heat 
exposure. He is having difficulty answering questions. Endorses having multiple episodes of emesis 
(vomiting) today after being outside and walking. He indicates he had 3 beers today. He is requesting 
medication for alcohol withdrawal .A review of R801's Psychiatry Follow Up note dated 6/19/25, completed 
by the contracted behavioral health provider revealed, 5/8/25 History of ETOH (alcohol) abuse. Patient 
currently does not drink alcohol.A review of a Psychiatry Follow Up note dated 8/7/25 (after R801's 
hospitalization mentioned above) revealed, .Patient was readmitted from (hospital name) on 6/30/25 with 
diagnosis of alcoholic ketosis .History of alcohol abuse. Patient currently does not drink alcohol. (It should be 
noted that it was documented in the hospital record that R801 had consumed alcohol which contributed to 
his admission into the hospital. A review of a History and Physical dated 7/2/25, written by Physician 'G' 
revealed, .Patient was concern for alcohol withdrawal symptoms as well .When I asked the patient if he was 
drinking alcohol while is was on his trip outside he denied it in spite of the hospital record showed elevated 
alcohol level .Diagnosis and Assessment .Alcohol withdrawal syndrome with complication .Treated in the 
hospital .Lactic acidosis .Due to alcohol intoxication .Alcohol use disorder .Counseled the patient about 
alcohol use especially while taking narcotics and being diabetic .A review of R801's social services progress 
notes revealed no documented discussion regarding R801's alcohol abuse disorder.A review of R801's care 
plans revealed no care plan to address R801 having a substance use disorder (alcohol). On 9/9/25 at 4:14 
PM, an interview was conducted with Social Worker (SW) 'F'. When queried about R801 having an alcohol 
abuse disorder and what interventions were in place to address it, SW 'F' confirmed there was no care plan 
in place. On 9/10/25 at 1:45 PM, an interview was conducted with the Administrator. When queried about 
whether R801 should have interventions in place to address R801 having an alcohol abuse disorder, the 
Administrator reported there should be a care plan in place. A facility policy was requested regarding 
residents with substance abuse disorders. A policy was not provided prior to the end of the survey.
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