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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and document review, the facility failed to ensure episodes of leaving the building 
unsupervised were evaluated or assessed to determine what, if any, additional supervision or monitoring was 
needed to help prevent subsequent exits from the building for 1 of 3 residents (R1) reviewed for elopement 
and whom had cognitive impairment. R1 left the care center without staff knowledge was found outside in an 
adjacent alleyway.Findings include: R1's quarterly Minimum Data Set (MDS), dated [DATE], identified R1 
had moderate cognitive impairment but demonstrated no delusional thinking. The MDS outlined R1 
demonstrated no wandering behaviors, however, did have dementia and Alzheimer's Disease. Further, the 
MDS recorded R1 as being independent with most mobility tasks (i.e., walking, transferring). R1's Wander 
Risk Assessment, dated 3/6/25, identified R1 had been in the care center for less than 30 days, was 
un-familiar with the surrounding area(s), and had both short and long-term memory loss. The evaluation 
identified R1 was unable to safely cross streets and did not have the skills to navigate independently in the 
community. The evaluation added these points and others for a combined score which read, 25 pts [points], 
with dictation adjacent, High Risk. A summary was listed which read, Resident high risk, she is unable to 
leave facility unsupervised. The evaluation outlined R1's care plan was updated with this information on 
3/13/25.R1's care plan, printed 7/29/25, identified R1's actual or potential problems as of that date along with 
each' respective initiation and revision date. The care plan outlined a section labeled, ASSESSMENT OF 
RESIDENT'S ABILITY TO LEAVE THE FACILITY SAFELY, which dictated R1 was deemed unsafe to leave 
the facility unsupervised. The care plan outlined, 5/22/25 Deemed unable to sit outside unsupervised. The 
care plan listed several interventions to help ensure R1 didn't leave the facility unsupervised including having 
social services provide reminders to R1, working to find a memory care setting and, SS [social services] and 
TR [therapeutic recreation] will do Wandering Risk Assessment Annually [sic] and/or as needed. IDT 
[interdisciplinary team] will determine if resident is able to leave the facility unsupervised. This section was 
last revised on 6/11/25; with no interventions being revised since 3/13/25.The care plan continued and 
outlined a section labeled, VULNERABLE ADULT STATUS, which dictated, 7/17/25: Resident found coming 
out of alley off facility property by SSD [social services director]. Brought to nurses station. The interventions 
listed outlined R1 as being on hourly checks and reminders since 4/10/25 and reporting incidents to the 
common entry point (CEP) as required. On 7/17/25, an intervention which read, Staff will stay with resident at 
all times when door is unlocked, was initiated.On 7/29/25 at 9:12 a.m., a tour of the second floor of the care 
center was completed. The unit consisted of a single, long hallway with resident' rooms on each side and a 
central commons area. The North side of the hallway opened into an open stairwell which lead to the main 
entrance of the care center. The main entrance had signage posted which directed residents to sign out 
before leaving, and about hours which the door would best be used for safety reasons. The South side of the 
unit had a closed, un-alarmed door which opened to another stairwell. This lead down to an exterior door 
which opened to a back alleyway with cars parked outside. The exterior door had a red-colored, alarm-type 
stop sign placed which was deactivated at this time. An unidentified male resident was seen walking through 
the door to outside and the door did not alarm. R1's progress notes, dated 3/1/25 to 7/21/25, identified the 
following: On 3/1/25, R1 admitted to the care center and presented as confused and/or forgetful. The note 
outlined R1 was placed on hourly checks. On 3/13/25, the IDT met to review R1's Wandering Risk 
Assessment. R1 was determined to be unsafe to leave the facility unsupervised. On 3/17/25, R1 was found 
sitting outside the facility on a bench around 6:25 a.m. without staff present. The note outlined R1 was 
looking for a lighter and added, . was reminded that she cannot be out smoking without staff . came into 
building with staff. On 4/3/25, R1 was . up a number of times going into other rooms looking for cigarettes . 
was redirected to go back in her room. On 5/22/25, the IDT reviewed R1's ability to leave the facility 
unsupervised or sit outside without staff present. The note outlined, . in consensus that she would not be 
safe unsupervised . will incorporate supervised times to sit outside and encourage to participate in TR 
activities and walking. On 6/10/25, R1 was again found outside in front of the building. The note outlined, . 
reminded [R1] that she is unable to sit outside unsupervised . redirected and came inside of the building right 
away. On 7/17/25, R1 was seen outside without staff coming out of the alley way onto the sidewalk next to 
an adjacent building. R1 stated she was going for a walk. A subsequent note, dated 7/17/25, identified the 
IDT discussed R1 leaving the facility unsupervised to go for a walk adding, SS director will follow up with [R1] 
family about placement and will continue looking for placement. On 7/24/25, R1 was discharged from the 
care center to another venue. However, R1's medical record was reviewed and lacked evidence R1 had 
been comprehensively reassessed or evaluated for what, if any, additional interventions had been needed or 
discussed after R1 was found outside on 6/10/25. There was no evidence documented in the record to 
support the IDT had reviewed this incident; nor any rationale for what, if any, changes to the interventions in 
place were considered to reduce the risk of subsequent incidents despite R1 being found unsupervised 
outside again. When interviewed on 7/29/25 at 9:23 a.m., nursing assistant (NA)-A stated they had worked 
with R1 multiple times and described her as having a memory problem, adding R1 would likely not have 
known how to find her way back if she'd ever have left the campus unsupervised. NA-A explained when a 
resident was on hourly checks, then staff would pop in and check on them just to ensure they were onsite, 
and these were tracked on a paper flow sheet which were saved by the care team. NA-A stated the building 
was not locked and there was no full-time wander/exit alarms to secure it (i.e., Wander-guard System). NA-A 
recalled the care team trying to find new placement for R1 as Birchwood was not a memory ward unit. NA-A 
stated they were aware R1 had been found outside in the alleyway (7/17/25), however, was unaware of the 
other incidents adding, I think it was only one time [found outside]. NA-A stated after R1 was found outside 
on 7/17/25, the activities staff then got more directly involved with R1. When interviewed on 7/29/25 10:05 a.
m., activities aide (AA)-A stated they had worked at the campus only a few weeks, but recalled working with 
R1. AA-A stated R1 would repeatedly want to go outside and smoke adding, She [kept] wanting to go smoke 
outside. AA-A stated they often tried to keep R1 entertained with card games but, again, would often ask 
about smoking. AA-A stated they were not working when R1 was found outside on 7/17/25, however, 
expressed they did not recall any changes to their (activities) approach with R1 for the duration of her stay. 
At 10:11 a.m., the activities director (AD) joined the interview and expressed it was just that last week R1 
was there when activities increased their one-to-one and oversight of R1. Prior to 7/17/25, AD stated 
activities staff would go outside to smoke with R1 but didn't always remain with her. AD verified the 
one-to-ones were added due to R1 being found outside on 7/17/25, as they determined they gotta do 
something here.On 7/29/25 at 10:32 a.m., licensed practical nurse (LPN)-A and LPN-B were interviewed, 
and LPN-A verified they helped to oversee the entire building. LPN-A explained residents were evaluated 
upon admission to determine if they could leave the building unsupervised. LPN-A stated the 'Wandering 
Risk Assessment' would be completed by social services and then reviewed by the IDT and, from there, the 
care plan would be developed. LPN-A recalled R1 had memory issues and the IDT had determined in the 
very beginning that she was unable to safely leave the building or campus without supervision. LPN-A 
verified the building was not locked or armed with a wandering system, and explained R1 had been placed 
on hourly checks for a long time prior to 7/17/25 due to her cognition. LPN-A acknowledged R1 as being 
found outside multiple times unsupervised and expressed social services had been actively working to get 
other placement for R1 in addition to the ongoing hourly checks being done. LPN-A reviewed the medical 
record and verified the progress note (6/10/25) which R1 was found outside the building unsupervised. 
LPN-A and LPN-B both expressed that would have been reviewed by the IDT. However, LPN-A verified 
there was no documented progress note in the record to support that had happened. LPN-B reviewed the 
collected IDT meeting minutes which were contained in a white-colored binder, and expressed they were 
unable to locate evidence R1's incident of being found outside unsupervised was discussed or reviewed by 
the IDT. LPN-A and LPN-B both felt it had been discussed in the IDT; however, LPN-A confirmed the IDT 
discussion and/or review would typically be recorded in the progress notes, too. The interview continued and 
LPN-A stated on 7/17/25, the social worker (SW)-A was coming into work and found R1 outside in the 
alleyway. LPN-A stated it was at that point the IDT determined R1 needed more one-to-one oversight so they 
had AA-A coming in to just sit more with R1 and keep closer supervision on her. At 10:57 a.m., SW-A joined 
the interview. SW-A explained R1 had been on hourly checks since she admitted to the care center, and they 
had been attempting to find better placement throughout her stay. SW-A expressed re-doing the Wandering 
Risk Assessment after the 6/10/25 incident likely wouldn't have changed their approach or interventions. 
SW-A stated after the 7/17/25 incident is when they decided a more secured unit was needed and 
accelerated R1's discharge planning process. SW-A stated the incidents prior to the 7/17/25 incident would 
have triggered new interventions as R1 wasn't leaving the grounds. SW-A verified the incidents of being 
found outside were something that would typically be reviewed by the IDT, and they expressed they thought 
such had been done. However, SW-A and LPN-A both verified the lack of medical record documentation to 
support this had happened, and LPN-A added aloud, I think something got missed. SW-A stated the incident 
on 7/17/25 triggered a more immediate response as R1 was then attempting to leave the physical grounds 
instead of just sitting outside unsupervised. LPN-A reiterated the interventions already in place throughout 
R1's admission but acknowledged, Maybe we did not get everything we should have in there [record], but we 
did do it. Further, SW-A stated ensuring residents were properly supervised was important to keep them 
safe. On 7/29/25 at 11:18 a.m., the director of nursing (DON) was interviewed. DON stated any incident, 
including elopements, were reviewed by the IDT and a progress note was typically entered into the medical 
record with their evaluation or decision-making on it. DON reviewed R1's medical record and verified it 
lacked such evidence about the 6/10/25 incident when R1 was found outside unsupervised adding aloud, I 
don't see anything. DON stated it was important to ensure the IDT reviewed incidents and recorded them in 
the record as it was all part of keeping her safe. DON added, It's the process we have in place to make sure 
we're addressing it [incident]. A facility-provided Elopement Risk Assessment Policy, dated 1/2025, identified 
the facility would assess upon admission, quarterly and as needed for this risk adding, Elopement is 
wandering away from the facility and is dangerous for the resident. The policy outlined any resident with a 
score of 7 or higher would have a safety plan incorporated into their care plan adding, IDT will meet during 
weekly meeting to discuss ability to keep safe and determine if the resident needs a higher level of care if 
they score greater than 7 on the Wandering Elopement Risk Assessment. In addition, a facility-provided 
Birchwood/Grand Avenue IDT Policy, dated 4/2025, identified the team would meet daily (Mon-Fri) and 
discuss falls or behaviors. The policy directed, 6. A progress note will be put in the residents chart with 
interventions put in place.
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