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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Based on record review and interview the facility failed to provide adequate supervision for one of three 
sampled residents. Resident #1 was assessed as needing 24-hour supervision for safety and had a history 
of making suicidal threats/ideations and aggression towards others and staff. The resident exited the facility's 
secured behavioral unit without staff knowledge and was gone for approximately 12 hours. Facility staff failed 
to implement the facility policy for rounding and making observations of residents. While away from the 
facility, the resident used a broken piece of glass and attempted suicide by inserting it into her skull. The 
facility census was 100.The administration was notified on 09/11/25 of the Past Non-Compliance Immediate 
Jeopardy (IJ) which occurred 09/06/25. Upon notification of the elopement on 09/06/25, the facility 
administration immediately started an investigation and notified the Department of Health and Senior 
Services of the elopement. The facility installed new window modifications to prevent residents from 
removing the glass and in-serviced all staff on the facility's policy and procedures for making rounds. The IJ 
was corrected on 09/06/25. Review of the facility's Rounding Policy, dated 02/24/24, showed:- All residents 
have the right to be cared for in a safe environment. Rounding will be ensured all resident needs are being 
addressed and proper supervision is occurring;- Rounds are completed every two hours unless directed by 
the charge nurse;- Rounds must be made at the beginning and ending of each shift ensuring physically 
walking into each room and physically seeing each resident;- To be proactive in our care, staff need to be 
rounding each hour, so the residents use the call lights less, you have less interruptions during your day and 
the residents are much happier. 1. Review of Resident #1's Level II Preadmission Screening and Resident 
Review (PASRR) (a federal requirement to help ensure that individuals are not inappropriately placed in 
nursing homes for long term care) dated 03/02/23, showed:- Requires 24-hour supervision for safety, fall 
risk;- History of physical behaviors;- Monitoring of behavioral symptoms;- Provision of behavioral support;- 
Assess and plan for the level of supervision required to prevent harm to self and others;- History of suicidal 
threats and ideations. Review of the resident's quarterly Minimum Data Set (MDS), a federally mandated 
assessment instrument required to be completed by the facility staff, dated 04/24/24 showed:- Diagnoses of 
schizoaffective disorder (a chronic mental health condition combining symptoms of schizophrenia, such as 
hallucinations and delusions, with symptoms of a mood disorder, like bipolar disorder or depression), 
personality disorder (personality disorder is a mental health condition where people have a lifelong pattern of 
seeing themselves and reacting to others in ways that cause problems), impulse disorder (a mental health 
condition where a person cannot resist the urge to perform an act that is harmful to themselves or others), 
major depressive disorder (a mood disorder characterized by persistent feelings of sadness, hopelessness, 
or a loss of interest or pleasure in daily activities, lasting for at least two weeks), and anxiety (excessive fear, 
worry, and related behavioral disturbances that interfere with daily life);- Cognition intact;- Supervision of staff 
for activities of daily living;- Rejection of care and evaluation 4-6 days a week;- Ambulates independently. 
Review of the resident's Care Plan dated 01/21/24, showed:- Resident has a history of making suicidal 
threats and ideations related to depression;- History of refusals to eat, take medications, or be assessed;- 
History of verbal and physical aggression towards others and staff;- History of delusions. Review of the 
facility Self-Report form, dated 09/09/25 regarding Resident #1, showed: - On 09/06/25, police arrived at the 
building at approximately 8:30 A.M. responding to another resident situation. As Licensed Practical Nurse 
(LPN) A was walking the police to D Hall secured unit, he/she received a call about a person that was found 
on the outside of a local store. The officer's exact words he/she has been here (at the store) all night. LPN A 
asked the officer the name of the individual that had been found, and the officer responded with Resident 
#1's name. LPN A confirmed that he/she was a resident of facility. LPN A immediately checked Resident #1's 
room. LPN A contacted the Assistant Director of Nursing (ADON) that Resident #1 had exited the facility 
sometime the previous night. The ADON contacted the Administrator. Resident #1 had eloped from the 
facility. Staff initiated a head count on D-hall and the entire building which determined Resident #1 was 
missing and all other residents were accounted for. The ADON confirmed with the responding officer that 
Resident #1 arrived at a local liquor store via security camera footage at 3:24 A.M. on 09/06/25. The resident 
slept on the concrete in-front of the building. The store clerk arrived at 7:00 A.M. The store clerk went back 
outside at 8:00 A.M. to speak with the resident. The store clerk contacted local police who arrived at the 
liquor store at approximately 8:24 A.M. Resident #1 informed the police that he/she broke out of the facility to 
go for a walk and had been walking around the area for a while, before arriving at the liquor store. 
Emergency Medical Services arrived and transported the resident to the local emergency room. The resident 
had been missing for approximately 12 hours;- Review of the statements received from the night shift staff 
who worked during the incident, no one can account seeing the resident after the 8:00 P.M. smoke break. 
Staff wrote they completed rounds at different times, however, none of them opened the room door to lay 
eyes on Resident #1. Record review of the hospital report dated 09/06/25 showed:-This is a patient with 
self-inflicted head wound. He/she discovered a broken piece of glass and attempted suicide by inserting it 
into his/her skull. He/she continues to harbor suicidal thoughts, primarily due to his/her inability to 
communicate with family in another state. During a telephone interview on 09/11/25 at 11:15 A.M., Resident 
#1 said:- He/she left the facility because he/she heard one of the staff yelled at another resident and he/she 
no longer wanted to be there; - He/she did not know if his/her roommate was in the room when he/she left, 
but knew the staff would not be around because they all stay at the nurses station on their phones on night 
shift;- He/she used a rag to open the middle window of his/her room, slid it over and placed the window on 
his/her bed, busted through the screen and left the facility around 7:30 P.M., stating it was dark outside; - 
He/she did not have any injuries when crawling out of the window, used the rag because he/she is on blood 
thinners and did not want to bleed;- He/she just started walking through neighborhoods until he/she reached 
a gas station or something like that and sat down;- This is where he/she found a piece of glass and 
attempted to cut his/her head;- He/she said the next thing he/she knew the cops were there and he/she was 
bleeding from his/her head. Observation on 09/11/25 at 9:45 A.M. of Resident #1's room, showed three 
intact windows with approximately 4-inch metal plates screwed between each window to prevent the window 
glass from being raised higher than approximately 10 inches and unable to remove from frame. During an 
interview on 09/11/25 at 10:20 A.M. Certified Nurse Aide (CNA) B said he/she had seen the resident just a 
couple of hours prior to leaving his/her shift at 7:00 P.M., the resident was not eating that day due to not 
feeling well with a urinary tract infection. During an interview on 09/11/25 at 10:25 A.M., CNA C said the 
resident was his/her normal self on the 7 A.M. to 7 P.M., shift which was easily agitated by others but had not 
expressed suicidal threats or behaviors. He/she last saw the resident that day at 7:30 P.M., when he/she 
was leaving his/her shift. During an interview on 09/11/25 at 10:30 A.M., the Social Service Director said 
he/she had been on the secure unit most of the day noting Resident #1 was in a good mood, sitting in the 
dining room making the staff a list of all the local restaurants. During an interview on 09/11/25 at 10:35 A.M., 
the Maintenance Director said the day after the incident he/she installed the metal pieces with screws to 
each window to prevent the windows from rising enough for someone to crawl out of and or remove the glass 
from the frame. During an interview on 09/11/25 at 1:15 P.M., the Administrator said she would have 
expected the staff to perform hourly checks on each resident on the secure units per facility policy.
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