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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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** 47246

Based on interview and record review, the facility failed to provide protective oversight for one resident 
(Resident #4), in a review of eight sampled residents. Resident #4, who resided on the facility's locked unit, 
had a history of elopement. Resident #4 obtained the fenced courtyard door access code and left the facility 
without staff knowledge, unaccompanied and without prior authorization. He/She returned 20 minutes later, 
using the same door code access to regain entry into the facility courtyard, without staff knowledge. The 
resident used the front door access code to leave through the locked unit courtyard door; the door codes 
were the same and had not been changed to two different codes every week per the facility's procedure. The 
resident said he/she had planned to hitch-hike, but the weather was too cold, so he/she returned to the 
facility. The facility census was 59. 

Review of the facility policy, Elopements and Wandering Residents, revised 06/12/24, showed the following: 

-The facility ensures that residents who exhibit wandering behavior and/or are at risk for elopement, receive 
adequate supervision to prevent accidents and receive care in accordance with their person-centered plan of 
care addressing the unique factors contributing to wandering or elopement risk; 

-Elopement occurs when a resident leaves the premises or a safe area without authorization (for example, 
an order for discharge or leave of absence) and/or any necessary supervision to do so; 

-The facility is equipped with door locks/alarms to help avoid elopements; 

-The facility shall establish and utilize a systematic approach to monitoring and managing residents at risk for 
elopement or unsafe wandering, including identification and assessment of risk, evaluation and analysis of 
hazards and risks, implementing interventions to reduce hazards and risks and monitoring for effectiveness 
and modifying interventions when necessary; 

-Residents will be assessed for risk of elopement and unsafe wandering upon admission and throughout 
their stay by the interdisciplinary care plan team; 

-Adequate supervision will be provided to help prevent accidents or elopements.
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1. Review of the facility staffing schedule for 02/18/25 showed Certified Nurse Aide (CNA) A and CNA D 
were assigned to the locked unit and responsible for Resident #4 (no specific shift or time frame). 

2. Review of Resident #4's admission record face sheet, undated, showed the following: 

-The resident admitted to the facility on [DATE]; 

-The resident had a legal guardian; 

-2. Diagnoses included bipolar disorder (a serious mental illness that causes unusual shifts in mood, ranging 
from extreme highs-mania or manic-to extreme lows-depression), moderate intellectual disabilities (a 
condition characterized by significant limitations in intellectual functioning and adaptive behaviors) and major 
depressive disorder (a common and serious mental health condition characterized by persistent feelings of 
sadness, hopelessness and loss of interest or pleasure in activities). 

Review of the resident's admission elopement evaluation, dated 10/08/24, showed the following: 

-The resident had a history of elopement or an attempted elopement while at home; 

-The resident had a history of elopement or attempted leaving the facility without informing staff; 

-A score value of one or higher (one yes response) indicated risk of elopement;

-The resident was identified as a risk for wandering/elopement. 

Review of the resident's quarterly Minimum Data Set (MDS), a federally mandated assessment instrument, 
completed by facility staff, dated 12/31/24, showed the following: 

-Cognitively intact; 

-Exhibited wandering behavior one to three days of the seven day look back period; 

-Independent for mobility; 

-Received antipsychotic (psychiatric medications used to treat psychosis, a collection of symptoms that can 
make it difficult to distinguish reality), antianxiety, antidepressant and hypnotic (psychoactive medications 
that help people fall asleep). 

Review of the resident's quarterly elopement evaluation, dated 01/09/25, showed the following: 

-The resident did not have a history of elopement or an attempted elopement while at home; 

-The resident did not have a history of elopement or attempted leaving the facility without informing staff; 
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-The resident was not identified as a risk for wandering/elopement. 

During an interview on 03/06/25 at 12:35 P.M., the resident said the following: 

-He/She did not want to be at the facility, so he/she left (no specific date or time other than about three 
weeks ago);

-He/She wished he/she could be at a facility closer to his/her family; 

-He/She had watched the staff put in the door access code to the front locked unit doors; that was how 
he/she knew the code and how to open the locked door and get out/off the locked unit; 

-He/She said the code to the front and back door was 1492;

-He/She tried to bundle up before he/she left because it was very cold that day;

-He/She thought it was about one degree below zero, so he/she wore jeans, a hooded sweatshirt, socks and 
tennis shoes; 

-He/She walked to the highway and tried to hitchhike to get away; 

-He/She came back to the facility because he/she was cold and he/she let himself/herself back into the 
courtyard with the same access code he/she used to leave by; 

-He/She left over the lunch hour, and no one knew he/she was gone; 

-He/She had not told any staff he/she was leaving that day; 

-He/She could not recall the staff that was on the unit at the time he/she left; it was lunch time, so everyone 
was up at the front of the unit;

-The staff on the locked unit did not do regular face checks on residents; 

-All of this should be on camera because he/she saw it was recording him/her; he/she had looked up at the 
camera.

During an interview on 03/10/25 at 11:20 A.M., the resident's legal guardian said the following: 

-The resident was an elopement risk; 

-The resident had been unhappy at the facility since his/her admission and wanted to go to a facility that was 
closer to his/her family; 

-The administrator called her on 02/18/25 and told her that the resident entered the access code for the 
courtyard door off the locked unit and started to go out the door but was redirected by the administrator and 
the resident did not leave; 

(continued on next page)
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-She was not aware the resident had left the facility unaccompanied and unauthorized, on 02/18/25 and was 
gone for 20 minutes;

-She would not have given the resident permission to leave; the resident had been out during Christmas with 
family and came back with contraband;

-He/She was in a locked unit because of previous behaviors and elopement attempts, even from home when 
the resident lived with his/her parent. 

Observation of a facility monitoring/video recording, of 02/18/25, showed the following: 

-The resident can be seen standing alone, facing the outside facility fenced courtyard door of the locked unit 
on 02/18/25 at 12:24:29 P.M.;

-The resident wore a hooded sweatshirt, jeans and tennis shoes; 

-The video frame showed Motion sensor, human detected, on the unit courtyard; 

-No facility staff were with the resident; 

-No other residents were seen on the video; 

-The resident looked up at the camera and then back at the courtyard door; 

-The resident did not appear on camera at 12:25:47 P.M. on 02/18/25;

-The video frame showed Motion sensor detected, on the unit courtyard; 

-The resident was then seen entering the locked unit fenced courtyard door from the facility parking and back 
into the locked unit's courtyard at 12:45:02 P.M. on 02/18/25;

-The video frame showed Motion sensor, human detected on the unit courtyard; 

-The resident pulled the fenced courtyard door shut behind him/her and then walked back into the locked unit 
(a code was not required to re-enter the facility at the facility door); 

-No facility staff were with the resident when he/she came back through the locked unit fenced courtyard 
door; 

-There was snow on the ground of the unit courtyard; 

-The resident had been gone from the facility for 20 minutes per the time stamp of the video recording.

During an interview on 03/06/25 at 11:15 A.M., Resident #5 said the following; 

-He/She lived on the locked unit with Resident #4; 

(continued on next page)
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-He/She (Resident #5) had known the door codes to the front and outside (courtyard) door of the locked unit 
for some time; 

-The facility staff were not very careful when they put the door codes in, so the residents could see the 
numbers; 

-Resident #4 came to his/her room when Resident #4 got back to the facility the day he/she eloped, around 
lunchtime, and told him/her that he/she (Resident #4) had left but came back because it was cold outside; 

-Resident #4 pulled his/her pant legs up and had him/her touch Resident #4's legs; Resident #4's legs were 
like ice; 

-The temperature outside that day was really cold, like negative one degree;

-The staff did not know Resident #4 left because the staff do not do regular face checks on the residents on 
the locked unit;

-There are cameras on the unit and in the back courtyard so the staff would have seen this on video. 

During an interview on 03/10/25 at 11:15 A.M., an anonymous employee said the following: 

-A resident from the locked unit told him/her that Resident #4 left the facility and came back; this was a 
couple of days after it had happened; 

-The fenced courtyard door on the locked unit opens to the facility parking lot; 

-This event occurred on 02/18/25 at 12:24 P.M.; 

-He/She remembered it was very cold the day Resident #4 left the facility. 

During an interview on 03/07/25 at 9:00 A.M., CNA A said the following: 

-He/She was on the locked unit on 02/18/25;

-Sometime in the afternoon, Resident #4 made a statement that he/she was going to leave the facility; 

-He/She had another staff member go and get the administrator right away; the administrator was right 
outside the locked unit door; 

-The administrator came into the locked unit and saw that Resident #4 had just opened the fenced courtyard 
door using the code;

-The administrator had the maintenance director change the access code to the courtyard door right away; 
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-He/She had a good rapport with the resident, and the resident had never made a statement before that 
he/she was going to leave; 

-The resident had never attempted to elope from the facility before; 

-He/She was not aware on 02/18/25 that the resident had tried and was successful at leaving the facility 
around 12:24 P.M.;

-He/She remembered it was freezing cold on 02/18/25.

During an interview on 03/10/25 at 12:55 P.M., CNA D said the following: 

-He/She always worked the locked unit; 

-He/She was not aware that Resident #4 was an elopement risk; 

-When Resident #4 got upset, he/she would often say that he/she would just leave the facility, but staff didn't 
think much of those threats because the resident had never eloped;

-He/She was not aware on 02/18/25 that the resident had tried and was successful at leaving the facility 
around 12:24 P.M.

During an interview on 03/07/25 at 9:33 A.M., the maintenance director said the following: 

-It was his responsibility for changing the door access codes to the front and back (fenced courtyard) locked 
unit doors, as well as all the door keypads in the facility; 

-He tried to change the access code for all the locked doors every Monday, but it is grueling to get all the 
door codes changed, so sometimes some doors got missed. He always tried to be sure the locked unit doors 
were changed; 

-The administrator asked him to change the locked unit's back (fenced courtyard) door access code on 
02/18/25 because a resident had tried to elope;

-The fenced courtyard door of the locked unit opens to the facility's parking lot. 

During an interview on 03/06/25 at 7:15 P.M., 03/10/25 at 5:45 P.M., and 03/20/25 at 10:09 A.M., the 
administrator said the following: 

-Resident #4 had been unhappy at the facility since he/she was admitted because the resident wanted to be 
in a facility closer to his/her family; 

-Sometimes the resident would talk about leaving, but he/she could be redirected when he/she was upset; 

-The resident had not tried to elope before; 
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-She was not sure why the resident's admission elopement evaluation showed the resident was an 
elopement risk, but the resident's quarterly elopement evaluation indicated the resident was not an 
elopement risk; 

-The front and back doors of the locked unit had keypads with a different number for each door;

-The door keypads had a covering over them to prevent others from watching numbers being put in; 

-It was the maintenance director's responsibility to change the keypad codes to the locked unit every week; 

-The maintenance director would send the door codes out to the facility staff in a secured group chat; 

-She saw the resident (she was on the unit) putting in a door code to the fenced courtyard door off the locked 
unit during the afternoon of 02/18/25, around 2:00 P.M.; 

-The resident got the door open and put one foot out the door, but when she called his/her name, the 
resident turned and came back in; he/she did not leave the facility; 

-The resident told her he/she got the front door access code by watching the staff key in the numbers; 

-She was not sure why the front door access code worked on the courtyard door, each door was supposed 
to have its own number; 

-She had the maintenance director change the door access code right away when this occurred; 

-She was unaware the resident had left the facility for 20 minutes on 02/18/25 at 12:25 P.M.; 

-She would expect staff to use the covers provided over the door keypads to prevent residents from seeing 
the access codes put in;

-She would expect staff not to share the door access codes with residents or anyone else. 

Observation of facility door access codes during on-site visits showed the following:

-On 02/25/25: locked unit front door 1492;

-On 03/06/25 (the day the elopement investigation began by the state agency), locked unit front door 1492 
(this code had not been changed on Monday, 03/05/25 as the Maintenance Director indicated in his interview 
that he changed codes weekly on Monday), back door 3860 (same code as the Maintenance Director 
reported as being the code on 02/18/25; the code had not been changed on 02/24/25 or 03/03/25 per the 
report that codes were changed every Monday).

Review of the outside temperatures by wunderground.com for the city where the resident resided, when 
he/she eloped on 02/18/25, was four degrees Fahrenheit at 11:54 A.M. and six degrees Fahrenheit at 12:54 
P.M.
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