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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure that each resident received adequate 
supervision to prevent elopement for 1 of 15 residents (Resident#74) reviewed for accident hazards and 
supervision. Resident #74 eloped at night and crossed a busy 5-lane road before she was found at a bus 
stop by an off-duty CNA. This failure resulted in the identification of an IJ (Immediate Jeopardy) on 09/10/25. 
While the immediacy was removed on 09/12/25, the facility remained out of compliance at a severity level of 
no actual harm with potential for more than minimal harm that is not immediate jeopardy and a scope of 
isolated due to the facility's need to monitor the implementation and effectiveness of its Plan of Removal This 
failure could place residents at risk for elopement, significant injury, and serious impairment or death.The 
Findings included:Observation on 9/9/25 from 8:50 AM to 10:15 AM of facility reflected: the inside door to the 
front lobby had a charm and keypad; the charm sounded when the door was opened. The door had an old 
wandering alert system not working and an electronic magnetic lock not working. The front door of the facility 
had no charm and/or keypad system or 15 second delay system; the front door was locked by a dead bolt. 
Receptionist desk was adjacent to the front door. Receptionist was present at the receptionist desk. Further 
observation of the path Resident #1 took during the elopement incident reflected the bus stop was about 150 
feet from the facility. The bus stop was off the facility's ground and a 5-lane highway with busy traffic was 
adjacent to the bus stop. The resident had to cross the 5-lane road to get to the bus stop. Record review of 
Resident #74's face sheet, dated 9/10/25, reflected a 75 -year-old female who was admitted to the facility on 
[DATE] for respite care and discharged [DATE]. Resident #74 had diagnoses which included: HTN 
(hypertension), dementia (brain disorder resulting in decline in cognition), Alzheimer's disease (progressive 
disease that destroys memory), and breast cancer. The RP was listed as a family member. Record review of 
Resident's MDS, dated [DATE] in progress, reflected the resident's BIMS score was zero indicative of severe 
impairment in cognition. Resident was ambulatory. Record review of facility's incident report dated 9/6/25 
titled Elopement Attempt Report, Resident #74, reflected: the timeline of elopement, namely between 8:59 
PM and 10:08 PM. Further, the interview the Administrator had with the resident at 9/7/25 at 9:45 AM, the 
resident communicated to the Administrator she looked for an opportunity to elope and did not want to 
remain in the facility and wanted to visit her sister. The resident stated her work was done and she did not 
need to occupy a bed of another patient. Record review of Resident #74's Ambulation Assessment, dated 
9/3/25, reflected resident was ambulatory. Record review of Care Plan dated 9/3/25 (baseline) read: .Assess 
for risk of elopement.Frequent rounding of resident. Record review of Resident #74 elopement score, dated 
9/3/25 was 7 (moderate risk) [3-7score equaled moderate risk for elopement] Record review of Resident 
#74's Nurse Note, dated 9/6/25, at 8:58 PM authored by RN E reflected resident was seen wandering 
throughout the facility. Record revies of Resident #74's Nurse Note dated 9/6/25 at 10:33 PM authored by 
RN E read, .CNA [D] reports to this nurse [RN E], resident noted at bus stop across the street from facility. 
Brought resident back in with him. Resident confused; states she is trying to find her sister. Resident denies 
being hurt or any pain. Respiration even. Skin warm and dry. Skin assessment clear, no issues. 
[vitals]116/74 [blood pressure]62 [pulse] 18 [respiration] 97.8 [temperature] 96% [O2]Room Air Assisted to 
room and into bed. No acute distress noted. Call placed and message left for RP. Record review of facility's 
Elopement Binder, undated, found at the receptionist's desk reflected the presence of 15 face sheets with 
photographs. Resident #74 's face sheet and photo were in the binder. Record review of receptionist's written 
statement undated reflected she left the receptionist station around 9:40 PM to purchase dinner at a nearby 
restaurant. Receptionist stated she did not turn on the foyer alarm at 8:00 PM and she could not recall 
setting the alarm at 10:00 PM. During an interview on 9/9/25 at 10:10 AM the Maintenance Director, who 
accompanied the survey on Resident #74's route of elopement, stated he could not explain why the inside 
door charm was not heard and the keypad not set after 8:00 PM. The Maintenance Director stated the facility 
did not have a patient alert system. The Maintenance Director stated the distance to the bus stop was about 
150 feet from the facility. The Maintenance Director stated it was a negative incident for a resident to wander 
to the bus stop because of the dangers of traffic, accidents and hazards, and stray dogs. The Maintenance 
Director stated the last time he checked the door alarm system was 8/25/25 and there were no concerns and 
he checked the alarm system weekly. During an interview on 9/9/25 at 11:05 AM, the DON stated Resident 
#74 was discharged on 9/8/25 around 5 PM because she needed to be in an environment that she was more 
comfortable in, and her family returned to town yesterday (9/8/25). The DON stated the resident was 
scheduled for respite care for 8 days at the time of admissions (9/3/25). The DON stated the resident's 
primary diagnoses included dementia, breast cancer, HTN, and pain; and the resident's BIMs was a zero 
(severe impairment). The DON stated Resident #74' elopement assessment on 9/3/25 scored was 07 
indicative of at risk for elopement. The DON stated RN E documented that the resident was confused on 
9/6/25 [date of elopement] and wandering throughout the facility and easily redirected. The DON stated that 
in RN E's statement she visibly saw the resident around 9:50 PM and the resident was following CNAs down 
the hall. The DON stated the last time Resident #74 was seen was at 10:08 PM by CNA D at the bus stop 
and brought back to the facility. The DON stated that Resident #74 communicated to CNA D she wanted to 
go home. DON stated the resident was assessed by RN E and the resident did not exhibit any adverse 
physical or psychosocial harm. The DON stated the RP, and the MD were notified. The DON stated a 
receptionist [Receptionist F] was not present between 9:50 PM and 10:08 PM (an 18-minute gap). The DON 
repeated there was no receptionist present at the timeframe of elopement. The DON stated she assumed the 
exit foyer door charm rang but not heard by any staff and the keypad was not set. The DON stated after the 
facility's investigation, it was determined the keypad was not set. The DON stated she was notified of the 
elopement on 9/8/25 around 10:10 PM. The DON stated it was not safe for Resident #74 to be outside the 
facility because she could be struck by a car or gotten lost. During an interview on 9/9/25 at 11:53 AM, CNA 
D stated he was off on 9/6/25 and passed the facility and, I glanced at the facility and saw the resident at the 
bus stop. CNA D stated he recognized the resident based on the fact he had seen the resident in the facility. 
CNA D stated he stopped, and the resident told him she wanted to go home; and she forgot where she was. 
CNA D stated the bus stop was across the street from the facility. CNA D stated he did not know how the 
resident crossed the street. CNA D stated the resident could have been harmed or struck by a car or a lot of 
things. CNA D stated he knew the resident had a diagnose of dementia. CNA D stated he had no 
explanation how the resident eloped. During a telephone interview on 9/9/25 at 1:35 PM, the RP stated she 
was called when the resident eloped. The RP described the resident as a person with dementia who was 
ambulatory and exit seeking. The RP stated she was concerned that the resident was able to elope without 
the facility noticing her absence and her crossing a busy road. The RP stated that the resident told her she 
left the facility during shift change. The RP stated the resident was safe in her home after being discharged 
from the facility on 9/8/25. During a telephone interview on 9/9/25 at 2:00 PM, RN E stated she physically 
saw Resident #74 following staff (CNAs and CMAs) asking them where her sister was. RN E stated the 
resident was a wanderer throughout the facility. RN E stated the resident eloped during night shift change 
(10:00 PM). RN E stated the door leading to the front door required the setting of the keypad at 8:00 PM 
when the receptionist ended her workday. RN E stated, staff forgot to set the keypad which was the 
root-cause of the resident eloping. RN E stated she assessed the resident when she returned to the facility 
and there was no physical or psychosocial harm. RN E stated the resident could have been hit by a car 
crossing the road near the facility. During a telephone interview on 2/9/25 at 2:15 PM, the MD stated the 
facility should have followed elopement protocols involving Resident #74. The MD stated the key to Resident 
#74's elopement should have been prevention. During a telephone interview on 9/10/25 at 10:53 AM RN H 
stated she saw Resident #74 wandering throughout the facility on 9/6/25 and she knew the resident had a 
diagnosis of dementia. RN H stated she was not called at 8:00 PM by the receptionist [Receptionist F] to set 
the foyer key lock alarm. RN H stated she was called by the receptionist [F] at 10:00 PM to set the alarm but 
she was too busy and did not set the alarm. RN H stated she was aware of the need to set the keypad alarm 
as per elopement protocol. RN H stated at shift change she was not present at the foyer location to hear the 
charm sounding. RC H stated she could not give an explanation how the resident eloped and why the 
resident was not monitored as a wanderer at risk for elopement by other nursing staff. During an interview on 
9/9/25 at 3:04 PM, the Administrator stated Resident #74 was admitted for 5-7 days for respite care. The 
Administrator stated the timeline based on the self-report was the resident was admitted on [DATE] and was 
last seen on 9/6/25 at 9:50 PM by RN E; shift change occurred at 10:00 PM; and the resident was found 
across the street at a bus stop at 10:08 PM by CNA D who was not on duty. The Administrator stated the 
keypad had not been set at 8:00 PM by the RN H as requested by the receptionist [Receptionist F]. The 
Administrator stated RN H confirmed the keypad had not been set on 9/6/25 at 8:00 PM per protocol. The 
administrator stated the facility had a protocol for elopement and he did not explain why the protocol was not 
followed by the receptionist [F] and verified by the RN [H]. The Administrator stated the What apps 
[computer-based application for tracking setting of alarms] did not show that the keypad was armed/set on 
9/6/25 at 8:00PM. The Administrator stated he assumed the keypad would be set at 8:00 PM. During an 
interview on 9/10/25 at 9:11 AM, the ADON stated based on nursing practice after a shift change at 10:00 
PM the on-coming nursing staff would check on the resident population or at a minimum by midnight. The 
ADON stated that she could not give an explanation why the headcount of Resident #74 after shift change 
(average time was 15-20 minutes) was not done or documented by exception. During a telephone interview 
on 9/10/25 at 10:00 AM, Receptionist F stated she did not arm the foyer door at 8:00 PM on 9/6/25 because I 
got busy. The receptionist stated protocol called for the arming of the foyer door at 8:00 PM and verified by 
another staff member. The receptionist stated her shift was from 8 AM to 10:00 PM and she left duty on 
9/6/25 at 10:01 PM. The receptionist stated she did not see Resident #74 throughout the day and there was 
an elopement binder at the receptionist desk which contained the face sheet and photo of Resident #74. The 
receptionist stated that RN H did not arm the foyer door at 8:00 PM. Record review of facility's investigation 
binder dated 9/6/25 reflected:---HHS self-report dated 9/6/25 with a finding of confirmed.---Written statement 
by CNA D dated 9/6/25 which documented while he was off-duty found Resident #74 across the facility at a 
bus stop.---Written statement by RN E dated 9/6/25 which documented she last saw Resident #74 in the 
facility on 9/6/25 at 9:50 PM.---The Facility's root -cause analysis which identified the root cause as the foyer 
alarm not being set and the receptionist not being at the front door receptionist desk.----The Disciplinary form 
entitled coaching given to the Receptionist F for not setting the alarm and giving false information.---The 
Sign-in sheet for the Ad-hoc QAPI meeting on 9/7/25 which addressed the root-cause analysis of Resident 
#74's elopement.---The In-service sign in sheets on elopement dated 9/7/25 given to 18 staff members [total 
paid staff was 89].----Resident #74's 15-minute monitoring sheet started 9/6/25 and ended 9/8/25.---Resident 
#74's one-on-one monitoring sheet initiated on 9/7/25 and ended 9/8/25. Record review of facility's 
Maintenance Log, undated, reflected the alarm system to the door leading to the front lobby was checked on 
8/25/25. Record review of Receptionist F's Employee Coaching dated 9/7/25 reflected she provided 
inaccurate information to the Administrator that the foyer door was locked and keyed at 8:00 PM on 9/6/25. 
Receptionist was in-serviced on elopement policy, accurate reporting, and expectations. Record review of 
RN E's written statement dated 9/6/25 reflected she saw Resident #74 wandering the facility at 9:50 PM 
following a CNA. The next time RN E saw the resident was at 10:08 PM when she was returned to the facility 
by a CNA D. Record review of RN H's written statement date 9/7/25 reflected the RN H did not set the alarm 
(9/6/25 at 8:00 PM) when it was due to be set. Record review of facility's Alarm Check form, undated, read: .
First door alarm to be turned on no later than 8:00 PM. Door will be checked every 2 hours to ensure it is 
functional. Record review of facility's Emergency Procedure-Missing Resident, dated August 2028, read: .
Residents at risk for wandering and/or elopement will be monitored, and staff will take necessary precautions 
to ensure their safety. Record review of the facility's Wandering and Elopement policy, dated March 2029 
read: .If identified as a risk for wandering, elopement, or other safety issues, the resident's care plan will 
include strategies and interventions to maintain the resident's safety. This was determined to be an 
immediate jeopardy (IJ) on 09/10/25 at 4:25 PM. The Administrator was notified. The Administrator was 
provided with the template on 09/10/25 at 4:25 PM.The following Plan of Removal submitted by the facility 
was accepted on 09/11/25 at 10:32 AM. It was documented as follows: PLAN OF REMOVAL FOR 
IMMEDIATE JEOPARDY To Whom it May Concern, Summary of details which leads to outcomes.On 
September 10, 2025, an investigation was initiated at [Nursing Facility] At approximately 4:41 pm on 
September 10, 2025, a surveyor provided written notification that Texas Health and Human Services had 
determined the conditions at [ Nursing Facility] constitute immediate jeopardy to resident health and safety. 
The Immediate Jeopardy findings were identified in the following areas:F-0689 - Free of Accident 
Hazards/Supervision/Devices Immediate Corrections Implemented for Removal of Immediate Jeopardy.On 
September 6, 2025, at approximately 10:08pm resident #74, who was admitted on [DATE], for a short-term 
respite stay, was identified as having eloped from facility and returned safely at 10:10pm by a C.N.A. who 
was not on shift. Action: Resident #74 was immediately assessed by charge nurse on duty, RN [E] and found 
to be free of adverse effects related to elopement. Resident was placed on 15-minute checks while sleeping 
throughout the night, and on 1:1 care at 7:25am and remained on 1:1 supervision until safely discharging 
home with family on September 8, 2025, at 5:00pm. On September 10, 2025, at approximately 5:00 pm the 
following actions were taken:Action: Facility Administrator and Director of Nursing were educated by 
Regional Clinical Nurse and Area President on Abuse and Neglect, Wandering and Elopement, Emergency 
Procedure for Missing Persons, Elopement/Missing Person Protocol The sole responsibility was on the 
receptionist [Receptionist F] who didn't comply. The receptionist was coached (and placed on notice) by the 
Administrator and Director of Nursing (DON). She was also re-educated on the protocol. The RN [H] was 
re-educated on the protocol by the DON. Start Date: 9/10/2025.Completion Date: 9/10/2025Responsible: 
Regional Clinical Nurse/Area President Action: Education initiated Abuse and Neglect, Residents Rights, 
Wandering and Elopement, Emergency Procedure for Missing Persons, Elopement/Missing Person Protocol, 
Process to secure front door. The Staff was in-serviced on resetting door code/keypad. The staff were also 
educated on the receptionist duty hours of 8:00 am to 10:00 pm by the DON, Administrator, Director of 
Nursing or Department Manager or designee. The staff has been in-serviced by the DON, Administrator, 
Director of Nursing or Department Manager or designee that the doors are locked at 8:00 pm. Education will 
be completed for all staff, including PRN employees or agency (if applicable). The facility does not utilize 
agency staff. New hires will be educated in orientation.Start Date: 9/10/2025.Completion Date: 
9/10/2025Responsible: Director of Nursing/designee Action: Administrator validated that exit doors are 
functioning as designed and intended. Start Date: 9/10/2025.Completion Date: 9/10/2025Responsible: 
Administrator/Designee IDENTIFICATION OF OTHERS AFFECTED:All residents have the potential to be 
affected.Action: An audit was completed on Elopement and Wandering Risk Assessment on all residents and 
validated all residents at risk of elopement, score of 3 or greater, have appropriate interventions and plan of 
care in place per risk assessment.Start Date: 9/10/2025.Completion Date: 9/10/2025Responsible: Director of 
nursing/designee SYSTEMIC CHANGES AND/OR MEASURES:Action: In-service and education on Abuse 
and Neglect, Resident Rights, Wandering and Elopement, Emergency Procedure for Missing Persons, 
Elopement/Missing Person Protocol, and the process to secure front door.Start Date: 9/10/2025.Completion 
Date: 9/10/2025 and ongoing for all new hiresResponsible Party: Director of Nursing/Designee Action: Ad 
hoc QAPI meeting held with IDT team and MD to review policy on Elopement, Abuse and neglect, and Plan 
of removal/response to Immediate Jeopardy Citation on 9/10/2025.Start Date: 9/10/2025.Completion Date: 
9/10/2025Responsible: Administrator/Designee Action: A secondary alarm was installed on exterior front 
door. The secondary alarm will be secured at 8pm daily and validated by receptionist and a nurse employee. 
Once alarm has been secured, employees will send a secure message to department heads to confirm 
completion. A quote for exterior doors with magnetic lock and keypad release was obtained, reviewed, and 
submitted to corporate office for scheduling of installation.Start Date: 9/10/2025.Completion Date: 
9/10/2025Responsible Party: Maintenance Director/Administrator or designee Tracking and Monitoring 
Director of Nursing/Designee will review residents with at risk for wandering or elopement identified or newly 
admitted with history of elopements to assure appropriate interventions and plan of care are in place 5 times 
per week beginning 9/10/2025 Administrator/designee will complete random audit every shift for 7 days, 
beginning 9/11/205, for appropriate staff response to wandering or potentially exit seeking residents, 
immediate education will be provided, if necessary, then will monitor random shifts, 5 times a week. 
Administrator/designee will complete audit of exits for proper functioning of doors, and alarms for proper 
functioning every shift for 7 days, beginning 9/10/2023 then will monitor random shifts, 5 times a week. The 
receptionist is on duty 7 days a week from 8:00 am to 10:00 pm including weekends Tracking and Monitoring 
will be reviewed with Quality Assurance Committee monthly, for three months and as needed thereafter. Any 
trends or concerns were/will be addressed with Quality Assurance Performance Committee and continue 
until a lessor frequency deemed appropriate through QAPI review. Administrator Validation of the POR. Key 
Observations: Observation on 9/11/25 from 4:45 PM-4:50 PM reflected no door posed an elopement risk. 
The doors sounded with an alarm which allowed staff to respond in the event a resident attempted an 
elopement. Further observation reflected the foyer door where Resident #74 used to elope was armed and 
the keypad was operational. The front door to the facility had been modified with an alarm. Observation on 
9/11/25 at 4:55 PM of facility's Elopement Risk binder contained 24 residents face sheets and photo. Also, 
the binder contained the elopement risk tool and the elopement protocol. Observation on 9/11/25 at 4:56 PM 
reflected the presence and functioning of a secondary alarm on the exterior front door. Also sign present for 
visitors was a posting on the foyer exit door that read: Attention. Please be observant. Do not allow residents 
to follow you out. Key Interviews:During a telephone interview on 9/9/25 at 1:35 PM, RP stated she was 
called when the resident eloped. The RP confirmed that the resident was at her home. During a joint 
interview on 9/11/25 at 4:20 PM with the Administrator and DON, the Administrator stated the highlight of the 
training on ANE was to utilize the elopement protocol to ensure safety and for staff/residents/visitors to report 
any allegation of ANE. The Administrator stated the highlight of the Wandering Inservice was not to make 
assumptions that staff followed elopement protocols. The DON stated the point stressed on Emergency 
Procedures was to know the whereabout of residents throughout the day. The DON stated the highlight of 
the Elopement/Missing Person Protocol was to thoroughly check the elopement risk score and put 
prevention measures in place. The Administrator stated: The sole responsibility was on the receptionist who 
did not comply. The receptionist was coached (and placed on notice) by the Administrator and Director of 
Nursing (DON). She was also re-educated on the protocol. During an interview on 9/11/25 at 4:35 PM, the 
DON stated the facility had 3 shifts (6:00 AM-2:00 PM, 2:00 PM to 10:00 PM, and 10:00 PM to 6:00AM; and 
same shifts on weekends. During an interview on 9/11/25 at 4:37 PM, the Administrator stated he checked 
the exit doors every starting on 9/10/25 and would continue for 7 days and then for 5 days and then there 
would be a QAPI review. During an interview on 9/11/25 at 5:11 PM, CMA J(Medical Records, CMA) stated 
she attended the QAPI meeting on 9/10/25 and the highlight of the meeting was discussion of measures to 
prevent elopement and review of the elopement protocol. During an interview on 9/11/25 at 5:19 PM, CMA J 
stated when assigned the duty of receptionist would call a nurse to set the keypad at the foyer door at 8 PM, 
and wait until it was set, and test that the alarm triggered. Once the alarm was set the receptionist would 
send a message to department heads that the alarm was set at 8:00 PM. During an interview on 9/11/25 at 
5:34 PM, the DON stated the facility had one new admission on [DATE] and the resident (Resident #1) 
scored a zero on elopement screen. [Record review of resident #1's elopement score on 9/11/25 reflected a 
score of zero.] During an interview on 9/11/25 at 5:44 PM stated the next QAPI meeting was scheduled for 
9/29/25. In-service: During an interview on 9/11/25 at 6:00 PM, Receptionist L stated the highlights of his 
training included: ANE was to report immediately, for elopement to check on residents that wandered and 
check the elopement risk book if not certain, and to search for any missing residents. Also, Receptionist L 
stated to check on the setting of the alarm at 8:00 PM and if he had to take a break have another staff cover 
the reception desk. During an interview on 9/11/25 at 6:10 PM, RN M stated Abuse/Neglect/Exploitation 
[ANE [highlight was to report immediately. The main point on elopement to monitor wanders and start an 
immediate search when a resident; to check on residents every shift change and every 2 hours. The RN 
stated that the alarm had to be set at 8:00 PM and check the alarms every 2 hours. During an interview on 
9/11/25 at 6:15 PM, CNA N stated ANE highlight was to report allegations of abuse to the Administrator who 
was the Abuse Coordinator. Regarding rights was to respect the resident rights. As for elopement to monitor, 
check on the whereabouts of residents, and listen for the door opening a closing. The CNA stated that at 
8:00 PM to check that the exit door keypad was set. Likewise, when she arrived on duty to ensure assigned 
are in the facility. During an interview on 9/12/25 at 2:05 PM, LVN I stated she attended in-services, and the 
major highlights were report ANE to the Abuse Coordinator, respect resident rights, and to headcount the 
caseload. LVN stated that nursing staff needed to follow elopement and missing person protocols. During an 
interview on 9/12/25 at 2:09 PM, CMA O stated he attended in-services and the highlights were report ANE, 
respect resident rights, and ensure the doors were secured at 8:00 PM. The CNA stated that staff need to 
monitor wanderers and at shift change do a head count of the residents. The CNA commented that he had to 
participate in searching in the event a resident went missing. During an interview on 9/12/25 at 2:15 PM, 
CNA P stated she attended in-services and recalled the points made were to report ANE to the Abuse 
Coordinator, the Administrator, and to be alert for residents that were wanderers and exit seekers. She also 
was to check that doors were armed and secured at 8:00 PM and participate in the search of any missing 
resident. Night Shift (10 PM-6 AM) During a telephone interview on 9/11/25 at 10:05 PM, LVN Q stated: the 
highlight of the in-service on ANE was to report any suspicion of abuse to the Abuse Coordinator. As for 
Rights, LVN Q stated to respect the resident's right to participate in treatment. LVN Q stated the high point 
on the elopement training was to check on residents and to ensure the door key lock was properly set. 
During a telephone interview on 9/11/25 at 10:10 PM, LVN R stated the highlights of the in-services were 
report abuse, respect resident rights, know the whereabouts of residents, and properly set the door key lock 
at 8:00 PM. During a telephone interview on 9/11/25 at 10:15 PM, LVN S stated she attended in-service 
training and some of the highlights were: the abuse coordinator was the Administrator, respect resident 
rights, and check on residents during shift change and regularly throughout the shift. LVN added that a code 
had to be called when a resident was missing and to follow the elopement and missing person protocols. 
Day Shift (6:00 AM-2:00 PM) During an interview on 9/12/25 at 8:35 AM, LN A stated the highlights of her 
in-service trainings were report ANE to the abuse coordinator, respect resident rights to participate in care, 
and for elopement to search and know the whereabouts of residents; and set the alarm at night and check 
often that the alarm is set. During an interview on 9/12/25 at 8:47 AM, LVN T stated the key points of the 
in-services were: to report immediately any allegations of ANE; and to respect the resident rights make 
decisions on care. LVN stated that staff needed to know the whereabouts of residents and to immediately 
search for any missing resident per protocol. LVN stated to set alarm at night and to document the setting of 
the alarm. During an interview on 9/12/25 at 8:54 AM, RT [respiratory therapist] U stated the key points made 
in the in-services were to report ANE in a timely manner, and respect resident right around treatment and 
care. RT stated the highlight of the elopement in-service was to follow protocols and ensue the alarm was 
set. The RT U stated, to also know the whereabouts of residents. During an interview on 9/12/25 at 1:50 PM, 
Housekeeping V, stated she learned from her training to report any suspicion of ANE to nurse management. 
She added that as a housekeeper she was to monitor any resident exit seeking and to inform nurse 
management. Also, she was to participate in any search of missing residents. During an interview on 
9/12/225 at 1:53 PM, Rehab Director W, stated he attended in-services, and the main points made were: 
follow elopement and missing person protocols; and report ANE to the Abuse Coordinator, the Administrator. 
During an interview on 9/12/25 at 1:55 PM, CNA X stated she attended in-services, and she recalled report 
ANE, check on doors and whereabouts of residents. Also, the CNA stated she was to check doors and 
ensure resident safety. During an interview on 9/12/25 at 1:58 PM, CNA Y stated she attended in-services 
and what stood out was to report ANE to the Administrator. As for elopement and missing persons she was 
to monitor wanders and know the whereabouts of her caseload. Weekend Coverage During an interview on 
9/12/25 at 8:40 AM, CMA Z stated that he worked on weekends and had received in-service training. CMA 
stated he remembered from the training ANE to report immediately to the Abuse Coordinator, respect 
resident rights. As for elopement the CMA stated the highlights were: monitor residents always especially 
shift change and ensure that the alarm is set at 8 PM to 6 AM. CMA stated if a resident was missing to follow 
missing person protocol. During an interview on 9/12/25 at 9:05 AM, CMA J (Medical Records and 
Receptionist) stated she works as weekends. She stated that training was initiated after the incident of 
elopement of 9/6/25. She remembered from the training to report immediately to the Administrator any 
allegation of ANE. She commented that resident rights needed to be respected. Regarding elopement, she 
stated: to monitor movement of the exit door and check the elopement binder. Moreover, she stated the 
alarm was set at 8:00 PM and the receptionist evaluated the alarm system and then sent a notice to 
management on the What Apps that the alarm was set and secured. PRN Staff During telephone interview 
on 9/12/25 at 1:30 PM, Receptionist AA, stated the highlights of the in-services were: report abuse, respect 
resident rights, and for elopement check on the exit door and check the alarm was set. Receptionist stated 
that a elopement binder was at the receptionist desk and her training called for search for missing residents 
and reporting to management. During a telephone interview on 9/12/25 at 1:35 PM, LVN Q stated the key 
points of her in-services were: to report ANE and follow protocols on elopement and missing persons. LVN 
stated the training stressed to headcount residents during shift change and throughout the day. During a 
telephone interview on 9/12/25 at 1:38 PM, CNA BB stated, the in-services stressed to report ANE and 
respect resident rights. Also, the CNA stated she needed to headcount her residents and monitor the 
movement of wanders. The CNA stated she needed to ensure doors were armed and locked at 8:00 PM. In 
the event a resident went missing she was to follow the missing person checklist. During a telephone 
interview on 9/12/25 at 1:43 PM, CNA CC stated she attended in-services and remembered to report any 
allegations of ANE to the Abuse Coordinator, the Administrator. She stated that as a CNA she needed to 
headcount her caseload and check on the arming of doors after 8:00 PM. If a resident went missing, she 
would participate in the search of the resident. During an interview on 9/12/25 at 10:57 AM, the Administrator 
stated the 1:1 [for Resident #74] started on 9/7/25 at 7:00 AM by staff member CMA J and continued by 
CMA K and thereafter continued on a 24-hour basis until resident's discharge on [DATE] at 5:00 PM. Key 
Record Reviews: Record review of receptionist timecards [receptionist F, G and J] from 9/6/25 to 9/11/25 
reflected a schedule of hours from 8:00 AM to 10:00 PM. Record revies of Resident #74's Nurse Note dated 
9/6/25 at 10:33 PM authored by RN E read: .CNA [D] reports to this nurse [RN E], resident noted at bus stop 
across
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