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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of facility policy, record review, interview and observation, the facility failed to ensure Resident (R)4 
was provided appropriate supervision to prevent an elopement from the facility for 1 of 3 resident reviewed.
On 09/05/25 at 11:21 AM, the surveyor provided the Administrator with a copy of the CMS Immediate 
Jeopardy (IJ) Template, informing the facility IJ existed as of 09/03/25. The IJ was related to 42 CFR 483.25 
- Freedom from Accidents Hazards/Supervision/Devices.On 09/05/25, the facility provided an acceptable IJ 
Removal Plan. On 09/05/25, the survey team validated the facility's corrective actions and determined the 
facility put forth due diligence in addressing the non-compliance. The SA is considering this IJ at Past 
Non-compliance as of 09/04/25.An Extended Survey was conducted in conjunction with the Complaint 
Survey for noncompliance at F689, constituting substandard quality of care.Review of the facility policy titled 
Elopement Response Guidelines with an effective date 05/01/06 states, It is the responsibility of all staff to 
provide a safe environment for all residents. The following guidelines will be followed in the event that a 
resident is missing. Responding to an actual elopement: 1. 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 unit . 3. When a 
resident is determined to be missing: Note the time that the resident is/was determined missing. The staff 
members assigned to the unit where the resident resides will verify that the resident has not been signed out. 
Staff members will do a thorough search to locate the resident. If the resident is not located, proceed with the 
following: The Charge Nurse will notify the Director of Nursing that a resident is missing. Staff members from 
other departments will search the entire facility and grounds. Prior to beginning the search, the resident's 
photograph will be viewed by all staff involved in the search.Review of R4's Face Sheet revealed R4 was 
admitted to the facility on [DATE] with diagnoses including but not limited to other seizures (History of), 
vascular dementia, moderate, with anxiety (History of), and dementia.Review of R4's admission Minimum 
Data Set (MDS) with an Assessment Reference Date (ARD) of 09/05/25 revealed the assessment is in 
process.Review of R4's Care Plan with a start date of 08/30/25 revealed, Resident has disorganized thinking 
or incoherent (rambling or irrelecant conversation, unclear or illogical flow of ideas, or unpredictable 
switching from subject to subject) R/T [related to] dementia diagnosis. This Care Plan directed staff to, Orient 
to person, place, and time as appropiate [sic]. Protect from injuring self and others during delirious state. 
provide a quiet, well-lit, calm environment. Surround resident with familiar objects. Remove potentially 
dangerous objects from environment. Further review of the Care Plan dated 08/30/25 revealed, Resident has 
socially inappropriate/disruptive behavioral symptoms as evidenced by: verbal and physical threats to staff. 
This Care Plan directed staff to, Avoid over-stimulation (e.g., noise, crowding, other physically aggressive 
residents). Maintain a calm environment and approach to the resident.Review of a document titled 
Addressing Decisional Capacity, signed by the Attending Physician on 09/02/25 revealed, This patient DOES 
NOT meet all the criteria for decisional capacity, therefor is not able to make healthcare decisions for self . 
Further review of this document revealed, Criteria not met: Oriented to person place time, Understands the 
nature of his/her illness, Ability to understand that decisions need to be made, Ability to communicate a 
decision, Ability to under and use information logically to reach a decision, Ability to be realistic in decision 
making .Review of R4's Progress Notes, revealed the following notes:08/30/25 at 10:30 AM Resident arrived 
via stretcher . Resident exit seeking.08/30/25 at 7:07 PM Resident continues to exit seek.08/31/25 at 11:02 
AM Resident up this am ambulating . Continues to exit seek pushing on doors.09/01/25 at 2:00 PM Resident 
continues to exit seek.09/01/25 at 5:57 PM . Noted exit seeking and has made door alarm go off in dining 
room and long peach hall door .09/01/25 at 6:24 PM Resident attempting to leave this nurse was trying to 
redirect resident.09/03/25 at 9:00 PM Recorded as late entry on 09/04/25 at 1:59 PM During Shift change 
this nurse and day shift nurse was counting NARCS. 7P-7a CNA asked where [R4], her resident was. 
Another CNA spoke up and said she is on Peach unit sitting on the couch. The 7P- 7a CNA went to Peach. 
Resident was not there. All staff from all units began looking tor [sic] [R4] around 7:15-7:17pm. As the staff 
was outside looking for the resident [R4]. The kitchen lady pulled up with [R4]. she reported she had seen 
her at [local grocery store]. She was able to bring her back to the facility in her car .During an interview on 
09/04/25 at 2:45 PM, Dietary 1 stated, I have worked here for three years now. I clocked out at 7:20 PM 
yesterday. I called my daughter to pick me up from work. I told her to bring my wallet with her so I could go to 
[local grocery store]. As soon as we pulled up at [local grocery store, I saw [R4] standing in front of [local 
grocery store] holding a bag of chicken. She was standing partially in the road. It was a good thing she didn't 
get hit by a car. She told me she was there because she had to go pick up her kids. I returned her to the 
facility. When we arrived, [Licensed Practical Nurse (LPN1)] came out to get her with the other staff.During 
an interview on 09/04/25 at 2:54 PM, LPN2 stated, I was coming on to my shift. I work 7P to 7A, the nurse 
before me left early. I counted the narcotics with the other nurse, and as we were counting, I heard the 
[Certified Nursing Assistant (CNA)1] asking where is my resident. The other CNA said she is on Peach, 
sitting on the couch. Then she ask again where is my resident. We continued to finish counting the Narcotics. 
Then we proceed to look for [R4]. We first looked in the building, we didn't see her. When went outside to 
look for her, we saw the kitchen lady bringing her back to the facility. The kitchen lady told us [R4] was at 
[local grocery store]. The [local grocery store] is 1.3 miles from [the facility]. [R4] had a little bag of chicken. I 
wasn't sure if she was given the chicken or if the kitchen lady gave her the chicken. We had a time getting 
her back in the building. The CNAs are supposed to walk around with each other and get report. Some of the 
younger CNAs do not round on the residents with the off going CNAs. It is a requirement here at this facility 
to do rounds at the end of the shift. [R4] is not oriented. She is oriented to self. When she gets out the door 
all of her orientation seems to come back. We asked her how she got out of the building and she said she 
went out with a group of Black people. We immediately placed her on 15-minute checks. She then darted to 
the side door on Dogwood. Those doors, if you lean on them, the door will open up. She sat in the chair and 
cussed at us. I proceeded to give her medications, then she calmed down. The DON came in to get our 
statements.During an interview on 09/04/25 at 3:21 PM, Registered Nurse (RN)1 stated, I was called around 
7:20 PM by [LPN1] who stated, The resident got out of the building, and they were looking for the resident. 
They said they were looking for her for about 10 minutes. That is when the lady from the kitchen pulled up 
and told us she found her at the [local grocery store]. I asked her if she had any injuries and to do a full body 
audit. Then I called the Administrator. The resident was placed on 15-minute checks. The staff was educated 
on abuse/neglect and elopement. We are still educating the staff. They called the SC House Calls our on-call 
group. Staff did not report any issues with the door. She left out of the Dogwood main entrance door. Unsure 
how she got out of the door. We are still investigating.During an observation on 09/04/25 at 3:33 PM, the 
surveyor looked at the front door to the Dogwood unit. This surveyor observed a coded keypad on the door. 
The entry was a double-door exit to get outside. If you hold the lever on the door for 15 seconds, after the 
countdown down the door opens. A sign on the door states push until alarm sounds door will open in 15 
seconds. The audio alarm which was a beeping noise was minimal. The alert sound was not loud.During an 
interview on 09/04/25 at 3:35 PM, R4 stated, It is so many doors here I am unsure which door I went out of. I 
got out good and came back good. I should have gone home. I went to get me something to eat. When I 
came back they told me to go back to my room, and they were going to get someone to come get me, but no 
one answered. I am here at the hospital. I have never been in this place. R4 continued to tell this surveyor 
she is going to get her medicine.During an interview on 09/04/24 at 4:04 PM, CNA1 stated, I look for my 
people when I come on shift. I pulled up in the parking lot at 6:40 PM. I clocked in at 6:44 PM. I looked at a 
few rooms and I realized [R4] wasn't in the room. I asked where she was and they said she was on Peach. I 
walked the long way around through the Dogwood unit. I went back to the desk and asked where is [R4]. 
She is not in the cafeteria. This is when we found out she wasn't in the building. It was about 7:00 PM or 7:05 
PM. That is when I told them she wasn't in the building. We looked in every room, in all of the showers and 
outside. While we were looking for her, one of the ladies in the kitchen was at [local grocery store] and they 
brought her back to the facility. She was fighting to come back in the building, but she came back in with me. 
She was still shaking the doors and trying to get out of the building all night. After she returned, I did 
15-minute checks all night. [CNA2] was the CNA who had her for first shift. She told me she was on Peach. 
That wasn't the first time she tried to get out of the building. She had been admitted for at least 5 to 6 days. 
Our doors tell you when you can exit after attempting to go out. If you hold it for 15 seconds, they will open. 
The doors also speaks out loud to tell you when to exit. I was very upset that I couldn't find my resident. She 
told us she followed a group of Black people out. She was in her street clothes. She doesn't look like a 
resident unless you know her. She is constantly getting out of the door. She has gotten out before and made 
it to the parking lot. They don't do a walk-through for the report because a lot of CNAs are pulling double 
shifts. Shift report consist of the CNAs telling you at the desk that this person is doing this or that. Some of 
the CNAs don't tell you anything. I've been here for at least a year. The end of shift report was not explained 
to us in detail in orientation. She is not the only resident who gets out. The re-education I have received was 
on the elopement process.During an interview on 09/04/25 at 4:41 PM, CNA2 stated, I got a phone call about 
the last time I saw [R4]. It was around 6:15 PM and 6:30 PM. She had been exit seeking all day. We told her 
she can't go out, and she cussed us out. I redirected her to the dining area at Peach. She went to the dining 
hall. She was sitting in a Geri chair. The CNA that came in at 7:00 PM asked me had I seen [R4]. I told her 
where I last saw her. We walked together looking for her. We called the MD [Medical Director] around 7ish. 
We went outside looking, and that is when we saw one of our kitchen staff pull up outside with her in the car 
with a bag of chicken. We assumed she followed someone out of the door. I know she has dementia. She 
told us I let myself out. I am unsure if she seen the code because we didn't hear any alarms. This incident 
happened at shift change, so you would think someone would have seen her in the parking lot. She is a very 
smart lady. The doors have a sign on it that states to hold for 15 seconds, then it will open. We received her 
from the parking lot and assisted her up the hill. She was fussing at us. She sat in a chair by the door when 
she returned. She was insisting she needed to go pick up her children. Once she calmed down we slide her 
away from the door. We notified the DON. [Local grocery store] is about 1.3 miles from here. Today, when I 
returned I was re-educated on abuse/neglect and elopement. The DON went over the steps of elopement.
During an interview on 09/04/25 at 4:54 PM, the Administrator stated, The DON called me to let me know 
what happened. I came to the facility to do the reportable. We had the resident on 15-minute checks. We did 
a body audit. There were no injuries. The DON received statements to get a timeline to start the reportable. 
The Abuse/Neglect in-service was started and she is continuing exit seek today. We have the alarms on 
scheduled checks. We had someone come out and access all of the doors. The signs are on the door, but I 
don't think we can take the signs off the door for regulations concerns. I know a dementia resident can read 
the door. She is on the 15-minute checks currently. The family has not been here to see her yet. The family 
lives in Rock Hill and [NAME]. I think she was exit seeking because she is not from here. The family is 
looking to move her closer to home. We have cameras in the parking lot. The only thing we can see on the 
camera is she exited out of the front door of the Dogwood unit. She walked in the parking lot and around the 
circle. After that we did not see anything else.During an interview on 09/04/25 at 5:07 PM, the Maintenance 
Director stated, The video is only outside. We can't see what she did to exit. We don't have many residents 
who exit a lot. The staff are able to redirect if the resident attempts to open the door to exit. I checked that 
door and the other doors to check functionality. I pushed on the door to make sure the alarm would go off. 
We checked the doors weekly. Amplified Electronic is the last company we had check the doors last month. 
The only door that was loose was the door by the kitchen near the vending machines. I tighten the door. 
During an interview on 09/05/25 at 12:13 PM, LPN3 stated, The facility does not utilize the Wandergurad 
system, but there are alarms on the door that will go off when opened. If the handle is held down for about 10 
seconds, the door will open. LPN3 finally stated that the alarms are not always able to be heard from a 
resident's room, but can be heard if you are in the hallway. On 09/05/25, the facility provided an acceptable 
IJ Removal Plan, which included the following:The immediate action taken for the deficient practice include 
the following:A body audit was completed on Resident #4 upon return to the facility. No injuries were noted.
Resident was immediately placed on 15 minute checks.Staff in service on elopement prevention and CMS 
guidelines were conducted beginning 09/03/2025 and completed on 09/04/2025.Head count conducted for 
the entire facility following the elopement. All residents accounted for.Maintenance director checked all doors 
throughout the building. All doors were noted to be functioning properly.The facility recognizes that all 
residents have the potential to be affected by this deficient practice. Measures put into place to ensure this 
deficient practice does not reoccur includes the following:A professional contractor was contacted on 
09/04/2025 to complete a facility-wide inspection of all door alarms and perform any necessary corrective 
work. Scheduled to be completed on 09/09/2025.As part of this inspection, the contractor will also evaluate 
and adjust alarm volume upward, as needed, to ensure maximum audibility throughout the facility.Elopement 
risk assessments completed on admission, quarterly and with significant changes.Elopement drill conducted 
on 09/05/2025.All new hires receive dementia management training. The nursing department receives 
further education on dementia/wandering residents annually and as needed throughout the year.Monitors to 
be put in place to ensure the deficient practice does not reoccur include:Door alarm inspections will be 
increased to daily from weekly by the maintenance staff.Inservice to be provided to staff regarding any 
issues with the doors/alarms must be reported directly to the Director of Nursing or the Administrator.The 
facility has set the TELS system, used to document completion of the monitoring, to alert the administrator 
via email and mobile application that the task was completed.The administrator will take findings to QAPI 
committee monthly for three months and quarterly thereafter until the issue is deemed to require no further 
issue.The facility alleges that we were in compliance on 09/04/2025.
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