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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** 42984

Based on interview and record review, the facility failed to prevent one sampled resident (Resident #1) out of 
three sampled residents from leaving his/her locked unit, going through the locked outer door and exiting the 
facility on 4/30/24. The facility census was 86 residents.

On 5/7/24, the Administrator was notified of the past noncompliance which occurred on 4/30/24. The facility 
administration was notified on the same day of the incident and the investigation was started. The facility 
implemented immediate safeguards to prevent any further elopement from the locked unit. The residents' 
Care Plans were updated. All staff were in-serviced and visitors notices were placed. The deficiency was 
corrected on 5/1/24.

Review of the facility's Elopement Protocol dated 4/3/24 showed an elopement would be defined as any time 
a resident was missing from the facility or there was a possibility that a resident had left the facility without 
appropriate supervision and their whereabouts were unknown.

1. Review of Resident #1's Admission Record face sheet showed he/she was admitted to the facility on 
[DATE] with the following diagnoses:

-Alzheimer's disease (a progressive neurological disorder that affects memory, thinking skills and behavior). 

-Diffuse traumatic brain injury (damage across multiple areas of the brain caused by a sudden impact or jolt 
to the head).

-Schizophrenia (a chronic and severe mental disorder characterized by disruptions in thinking, emotions, 
perceptions and behavior).

-Anxiety disorder (a mental health condition characterized by excessive worry, fear or apprehension that is 
persistent and difficult to control).

-Dementia (a term used to describe a group of symptoms affecting memory, thinking and social abilities 
severely enough to interfere with daily functioning).

-History of falling.
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Review of the resident's Minimum Data Set (MDS- a standardized assessment tool which collects essential 
information about a resident's health, functional status and psychosocial well-being), dated 4/10/24, showed 
he/she was severely cognitive impairment.

Review of the resident's Care Plan dated 3/31/23 showed:

-He/She was at risk for elopement due to a history of elopement from a prior secure facility and/or expressed 
a desire to elope from the facility and had the physical capability to do so.

-He/she had history of walking away from home and getting lost.

Review of the resident's Elopement Evaluation dated 4/7/24 showed:

-The resident had a history of wandering.

-The wandering did not have a pattern and was not goal directed.

-The resident's wandering was not likely to affect the safety or well-being of him/her self or others.

-A score value of 1 or higher indicated a risk for elopement.

-A reside for wandering/elopement had been identified.

Observation of the facility security videos on 4/30/24 showed:

-At 5:55:24 P.M., Housekeeper A came through the memory unit door dragging a large bag. The door did not 
shut tightly and Resident #1 followed him/her out. The housekeeper was unaware the resident had followed 
him/her.

-At 5:55:30 P.M. the resident was visible in the lower right corner of the video, in the lobby. The resident 
walked into view, eating a snack. Receptionist B talked to a visitor at the front door, then walked away. 

- At 5:55:36 P.M., the visitor held the outside door open for the resident. The resident followed the visitor out 
the door. The receptionist was not visible.

-At 5:55:50 P.M., the resident reached the parking lot. He/She was dressed appropriately for the weather.

-At 5:56:45 P.M., the resident was focused on his/her pudding and walked up the parking lot.

-At 5:57:13 P.M., the resident was visible on the grass at the parking lot.

-At 5:57:28 P.M., the resident reached the kitchen door. He/she knocked on the door but was looking at 
his/her pudding. Busy street was visible in the background.
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-At 5:57:36 P.M. the resident reached the area below the smoking porch and another resident saw him/her.

-At 5:59:13 P.M., the resident walked to the stairs going up to the smoking porch and walked up the stairs. 
The other resident called out to him/her. 

-At 6:00:36 P.M., the resident was visible at the gate to the smoking porch. He/She tried to get in but could 
not get the gate open.

-At 6:00:40 P.M., the resident was visible rattling the gate.

-At 6:01:03 P.M., the resident walked back down the stairs.

-At 6:01:25 P.M., Housekeeper A was visible going to get the resident.

-At 6:01:57 P.M., the resident was observed being led through the kitchen door.

-The resident was outside for approximately six minutes.

Review of the resident's facility Progress Notes incident note dated 4/30/24 at 10:05 P.M. showed:

-Staff reported they responded to knocks on the door from residents on the smoke deck.

-Residents stated they saw Resident #1 trying to get back in the door below the smoke deck, to the entrance 
to the kitchen.

-A Code [NAME] was called for additional support to the unit with other staff immediately ran to assist the 
resident back to the unit.

-The resident was not sure how he/she left. He/she was holding a pudding cup when the staff reached 
him/her.

-Staff performed a skin assessment and reported no new skin issues.

Observation on 5/7/24 at 10:25 A.M., showed the resident was non-verbal and unable to be interviewed. 

During an interview on 5/7/24 at 10:30 A.M., Certified Nursing Assistant (CNA) C said:

-He/she was not present during the resident elopement. 

-The resident would wander from door to door and shake and knock on them.

-The resident walked around a lot.

During an interview on 5/7/24 at 12:20 P.M., Receptionist A said:

-The elopement book was supposed to be kept at the front desk.
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-He/She would know if someone went out who was not supposed to.

Review of CNA A's Elopement Interview Questionnaire dated 5/1/24 showed:

-He/She heard a lot of commotion and Resident #1 knocking on the smoke porch window.

-He/She had been standing in the Cherry Lane (memory care unit) dining room preparing residents for dinner 
and passing out meals to residents. At the time the resident was sitting at the table eating his/her dinner.

-He/She had been passing meal trays and escorting residents to the dining room.

-He/She went to the smoke porch and observed the resident outside the unit gate, adjacent to the kitchen 
entrance.

-Other staff on the unit were CNA B, Certified Medication Technician (CMT) A, dietary aides and an agency 
nurse.

-Staff should have been doing 15 minutes face checks, which were completed.

-Staff should be repositioned on the unit.

During an interview on 5/7/24 at 12:32 P.M., CNA A said:

-He/She was working when Resident #1 went out.

-He/She was serving dinner and bringing residents to the dining room.

-The resident walks around a lot. He/She would sit and eat, and then get up and walk around again. He/She 
would go until he/she got tired.

-The resident shakes the door handles. He/She might try to follow someone going in or out. Staff would see 
this and redirect him/her.

-He/She did not think the resident had a game plan.

-He/She was surprised the resident got out, because everyone would stop him/her at the door. Staff typically 
would watch him/her and stop him/her.

-He/She did not know how the resident got out.

Review of Resident #6's MDS dated [DATE], showed the resident's BIMS score to be 15, indicating he/she 
was cognitively intact.

During an interview on 5/7/24 at 12:50 P.M., Resident #6 said:

-He/She went out on the smoking patio.
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-He/She saw Resident #1 go down the stairs leading to the patio and back up.

-The resident did not say anything.

-He/She went to go get staff because that was not where the resident was supposed to be.

-He/She told the charge nurse and the staff came running.

-The staff had to go outside to get the resident because the gate to the smoke patio was locked.

-The resident just stood there. He/She never walked near the street.

-The housekeeper brought the resident in.

During an interview on 5/7/24 at 1:00 P.M., Housekeeper A said:

-The residents were outside smoking on the porch.

-He/She heard the residents shouting and thought someone had fallen.

-He/She saw Resident #1 coming down the stairs by the smoking porch.

-He/She ran out and around the building, and by then the resident was back by the kitchen door.

-He/She opened the door and brought the resident in.

-Staff knew the resident wasn't supposed to be out there.

-He/She was not sure how the resident got out.

-The resident would play with the doors and/ push them.

-The resident was focused on his/her pudding and not paying attention to where he/she was walking.

-The resident was not by the street.

During an interview on 5/7/24 at 1:15 P.M., the Dietary Manager said:

-He/She let the resident back in the building at the door from the kitchen dock.

-He/She was down by the stairs from the smoking porch.

-He/She opened the dock door to let him/her back in because that door was the closest.

Review of Receptionist B's Elopement Interview Questionnaire dated 5/1/24 showed:

-He/She first learned of the elopement when he/she was informed by another employee that a resident had 
eloped.
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-He/She was sitting at the reception desk in the lobby when the elopement occurred.

-When he/she heard about the elopement, he/she and Housekeeper A began looking for the resident.

-He/She said he/she was the only person in the lobby when the elopement occurred or when he/she was 
informed about it.

-He/She said the Cherry Lane door was not latched properly.

During an interview on 5/7/24 at 1:25 P.M., Receptionist B said:

-He/She was sitting at the front desk that day.

-He/She did not notice the resident got out.

-One of his/her coworkers, housekeeper, came running through the door to the reception area and said a 
resident got out.

-The housekeeper went running outside and he/she went behind him/her. 

-The housekeeper went to the parking lot, and he/she went back to his/her post.

-He/She did not notice the resident go out.

-At the time, he/she did not know the visitor let the resident out and did not see it.

-He/She was unaware of the elopement book, just the book with all the residents and their living locations.

-If a resident were to try to get out, the staff was supposed to redirect him/her to where he/she was supposed 
to go and let a nurse or the administrator know the resident tried to get out.

-The doors were always secure.

-He/She did not know how the resident got past him/her, because she saw everyone go in and out.

During an interview on 5/7/24 at 2:00 P.M., the Administrator said:

-The resident lived on a locked unit for memory care.

-The resident never verbalized wishing to leave and did not say where he/she was going.

-The resident enjoyed looking out windows and doors.

-The resident was dressed appropriately when he/she went out.

-He/She thought the staff should stay focused and always be aware of what was going on in the unit.
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-Staff should be positioned for seeing who came in and went out of the unit.

-Staff should be in the habit of taking a head count of the residents every hour.

-The front desk was not a social gathering place; crowds should be dispersed.

-There should have been an elopement book at the front desk.

-The receptionist should regularly check to see that the locked door is actually locked.

-The receptionist should control his/her environment if his/her vision was blocked.

-Staff should make sure nobody is behind them when they go through doors.

-The expectation was that staff should have an awareness of the residents around them.

-This event happened because staff were too into what they were doing and not paying attention

During an interview on 5/7/24 at 2:15 P.M., the Director of Nursing (DON) said:

-Staff needed to keep their eyes on the residents and be more alert.

-Staff were educated on wandering behavior.

-He/She would have expected the door not to be opened so widely, and that they made sure the door was 
completely closed and no residents followed them out.

-His/Here expectation was that staff would have more awareness of residents in the lobby, as well.

-Staff were expected to know what the residents looked like and what they were wearing.

-The expectation was that the elopement book would be at the reception desk and the receptionist would 
know who was an elopement risk.

-If a Code [NAME] (an alert to staff of a missing resident) was called, the receptionist should pull the 
resident's face sheet so the staff would know who it was.

-The receptionist should not have been at the door with visitors.

-The facility had protective oversight so it was the receptionist's responsibility to be the gatekeeper and be 
aware of what was going on in the lobby.

-The root cause of this incident was that staff got too comfortable and were not paying attention.

Review of CNA B's Elopement Interview Questionnaire dated 5/1/24 showed:

-He/She first heard about the elopement from the charge nurse on another unit.
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-He/She was in the Cherry Lane dining room when the elopement happened.

-He/She was wiping off tables and cleaning the dining room because dinner was coming to an end.

-He/She started searching for the missing resident by walking out to the smoke porch and looking outside the 
gate.

-Other staff present were CNA A, CMT A and the nurse.

-Staff should have done a face count.

During an interview on 5/7/24 at 2:30 P.M., CNA B said:

-Staff had finished serving dinner to the residents.

-Resident #1 was given his/her pudding and spoon and was sitting at the table.

-He/She started sweeping the floor and saw the charge nurse run out of the room.

-The staff ran to the smoking door and Resident #1 was at the gate.

-He/She never saw the resident go out of the dining room, since the door was not visible where he/she was 
cleaning.

-Housekeeper A went around another way and got the resident.

-Resident #1 would push on the doors, but the staff would always stop him/her.

-He/she did not think the resident was trying to escape; he/she just walked around.

-He/She thought everyone needed to watch the doors more carefully, because there were kitchen staff, 
aides, and lots of people going in and out.
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