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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews during an abbreviated survey (459982), the facility failed to 
ensure that each resident received adequate supervision and assistance devices to prevent accidents. This 
was evident in one (1) of 12 residents (Resident #1) sampled for elopement. Specifically, Resident #1 left the 
building on 02/17/2025 at 4:03 PM after being buzzed out the exit door in the lobby by Security Guard #1. 
Facility staff did not become aware that Resident #1 was not in the building until 5:35 PM. On 02/18/2025 at 
1:20 AM, the hospital notified Nursing Supervisor #2 that Resident #1 was in the hospital. A review of the 
hospital Discharge summary dated [DATE] revealed Resident #1 was admitted to the hospital with diagnoses 
of encephalopathy (any disease or disorder that affects brain function or structure) secondary to hypothermia 
(core body temperature drops below 95 degrees Fahrenheit), and acute kidney injury. This resulted in actual 
harm to Resident #1 that was not Immediate JeopardyThe findings include:A review of the Elopement 
Prevention/Wandering Behavior Management policy dated 06/09/2022 documented it is the policy of the 
facility to utilize all possible measures to maintain the safety and well-being of all residents. To have system 
and tools in place to do all that is reasonable to identify and prevent unsafe wandering and or elopement and 
to act quickly prudently should either occur. Elopement occurs when a resident leaves the premises or a safe 
area without authorization and or any necessary supervision to do so.A review of the Front Desk/Security 
Monitoring policy and procedure dated 01/27/2025 documented to ensure the safety and security of all 
residents, staff, visitors, and property within the facility by establishing clear procedures for front desk 
security monitoring and access control. It is the policy of the facility that the front desk serves as the primary 
security checkpoint. All individuals entering or exiting the facility must be screened appropriately, and all 
activities at the front entrance must be monitored consistently and in accordance with safety protocols. Front 
Desk Staff shall monitor all persons entering or exiting the facility. Ensure all visitors log in through the 
electronic monitoring system; Ensure visitors signs in/out; always wear a visitor badge and always maintain a 
visible and alert present at the front desk. Resident #1 was admitted to the facility with diagnoses of 
dementia (a severe decline in mental abilities), psychotic disorder (a serious mental illness where a person 
loses touch with reality) with delusion (a delusion is a fixed, false belief firmly held despite evidence to the 
contrary, often involving misinterpretations of reality) and anxiety (a feeling of worry, nervousness, or 
unease, typically about an imminent event or something with an uncertain outcome.) The Minimum Data Set 
(a resident assessment tool) dated 11/24/2024 documented Resident #1 ambulated independently. The 
Elopement Risk Assessment was last updated on 11/13/2024 and documented Resident #1 was at risk for 
elopement and refused to wear a wander guard.A review of an Elopement Care Plan updated on 
11/13/2024, documented Resident #1 walked out of the building on 11/12/2024. Security followed Resident 
#1, and the police were called and responded. Resident #1 returned to the facility, and 30-minute visual 
checks continued. A Plan of Care note dated 11/13/2024 documented that on 11/12/2024 at 6:45 PM, 
Security Guard #2 reported that Resident #1 walked out the building as staff were entering the building. 
Security Guard #2 followed Resident #1 out of the building. Police were called and Resident #1 was returned 
to the building. Every 30-minute visual checks continued. A physician's order dated 01/27/2025 documented 
Resident #1 was high risk for elopement and 30-minute visual checks for safety. A review of the Resident 
Observation/Rounding Report document dated from 02/10/2025 through 02/17/2025 showed Resident #1 
was being monitored every two hours as indicated by staff initials. The last entry for 02/17/2025 showed 
Resident #1 was last seen at 4:00 PM talking with a family member. The Resident Nursing Instructions 
record dated 02/2025 documented Resident #1 was on behavior monitoring for elopement and wandering on 
the unit.A review of the 3:00 PM - 11:00 PM Visual Checks for Residents Unit dated 02/17/2025 revealed 
Resident #1 was on 30-minute monitoring. Documentation on 02/17/2025 showed staff last signed for 
Resident #1 at 4:00 PM. Review of a nursing note by Licensed Practical Nurse #1 dated 02/17/2025 at 11:36 
PM, documented during rounds they observed Resident #1 sitting quietly in the hallway at 3:35 PM. All 
residents were accounted for and everyone was okay. At approximately 5:35 PM Certified Nursing Assistant 
#1 informed them that Resident #1 was not in their room. Licensed Practical Nurse #1 immediately instructed 
all staff to check for Resident #1. Security Guard #1 was called and a check was done in the main Dining 
Room and Resident #1 was not found. Registered Nurse Supervisor #1 was notified at 5:40 PM. Code Pink 
(an elopement code) was activated and 911 was called. Review of a nursing note by Registered Nurse 
Supervisor #1 dated 02/17/2025 at 7:55 PM, documented at approximately 5:40 PM Licensed Practical 
Nurse #1 reported to them that Resident #1 was missing from the unit and was nowhere to be found. Code 
Pink was called and building searched. Police were called at 6:00 PM and arrived at 6:32 PM, all pertinent 
resident information and picture were given to the police. Medical Doctor #1 and Resident #1's next of kin 
were informed at 6:45 PM. The police reviewed the surveillance camera and called the surrounding 
hospitals. A review of facility Summary of Investigation dated 02/17/2025 documented on 02/17/2025, 
approximately 5:40 PM, Licensed Practical Nurse #1 reported to Registered Nurse Supervisor #1 that 
Resident #1 was missing. Code PINK (code for elopement) was called, and search was conducted. Police 
were called and arrived. Next of Kin was notified. At about 1:20 AM, a call was received from hospital's 
doctor that Resident #1 was located in the hospital. Security Guard #1 admitted that they did not follow the 
facility's protocol. Per facility protocol, security must screen every person prior to leaving the building to 
ensure that residents are not able to leave the facility. Security Guard #1 opened the front door for Resident 
#1 (time not documented). Security Guard #1 was asked why they opened the door for Resident #1, and 
they said it was a mistake. Security Guard #1 was terminated. The investigation concluded that Resident #1 
had previously been identified as at risk for elopement and that Resident #1 had eloped from the facility. 
Prior to the incident, the staff were following preventative measures. A Hospital Patient Review Instrument 
dated 02/23/2025 documented primary encephalopathy secondary to hypothermia, acute kidney injury and 
adrenal mass.A Hospital Discharge summary dated [DATE] at 2:04 PM documented Resident #1 was 
brought in by Emergency Medical Services after being found on the road. In the Emergency Department, 
Resident #1 was found to be hypothermic with a temperature of 89 degrees Fahrenheit, tachypneic (having 
abnormally rapid, shallow breathing) with stable blood pressure. Lab work revealed leukocytosis (an increase 
in the number of white cells in the blood, especially during an infection), high anion (means there's an excess 
of unmeasured acidic substances in your blood), metabolic acidosis (is a serious condition where there's too 
much acid (or not enough base/bicarbonate) in your body fluids), likely acute kidney injury. A physician's 
order dated 02/28/2025 documented Resident #1 was readmitted to the facility on [DATE] at 7:30 PM.An 
attempt was made to interview Resident #1 on 09/12/2025 at 1:00 PM but was unsuccessful due to Resident 
#1's confusion. Multiple attempts were made to contact Security Guard #1 but were unsuccessful. Security 
Guard #1 was no longer employed by the facility. A certified letter was mailed out to Security Guard #1 on 
09/12/2025 with no response to date. During an interview on 09/12/2025 at 2:42 PM, the Maintenance 
Director stated they did not keep a copy of the surveillance video footage of the elopement on 02/17/2025. 
However, they watched the surveillance video footage, and it showed Security Guard #1 opened the main 
front door in the lobby and Resident #1 walked out of the building. The Maintenance Director stated that they 
are responsible for supervision of security guards to ensure they are following the facility's policy. The 
Maintenance Director stated that the lobby front entrance door is equipped with a wander guard alarm 
system. If a resident is wearing a wander guard and enters the lobby near the front door, the alarm would be 
activated. The Maintenance Director stated that all who are at risk for elopement have their picture posted at 
the security desk. The Maintenance Director stated that all visitors must sign in and out of the facility. The 
Maintenance Director stated that all visitors receive a visitor's pass when they sign in, and they must return 
the pass upon leaving the facility. The Maintenance Director stated that security guards are responsible for 
monitoring the front door to ensure a resident does not leave the facility when visitors are leaving. During an 
interview on 11/20/2025 at 11:03 AM, Registered Nurse Supervisor #1 stated they worked on 02/17/2025 
during the 3:00 PM - 11:00 PM shift and performed rounding on Resident #1's unit but do not recall seeing 
Resident #1. Registered Nurse Supervisor #1 stated Resident #1 was ambulatory and was able to ambulate 
without staff assistance. Registered Nurse Supervisor #1 stated that they do not recall Resident #1's 
monitoring status. Registered Nurse Supervisor #1 stated that on 02/17/2025 at 5:40 PM, Licensed Practical 
Nurse #1 informed them Resident #1 was not on the unit. Registered Nurse Supervisor #1 stated Code Pink 
was called, and a search of the entire building and surrounding areas were done. Registered Nurse 
Supervisor #1 stated 911 was called and responded, and the Administrator was called. Registered Nurse 
Supervisor #1 stated that the Administrator and police reviewed the surveillance camera footage which 
showed Resident #1 left the building at 4:03 PM. Registered Nurse Supervisor #1 stated the Certified 
Nursing Assistants were responsible for monitoring Resident #1 every 30 minutes. Subsequent interview on 
12/09/2025 at 2:30 PM, Registered Nurse Supervisor #1 stated they became aware that Resident #1 was 
missing from the unit at 5:40 PM on 02/17/2025. Registered Nurse Supervisor #1 stated they received a call 
from the hospital's doctor on 02/18/2025 at 1:20 AM informing them that Resident #1 was at the hospital and 
requested the resident's medical record. Registered Nurse Supervisor #1 stated Resident #1 was missing for 
approximately 7-8 hours before Resident #1 was found. Registered Nurse Supervisor #1 stated Resident #1 
was on 30-minute visual checks and was not allowed to leave the unit unsupervised. Registered Nurse 
Supervisor #1 stated whenever Resident #1 was not on the unit, the staff usually called the security guard at 
the front desk or the nursing station and recreation staff to see if resident was with them.During an interview 
on 11/20/2025 at 11:21 AM, Certified Nursing Assistant #2 stated on 02/17/2025 they arrived on the unit at 
3:00 PM and made rounds. Certified Nursing Assistant #2 stated while they were making their rounds, 
Resident #1 was observed sitting in the hallway at approximately 3:05 PM. Certified Nursing Assistant #2 
stated when they saw Resident #1 sitting in the hallway, Resident #1 was wearing jeans, a shirt, no jacket 
and crocs (slippers). Certified Nursing Assistant #2 stated they last saw Resident #1 at 4:00 PM standing in 
the hallway talking to another resident's family. Certified Nursing Assistant #2 stated at 4:10 PM dinner 
arrived on the unit, and they started serving dinner. Certified Nursing Assistant #2 stated they took Resident 
#1's dinner to their room at approximately 4:45 PM and that was the time they realized Resident #1 was not 
in their room. Certified Nursing Assistant #2 stated they did not go to search for Resident #1 and continued 
to give dinner to other residents. Certified Nursing Assistant #2 stated they informed Licensed Practical 
Nurse #1 that Resident #1 was not in their room when they returned to dining room (don't remember the 
time). Certified Nursing Assistant #2 stated they started searching for Resident #1. Certified Nursing 
Assistant #1 stated Resident #1 is not allowed to go downstairs by themself. Certified Nursing Assistant #1 
stated if Resident #1 goes to recreation downstairs, the staff who have Resident #1 would need to check on 
Resident #1 every 30 minutes to know Resident #1's whereabouts. During an interview on 11/20/2025 at 
11:40 AM, the Director of Nursing stated they were not an employee at the facility at the time of the 
elopement. The Director of Nursing stated Resident #1's medical record documented that Resident #1 was 
identified as a risk for elopement. During an interview on 09/12/2025 at 2:30 PM, the Administrator stated 
that on 02/17/2025, Registered Nurse Supervisor #1 called and informed them at 6:00 PM that Resident #1 
was not in the building. The Administrator stated Registered Nurse Supervisor #1 informed them that they 
searched both inside and outside of the building and Resident #1 was not found and 911 was called. The 
Administrator stated Resident #1 was at risk for elopement and had removed multiple wander guards. The 
Administrator stated Resident #1 was placed on every 30-minute monitoring and a picture was at the 
security's desk. The Administrator stated Resident #1 must only come off the unit with activities staff and 
return to the unit by staff. The Administrator stated that the Certified Nursing Assistants were assisting other 
residents when Resident #1, who was ambulatory, left the unit by themself. The Administrator stated that all 
visitors leaving the building must stop and sign out at security and return their pass. The Administrator stated 
the main front door is controlled by the security guard at the front desk and that Security Guard #1 allowed 
Resident #1 to walk out of the building because the resident did not look like a resident. The Administrator 
stated that Security Guard #1 reported that they did not stop Resident #1, and they did not ask them any 
questions, they just buzzed them out. The Administrator stated they received a call at 11:00 PM on 
02/17/2025 from the hospital informing them that they had someone matching Resident #1's description. 
(The hospital confirmed with Nursing Supervisor #2 at 1:20 AM that it was Resident #1). The Administrator 
stated Resident #1 was admitted to the hospital and returned to the facility on [DATE].During a subsequent 
follow-up interview on 12/09/2025 at 3:35PM, the Administrator stated when they reviewed the surveillance 
video, Resident #1 was wearing a winter coat, a long-sleeved shirt and long pants. The Administrator stated 
they did not recall what Resident #1 was wearing on their feet.During an interview on 12/10/2025 at 11:00 
AM, Certified Nursing Assistant #1 stated they were working on 02/17/2025 during the 3:00 PM - 11:00 PM 
shift. Certified Nursing Assistant #1 stated Resident #1 was on their assignment. Certified Nursing Assistant 
#1 stated when they arrived on the unit at 3:00 PM, they made rounds and Resident #1 was in their room, 
sitting on their bed wearing a gown. Certified Nursing Assistant #1 stated at 3:30 PM they started giving care 
to other residents. Certified Nursing Assistant #1 stated at approximately 3:45 PM they observed Resident 
#1 sitting in the hallway close to their room. Resident #1 was on 30-minute visual checks. Certified Nursing 
Assistant #1 stated they were taking care of other residents and did not check on Resident #1 because all 
staff members are assigned to do the 30-minute checks. Certified Nursing Assistant #1 stated if the staff who 
were assigned to Resident #1 were busy, the other staff who are available can do the visual checks. Certified 
Nursing Assistant #1 stated during dinner at approximately 5:35 PM, Licensed Practical Nurse #1 reported 
Resident #1 was not in their room, and everyone started searching for Resident #1.During an interview on 
12/11/2025 at 12:15 PM, the Medical Director stated they were not an employee at the facility at the time of 
the elopement. The Medical Director stated Resident #1 was diagnosed in the hospital with encephalopathy 
secondary to hypothermia. The Medical Director explained our body and brain worked at a certain 
temperature between 97.0 - 99.0 Fahrenheit. Medical Director stated anything above or below can cause 
changes in our mental status such as fatigue drowsiness and sleepiness. 10NYCRR415.12(h)(2)
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