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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to prevent one of the three sampled residents, 
(Resident #1) from accidents and hazards when Resident #1 eloped from the facility and was found by a 
nearby business laying on the ground. The resident was transported to the hospital and found to have 
fractured in his/her left arm. The facility census was 29. Review of the facility's Elopement Protocol, dated 
April 2006 showed:Elopement, for the purpose of these guidelines is defined as that situation where a 
resident with impaired decision-making ability, who is oblivious to his/her own safety needs, and therefore at 
risk for injury outside the confines of the facility, has left the facility without knowledge of staff. The definition 
of elopement does not include a resident who is at risk for elopement, but whose exit from the facility is 
known to staff who is responding to the exit. Furthermore, the definition of elopement does not include 
residents: who are not at risk for elopement due to their cognitive abilities. Who leave the facility with the 
intent to return within a short period of time. Who have the ability to leave and return safely. Residents who fit 
this description, are requested to sign in and out or in some similar manner, to let staff know of their 
departure and anticipated time of return. The purpose of the elopement guidelines is to: identify residents at 
risk for elopement, protect residents that are not capable of protecting themselves and provide the 
techniques and equipment to minimize safety risks. A specific system has been developed to notify staff that 
an external door has been opened in an area accessible to residents. Door alarms are tested at least once a 
month. The results of the test are recorded. Testing of the system includes not only the alarm's function, but 
also the staff's appropriate response to the alarms. Only the Administrator may authorize disabling the alarm 
system and is responsible for the method of monitoring for residents' safety and resetting the alarms. All new 
employees are in-serviced on elopement guidelines during orientation. All employees will be in-serviced on 
elopement procedures annually.The Charge Nurse (CN) is responsible for coordinating a building search 
followed by an immediate search of the facility grounds if a resident is discovered missing or an elopement is 
evident. The CN will take the following steps: search the facility in teams. If non-nursing personnel are 
present, they initiate a search outside the building; otherwise, nursing will initiate the search. CN is to remain 
in the facility coordinating the search. Prepare to provide a picture and description of the resident, including 
clothing, height, weight, hair and eye color, etc. Administrator and Director of Nursing (DON) are to be 
notified within 20 minutes of the discovery. Administrator or designee calls in the off-duty department heads 
or staff as needed to assist with the search. Narrow the time frame in which the resident was last noted in the 
facility. Assign a staff member to complete a search of places in the community frequented by the resident. 
Call 911 for law enforcement assistance to aid in the search (if not found during facility and grounds search). 
Notify family/responsible party and physician within two hours of discovery. When found, assess for injuries 
and document. Make sure a plan has been developed to ensure protective oversight. Notify all those 
involved in search that the resident has returned. The care plan is to be revised to include further 
preventative interventions to prevent re-occurrence. In-service staff on the plan of care that will be 
implemented within 48 hours of incident and address to all personnel involved in direct care of the resident 
and alerting non-nursing staff of precautions and elopement guidelines. The Department of Health and 
Senior Services may be notified if there is reason to believe the resident is likely to be in harm or danger. 
Review of the facility's undated policy for Elopement- Missing Resident showed:Guidelines: Determine: when 
the resident was last seen and by whom, description of clothing and where the resident was last seen.Notify 
all departments and begin a thorough search of the facility and grounds, including bathrooms, closets, 
storage areas and crawl spaces. Search streets and neighborhood adjacent to the facility.Notify DON and 
Administrator.Notify attending physician.Notify responsible party. Request notification if resident makes 
contact with them.If absence exceeds 30 minutes, notify local law enforcement agency. Give dispatcher the 
following information: resident's name, sex, age, time discovered missing, where last seen, physical 
description (height, weight, race, hair, eyes, etc.), physical impairments, mental conditions, description of 
clothing, if harmful to self or others, home address, address of known relatives or friends and photograph of 
resident.When located, be certain to notify all appropriate people/agencies. Assess for injuries. Review of the 
facility's undated policy for Resident Condition Change (Observing, Recording, and Reporting) (Includes Fall 
or Injury) showed:The purpose is to observe, record, and report any condition change to the attending 
physician so that proper treatment can be implemented. After all resident falls, injuries or changes in physical 
or mental function, monitor the following: Observe for lacerations. Observe for swelling and discoloration. If 
present chart size, site, amount and color. Observe for convulsions. Observe and inquire if resident has 
headache or pain. Observe for personality changes. Observe for alterations in consciousness. Observe for 
incontinence. Observe for sensory disorder. Observe for generalized weakness. Observe for speech 
disorder. Observe for gait, posture or balance disorder. Observe for still neck. Observe for proper reflexes 
(response to painful stimuli). Take vital signs and include temperature. Observe for abdominal spasm or 
pain. Observe for bleeding from ears, nose, and throat. Observe for unequal pupils. Observe for dyspnea or 
variations in respiration (irregular). Observe for flushing or cyanosis. Observe for pain. Observe for 
abduction, adduction, shortening or improper position of extremities. Have someone stay with the resident 
while the nurse is calling the attending physician, if necessary. If you are unable to reach the attending 
physician or the physician on call, call the facility medical director for emergency situations. Complete an 
incident, accident or risk management report per facility guidelines. Notify resident's responsible party.
Monitor resident's condition frequently until stable. Notify physician of condition change, need for treatment 
orders and/or medication order changes. 1.Review of Resident #1's annual Minimum Data Set (MDS), a 
federally mandated assessment instrument completed by facility staff dated 5/23/25 showed:Cognitive skills 
severely impaired.No behaviors or wandering.No impairment to upper or lower extremities.Independent with 
eating, oral care, toilet use, showers, dressing and transfers.Occasionally incontinent of urine. Always 
continent of bowel.Diagnoses included dementia, Parkinson's disease (a movement disorder of the nervous 
system that worsens over time), anxiety, depression, bipolar (a mental health condition that causes extreme 
mood swings), psychotic disorder ( a mental health condition characterized by a loss of contact with reality, 
leading to symptoms like hallucinations, delusions, and disorganized thinking and speech), schizophrenia (a 
serious brain disorder that causes a person to have difficulty distinguishing what is real from what is not), and 
post-traumatic stress disorder (PTSD).No pain.No falls.The resident had antipsychotic, antianxiety, 
antidepression and anticonvulsant medications in the last seven days.The resident received antipsychotic 
medication on a routine basis.On 3/26/25, the physician documented the gradual dose reduction as 
contraindicated. Review of the resident's elopement/wandering assessment form dated 9/12/25 showed the 
resident scored a 9 which indicated the resident was a high risk for elopement. Review of the resident's care 
plan, dated 9/12/25 showed: The resident had increased need for guidance redirection related to dementia. 
Avoid assuming an overly protective attitude. Provide special environmental stimuli: directional markers, 
calendars, clocks, phots, and written schedules. Provide support and reassurance when the resident 
becomes anxious about what he/she is supposed to be doing. provide verbal cues and supervision when the 
resident forgets what he/she is supposed to be doing. Structure daily programs around the physical aspects 
of the resident's life. Encourage the resident to attend activities. The resident has experienced trauma. 
He/she may need assistance to address the physical, behavioral and /or social impacts of the trauma. 15 
minute checks were initiated for risk for elopement when exit seeking behaviors are noted. Review of the 
resident's admission MDS, dated [DATE] showed:Cognitive skills severely impaired.No behaviors or 
wandering.No impairment to upper or lower extremities.Independent with eating, oral care, toilet use, 
dressing and ambulation.Supervision with showers.Partial to moderate assistance from staff for personal 
hygiene.Occasionally incontinent of urine. Always continent of bowel.Diagnoses included schizophrenia, 
dementia, anxiety, depression, and PTSD.No pain.No falls.The resident had antipsychotic, antianxiety, 
antidepression and anticonvulsant medications in the last seven days.Review of the Sheriff's Department 
incident report, dated 10/28/25 at 7:26 A.M., showed:He/she was advised a [AGE] year-old male/female had 
walked away from the nursing home and the resident was unable to care for him/herself. The resident is 5 
foot 4 inches, weigh 163 pounds with medium length braided grey hair wearing dark pants and a long sleeve 
shirt and first responders were sent out. While enroute, dispatch notified the resident was found behind the 
Dollar General. The resident was on a backboard and was loaded into the ambulance and transferred to the 
ER for evaluation and treatment. LPN B gave an account of the morning's events.Review of the resident's 
progress notes, dated 10/28/25 at 12:27 P.M., showed:At 6:50 A.M., Licensed Practical Nurse (LPN) B went 
to give Resident #1 his/her Clonazepam (used to treat seizure and panic disorders), and the resident was not 
in his/her room, located on the [NAME] Hall of the memory care unit. He/She looked for the resident in each 
room on the East Hall of the memory care unit and did not see the resident. He/She checked the dining room 
on the memory care unit, checked the resident's room and the bathroom and did not see the resident. 
He/She checked all the rooms on the South Hall and notified the South Hall staff he/she was unable to find 
the resident. Certified Medication Technician (CMT) B said he/she saw the resident at the nurse's station at 
6:00 A.M., when he/she started the medication pass. Certified Nurse Aide (CNA) C said he/she observed the 
resident at the courtyard door about 6:30 A.M. All staff were notified to look for the resident at 7:00 A.M. and 
a full building search began. The Director of Nursing (DON) arrived at this time and notified of the situation. 
The Administrator was notified of the situation. At 7:25 A.M. The Sheriff's department was called and 
reported the resident as missing from the facility. Staff continued to search the building and grounds. Off duty 
staff was called in and they began to search the neighborhoods and surrounding areas. At 8:00 A.M., he/she 
received a phone call that a staff member had found the resident behind the Dollar General and the resident 
had fallen. The DON and Administrator was notified. 911 was notified. At 8:20 A.M., the resident was loaded 
into the ambulance. Report was given to the Sheriff's Department. At 8:55 A.M., left a message for the 
resident's Public Administrator (PA) and left a message for the resident's physician. At 9:05 A.M., spoke with 
the PA and was updated on the events and the resident's condition and transferred to the emergency room 
(ER). At 9:09 A.M., the physician called back was updated on the resident's condition and current situation. 
At 11:45 A.M., the ER called and stated the resident's tests were clear and the resident was ready to be 
discharged back to the facility and transportation was notified. 10/28/25 at 1:20 P.M., the resident returned to 
the facility from ER via the facility van. The resident complained of generalized pain and aches all over and 
was cold. When asked what happened, the resident stated, He/She had a car accident when he/she was 
going to his/her mom's house. The resident was taken to the secured unit and 15-minute checks were 
started. Review of the resident's elopement/wandering assessment form dated10/28/25 showed the resident 
scored a 7 which indicated the resident was a high risk for elopement. Review of the resident's care plan, 
dated 10/28/25 showed:The resident had an actual elopement and rates a 7 (high risk) on elopement 
observation. Primary care physician and Psychiatrist was notified of resident's elopement with no changes 
made at this time. Resident is on 15-minute checks for 72 hours then will be on 2-hour location and safety 
checks. Resident was sent by ambulance to be evaluated after he/she was found and returned to the facility. 
Staff educated on elopement policy and procedures, 15-minute checks, door locks and lights.Review of the 
resident's progress notes, dated 10/29/25 at 3:07 A.M. showed:Noted swelling to left wrist and bruising to left 
thumb. Resident stated it was painful to touch rating pain a five out of 10. Tylenol as needed given for pain to 
left wrist. The physician was notified via fax.Review of the resident's progress notes, dated 10/29/25 at12:35 
P.M. showed:The resident returned from the ER. Keep sling in place, keep splint dry. Return to the ER if 
there are any issues. See ortho on 11/5/25 at 9:45 A.M. for follow-up. Denied pain at this time. Review of the 
facility's field portal equipment showed the Maintenance Director verified all magnetic door locks are locking 
and releasing properly, verified proper signage is posted, explaining to hold doors for 15 seconds for time 
release, verified doors are free of any damage, checked the security and integrity of the privacy fence and 
verified all keypads are working properly on the following dates: 10/9/25, 10/16/25, 10/22/25 and 10/28/25. 
During an interview on 11/5/25 at 8:49 A.M., the Administrator said:The resident was at his/her ortho 
appointment and would return shortly.On 10/28/25 she sent out a message in the group chat for a code 
purple (missing resident). CNA B found the resident across the street behind the Dollar General and reported 
that the resident was found lying on the ground on his/her side. The resident said he/she was just sitting 
there talking to the girls, when he/she was actually lying on the ground and there were no girls around.CNA 
B did not move the resident but covered the resident with his/her coat and with blankets from his/her car until 
the ambulance arrived.The resident was wearing shoes, pants and a long sleeve shirt.The resident stated 
his/her left arm hurt and the ambulance personnel were informed when they arrived on the scene.CNA B 
rode with the resident in the ambulance to the hospital.When the resident went to the hospital, they drew 
labs, did a chest x-ray and a computed tomography (CT) of the head, (an imaging test that uses X-rays and 
a computer to create detailed cross-sectional images of the head, including the brain, skill and blood 
vessels), but did not do an X-ray of the resident's left arm.When the resident returned to the facility, he/she 
did not use his/her left arm. The next morning, it was noticeably swollen, the resident was not using it and 
was guarded with it. The resident did not complain of any pain. The resident's left hand was bruised, and the 
staff applied an ice pack. The physician was notified and received an order for an X-ray. The facility van 
transferred the resident to the hospital for the X-ray. When the results showed it was broken, the physician 
was notified and gave an order to take the resident to the ER. The ER staff put a splint with ace wrap and a 
sling on his/her left arm.Observation on 11/5/25 at 9:49 A.M., showed he Administrator and the surveyor 
checked the door alarms on the North Hall and staff responded within seconds.Observation and interview on 
11/5/25 at 10:00 A.M. showed:The Administrator and the surveyor checked the door alarms on the memory 
care unit and the staff responded immediately.The Administrator had the Maintenance Director add three 
new stop sign alarms to the doors that were loud enough to be heard on the North Hall. The Administrator 
said the staff checked all the door alarms when they found the resident missing and there were no door 
alarms going off and all the door alarms worked. Observation and interview on 11/5/25 at 10:09 A.M. 
showed:Resident #1 returned from his/her orthopedic appointment in a wheelchair, and he/she had a brace 
on his/her left arm. The Administrator assisted the resident from the wheelchair to his/her bed.The resident 
said he/she was already outside and was walking down the street and went off from it, fell and broke his/her 
arm. The resident denied any pain.The Administrator said the resident's cognition is at his/her baseline.
Observation on 11/5/25 at 10:27 A.M., of the South dining room door on the memory care unit showed: The 
Administrator put an Alzheimer's door deterrent on the door which looked like a brick wall with greenery.It's 
made out of thick vinyl and is fire retardant.The door did not have a keypad lock on it but had one of the loud 
stop sign alarms on it.Observation and interview on 11/5/25 at 10:41 A.M., of the kitchen door on the South 
side on the memory care unit showed:They changed the keypad lock and put a doorknob on the door, and it 
locked automatically. If the staff needed anything, they could ring the doorbell, and the dietary staff would 
answer it.As you go through the kitchen door from the memory care unit and turn there's a hallway that has a 
service entry exit door. It does not have an alarm on it. The key is hanging by the door but blends in with the 
door frame and is difficult to see. You can go out the door, but if the door is locked, you cannot come back 
inside.The Administrator believed this was the door Resident #1 went out. Observation on 11/5/25 at 11:04 A.
M., showed Resident #1 sat in the wheelchair at the nurse's station. During an interview on 11/5/25 at 11:07 
A.M., LPN A said:He/She has worked at the facility for 15 years and worked on the North Hall and on the 
memory care unit.He/She was not working the day Resident #1 eloped.Resident #1usually walked 
independently but in the last couple of weeks, he/she used a wheelchair. Resident #1 has never been 
combative. He/she had a history of saying his/her sister, who had passed away, was coming to pick him/her 
up. HIs/Her delusions usually consisted of his/her sister picking him/her up and either going shopping or 
going home.He/She has not had any issues with the door alarms not working.Observation on 11/5/25 at 
11:12 A.M., showed staff propelled the resident to the dining room for lunch. During an interview on 11/5/25 
at 11:29 A.M., CNA A said:He/She has worked for the facility for 28 years and worked on the North Hall and 
on the memory care unit.He/She was working on the North Hall the day Resident #1 eloped. LPN B notified 
the staff on the North Hall they were unable to locate Resident #1.He/She looked for the resident on the 
North Hall and did not find him/her.He/She did not hear any door alarms going off. Resident #1 was found 
behind Dollar General.They had a staff meeting that afternoon and discussed the elopement. Resident #1 
was placed on 15-minute checks, and all residents were placed on two-hour visual safety checks. They 
added three new louder door alarms on the memory care unit and changed the door lock on the kitchen door 
on the memory care unit.Resident #1is easy to get along with. He/She always thinks his/her sister is coming 
to pick him/her up. He/She is not resistive with cares or combative. He/She is easily redirected. They 
currently do not have any residents who exit seek, besides Resident #1.Staffing on the unit is usually 1 aide 
and the CMT and the CN are for the entire building.Observation on 11/5/25 at 11:29 A.M., showed Resident 
#1 sati in his/her wheelchair in the dining room waiting on lunch. During an interview on 11/5/25 at 12:29 P.M.
, CMT A said:He/She worked on the North Hall and on the memory care unit.Resident #1 usually required 
stand by assistance with cares but sometimes he/she required assistance with toileting due to incontinent 
episodes. The resident is delusional and always thinks his/her sister, who has passed away is coming to pick 
him/her up. The resident is easily redirected. He/She was not working the day Resident #1 eloped. They had 
an in-service and discussed the elopement, Resident #1 on 15-minute checks, all residents on two-hour 
visual safety checks, the additional alarms on the doors on the memory care unit. If unable to locate a 
resident, he/she would report it to the CN and then call Code Purple (missing resident). During an interview 
on 11/5/25 at 12:40 P.M., Dietary [NAME] A said:He/She only worked four days a week and was not working 
the day Resident #1 eloped.He/She has never seen any resident go through the kitchen. During an interview 
on 11/5/25 at 1:35 P.M., CNA B said:He/She worked on the North Hall and on the memory care unit.He/She 
was off the day the message went out for the Code Purple.When he/she arrived at the facility, he/she was 
informed of which resident was missing. He/She started driving around looking for Resident #1.He/She 
parked in the parking lot of the Dollar General and did not see anyone. He/She parked in the parking lot and 
went behind the building and found the resident on his/her side with his/her right arm under him/her trying to 
hold him/herself up. The resident was wearing a long-sleeved shirt, dark pants and tennis shoes. He/She did 
not recall the resident being covered in leaves. Where his/her body was touching ground was wet. The 
resident said he/she had been out with the girls, hit his/her head on a rock and his/her arm hurt. He/She 
covered the resident with his/her coat then removed blankets from his/her car and placed them on the 
resident. He/She called the facility and informed the CN Resident #1 had been found. The Police arrived and 
the ambulance arrived. The ambulance staff were aware the resident's left arm was hurting, and they did not 
obtain any vital signs from that side. He/She rode in the ambulance to the hospital with the resident. He/She 
informed the hospital staff about the resident's left arm hurting. The resident was settled in the hospital bed 
when he/she left the ER. They had a staff meeting that afternoon and discussed the elopement, 15-minute 
checks, and two-hour visual safety checks on all residents, changing the doorknob on the kitchen door on 
the memory care unit and adding additional alarms. During an interview on 11/5/25 a 2:08 P.M., Kitchen Aide 
A said:He/She has worked at the facility for a little over a month.A little after 6:30 A.M., he/she was outside 
the deliver entrance door taking a break when he/she observed a figure walking past the propane tanks.
He/She was not aware Resident #1 was missing at the time. Looking back, he/she thought that it very well 
could have been Resident #1 but not really for sure. they had a meeting that afternoon and were informed 
what to do if a resident went missing, also discussed changing the doorknob and the additional alarms. 
During an interview on 11/5/25 at 2:30 P.M., the Dietary Manager said:He/She had been in the position for 
about two weeks or maybe a month.He/She had no idea how Resident #1 eloped.Between 6:00 A.M. to 6:30 
A.M., he/she opened the door to the dining room of the memory care unit. He/She had a conversation with 
the staff member working on the memory care unit and hung the menus then returned to the kitchen. 
Resident #1 was in the dining room at that time. He/She thought the door to the kitchen was shut but does 
not remember and also did not remember if it was locked or not. He/She did not observe the resident going 
through the kitchen door, did not observe the resident in the hallway and did not hear the back delivery door 
open.They had an in-service that afternoon and discussed the elopement, , changing the lock on the kitchen 
door, adding a doorbell and adding additional alarms. Intake 2654580 Intake 2654882
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