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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, clinical record review, and facility documentation, the facility staff failed to report allegations of 
abuse or neglect for 1 Resident (#114) in a survey sample of 55 Residents.The findings included: For 
Resident #114, the facility staff failed to report the resident eloping from the facility on several occasions. 
Resident #114 was admitted to the facility on [DATE] with diagnoses that included but were not limited to 
pancreatic cancer, bile duct obstruction, palliative care, chronic bronchitis, muscle weakness, depression, 
general anxiety disorder, insomnia due to medical condition, psychotic disorder with hallucinations due to a 
known physiological condition (paranoid schizophrenia), and psychotic disorder with delusions due to a 
known physiological condition (paranoid schizophrenia).Resident #114's most recent BIMS (Brief Interview of 
Mental Status) scored the Resident at 15/15 indicating no cognitive impairment. Resident #114's clinical 
record included a document entitled Provider Attestation for Schizophrenia/Schizoaffective/Schizophreniform 
Diagnosis that listed the medications for this diagnosis as Seroquel ER 150 mg per day, Depakote 500 mg 2 
times daily and Haldol 10 mg 2 times daily. All meds read for diagnosis of Psychotic disorder with 
hallucinations due to a known physiological illness.On 7/16/25 the Administrator was asked for all reportable 
incidents involving Resident #114 during the time of his stay at the facility. The Administrator supplied 2 
documents entitled Facility Reported Incident one was dated 8/10/24 and the other was dated 8/11/24. The 
Administrator was asked if this was all of them and she stated it was.A review of the clinical record revealed 
the following excerpts: 6/13/24 7:25 p.m. Resident was involved in a verbal/physical altercation with another 
resident in which Mr. V. [NAME] pushed [Resident name redacted] on her right shoulder, grabbed her right 
leg, stomped her glasses and kicked her phone in the grass. Writer questioned Resident about the incident, 
and he stated that she triggered him by saying what she said to him. 6-26-24 6:12 am. - On this date 
06/12/2024 during my shift, resident was seen going out of the facility 0540, when asked where he was 
going, resident says what kind of question are you asking me, I want to get a cigarette lighter at nearby store. 
All effort to redirect him back to the facility was prove abortive until a staff followed him and drove him back 
to the facility. 6/29/24 5:16 - Resident was noted to be seen by staff at 0130. Staff went to resident room to 
check on him and he was nowhere to be found. Resident apparently had left the building unbeknownst to 
staff. Staff immediately did a sweep of the interior and exterior of the facility unable to locate Mr. [NAME]. 
Police were called and given a picture and description of the clothing the resident was wearing when last 
seen. Staff notified DON, RP and provider. Officers spoke with other officers in a different jurisdiction which 
stated they had him at [Convenience store name redacted] Staff was told by officers they would have to 
transport [Resident 114 name redacted] back to facility 6/29/24 5:58 a.m. - This writer saw resident at 0130 
entered the dining room and later went to resident room to check on him and he was nowhere to be found. 
Resident had walk [sic] away from the building unknown to staff. Sweeping of the interior and exterior of the 
facility was done still unable to find [Resident #114 name redacted] Police were called and given a picture 
and description of the clothing the resident was wearing when last seen. DON was notified, RP and provider. 
Officers spoke with other officers in a different jurisdiction which stated they found him at [convenience store 
name redacted]. Staff was [sic] told by officers they would have to transport [Resident#114 name redacted] 
back to facility. Staff drove to the location where he was found (approximately 7.1 miles away from the 
facility) and bring [sic] him back to the facility. Head to toe Skin assessment was done and intact. Resident 
was later sent out to hospital for psych consult EMS notified and resident was transported to the hospital by 
2 EMS at 0535. 7/2/24 9:30 a.m.- I was able to find legal Guardian's phone number. I called her to speak 
about resident's wander guard. She said that resident has a history of wandering, and she would really 
appreciate him having a wander guard. She asked if it had a tracking device, and I explained that it only 
alerted us when he went out the building. She said that it was fine and appreciated the call.On 7/16/25 at 
approximately 11:45 a.m. an interview was conducted with the Administrator; she was asked why the first 3 
incidents of elopement were not reported to the OLC and other entities as required by regulations. The 
Administrator stated that Resident #114 had a High BIMS score and therefore he could leave the facility if he 
signed himself out. She stated that he did not sign himself out of the facility. The Administrator was asked if 
Resident #114 had Any conditions that would affect his decision-making ability, she stated that he had a 
diagnosis of Schizophrenia. On 7/17/25 an interview was conducted with Employee L who was asked if a 
Resident with a BIMS of 15 can leave the facility unescorted, Employee L stated that it would depend on the 
physical and mental state of the Resident. When asked if BIMS alone could determine the ability of a 
Resident to leave the facility unescorted and she stated the BIMS was only one piece of the equation. 
Employee L stated that the Resident must be safe to ambulate independently and able to make safe 
decisions and notify the facility when he or she is leaving the facility. She stated that the RP must also be 
aware of the residents leaving the facility. Employee L also stated that the LOA (Leave of Absence) form 
must be signed prior to leaving the facility.On 7/18/25 the Administrator was made aware of the concerns, 
and no further information was provided.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, clinical record review and facility documentation, the facility staff failed to ensure 
residents were free from accidents and hazards for 3 Residents (#'s 114, 59, and 65) in a survey sample of 
55 residents. The Findings included:1. For Resident #114 the facility staff failed to provide adequate 
supervision to prevent the residents from eloping from the facility.Resident #114 was admitted to the facility 
on [DATE] with diagnoses that included but were not limited to pancreatic cancer, bile duct obstruction, 
palliative care, chronic bronchitis, muscle weakness, depression, general anxiety disorder, insomnia due to 
medical condition, psychotic disorder with hallucinations due to a known physiological condition (paranoid 
schizophrenia), and psychotic disorder with delusions due to a known physiological condition (paranoid 
schizophrenia).Resident #114's most recent BIMS (Brief Interview of Mental Status) scored the Resident at 
15/15 indicating no cognitive impairment. Resident #114's clinical record included a document entitled 
Provider Attestation for Schizophrenia/Schizoaffective/Schizophreniform Diagnosis that listed the 
medications for this diagnosis as Seroquel ER 150 mg per day, Depakote 500 mg 2 times daily and Haldol 
10 mg 2 times daily. All meds read for diagnosis of Psychotic disorder with hallucinations due to a known 
physiological illness.On 7/14/25 at approximately 1:30 p.m. Residents were observed sitting in front of the 
building without supervision from staff. On 7/15/25- 7/17/25 at various times throughout the day residents 
were observed without supervision, outdoors in front of the building in wheelchairs or independently 
ambulating. Supervision was provided to Residents in the gazebo smoking, and fluids were provided to the 
residents at the exit door on south hall that leads to the gazebo. No supervision or fluids were being offered 
at the front main entrance. A review of the clinical record revealed the following excerpts: 6/13/24 7:25 p.m. 
Resident was involved in a verbal/physical altercation with another resident in which Mr. V. [NAME] pushed 
[Resident name redacted] on her right shoulder, grabbed her right leg, stomped her glasses and kicked her 
phone in the grass. Writer questioned Resident about the incident, and he stated that she triggered him by 
saying what she said to him. 6/26/24 6:12 am. - On this date 06/12/2024 during my shift, resident was seen 
going out of the facility 0540, when asked where he was going, resident says what kind of question are you 
asking me, I want to get a cigarette lighter at nearby store. All effort to redirect him back to the facility was 
prove abortive until a staff followed him and drove him back to the facility. 6/29/24 5:16 - Resident was noted 
to be seen by staff at 0130. Staff went to resident room to check on him and he was nowhere to be found. 
Resident apparently had left the building unbeknownst to staff. Staff immediately did a sweep of the interior 
and exterior of the facility unable to locate Mr. [NAME]. Police were called and given a picture and 
description of the clothing the resident was wearing when last seen. Staff notified DON, RP and provider. 
Officers spoke with other officers in a different jurisdiction which stated they had him at [Convenience store 
name redacted] Staff was [sic] told by officers they would have to transport [Resident 114 name redacted] 
back to facility 6/29/24 5:58 a.m. - This writer saw resident at 0130 entered the dining room and later went to 
resident room to check on him and he was nowhere to be found. Resident had walk [sic] away from the 
building unknown to staff. Sweeping of the interior and exterior of the facility was done still unable to find 
[Resident #114 name redacted] Police were called and given a picture and description of the clothing the 
resident was wearing when last seen. DON was notified, RP and provider. Officers spoke with other officers 
in a different jurisdiction which stated they found him at [convenience store name redacted]. Staff was [sic] 
told by officers they would have to transport [Resident#114 name redacted] back to facility. Staff drove to the 
location where he was found (approximately 7.1 miles away from the facility) and bring [sic] him back to the 
facility. Head to toe Skin assessment was done and intact. Resident was later sent out to hospital for psych 
consult EMS notified and resident was transported to the hospital by 2 EMS at 535. 7/2/24 9:30 a.m.- I was 
able to find legal Guardian's phone number. I called her to speak about resident's wander guard. She said 
that resident has a history of wandering, and she would really appreciate him having a wander guard. She 
asked if it had a tracking device, and I explained that it only alerted us when he went out the building. She 
said that it was fine and appreciated the call.On 7/16/24 at approximately 11:45 a.m. an interview was 
conducted with the Administrator; she was asked why the first incidents of elopement were not reported to 
the OLC and other entities as required by CMS Guidelines. The Administrator stated that Resident #114 had 
a High BIMS score and therefore he could leave the facility if he signed himself out. She stated that he had 
scored high on his BIMS and then eloped. She stated that he did not sign himself out of the facility. The 
Administrator was asked if Resident #114 had Any conditions that would affect his decision-making ability, 
she stated that he had a diagnosis of Schizophrenia.On the afternoon of 7/17/25 an interview was conducted 
with Employee L who was asked if a Resident with a BIMS of 15 can leave the facility unescorted, Employee 
L stated that it would depend on the physical and mental state of the Resident. When asked if BIMS alone 
could determine the ability of a Resident to leave the facility unescorted and she stated the BIMS was only 
one piece of the equation. Employee L stated that the Resident must be safe to ambulate independently and 
able to make safe decisions and notify the facility when he or she is leaving the facility. She stated that the 
RP must also be aware of the residents leaving the facility. Employee L also stated that the LOA (Leave of 
Absence) form must be signed prior to leaving the facility.A review of the policy entitled Leave of Absence 
Policy revealed the following: When a patient leaves the center for reasons other than a medical transfer 
initiated by the center, the patient and or responsible party will provide signature, accept complete 
responsibility of the patient and absolving the management, personnel and the attending physician of 
responsibility for any deterioration in condition or accident that may happen while the patient is away.1. 
Before a patient leaves the premises for any reason, other than medical transfer initiat3ed by the center, the 
patient and or responsible party must notify a licensed nurse on the unit.2. A licensed nurse ensures that 
medical approval of the leave has been provided by the patient's provider.3. The Release of Responsibility 
for Leave of Absence (LOA) form is filled out prior to leaving the center, the date and time and signature of 
the person accepting responsibility is filled in 4. The estimated time of return is provided to a licensed nurse. 
A review of the clinical record revealed that the Resident was not his own RP, and his Guardian did not wish 
him to leave the facility unescorted, and she had not filled out a Release of Responsibility form.On 7/18/25 
the Administrator was made aware of the concerns, and no further information was provided.2. For Resident 
#59, the facility staff failed to provide adequate supervision to prevent Resident #59 from falling while in the 
parking lot.Resident #59 was admitted to the facility on [DATE] with diagnoses that included but were not 
limited to injury of bladder, type 2 diabetes, difficulty walking, cerebral ischemia, fractured pelvis, chronic viral 
hepatitis, muscle weakness, subdural hemorrhage, sepsis, anemia, major depressive disorder, insomnia, 
retinal artery occlusion to right eye (causing blindness) and bilateral cataracts. Resident #59's most recent 
MDS (Minimum Data Set) with an ARD (Assessment Reference Date) of 6-20-25 coded the resident as 
having a BIMS (Brief Interview of Mental Status) score of 14/15 indicating no cognitive impairment. Section G 
(Functional Status) coded the resident as requiring (3) Extensive Mobility with (2) One-person physical 
assistance for bed mobility, (4) Total assistance with (2) one-person physical assistance for bed mobility and 
(4) Total assistance with (2) one-person physical assistance for toileting.On 7/15/25 at approximately 12:55 p.
m. an interview was conducted with Resident #59 who stated that she had a fall in the parking lot on 7/11/25. 
She stated that the CNA brought her out so that she could get some fresh air and that she was left 
unattended outside. She stated that she wanted to go see the gazebo, so she attempted to wheel herself 
down the sidewalk to the gazebo. However, she stated that she lost control of her wheelchair and went over 
the curb and fell and the wheelchair fell on top of her. She stated that she did not get injured and the staff 
responded, pretty quickly. When asked if she continues to go outside since the fall, she stated that she does. 
She stated that she does not venture away from the front doors anymore without assistance. When asked 
how she would get assistance if she needed help, she stated that she would have to go inside and ask for 
help or wait for staff to come outside.OT Consult dated 6/16/25 read: Pt presents with max A [assistance] x2 
for bed mobility, max A x2 for lateral scooting along EOB [edge of bed] and transfers. Total A for lower body 
ADL's and set up to supervision for support3ed sitting upper body ADLs, Mod A at trunk for dynamic activity. 
Patient primarily limited by sitting Balance deficits, BLE (Bilateral Lower Extremity) weakness, impairing 
functional mobility, fine motor coordination deficits, global deconditioning, impaired activity tolerance, 
increased fall risk, need for increased time to complete tasks, preexisting injuries /ROM limitations which are 
severely impacting their ability to independently complete ADL's. 7/11/25 3:27 p.m. - Description of the 
fall/V/S/injuries if any: Phone call made to unit to notify staff that resident was on the ground outside. Nursing 
staff ran to front entrance and outside, observed resident wheelchair in between 2 cars at the front of the 
building. Resident noted laying on right with wheelchair on top of her. Resident assessed and placed back 
into chair by staff. Resident states she was trying to wheel herself to the gazebo. Resident states she was 
wheeling herself and lost control, and went over the curb. V/S 90/58-73-73-18-97.8-97% What Interventions 
were in place at the time of the fall? Resident in wheelchair wheels locked. What are the risk factors that 
could have contributed to the fall? Resident propelling self without assistance What new Interventions were 
implemented in response to the fall? Educate resident to ask for assistance when propelling wheelchair on 
uneven surfaces. Was the Provider/resident and RP notified at the time of the fall? yes, NP and daughter 
notified.‘7/12/25 7:28 a.m. - LATE ENTRY Situation : Date and time the fall occurred: 07/11/2025 12:00 PM 
Background : Circumstances of the fall: resident was propelling outside in wheelchair unassisted 
Assessment (RN)/Appearance (LPN) : Current status of the resident's injuries or reports of pain from the fall: 
no injuries or pain reported Recommendation : Interventions currently in place to prevent additional falls: 
resident to ask for assistance when propelling on uneven surfaces. 7/15/25 1:00 p.m. - Patient was seen for 
follow- up psychotherapy session for monitoring and treatment of mental health symptoms. Patient was 
located outside and agreed to engage in session. Client details of fall she had outside of the facility, stating 
she was embarrassed, so happy she did not hurt herself.On 7/20/25 at approximately 2:00 p.m. an interview 
was conducted with the DON who was asked if fall assessments are a part of the admission process and she 
stated that they were. When asked how often they are done she stated that they are done on admission, 
quarterly and after any falls A review of the clinical record revealed there was no fall assessment completed 
until 7/11/25 after the resident had the fall on 7/11/25. The fall assessment coded Resident #59 as being a 
moderate fall risk.On 7/20/25 during the end-of-day meeting the Administrator was made aware of the 
concerns and no further information was provided.2. For Resident #65, the facility failed to provide 
appropriate and sufficient supervision to prevent the risk of potential accident hazards as evidenced by 
observing 2 pills on the floor near other residents exhibiting wandering behaviors. Resident #65 was 
admitted to the facility 7/30/2024 with diagnoses including but not limited to: lumbar spinal bifida with 
hydrocephalus, paraplegia, immunodeficiency, neurogenic bowel, neuromuscular dysfunction, constipation 
and mood disorder due to known physiological condition with major depression-like episode.On the most 
recent MDS (Minimum Data Set) an annual assessment with ARD (assessment reference date) of 
5/28/2025, Section C: Cognitive Patterns was coded as 15 out of a possible score of 15 indicating no 
cognitive impairment.On 07/16/2025 at 10:00 am during interview with Resident #65, 2 tablets were 
observed on the floor under the bedside table: one (1) round orange and one (1) round white tablet with scuff 
marks. The Resident stated she didn't know how long they had been there. On 7/16/2025 at 10:15am LPN-B 
was notified of the tablets on the floor. An inspection of the medication cart and review of Resident #65's 
Physician's orders and Medication Administration Record (MAR) was completed to identify the 2 tablets.The 
Medication Administration Record (MAR) revealed an order for Senokot 8.6 mg. 3 tablets every 24 hours 
(round orange) and was documented as being given July 2 - July 15.On July 1 the MAR revealed the 
resident refused Senokot and an order for Acetaminophen ES PRN (white round) with no documentation on 
the MAR for [DATE] as being administered. On 7/16/2025 at approximately 10:30am Employee C was 
interviewed, and she stated she had entered the room after Resident #65 and surveyor had exited to clean 
the room, she stated the room always smells so bad that she cleans as quick as she can. Further interview 
with Employee C what she would do if she saw pills on the floor she replied, I would sweep them up and 
throw them in the trash can.On 7/16/25 at 10:44 am the Director of Nursing was interviewed on what her 
expectations for the nurse in administering medications to residents would be and she replied, to ensure they 
swallow their medications.On 7/17/2025, a list of residents who self-administer medications was requested 
by the Administrator. The list did not contain Resident #65's name as self-administering her medications.On 
7/21/ 2025 at 11:43 am LPN-B was interviewed regarding whether she had any residents on her unit with 
wandering behavior and she said Oh, maybe [Resident #70 name redacted] might wander up and down 
hallOn 7/21/2025 at 11:47 am C.N.A-B was interviewed on whether she was aware of any residents on her 
unit exhibiting wandering behaviors and she said [Resident #70 name redacted] sometimes wanders up and 
down halls he goes to the end of hall because he wants to go out outside but he doesn't go in other residents 
rooms just goes to the end of the hall where the door is.On 7/20/2025 at 12:02 pm an interview was 
conducted with C.N.A-C on whether she had any residents on her unit who exhibited wandering behaviors, 
and she stated, I don't know of anyone that wanders.Resident #70 was admitted to the facility on [DATE] 
with diagnoses including but not limited to traumatic subdural hemorrhage without loss of consciousness and 
unspecified dementia. MDS ARD State Optional 7/15/25 Section C: Cognitive Patterns coded as 3 out of a 
possible score of 15 indicating severe cognitive impairment. Record review for Resident #70's progress 
notes dated 7/17/25 at 16:46 by the Nurse Practitioner; [Resident #70 name redacted] is being seen and 
followed up today for increased confusion in the setting of advanced dementia. The residence remains 
confused at baseline. He is normally easily redirected. The nursing staff reports that he has been more and 
has been wandering more through the facility. He needs more frequent redirection. The nursing staff has a 
wander guard in place to prevent elopement from the facility.Resident #70 resided in a room near the room 
where the tablets were observed on the floor.Review of facility document Policy #8.2 General Guidelines for 
Medication Administration 17. The resident is always observed after administration to ensure that the dose 
was completely ingested.No further information and/or documentation was presented prior to the exit 
conference on 07/22/2025. 3. For Resident #65, the facility failed to provide appropriate and sufficient 
supervision to prevent the risk of potential accident hazards as evidenced by observing 2 pills on the floor 
near other residents exhibiting wandering behaviors.Resident #65 was admitted to the facility 7/30/2024 with 
diagnoses including but not limited to: lumbar spinal bifida with hydrocephalus, paraplegia, 
immunodeficiency, neurogenic bowel, neuromuscular dysfunction, constipation and mood disorder due to 
known physiological condition with major depression-like episode.On the most recent MDS (Minimum Data 
Set) an annual assessment with ARD (assessment reference date) of 5/28/2025, Section C: Cognitive 
Patterns was coded as 15 out of a possible score of 15 indicating no cognitive impairment.On 07/16/2025 at 
10:00 am during interview with Resident #65, 2 tablets were observed on the floor under the bedside table: 
one (1) round orange and one (1) round white tablet with scuff marks. The Resident stated she didn't know 
how long they had been there. On 7/16/2025 at 10:15am LPN-B was notified of the tablets on the floor. An 
inspection of the medication cart and review of Resident #65's Physician's orders and Medication 
Administration Record (MAR) was completed to identify the 2 tablets.The Medication Administration Record 
(MAR) revealed an order for Senokot 8.6 mg. 3 tablets every 24 hours (round orange) and was documented 
as being given July 2 - July 15.On July 1 the MAR revealed the resident refused Senokot and an order for 
Acetaminophen ES PRN (white round) with no documentation on the MAR for [DATE] as being administered. 
On 7/16/2025 at approximately 10:30am Employee C was interviewed, and she stated she had entered the 
room after Resident #65 and surveyor had exited to clean the room, she stated the room always smells so 
bad that she cleans as quick as she can. Further interview with Employee C what she would do if she saw 
pills on the floor she replied, I would sweep them up and throw them in the trash can.On 7/16/25 at 10:44 am 
the Director of Nursing was interviewed on what her expectations for the nurse in administering medications 
to residents would be and she replied, to ensure they swallow their medications.On 7/17/2025, a list of 
residents who self-administer medications was requested by the Administrator. The list did not contain 
Resident #65's name as self-administering her medications.On 7/21/ 2025 at 11:43 am LPN-B was 
interviewed regarding whether she had any residents on her unit with wandering behavior and she said Oh, 
maybe [Resident #70 name redacted] might wander up and down hallOn 7/21/2025 at 11:47 am C.N.A-B 
was interviewed on whether she was aware of any residents on her unit exhibiting wandering behaviors and 
she said [Resident #70 name redacted] sometimes wanders up and down halls he goes to the end of hall 
because he wants to go out outside but he doesn't go in other residents rooms just goes to the end of the 
hall where the door is.On 7/20/2025 at 12:02 pm an interview was conducted with C.N.A-C on whether she 
had any residents on her unit who exhibited wandering behaviors, and she stated, I don't know of anyone 
that wanders.Resident #70 was admitted to the facility on [DATE] with diagnoses including but not limited to 
traumatic subdural hemorrhage without loss of consciousness and unspecified dementia. MDS ARD State 
Optional 7/15/25 Section C: Cognitive Patterns coded as 3 out of a possible score of 15 indicating severe 
cognitive impairment. Record review for Resident #70's progress notes dated 7/17/25 at 16:46 by the Nurse 
Practitioner; [Resident #70 name redacted] is being seen and followed up today for increased confusion in 
the setting of advanced dementia. The residence remains confused at baseline. He is normally easily 
redirected. The nursing staff reports that he has been more and has been wandering more through the 
facility. He needs more frequent redirection. The nursing staff has a wander guard in place to prevent 
elopement from the facility.Resident #70 resided in a room near the room where the tablets were observed 
on the floor.Review of facility document Policy #8.2 General Guidelines for Medication Administration 17. 
The resident is always observed after administration to ensure that the dose was completely ingested.No 
further information and/or documentation was presented prior to the exit conference on 07/22/2025.
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