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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, record review, and facility policy review, the facility failed to ensure Resident (R)1 received 
adequate supervision to prevent an elopement on 11/01/25 at approximately 6:00 AM. Specifically, R1 was 
located by staff outside the facility lying on the ground. R1 was dressed in bedtime clothing (pajamas and 
slippers). According to weather reports on 11/01/25 at 5:55 AM, the weather was 36 Degrees Fahrenheit (F).
On 11/07/25 at 1:34 PM, the survey team provided the Administrator and Assistant Administrator with a copy 
of the CMS IJ Template and informed the facility IJ existed as of 11/01/25. The IJ was related to 483.24 
Quality of Care.On 11/07/25 at 4:12 PM, the facility provided an acceptable IJ Removal Plan. On 11/07/25 at 
5:00 PM, the survey team validated the facility's corrective action and determined that the facility put forth 
due diligence in addressing this non-compliance. The SA is considering this IJ at Past Non-Compliance 
(PNC) as of 11/05/25.An Extended Survey was conducted in conjunction with the Compliant Survey, 
constituting substandard quality of care. Findings include:Review of the facility policy titled Elopement, Risk 
Prevention, and Management of Missing Residents revealed, The facility strives to promote resident safety 
and protect the rights and dignity of the residents. The facility maintains a process to assess all residents for 
risk for elopement, implement prevention strategies for those identified as an elopement risk, institute 
measures for resident identification at the time of admission, and conduct a missing resident procedure. 
Intervention: responding to an actual elopement. It is the responsibility of all staff, regardless of the 
department they work in, to respond to activated door alarms and to return residents to their units. When a 
resident is determined to missing: note the time and date the resident is/was determined missing; the staff 
member assigned to the unit where the resident residents verify that the resident has not signed out; the staff 
notify the Director of Nursing Services that a resident is missing; staff members in accordance with the 
facility's search team plan, conduct a thorough search to locate the resident.Review of R1's Face Sheet 
revealed R1 was admitted to the facility on [DATE] with diagnoses including but not limited to, Alzheimer's 
Disease, Dementia with psychotic mood disturbance, repeated falls, and unsteadiness on feet.Review of 
R1's Quarterly Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 09/28/25 revealed 
that R1 had a Brief Interview for Mental Status (BIMS) score of 8 out of 15, which indicated R1 had moderate 
cognitive impairment. Further review of the MDS revealed R1 did not exhibit wandering behaviors or other 
behavioral symptoms during the look-back period. Further review revealed, R1 utilizes a walker for mobility 
and requires supervision or touching assistance with walking and staff utilize a bed alarm - it was used less 
than daily to notify staff when movement is detected from R1.Review of R1's Physician Orders revealed an 
order dated 04/13/25 which stated, Ambulatory with rolling walker.Review of R1's Physician Orders revealed 
an order dated 07/08/25 which stated, Code alert related to wandering secondary to dementia.Review of 
R1's Physician Orders revealed an order dated 07/12/25 which stated, Bed alarm related to poor safety 
awareness secondary to falls.Review of R1's Progress Notes dated 11/01/25 at 8:20 AM revealed, This 
nurse was making patient rounds at approximately 6:10 AM and noted that the resident was not in her bed. 
This nurse then checked the resident's bathroom; she was not there. All Certified Nursing Assistants (CNAs) 
were summoned to assist in looking for [R1]. All other rooms were checked - no [R1]. This nurse then went to 
the back door where the resident was seen lying on the ground.Review of R1's Progress Notes dated 
11/01/25 at 9:05 AM revealed Registered Nurse called to unit at 6:22 AM due to resident elopement. 
Resident discovered by Licensed Practical Nurse (LPN) in charge of care lying outside facility on the ground. 
911 had already been activated, resident was supine covered in multiple blankets, resident was shivering 
with eyes closed. [R1] did open eyes to sound of nurse's voice but did not speak. Emergency Medical 
Services (EMS) arrival 6:40 AM, resident taken to local Emergency Department for evaluation and treatment, 
Director of Nursing (DON) notified by RN at 6:38 AM, Resident Representative notified by LPN left message.
Review of R1's Progress Notes dated 11/02/25 at 8:50 PM Late entry, resident was alert to name and 
location. Resident was able to life [sic] her legs up, no injuries was noted at the time of her fall. Resident 
denies any pain at this time, resident was complaining of being cold.Review of R1's Quarterly Elopement 
assessment dated [DATE] revealed R1 scored a 0-elopement score indicating she was not at risk for 
elopement.Review of R1's Care Plan last revised on 10/22/25 revealed R1 is at risk for wandering and safety 
concerns. Interventions included, clearly identify resident's room and bathroom; code alert in place related to 
wandering; engage resident in purposeful activity; identify if there is a certain time of 
day/wandering/elopement attempts occur; implement a scheduled toileting program; schedule for regular 
walks/appropriate activity.Review of R1's Encounter Summary (local hospital) with an Encounter Date of 
11/01/25, revealed the reason for visit was due to Trauma Level Three and Subdural Hematoma (SDH). 
Further review of the Encounter Summary revealed ED (emergency department) Notes which stated, 
[Registered Nurse] - 11/01/25 7:49 AM EDT: . Pt arrives via EMS from Mountain View nursing home where 
pt was found face down on the sidewalk in front of the building. Unknown when pt was last seen or how long 
they had been outside. [Registered Nurse] - 11/01/25 7:45 AM EDT: . Warm blankets applied for rectal temp 
of 92.8F. [Doctor] notified. Will apply [NAME] upon return from CT. [DO] - 11/01/25 7:28 AM EDT: Associated 
Order(s): Critical Care ED Provider First Contact Date and Time: 11/1/2025 7:24 AM . Clinical Impression 
SDH (subdural hematoma) (HCC) Primary Diagnosis Modifier: Acute with threat to life or bodily functions . 
Lab/Imaging/Data interpretation and additional Decision Making: I have independently interpreted/reviewed 
CT Head imaging, I agree with radiology read of: Acute right subdural hematoma contributing to up to 6 mm 
of leftward directed midline shift. Persistent left supraorbital and right frontal scalp hematomas. Furher review 
revealed the following Medical Decision Making, A [AGE] year old female with a history of anticoaglation 
(Eliquis) presented from a nursing facility with altered mental status of unknown baseline, found outside on 
the ground with multiple ecchymoses and a right forehead hematoma. She was noted to withdraw to pain but 
was otherwise minimally responsive. Imaging revealed an acuteright subdural hematoma with 6 mm lefward 
midline shift. She was hypothermic on arrival, and her case was managed in consultation with neursurgery 
and trauma teams. Differential diagnosis includes, but is not limited to: - Acute right subdural hematoma . - 
Hypothermia . - Metabolic or infectious encephalopathy . - Admint to neurotrauma ICU for close monitoring 
and management.During a phone interview on 11/06/25 at 12:47 PM, R1's Resident Representative (RR1) 
revealed that R1 is still in the hospital after eloping and falling outside of the facility on 11/01/25. RR1 stated, 
things were not looking good for [R1] and that she currently has not been able to speak and has intubated. 
RR1 mentioned that R1 had an alarm to notify staff when she moves but the alarm was attached to her 
walker and when R1 eloped from the facility she did not bring her walker outside because she is often 
forgetful due to her Alzheimer's. RR1 further stated the facility notified her of the incident and had been very 
honest about this incident. Staff even explained to her that they did hear an alarm go off around 4:00 AM but 
no one went outside to look, and they turned off the alarm which led to the resident being left unaccounted 
for until she was found around 5:30 AM. RR1 concluded that this was not the first time R1 was able to get 
outside of the building, which is why the facility was using alarms to notify when R1 moved.During a phone 
interview on 11/06/25 at 1:10 PM, Registered Nurse (RN)1 revealed that they are an agency nurse for the 
facility and mostly utilized as an RN supervisor/scheduler. RN1 stated that on 10/31/25 - 11/01/25, they were 
the supervisor for the night and assisted the North Unit Licensed Practical Nurse (LPN) with medication pass 
on 10/31/25. RN1 sated that she gave R1 her bedtime medications at around 7:45 PM and last saw the 
resident around 10:30 PM, when she saw the resident exhibiting wandering behaviors and redirected R1 by 
offering her a snack. RN1 stated that she last went to the North Unit around 1:30 AM to complete a 
round/patient check and saw R1 in bed asleep. After rounding RN1 notified the LPN that she was going to 
lunch and did not return to the unit until around 6:00 AM, when she was notified by the CNA's on the unit that 
something bad had happened and they needed her assistance. RN1 stated that she arrived to the North Unit 
she heard the door alarm sounding off and the door was open, when she went outside, she saw other staff 
members and R1 was lying on the ground shivering with blankets covering her. RN1 stated she went to 
notify the Director of Nursing (DON) on the situation and after the resident was transferred to the hospital, 
she began to ask staff on the North Unit how R1 was able to get outside. During this time is when staff stated 
that they heard an alarm sounding off around 3:30 AM - 4:00 AM but thought it was the fire alarm, but it was 
actually the door alarm. Staff turned off the door alarm but did not go outside to check at that time.During an 
interview on 11/06/25 at 1:49 PM, Certified Nursing Assistant (CNA)3 revealed that they are an agency CNA 
and on 10/31/25 - 11/01/25, was their first time working at the facility. CNA3 stated that she was asked to 
pick up a shift from her staffing company along with a friend/coworker. CNA3 stated, At first my 
friend/coworker and I were together working a different unit, but the supervisor pulled me, and I went to the 
North Unit, and [R1] was one of my assigned residents. The other staff gave me report and told me that [R1] 
was high fall risk and often wandered. I remember around 2:30 AM or 3:00 AM hearing an alarm go off but I 
was in a different resident's room providing care. During my rounds around 5:30 AM, I saw [R1] in the 
bathroom, but she didn't need help, so I went to check on my other residents. About 30 minutes later other 
staff started asking about where [R1] was and we later found her outside. When asked what the weather was 
like that morning CNA3 stated that it was very cold and dark outside, R1 had on bedtime clothing (pajamas 
and slippers). CNA3 stated that she could not recall hearing the door alarm sounding off when staff went to 
look for the resident outside and it was later rumored through staff to her that this was not the first time that 
R1 was able to get outside of the facility.During an interview on 11/06/25 at 3:10 PM, CNA2 revealed, On 
10/31/25 I spoke with [CNA3] and completed a walk-through with her related to the residents she'd be 
assigned to for the shift. I emphasized the residents that were high risk for falls including [R1], informed 
[CNA3] that the bed alarm number 17 belonging to [R1] several times. During the shift I saw [CNA3] go into 
[R1's] room on several occasions to check on [R1] because her bed alarm was very active that night. Around 
3:30 AM the fire alarm panel in the nurse's station on the North Unit went off. Because there was no fire, I 
tried to assist Licensed Practical Nurse [LPN1] (the nurse on duty) with fixing it but it did not work so I 
suggested we get help from maintenance. After that I went to go check on my assigned residents and during 
that time I noticed that the alarm was fixed/stopped alarming. When I finished my residents, I asked [LPN1] 
how the alarm was fixed and she said that another CNA had fixed the alarm. I didn't think much about the 
alarm after that and finished caring for my resident and around 6:30 AM I was informed that [R1] could not be 
located on the unit. After a few minutes staff found [R1] lying outside on the ground in a supine position. We 
quickly got her blankets and pillow for her head; her upper body had fallen in the grass area and her lower 
body was still on the sidewalk. [R1] was able to say her name but [R1] had some confusion and was saying 
that My cousin was calling me to come outside but we spoke with her until EMS came.During an interview on 
11/06/25 at 3:42 PM, the DON revealed that the facility staff did not follow the facility protocol related to 
elopement. Staff have been re-educated related to elopement, reporting, and abuse and neglect. On 
11/07/25 at 4:12 PM, the facility provided an acceptable IJ Removal Plan, which included the 
following:Summary of EventsStep One: On 11/01/2025, during the final rounds of the 7p to 7 a.m. shift, 
nursing staff entered the resident's room and found the resident's bed empty. The bathroom was also empty. 
LPN notified C.N.A.s that the resident was missing. After searching all the rooms, the Nurse exited the door 
and found the resident lying partly on the pavement and grass, on her right side.Nursing then turned resident 
on her back and spoke with her. The resident was alert and able to state her name and location, explaining 
she thought she had heard her cousin calling her outside. She had exited the building without her walker or 
code alert sensor. Staff covered her with blankets, supporting her head with a pillow, and remained with her 
until EMS transported her to Spartanburg Regional Medical Center. The DON, RP, and on-call were then 
notified. DON completed a 24-Hour Report to DPH Certification and Licensure on 11/01/2025. 5 Day 
Reportable was complete and sent back to the Certification and Licensure Divisions of DPH on 11/06/2025.
Step Two: All residents have the potential to be affected by this deficient practice. Please see below for the 
list of training and in-services conducted by the facility regarding the incident that transpired on 11/01/2025.1. 
In-Service on Falls and Causes started on 11/02/2025 and completed on 11/05/2025.2. In-Service on Safety 
and Supervision started on 11/02/2025 and completed on 11/05/2025.3. Abuse and Neglect In-Service 
Training started on 11/02/2025 and was completed by 11/05/2025.4. Change in Resident 
Condition/Accidents and Incidents (Steps to Compliance) started on 11/02/2025 and was completed by 
11/05/2025.5. Elopement In-Service and Training started on 11/02/2025 and was completed by 11/05/2025.
6. In-Service and Training in reference to responding to Door Alarms were started on 11/03/2025 and 
completed on 11/05/2025.7. Door Alarm In-Service and Training conducted by Maintenance Director 
completed on 11/04/2025.8. In-Service on Choke Alarm completed by Maintenance Director 11/04/2025.9. 
Fire Drill In-Service Training was completed on 11/05/2025.Step Three: To prevent this from reoccurring, the 
Designee/Associate Administrator will educate ALL staff on Falls and Causes; Safety and Supervision of 
Residents; Abuse and Neglect; Change in Resident Condition; Elopement; Responding to Door Alarms; Door 
Alarms Checks (Maintenance), Choke Alarm, and Fire Drills. All employees will be educated on correct 
policies and procedures during orientation.Step Four: To monitor and maintain compliance, the 
Designee/Associate Administrator will complete an audit of in-services and training for the below: 1. Falls 
and Causes one X per week X one a month, and then monthly for 3 months. The Designee/ Associate 
Administrator will report the results of the monitoring to the QAPI committee for review for a minimum of 
three months.2. Safety and Supervision one X per week X one a month, and then monthly for 3 months. The 
Designee/ Associate Administrator will report the results of the monitoring to the QAPI committee for review 
for a minimum of three months.3. Abuse and Neglect one X per week X one a month, and then monthly for 3 
months. The Designee/ Associate Administrator will report the results of the monitoring to the QAPI 
committee for review for a minimum of three months.4. Change in Resident Condition one X per week X one 
a month, and then monthly for 3 months. The Designee/ Associate Administrator will report the results of the 
monitoring to the QAPI committee for review for a minimum of three months.5. Elopement one X per week X 
one a month, and then monthly for 3 months. The Designee/ Associate Administrator will report the results of 
the monitoring to the QAPI committee for review for a minimum of three months.6. Responding to Door 
Alarms one X per week X one a month, and then monthly for 3 months. The Designee/ Associate 
Administrator will report the results of the monitoring to the QAPI committee for review for a minimum of 
three months.7. Door Alarm Checks one X per week X one a month, and then monthly for 3 months. The 
Designee/ Associate Administrator will report the results of the monitoring to the QAPI committee for review 
for a minimum of three months.8. Choke Alarms one X per week X one a month, and then monthly for 3 
months. The Designee/ Associate Administrator will report the results of the monitoring to the QAPI 
committee for review for a minimum of three months.9. Fire Drills one X per week X one a month, and then 
monthly for 3 months. The Designee/ Associate Administrator will report the results of the monitoring to the 
QAPI committee for review for a minimum of three months.Date of Compliance: 11/05/2025
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