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Based on interview, record review, facility document and policy review, the facility failed to reassess the risk 
of elopement and identify interventions to prevent a resident from exiting the facility through the bedroom 
window for 1 (Resident #1) of 5 residents reviewed for accidents. Resident #1 was observed by staff packing 
their belongings in a bag and saying they were leaving the facility but was not reassessed for the risk of 
elopement. Resident #1 exited the facility on 07/03/2025 at 12:05 AM, unnoticed and unsupervised by staff, 
and was found after approximately ten minutes in the bushes outside the resident's bedroom window. 
Findings included: The facility policy titled, Elopements, revised 07/09/2025, indicated, III. Definitions: 
Elopement behavior: Making verbalizations about wanting to leave, talking about going home, packing 
belongings, opening windows, and opening doors. IV. Elopement: When a resident who is cognitively, 
physically, mentally, emotionally, and/or chemically impaired wanders away, walks away, runs away, 
escapes, or otherwise leaves a caregiving facility unsupervised, unnoticed, and/before to [sic] their 
scheduled discharge. The section of the policy titled, Procedure: specified, 2. Staff should promptly assess 
elopement behavior for initiation of Code Alert [departure alert system], window alarms, or other care 
planning interventions to prevent elopement. A Face Sheet, printed on 07/10/2025, revealed the facility 
admitted the Resident #1 on 01/17/2025. According to the Face Sheet, the resident had a medical history 
that included diagnoses of chronic obstructive pulmonary disease (COPD). The Face Sheet indicated the 
resident was receiving hospice services and was not at risk of elopement. An Elopement Risk Assessment, 
dated 02/14/2025, indicated Resident #1 ambulated with an assistive device, was alert, had no cognitive 
impairment, and no history of elopement. The Elopement Risk Assessment revealed the resident scored a 4, 
which indicated the resident was not at risk of elopement. The medical record revealed no documented 
evidence of subsequent Elopement Risk Assessments until 07/03/2025. A quarterly Minimum Data Set 
(MDS), with an Assessment Reference Date (ARD) of 04/25/2025, indicated Resident #1 had a Brief 
Interview for Mental Status (BIMS) score of 15, which indicated the resident had intact cognition. The MDS 
indicated Resident #1 was independent with sit to stand transfers, chair/bed-to-chair transfers, and walking 
10 feet and did not exhibit wandering behavior during the seven-day assessment look-back period. A 
Behavior note, dated 06/24/2025 at 12:34 AM, indicated Resident #1 was pacing, rummaging, and packing 
all [their] belongings in bag, saying [they were] leaving. The note indicated the resident demonstrated very 
anxious and agitated, noncompliant behavior after the supper meal until midnight, when staff tried to redirect 
the wandering behaviors. There was no documented evidence that staff completed a new elopement risk 
assessment. A Behavior note, dated 06/25/2025 at 11:24 PM, indicated Resident #1 demonstrated chronic 
behavior: Continues to sort out alot [sic] of items in room and ‘packing some up.' There was no documented 
evidence that staff completed a new elopement risk assessment. A Behavior note, dated 06/29/2025 at 7:39 
AM, documented as a late entry for 06/28/2025 at 7:49 PM, indicated Resident #1 had wandering behaviors, 
was rummaging through their belongings, and was more confused than normal. There was no documented 
evidence that staff completed a new elopement risk assessment. A Behavior note, dated 07/03/2025 at 1:43 
AM, documented as a late entry for 07/02/2025 at 10:31 PM, indicated Resident #1 demonstrated chronic 
behavior: to include pacing/rummaging and was difficult to redirect. The note indicated the resident got upset 
when staff attempted to redirect. Per the note, a hospice nurse was notified. There was no documented 
evidence that staff completed a new elopement risk assessment.A Behavior note, dated 07/03/2025 at 5:32 
AM, revealed a nurse attempted to administer Resident #1's medications, but the resident refused and told 
the nurse to get out. According to the note, when the nurse left the resident's room, the resident was pacing 
back and forth. The note indicated that at 12:05 AM, shortly after Resident #1 refused their medications, the 
resident opened their window, punched the screen out, and was found lying outside on top of the bushes. 
According to the note, Resident #1 sustained a 3-centimeter (cm) by 2-cm bruise to the left upper buttocks, a 
2-cm scratch to the left shin, and scattered abrasions to their bilateral knees. The note indicated hospice was 
notified, and the resident was placed on one-to-one (1:1) supervision until further evaluation. An Alleged 
Nursing Home Resident Mistreatment, Neglect, And Abuse Report, completed by Administrator (ADM) F on 
07/03/2025 at 10:33 AM, indicated Resident #1 opened their bedroom window, pushed the screen out, and 
was found in the bushes right outside the resident's bedroom window. The report indicated Resident #1 was 
last observed by a nurse within ten minutes prior to the incident. A Misconduct Incident Report, completed by 
Interim Director of Nursing (IDON) E on 07/10/2025 at 4:34 PM, revealed Resident #1 was transferred to the 
emergency room following the incident and no further injuries were identified. During a phone interview on 
08/01/2025 at 6:50 AM, Certified Nursing Assistant (CNA) G stated she worked the 10:00 PM to 6:30 AM 
shift. She stated that on the night of the incident, Resident #1 did not allow her to enter their room, and she 
notified the nurse. CNA G stated she saw the resident standing in their room about ten minutes before she 
left for a 30-minute break around 11:45 PM, and when she returned from break, she was told Resident #1 
pushed the screen out of their window and exited the building. CNA G stated that CNA I told her they found a 
chair turned over in front of the resident's window. During a phone interview on 08/01/2025 at 7:24 AM, CNA 
H stated she currently worked the night shift and recalled working the night Resident #1 exited the facility 
through their window. CNA H stated that within the last month, Resident #1's behaviors changed. CNA H 
stated the resident experienced sundowners on night shift, tried to stand on their wheelchair, and saw people 
who were not there. Per CNA H, these behaviors were reported to a nurse. CNA H said the resident also 
made comments all the time to staff that the resident wanted to go home; however, the comments about 
wanting to go home were not reported to a nurse because CNA H thought the resident said the same thing to 
the nurses. CNA H stated that on the night the resident went out their window, the resident was agitated and 
staff took turns keeping an eye on them. CNA H stated she recalled seeing Resident #1 and then within ten 
minutes, she was informed the resident was outside. CNA H said she immediately ran outside and saw the 
resident in the bushes outside their room, still with their supplemental oxygen on. CNA H said the resident 
was wearing long pants, a t-shirt, and socks, saying, This isn't my house; I broke that window because I am 
going home, this is not my home. During a phone interview on 08/01/2025 at 7:26 AM, CNA I stated that in 
the prior few weeks, Resident #1 was more confused, agitated, and restless. CNA I stated she worked 2:00 
PM to 2:00 AM on the night Resident #1 went out their window. CNA I said that while the resident's assigned 
CNA was on break, she (CNA I) completed rounds around 12:00 AM or 12:15 AM and did not see Resident 
#1 in their bed or bathroom. CNA I said she noticed the screen was missing from the resident's window, the 
resident's oxygen tubing was leading out the window, and a chair was tipped over next to the window. CNA I 
stated she looked out the window and saw Resident #1 on the ground. During an interview on 08/01/2025 at 
12:08 PM, Nurse Manager (NM) N stated she worked from 10:00 PM on 07/02/2025 until 6:00 AM on 
07/03/2025. NM N said Resident #1 had intermittent confusion and often made comments about wanting to 
live at home again. NM N stated that when she started her shift on 07/02/2025, she was told Resident #1 
was experiencing increased agitation. NM N stated that CNA I notified her that Resident #1 had exited the 
facility through their window. NM N said that when she entered the resident's room, she saw the screen was 
missing from the resident's window, the resident's oxygen tubing was leading out the window, and a chair 
was tipped over next to the window; Resident #1 was seen in the bushes outside. NM N said staff brought 
the resident back inside the facility and assessed the resident. During a phone interview on 08/01/2025 at 
8:59 AM, Hospice Registered Nurse (RN) L said she arrived at the facility around 10:00 PM on 07/02/2025 in 
response to a call from the facility for complaints that Resident #1 was experiencing severe agitation and left 
around midnight on 07/03/2025. RN L said that when she arrived at the facility, Resident #1 was in their 
room alone, and the resident would not allow her to complete an assessment. Hospice RN L said the 
resident was agitated and screaming. RN L said she waited and re-entered the resident's room when they 
were calmer. According to Hospice RN L, the resident was conversive but then asked the RN to leave. RN L 
said she left the resident's room right before 12:00 AM, and the resident was standing near the window with 
their oxygen in place. RN L stated she did not observe the resident make any attempts to push on the 
window, and she advised staff to make frequent checks from the hallway because going into the room made 
the resident more agitated. During a phone interview on 08/01/2025 at 1:50 PM, Hospice RN K stated she 
arrived at the facility around 1:35 AM on 07/03/2025 to complete a focus visit after the facility notified hospice 
that Resident #1 had an unwitnessed elopement/fall from the window of their room. RN K stated that when 
she arrived at the facility, Resident #1 was calm and seated in a recliner in a common area with their feet 
elevated. RN K said she asked the resident if they remembered climbing out the window in their room, and 
Resident #1 said they climbed out the window to go home to help a dog, and then stated, And they hauled 
me back in here. During an interview on 07/31/2025 at 3:37 PM, IDON E stated residents were assessed for 
risk of elopement upon admission, weekly for four weeks, quarterly, and as needed. IDON E stated she 
expected all residents to have an elopement risk assessment completed per the facility policy, and if a 
resident was identified as at risk of elopement, the facility should update the resident's care plan with 
interventions for the resident's safety. IDON E stated that staff did not complete a new elopement risk 
assessment for Resident #1 in June 2025 after the resident expressed a desire to leave the facility and 
return home. During an interview on 08/01/2025 at 9:46 AM, ADM F stated that if a resident was exit 
seeking, verbalized a desire to leave the facility, attempted to leave through exit doors, or packed their 
belongings, she expected the resident to be evaluated for their risk of elopement.
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