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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** 34702

Based on interview and record review it was determined the facility failed to ensure a resident was safe from 
elopement for 1 of 1 sampled resident (#9) reviewed for elopement. This failure, determined to be an 
immediate jeopardy situation, resulted in Resident 9 leaving the facility without appropriate supervision and 
placed the resident at risk for serious injury or death. Findings include:

Resident 9 admitted to the facility on [DATE] with diagnoses including stroke and dementia. 

The 7/30/24 hospital referral records indicated Resident 9 was withdrawn, and answered most questions 
with, I don't know. The record indicated, disorientation noted overnight and patient trying to leave, though 
was redirectable. The record also indicated, At this time the resident does not have the capacity to make 
decisions regarding leaving the hospital so [she/he] would be placed on elopement precautions.

Resident 9's Elopement Risk Evaluations indicated the following:

-8/20/24: the resident had poor impulse control and was at risk for elopement.

-9/12/24: the resident had two attempts to get out of the side door unattended.

-11/5/24: the resident eloped, did not communicate when leaving, and left to the community. 

The 9/12/24 care plan indicated Resident 9 had impaired cognitive function related to dementia and was an 
elopement risk due to impaired safety awareness. 

Progress Notes indicated the following:

-8/27/24: Resident unable to communicate wants and needs, has a history of wandering and innocently 
wandered out of facility about 6:00 PM. 

-8/28/24: Resident wandered out of the facility about 6:00 PM. The note stated, Located 5 minutes at back 
entrance of facility.
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-9/12/24: Resident Care Manager notified by medication aide that the resident attempted to leave the 
building out the side door two times yesterday. The resident was easily redirected, but was confused with 
cognitive impairment. The resident's information was placed in elopement book. 

-11/3/24 at 1:30 PM: The note indicated staff were notified that Resident 9 absconded from the facility's 
property, local law enforcement was notified. Administrative staff were notified and were waiting for local law 
enforcement. 

-11/3/24 at 2:45 PM: Resident 9 returned to the facility unharmed, and stated, I'm cold. The resident was 
offered hot chocolate and a snack. 

-11/5/24: Resident 9 stated she/he would like to leave and go home, staff asked if she/he knew how to get 
there, and the resident stated, No. Later in the shift the resident was seen at the back door looking up in the 
doorway to show the nurse she/he knew the door code. The nurse told the resident it was dark and cold and 
she/he should not go outside. The resident stated, ok. The resident continued to walk around the building but 
no other attempts to get outside of the door were made. 

-11/10/24 at 11:56 AM: Resident 9 was found in the parking lot in the morning, was able to be redirected 
back to the facility, and then asked when she/he would be discharged . 

No facility investigations were found related to Resident 9's elopements on 8/27/24, 8/28/24, and 11/10/24. 

The 11/7/24 Facility Investigation of the 11/3/24 elopement indicated on 11/3/24 at 1:30 PM staff became 
aware Resident 9 was missing and the on duty nurse called local police to notify them that the resident was 
not able to be located. During this time the facility received a call from the off-duty Activities Director who 
reported she saw Resident 9 at a convenience store parking lot about ten minutes walking distance from the 
facility. The resident was quickly redirected back to the facility and was back inside the facility by 2:30 PM. 
No harm or injuries were noted at the time of her/his return. The resident was fully clothed in a long-sleeved 
shirt and jeans but did make a statement that she/he was cold. She/he was given a blanket and some hot 
chocolate to warm up and was content. During the time Resident 9 was gone, staff thought she/he was 
wandering around the facility or the outdoor courtyard per her/his usual routine.

Observations on 11/13/24 from 10:54 AM through 3:06 PM revealed Resident 9 walked independently 
throughout the facility, participated in activities, and sat on the bed in her/his room. 

On 11/13/24 at 11:18 AM one of the facility's exit doors was observed to open without entering a code. The 
outside area led to a set of double gates that were open and led to the road. 

On 11/13/24 at 11:30 AM Staff 1 (Administrator) was observed to walk out of the identified exit door without 
entering a code. Staff 1 stated the door was supposed to shut and lock. Staff 1 acknowledged the door 
leading to the outside area was unlocked and the outside area led to the road and parking lot. 

On 11/13/24 at 11:36 AM Staff 3 (Maintenance Director) was observed to walk out the identified exit door 
without entering a code. Staff 3 acknowledged the door was not locked and stated a code should be entered 
to unlock the door. 
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52385150

02/11/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

385150 11/14/2024

Woodside Post Acute 301 Ridings Avenue
Molalla, OR 97038

F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

On 11/13/24 at 3:06 PM Resident 9 was alert but not oriented to place and time. Resident 9 stated she/he 
wanted to go home and started crying. During the interview the resident stated she/he was trapped here. 
Resident 9 stated she/he left the facility and went to a convenience store previously. Resident 9 stated 
she/he knew the numbers on the doors to get out of the facility and went to the window and stated she/he 
could exit out the window. The surveyor observed it appeared possible for the resident to exit through the 
window, but the resident did not attempt to go out the window at that time. 

Staff interviews from 11/13/24 at 11:30 AM to 11/14/24 at 12:28 PM indicated the following:

-Staff 4 (CNA) stated Resident 9 wanted to go home and attempted to open the doors using the door codes. 
Staff 4 stated the identified door did not always lock and staff had to pull on the door to get it to lock and it 
was like that for a long time. Staff 4 stated she was unsure if it was reported to maintenance. Staff 4 further 
stated that several staff including agency staff were unaware the door did not close and had to be pulled 
shut. Staff 4 stated Resident 9 was exit-seeking on a daily basis. 

-Staff 5 (CNA) stated Resident 9 got bored, wanted to go outside and asked a couple of times for the door 
code. Staff 5 stated the resident sought outside activities but the resident was not safe to go outside alone. 

-Staff 6 (CNA) stated today was her first day working here and she was unaware of any residents who were 
at risk for elopement, and nobody told her of residents who were an elopement risk. 

-Staff 7 (NA) stated there was one resident who was exit-seeking but he could not remember the resident's 
name. 

-Staff 8 (CNA) stated Resident 9 was an elopement risk and the resident eloped to the front parking lot on 
two occasions. Staff 8 stated Resident 9 was the only resident who was an elopement risk. 

-Staff 9 (CNA) stated he worked at the facility for a month and was not aware of residents who were at risk 
for elopement. 

-Staff 10 (CNA) stated Resident 9 attempted to leave the facility multiple times by using the door codes and 
was able to figure out the codes no matter how many times they were changed. Staff 10 stated on one 
occasion about a week or week and half ago the resident's roommate reported the resident was down by the 
street and brought Resident 9 back inside the facility. Staff 10 stated she reported the incident to the charge 
nurse but could not remember the nurse's name. 

-Staff 11 (LPN) stated Resident 9 had dementia and was able to go outside the facility on multiple occasions. 
Staff 11 stated on one occasion the resident went to a convenience store and police were notified and the 
resident arrived back to the facility by her/himself. Staff 11 stated the resident was out in the parking lot at 
least two weeks prior to going to the convenience store. Staff 11 stated on one occasion when the resident 
was in the parking lot a dietary staff made him aware the resident was outside. Staff 11 stated the door 
codes were changed multiple times, but the resident was able to figure out the codes. 
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-Staff 12 (LPN Resident Care Manager) stated Resident 9 eloped on one occasion to a convenience store 
and on another occasion was found in the parking lot. Staff 12 stated she read a progress note by Staff 11 
that indicated the resident got out to the parking lot and the resident should not be alone. Staff 12 stated an 
investigation was not completed for the incident when the resident got out to the parking lot and was unsure 
if the resident was unattended in the parking lot. 

On 11/13/24 at 1:35 PM and 3:40 PM Staff 1 and Staff 2 stated Resident 9 eloped to a convenience store on 
11/3/24 and the off-duty activity person stopped there and talked to her/him. The resident stated she/he was 
out for a walk. The staff told the resident to return to the facility and she contacted the nurse at the facility. 
Staff 1 stated after the resident was found at the convenience store, she/he was determined to be an 
elopement risk. Staff 1 and Staff 2 stated after the elopement to the convenience store the resident was 
placed on 1:1 supervision until the door codes could be changed the following day. Staff 1 and Staff 2 were 
asked about the 11/10/24 progress note that indicated Resident 9 was found in the parking lot by nursing 
staff. Staff 1 and Staff 2 acknowledged an investigation was not completed for the 11/10/24 incident when 
Resident 9 was found outside the facility unattended. Staff 1 and Staff 2 stated they were unaware of any 
other elopement attempts by Resident 9. The staff indicated the facility had other residents who were also at 
risk for elopement. 

On 11/13/24 at 4:22 PM Staff 1 and Staff 2 were notified of the Immediate Jeopardy (IJ) situation and 
provided a copy of the IJ template related the to facility's failure to ensure individualized care planned 
interventions to prevent elopement were implemented. 

On 11/13/24 at 6:12 PM an acceptable facility IJ removal plan was submitted by the facility. The plan 
indicated the facility would implement the following actions:

*11/13/24 at 5:15 PM the facility immediately placed Resident 9, who was at the highest risk for elopement, 
on one-to-one supervision and was care planned accordingly to prevent any possibility of elopement. This 
would be indefinite until the resident's discharge.

*The facility would perform a full facility chart audit to identify any other residents at risk for elopement and 
their care plans would be updated. 

*A facility wide inspection would be conducted immediately by the environmental services team and nursing 
staff to identify any doorways that may not be properly secured. All doors would be inspected to ensure 
locking mechanisms are functional. Any issues identified would be resolved. 

*A staff-wide education had begun and all staff would be in-serviced on the elopement policy, elopement 
binder, and all residents at risk for elopement and their care plans. Alerting administration of attempted or 
actual elopements, ensuring doors remain locked. All staff would sign off on this education prior to beginning 
their next shift. Any agency or outside staff would be alerted prior to their entering the facility regarding the 
elopement procedures and policy and would be shown at entry where the elopement binder was and 
associated policies were located. 

*The administrator or designee would audit all doors to ensure locking mechanisms were functioning and 
doors were locked daily x 7, biweekly x 2 weeks, weekly x 1 month, and results would be taken to QAPI to 
identify any further trends and concerns. 

(continued on next page)

54385150

02/11/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

385150 11/14/2024

Woodside Post Acute 301 Ridings Avenue
Molalla, OR 97038

F 0689

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

The immediacy was removed on 11/14/24 after verifying the plan of correction was sufficiently implemented. 
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