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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on a 
review of facility policy, resident records, and interviews, the facility failed to provide adequate supervision to 
prevent Resident (R)1 from eloping. Specifically, R1 had a successful elopement from the facility on 
11/22/25. This failure to adequately supervise has the potential to cause serious injury or death to residents.
On 11/25/25 at 6:57 PM, the survey team provided the Administrator with a copy of the CMS Immediate 
Jeopardy (IJ) Template informing the facility IJ existed as of 11/22/25. The IJ was related to 42 CFR 483.25 - 
Quality of Care.On 11/25/25 at 8:32 PM, the facility provided an acceptable IJ Removal Plan, indicating 
compliance as of 11/24/25. On 11/25/25 at 9:00 PM, the survey team validated the facility's corrective 
actions and determined the facility put forth due diligence in addressing the noncompliance. It was 
determined the facility had put forth good faith attempts to identify and correct their own deficiencies as of 
11/24/25. The IJ was identified at Past-Noncompliance. An extended survey was conducted in conjunction 
with the Complaint Survey for non-compliance at F689, constituting substandard quality of care.Review of 
the facility's policy titled, Person/Elopement, with a last revision date of 01/2022 revealed, To provide means 
by which to identify a resident who may be at risk to exit the facility unescorted, and to alert staff to the 
presence of these residents near facility exits through the use of engineering controls. For the purpose of this 
policy, an elopement will be identified as an unauthorized exit from the facility involving a resident whose 
cognitive status and safety awareness are impaired. 1. Nursing staff will assess a resident for risk for 
elopement on admission, or readmission. Social service and/or designee will reassess quarterly to coincide 
with the MDS and PRN. 2. Based on assessment, interdisciplinary team will develop and implement a 
comprehensive plan of care for risk of elopement. The care plan will be reviewed at a minimum quarterly and 
updated, as appropriate.Review of R1's face sheet revealed R1 was admitted to the facility on [DATE] with 
diagnoses including, but not limited to, alcohol dependence, protein-calorie malnutrition, nausea with 
vomiting, alcohol use with withdrawal delirium, anxiety disorder, depression, liver disease, and spinal 
stenosis.Review of R1's 5-Day Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 
11/17/25 revealed R1 had a Brief Interview for Mental Status (BIMS) score of 8 out of 15, indicating 
moderate cognitive impairment. Additionally, R1 had not exhibited any wandering behaviors, and no alarms 
or restraints were being used. Review of R1's Elopement Risk Assessment on 11/11/25 at 3:29 PM indicated 
R1 was disoriented to time, non-ambulatory, and not at risk for elopement due to being unable to elope at 
that time.Review of R1's Elopement Risk Assessment on 11/22/25 at 8:26 AM, after the elopement, revealed 
R1 was at high risk for elopement.Review of R1's Secured Unit/Willow Lane Screen on 11/22/25 at 11:09 AM 
after the elopement revealed R1 wanders or would wander out of the facility and would not be able to find his 
way back. Additionally, R1 was able to ambulate or was mobile in wheelchair.Review of R1's Care Plan 
revealed R1 had potential for impaired adjustment in new environment and with unfamiliar staff with a start 
date of 11/12/25. Approaches included assessing his interests and strengths and encouraging activity 
participation. On 11/24/25 after the elopement, the problem, Potential for Injury/ R1 is an Identified wanderer 
confusion, Desire to go home, was added. Approaches included knowing his whereabouts, attempting to 
divert, determining his pattern to wandering, reporting episodes, and having exit door alarms on. Additionally, 
R1 was to have a WanderGuard on at all times.Review of the progress note by Registered Nurse (RN)2 on 
11/22/2025 at 12:45 PM (late entry) revealed, Pt sitting at the resident dining room this am, with no 
complaints. Vital signs taken, no behaviors observed at this time. Pt left dining area and search initiated, 
Manager on duty notified. Pt was found across the street at in the driveway of the store. Immediate 
intervention for safety after pt wandered off facility property, wander guard placed and pt re roomed to 
memory care room [ROOM NUMBER]. On call and family daughter notified.Review of the weather for 
11/22/25 at 07:55 AM revealed the temperature outdoors was 65 degrees Fahrenheit in Port Royal, South 
Carolina.During an observation on 11/25/25 at approximately 12:00 PM, the road immediately outside the 
facility was a 2-lane road with a speed limit of 15 mph. The back of Dollar General faces the facility to the left.
During an interview with the Maintenance Director on 11/25/25 at 2:10 PM revealed, I came in at 08:00 AM 
because I was the scheduled manager on duty. On those days, I have to come in for four hours. Usually 
when I first come in, I do my rounds. That day, I was starting my rounds, and I was told they were looking for 
R1. He typically sits in the 100/200 lounge, which they call the Ice Cream Parlor. He sits in a wheelchair. By 
the time I got to the front door, the Certified Nursing Assistant (CNA) was wheeling him back from Dollar 
General. He didn't seem any different. He looked the same. No, he didn't say what he was doing, and I didn't 
ask. I really don't know how it happened. What I suspect is he rolled his wheelchair close to the front doors, 
and they opened. The doors are automatic. Once he was back in the facility, RN2 called Licensed Practical 
Nurse (LPN)1, the nurse on call. I asked if they wanted to put a WanderGuard on him and was told yes. RN2 
called the Point of Contact (POC) and got the ok to have R1 moved to the Memory Care unit. I gave the 
WanderGuard to the nurse. I would say the time lapse from the time they recognized he was missing to 
when he was found was about 20 minutes. I spoke with the son that day. He was a bit frustrated that R1 was 
moved. He said we didn't have written permission for that, but by that time, we had gotten verbal permission 
from his POC.During an interview with LPN1 on 11/25/25 at 2:30 PM revealed, I was the nurse on call the 
day R1 left the building. I was called by RN2, and she told me that R1 had left the building. I told her for 
safety we needed to transfer him to the Memory Care Unit, put a WanderGuard on him, and call the family. 
Yes, I did the assessments that day. I did them from home. I wasn't here in the building. On admission, R1 
was pretty drowsy and out of it. Lately, he has been coming too. His wife visits him a lot. I don't remember 
him ever trying to leave the building before that incident. We will re-do the elopement assessment if there is 
a change, like what happened over this weekend, and when they are due. We get a trigger that tells us when 
they are due.During an interview with RN1 on 11/25/25 at 2:57 PM revealed, When R1 came in, he recently 
had been detox'd from alcohol. He was alert, maybe to 1-2. I was under the impression he was 
non-ambulatory. I know him from before him being here from out in the community. When I saw him the first 
day he was here, he had glassy eyes and no expression. He needed to be changed. About 2 days later, he 
was different. His eyes lit up when he saw me, and he was getting a little emotional. He seemed more aware 
of what was going on and where he was. What are the expectations about redoing nursing assessments? I 
don't want to answer it wrong. I'm not sure. Since he has been on the memory unit, he has gone to the door, 
but he is easily redirected. The residents you see outside? They are expected to sign out and in, so we know 
where they are. Nurse rounds and CNA rounds are how we keep track of the residents. We try to stay on the 
call lights. Actually, we try to do rounds early enough, so the resident doesn't have to use their light and 
doesn't go looking for what they need.During an interview with RN2 on 11/25/25 at 3:10 PM revealed, What I 
put in my note is exactly what happened. R1 was sitting in the lounge area about 45 minutes before he went 
missing. I was passing meds. I went into room [ROOM NUMBER] and gave the meds. Then, I went into 
room [ROOM NUMBER]. I came back out because the resident wanted the meds crushed. I remember 
seeing R1's orange [NAME] shirt, so I know he was there then. I was in that room for about 10-15 minutes. 
Prior to the incident, yes, he had shown wandering tendencies. He would roll around heading to the door. 
One day, he was rolling to the door saying he needed to take care of the tires. I was able to convince him his 
son was taking care of it, and he didn't need to worry about it. He would move from hall to hall. Over time, he 
had become more talkative and more aware. He was confused on and off. When the incident happened, I 
contacted the nurse on call and the manager on duty. We went room to room in the 100/200 Halls looking for 
R1. I went outside with the CNA. She went left, and I went right. She found him before I did. He had crossed 
the street and was part way up the curved part of the road leading to the Dollar Tree. The assessments are 
supposed to be done on admission and if there is an incident. Yes, an incident would be like what happened 
on Saturday.During an interview with CNA3 on 11/25/25 at 4:30 PM revealed, R1 kept trying to stand up and 
take his clothes off. I kept trying to redirect him. I went down the hall to answer a light for another resident, 
and when I was done about 15 minutes later, R1 was gone. We checked all the rooms and couldn't find him. 
I went outside and saw R1 across the street in the parking lot of Dollar General. I ran over to him and 
brought him back. He was not hurt at all. He was fine.During an interview with the Director of Nursing on 
11/25/25 at 4:50 PM revealed, We do an elopement risk assessment the day admission. If a resident has a 
change, such as exit seeking, we would do another assessment. To prevent elopement, we get consent from 
a physician to put the resident on a secure unit. We also have WanderGuards. We get consent from family to 
put the resident on a secure unit. If family is not here, we obtain verbal consent with two nurses' signatures. I 
got a call on 11/22/25. The nurse last saw the resident at 07:55AM in the common area. The nurse went to 
administer medications to another resident. The nurse then went to pull R1's medications. When she went to 
the common area to look for him, he was not there. The nurse then activated a search for him, a code brown, 
which requires all staff to stop what they are doing and look for him. Staff searched all rooms on the skilled 
side. They then searched the premises and saw the resident sitting in his wheelchair in the parking lot of the 
Dollar General. Staff brought him back to the facility. The nurse did a physical assessment including a body 
audit. The nurse contacted the Nurse Practitioner, the nurse on call, the Director of Nursing, and the 
resident's daughter. The Maintenance Director was on campus, so he was able to obtain a WanderGuard. 
He activated the WanderGuard and gave it to the nurse to place it on the resident. The Maintenance Director 
then began helping the CNAs and nurses move the resident's belongings to memory care. I do not feel that 
any systems failed. In the midst of all of this, we got on a call to review what we had in place in the 
beginning, the current situation, and what interventions we put in place after to keep the situation from 
happening again.During an interview with R1's son on 11/25/25 at 5:20 PM revealed, I have a lot you should 
know. At 08:30 AM on Saturday morning, I got a call from my sister saying she got a call from RN2 saying 
they needed to move my dad to Memory Care for his safety. I got to the facility around 09:45 AM and ran into 
RN2. I wanted to talk to the manager on duty. He had already packed up my Dad's stuff in his room. I told 
him we never signed anything allowing the transfer of my Dad to the Memory Care unit, but it didn't matter. I 
was directed again to talk to someone else. When I saw my Dad in the Memory Care unit, he was bleeding 
down his arm. His arm was bruised, and he had 2 significant scrapes on his arms. The nurse said he had 
just fallen. So here, my Dad had just left the building unsupervised, and now, he falls for the umpteenth time . 
On 11/25/25, the facility provided a removal plan, which included:1. On 11/22/25 by approximately 6:00 P.M., 
DON conducted a whole house audit to ensure that elopement risk assessments were complete, and all at 
risk residents were in the secured unit, with wander guard orders. No concerns were noted.2. On 11/22/25 
by approximately 6:00 P.M., DON/designee conducted a Whole house audit of elopement assessments 
completed and accuracy ensured. Any discrepancies corrected and appropriate parties notified. All 
notifications and any changes to plan of care to be documented. No concerns were noted.3. On 11/22/25 at 
approximately 6:30 P.M., an ad hoc Quality Assurance Performance Improvement (QAPI) meeting was held 
with the Administrator, Regional Quality Assurance Nurse, Director of Clinical Services, Regional 
Administrator, COO, CEO, Executive Director of QA via telephone. The meeting discussed requirements of 
physician visits, elopement risk, notifications, communication, current orders, conditions, and corresponding 
policies.4. On 11/22/25 by approximately 8:30 P.M., the DON educated all Nursing staff on elopement 
policies and procedures, such as frequency of assessment, appropriate intervention (secured unit, wander 
guards), tools used to communicate any issues (elopement assessments, behavior charting, nurses' notes).
5. On 11/22/25 by approximately 8:30 P.M., the DON completed education for all nurses on notification of 
change in condition policy and recognizing s/s of a change in condition.6. On 11/22/25 at approximately 8:45 
P.M., Dr. [NAME], Medical Director, was notified of QAPI meeting discussion and the corrective action plan.
7. On 11/24/25 by approximately 8:00 P.M., the Administrator and DON/ Regional Quality Assurance Nurse 
completed verbal education to all facility physicians and nurse practitioners regarding facility elopement 
policy and procedures, elopement risk, change of condition including elopement risk changes.8. Beginning 
on 11/24/25, the DON/designee would audit all admissions for elopement assessments, notifications and 
documentation every business day for four weeks then randomly thereafter for a total of two months. Quality 
Assurance (QA) would review the results of the audits weekly.9. Beginning on 11/24/25, the DON/designee 
would audit all nurses' notes for significant change and proper notification and documentation each business 
day for four weeks, then randomly thereafter for a total of two months. QA would review the results of the 
audits weekly.10. Beginning on 11/24/25, the DON/designee would audit four residents elopement risk each 
week to check for any changes in elopement risk, if new risk identified, MD and RP notification completed, 
orders for secured unit and wander guard implemented as well as any needed follow up was completed for 
four weeks, then randomly thereafter for a total of two months. QA would review the results weekly.
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