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Based on observation, interview, and record review, the facility failed to ensure that each resident received 
adequate supervision to prevent accidents for 1 of 2 residents (Resident #3) reviewed for quality of care. 
Resident #3 exited the facility through an alarming secure unit exit door on 5/14/2025. CNA A turned off the 
alarm without looking for Resident #3. Resident #3 left the facility and went missing for over 1.75 hours. The 
police found Resident #3 in a parking lot near an interstate highway and highway access roads. The 
noncompliance was identified as PNC. The IJ began on 5/14/2025 and ended on 6/4/25. The facility had 
corrected the noncompliance before this investigation survey began. This failure could place residents at risk 
of injury or death due to lack of supervision. The findings were: Record review of Resident #3's face sheet, 
dated 7.29.25, and EMR (electronic medical record) revealed the resident was admitted on 4.18.25 with 
diagnoses that included: ALZHEIMER'S DISEASE WITH LATE ONSET, insomnia, dementia, depression, 
and anxiety. The RP (responsible party) was a family member. Record review of Resident #3's quarterly 
MDS assessment, dated 5.1.25, revealed,BIMS score was 4 (0-5=severe cognitive impairment)ADLs: B/B 
was frequently incontinent requiring substantial/maximal supervision. Transfer independent. Bed Mobility 
was independent. ROM showed no impairment.Section P - Restraints and Alarms, revealed that 
bed/chair/out of bed restraints and alarms were not in use. Record review of Resident #3's Care Plan, dated 
5.19.25, revealed the resident was a high elopement risk/wanderer, disoriented to place, with a history of 
attempts to leave the facility unattended, and impaired safety awareness. The goals were: the resident's 
safety will be maintained through the review date and the resident will not leave facility unattended through 
the review date. Interventions included: Document wandering behavior and attempted diversional 
interventions in behavior. For night shift, resident is on 1:1 visual monitoring. Provide structured activities: 
toileting, walking inside and outside, reorientation strategies including signs, pictures, and memory boxes. 
Room change away from back door. The resident's triggers for wandering/eloping are (early morning and 
sun downing hours). The resident's behavior was de-escalated by redirecting him away from door and 
offering pleasant diversions, structured activities, food, conversation, television, book, and magazines. 
Record review of Resident #3's Wandering Risk Scale showed a score of 13 (High Risk Wanderer) on 5.14.
25, a score of 14 (High Risk Wanderer) on 4.21.25, and a score of 13 (High Risk Wanderer) on 4.18.25. 
Record review of Resident #3's orders revealed he had an order from 4.20.25 stating he should reside on the 
secure unit due to wandering and high risk of elopement. Record review of Resident #3's Nurse Note, dated 
5.14.25 and created at 7:23 AM, authored by LVN B, revealed CNA A notified him that the C-back alarm was 
set off while she was on another unit and that Resident #3 could not be found. LVN B began searching all 
rooms with available CNA staff and initiated a code purple. DON assisted with the search, called emergency 
services, and notified the ADMIN. All available staff were searching possible areas. The DON notified the 
RP. Record review of Resident #3's Nurse Note, dated 5.14.25 and created at 11:55 AM, authored by the 
DON, revealed he was notified by charge nurse LVN B that floor staff has been unable to locate Resident #3 
and all current members of staff on unit C continue to look for him. The DON assisted the search. After 5 
minutes of looking for the resident, a code purple was called, and the entire team began looking for the 
resident on and off the property. The DON called the ADMIN and informed her of the elopement. The DON 
called 911 at 6:50 AM. A resident flyer with personal information was copied for police and staff members. 
Record review of Resident #3's Nurse Note, dated 5.14.25 and created at 12:02 AM, authored by DON, 
revealed Resident #3 was located and brought back to the facility by the police department. He received a 
full head to toe assessment. Skin noted to be intact with no bruises, scrapes, or bumps noted. A neurological 
assessment remains at baseline. DR G was informed of the elopement and safe return with no new orders 
obtained. Resident placed on line-of-site (sic) monitoring to prevent reoccurrence. Nursing staff received 
updates and in-service training. Record review of Resident #3's Nurse Note, dated 5.14.25 and created at 
12:59 PM, authored by charge nurse LVN C, revealed Resident #3 was located and brought back to the 
facility by the police department. A full head to toe assessment was completed. Skin noted to be intact with 
no bruises, scrapes, or bumps noted. A neurological assessment remains at baseline. The resident denies 
pain or discomfort. The RP was notified of Resident #3's return and bed change to a room closer to the 
nurse's station. No new orders from the NP and per the DON, the resident was placed on line-of-site (sic) 
monitoring and neuro checks for 72 hours. Record review of Resident #3's Nurse Note, dated 5.15.25 and 
created at 6:48 AM, authored by LVN B, revealed staff was on 1-to-1 monitoring and 30-minute visual checks 
were in place. Resident #3 will continue to be monitored for exit-seeking behaviors. Record review of 
Resident #3's Nurse Note, dated 5.15.25 and created at 12:59 PM, authored by charge nurse LVN C, 
revealed staff continue to monitor Resident #3 for elopement behaviors on day 2/3. Resident #3 continues to 
wander through the MCU and expresses verbally that he wishes to go outside for a walk, was seen walking 
up to multiple exit doors but is easily redirected. Record review of Resident #3's Nurse Notes, dated 5.16.25 
and created at 6:30 AM, authored by LVN B, and dated 5.16.25 and created at 2:11 PM, authored by LVN C, 
revealed 30-minute checks were in place as Resident #3 continues to wander, walk up to multiple exit doors, 
and voice if he can go outside. Record review of Resident #3's Nurse Note, dated 5.17.25 and created at 
3:40 AM, authored by charge nurse LVN D, revealed staff continue to monitor Resident #3 for elopement 
behaviors on day 3/3. Resident #3 continues to wander through the MCU and expresses verbally that he 
wishes to go outside for a walk, was seen walking up to multiple exit doors but is easily redirected. Record 
review of elopement investigation report for Resident #3's, dated 5.14.25 authored by the ADMIN revealed, 
the resident eloped on 5.14.25 at around 5:45 AM. CNA A responded to the unit C-back door alarm after 
returning from another unit. CNA A turned the door alarm off and returned to assisting her coworker with 
rounding. CNA A noticed that Resident #3 was missing from the secured area and began to look for the 
resident. At 6:20 AM, CNA A notified LVN B that she cannot find the resident. At 6:25 AM, LVN B notified the 
DON that they cannot find Resident #3. At 6:30 AM, residents in the secured unit are counted and Resident 
#3 was the only one not accounted for. At 6:35 AM, the DON notified the ADMIN. At 6:40 AM, the ADMIN 
initiated a search for Resident #3 in the facility. At 6:50 AM, the DON called the police to report a missing 
resident as well as assigning available staff to search an extended zone. At 7:25 AM, the facility received a 
call from Resident #3s RP who stated that the resident was found by the police. At 7:40 AM, the resident was 
returned by the police. The ADMIN suspended CNA A and terminated her employment. Additional actions 
the facility took to correct the immediacy (prior to the surveyor entrance) included bi-weekly elopement drills, 
education was provided to the Admissions/Marketing team to ensure all residents were prescreened for 
wandering/elopement risk, and a 6-foot wooden fence with a keypad locked gate was constructed outside of 
the unit C-back secure exit door on 6.4.2025. Activation of the fire alarm system disables the lock. During an 
observation and interview on 7.27.25 at 4:41 AM with Resident #3, he stated the employees treat him good. 
He also revealed that other residents treat him good. He revealed that he did not need assistance with 
showers stating, no I can do it myself. Resident #3 was sitting at a table in the dining room on the secured 
unit, had on shoes, and was well-groomed. At 4:45 PM, Resident #3 got up and walked out of the dining 
room. During an observation and interview on 7.30.25 at 11:30 AM, Resident #3 was sitting in the dining 
area alone with a drink watching TV. He was groomed and calm. During an observation on 7.31.25 at 8:59 
AM of Resident #3 revealed his room to be clean and call light on his bed. Resident was not in his room and 
was observed sitting in the dining room at a table with several other residents and appeared with a calm 
demeanor. During an interview on 7.30.25 at 5:45 PM, the ADMIN revealed that Resident #3 was residing in 
a secure unit and was an elopement risk. Regarding the elopement incident for Resident #3 that occurred on 
5.14.25, the ADMIN stated, around 5:45 am the door alarm was sounding in the facility C wing back door end 
of hall and the aide CNA A told me that she put the code in and turned off the alarm and began helping her 
colleague with rounds. The ADMIN asked if she looked outside, and she said no. During the investigation, 
the church camera next door caught him going toward the front of the facility on the outside of the facility at 
5:47 am. At 6:00 am CNA A realized he was missing because she went to his room and did not see him in 
the bed and started looking for him and in between that time she is looking for him around 6:10am he was 
seen at the (gas station) and asked the attendee for a soda and the attendee gave him a fountain drink and 
the attendee said he then went outside and was sitting outside for about 10 minutes. Around 6:20am he was 
seen leaving the (gas station) by the attendee and pointed toward the (bus station). Around 6:20am the CNA 
A told her nurse LVN B that Resident #3 was missing. At approximately 6:25am the nurse called the DON 
and notified him. He was the DON at that time. The DON was in facility, and she went to the unit and looked 
for the resident and then called me around 6:35am. At 6:40am I arrived, and I spoke with CNA A and LVN B 
about what happened and that is when she told me she heard the alarm and turned it off and went to help 
her fellow aide with rounding and I talked to LVN B who said he had just found out about it from CNA A. I 
directed staff and assigned staff to conduct a facility search internal and external. Around 6:50am the DON 
called the police to report a missing resident. The police arrived between 6:55-7:15 and during that time we 
developed flyers with his pictures and more staff arrived and I assigned them zones to look external around 
the area. Around 7:15am the church next door came over and showed me the video of Resident #3 walking 
by the front at 5:47am. At 7:25am the facility received a call from (police department) stating the police 
department found him. He was found at the renting vans location in front of the (bus station) which was about 
4-minute walk from the (gas station) which is .4 miles from the facility. The police brought him back to the 
facility at 7:40am. When he returned, we completed a full head to toe assessment, and he had no bumps, 
scrapes, or bruises and was very pleasant spirits. The ADMIN revealed that two elopement in-services were 
conducted for staff prior to this incident. CNA A received in-servicing on elopement and door alarms on 3.12.
2025 and signed the sign-in sheet. The ADMIN revealed exit doors will alarm for 15 seconds while the bar 
was being pushed before unlocking. Once unlocked, the alarm will continue to sound until reset by keypad. 
Staff has access to codes at each door. The ADMIN stated that the expectation of staff when a door alarm 
sounds, was that they react and look outside and look to see if anyone went out the door when a door alarm 
sounds. The ADMIN stated that the harm that could come to a resident when door alarms are silenced 
without investigating for possible elopement could cause death if we don't find them. An interview with CMA 
E on 7.28.25 at 9:41 AM revealed Resident #3 always looked outside and would sometimes push on the 
doors to test them. An interview with LVN C on 7.28.25 at 4:10 PM revealed that she worked at the facility for 
2.5 years and worked in the memory care unit. She revealed that Resident #3 always wanted to go outside 
and go for walks. When Resident #3 first entered the facility, staff would have to redirect him and find 
activities to keep him busy. An interview on 7.31.2025 at 9:45am with the Administrator revealed the fence 
on the outside of the unit C-back exit door was installed on 6.4.2025 and residents at risk for elopement on 
the unit started on 1-hour observation until the new fence was installed. The administrator stated elopement 
drills were ongoing with staff and there have been no further elopements. The administrator stated Resident 
#3 expressed wanting to leave at times and remains an elopement risk and continues to reside on the secure 
unit. Interviews on 7.31.2025 between 8:45 AM and 2 PM with 1 RN, 4 LVNs, 3 CNAs, and an 
Admissions/Marketing staff member from various shifts demonstrated that they were knowledgeable of what 
to do when a door alarm was activated, understood elopement precautions, and had received training on 
elopement procedures. Record review of the Ad Hoc QAPI held on 5.14.2025 regarding Resident #3's 
elopement from the memory care unit revealed the document was signed by the Administrator, DON, 
Medical Director, Regional Director of Operations and an RN. Record review of the facility's Elopement/Code 
Purple in-service dated 5.14.2025 defined elopement as A situation in which a resident leaves the premises 
without the facility's knowledge and supervision. It is the responsibility of ALL TEAM MEMBERS to direct 
residents away from exit doors for their safety. the facility's interior or exterior grounds. CNAs and nurses 
need to conduct one-hour visual checks on all When a resident is missing, staff are to notify the charge 
nurse immediately (if unable to locate the DON). Charge nurse is to initiate a Code Purple. Record review of 
facility in-service on the topic of Elopement/Code Purple conducted on 5.14.25 by the DON revealed 80 staff 
members received the training (100% of staff trained). Record review of doors and locks maintenance check 
logs dated 3.31.25 - 7.25.25 revealed exit doors with alarms were checked for operation and passed. Record 
review or facility's Wandering and Elopement Prevention policy, undated, read The facility will identify 
residents who are at risk of unsafe wandering and stive to prevent harm while maintaining the least 
restrictive environment for residents. During exit conference on 7.31.25 at 3:51 PM, Administrator was 
informed that evidence revealed a F689 past non-compliance IJ (immediate jeopardy) for elopement of 
Resident #3.

22455533

11/21/2025


